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Simple design
Easy to use
Effective delivery

NeoPAP’s innovative design is literally a breeze...

* CPAP, high flow and resuscitation modes are built into one easy to
use device, improving workflow efficiency and reducing costs.

* Baby-Trak® leak compensation and sophisticated alarms give you
peace of mind and the ability to focus on the specialized needs of
your RDS patients.

* The unique bonnet and patient-friendly interface support
developmental care and may help reduce costly skin damage.

See what NeoPAP can do for your NICU...
Learn more at www.circadiance.com
or contact us at info@circadiance.com

@rcadiance“

Pediatric Care

888-825-9640 www.circadiance.com
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GETINGE GROUP

Passion for life

Baby knows best MAQULT
GETINGE GROUP

Who knows better what ventilatory support a patient needs
than the patient? The new SERVO-n® neonatal ventilator, with
NAVA® (Neurally Adjusted Ventilatory Assist) and non-invasive NAVA
standard*, lets the baby’s own physiological signal control the exact
timing and amount of assist for every breath. This same signal also
provides the clinician insight into the baby’s breathing drive for
diagnostics and weaning.

MCV00039355 REVA

Give your neonatal patient the support they need to breathe easier,
sleep better and grow stronger with SERVO-n and NAVA®.

and p.

*Excludes Edi module.

Maquet is a registered trademark of Maquet GmbH  Copyright Maquet Medical Systems USA or its affiliates. « AACAUTION: Federal
(US) law restricts this device to sale by or on the order of a physician. Refer to Instructions for Use for current indications, warnings,

co

www.getingegroup.com
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Human milk makes
all the difference

The American Academy of Pediatrics’ (AAP) policy recommends PremieLact” Prolact HM"
the use of human milk for all preterm infants, whether mother’s rendereized Boner Mk Froches
own milk (MOM) or pasteurized donor human milk when

mother’s own milk is unavailable!

Only Prolacta Bioscience, the leader in the science of human milk, provides:
* A full line of human milk-based nutrition for premature infants

* Human milk products that undergo the most rigorous testing H&E?Jﬂggfgﬁlr
and screening in the industry

Prolact+H2MF®

Human Milk-Based Human Milk Fortifier Products

Prolact RTF™

Human Milk-Based Premature Infant Formula

1. American Academy of Pediatrics. Breastfeeding a

>f Human Milk. S
[originally published online February 27, 2012] 1
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To provide your preterm patient with
a 100% human milk-based diet, call:
1-888-PROLACT (1-888-776-5228) BIOSCIENCE

| Advancing the Science of Human Milk
www.prolacta.com

COPYRIGHT ©2014 PROLACTA BIOSCIENCE, INC. ALL RIGHTS RESERVED.
MKT-0299 REV-0 4/14




News

[ Spring 2016

NX Prenatal Preterm Birth Risk Biomarker Data Presented
NX Prenatal Inc, a US-based molecular diagnostics company
utilizing its proprietary NeXosome technology for early
warning of adverse pregnancy outcomes, announced the
presentation of its most recent study by Dr Thomas McElrath
of Brigham & Women’s Hospital at the Society for Maternal
Fetal Medicine’s (SMFM) annual meeting held in Atlanta.

The presentation reported initial positive top-line results
regarding the development and continued validation of NX
Prenatal’s NeXosome Preterm Birth Risk Assay. In a blinded
peer-reviewed process, SMFM selected this study entitled
“Circulating microparticles as an effective means to stratify
the risk of spontaneous preterm birth” for oral presentation
during its annual meeting. This new collaborative study of 75
pregnant moms was designed to identify functional proteomic
biomarkers that are already unique in their expression profiles
at 10-12 weeks gestation among women who go on to deliver
spontaneously at less than 34 weeks. In pregnancy, the analysis
of the protein content of circulating microparticles, such as
exosomes, is of revolutionary potential as it represents a non-
invasive ‘biopsy’ of active gestational tissues. “The NeXosome
platform offers a unique opportunity to assess biomarkers
related to the network of inter-related systems of the mom and
baby that must stay in balance during pregnancy,” commented
Dr McElrath. “Interestingly, our findings suggest that we can
find irregularities in these networks long before eventual
spontaneous preterm birth from a maternal blood sample.”

