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ABSTRACT
Background/aims During the last decade, improved
neonatal care has resulted in increased survival of the
most immature infants and improved health of more
mature infants. We hypothesise that this has affected
incidence and treatment of retinopathy of prematurity
(ROP), enabling guidelines for screening to be modified.
Methods In Sweden, all infants with gestational
age (GA) at birth ≤30 weeks are screened for ROP.
Results are registered in a web-based register, Swedish
National ROP Register, with a coverage rate of 97%.
Incidence of ROP and frequency of treatment, aspects
on natural course of ROP and number of examinations,
are calculated in relation to GA at birth in infants born
during 2008–2017.
Results Of 7249 infants, 31.9% (2310) had ROP and
6.1% (440) were treated. No infant with GA 30 weeks
was treated. Incidence of ROP remained similar, but
frequency of treatment increased (p=0.023). Over
time, GA and birth weight were reduced in infants
with ROP and with treated ROP. In the most immature
infants, postmenstrual age was lower and postnatal
age was higher when any ROP and stage 3 ROP were
first detected (p<0.001). At treatment, postmenstrual
but not postnatal age of the infant was associated
with GA (p<0.001). During the 10-year period, 46 038
examinations were performed.
Conclusion Modification of Swedish guidelines is
proposed, including only infants with a GA of <30 weeks
and postponing the first examination with 1 week in
infants with GA 26–29 weeks. This would spare many
infants from stressful examinations and reduce eye
examinations with at least 20%.

INTRODUCTION
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Retinopathy of prematurity (ROP) is a blinding
disease globally.1 With the help of ophthalmological
screening of infants at risk, infants with treatmentrequiring ROP can be identified and timely and
properly treated. Such screening, however, is
costly for the society and stressful for the infants.
Screening routines, therefore, ought to be continuously evaluated and if possible also modified, to
reduce the number of examinations in infants with
low risk of treatment-requiring ROP and to reduce
the expenses of ophthalmological care. There is an
ongoing discussion regarding optimising the ROP
screening. In the UK, tightening the guidelines
is calculated to reduce the number of screened
infants with around 11%–15%.2 Various predictive
models have been constructed to optimise the ROP
screening programme.3–6

Guidelines for ROP screening vary between
countries. In Sweden, national guidelines are based
on population studies, the first one resulting in a
recommendation to include infants with a gestational age (GA) at birth of less than 33 weeks,7
the second one less than 32-week GA8 and the
third one less than 31-week GA.9 With the help of
10-year data from a Swedish National ROP Register
(SWEDROP), the present study aims to evaluate if
further modifications of the national guidelines for
ROP screening can be undertaken. The early course
of ROP and its different stages will be analysed and
trends over time regarding ROP and treatment will
be explored in relation to GA at birth.

METHODS

Present guidelines for ROP screening in Sweden
include infants with a GA less than 31 weeks. In
addition, for safety reasons, neonatologists are
recommended to refer also more mature and
severely diseased infants. The results of all infants
who are born and screened in our country are
registered in the Swedish register, SWEDROP. Eye
examinations start at 5-week postnatal age (PNA)
or at a postmenstrual age (PMA) of 31 weeks,
whichever comes latest. ROP is classified according
to international recommendations10 and treatment
for ROP follows the Early Treatment for Retinopathy of Prematurity criteria.11
Previous studies have presented results of
SWEDROP data from the years 2008–2015.9 12–14
The present study is a 10-year report including the
years 2008–2017. During this period, guidelines for
screening were changed in July 2012 from GA <32
weeks to GA <31 weeks. For comparison of incidences of ROP and frequencies of treatment over
time, the present study includes only infants with a
GA of less than 31 weeks in the analyses.
The coverage rate of SWEDROP is calculated
by comparison with the Swedish Neonatal Quality
Register (SNQ). During the years 2008–2017, the
coverage rate of the infants fullfilling the national
screening criteria (GA <32 weeks during the years
2010–2012, and <31 weeks during the years 2013–
2017) was 97.6% (range 96.2%–99.3%). Information on GA and birth weight (BW) was collected
from the SNQ register.

