5517 % 2 B RIUH & Vol.17 No2
20154E2 A Chin J Contemp Pediatr Feb. 2015

doi: 10.7499/j.issn.1008-8830.2015.02.004

I - GRS

M AR P AT L™ LU S W i) Meta B

FHE MR ME IR AR

(BEMNEHXFEWES —ER / F3EILEERTEAILE, Iz ZN  325027)

[(FZE] BB ARUFITUE T NeOProM 1B % 3 A9 o4t B 7= LA [R) i 2000 7R 2 A A9 11 PR Sk
X HEAT RGN, R TFHRGE SRR LM S M, Ak R STATA 12.0 3k, %I NeOProM
A& e B SCHRIEAT Meta 2007, 203 EESAE R I /INT 28 FRAGHE R Lrb, S S A (919%~95% ) FIE
MR FIEE L (85%~89% ) fEHHBERTE 18 TR HTIRIERE . H 7 LI MBER (ROP) | Bz JLIRIEM: /N 45
% (NEC) . ZAEMEAEBTAR (BPD) . WiEiHin (IVH) . sk SE KK (PDA) K AERETHNE.
SR YIRS, 4E 4919 2R L, FEA IS AR A B2 AR L 2460 ], i AU R R AR L 2459 141
RGN R, e AR A LA, AR IR A AR L I BERT IR 18 H I HIRAER A XS4 N (RR:
1.19, 95% CI: 1.05~1.35) ; ROP KAEZFEAL (RR: 0.73, 95% CI: 0.53~1.00) ; NEC &‘EZH7% (RR: 1.26,
95% CI: 1.06~1.49) ; BPD. IVH K PDA K/EFRMA L2 T RG24 L 8518 ERpIRIm AU A% BRI
HRE= L ROP (&4, (BB T R LRSERE & NEC A4 %,

[ HELRILRIZE, 2015, 17 (2) : 128-133]
[ £ ] MEIEME; Mea /00r; Fils; #HERE7 L

What is the optimal oxygen saturation for extremely premature infants? A Meta
analysis

LI Jing-Yang, LIN Zhen-Lang, WEI Jia, YAN Yan-Yan, LIN Jin. Department of Neonatology, Second Affiliated Hospital &
Yuying Children's Hospital of Wenzhou Medical University, Wenzhou, Zhejiang 325027, China (Lin J, Email: jing.lin@

mssm.edu)

Abstract: Objective To explore an optimal oxygen saturation for extremely preterm infants based on a systemic
review of the published studies. Methods A Meta analysis of the published studies by the NeOProM Group which
compared the outcomes of extremely preterm infants (gestational age < 28 weeks) maintained in either a low (85%-89%)
or high (91%-95%) oxygen saturation (SpO,) by using the STATA 12.0. The outcomes measured included the mortality
and the incidences of retinopathy of prematurity (ROP), necrotizing enterocolitis of newborn (NEC), broncho-pulmonary
dysplasia (BPD), intraventricular hemorrhage (IVH) and patent ductus arteriosus (PDA). Results  Three studies were
included, in which 2460 infants were assigned into the low SpO, group and 2459 infants in the high SpO, group. The
Meta analysis demonstrated that the risk of mortality before discharge or at the age of 18 months increased in the low
SpO, group compared with the high SpO, group (RR: 1.19; 95%CI: 1.05-1.35); the risk of ROP decreased in the low
SpO, group (RR: 0.73; 95%CI: 0.53-1.00); the risk of NEC increased in the low SpO, group (RR: 1.26; 95%CI: 1.06-1.49).
There was no significance in the incidences of BPD, IVH and PDA between the two groups. Conclusions Maintaining
SpO, at 85%-89% may decrease the incidence of ROP, but increase the mortality rate and the incidence of NEC in
extremely premature infants. [Chin J Contemp Pediatr, 2015, 17(2): 128-133]
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