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Introduction

La rétinopathie des prématurés (ROP) a été décrite pour la premiére fois en 1942 par Terry. .
Sans traitement adéquat, les stades les plus séveres de ROP se compliguent de décollement de
rétine et sont source de cécité. La naissance prématurée, le faible poids de naissance? et

34 sont les

I’oxygénothérapie - notamment la ventilation mécanique - non contrélée,
principaux facteurs de risque de ROP. La classification internationale de la ROP revisitée en
2005 a défini différents stades facilitant le suivi et le traitement de la ROP.®> L’étude Early
Treatment for Retinopathy of Prematurity Randomized Trial a confirmé I’efficacité et les
indications des traitements.® Méme si le traitement de référence est la photocoagulation
rétinienne par voie trans pupillaire,” le bevacizumab a été proposé comme un nouveau
traitement avec les injections intra vitréenne d’anti VEGF.®

L’incidence de la ROP varie selon les pays en fonction des conditions de soins et des
recommandations de dépistage mais aussi selon les centres en fonction de la sélection des
patients et des modes d’examen. Les recommandations internationales conseillent un
dépistage pour tous les enfants prématurés de moins de 32 semaines d’aménorrhée (SA) et/ou
de moins de 1500 g ; et pour tous les enfants prématurés pesant entre 1500 et 2000 g et/ou nés
apres 32 SA si ils nécessitent une aide cardio respiratoire ou s’ils sont instables. En France la
plupart des centres réalisent le premier dépistage de la ROP entre 4 et 6 semaines de vie et au
plus tard a 31 SA en suivant les recommandations de 1’American Academy of Pediatrics’
basées sur 1’étude Multicenter Trial of Cryotherapy for Retinopathy of Prematurity de 1991.%0

L’ophtalmoscopie indirecte et la caméra grand-champs sont deux méthodes efficaces pour
le dépistage de la ROP.*! Quelle que soit la technique, le dépistage de la ROP est associé & un
stress chez I’enfant prématuré. L’exposition répétée a une douleur ou un stress en
néonatalogie peut entrainer des difficultés de développement neurologique, social ou

12
l.

émotionnel.” Enfin, les facteurs influencant le délai d’apparition de la ROP sont mal connus

et il existe un dilemme entre le fait de ne pas réaliser d’examens inutiles et de ne pas manquer
de ROP.

Cette étude rétrospective a éte réalisée pour identifier les facteurs influencant le délai entre
la naissance prématurée et I’apparition de la ROP afin d’optimiser la réalisation du premier

examen de dépistage de la ROP chez les enfants prématurés.
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Retinopathy of prematurity: how to optimize our initial
screening?
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Abstract

Purpose To determine the factors influencing the delay between preterm birth and
retinopathy of prematurity (ROP) detection to optimize the timing for initial screening.
Methods This multicentre retrospective study enrolled preterm infants born before 32 weeks
of gestational age (GA) and/or weighting less than 1500 g between January 1, 2011 and
December 31, 2015. ROP screening was performed by fundus photography with a wide field
camera. Population and follow-up characteristics were recorded.

Results Among the 1266 preterm infants born during the observation period, 795 were
retained for analysis. One hundred and seventy four (21.6%) ROP were detected with a first
examination performed at 32.3 + 1.6 weeks post-menstrual age (PMA) and 5.4 + 1.0 weeks
post-natal age (PNA). The first signs of ROP were observed at 34.0 £ 1.9 weeks PMA and 7.2
+ 1.8 weeks PNA, respectively. In multivariate analysis, higher gestational age, longer
duration of mechanical ventilation (MV) and lower birth weight were correlated with a longer
delay between preterm birth and ROP detection (p<0.0001, p<0.0001 and p=0.0359,
respectively).

