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Abstract
Objective: To classify newborns hospitalized in a neonatal unit into categories of palliative care, describe the 
outcomes, and associate clinical and sociodemographic data. 
Methods: A descriptive study with a quantitative approach was conducted. The participants were newborns hospitalized 
in a neonatal unit of a public maternity ward. Statistical tests were used to assess the association between variables. 
Results: A total of 26 participants, with 17 (65.4%) being preterm, 14 (53.8%) female, and 18 (69.2%) weighing 
less than 2,500 grams. Regarding outcomes, 18 (69.2%) deceased, 5 (19.2%) were discharged with follow-
up, and 3 (11.5%) were transferred. Regarding palliative care classification, 9 (34.6%) were categorized with a 
diagnosis of conditions with a considerable risk of death, followed by 8 (30.8%) at the limit of viability. 
Conclusion: The study provided information about the conditions of newborns requiring palliative care, allowing 
healthcare professionals to have a comprehensive understanding of various situations.

Resumo
Objetivos: Classificar recém-nascidos internados em uma unidade neonatal em categorias de cuidados paliativos, 
descrever os desfechos e associar dados clínicos e sociodemográficos. 
Métodos: Estudo descritivo com abordagem quantitativa. Os participantes foram recém-nascidos internados 
em uma unidade neonatal, de uma maternidade pública. Utilizaram-se os testes estatísticos para verificar a 
associação entre as variáveis. 
Resultados: Total de 26 participantes, sendo 17 (65,4%) pré-termo, 14 (53,8%) do sexo feminino e 18 (69,2%) 
com peso inferior a 2.500 gramas. Sobre o desfecho, 18 (69,2%) foram a óbito, 5 (19,2%) tiveram alta com 
acompanhamento e 3 (11,5%) foram transferidos. Referente à classificação para cuidados paliativos, 9 (34,6%) 
foram categorizados com diagnóstico de doença com risco considerável de morte, seguidos por 8 (30,8%) no 
limite de viabilidade. 
Conclusão: O estudo forneceu informações sobre condições dos recém-nascidos que requerem cuidados 
paliativos, permitindo que profissionais da saúde tenham uma visão abrangente de diversas situações.

Resumen
Objetivo: Clasificar a los recién nacidos hospitalizados en una unidad neonatal en categorías de cuidados 
paliativos, describir los resultados y asociar datos clínicos y sociodemográficos. 
Métodos: Se realizó un estudio descriptivo con enfoque cuantitativo. Los participantes fueron recién nacidos 
internados en una unidad neonatal de una maternidad pública. Se utilizaron pruebas estadísticas para verificar la 
asociación entre las variables. 
Resultados: Un total de 26 participantes, siendo 17 (65,4%) prematuros, 14 (53,8%) mujeres y 18 (69,2%) con 
un peso inferior a 2.500 gramos. En cuanto a los resultados, 18 (69,2%) fallecieron, 5 (19,2%) fueron dados de 
alta con seguimiento y 3 (11,5%) fueron trasladados. En relación con la clasificación de cuidados paliativos, 9 
(34,6%) fueron categorizados con un diagnóstico de enfermedad con riesgo considerable de muerte, seguidos por 
8 (30,8%) en el límite de viabilidad. 
Conclusion: El estudio proporcionó información sobre las condiciones de los recién nacidos que requieren 
cuidados paliativos, permitiendo que los profesionales de la salud tengan una comprensión completa de diversas 
situaciones.
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Introduction

Advances in science and technology result in an in-
crease in the survival of newborns (NBs) who have 
life-threatening factors, such as malformations, pre-
maturity and low birth weight.(1-3) The neonatal inten-
sive care unit (NICU) and the Conventional Neonatal 
Intermediate Care Unit (UCINCo) are fundamental 
sectors in the care of these NBs.(1,3,4)