Statistical methods

Data are primarily analysed using descriptive statistics, where continuous variables are described as
median and range and categorical as number and
percentage. In order to explore trends, both in
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127 (18.2)

BW (g) *

518 (74.7)

138 (21.1)

137 (20.9)

103 (15.7)

72 (11.0)

91 (13.9)

54 (8.2)

37 (5.6)

20 (3.1)

3 (0.5)

0 (0.0)

28.4 (22.5:30.6)

2010 n=655

43 (6.2)

480 (73.3)

45 (6.9)

3 (0.5)

90 (13.7)

111 (16.9)

451 (68.9)

318 (48.5)

175 (26.7)

*Mean and median are given for gestational age and birth weight.
BW, birth weight; g, grams; GA, gestational age; w, week.

36 (5.2)

2 (0.3)

Treated ROP, n (%)

80 (11.5)

65 (9.3)

3

4–5

5 (0.7)

157 (22.7)

511 (73.2)

120 (17.2)

0

451 (65.1)

299 (43.1)

175 (25.3)

1–2

ROP level, n (%)

305 (43.7)

526 (75.4)

172 (24.6)

1

Female gender,
n (%)

160 (23.1)

135 (19.5)

93 (13.4)

91 (13.1)

77 (11.1)

63 (9.1)

46 (6.6)

24 (3.5)

4 (0.6)

0 (0.0)

28.3 (22.4:30.6)

2009 n=693

156 (22.1)

137 (19.4)

126 (17.8)

104 (14.7)

57 (8.1)

47 (6.7)

53 (7.5)

18 (2.5)

8 (1.1)

0 (0.0)

28.3 (22.2:30.6)

2011 n=706

193 (26.6)

130 (17.9)

110 (15.2)

91 (12.6)

75 (10.3)

67 (9.2)

27 (3.7)

24 (3.3)

8 (1.1)

0 (0.0)

28.4 (22.0:30.6)

2012 n=725

142 (19.9)

138 (19.3)

114 (16.0)

93 (13.0)

104 (14.6)

55 (7.7)

31 (4.3)

29 (4.1)

8 (1.1)

0 (0.0)

28.2 (22.1:30.6)

2013 n=714

173 (22.7)

142 (18.6)

116 (15.2)

112 (14.7)

73 (9.6)

65 (8.5)

40 (5.2)

32 (4.2)

9 (1.2)

0 (0.0)

28.3 (22.4:30.6)

2014 n=762

172 (22.3)

149 (19.3)

127 (16.5)

69 (8.9)

82 (10.6)

69 (8.9)

59 (7.6)

33 (4.3)

11 (1.4)

1 (0.1)

28.3 (21.6:30.6)

2015 n=772

193 (24.5)

142 (18.0)

118 (15.0)

78 (9.9)

86 (10.9)

65 (8.3)

59 (7.5)

35 (4.4)

10 (1.3)

1 (0.1)

28.3 (21.6:30.6)

2016 n=787

177 (24.0)

167 (22.7)

109 (14.8)

78 (10.6)

63 (8.5)

52 (7.1)

50 (6.8)

24 (3.3)

17 (2.3)

0 (0.0)

28.5 (22.3:30.6)

2017 n=737

1681 (23.2)

1404 (19.4)

1134 (15.6)

891 (12.3)

774 (10.7)

589 (8.1)

429 (5.9)

260 (3.6)

85 (1.2)

2 (0.0)

28.3 (21.6:30.6)

Total n=7249

31 (4.4)

1 (0.1)

62 (8.8)

147 (20.8)

496 (70.3)

340 (48.2)

197 (27.9)

509 (72.1)

30 (4.1)

1 (0.1)