Conclusion Gestational age, MV duration, and birth weight influenced the delay before ROP
detection. The timing before initial screening should be delayed in infants with higher GA and
longer MV duration without missing ROP considering these conditions. Prospective studies
are needed to confirm these results to elaborate further recommendations for the optimal

timing for ROP-screening.
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Introduction

Retinopathy of prematurity (ROP) is a complex disease affecting the formation of retinal
blood vessels in the premature infant’s retina." Without treatment, severe stages of ROP lead
to retinal detachment and blindness. Preterm birth, low birth weight(BW)? and uncontrolled
oxygen therapy - mostly mechanical ventilation (MV)** - are known as main risk factors for
ROP. The International Classification of Retinopathy of Prematurity (ICROP) revised in 2005
has determined different stages to define a more comprehensive monitoring and treatment of
ROP®. The Early Treatment for Retinopathy of Prematurity Randomized Trial has confirmed
the efficacy and indications of the treatments.® While the reference treatment remains
transpupillary laser therapy,” bevacizumab has been proposed as a new alternative treatment
with intravitreal injection of anti-vascular endothelial growth factor.®

The incidence of ROP can vary greatly among countries due to health care conditions and
recommendations for screening, but also from centre to centre due to patient selection and
methodology of examination. International guidelines have recommended screening for all
preterm infants born before 32 weeks GA and/or weighting less than 1500 g; and for all
preterm infants weighting between 1500 and 2000 g or born after 32 weeks GA requiring
cardiorespiratory support or with unstable clinical course.® In France, most of units are used to
screen preterm infants from 4 to 6 weeks of life and from 31 weeks GA as recommended in
2013 by the American Academy of Pediatrics® based on the Multicenter Trial of Cryotherapy
for Retinopathy of Prematurity criteria from 1991.°

Binocular indirect ophthalmoscopy or digital imaging with wide-angle camera are both
considered as effective methods for ROP screening.* Whatever the technique, ROP screening
is associated with stress for infants. As a consequence, repeated exposure to pain and stress in
neonatal units lead to neurodevelopmental, social or emotional abnormalities.*? Finally, little
is known about the factors influencing the delay before ROP detection and there is still a
dilemma between the fact to avoid unnecessary examination and not to miss any ROP case.

This retrospective study was conducted to identify the factors that can influence the delay
between preterm birth and ROP detection in order to better define the optimal timing for the

first ROP-screening, in preterm infants.
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Material and methods

This retrospective study included all preterm infants born before 32 weeks GA and/or
weighting less than 1500 g and those weighting between 1500 g and 2000 g with systemic
risk factors for ROP. Data were collected in the University Hospital of Dijon, France (centre
1), between January 1, 2011 and December 31, 2015 and in the University Hospital of
Strasbourg, France (centre 2) between January 2, 2013 and December 31, 2015. This study
was in accordance with the tenets of the Declaration of Helsinki. Owing to its retrospective
and anonymous design, the local institutional review board (Comite de Protection des
Personnes, region Est) ruled that approval was not required for this study.

Data concerning gestational age and BW, maternal age, maternal anemia, maternal
smoking, maternal diabetes, gestational diabetes, pre-eclampsia, mode of delivery, duration of
MV, duration of oxygen therapy, pulmonary hemorrhage, cardiac surgery, anemia, number of
transfusions, use of vasoactive drugs, sepsis, intra ventricular hemorrhage, periventricular
leukomalacia were recorded. Data concerning fundus examination was collected: date of
initial examination, date of first detection of ROP, number of fundus examinations and
number of examinations before the first signs of ROP. Dates were noted as post-menstrual age
(PMA) for the number of weeks post conception and post-natal age (PNA) for the number of
weeks after birth. ROP classification followed the International Classification of ROP.> The
treatments concerned type 1 ROP according to ETROP study.®

Fundus photography was performed by means of a wide field camera Retcam!l® (Clarity
medical systems Pleasanton, USA) using a lid speculum after topical anesthesia with
oxybuprocaine chlorhydrate (1.6 mg/0.4 mL, Thea, Clermont-Ferrand, France). Pupils were
dilated with a combination of tropicamide (2 mg/0.4 mL, Thea Clermont-Ferrand, France) and
one drop of phenylephrine 2.5% (Phenylephrine 5% diluted to 2.5%, Europhta, Monaco).
Fundus photographs were performed by trained nurses and a trained pediatrician in Dijon and
Strasbourg, respectively. Images were recorded in the secure computerized network of the
University Hospital and were interpreted by a pediatric ophthalmologist specialized in ROP.
For the study, all fundus photographs were blindly reviewed by a pediatric ophthalmologist
specialized in ROP. For the analysis, for each infant, the most severe eye was included.