It is evident that, with the increase in the surviv-
al of newborns, there is also an increase in children 
with severe disabilities, which affect the quality of life 
and which, often, are not capable of being cured.(1,2,5) 

This scenario makes clear the importance of perina-
tal and neonatal palliative care (PC), conceptualized 
as an active and comprehensive approach carried out 
by multiple professionals, from diagnosis, throughout 
the child’s life, death and beyond. The objective of CPs 
is to alleviate the physical, emotional, psychosocial 
and spiritual suffering of children and their families, 
through early actions and impeccable assessments to 
improve quality of life.(6-8)

Neonatal PCs have several significant implica-
tions for families of critically ill newborns or those 
with life-threatening conditions, offering emotional 
support, clear information, opportunities to partici-
pate in care, and a compassionate approach to facing 
difficult challenges related to the newborn’s health.
(6,7) Effective communication is a vital bridge between 
healthcare professionals and families, ensuring that 
family members have clear information to understand 
the newborn’s condition, available treatments, possi-
ble complications and care options, allowing them to 
make informed and aligned decisions. with their val-
ues ​​and desires, in addition to emotional support, to 
express their concerns and feelings, while receiving 
guidance to deal with these emotions.(6,7)

The establishment of protocols with defined PC 
indication criteria, classification of diseases and PC 
conditions makes their indication an early and objec-
tive task.(5,6,8,9)

Protocols provide guidance for complex ethi-
cal decisions and facilitate communication between 
healthcare professionals, parents, and other family 
members, ensuring that everyone understands the 
plan of care, considering the best interests of the new-
born, the parents’ wishes, and clinical options avail-

able. These protocols can be reviewed and improved 
based on clinical experience and research, ensuring 
that neonatal PCs evolve to meet needs.(5,6,9) 

 There are limited studies that point to the number 
of newborns and children who require PC and the ca-
pacity to offer services to this population. In the Unit-
ed Kingdom, the number of RNs requiring access to 
PC services annually is estimated at 1,473, 1 per 10,000 
inhabitants.(10) In Brazil, little is known about the num-
ber of newborns and children who require PCs, how-
ever a mapping of PCs showed an increase in pediatric 
PC services in the last 10 years, demonstrating a recent 
evolution in the area, despite the distribution of these 
services being inequality between Brazilian regions.(11) 

This research is justified by the need to generate 
information about NBs recommended for neonatal 
PCs, to support managers in expanding, developing 
and planning strategies and actions aimed at improv-
ing the care provided to these NBs and their families.

Therefore, the objectives of this study were to 
classify newborns admitted to a neonatal unit into 
palliative care categories, describe the outcomes and 
associate clinical and sociodemographic data.

Methods

This is a descriptive, cross-sectional, retrospective and 
documentary study with a quantitative approach, car-
ried out in 2022, at the Darcy Vargas Maternity Hos-
pital, located in the Municipality of Joinville, in the 
northeast of Santa Catarina.(12) 612 medical records of 
newborns who were admitted to the NICU and UCIN-
Co, from January to December 2021, and their respec-
tive mothers were analyzed. 

 The inclusion criteria were the medical records 
of newborns hospitalized in the neonatal unit in 2021, 
who were eligible for at least one of the five catego-
ries of PCs in the NICU. The medical records of RNs 
who did not have sufficient information to collect data 
were excluded.

The data were collected by three researchers trained 
for the study through the electronic records of newborns 
and mothers, in the Hospital Services Management Sys-
tem (SGS HOSPITALAR), of the maternity ward.

The study variables relating to the newborn were: 
gestational age (in weeks), birth weight (in grams), 
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sex (female/male), length of stay in the unit (in days), 
clinical diagnosis during prenatal care (if there was), 
clinical diagnosis during hospitalization, diagnosis 
during hospitalization or condition that indicated PC, 
use of pain relief medications (yes/no), artificial life 
support measures, nutrition of newborns who died, in 
the last 24 hours of life (enteral, parenteral or fasting), 
resuscitation (yes/no), and outcome of hospitalization 
(death, transfer, discharge with follow-up). Regarding 
the mother, the performance of prenatal care with the 
fetal medicine team was investigated (yes/no).