51 (7.0)

164 (22.6)

509 (70.2)

345 (47.6)

138 (19.0)

587 (81.0)

40 (5.6)

3 (0.4)

70 (9.8)

160 (22.4)

481 (67.4)

336 (47.1)

158 (22.1)

556 (77.9)

45 (5.9)

2 (0.3)

85 (11.2)

166 (21.8)

509 (66.8)

323 (42.4)

225 (29.5)

537 (70.5)

60 (7.8)

6 (0.8)

94 (12.2)

185 (24.0)

487 (63.1)

329 (42.6)

200 (25.9)

572 (74.1)

60 (7.6)

4 (0.5)

104 (13.2)

164 (20.8)

515 (65.4)

362 (46.0)

197 (25.0)

590 (75.0)

50 (6.8)

3 (0.4)

79 (10.7)

126 (17.1)

529 (71.8)

341 (46.3)

186 (25.2)

551 (74.8)

440 (6.1)

30 (0.4)

780 (10.8)

1500 (20.7)

4939 (68.1)

3298 (45.5)

1823 (25.1)

5426 (74.9)

1135.0 (307:2356) 1100.0 (400:2220) 1103.0 (420:1947) 1120.0 (382:2090) 1135.0 (340:2842) 1067.5 (415:1975) 1090.0 (387:2364) 1094.0 (415:2445) 1115.0 (348:3245) 1140.0 (390:2405) 1109.5 (307:3245)

2

Single/multiple,
n (%)

177 (25.4)

29

30

103 (14.8)

118 (16.9)

27

28

52 (7.4)

66 (9.5)

25

26

21 (3.0)

27 (3.9)

23

24

0 (0.0)

7 (1.0)

21

28.4 (22.3:30.6)

2008 n=698

Background data, incidence of retinopathy of prematurity (ROP) and frequency of treatment in the study population of infants with gestational age (GA) ≤30 weeks

22

GA (w)

GA (w) *

Year

Table 1
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Table 2

Incidence of retinopathy of prematurity (ROP) and frequency of treatment in relation to gestational age (GA)

GA (weeks)

21/22* n=87

23 n=260

24 n=429

25 n=589

26 n=774

27 n=891

28 n=1134

29 n=1404

30 n=1681

Total n=7249

ROP stage, n (%)
0

9 (10.3)

26 (10.0)

72 (16.8)

155 (26.3)

349 (45.1)

606 (68.0)

907 (80.0)

1225 (87.3)

1590 (94.6)

4939 (68.1)

1

5 (5.7)

26 (10.0)

54 (12.6)

93 (15.8)

105 (13.6)

118 (13.2)

116 (10.2)

95 (6.8)

58 (3.5)

670 (9.2)

2

16 (18.4)

57 (21.9)

109 (25.4)

178 (30.2)

184 (23.8)

118 (13.2)

79 (7.0)

66 (4.7)

23 (1.4)

830 (11.4)

3

54 (62.1)

143 (55.0)

183 (42.7)

158 (26.8)

135 (17.4)

48 (5.4)

32 (2.8)

17 (1.2)

10 (0.6)

780 (10.8)

4

1 (1.1)

1 (0.4)

4 (0.9)

1 (0.2)

0 (0.0)

1 (0.1)

0 (0.0)

0 (0.0)

0 (0.0)

8 (0.1)

5

2 (2.3)

7 (2.7)

7 (1.6)

4 (0.7)

1 (0.1)

0 (0.0)

0 (0.0)

1 (0.1)

0 (0.0)

22 (0.3)

43 (49.4)

109 (41.9)

120 (28.0)

83 (14.1)

58 (7.5)

14 (1.6)

9 (0.8)

4 (0.3)

0 (0.0)

440 (6.1)

Treated ROP,n (%)

* There were two infants born at 21 weeks, both developed ROP stage 3 and were treated for ROP.

terms of calendar year and GA, linear regression models have
been used for continuous variables and logistic regression
models for dichotomous variables. The results from the regression models are expressed as the slope (for linear regression) and
OR (for logistic regression) related to a one-unit increase of the
dependant variable, with 95% CIs.
All statistical analyses were performed using R V.3.5.0.