In both centres, the first exam for ROP-screening was undertaken between 4 to 6 weeks of

life from 31 weeks GA. When ROP was not detected, fundus photographs were performed
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every 2 weeks until 39 to 41 weeks GA. If a ROP was diagnosed, fundus photographs were
performed every week or twice a week as recommended.®

Study population characteristics and screening were described as numbers and percentages
for qualitative variables and means and standard deviations for quantitative variables. The
association between mean delay for detection of ROP and factors of interest (GA, BW and
duration of MV) was first assessed using analyses of covariance (univariate analysis). Then,
variables which reached a significance of p<0.2 were introduced into a multiple linear
regression analysis. During the backward elimination process, variables were excluded from
the final model if the corresponding p-value was higher than 0.05. All statistical analysis were

performed using SAS statistical software (version 9.4, SAS Institute, Cary, N.C.).
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Results

The population requiring screening represented 1266 preterm infants. The details of our
population retained for analysis is displayed in Figure 1. Dead infants did not benefit from
ROP-screening.

Preterm infants requiring
ROP-screening

1266 Exclusion 471
¢ Deaths 113
¢ Transfer to another
hospital 350
Sc;egeged ¢ Missing data 8
ROP No ROP
174 621
Treatment No treatment
23 151

Figure 1; Flow chart of the preterm infants requiring screening for retinopathy of
prematurity.

Among the population screened, 460 (57.9%) preterm infants were recruited in centre 1
and 335 (42.1%) in centre 2. Preterm infants from centre 2 were younger and their BW was
lower than centre 1 (28.7 £ 2.1 vs 29.4 + 2.2 weeks GA (p<0.0001) and 1134 + 342 vs 1243 +
382 g (p<0.0001), respectively). ROP incidence was higher (27.2% vs 18.0 % (p=0.0021))
and more treatments were needed (5.7% vs 0.9 % (p=0.0018)) in centre 2. The first
examination for ROP-screening occurred later in centre 2 (5.5 £ 1.3 vs 4.9 £ 1.4 weeks post-
natal age (PNA) (p<0.0001)).

The mean follow-up was 38.2 + 3.4 weeks GA. Newborns with low GA, low BW, long
duration of oxygen-therapy, long duration of MV, cardiac surgery, cerebral hemorrhage,

anemia and red blood cells transfusions were more prone to develop ROP (Table 1).
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Table 1. Characteristics of the population of preterm infants screened for retinopathy of prematurity

Screened No ROP ROP

Main characteristics n=795 n=621 n=174 p Value
Male gender 441 (55.5) 349 (56.2) 92 (52.9) 0.4353
GA (weeks) 29.1+2.2 29.7+1.9 269+1.6 <0.0001
BW (grams) 1197 + 369 1285 + 351 884 + 242 <0.0001
ROP 174 (21.9) - 174 (100.0) -

