
was no gender association with H. pylori, this is in accordance 
4,5with Replogle ML et al and Malaty HM et al. . Chong VH et al 

showed the male group had significantly higher prevalence, 
particularly in the 20–29, 40–49, 50–59 and ≥  70 years age 
groups. Factors such as improved standard of living and 

6hygienic practices may account for the lower prevalence .

Ultrasonographically, increased  gastric wall thickness is 
evident in different gastric pathologies ,.  Although 
measurement of individual layer of stomach wall was not 
performed in our case; the wall thickness was within normal 
limits (3-6 mm) in most of the cases of gastritis. Gastric 
malignancies are associated with wall thickness measuring 

9greater than 7mm . All our cases of gastric malignancies 
involving the antrum showed thickened antral wall. Genta 
reported that H pylori and inflammation was distributed evenly 

10throughout the stomach . 

In our study antrum was the most common site. Glandular 
atrophy and intestinal metaplasia were significantly associated 
with H pylori. Occasionally, H pylori is negative in glandular 
atrophy and intestinal metaplasias while in the tissues without 
glandular atrophy or intestinal metaplasia it might be found H 
pylori positive. This result is in accordance with the 
epidemiologic and pathologic studies of Correa, which 
revealed the temporal association of chronic superficial 
gastritis, atrophic gastritis, intestinal metaplasia, epithelial 

11dysplasia, and finally gastric cancer evolution . These findings 
suggest that most patients with intestinal metaplasia and 
glandular atrophy have been infected with H pylori at some 
stage. H pylori infection may provide the proper environment 
for atrophic gastritis and intestinal metaplasia to occur. At the 
final stage of the disease, gastric atrophy with intestinal 
metaplasia is not a hospitable environment for H pylori and is 
associated with a dramatic reduction or even disappearance of 

12-16the organism .
However; this will require further studies to assess if there is an 
association. There are several limitations with our study.  
Firstly, our study was done on a small sample size and secondly 
association with other factors like socioeconomic status and 
education were not done.

In conclusion, our study showed spectrum of changes in 
endoscopy guided gastric biopsy in symptomatic cases. H pylori 
was seen significantly in younger age with atrophy of gastric 
mucosa as a significant finding.
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Figure  1: H.pylori organisms seen lying over the surface 
mucous cells of gastric mucosa (H & E × 100)
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Immediate Outcome of Vlbw And Elbw Babies in a Tertiary Care Center of Nepal

1 2 3 4Acharya N ,  Mishra P , Shrestha N , Gupta V

ABSTRACT
Background: Very Low Birth Weight (VLBW) infants weigh <1500 grams and Extremely Low Birth Weight (ELBW) infants weigh <1000 
grams. They are predominantly premature but may also be associated with Intrauterine Growth Restriction (IUGR). The VLBW rate is 
an accurate predictor of infant mortality rate. Objective: The study was aimed to find out the hospital incidence of VLBW and ELBW 
babies and outcome of these babies, till they were discharged from the hospital/NICU.  Methods: A descriptive study was conducted 
among 109 cases who weighed less than 1500 grams. The babies were evaluated for mortality and various morbidities till they were 
discharged from the hospital. Descriptive statistics was applied using SPSS 21.0 to show antenatal profile and immediate outcome. 
Results: Out of 109 cases, ELBW were 30.2% and VLBW were 69.8%. Among the ELBW babies, 30.3% survived and 75% in VLBW. The 
mortality rate in ELBW and VLBW babies were 69.7% and 25% respectively. Among the ELBW, common morbidities were NNJ (94%), 
Presumed NNS (87.8%), RDS (82.6%), Hypoglycemia (56.5%), Hypothermia (26%), Birth Asphyxia (15.1%). In the VLBW group, 
common morbidities were Presumed NNS (86.4%), NNJ (82%), RDS (46.5%), Hypoglycemia (30.2%). The mean duration of hospital 
stay was 8.6 days (SD ± 3.38). Conclusions: Common immediate morbidities were NNS, RDS, Hypothermia, Anemia, Shock, CHD, 
Birth Asphyxia and NEC. Well trained staff in the NICU and medical facilities like availability of Surfactant therapy, more number of 
mechanical ventilators could improve the survival of these babies in our setting.