RNs were classified according to five categories 
for indicating CPs for RNs admitted to the NICU:(8)

Category 1: prenatal or postnatal diagnosis of a 
disease that is not compatible with life (example: bilat-
eral renal agenesis, anencephaly).

Category 2: prenatal or postnatal diagnosis of a 
disease that presents a considerable risk of death or 
high morbidity (example: serious malformations as-
sociated or not with hypoplastic left heart syndrome, 
extensive meningomyelocele with hydrocephalus). 

Category 3: NBs at the limit of viability, for whom 
neonatal intensive care is considered inappropriate 
(example: extremely premature babies).

Category 4: Newborns with postnatal conditions 
with a high risk of compromising quality of life and 
who are receiving artificial life support or may need 
it at some point (example: hypoxic-ischemic enceph-
alopathy).

Category 5: postnatal conditions in which the 
newborn is experiencing unbearable suffering in the 
progression of their disease or its treatment (example: 
gastroschisis evolving into short intestine).

After collection, the data were tabulated and or-
ganized with the support of Microsoft® Excel 2007. 
We chose to analyze the association of 11 variables 
(gestational age, sex, length of stay, prenatal diagno-
sis, prenatal care with the fetal medicine, prematuri-
ty as a diagnosis for hospitalization, use of pain relief 
medications, artificial life support measures, resusci-
tation, death and place of hospitalization). To verify 
the association between the newborn’s birth weight 
and the 11 variables, Fisher’s exact test was used, and 
the chi-square test was performed to analyze the asso-
ciation between the five categories for indicating PCs 
for newborns, with the 11 variables , as well as to ana-
lyze the association of the diagnosis or condition that 

indicated the CP with the variables birth weight and 
categories of CPs.

The data were statistically analyzed using the Sig-
maPlot 12.0 program (Systat Software Inc., San Jose, 
USA), in which the confidence interval was 95% and 
the significance level adopted was p ≤ 0.050. The de-
scriptive analysis was carried out by calculating ab-
solute (n) and relative frequency (%), and the results 
were presented in the form of tables and graphs.

The study was guided by Resolution No. 466/12, 
of the National Health Council (CNS),(13) and approved 
by the Research Ethics Committee – 5.256.839 of the 
Hans Dieter Schmidt Regional Hospital, under CAAE 
opinion: 56046022.0.0000.5363 , on February 22, 2022.

Results

612 medical records of newborns admitted to the ma-
ternity’s neonatal unit in 2021 were analyzed. Of these, 
26 were included in this study, corresponding to 4.2%. 
According to the characterization of the 26 neonates 
admitted with indication of PCs, 17 (65.4%) were clas-
sified as preterm, followed by 9 (34.6%) classified as 
full-term, of the total. Among the 17 preterm babies, 
8 (47%) were classified at the limit of viability, with a 
gestational age of less than 24 weeks. Regarding birth 
weight, 18 (69.2%) newborns were born weighing less 
than 2,500 grams (g), 7 (26.9%) had adequate weight 
and 1 (3.8%) was macrosomic. It is noteworthy that 3 
(11.5%) weighed less than 500 g. Regarding gender, 
14 (53.8%) were female and 12 (46.2%) were male. Re-
garding the place of hospitalization, 23 (88.5%) of the 
NBs were admitted to the NICU and 3 (11.5%) to the 
UCINCo. The length of stay of 16 (61.5%) was less than 
7 days, followed by 4 (15.4%) who remained hospital-
ized for 8 to 14 days, 4 (15.4%) with a length of stay 
greater than 30 days and 2 (7.7%), from 15 to 30 days.