RESULTS

During the period 2008–2017, 8473 infants had been screened
for ROP and registered in SWEDROP. Of these infants, 7249
had a GA of <31 weeks, constituting the present study group. In
this group, there were 3951 (54.5%) boys, 3298 (45.5%) girls

and one infant with unknown gender. Median GA of the study
group was 28.3 weeks (range 21.6–30.6) and median BW was
1109.5 g (range 307–3245); see table 1.
Overall, 2310 (31.9%) infants in the study group had some
stage of ROP and 440 (6.1%) infants were treated for ROP
(table 1). Type 1 ROP in at least one of the eyes was found in
87% (383/440) of the treated infants. Among the 1224 infants
with a GA above 30 weeks, 46 infants had some stage of ROP,
including 5 with ROP stage 3. Four of the latter children were
severely ill and therefore referred for screening and one previously described14 extremely ill infant was treated for the ROP.
The total incidence of ROP remained similar during the study
period but, over time, infants with ROP had lower GA and BW
(GA slope −0.03, CI −0.06 to 0.00; p=0.030/BW slope – 5.14,
CI −8.95 to −1.32; p=0.008). For incidence of ROP in infants
with different GA at birth, see table 2. Of treated infants, 251
(57%) were boys and 189 (43.%) girls. Median GA and BW of
the treated infants were 24.3 weeks (range 21.6–29.5) and 647 g
(range 370–1700), respectively. Regarding frequency of treatment
in the different gestational weeks, see table 2. The frequency of
infants treated for ROP increased during the study period (OR
1.04, CI 1.01 to 1.08; p=0.023) and, over time, more immature
infants and fewer with higher GA and BW were treated for ROP
(GA slope – 0.07, CI −0.11 to −0.02; p=0.004/BW slope −8.53,
CI −13.95 to −3.11; p=0.002); see figure 1A,B.
Treatment was performed in 434 right and 433 left eyes. At the
first treatment, 389 (89.6%) right eyes and 384 (88.7%) left eyes
were treated with laser only. Anti-vascular endothelial growth
factor (VEGF) injections alone were given in 44 (10.1%) right
eyes (7 bevazicumab/37 ranizicumab) and 43 (9.9%) left eyes (5
bevazicumab/38 ranizicumab). Altogether, 76 infants were given
anti-VEGF injections, as the only treatment or at retreatment in
combination with laser and/or vitrectomy. Encircling bands were
used in seven right eyes and eight left eyes and vitrectomies were
performed in five right and nine left eyes.
Recurrence was noted in 199/773 (25.7%) of the eyes treated
with laser only at the first treatment and retreatment was performed
after mean 2.6/2.7 weeks (right/left eyes). Among eyes treated with
anti-VEGF alone at the first treatment, there was a recurrence in
58/87 (66.7%) of the eyes (50% in eyes treated with bevazicumab
and 68.4% in eyes treated with ranizicumab). Retreatment was
performed after mean 8.5/8.6 weeks (right/left eyes) (11.5/12.8
weeks after bevazicumab and 8.3/9.0 weeks after ranizicumab).

