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depression in both sexes was separately studied for crises in each
role domain. The confirmation of gender differences only for
children, housing and reproduction crises, which was different
with regard to role responsibility and involvement for both
genders, supports the 'cost of caring' and 'role identity' model.
Further support is provided by the fact that this gender difference
only existed for couples with difference in role salience with
respect to the crises.

However, this study has not included couples who had expe-
rienced a crisis that was not shared. Also, the sample is not
representati ve of men and women in general and the non-response
rate among those screened was high. The fact that vulnerability
may also vary at different stages of life has not been taken into
account. The sample size was small and there were only 52 crises
involving children, housing or reproduction. Results similar to
the present study were reported by Ross et al. II On comparing
four types of marriages they found only a small gender difference
in depression when both partners were working, were happy with
this arrangement and the man made a significant contribution to
housework. Previous studies that did not find gender differences
in the rate of depression may have used samples with low children,
housing or reproduction crises or may nor have had difference in
roles in these domains. More studies are required to confirm the
findings of this study as it has important social implications.

In the Indian context, it is well accepted that the role of women
is changing as more of them are now working outside homes.
However, they are still expected to perform the traditional roles of
housewife and mother. This dual role is likely to be stressful" and
can lead to more mental health problems including depression.
This has important implications for psychiatric services in India.

The prognosis for very tiny neonates

Tin W, Wariyar U, Hey E for the Northern Neonatal Network.
(South Cleveland Hospital, Middlesborough, Cleveland; Royal
Victoria Infirmary, Newcastle-upon-Tyne, United Kingdom.)
Changing prognosis for babies of less than 28 weeks gestation
in the north of England between 1983 and 1994. 8M] 1997;314:
107-11.

SUMMARY
This population-based study investigated theearly and late prognosis
forbabies born at 22 to 27weeksof gestation between 1983and 1994.
The outcome measures were mortality and disability among the
survivors. There were 479 070 registered births during the study
period. No baby born at 22 weeks of gestation survived; only 8 (4%)
of the 197babies at 23 weeks and alive at the onset ofJabour survived
for a year-a proportion that did not change during the study period.
Survival among the rest of the babies born at less than 28 weeks
improved progressively between 1983-86 and 1991-94. However,
administration of artificial surfactant to babies requiring ventilation
from mid-1990 was associated with a further improvement in sur-
vival only in those over 25 weeks of gestation. Babies born at 24
weeks of gestation required three times as much high dependency
care per survivor as those born at 27 weeks of gestation (76 v. 26
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days). The rate of severe disability in the one-year survivors of less
than 26 weeks gestation (301123; 24%) was similar to the sampled
survivors of less than 26 and 27 weeks (29/108; 27%). The propor-
tion disabled did not change significantly during the study period. All
the children born in 1983, 1987 and 1991 were later reassessed in
greater detail. Ten per cent (13/136) seemeddestined for a continuing
life of total dependency.

COMMENT
Improvements in neonatal intensive care have made it possible to
save extremely low birth-weight and premature babies. In devel-
oped countries, almost all the infant mortality is attributable to
deaths in the first 4 weeks (neonatal) of life. Therefore, intensive
neonatal care units form the principal child care services. There
are societal, political and professional reasons to try to save
'every' live-born infant, irrespective of the birth-weight and
gestation. New technology for monitoring and life-support, and
new forms of therapy (surfactant, parenteral nutrition) along with
high quality nursing care have brought about a near miraculous
revolution in the care of small babies especially those born at less
than 28 weeks of gestation; the erstwhile limit of viability.

The inevitable questions that arise in the background of the
above scenario are: (i) How many such babies are surviving? and
(ii) What is the long term neurodevelopmental outcome of the
survivors?

Tin et al. have addressed these issues. Using a database of
nearly 48 000 births in the area of the Northern Regional Health



SELECTED SUMMARIES

Authority of UK, they determined the early and late prognosis of
neonates born at 22-27 weeks of gestation between 1983 and
1994. The key findings of the study relate to (i) the limit of
viability, and (ii) the long term outcome of survivors.

Limit of viability
This paper suggests that, generally, neonates born at less than 24
completed weeks of gestation are not viable. This conclusion is
basedon the fact that during the 12-year period of the study none
of thebabies born at 22 weeks gestation survived, while survival
at 23weekswas 4%; these remained unchanged during 1983-94.

