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Abstract

Background: Mild rectal bleeding (MRB) is a particular clinical entity different from necrotizing enterocolitis, which
significantly influences neonatal care in preterm infants. We aimed to determine the risk factors and to evaluate
prospectively the clinical course of MRB.

Methods: We consecutively included in a case–control study all infants with birth weight ≤ 1500 g or gestational
age ≤ 32 weeks admitted to our unit, and presenting MRB, defined as either isolated or associated with mild clinical
or radiological signs. We matched each Case with two Controls. Clinical data before, after and at time of MRB were
collected, together with stool cultures at time of MRB (or at similar postnatal age in Controls). Multiple logistic
regression analysis was performed to determine independent risk factors for the development of MRB.

Results: During 4 years, among 823 very low birth weight (VLBW) infants admitted to our unit, 72 (8.8%) had MRB.
The median duration of rectal bleeding was 1.1 [1–2] days and the fasting period lasted 2.9 [2–10] days. A relapse
occurred in 24% of cases. In multivariate analysis, only hypertension during pregnancy (p = 0.019), growth restriction
at onset of bleeding (p = 0.026), and exposure to ibuprofen (p = 0.003) were independent risk factors for MRB. In
Cases there were more infants with Clostridium Difficile in stools than in Controls (p = 0.017).

Conclusion: Hypertension during pregnancy, even without intrauterine growth restriction, appeared to carry the
same risk for MRB as exposure to ibuprofen and extrauterine growth restriction.
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Background
Intestinal immaturity in very low birth weight (VLBW)
infants causes digestive disorders. It ranges from feeding
intolerance (gastric residuals, abdominal distention, etc.)
to necrotising enterocolitis (NEC) which involves an in-
flammatory intestinal condition [1,2]. In preterm infants,
rectal bleeding may be isolated or not. When it is associ-
ated with mild clinical or radiological signs, it is classi-
fied as “suspected NEC” or NEC stage 1B [3]. According
to the classification proposed by Vermont Oxford Net-
work, clinical (including occult or gross blood in stools)
and radiographic findings, with one or more of each
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(clinical or radiographic) is required for a diagnosis of
NEC [4]. Therefore, none of these two classifications takes
in account isolated rectal bleeding. While there is a lot of
publications about NEC (stage ≥ 2), published data about
isolated rectal bleeding in VLBW infants are scarce [5,6].
In daily practice rectal bleeding, that is either completely

isolated or associated with mild clinical symptoms or radio-
logical signs, is quite frequent. It is a particular entity which
could be grouped under the name of mild rectal bleeding
(MRB).
However, there is still no recommendation about pre-

vention of MRB in VLBW infants, probably because little
is known about risk factors of MRB. This is unfortunate as
it may have a significant impact on neonatal care because
the management sometimes requires a fasting period [3],
with possible need to start or extend parenteral nutrition,
which increases the risk of catheter-related sepsis [7,8].
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We aimed to evaluate the incidence and determine the
risk factors of mild rectal bleeding in very low birth
weight infants.

Methods
Study design
This was a single centre retrospective case–control study.

Population
All children with birth weight (BW) ≤ 1500 g or gesta-
tional age (GA) ≤ 32 weeks admitted to the tertiary neo-
natal intensive care unit of the University Hospital of the
Croix Rousse in Lyon were eligible for the study.
The Cases were preterm infants who had MRB; that is

to say, either isolated or with mild clinical (mild abdominal
distention, elevated pre-gavage residuals or emesis) or ra-
diological (intestinal dilatation, mild ileus) signs, different
from NEC stage 2 which is characterized by specific radio-
logical signs such as pneumatosis intestinalis [3]. When a
patient had multiple incidents of rectal bleeding, we in-
cluded only the first episode. When a relapse took place
more than 7 days after rectal bleeding, it was considered as
a recurrence. Otherwise it was considered as related to the
first event.
We matched each Case with two Controls (one of

each gender). Controls were the first infants hospitalized
in our unit to be born after a corresponding Case with
the same body weight and gestational age (GA) at birth,
respectively ±100 g and ±1 week.
We excluded from the study children with anal fissures,

