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treatment was started immediately with an intravenous infusion of 200 mg/kg
dextrose (2 mi/kg dextrose water, 10% concentrated) given over one minute
and followed by a continuous infusion of 8 mg/kg/min.

Statistical analyses were done using Fisher's test, chi-square analysis, Student's-
t test and Mann-Whitney U test, and p values greater than 0.05 were accepted
as insignificant. ‘

Results

While 11 infants in the study group were found to be hypoglycemic (44%), only
one infant in the control group was hypoglycemic (6.2%) (p < 0.05). No statistical
difference could be found between the study and control groups in terms of
sex, multiple gestations and type of delivery (Table ).

Table Il: Comparison of Study and Control Groups*

SGA Neonates . AGA Neonates -

L (n: 25) . (n: 16) P Value
Hypoglycemia ST 11 1 0.0097
Twins - 6 2 0.31
Sex 14 males 8 males 0.84

‘ 11 females 8 females
Type of delivery '
Cesarean section 5 01
Vaginal delivery 19 15 . 0.32
Other 1 - o

*‘Fisher test and chi-square analysis were used.

There was no significant difference between hypoglycemic SGA infants and
euglycemic SGA infants in terms of sex and with seven females and four males
in the former group, and five females and nine males in the latter group (p > 0.05).
Seven of the hypoglycemic SGA infants and 13 of the euglycemic SGA infants
were delivered vaginally (p > 0.05).

As shown in Table lll, there was no significant difference between hypoglycemic
and euglycemic SGA infants in terms of birth weight, birth length, head
circumference, ponderal index or presence of twin pregnancy.

Blood glucose values of hypoglycemic SGA neonates at two, three, six, 12, 24
and 48 hours of age are shown in Table IV. The first six postnatal hours and
the 48" hour were the most commonly encountered ages for hypoglycemia in
SGA neonates. Five infants in the study group had symptoms of hypoglycemia.
These symptoms included irritability (n: 4), tachypnea (n: 2), poor feeding (n: 2),
cyanosis (n: 2), high-pitched cry (n: 2) and tremors (n: 1).
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Table lll: Comparison of Hypoglycemic and Euglycemic SGA Infants in
Terms of Birthweight, Birth Length, Head Circumference, Ponderal Index*

Euglycemic Infants Hypoglycemic Infants
(n: 14) (n: 11) P Value
Birthweight (g) 2085,71 + 358.1 2027,27 + 216.06 ~>0.05
Birth length (cm) 46.57 + 2.24 4554 + 2.21 > 0.05
Head circumference (cm) 32.10 £ 1.53 31.68 + 1.66 - >0.05
Ponderal index 2.13+0.18 2.12 £ 0.46 - >0.05

* Mean £ SD, Student's-t test was used.

Table IV: Blood Glucose Values of Hypoglycemic SGA
Neonates in the First 48 Hours of Life

Postnatal Age (hours) n Blood Glucose (mg/dl)
2 5 25, 30, 33, 34, 35
2 3 25, 34, 36 _
6 4 30, 35, 35, 38
12 2 35, 39
24 1 44
48 3 35, 38, 40

Discussion

In the present study, we found the incidence of SGA neonates born after 37 completed
weeks to be 6.4 percent. Similar results have been reported by others® 17: 20,

The definition of hypoglycemia is controversial. There is a wide variation in the
definitions given, ranging from a glucose concentration of < 18 mg/dl to <72
mg/dI’:5.13.20-22 The definition of Srinivasan and colleagues'® was accepted in
our study. The reported incidence of hypoglycemia in SGA infants, a high-risk
group for hypoglycemia, ranges between 12.7 and 29 percent'? 1823 |n our
study the incidence of hypoglycemia in SGA infants was found to be 44 percent.
This difference may be related to the fact that the other studies, except for one'?,
did not screen or test for glucose as often as we did. In the above-mentioned
exceptional study, the incidence of hypoglycemia in SGA neonates was found
to be 14.7 percent using Srinivasan et al's'® definition. This difference between
the two works may be related to the difference between birthweights of SGA
neonates. In Holtrop's'? study, the mean birthweight was 2,498 + 363 grams in
hypoglycemic SGA neonates, and 2,512 + 336 in euglycemic SGA neonates.
In our study, the mean birthweight was 2,027 + 216 grams in nypoglycemic SGA
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neonates and 2,085 + 358 grams in euglycemic SGA neonates. Lower birth
weights of SGA babies lead to more decreased stores of fat and glycogen,
resulting in more severe and frequent episodes of hypoglycemia.

In the present study, 54 percent of hypoglycemic SGA infants had no clinical
symptoms. This confirms the results of previous reports' 21224 |n the present
study, hypoglycemia was reported in 65 percent of hypoglycemic SGA infants
at six hours after birth. Holtrop'? reported that the mean age at which
hypoglycemia occurred was 6.1 hours in SGA neonates. Sexson?® reported that
hypoglycemia occurs more frequently between 0.5 to 12 hours after birth. In
the present study, three infants were found to be hypoglycemic at 48 hours of
age, and in two of these, blood glucose values were normal for the first 48 hours.
Similar results were reported by Holtrop'2.

On the basis of our findings, we recommend that SGA neonates be carefully
screened for hypoglycemia for at least 48 hours, and the first six hours of life
should be accepted as the most critical hours. Clinical signs alone should not
be accepted as indicators of hypoglycemia.
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