ROP treated 23 (2.9) - 23 (13.2) -

Maternal smoking 161 (20.4) 121 (19.6) 40 (23.1) 0.3158
IUGR 101 (12.7) 83 (13.4) 18 (10.3) 0.2903
Gestational diabetes 54 (6.8) 45 (7.3) 9 (5.2) 0.3366
Maternal diabetes 15 (1.9) 9 (1.5) 6 (3.5) 0.0869
Pre-eclampsia 144 (18.1) 116 (18.7) 28 (16.1) 0.4335
Maternal anemia 9(1.1) 7(1.2) 2(1.2) 0.9805
Caesarian’ 543 (68.4) 440 (71.0) 103 (59.2) 0.0032
Maternal age* 30.1+5.6 30.1+5.6 30.0+5.8 0.7232
Oxygen (days) ' 34.9+25.3 26.7+£21.8 55.8 £ 26.3 <0.0001
MV (days)® 6.7 +£8.8 3.0+£6.0 12.3+11.2 <0.0001
Pulmonary hemorrhage’ 16 (2.0) 10 (1.6) 6 (3.4) 0.1279
Cardiac surgery' 32 (4.0) 12 (1.9) 20 (11.5) <0.0001
Ventricular hemorrhage’ 215 (27.1) 133 (21.5) 82 (47.1) <0.0001
Anemia’ 727 (91.7) 555 (89.7) 172 (98.9) <0.0001
Blood transfusion'” 401 (50.9) 255 (41.5) 146 (83.9) <0.0001

GA gestational age; BW birth weight; IUGR intrauterine growth retardation; MV mechanical ventilation.

Continuous variables are expressed as mean + SD, categorical variables are expressed as humber (%).
values reaching statistical significance are in bold.
missing data = 6

"missing data = 1

*missing data = 12

Smissing data = 5

Tmissing data = 2

"missing data = 7

The characteristics of ROP are presented in Table 2.

Table 2. Classification of retinopathy of prematurity during the screening

ROP ROP
detected classification at ROP requiring Final ROP
at first exam first sign treatment classification
n=64 n=174 n=23 n=174
Stage
1 40 (62.5) 75 (43.1) 0 (0.0) 42 (24.1)
2 24 (37.5) 97 (55.7) 5(21.7) 100 (57.5)
3 0 (0.0) 2(1.2) 18 (78.3) 32 (18.4)
Zone
1 0 (0.0) 4 (2.3) 7 (30.4) 8 (4.6)
2 48 (75.0) 137 (78.7) 16 (69.6) 137 (78.7)
3 16 (25.0) 33 (19.0) 0 (0.0) 29 (16.7)
Plus disease 0 (0.0) 1(0.6) 22 (95.6) 24 (13.8)
Type 1 0 (0.0) 1 (0.6) 21 (91.3) 24 (13.8)
Type 2 64 (100.0) 173 (99.4) 2(8.7) 150 (86.2)

Categorical variables are expressed as number (%).

There was no ROP type 1, no plus disease nor ROP in zone 1 at the first screening

gxamination.

25



There were 16 (9.2%) unilateral ROP. Treatment was performed in 23 (13.2%) infants with
ROP, representing 2.9% among the 795 screened infants. Laser and bevacizumab intravitreal
injection were used in 9 (39.1%) and in 15 (65.2%) infants, respectively. One infant benefited
from both treatments. When laser was performed, both eyes were treated. Among the 15
bevacizumab intravitreal injections, 4 were performed in only one eye, 11 in both eyes. One
infant benefited from 2 intravitreal injections, 3 weeks apart. Range for ROP treatment was
8.0 to 16.7 weeks PNA.
The timing for ROP-screening is displayed in Table 3.

Table 3. Natural history of retinopathy of prematurity during the screening

Infants ROP without ROP with
screened No ROP ROP treatment treatment
n=795 n=621 n=174 n=151 n=23
Number of examinations 27+24 20+1.2 55+3.3 54+3.3 6.3+3.0
First examination (weeks)
PMA 343+24 348+23 323+16 324+17 320+1.2
PNA 52+14 51+14 54+10  54+10 57+1.0
ROP detection (weeks)
PMA - - 340+£1.9 340+19 339+1.4
PNA 72+1.8 71+1.8 7715
Timing for treatment (weeks)
PMA - - - - 36.5+1.8
PNA 104 +£1.8

PMA post-menstrual age; PNA post-natal age.

Continuous variables are expressed as mean * SD.