Key words:  Extremely low birth weight, morbidity, mortality, very low birth weight

INTRODUCTION
In every community mothers and children are among the 
groups that are vulnerable to disease, disability and death. 
Their vulnerability is a result of possession of the special 
characteristics of pregnancy or young age, related to biological 

1  process of reproduction, growth and development . Birth 
weight is the single most important marker of adverse perinatal 

2and neonatal outcome . It has been reported that over 60 – 
80% of all neonatal mortality and morbidity is due to preterm 

3birth . VLBW infants weigh <1500 g and are predominantly 
premature but may also be associated with IUGR. The VLBW 
rate is an accurate predictor of IMR. Perinatal care has 
improved the rate of survival of VLBW infants. When compared 
to term infants, VLBW neonates have a higher incidence of 

strehospitalization during the 1  year of life for sequelae of 
prematurity, infections, neurologic complications and 

4psychosocial  disorders . The commoner neonatal 
complications in both VLBW and ELBW babies were RDS, 

10neonatal jaundice and sepsis . With the introduction of 
modern methods of neonatal intensive care there occurred a 

significant improvement in the outcome of VLBW & ELBW 
babies, but still it remains as one of the important causes of 

5neonatal mortality in developing countries . These babies need 
to spend time in NICU till close to term to allow multi organ 
development. So, the consequences of preterm birth often 
continue beyond the neonatal period and can lead to 
significant direct and indirect costs that have to be borne by the 

6parents and the society . Here we present this descriptive study 
of immediate neonatal outcome of very low birth weight 
(<1500 gm) and extremely low birth weight (<1000 gm) babies. 

METHODS: 
This descriptive study was conducted in our department of 
Pediatrics, Nepalgunj Medical College, Kohalpur for a period of 
one year from January 2013 to January 2014. This centre caters 
to mainly pregnant mothers from mid and far west region of 
Nepal. Those neonates fulfilling inclusive criteria and weighing 
less than 1500 grams were enrolled in our study. The 
convenience non probability sampling technique was 
undertaken and the minimum required sample size was 
calculated using formula n= z2pq/d2

the 
neonatal profile of VLBW (<1500 gm) and ELBW (<1000 gm) 
babies like gestational age, asphyxia requiring ventilator 
support, Hyaline membrane disease, presume sepsis, jaundice, 
Hypoglycemia, Hypothermia, stay in NICU and total hospital 
stay were recorded.  All data were entered in SPSS version 21 
and descriptive statistics was used for analysis of data.

RESULT:
A total number of 109 VLBW and ELBW babies were included 

. Thus the calculated 
sample size was, n= 109 after adjusting 5% non response. Data 
collection was done by reviewing book of mother and 1. Dr. Niraj Acharya
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this study. Seventy five (70.7%) mothers were booked and 
thirty one (29.3%) was unbooked.  In our study, out of 106 
pregnant mothers, 68 (64.2) were primigravida and 38 (35.8%) 
were mutligravida. The age of the mothers ranged from 15 to 
36 years with a mean of 26.2 years. There were 48 (45.3%) 
mothers who delivered vaginally and 58 (54.7%) mothers were 
undergone for cesarean section with the most common 
indication was prolonged labor. out of 106 mothers, three 
(2.8%) mothers gave twin delivery and rest were singleton. 
Among the total 109 babies, 33 (30.2%) were ELBW whereas 76 
(69.7%) were VLBW. The mean gestational age of VLBW group 
and ELBW group was 30±1.72 and 28.93±1.39 respectively. 
Similarly, the mean weight of VLBW group and ELBW group was 
1288.42±138.95 and 894.84±71.50 respectively. The overall 
mortality in ELBW group was 69.7% and in VLBW group was 
25% only. All babies who survived in both group were admitted 
in NICU for supporting treatment. 

Gestational No. of babies
Period Delivered Survived

≤28 7 1 (14.3%) 6/7 (85.7%)

29 to 32 72 40 (55.6%) 32/72 (44.4%)

>32 30 26 (86.6%) 4/30 (13.4%)
Birth Weight (gm)

<800 10 0 (0%) 10/10 (100%)

801 to 1000 23 10 (43.5%) 13/23 (56.5%)

1001 to 1250 30 20 (66.7%) 10/30 (33.3%)

1251 to 1500 46 37 (79.5%) 9/46 (19.5%)

No. of VLBW - 76          Mortality in VLBW - 19/76 (25%)

No. of ELBW  - 33                    Mortality in ELBW- 23/33 (69.7%)