C-Sections Made More Like Natural Births

New approaches are being looked at by hospitals delivering
babies by caesarean section that make them more like natural
births. Surgeons who just delivered an infant by C-section almost

immediately might hand it off to be placed on the mother’s chest,
as often occurs after vaginal deliveries. Breast-feeding might be
encouraged while mother and infant are still in the operating
room. And clamping of the umbilical cord may be delayed, as is
increasingly common in vaginal births. Some hospitals are going
further, aiming to make caesarean delivery more like a birthing
experience than an operation. Mothers get to choose options
such as dim overhead lighting, soothing music and watching
through a clear surgical drape, rather than the usual opaque
curtain, as the baby emerges. In a traditional C-section, the

baby is immediately placed in a warmer to be assessed by the
pediatrics team before being handed to the mother up to an hour
later in postoperative recovery. The practice was founded on the
need to quickly determine which newborns require assistance
breathing and to maintain sterility during the operation. Doctors
say the new approach, typically offered only for nonemergency
C-sections, adopts some practices of vaginal deliveries that have
been found to bring health benefits to the mother and child,

such as skin-to-skin contact and early breast-feeding. Often
called family-centered caesareans or gentle caesareans, the
approach also aims to make the C-section birth experience more
rewarding for families, they say. Some doctors are concerned the
new approach could make caesarean births more attractive, at a
time when U.S. hospitals are under pressure to reduce the rate of
C-sections.

Home Births Come With More Risks

Home births are gaining in popularity, but is that a good thing
given the current state of care? In Britain, about 10 percent

of births don’t happen in a hospital. The Centers for Disease
Control and Prevention estimates that in 2012, more than
53,000 births took place out of the hospital in the United States.
More than 35,000 took place at home, the rest at dedicated
birth centers. Out-of-hospital births are a small percentage of
overall deliveries, about 1.36 percent, but the rate has been
increasing since 2004, when they were about 0.8 percent. In
some states, like Alaska (6 percent), Montana (3.9 percent)
and Oregon (3.8 percent), out-of-hospital births are even more
common. In Oregon, data is recorded on birth certificates
that allows researchers to know which births were planned
for the home and which were planned for the hospital. They
can compare outcomes. In 2012 and 2013, researchers found
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In term and near-term neonates with hypoxic respiratory failure (HRF)...
When do you stop the cascade?

fi0r10™0 ® Early intervention with INOMAX' (nitric oxide)
Additi©

e . for inhalation upon confirmation of pulmonary
roY hypertension may help:

* Avoid higher levels of supplemental oxygen

” LA - " N * Improve oxygenation'
" . - D . Potentially prevent the progression
of HRF?

P“‘“‘-HT::I :
rm Learn more at www.inomax.com
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Indication

INOMAX' is a vasodilator, which, in conjunction with ventilatory support and other appropriate
agents, is indicated for the treatment of term and near-term (>34 weeks) neonates with hypoxic
respiratory failure associated with clinical or echocardiographic evidence of pulmonary hypertension,
where it improves oxygenation and reduces the need for extracorporeal membrane oxygenation.

Utilize additional therapies to maximize oxygen delivery with validated ventilation systems.

Important Safety Information

* INOMAX is contraindicated in the treatment of neonates known to be dependent on right-to-left
shunting of blood.

» Abrupt discontinuation of INOMAX may lead to increasing pulmonary artery pressure and
worsening oxygenation even in neonates with no apparent response to nitric oxide for inhalation.

+ Methemoglobinemia and NO, levels are dose dependent. Nitric oxide donor compounds may have
an additive effect with INOMAX on the risk of developing methemoglobinemia. Nitrogen dioxide
may cause airway inflammation and damage to lung tissues.