Chronological aspects
Figure 1 (A) Annual mean gestational age (GA) (weeks) and (B) mean
birth weight (grams) in the 440 treated infants during the study period.
Holmström G, et al. Br J Ophthalmol 2019;0:1–7. doi:10.1136/bjophthalmol-2019-314874

PNA and PMA at detection of ROP, detection of ROP stage 3
and first treatment in infants of the total study group as well as
in relation to GA are illustrated in table 3.
3
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46 038
5232

4.0 (1:29)

5726

5.0 (1:27)

5672

5690

4.0 (1:42)
3.0 (1:21)

12.0 (2:79)
30.0 (15:78)

4.0 (1:24)

440

22.0 (1:133)
NA (Inf:-Inf)

36.9 (32.1:52.1)

9
14

22.0 (5:71)

0

NA (Inf:-Inf)
39.6 (36.1:47.7)
40.2 (35.7:45.3)

4

11.6 (7.6:18.9)
12.8 (8.7:17.7)

40.7 (37.6:46.6)

734

12.4 (7:28.3)
NA (Inf:-Inf)

36.7 (31.7:53)

28
44

11.1 (8.0:17.4)

10

39.0 (35.1:41.4)
39.0 (34.4:46.3)
39.7 (32.3:49.9)

15

10.8 (6.4:17.9)

40.1 (36.0:48.3)

1855

11.9 (4.9:27.7)
8.6 (5.0:10.9)

34.9 (29.4:51.3)

12.4 (4.9:22.7)

10.6 (6.6:18.4)

53

37.7 (34.9:42.1)

170
226

101

36.3 (32.9:43.3)
35.4 (32.3:42.4)

36.7 (33.7:41.4)

9.0 (4.1:27)
7.0 (4.7:11.4)
7.9 (4.1:15.0)
8.1 (4.9:15.3)

7.4 (4.7:11.9)

Total
30
29
28
27

6729
*Median and ranges are given.
†There were two infants born at 21 w, both developed ROP stage 3 and were treated for ROP.

5527
1333
Total number of
examinations

3722

6407

7.0 (2:35)
12.0 (2:40)
14.0 (3:42)
Number of
examinations*

14.0 (1:39)

10.0 (2:37)

24.5 (3:133)
20.0 (1:77)
18.0 (3:95)
Days from first ROP to
treatment*

17.0 (2:87)

28.0 (2:86)

58

39.2 (33.1:52.1)

120

83

36.6 (32.4:45.7)

109
43

35.1 (32.1:47.1)

N

PMA (weeks)*

35.9 (32.9:51.4)

37.9 (33.1:47.0)

12.8 (7.0:25.9)
12.3 (8.3:21.4)
12.4 (9.7:24.3)
First treatment
PNA (weeks)*

12.6 (9.4:28.3)

12.6 (7.4:21.9)

121

38.1 (33.7:52.9)

176

147

36.1 (31.7:48.4)

140
53

34.6 (32.3:46.0)

N

PMA (weeks)*

35.5 (31.7:48.7)

37.0 (32.7:53.0)

11.7 (7.0:26.1)
11.7 (7.3:23.9)
11.9 (9.6:23.1)
Detection ROP3
PNA (weeks)*

12.0 (8.4:25.6)

11.7 (7.0:27.7)

363

34.9 (31.6:44.0)

314

353

34.0 (31.0:51.3)

207
68

33.4 (30.4:46.0)

N

PMA (weeks)*

33.7 (29.4:45.1)

34.4 (31.6:41.4)

8.4 (4.9:17.6)
9.0 (6.1:16.3)
9.6 (6.1:27.0)
10.1 (6.3:22.0)
10.9 (7.9:23.1)
Detection first ROP
PNA (weeks)*

24
21/22 †

23

25

26

Screening aspects

GA (weeks)

Table 3 Postnatal (PNA) and postmenstrual age (PMA) at detection of retinopathy of prematurity (ROP), ROP stage 3 and first treatment, time from detected ROP to treatment and number of
examinations in relation to gestational age (GA)
4