These findings are echoed in another study by Hack et al.
published just before the present study. 1 They compared the
outcome of neonates with birth-weights less than 750 g in two
time-periods-1980-82 and 1990-92. The survival rate at 22
weeks (3% and 4%, respectively) and at 23 weeks (8% and 7%,
respectively), remained static in the two periods. Survival at 24
weeks,the limit of viability suggested by Tin et al., changed from
16%in 1980-82 to 40% in 1990-92 (p<O.OI).'

Neurodevelopmental outcome
This study documents that although over 12 years the survival of
neonates between 24 and 27 weeks of gestation improved pro-
gressively, the proportion of survivors with severe disability
(25%)remained unchanged. Thus, as a group, infants of gestation
less than 27 weeks do as badly at present as in the mid-1980s in
terms of neurological sequelae. This is despite the fact that
caesarean rates have doubled (12% in 1983 to 23% in 1994) and
surfactant replacement therapy has become routine.

Two other recent studies have also addressed this issue. La
Pine et al.? studied three cohorts of neonates less than 800 g
during three periods (1977-80, 1983-85 and 1986-90). The
survival rates were 20%,36% and 47%, respectively, indicating
a consistent improvement. However, the prevalence of major
neurosensory impairment remained constant at 20% in each
cohort.

Hack et al., 1 in the study referred to above, make the same
point. The survival of neonates with 500-750 g birth-weight
improved from 24% (391l66) in 1980-82 to 43% (49/114) in
1990-92 (p<O.OI). However, the proportion of survivors with
neurodevelopmental sequelae in the two periods was the same.
Subnormal cognitive function (Mental Development Index <70
on Bayley Scale) was documented in 26% (9/39) of survivors in
1982-88 and in 20% (9/49) during 1990-92. The cerebral palsy
rate was identical at 10% in both the periods.

Thus, the findings of Tin et al. are in agreement with other
contemporary studies. Aggressive newer life-support measures
provided to infants between 24 and 28 weeks of gestation may
improve their survival somewhat, but not their disability rates. It
is the inherent neurological immaturity and the complex multi-
system problems which compromise the long term outcome of
survivors among the extremely low birth-weight neonates.

Implications for India
In India, the survival of neonates less than 1000 g (corresponding
to 28 weeks of gestation) is negligible. Three-fourths of all
deliveries take place at home and nearly all neonates less than 28
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weeks die. Thus, for practical purposes the limit of viability in
India continues to be 28 weeks.

Less than 10 institutions in India can provide intensive new-
born care services required to manage very low birth-weight
neonates.' Not surprisingly, only 22% (59/265) neonates under
1000 g survived in the 16 institutions forming the National
Neonatal Perinatal Database Network.' Also, only 0.7% (265/37
082) of neonates weighed less than 1000 g in this birth cohort of
over 37 000 infants.

In view of India's present health status, there is no need to
direct scarce health resources to the care of neonates less than 28
weeks of gestation. However, this does not apply to the highly
satisfactory experience with intensive care for relatively more
mature neonates.'

In the 1960s, the rates of mortality, serious and moderate
handicap, and normal long term outcome for infants less than
1500 g were 72%,7% and 14%, respectively. These have changed
in the 1980s to 27%, 10% and 6%, respectively.' Also, the propor-
tion of neurodevelopmentally normal infants among the survivors
rose from 25% to 80%, indicating that the decline in deaths was
in step with a dramatically higher proportion of normal infants.'
Indeed, such results have motivated professionals and convinced
policy-makers in the West and in India to develop expertise and
direct resources to specialized newborn care services.

Hence, there is adequate justification to create neonatal care
units at the district and tertiary level hospitals in India to save
neonates over 1000 g (28 weeks), who together constitute over
99% of the neonatal population. The care of neonates is highly
cost-effective and rewarding. A ten-day care (with warmth, as-
sisted feeding and antibiotics) will, in all likelihood, grant over 60
healthy and intelligent years of life to a 1600 g newborn baby.
Since neonatal mortality constitutes two-thirds of infant mortal-
ity, it is essential that we invest substantially in neonatal services.

It should also be remembered that if an optimum outcome at a
particular birth-weight or gestation is the goal, neonatal care
services need to gear themselves to the care of infants below that
weight or gestation. Thus if one aims at 90% survival in the 1250-
1500 g weight category, the newborn services will have to be
ready to manage infants in the 1000-1250 g category as well and
accept a survival rate of about 65% for them. Only then can a
better survival in the higher birth-weight category be ensured.
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