¢ In patients with pre-existing left ventricular dysfunction, INOMAX may increase pulmonary capillary
wedge pressure leading to pulmonary edema.

* Monitor for PaO,, methemoglobin, and inspired NO, during INOMAX administration.
* Use only with an INOmax DS, INOmax DS, or INOvent’ operated by trained personnel.

®

IR’
Please see Brief Summary of Prescribing Information on adjacent page.

References: 1. INOMAX [package insert]. Hampton, NJ: Ikaria, Inc.; 2013. 2. Gonzalez A, Fabres J, D’Apremont |, et al. Randomized controlled trial of early
compared with delayed use of inhaled nitric oxide in newborns with a moderate respiratory failure and pulmonary hypertension. J Perinatol. 2010;30(6):420-424.

) Mallinckrodt .
Pharmaceuticals max
Mallinckrodt, the “M” brand mark and the Mallinckrodt Pharmaceuticals B 'd
logo are trademarks of a Mallinckrodt company. Other brands are (nltnc OXI e) INHALATION
trademarks of a Mallinckrodt company or their respective owners.

© 2015 Mallinckrodt. IMKI11-1631-R3 July 2015 www.inomax.com StOp the cascade




INOMAX® (nitric oxide) for inhalation
Brief Summary of Prescribing Information

INDICATIONS AND USAGE

Treatment of Hypoxic Respiratory Failure

INOMAX® is a vasodilator, which, in conjunction with ventilatory support
and other appropriate agents, is indicated for the treatment of term
and near-term (>34 weeks) neonates with hypoxic respiratory failure
associated with clinical or echocardiographic evidence of pulmonary
hypertension, where it improves oxygenation and reduces the need for
extracorporeal membrane oxygenation.

Utilize additional therapies to maximize oxygen delivery with validated
ventilation systems. In patients with collapsed alveoli, additional therapies
might include surfactant and high-frequency oscillatory ventilation.

The safety and effectiveness of INOMAX have been established in a
population receiving other therapies for hypoxic respiratory failure,
including vasodilators, intravenous fluids, bicarbonate therapy, and
mechanical ventilation. Different dose regimens for nitric oxide were
used in the clinical studies.

Monitor for Pa0,, methemoglobin, and inspired NO, during INOMAX
administration.

CONTRAINDICATIONS
INOMAX is contraindicated in the treatment of neonates known to be
dependent on right-to-left shunting of blood.

WARNINGS AND PRECAUTIONS

Rebound Pulmonary Hypertension Syndrome following Abrupt
Discontinuation

Wean from INOMAX. Abrupt discontinuation of INOMAX may lead to
worsening oxygenation and increasing pulmonary artery pressure, i.e.,
Rebound Pulmonary Hypertension Syndrome. Signs and symptoms of
Rebound Pulmonary Hypertension Syndrome include hypoxemia, systemic
hypotension, bradycardia, and decreased cardiac output. If Rebound
Pulmonary Hypertension occurs, reinstate INOMAX therapy immediately.

Hypoxemia from Methemoglobinemia

Nitric oxide combines with hemoglobin to form methemoglobin, which
does not transport oxygen. Methemoglobin levels increase with the
dose of INOMAX; it can take 8 hours or more before steady-state
methemaoglobin levels are attained. Monitor methemoglobin and adjust
the dose of INOMAX to optimize oxygenation.

If methemoglobin levels do not resolve with decrease in dose or
discontinuation of INOMAX, additional therapy may be warranted to treat
methemoglobinemia.

Airway Injury from Nitrogen Dioxide

Nitrogen dioxide (NO,) forms in gas mixtures containing NO and O,
Nitrogen dioxide may cause airway inflammation and damage to lung
tissues. If the concentration of NO, in the breathing circuit exceeds
0.5 ppm, decrease the dose of INOMAX.