Regarding the classification for PCs (Table 1), 9 
(34.6%) were categorized with a prenatal or postnatal 
diagnosis of a disease that presents a considerable risk 
of death or high morbidity, such as malformations of 
the central nervous system, complex heart diseases , 
malformative syndromes, among others, followed by 
8 (30.8%) newborns at the limit of viability, consisting 
of newborns with a gestational age less than or equal 
to 24 weeks, for whom neonatal intensive care is con-



Classification of newborns hospitalized in a neonatal unit regarding the indication of palliative care

Rev Soc Bras Enferm Ped. | v.23, eSOBEP20230007 |20234

sidered inappropriate. The main cause of hospitaliza-
tion of newborns was prematurity, corresponding to 
15 (57.7%), followed by congenital malformation, 7 
(26.9%), severe perinatal asphyxia, 2 (7.7%) and respi-
ratory discomfort, 2 (7.7%). Regarding the outcome of 
hospitalization, 18 (69.2%) died, 5 (19.2%) were dis-
charged with outpatient follow-up and 3 (11.5%) were 
transferred.

of compromising quality of life, and others, into cate-
gory 5, postnatal conditions in which the newborn is 
experiencing unbearable suffering in the progression 
of their disease or its treatment.

Table 1. Classification and hospitalization outcome of newborns 
with an indication for palliative care admitted to a neonatal unit
Variables n(%)
Classification of newborns with indications for care palliatives
  Category 1 2(7,7)
  Category 2 9(34,6)
  Category 3 8(30,8)
  Category 4 4(15,4)
  Category 5 3(11,5)
Clinical diagnosis during prenatal care
  Yes 8(30,8)
  No 18(69,2)
Prenatal care with the fetal medicine team
  Yes 7(26,9)
  No 19(73,1)
Clinical diagnosis of admission to the neonatal unit
  Prematurity 15(57,7)
  Congenital malformation 7(26,9)
  Severe perinatal asphyxia 2(7,7)
  Respiratory discomfort 2(7,7)
Outcome of hospitalization
  Death 18(69,2)
  Discharge with outpatient follow-up 5(19,2)
  Transfer 3(11,5)
Total 26(100,0)

Source: SGS HOSPITALAR, 2022.

Of the clinical diagnoses that indicated PCs, 10 
(38.5%) were related to complex congenital malfor-
mation or some malformative syndrome, 8 (30.8%), to 
limit of viability, 5 (19.2%), to associated complications 
to prematurity, 2 (7.7%), hypoxic-ischemic encepha-
lopathy, and 1 (3.8%) had another diagnosis. Figure 
1 shows the relationship between the categories and 
diagnoses that indicated PC; It is observed that mal-
formations are present in categories 1 and 2, consid-
ering that some malformations, such as anencephaly, 
are classified as diseases not compatible with life, and 
are therefore included in category 1, while other mal-
formations are suitable for category 2, with consider-
able risk of death or high morbidity. The same occurs 
in the condition “complications associated with pre-
maturity”. Some fall into category 4, with a high risk 

Diagnosis/condition that indicated the PC

1

PC Categories
Others

Severe perinatal asphyxia

Congenital malformation

Complications associated with prematurity

Limit of viability

PC Categories (%)

0 20 40 60 80 100

2
3
4
5

Figure 1. Relationship of the diagnosis or condition that 
indicated palliative care with the palliative care categories

When relating the diagnosis or condition that 
indicated PCs to the newborn’s birth weight, it was 
found that newborns weighing less than 2,500 g had, 
in the majority, a viability limit of 8 (30.8%), followed 
by conditions associated with prematurity 5 (19.2%). 
Newborns weighing more than or equal to 2,500 g had 
a clinical diagnosis of malformations (6 – 23.1%) and 
severe perinatal asphyxia (2 – 7.7%) (Figure 2).