At the first screening examination, 404 (5.6%) infants already
had some stage of ROP, see table 4, and were excluded from analyses of age PNA and PMA at detection of ROP. GA and BW were
significantly lower in these 404 infants as compared with the rest
of the study group (n=6845; p<0.001). In the remaining 1906
infants who developed ROP, median PNA and PMA (weeks) at
detection of ROP in at least one of the eyes were 9.0 weeks
(range 4.1–27) and 34.9 weeks (range 29.4–51.3). The first
treatment was performed at a median PNA of 12.6 weeks (range
7–63.1) and PMA of 36.9 weeks (range 32.1–87.3).
PMAs were lower and PNAs higher at detection of first ROP
(PMA slope −0.46, CI −0.51 to −0.41; p<0.001/PNA slope
0.53; CI 0.48 to 0.58; p<0.001) and at detected ROP stage 3
in infants with the lower GAs (PMA slope −0.25, CI −0.37 to
−0.12; p<0.001/PNA slope 0.74; CI 0.61 to 0.87; p<0.001).
Regarding age at treatment, only PMA of the infants was associated with GA (slope 0.92, CI 0.74 to 1.11; p<0.001).
Time of progression from first detected ROP to first treatment
was longer in infants with the highest GAs (slope 2.93; CI 1.53
to 4.32; p<0.001); see table 3.
The course of ROP (ROP stages 1–3) in the worst eyes (or
right eyes if there were similar stages of ROP in both eyes) of the
infants, including regression and progression as well as progression to requirement of treatment, is illustrated in figure 2. For
this calculation, eyes that already had some stage of ROP at the
first examination, as well as eyes with missing data, have been
excluded.

Overall, 46 038 eye examinations had been performed in 7249
infants during the 10-year period (26 infants lacked information
on number of examinations). Median number of examinations
per infant were 4 (range 1–42). The total number of examinations in relation to GA at birth is presented in table 2. Median
PNA at first examination was 5.4 weeks (range 0.9–20.3) and
median PMA was 33.7 weeks (range 25.9–50.4).
Current guidelines for screening in relation to GA at birth as
well to PMA at treatment are illustrated in figure 3. At present,
screening is started at PMA 31 weeks in infants with PMA 26
weeks or less and at 5-week PNA in infants with higher GA.
Lowering the upper limit of screening inclusion by 1 week to GA
<30 weeks would have reduced the number of screened infants
with 1681 and the number of examinations with 5232 over the
study period. Postponing the first examination by 1 week in
infants born at GA 26–29 weeks would have reduced another
4203 examinations. Altogether, screening examinations would
have been reduced with 9435/46 038 (20.5 %) examinations.

DISCUSSION
The present study on 10-year data from the SWEDROP, with a
high coverage of 97.6 %, shows a similar incidence of ROP over
time and a significant increase in the frequency of treatment.
Analyses of the early course of ROP and of PNA and PMAs at
treatment indicate that modifications of the national guidelines
for ROP screening can be undertaken.
During the study period, there was an increase in the treatment
of more immature infants and a decrease in the treatment of
those with higher GA, mirroring improved neonatal care, which
increased the survival of very immature infants and improved
the health of those with higher GA in the country during the
last decade. It was recently demonstrated by Norman et al that
1-year survival among infants at 22–26 weeks’ GA without any
Holmström G, et al. Br J Ophthalmol 2019;0:1–7. doi:10.1136/bjophthalmol-2019-314874

Br J Ophthalmol: first published as 10.1136/bjophthalmol-2019-314874 on 1 November 2019. Downloaded from http://bjo.bmj.com/ on November 2, 2019 by guest. Protected by copyright.

Clinical science

*Stage of ROP (worst eye if different stages right/left eye).