I there is an unexpected change in NO, concentration, when measured
in the breathing circuit, then the delivery system should be assessed
in accordance with the Nitric Oxide Delivery System O&M Manual
troubleshooting section, and the NO, analyzer should be recalibrated. The
dose of INOMAX and/or Fi0, should be adjusted as appropriate.

Heart Failure

Patients with left ventricular dysfunction treated with INOMAX may
experience pulmonary edema, increased pulmonary capillary wedge
pressure, worsening of left ventricular dysfunction, systemic hypotension,
bradycardia and cardiac arrest. Discontinue INOMAX while providing
symptomatic care.

ADVERSE REACTIONS

Because clinical trials are conducted under widely varying conditions,
adverse reaction rates observed in the clinical trials of a drug cannot
be directly compared to rates in the clinical trials of another drug and
may not reflect the rates observed in practice. The adverse reaction
information from the clinical studies does, however, provide a basis for
identifying the adverse events that appear to be related to drug use and
for approximating rates.

Controlled studies have included 325 patients on INOMAX doses of 5 to
80 ppm and 251 patients on placebo. Total mortality in the pooled trials
was 11% on placebo and 9% on INOMAX, a result adequate to exclude
INOMAX mortality being more than 40% worse than placebo.

In both the NINOS and CINRGI studies, the duration of hospitalization was
similar in INOMAX and placebo-treated groups.

From all controlled studies, at least 6 months of follow-up is available
for 278 patients who received INOMAX and 212 patients who received
placebo. Among these patients, there was no evidence of an adverse
effect of treatment on the need for rehospitalization, special medical
services, pulmonary disease, or neurological sequelae.

In the NINOS study, treatment groups were similar with respect to the
incidence and severity of intracranial hemorrhage, Grade IV hemorrhage,
periventricular leukomalacia, cerebral infarction, seizures requiring
anticonvulsant therapy, pulmonary hemorrhage, or gastrointestinal
hemorrhage.

In CINRGI, the only adverse reaction (>2% higher incidence on INOMAX
than on placebo) was hypotension (14% vs. 11%).

Based upon post-marketing experience,accidental exposuretonitricoxide
for inhalation in hospital staff has been associated with chest discomfort,
dizziness, dry throat, dyspnea, and headache.

OVERDOSAGE

Overdosage with INOMAX will be manifest by elevations in methemoglobin
and pulmonary toxicities associated with inspired NO,. Elevated NO, may
cause acute lung injury. Elevations in methemoglobin reduce the oxygen
delivery capacity of the circulation. In clinical studies, NO, levels >3 ppm
or methemoglobin levels >7% were treated by reducing the dose of, or
discontinuing, INOMAX.

Methemoglobinemia that does not resolve after reduction or
discontinuation of therapy can be treated with intravenous vitamin C,
intravenous methylene blue, or blood transfusion, based upon the clinical
situation.

DRUG INTERACTIONS

No formal drug-interaction studies have been performed, and a clinically
significant interaction with other medications used in the treatment of
hypoxic respiratory failure cannot be excluded based on the available data.
INOMAX has been administered with dopamine, dobutamine, steroids,
surfactant, and high-frequency ventilation. Although there are no study
data to evaluate the possibility, nitric oxide donor compounds, including
sodium nitroprusside and nitroglycerin, may have an additive effect with
INOMAX on the risk of developing methemoglobinemia. An association
between prilocaine and an increased risk of methemoglobinemia,
particularly in infants, has specifically been described in a literature case
report. This risk is present whether the drugs are administered as oral,
parenteral, or topical formulations.

INOMAX® is a registered trademark of INO Therapeutics LLC, a
Mallinckrodt Pharmaceuticals company.