Diagnosis/condition that indicated the PC

< 2,500

Birth weight (g)
Severe perinatal asphyxia

Complications associated with prematurity

Limit of viability

Congenital malformation

Others

PC Categories (%)

0 20 40 60 80 100

≥ 2,500

Figure 2. Relationship of the diagnosis or condition that 
indicated palliative care with birth weight, in grams (g)

Pain relief medications were used in 16 (61.5%) of 
the newborns during hospitalization. Regarding artifi-
cial life support measures or therapeutic investment, 19 
(73.1%) received mechanical ventilation, 11 (42.3%) re-
ceived surfactant, 10 (38.5%) received vasoactive drugs, 
8 (30.8% ) received transfusion of blood products, 2 
(7.7%) received nitric oxide and 2 (7.7%) received oth-
er measures, such as chest and abdominal drain, peri-
cardial puncture and chest puncture. It is worth noting 



Rev Soc Bras Enferm Ped. | v.23, eSOBEP20230007 |2023

Gumboski J, Schultz LF, Floriani GG, Milarch CF, Oliveira A, Cardoso AB, et al

5

that some NBs received multiple artificial life support 
measures, but 6 (23.1%) did not receive any artificial 
life support measures. Regarding cardiopulmonary 
resuscitation, 21 (80.8%) newborns underwent some 
maneuver at some point. Of the 18 newborns who died 
during hospitalization, in the 24 hours prior to death, 
11 (61.1%) were fasting, 5 (27.8%) were receiving enter-
al nutrition and 2 (11.1%), nutrition parenteral. Table 2 
shows the association of clinical and sociodemograph-
ic data of newborns classified as having PCs indicat-
ed according to birth weight. Prenatal care with fetal 
medicine was significantly associated (p = 0.001), and 
pregnant women who did not undergo prenatal care 
with the fetal medicine team had a higher proportion 
of newborns with low birth weight (17 – 89.5 %), and 
the newborns of women who underwent such moni-
toring had a higher proportion of births weighing more 
than or equal to 2,500 g (6 – 85.7%). Gestational age and 
prematurity as a diagnosis of the newborn upon admis-
sion were also significantly associated (p = 0.001) with 
birth weight, and premature newborns had the high-
est proportion weighing less than 2,500 g (16 – 94.1%) 
and all who were hospitalized due to prematurity and 
weighed less than 2,500 g (15 – 100%). 

When combining the clinical and sociodemograph-
ic data of newborns classified with indication for PC 
with the categories for indication of PC, the prevalence 
of preterm neonates in category 3 was identified, with 8 
(44.4%), full-term in category 2 , with 5 (62.5%), girls in 
category 2, with 5 (35.7%) and boys in categories 2 and 3, 
with the same proportion, 4 (33.3%). Prenatal monitoring 
of pregnant women in fetal medicine was significantly 
associated with the indication categories for PCs, with p 
= 0.001, with all newborns classified in category 2 of PC. 
For newborns who were not followed up in prenatal care 
by fetal medicine, there was a higher prevalence in cate-
gory 3 – 8 (42.1%) –, followed by category 4 – 4 (21.0%). 
Of the 9 newborns classified as category 2, 7 (77.8%) had 
a clinical diagnosis during prenatal care, and of these 7, 
all were monitored by the outpatient fetal medicine team 
at the maternity hospital studied (Table 3).

Discussion

Neonatal PCs need to be improved in three possible 
moments of care: before birth, in the delivery room 

Table 2. Association of clinical and sociodemographic data 
of newborns classified as being indicated for palliative care, 
according to birth weight, in grams (g)