NEC ≥ stage II, or spontaneous intestinal perforation, as
well as children who had a foetopathy, genetic disorders
or severe malformations. Swallowing blood syndrome can
be ruled out in the preterm group, as feeding is by either
bottle or nasogastric tube. For the Controls, we excluded
infants who died before the postnatal age of onset of rectal
bleeding in the corresponding Case.
Feeding regimen of the VLBW infants was not chan-

ged during the study period: enteral feeding was started
at day 1 or 2 and complementary parenteral feeding was
administered until enteral intake reached 100 ml/kg/
day. All infants were fed pasteurized human milk (own
mother’s milk or donor milk) until body weight was
around 1500 g. Then, if the mother had no milk, a pre-
term formula was proposed. Human milk (either pas-
teurized own mother’s milk or pasteurized donor milk)
was supplemented using a multicomponent fortifier
(Eoprotine, Milupa) as soon as the enteral intake reached
100 mL/kg/day). We added 4 g of powder per mL, which
induces a significant energy and protein fortification up to
80 kcal and 2.2 g/100 mL respectively. Full enteral feeding
was 160 ml/kg/day and was reached by increasing by 10
to 20 ml/kg/d depending on feeding tolerance. After full
enteral feeding (160 ml/kg/day) has been reached, when
infants presented signs of gastro-oesophageal reflux we
used a thickener (starch-based when fed human milk,
carob-based when fed a preterm formula).
Mild rectal bleeding may be isolated or not. When it is

associated with mild clinical or radiological signs, it is
classified as “suspected NEC” or NEC stage 1B [3]. Ac-
cording to our protocol, infants with rectal bleeding
went through a fasting period and were fed only paren-
terally. The fasting period lasted between 1 and 10 days
depending on the duration of rectal bleeding and the
clinical (mild abdominal distention, elevated pre-gavage
residuals or emesis) or radiological (intestinal dilation, mild
ileus) signs associated with the bleeding. Wide spectrum
antibiotics were prescribed when there were associated
clinical or radiological signs.
In addition, we collected data from systematic weekly

stool cultures routinely performed in all VLBW infants
to monitor for the emergence of multi-resistant bacteria.
Data collection
We collected antenatal data (maternal illness, medications
during pregnancy, mode of delivery), infant characteristics
at birth (Apgar score, GA and birth weight). Infants were
considered growth restricted when birth weight was less
than −2 standard deviations (SD) [9]. We collected history
before the occurrence of rectal bleeding: drugs, ventilatory
support, oxygen therapy, feeding, and proportion of in-
fants who received thickeners.
At the time of rectal bleeding (or an equivalent postnatal

age in Controls), we collected postnatal age, duration of
rectal bleeding, treatment, and type of enteral feeding. For
each Control, we collected the characteristics between birth
and the postnatal age at the onset of rectal bleeding in the
corresponding Case.
We collected the results of the stool cultures performed

for identification of pathogens (Staphylococcus aureus,
Coagulase negative Staphylococcus, Clostridium difficile,
Escherichia coli, Enterococcus, Klebsiella pneumoniae, Pro-
teus mirabilis, Proteus mirabilis, Klebsiella oxytoca) in the
week before the occurrence of rectal bleeding in Cases
and at equivalent GA and postnatal age in Controls.
Statistical analysis
Results are expressed as numbers (percentage) or medians
[min; max]. Case and Control groups were compared using
the Wilcoxon test for quantitative parameters and the
CHI-2 or Fisher’s exact test when appropriate for categor-
ical variables. All parameters with a p value below 0.1 were
stepwise introduced into a multiple logistic regression
where being a Case or a Control was the dependent vari-
able. We used SPSS 16 Software (SPSS Inc., Chicago, IL) to
perform statistical analysis.
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Ethics
The study protocol was approved by the ethics commit-
tee of Lyon (Comité de protection des personnes Sud Est
IV Lyon).