© 2015 Mallinckrodt.  IMK111-01540 R1  July 2015



that the rate of perinatal death was
significantly higher for births planned

at home: 3.9 versus 1.8 per 1,000. That
would be an additional death for each
500 births at home. At-home births were
also associated with an increased risk

of neonatal seizures. However, the risk
of admission to an intensive care unit
was significantly lower for those born at
home. More than 30 percent of women
with planned in-hospital births had labor
induced, versus 1.5 percent of those

with planned at-home births. Almost 25
percent of those who planned to deliver
in the hospital had a cesarean section
versus b.3 percent of those who planned
to deliver at home. The rates of severe
morbidity (permanent harm or significant
temporary harm) and death in women are
27 per 1,000 for planned (or “low-risk™)
C-section deliveries versus 9 per 1,000
for planned vaginal deliveries. C-sections
are probably more common in the United
States than they need to be, and being

in the hospital increases your chance

of getting one, and the risks that come
with it. Thchoice of birth location has
become a charged debate in this country.
In Britain, on the other hand, the medical
system seems to have been adopting a
more holistic view. The National Institute
for Health and Care Excellence (NICE)
released guidelines just over a year ago
that recommended that health care
providers explain to women at low risk
of complications that home birth is a safe
and acceptable option. n fact, for British
women who have given birth before

and are at low risk, NICE recommends
that providers explain that birth out of
the hospital carries no differences in

risk and is associated with higher rates
of normal vaginal deliveries and lower
rates of intervention. In addition, there
are “protocols and mechanisms” in place
to coordinate care between home births
and the hospital. An editorial in the

New England Journal of Medicine last
year noted that almost half of first-time
mothers in Britain who intend to give
birth out of the hospital wind up doing so
in the hospital — and that this might be
looked at as a sign of systemic success,
not failure. If things don’t go well at home,
everyone is prepared and ready to make
the transfer because home and hospital
delivery systems work closely together.
The British safety net works.

Firm Certified as a Veteran-Owned
Business

Mercury Enterprises, Inc, dba Mercury
Medical, Clearwater, Florida is verified
and certified as a Veteran Owned Small

Business (VOSB) by the US Department
of Veteran Affairs, Center for Verification
and Evaluation. Mercury Medical is

a healthcare specialty organization
recognized by the industry since 1963 as
a leading provider of innovative airway
management devices. As a Veteran Owned
Small Business, Mercury Medical is
included in the Veteran business database
at www.vip.vetbiz.gov and eligible to
participate in Veterans First Contracting
Programs with the VA.

Finding the Right Oxygen Saturation
Targets

An oxygen saturation target of 85% to
89%, rather than 91% to 95%, may increase
the risk for death or disability at 2 years’
corrected age in infants born before age
28 weeks, according to pooled results
from the UK and Australian Benefits of
Oxygen Saturation Targeting (BOOST)

II trials. he trials form part of a larger
collaboration of five trials called the
Neonatal Oxygen Prospective Meta-
analysis (NeOProM), conducted in the
United States, Canada, Australia, New
Zealand, and the United Kingdom. Results
from observational studies sparked
NeOProM by suggesting that targeting an
oxygen saturation range of 85% to 89%
might improve retinopathy of prematurity
without any negative effects on death or
disability, Dr Tarnow-Mordi explained.

n 2010, however, results from the
American Surfactant, Positive Pressure,
and Oxygenation Trial (SUPPORT)
showed a reduction in retinopathy, but
also increased mortality, with the lower
oxygen saturation targets. That led
investigators from the NeOProM trials

to request interim analyses from their
data and monitoring committees. Pooled
analyses from the British, Australian, and
New Zealand studies suggested increased
mortality with lower oxygen saturation
targets and prompted an early end to
enrolment according to a prespecified
protocol. The Australian trial ended
enrolment at 1135 infants, and the UK
trial ended enrolment at 973 infants.

Both studies had planned to enrol 1200
patients. The studies enrolled infants born
before 28 weeks’ gestation and randomly
assigned them to either lower (85% - 89%)
or higher (91% - 95%) oxygen saturation.