Variables
<2,500 

n(%)
≥2,500 

n(%)
Fischer 

p
Gestational Age <0,001
  Preterm 16(94,1) 1(5,9)
  Term 2(22,2) 7(77,8)
Sex 0,401
  Female 11(78,6) 3(21,4)
  Male 7(58,3) 5(41,7)
Length of stay (days) 0,420
  ≤7 10(62,5) 6(37,5)
  >7 8(80,0) 2(20,0)
Prenatal diagnosis 0,003
  Yes 2(25,0) 6(75,0)
  No 16(88,9) 2(11,1)
Prenatal care with the fetal medicine team 0,001
  Yes 1(14,3) 6(85,7)
  No 17(89,5) 2(10,5)
Prematurity as a diagnosis of Hospitalization 0,001
  Yes 15(100,0) 0(0,0)
  No 3(27,3) 8(72,7)
Use of medication for pain relief 0,189
  Yes 13(81,2) 3(18,8)
  No 5(50,0) 5(50)
Artificial life support measures 0,050
  Yes 16(80,0) 4(20,0)
  No 2(33,3) 4(66,7)
Resuscitation 0,281
  Yes 16(76,2) 5(23,8)
  No 2(40,0) 3(60,0)
Death 0,197
  Yes 14(77,8) 4(22,2)
  No 4(50,0) 4(50,0)
Place of hospitalization 1
  NICO 16(69,6) 7(30,4)
  UCINCo 2(66,7) 1(33,3)

and in the NICU.(14)  Before birth, this is perinatal PC, 
in which it is possible to plan care for conditions diag-
nosed during pregnancy.(7,14) In the delivery room and, 
later, during hospitalization in the NICU, the best care 
must be offered, which must be centered on the new-
born and the family.(14) 

The PC model in the NICU must be interprofes-
sional.(15) National and international studies demon-
strate the need for training health teams in a series of 
skills for neonatal PCs, such as communication skills, 
including discussing a bad prognosis, giving bad 
news and talk about care at the end of life, in addition 
to the need for regular training of the interdisciplinary 
team to increase support for PCs.(16-19) 

In this study, of the 612 medical records of new-
borns admitted to the neonatal unit, 26 (4.2%) present-
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ed some diagnosis or condition that indicates neonatal 
CP. Two categories stand out: category 2, with prena-
tal or postnatal diagnosis of a disease that presents 
a considerable risk of death or high morbidity, com-
posed mainly of newborns diagnosed with congenital 
malformations or malformative syndromes; and cate-
gory 3, of newborns at the limit of viability, composed 
of newborns with a gestational age less than or equal 
to 24 weeks. 

Congenital malformations involve a wide spectrum 
of changes in the structure or function of organs, pres-
ent at birth and of prenatal origin, which normally result 
in a reduction in life expectancy and/or impairment of 
the normal function of the affected organs.(20,21) The clin-
ical evolution of these patients and their survival are the 

result of factors such as underlying disease, knowledge 
and resources available in the care unit. They are often 
rare diseases with little information regarding mortality 
after intervention and long-term sequelae.(20) 

Congenital malformations were the second lead-
ing cause of admission to the neonatal unit, behind 
only prematurity. Other studies corroborate this 
finding.(22-24)  In this research, of the clinical diagnoses 
that indicated PCs, 38.46% were related to complex 
congenital malformation or some malformative syn-
drome, 8 (80%) had an antepartum clinical diagnosis 
and 7 (70 %) had follow-up with the outpatient fetal 
medicine team. A study had similar data, with a 77% 
prevalence of major malformations, and 68% had a 
prenatal diagnosis.(1)  

Table 3. Association of clinical and sociodemographic data of newborns classified with indication for palliative care, according to 
categories for indication of palliative care

Variables
Palliative care indication categories

Chi-square p1 
n(%)

2 
n(%)

3 
n(%)

4 
n(%)

5 
n(%)