Results
Between January 2007 and December 2010, 823 children
with a birth weight ≤ 1500 g or GA ≤ 32 weeks were ad-
mitted consecutively to the neonatal unit of Croix Rousse
University Hospital. Of these, 75 had MRB. Three children
were excluded. The first one had a foetopathy due to cyto-
megalovirus. The second died at day 67 (corrected GA:
35 weeks) from intestinal perforation and sepsis. The last
had a severe malformation (chylothorax and chylous asci-
tes). We then analysed the data in the 72 infants corre-
sponding to the inclusion criteria, which was 8.8% (72/
820) of the population.
Among the 72 VLBW infants included in our study,

over one third (28/72, 39%) had isolated rectal bleeding
and the others (44/72, 61%) had rectal bleeding associated
with mild clinical or radiological signs. It represented re-
spectively 3.4% and 5.4% of the whole population of
VLBW infants.
The rectal bleeding occurred at a median postnatal age

of 28 [7–108] days and lasted 1.1 [1,2] days. Management
consisted of a fasting period lasting 2.9 [2–10] days. A re-
lapse occurred in about one case out of four (17/72, 24%),
and it was 17 [10–50] days after the first episode. In most
of the cases (16/17, 94%) the recurrence was a MRB, iso-
lated in almost all cases (15/16), only 1 being associated
with clinical or radiological signs. In 1 case, the relapse
was not a MRB but a NEC (stage II) that occurred 15 days
after the initial rectal bleeding.
Of the 748 children who showed no rectal bleeding,

we selected 144 Controls meeting the inclusion criteria.
The characteristics of the mothers of Cases and Controls
were similar during pregnancy and childbirth apart from
hypertension, which was significantly more frequent in
mothers of Cases (Table 1). The characteristics of the in-
fants at birth were similar in the two groups (Table 1).
Enteral feeding was started in the 1st day of life in most
infants and there was no significant difference between
Controls (90.3%) and Cases (93.1%) (p = 0.439).
There was no difference between the two groups of in-

fants before the onset of rectal bleeding, except for the
proportion of subjects treated with ibuprofen (p = 0.003)
(Table 1). The proportion of children postnatally treated
with steroids tended to be higher in Cases, but it did not
reach significance (p = 0.087).
At the time of rectal bleeding, there was a tendency

for a higher proportion of subjects with weight below -2SD
among the Cases (p = 0.08), but there were no other signifi-
cant differences between the groups, including respiratory
support. All infants were exclusively on enteral feeding
and most infants were fed pasteurized human milk (own
mother’s milk or donor milk), without significant difference
between the two groups (Table 2).
In addition to the two parameters significantly associated

with the occurrence of rectal bleeding in univariate analysis
(hypertension during pregnancy, exposure to ibuprofen),
postnatal exposure to steroids and body weight < −2SD
at time of rectal bleeding were introduced in a stepwise
multivariate model to determine the independent risk fac-
tors for MRB (Table 3). Both hypertension and ibuprofen
treatment remained significant risk factors, and low body
weight for corrected gestational age at the onset of bleed-
ing became significant. In summary, hypertension during
pregnancy (p = 0.019), exposure to ibuprofen (p = 0.003)
and being growth restricted at onset of rectal bleeding (p =
0.026), were independent risk factors for MRB in the study
population. In other words, VLBW infants of mothers who
presented hypertension during pregnancy, those who re-
ceived Ibuprofen, or those who poorly grew postnatally
had a 2 to 3 times greater risk of having MRB.
The proportion of infants with pathogens in stools was

similar in the two groups (Table 4). About one in three
infants had stool culture positive for Staphylococcus, while
Clostridium difficile was rarely found. In Cases, propor-
tion of infants with Clostridium Difficile was higher than
in Controls (p = 0.017) while there was significantly more
infants with more than 2 pathogens isolated amongn Con-
trols (p < 0.001).

Discussion
In our population of VLBW infants, we found that ma-
ternal hypertension during pregnancy, postnatal growth
restriction, and treatment with ibuprofen were independ-
ent risk factors for the occurrence of rectal bleeding asso-
ciated or not with mild clinical or radiological signs (mild
rectal bleeding).
Nearly one tenth of these preterm infants presented

MRB. While we have data about the prevalence of iso-
lated rectal bleeding (2.3%) and NEC ≥ stage 2 (3 to 8%
depending on gestational age at birth) [2,6,10], to our
knowledge it is the first report of the prevalence of
MRB, as defined here, in VLBW infants.
When considering only isolated rectal bleeding, we ob-

served a prevalence of 3.4% in our VLBW infants, which
is close to what has been reported by Maayan-Metzger
et al. (3.7%) in preterm infants ≤ 34 weeks [6].
The overall rate of MRB was higher in our study (8.8%)

than in previous studies, because we also considered rectal
bleeding with mild clinical and radiological signs, which is
clinically relevant because it is a common clinical situation
requiring similar care in daily practice.
Relapses was slightly more frequent (24%) to what has

previously been reported (17%) [6]. That difference could
be related to the greater immaturity in our population of