Vaginal Progesterone and Preterm
Births

In women with high-risk pregnancies,
including those with a short cervix,
vaginal progesterone does not protect
against preterm birth, according

to disconcerting results from the
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OPPTIMUM study. “We saw no significant effect of vaginal
progesterone on obstetrical, neonatal, or childhood outcomes,”
reported Jane Norman, MD, from the University of Edinburgh in
the United Kingdom. This was true even for women with a cervix
of 25 mm or less, and “we found no evidence of benefit in any
identifiable subgroups,” she said here at the Society for Maternal-
Fetal Medicine 2016 Pregnancy Meeting. The use of progesterone
— both the vaginal form and 17-hydroxyprogesterone, the
intramuscular form — was assessed in a Cochrane meta-
analysis of women who had previously delivered a preterm child
(Cochrane Database Syst Rev. 2013;7:CD004947). Progesterone
was shown to prevent preterm births, reduce perinatal mortality,
reduce the incidence of birthweight below 2500 g, and reduce
neonatal deaths. In women with a short cervix, progesterone
was shown to reduce preterm births, but did not affect the other
parameters.

Stress and its Impact on Preghancies

Mothers who have a higher level of perceived stress in their
second trimester are more likely to have elevated second-
trimester hair cortisol concentration as well as decreased
gestational age at delivery. The results thus correlate a
physiologic measure of maternal stress (cortisol) with
preterm birth. M. Camille Hoffman, MD, from the University
of Colorado School of Medicine in Denver, and colleagues
published the results of their prospective cohort study in the
March issue of Obstetrics & Gynecology. Their cohort of 92
women had a prematurity rate (12%) that was consistent with
state and national norms. The study was unique in that the
investigators attempted to evaluate how physiologic stress
relates to psychological stress and how the two, together, are
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related to gestational age at delivery and preterm birth. The
researchers measured stress with the Average Perceived Stress
Scale, State-Trait-Anxiety Inventory, State version, and Center
for Epidemiologic Studies-Depression Scale. Stress was scored
at 16, 22, 28, 34, and 40 weeks of gestation. The researchers
also measured hair cortisol levels and found that they rose over
the course of pregnancy and were significantly higher in the
third trimester than the first and second trimesters. Moreover,
perceived stress at 16 weeks of gestation correlated with
second-trimester cortisol concentration (r = 0.28; P = .007), as
well as earlier gestational age at delivery (r = —0.30; P <.01). In
addition, gestational age at delivery was negatively correlated
with cortisol concentration in the second trimester (r = —0.25;
P =.02).

Pregnant Women Able to Lose Weight

Obese nondiabetic women randomly assigned to receive
metformin during pregnancy gained less weight than those

who did not take the drug, but they were no less likely to have
large-for-gestational-age (LGA) neonates, a study published in
the February 4 issue of the New England Journal of Medicine
shows. Because metformin improves insulin sensitivity and has
been shown to reduce weight gain in pregnant patients with
gestational diabetes, Argyro Syngelaki, PhD, from the Harris
Birthright Research Centre for Fetal Medicine, King’s College
Hospital, London, United Kingdom, and colleagues hypothesized
the drug might lead to a lower median neonatal birth weight z
score when given to nondiabetic pregnant women with a body
mass index of more than 35 kg/m2. To test the hypothesis,

the researchers enrolled 450 obese pregnant women without
diabetes in the double-blind, placebo-controlled Metformin in
Obese Nondiabetic Pregnant Women (MOP) trial. Of the 450
women, 225 were randomly assigned to receive a maximum of
3.0 g metformin per day from 12 to 18 weeks of gestation through
delivery, and 225 were assigned to receive a placebo. A total of 50
women withdrew consent during the trial, which left 202 women
in the metformin group and 198 in the placebo group, the study
authors report. Specifically, the median neonatal birth weight z
score was 0.05 in the metformin group and 0.17 in the placebo
group (P =.66). Similarly, the proportion of LGA infants, defined
as those whose weight was higher than the 90th percentile, was
16.8% and 15.4% in the two groups, respectively (P =.79). There
were, however, differences in maternal outcomes, including
median maternal gestational weight gain (4.6 vs 6.3 kg; P < .001),
and in the incidence of preeclampsia (3.0% vs 11.3%; P < .001),
both of which were lower in the metformin group.