" Student t-test between weeks PMA at first examination in ROP and no-ROP (p < 0.0001)
" Student t-test between weeks PNA at first examination in ROP and no-ROP (p < 0.0002)

In the screened-population, during the observation period, 1976 examinations for ROP-
screening were performed. Before the first signs of ROP, 111 (63.8%) infants already had at
least one normal examination and 21 (12.1%) at least 2. Sixty-four (8.0%) infants had a ROP
at the first examination. There was a 1.8 weeks difference between the first screening exam
and the first signs of ROP.

In multivariate analysis, a higher gestational age was correlated with a longer delay between
preterm birth and the first signs of ROP (f=-2.4) (p<0.0001) (Table 4). Furthermore, in PNA,
the first signs of ROP occurred later in preterm infants who had more than 8 days of MV (B=-
1.2) (p>0.0001) and in preterm infants who had a birth weight less than 1000 g ($=0.6)
(p=0.0359).
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Table 4. Timing for detection of retinopathy of prematurity (n=174)

Univariate Multivariate analysis
Weeks p Value Adjusted mean f p Value
Post-menstrual age
GA (weeks)
>29.0 (n=23) 36.1+1.9 33.6+0.1
<29.0 (n=151) 337+16 00001 432401 el SR
B\qvoggg (n=46)
2 n= 34620
<1000 (n=128)  338+18 0218 - - -
MV (days)
<8 (n=73) 34.0+18 ) ) )
>8 (n=100) 340+19 08432
Post-natal age
GA (weeks)
>29.0 (n=23) 6.2+1.7
<29.0 (n=151) DAy U8 ) i i
BW (9) ( |
21000 (n=46 6.3+1.6 6.6 +0.2
<1000 (n=128)  7.4+18 00092 7540, 06 00359
MV (days)
<8 (n=73) 6.4+1.6 6.3+0.2
>8 (n=100) 77+17 00001 o5l 12 <0.0001

GA gestational age; BW birth weight; g grams; MV mechanical ventilation.
Continuous variables are expressed as mean + SD. p values reaching

statistical significance are in bold.

A plan for first ROP-screening derived from these factors influencing the timing of

detection of ROP is displayed in Figure 2.

Gestational age | <27 wk. GA

Mechanical ventilation | <8 days of le

| [ 27828wk GA | | 29wk GA
|28 days of MV|
[ 7wk PNA | [ 33wk PMA | [ 35wk PMA |

Proposed ROP-screening | 6 wk. PNA I

timing

Figure 2: Plan of first examination for retinopathy of prematurity.
WK. weeks; GA gestational age; MV mechanical ventilation; PNA post-natal age; PMA post-

menstrual age.
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Discussion

In our report, ROP was detected in 21.9% of preterm infants and 2.9% of them were treated.
These results are closed to the findings of Hoogerwerf et al with 23.3% of ROP incidence and
1.2% of severe ROP." Similarly, in a prospective and nationwide study in Netherland, Sorge
et al reported 19.2% for ROP incidence and 0.6% for severe ROP.** Holmstrém et al, in
Sweden, observed a similar incidence for overall ROP (24.1%) and 4.4% of preterm infants
needed treatment.’

In our study, the first screening examination was performed at 4.9 (Interquartile range
(IQR) 4.3-5.7) weeks PNA which is in accordance with the guidelines.’ This is earlier than
the report of Sorge et al, where the first screening examination was performed at 5.6 (IQR
5.0-6.4) weeks PNA.* This difference lies in the fact that our population had no preterm
infants with GA >32 weeks. In our study we have shown a delay between the first screening
examination and the first detection of ROP. Indeed, in our ROP population, the first signs of
ROP were detected at 7.2 + 1.8 weeks PNA, i.e. 1.8 week after the first examination.
Similarly, a delay was observed between the first examination and the treatment when it was
necessary. Indeed, treatment took place at 10.4 + 1.8 weeks PNA (min=8.0 weeks PNA) and
36.5 + 1.8 weeks PMA. Therefore the delay between the first screening exam and the
treatment was 4.7 weeks. At the first screening, we did not observe type 1 ROP, plus disease,
nor ROP in zone 1. In our study, no treatment was performed for preterm infants born after 29
weeks GA and only one preterm infant >1000 g needed a treatment but this infant died at 10
months of life because of multiple systemic disorders.