Table 1 Clinical characteristics in 216 preterm infants with (Cases) or without (Controls) rectal bleeding

Controls n = 144 Cases n = 72 p*

Pregnancy and delivery

Singleton, n (%) 99 (68.8) 49 (68.05) 0.835

Antenatal steroids, n (%) 123 (85.4) 64 (88.9) 0.876

Hypertension, n (%) 14 (9.7) 16 (22.2) 0.03

Diabetes, n (%) 10 (6.9) 11 (15.3) 0.168

Cesarean section, n (%) 102 (73.6) 48 (66.7) 0.250

At birth

Birth weight (g) 1150 [500–1495] 1140 [540–1480] 0.831

Gestational age (weeks) 29 [24–32] 28 [24–32] 0.446

Birth weight < −2SD, n (%) 30 (20.8) 16 (22.2) 0.814

Drugs before rectal bleeding

Antiacids, n (%) 19 (13.1) 12 (16.7) 0.663

Ibuprofen, n (%) 19 (13.2) 22 (30.6) 0.003

Postnatal steroids, n (%) 4 (2.8) 6 (8.3) 0 .087

Respiratory support before rectal bleeding

Assisted ventilation (hours) 19 [0–1916] 23.5 [0–1311] 0.955

CPAP (hours) 124 [0–2411] 212 [0–9312] 0.178

Oxygen therapy (hours) 15 [0–2913] 39 [0–2720] 0.567

Number of subjects (%) or median [min-max].
*Chi-2 test (or Fisher’s exact test when required) and Wilcoxon test were performed to compare qualitative and quantitative value, respectively.
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VLBW infants than in previous study [6]. However recur-
rences are mainly isolated rectal bleeding, suggesting that
MRB could not be considered as a risk factor for later
NEC, but it has to be confirmed in larger populations.
Although our study was retrospective, each Case was

carefully matched with two Controls, which was effective
as the two groups were quite comparable at the time of
rectal bleeding. Contrary to what has been performed by
Maayan-Metzger et al. [5] who paired only one Controls
Table 2 Characteristics of 216 preterm infants at time of recta
postnatal age in controls

Controls

Characteristics at time of rectal bleeding

Postconceptional age (weeks) 34 [30–42

Body weight (g) 1829 [113

Body weight < −2 SD, n (%) 51 (35.4)

X-ray intestinal distension, n (%) 12 [8;3]

Enteral feeding at time of rectal bleeding

Human milk, n (%) 61 (42.4)

Preterm formula, n (%) 52 (36.1)

Human milk and preterm formula n, (%) 31 (21.5)

Starch-based thickener, n (%) 13 (9)

Carob-based thickener, n (%) 8 (5.6)

Number of subjects (%) or median [min-max].
*Chi-2 test (or Fisher’s exact test when required) and Wilcoxon test were performed
with each case. As Controls were the first infants hospita-
lised in our unit to be born after a corresponding Case,
they were hospitalized at the same period than Cases, i.e.
exposed to similar care (feeding protocol, antibiotics), in
the same environment, which is relevant as we collected
information about care, presence of pathogens in stools
and clinical evolution. Although the monocentric charac-
ter is an obvious limitation, this single-centre study with a
protocol for managing rectal bleeding and carried out over
l bleeding in cases and before the corresponding

n = 144 Cases n = 72 p*

] 34 [28–45] 0.1

8–5030] 1690 [940–4630] 0.230

34 (47.9) 0.08

29 [40;3] 0.001

48 (66.7) 0.439

15 (20.8) 0.136

9 (12.5) 0.425

4 (5.6) 0.462

1 (1.4) 0.558

to compare qualitative and quantitative value, respectively.



