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In 1977, the American Academy of Pediatrics
Committee on Nutrition first stated that the
goal of nutritional management of VLBW
infants should be to permit the rate of

extrauterine growth and the composition of weight
gain to approximate that of a normal fetus of the
same postmenstrual age, if the infant had remained in
utero(1). However, it has become clear that such a
goal is more often not reached, especially by ELBW
infants(2). The paper by Saluja and colleagues
published in this issue of Indian Pediatrics(3) is the
first report to confirm that observation on the Indian
subcontinent. Although not an unsurprising finding,
this report enumerates several issues that should be
considered by investigators studying growth of
VLBW infants.

Whenever possible, reference intrauterine
growth curves should reflect the population studied.
Although the authors noted this limitation to their
study, they selected Fenton’s intrauterine growth
reference(4) to determine AGA vs SGA and to
calculate z-scores. Unfortunately, Fenton’s data do
not reflect one population; birth weight data are
from a Canadian birth cohort and the length and
head circumference data are from Swedish and
Australian cohorts. In addition, given the high
incidence (48%) of SGA in Saluja’s study
population, the reader might question the accuracy
of gestational age assessment, which was not
defined, or the extent that race/ethnicity, life style
differences or prenatal care affected birth weight.
Therefore, establishing intra-uterine growth
reference curves for the Indian subcontinent should
be a perinatal research priority. An example of new
intrauterine growth curves based on a large cohort

based on US data was recently published(5).

Second, while the described fluid and nutrition
policy appeared quite reasonable and comparable to
currently recommended “early aggressive” nutritio-
nal support regimes, several aspects would be
subject to significant practice variation. For exam-
ple, the authors state: “Enteral feeds were initiated as
soon as possible, preferably on the first day of life, if
haemodynamically stable. Increments of 20-30 mL/
kg/d were made as tolerated. Human milk was
preferred and once infants reached an enteral intake
of 100 mL/kg/d, human milk fortifier ….were added
to increase the calories to 80 kcal/100mL with an
additional protein intake of 0.6 g/kg/d.” The
early initiation and rate of advancement of
enteral feeding, especially with human milk, are
admirable. How-ever, early parenteral nutrition
support was only offered to those infants not
expected to be on full enteral nutrition within the
first 5 days of life, increasing the potential for protein
and energy deficits, which are difficult to overcome
prior to hospital discharge(6). Therefore, fluid and
nutrition policies that optimize the transition of
nutritional support from initiation to achievement of
full enteral nutrition and during maintenance
enteral nutrition should be recommended and
encouraged.

It is hoped that promoting growth of VLBW
infants should lead to improved long term neuro-
developmental outcomes(7). In order to change
practices that support that goal, an understanding of
the growth outcomes achieved with current practices
is essential. Saluja and colleagues should be
commended for initiating that process.
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