1 (0.2)

77 (19.1)
0 (0.0)
0 (0.0)
2 (4.5)
1 (2.4)
8 (15.1)
13 (24.1)
22 (46.8)
22 (43.1)
9 (75.0)

2 (0.5)

0 (0.0)
5

Treated ROP

0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
1 (2.1)

128 (31.7)

1 (8.3)
4

0 (0.0)

0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
1 (1.9)
0 (0.0)

151 (37.4)

8 (66.7)

0 (0.0)

5 (14.7)
3 (4.5)
6 (13.6)
5 (11.9)
19 (35.8)
18 (33.3)
31 (66.0)

122 (30.2)

3

33 (64.7)

13 (38.2)

16 (47.1)
37 (55.2)

27 (40.3)
17 (38.6)

21 (47.7)
14 (33.3)

23 (54.8)
24 (45.3)

10 (18.9)
8 (14.8)

27 (50.0)
6 (12.8)

9 (19.1)
5 (9.8)

1 (8.3)
2

13 (25.5)

2 (16.7)
1

0 (0.0)
Final ROP stage

17 (4.2)

1 (0.2)
0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
1 (1.9)
0 (0.0)

135 (33.4)

4

0 (0.0)

0 (0.0)
0 (0.0)
0 (0.0)
1 (2.4)
3 (5.7)
4 (7.4)
4 (8.5)
2 (16.7)
3

3 (5.9)

251 (62.1)
28 (82.4)

6 (17.6)
22 (32.8)

45 (67.2)
33 (75.0)

11 (25.0)
14 (33.3)

27 (64.3)
31 (58.5)

19 (35.8)
23 (42.6)

26 (48.1)
29 (61.7)

14 (29.8)
20 (39.2)
6 (50.0)
2

28 (54.9)
4 (33.3)
1

ROP at first examination*

26.5 (22.3:30.6)

860.0 (415:1890)
1334.0 (805:1840)

30.4 (30.0:30.6)
29.3 (29.0:29.6)

1195.0 (716:1690)
1139.5 (658:1564)

28.3 (28.0:28.6)
27.3 (27.0:27.6)

1027.5 (599:1300)
841.0 (415:1890)

26.3 (26.0:26.6)
25.3 (25.0:25.6)

790.0 (477:1047)
705.0 (430:860)

24.3 (24.0:24.6)

531.5 (455:618)
BW (g)

615.0 (420:760)

22.6 (22.3:22.6)
GA (weeks)

23.4 (23.0:23.6)

Total n=404
30 n=34
29 n=67
28 n=44
27 n=42
26 n=53
25 n=54
24 n=47
23 n=51
21/22 n=12
GA (weeks)