Intestinal Microbiome in Infants

The intestinal microbiome in 6-week-old infants was the

same in babies who were exclusively formula fed and babies
who were fed with both formula and breast milk, according

to a new study. Babies who were exclusively breast-fed had

an intestinal microbiome that was distinctly different from
those who were fed only formula or a combination of formula
and breast milk. However, mode of delivery appeared to be

a more important factor in microbiome development than
feeding practices. Juliette C Madan, MD, from the Division of
Neonatology, Department of Pediatrics, Children’s Hospital at
Dartmouth, Lebanon, and the Children’s Environmental Health
and Disease Prevention Research Center at Dartmouth, Hanover,
New Hampshire, and coauthors report their findings. “To our
knowledge, our study was the first to examine the contribution
of delivery mode to infant intestinal microbiome composition
in association with that of another important predictor of
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microbiome composition, infant diet,” the researchers write.
“We found that delivery mode was more strongly associated with
infant microbiome composition than was diet at 6 weeks.” The
researchers reviewed the medical records of 102 infants who
were followed up as part of the New Hampshire Birth Cohort
Study to determine delivery mode and ascertained feeding
information from telephone questionnaires. They analyzed the
infants’ stool samples at 6 weeks for microbiome composition
and determined associations among birth type, feeding method,
and intestinal microbiome. The average gestational age of the
infants was close to 40 weeks; 70 newborns were delivered
vaginally, and 32 underwent cesarean delivery. During the first
6 weeks of life, 70 infants were breast-fed exclusively, 26 were
fed with both breast milk and formula, and six were fed only
formula.

Vaginal Microbes Restored

Vaginal microbes can be at least partially restored to infants
who are delivered by cesarean delivery, according to the results
of a pilot study. However, the long-term health consequences

of the results remain unclear, researchers caution. Maria G
Dominguez-Bello, PhD, from New York University in New York
City, and colleagues published the results of their pilot study
online February 1 in Nature Medicine. The researchers tracked
four infants delivered by cesarean delivery who were exposed to
maternal vaginal fluids at birth. The researchers determined the
composition of their microbiota over time, using more than 1500
samples from anal, oral, and skin sites of infants and mothers

in this group and comparator groups during the first month of
life. The investigators found that exposing infants delivered by
cesarean delivery to maternal vaginal microbiota results in in

bacterial communities that resemble those found on vaginally
delivered babies.

Benefits of Antenatal Steroids

A National Institutes of Health study has shown that infants born
at 34 to 36 weeks of gestation can benefit from antenatal steroids
in much the same way that younger preemies do. In a study of
2831 women, the use of antenatal betamethasone reduced the
chance of respiratory complications in “late” preterm infants,
who constitute about 8% of all deliveries. “Our results indicate
that prenatal steroid therapy for women delivering late preterm
infants could greatly reduce the rate of serious respiratory
complications,” said Uma Reddy, MD, from the Eunice

Kennedy Shriver National Institute of Child Health and Human
Development in Bethesda, Maryland. “Betamethasone is the
standard of care for women delivering at 34 weeks and earlier,
but we have not had data for those born at 34 to 37 weeks. The
conventional thinking is that these babies do so well that it’s not
necessary, but it turns out that they also have increased risk for
respiratory problems and admission to the neonatal intensive
care unit,” Dr Reddy explained. “The study was undertaken to
determine whether steroids help in this age group,” she said.

Almond Milk Use Linked to Scurvy

Plant-based beverages like almond milk can’t be used to replace
breast milk or infant formula, a new report warns. The authors
of the report describe an infant in Spain who was fed only
almond beverages or almond flour-based formulations from age
two months to 11 months and developed fractures and failure
to thrive due to scurvy. Scurvy is a serious condition caused

by lack of vitamin C in the diet. Once the scourge of sailors
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