Table I: Number of Deliveries in Each Weight and 

Gestational Age Groups and Corresponding Mortality

No. of babies Mortality

The various conditions recorded in our case sheets of both 
ELBW and VLBW neonates till discharge is given in table II. The 
common complications seen in both the groups were neonatal 
jaundice (93.9% in ELBW and 81.5% in VLBW babies) and 
presume neonatal sepsis (87.8% in ELBW and 86.8% in VLBW 
babies) whereas RDS (57.5% in ELBW and 52% in VLBW babies). 
The incidence of RDS was found to be lower (4 out of 28) where 
2 doses of betamethasone could be given. The other common 
complications found in both the groups were hypoglycemia, 
hypothermia and birth asphyxia. The duration of hospital stay 
in both groups were ranged from 3 - 20 days. The mean 
duration of stay in NICU was 8.16 days (SD ± 3.38) in both 
groups of babies.

Outcomes ELBW (%) VLBW (%)

NNJ 31 (93.9) 62 (81.5

NNS 29 (87.8) 66 (86.8)

Hypoglycemia 13 (39.3) 26 (34.2)

Hypothermia 6 (18.1) 19 (25)

CHD 1 (3) 3 (3.9)

RDS 19 (57.5) 40 (52)

Birth Asphyxia 5 (15.5) 7 (9.2)

Shock 1 (3) 4 (5.2)

NEC 1 (3) 1 (1.3)

Anemia 2 (6) 5 (6.5)

Total 33 (100) 76 (100)

Table II: immediate outcome of ELBW and VLBW groups

DISCUSSION
Preterm deliveries of babies weighing less than 1500 gms 
(VLBW) and particularly less than 1000 gms (ELBW) are of 
major concern because of maximum perinatal morbidity and 

7, 8 & 9mortality found in this . A total of 109 babies were included 
in the study, among which 33 (30.2%) were ELBW and 76 
(69.8%) were VLBW.  In our study, mean gestational age in 
ELBW and VLBW group was 30±1.72 and 28.93±1.39 

9respectively which is similar to study done in India . Among 
ELBW group, only 10 (30.3%) survived and among VLBW, 57 
survived (75%). Our results are comparable to the results of 

7 Poudel et al where the survival rate of VLBW babies was 54.3%.  
9, 10 & 13There is a wide variety of survival rate reported in various .  

Similarly, mortality rate among ELBW group was 69.7% and in 
VLBW was 25% but other studies showed lower percentage of 

9, 10mortality rate .  This is due to difference in patient 
population, antenatal care, intranatal care, aggressive neonatal 
care and availability of NICU facilities. The poor survival rate in 
our study could be due poor affordability of parents, 
unavailability of Surfactant therapy and the lack of proper NICU 
facilities (mechanical ventilator) at times.

Various neonatal outcomes were evaluated in our study. 
Among the ELBW babies, the most common complication was 
Neonatal Jaundice (94%) followed by Neonatal Sepsis (87.8%), 
RDS (82.6%), Hypoglycemia (56.5%), Hypothermia (26%), Birth 
Asphyxia (15.1%). In the VLBW group, the most common 
complication seen was presumed Neonatal Sepsis (86.4%), 
followed by Neonatal Jaundice (82%), RDS (46.5%), 
Hypoglycemia (30.2%), Hypothermia (19%), Birth Asphyxia 

7(9.2%). Similarly in the study done by Poudel et al , the most 
common morbidity in VLBW babies was Clinical Sepsis (77.1%), 
followed by Neonatal Jaundice (73.6%). RDS was seen in 21.4%, 
which is lower than that found in our study (46.5%). Other 

9, 10 & 12studies showed dissimilar finding than our . Dissimilarities 
in immediate neonatal outcome are mainly confined on 
antenatal cares, intrapartum monitoring, use of antenatal 

steroid and place of delivery. Most of the preterm newborns 
were referred cases in our NICU so they were deprived from 
proper care, antenatal. Diagnosis of Intraventricular 
Hemorrhage was excluded because the cranial ultrasound 
could not be done in all suspected cases due to the lack of 
adequate resources of the parents of the patients. In our study 
mean duration of hospital is similar to other studies done in 

9, 10 6India  and Nepal .

CONCLUSIONS
The large percentages of ELBW babies were prematurely 
expired but two third VLBW babies were survived in our study. 
Neonatal Jaundice, presume sepsis, HMD and metabolic 
problems are major immediate outcome in both groups.
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pregnant mothers, 68 (64.2) were primigravida and 38 (35.8%) 
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