Table 4 Gestational age (GA), birth weight (BW), stage of retinopathy of prematurity (ROP) at first examination, final stage of ROP and treatment in 404 infants with ROP in at least one eye at the first
examination
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major neonatal morbidity, including severe ROP, was significantly higher during 2014–2016 than during 2004–2007.15
We found an increase in the frequency of ROP treatment over
time. As expected, the frequency of treatment-requiring ROP
decreased in the less immature infants. No infant with a GA of
30 weeks, four infants with GA 29 weeks and nine infants with
GA 28 weeks were treated for ROP during the 10-year study
period. Apart from one extremely sick infant with a GA at birth
of 27 weeks and BW 1700 g with Apgar 2-1-1, resuscitation with
cardiac massage, pneumothorax, sepsis, oxygen for 114 days,
there was no infant in the study group with a BW above 1250 g
who had been treated for ROP.
Indication for treatment, that is, type 1 ROP, was fulfilled in
at least one eye in 87% of the treated infants, which accords
with findings in the American G-ROP study,16 but is higher than
in a recent British study.17 The majority of infants were treated
with laser, but injections with anti-VEGF were given as primary
treatment in 10% of the infants, thus according with the British
study.17 Reassuringly, the annual frequency of anti-VEGF treatments remained similar at the end of the study period. In accordance with the British study, retreatment frequency was higher
in infants treated with anti-VEGF (67%) than with laser (26%),
emphasising the challenge of follow-up in these infants.17
Analyses of chronological aspects and early course of ROP and
its different stages in relation to GA at birth are helpful when
giving information to parents and neonatologists and provide
basis for the evaluation of guidelines for ROP screening. In
accordance with a previous Swedish study of extremely premature infants with GA of less than 27 weeks,18 the present study
shows that PMA at first detection of ROP was lower in the most
immature infants, who also had the fastest progression to the
requirement of treatment, emphasising the importance of strict
surveillance of these infants. However, regardless of GA at birth,
no infant developed ROP stage 3 before a PMA of 30.7 weeks
and no infant was treated before a PMA of 32.1 weeks, including
four infants GA 26 and 27 with ROP 3 at their first examination;
see table 4.
Based on the findings of this study, changes of Swedish guidelines for inclusion in ROP screening are proposed including
infants with a GA of less than 30 weeks (GA ≤29 weeks + 6
days). During the 10-year period, such a change would have
spared 1681/7249 (23%) of the infants from potentially stressful
examinations and would have reduced the workload for ophthalmologists with 5232/46 038 (11%) eye examinations. Regarding
start of screening, the first examination should as currently be
performed at PMA 31 weeks in infants with the lowest GAs of
21–25 weeks, but is proposed to be postponed to PNA 6 weeks in
infants with GAs 26 weeks or more. Although the infants born at
GA 27–29 weeks were treated at later PMAs, as seen in figure 3,
for safety reasons and for more congruent rules, we have chosen
to give the same recommendations for all infants with a GA of
26 weeks or more. This would have spared 4203 infants from
at least one examination. Altogether, the proposed changes of
guidelines would have spared many infants from distressing eye
examinations and reduced the screening examinations by at least
9435/46 038 (20.5%).
A missed case of severe ROP may lead to life-long blindness. Thus, screening must have a sensitivity of close to 100%.
Regarding screening guidelines for ROP, outliers are inevitable,
as mentioned by Binenbaum et al,6 but the number must be
limited to the utmost. The already present recommendations to
neonatologists to refer also more mature, but severely diseased
infants, therefore remain important. During the 10-year study
period, there was only one infant referred above screening
5
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Figure 2 Flow chart showing the sequence course of retinopathy of prematurity (ROP), including regression and progression to treatment, in the
worst eyes (or right eye if similar stages right/left eyes) of the infants in the study group. Infants with ROP in the worst eye at first examination or
with missing data were excluded from the analysis.
limits, who was treated for ROP. That infant had a GA of 31
weeks and a BW of 1225 g and was extremely ill, as reported in
a previous paper.14 Further, there were 10 infants with a GA of
30 weeks who had ROP stage 3; see table 3. Reassuringly, they
seemed to have a mild type of ROP stage 3 since six of them had
ROP stage 3 in only one eye and the remaining four had ROP
stage 3 in zone 3. Regardless of screening limits, however, there
always remains a risk of non-adherence to screening programme.
In the present study, 24 infants had their first examination at
PMA 40 weeks or more, of which 21 were born at a GA 29–30
weeks and two at 27-week GA, but none of them had ROP

when examined. Another infant born at 23-week GA had its
first examination at PMA 43 weeks. At that examination, the
infant had ROP stage 2, which regressed spontaneously. Finally,
in a recent Swedish study, based on population data, 11/17
(65%) of severe visual impairment due to ROP was considered avoidable.19 This clearly illustrates that modifications and
improvements of the national screening guidelines have to be
combined with continuous education and information of the
current guidelines. To further improve the safety of screening
guidelines, inclusion of predictive factors for ROP and visual
dysfunction may be a way to go forward, which has previously

Figure 3 Current and proposed start of screening in relation to gestational (weeks) and postmenstrual age (PMA) (weeks) at treatment. The
distribution of PMA at treatment is presented both on individual level (dots) and in box plots. The box plots include the median (vertical line in the
middle of the box) and 25th and 75th percentile (outer margins of the box). The whiskers are extends from the box to the most extreme value, which
is no more than 1.5 times the interquartile distance from the box.
6
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been shown in several sophisticated calculated models and riskadjusted studies3–6 20 21
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Strengths and limitations
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