Gilbert et al emphasises that each country should adjust its ROP-screening guidelines
based on characteristics from its own population.’® Ideally the first screening exam should be
organised as close as possible as the first identified signs of ROP. Our study has shown that
the timing for the detection of the first signs of ROP was dependent on GA in PMA, duration
of MV in PNA and BW in PNA. Indeed, ROP occurred later in preterm infants born at 29
weeks GA or after than preterm infants born before 29 weeks GA, 36.1 £ 0.4 and 33.7 £ 0.1
weeks PMA, respectively (p<0.0001). ROP occurred earlier in preterm infants who received
less than 8 days of MV than those who received 8 or more days of MV, 6.3 + 0.2 and 7.5
0.2 weeks PNA, respectively (p<0.0001). A longer duration of MV could explain a delayed
ROP detection when considering ROP pathogenesis. Indeed, the first phase is a relative
hyper-oxygenation with a decrease of vascular growth and the second phase is a relative
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hypo-oxygenation associated with the apparition of neovessels.” In our study, ROP was
detected earlier in preterm infants >1000 g than in those <1000 g, 6.3 + 0.2 vs 7.2 + 0.2 weeks

PNA, respectively (p=0.0356) as it was already reported by Chen et al.*®

Our results suggest
that a customized screening should be considered to take into account the characteristics of
preterm infants to optimise the timing for the first ROP-screening as shown in Figure 2. First
examination timing for ROP-screening should take in consideration the duration of MV for
preterm infants born before 27 weeks and the GA for preterm infants born >27 weeks GA. By
following this plan, no preterm infant to treat would have been missed in our cohort and 434
examinations (22.0%) would have been avoided. As around 10000 preterm infants less than
32 weeks GA born each year in France, according to ours results, 3428 examinations could be
avoided.

We acknowledge several limitations to this study. First, its retrospective design weakens
the conclusions. Second, our results apply only to our population because each country has its
own habits. This results need to be confirmed in a prospective study including different
populations. Third, there was more ROP and ROP treated in centre 2 than in centre 1 with
preterm infants having a lower BW and GA. Fourth we did not find any aggressive posterior
ROP requiring early treatment.® *° However, severe presentations with >29 weeks GA are
unlikely.®® Fifth, many preterm infants were immediately transferred to other centres (28.3%)
to bring them closer to their parents’ home. They were transferred before they benefited from
the first examination for ROP-screening while they belonged to the population requiring
ROP-screening. There is a potential risk to transfer preterm infants and it is a real challenge to
improve the follow-up of these preterm infants,?’ maybe promoting telemedicine.*

In conclusion, with the increased number of preterm infants, an adequate ROP-screening
adapted to our different populations is necessary. Our study suggests that the first examination
for ROP-screening should be personalised to fit as closely as possible the first screening exam
with the first signs of ROP to avoid unnecessary exam without missing ROP. Preterm infants
having a higher GA and a longer MV duration could be screened for ROP later. The results
should lead to a more appropriate screening program of preterm infants with some economic
consequences but more importantly improvement of the quality of life of these precarious
new-borns. However, as explained Gilbert et al, recommendations for ROP-screening must be
adapted to each country.®® Prospective studies are needed to elaborate further
recommendations for the optimal timing for ROP-screening.
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UNIVERSITE DE BOURGOGNE