Gestational Age 0,074
  Preterm 1(5,5) 4(22,2) 8(44,4) 2(11,1) 3(16,6)
  Term 1(12,2) 5(62,5) 0(0,0) 2(25,0) 0(0,0)
Sex 0,68
  Female 2(14,2) 5(35,7) 4(28,5) 2(14,2) 1(7,14)
  Male 0(0,0) 4(33,3) 4(33,3) 2(16,6) 2(16,6)
Length of stay (days) 0,361
  ≤7 1(6,2) 6(37,5) 5(31,2) 1(6,2) 3(18,7)
  ≥7 1(10,0) 3(30,0) 3(30,0) 3(30,0) 0(0,0)
Prenatal diagnosis
  Yes 1(12,5) 7(87,5) 0(0,0) 0(0,0) 0(0,0) 0,003
  No 1(5,5) 2(11,1) 8(44,4) 4(22,2) 3(16,6)
Prenatal care with the team fetal medicine 0,001
  Yes 0(0,0) 7(100,0) 0(0,0) 0(0,0) 0(0,0)
  No 2(10,5) 2(10,5) 8(42,1) 4(21,0) 3(15,7)
Prematurity as a hospitalization diagnosis 0,003
  Yes 1(6,6) 1(6,6) 8(53,3)  2(13,3) 3(20,0)
  No 1(9,0) 8(72,7) 0(0,0) 2(18,1) 0(0,0)
Use of medication for pain relief 0,146
  Yes 2(12,5) 3(18,7) 5(31,2) 4(25,0) 2(12,5)
  No 0(0,0) 6(60,0) 3(30,0) 0(0,0) 1(10,0)
Artificial life support measures 0,169
  Yes 1(5,0) 5(25,0) 8(40,0) 3(15,0) 3(15,0)
  No 1(16,6) 4(66,6) 0(0,0) 1(16,6) 0(0,0)
Resuscitation 0,371
  yes 1(4,8) 6(28,6) 7(33,3) 4(19,0) 3(14,3)
  No 1(20,0) 3(60,0) 1(20,0) 0(0,0) 0(0,0)
Death 0,094
  Yes 2(11,1) 5(27,7) 7(38,8) 1(5,5) 3(16,6)
  No 0(0,0) 4(50,0) 1(12,5) 3(37,5) 0(0,0)
Place of hospitalization 0,21
  NICO 1(4,3) 7(30,4) 8(34,8) 4(17,3) 3(13)
  UCINCo 1(33,3) 2(66,6) 0(0,0) 0(0,0) 0(0,0)



Rev Soc Bras Enferm Ped. | v.23, eSOBEP20230007 |2023

Gumboski J, Schultz LF, Floriani GG, Milarch CF, Oliveira A, Cardoso AB, et al

7

During prenatal care, diseases with well-estab-
lished lethality or an undetermined prognosis can be 
diagnosed. The family approach must be carried out 
from the moment there is diagnostic confirmation 
of a life-threatening situation. This approach occurs 
through meetings between the family and the health-
care team during prenatal care. In addition to allowing 
better planning of pregnancy and childbirth, this early 
diagnosis allows the initiation of perinatal PCs.(1,14,20)

A study that analyzed end-of-life care in the 
NICU showed that monitoring by the perinatal PC 
group allowed patients to spend less time in hospital. 
This information may be related to the smaller num-
ber of interventions that can prolong the death process 
in situations of recognized lethality.(20)

Pregnant women who underwent prenatal care 
with the fetal medicine outpatient team simultane-
ously with primary health care had a higher pro-
portion of newborns with adequate birth weight. 
The need for quality prenatal care is highlighted, in 
order to provide early diagnosis of life-limiting con-
ditions and offer qualified care from pregnancy on-
wards, in the case of congenital malformations, and 
to prevent risk factors that could lead to a extreme 
premature birth.(20,21,25)

Prematurity was the main cause of admission to 
the neonatal unit. Another study from the same ma-
ternity hospital, in 2020, shows similar findings.(23) Re-
garding clinical diagnoses or conditions that indicated 
CP, 30.8% of newborns were at the limit of viability, 
with a gestational age of less than 24 weeks, and 19, 
2% were indicated due to complications associated 
with prematurity. 