THESE SOUTENUE PAR Mille Charlotte PALLOT

Conclusions

Cette étude rétrospective multicentrique avait pour but de déterminer les facteurs
influencant le délai entre la naissance prématurée et |'apparition de la rétinopathie des
prématurés afin d’optimiser la réalisation du premier examen de dépistage de la
rétinopathie des prématurés. Les nouveau-nés prématurés de moins de 32 semaines
d’aménorrhée et/ou de moins de 1500 g nés entre le 01/01/2011 et le 31/12/2015 dans
deux centres frangais ont été inclus. Nous avons recueilli les données de 1266 nouveau-
nés prématurés qui nécessitaient un dépistage. Parmi eux, 795 ont été inclus dans
I’étude. Le premier examen de dépistage a été réalisé a 32.3 = 1.6 semaines
d’aménorrhée et 5.4 = 1.0 semaines de vie. Le premier signe de rétinopathie des
prématurés a été observé a 34.0 £ 1.9 semaines d’aménorrhée et 7.2 + 1.8 semaines de
vie. En analyse multivariée, un age gestationnel plus élevé, une durée de ventilation
mécanique plus longue et un poids de naissance plus faible étaient significativement
corrélés a une apparition plus tardive des premiers signes de la rétinopathie des
prématurés.

Avec l'augmentation du nombre d’enfants prématurés, un dépistage adapté de la
rétinopathie des prématurés doit étre réalisé, en prenant en compte les caractéristiques
de chaque pays et de chaque centre. Les résultats de cette étude suggérent que le
premier examen de dépistage de la rétinopathie des prématurés pourrait étre réalisé de
facon adaptée aux conditions de I'enfant. Les enfants ayant un age gestationnel plus
élevé et bénéficiant de plus de ventilation mécanique pourraient étre dépistés plus tard.
Ainsi nous pourrions limiter le nombre d’examens inutiles afin d’améliorer la qualité de
vie de ces enfants fragiles et d’optimiser le retentissement socio-économique de ce
dépistage. Des études prospectives sont nécessaires pour confirmer ces résultats et faire

évoluer les recommandations.
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RESUME :

L'objectif de cette étude était de déterminer les facteurs influengant le délai entre la
naissance prématurée et |'apparition de la rétinopathie des prématurés afin d’optimiser la
réalisation du premier examen de dépistage de la rétinopathie des prématurés.

Il s’agissait d'une étude multicentrique rétrospective incluant des nouveau-nés
prématurés de moins de 32 semaines d’aménorrhées et/ou pesant moins de 1500
grammes entre le 01/01/2011 et le 31/12/2015. Le dépistage de la rétinopathie des
prématurés était réalisé par photographie du fond d’ceil par une caméra grand-champ.
Les données concernant les caractéristiques de la population et le dépistage de la
rétinopathie des prématurés ont été recueillies.

Parmi les 1266 prématurés nés pendant la période d’inclusion, 795 ont été inclus. Le
nombre de rétinopathies des prématurés détectées était de 174 (21.6%) et le premier
examen de dépistage de la rétinopathie des prématurés a été réalisé a 32.3 + 1.6 SA et
5.4 £ 1.0 semaines de vie. Le premier signe de rétinopathie des prématurés a été
observé a 34.0 = 1.9 SA et 7.2 + 1.8 semaines de vie. En analyse multivariée, un age
gestationnel plus élevé, une durée de ventilation mécanique plus longue et un poids de
naissance plus faible étaient significativement corrélés a une apparition plus tardive des
premiers signes de la rétinopathie des prématurés (p<0.0001, p<0.0001 et p=0.0359
respectivement).

L'age gestationnel, la durée de la ventilation mécanique et le poids de naissance
influencent le délai d‘apparition de la rétinopathie des prématurés. Dans notre
population, la réalisation du premier examen de dépistage de la rétinopathie des
prématurés pourrait étre retardée chez les prématurés ayant un age gestationnel plus
élevé et une durée de la ventilation mécanique plus longue sans manquer de rétinopathie
des prématurés. Des études prospectives sont nécessaires pour confirmer ces résultats et
élaborer de nouvelles recommandations pour le dépistage de la rétinopathie des
prématurés.
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