For preterm newborns, the probability of surviv-
al and the presence of short, medium and long-term 
morbidity vary widely according to gestational age, 
with a lower probability of normal development for 
more immature newborns.(26,27) Newborns with ges-
tational age less than 23 weeks and birth weight less 
than 500 g are extremely immature and have little 
chance of survival without sequelae. For those with a 
gestational age between 23 and 24 weeks and 6 days, 
survival and outcomes remain uncertain.(26,27)

However, when considering care planning for ex-
tremely premature infants with gestational age below 
or at the limit of viability, one should not only think 
about the small probability of survival, but also the 

future morbidity rate and, consequently, the quality 
of life. Of these patients, those who survive the neo-
natal period will still have an increased risk of death 
in childhood and approximately half of the survivors 
will have neurological development problems.(26,27) In 
the present study, all newborns with a gestational age 
less than or equal to 24 weeks died.

During hospitalization, 80.8% of newborns were 
resuscitated, 73.1% received mechanical ventilation, 
38.5% received vasoactive drugs and 30.8% received 
a transfusion of blood products, among other proce-
dures and artificial life support measures that cause 
pain. Pain relief medications were used in 61.5% of ne-
onates at some point during hospitalization.

Controlling pain and stressful factors for the new-
born is essential, as pain involves physiological causes 
and behavioral instability through an increase in cortisol, 
causing, in a compensatory process, changes such as in-
creased heart rate, variations in respiratory rate, crying 
and irritability, leading to increased energy expenditure, 
among other complications.(14,28,29) The team must ensure 
pain relief through the use of non-pharmacological and 
pharmacological measures, application of scales, proto-
cols for measuring and evaluating pain.(27-29)

Regarding the outcome of the newborns, 18 
(69.2%) died, 3 (11.5%) were transferred to a refer-
ence hospital providing specialized care in the area of ​​
pediatrics in the city and 5 (19.2%) were discharged 
with outpatient follow-up. Of the 18 newborns who 
died during hospitalization, 11 (61.1%) were fasting, 
5 (27.8%) continued to receive enteral nutrition and 2 
(11.1%) received parenteral nutrition.

It is worth noting that, for patients who tolerate 
the diet, it should be offered, respecting the clinical 
conditions of the newborn, aiming for comfort, when-
ever possible prioritizing breastfeeding or suckling at 
the breast, and should only be suspended if it is caus-
ing suffering, which highlights the role of the multi-
disciplinary team in this care.(14)

Patients discharged from the neonatal unit must 
continue to be monitored on an outpatient basis, and it 
is necessary to monitor readmissions and the patient’s 
evolution. For those who die, the family must receive 
support.(14,27,30)

Studies on neonatal and pediatric PCs are essen-
tial for the development of protocols and care practic-
es in health institutions. The present study provides 
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information about the conditions of RNs who require 
CPs, allowing nurses and other health professionals to 
have a comprehensive view of the situations they may 
encounter, adjusting the care provided to each RN and 
family according to their specific needs, offering care 
individualized and compassionate. 

It is recommended that more research be carried 
out on neonatal PC, as well as the promotion of this 
content in undergraduate and postgraduate courses 
in the health area, making it urgent to expand discus-
sions on its concept and principles, in addition to the 
need training of the care team and the implementation 
of a bereavement clinic and strengthening of support 
groups to monitor newborns and family members.

Conclusion 

This study provided the identification of the clinical and 
sociodemographic profile and the classification of new-
borns admitted to a neonatal unit with indications for 
PCs. Preterm newborns, female and weighing less than 
2,500 grams, were categorized for PC indication as new-
borns diagnosed with a disease with considerable risk 
of death or high morbidity, followed by viability limit. 
The outcome with the highest proportion was death. The 
research generated information to support managers in 
expanding strategies and developing actions, aiming to 
improve care for these newborns and their families.
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