Table 3 Risk factors for occurrence of rectal bleeding in
216 preterm infants, results from multivariate analysis

OR [95% CI] p

Ibuprofen 3.193 [1.470-6.937] 0.003

Postnatal steroid exposure 2.839 [0.584-11.784] 0.151

Hypertension during pregnancy 2.607 [1.174-5.787] 0.019

Body weight at bleeding < −2SD 2.029 [1.088-3.783] 0.026

SD: standard deviation, OR: odds ratio, [95% CI]: 95% confidence interval.
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a relatively short period, had limited or no bias associated
with differences in practices between centres or changes
in practices.
Caesarean delivery has a deleterious effect on the de-

velopment of the intestinal microbiota in term infants,
but it has not been reported in preterm infants [11,12].
In our study, two thirds of the children were born by
caesarean section, and we did not find that it was a sig-
nificant risk factor for MRB.
The composition of intestinal microbiota may influ-

ence the development of digestive disorders in children.
In our study, most of the VLBW infants had pathogens
in stools before the onset of rectal bleeding. We ob-
served Staphylococcus in line with the latest data from
the literature [11-13]. Although it was the most frequent
microorganism apart from Staphylococcus, Clostridium
difficile was rarely found in our study. Our results suggest
that Clostridium difficile might be the cause of some cases
of MRB in VLBW. Furthermore, as the proportion of stool
cultures with more than 2 species was less in Cases than
in Controls, it could suggest low gut flora diversity in
Cases, but nothing can be concluded about stool flora di-
versity since only pathogens were cultured. Lack of gut
flora diversity has been reported as a risk factor for intes-
tinal disorders in preterm infants [14]. However more
complete investigation of gut microbiota in case of MRB
is required.
Table 4 Results of stool cultures performed during the week
during the week before the corresponding age in controls

Controls n =

Positive stool culture, n (%) 93 (64)

Staphylococcus aureus, n (%) 18 (12.5)

Coagulase negative Staphylococcus, n (%) 31 (21.5)

Clostridium difficile, n (%) 1 (0.7)

Escherichia coli, n (%) 6 (4.2)

Enterococcus, n (%) 9 (6.3)

Klebsiella pneumoniae, n (%) 2 (1.4)

Proteus mirabilis, n (%) 1 (0.7)

Klebsiella oxytoca, n (%) 1 (0.7)

More than two micro organisms, n (%) 24 (16.7)

Results expressed as number of subjects (%).
*Chi-2 test or Fisher’s exact test when required.
According to the findings of Maayan-Metzger et al.,
only the type of milk was predictive of isolated rectal
bleeding. Infants fed milk other than breast milk had
four times the risk of MRB (odds ratio = 4.11 [95% CI =
2.41, 6.99]) [5]. It suggest that a possible relationship be-
tween rectal bleeding and intolerance to cow’s milk pro-
teins which has been reported in preterm infants [15]. In
our study, the type of milk at the time of rectal bleeding
did not appear to be a risk factor, probably because feeding
practices changed since the previous study performed in
infants born between 1996 and 2001 [6]. All infants were
fed human milk at least until they reached a body weight
of 1500 g. Therefore, as it is presently recommended all in-
fants in our population benefited from protective im-
munologic factors of human milk for the intestine [16].
We used pasteurized human milk which offers a good
combination between microbiological safety and preserva-
tion of immunological factors [17]. Therefore, it is the first
study evaluating incidence and risk factors of MRB in
VLBW infants fed mainly human milk.
Ibuprofen is used in our unit because its efficacy has

been shown to be comparable to that of indomethacin
for treatment of patent ductus arteriosus, without redu-
cing mesenteric, renal and cerebral blood flows [18,19].
In present study we observed that infants who received
ibuprofen had about three times greater chance of having
MRB, but it was not designed to determine whether this
effect was due to the drug itself or the haemodynamic con-
sequences of persistent ductus arteriosus. Non-steroidal
anti-inflammatory drugs are well known to be a predispos-
ing factor for bleeding, but it has not been shown to be a
risk factor for rectal bleeding or NEC in preterm infants.
Maayan et al. were unable to show such a relationship be-
tween non-steroidal anti-inflammatory drugs and rectal
bleeding because they studied only low risk babies and ex-
cluded infants with special medical treatment including
indomethacin [5]. Therefore our study is the first report
before the occurrence of rectal bleeding in cases and

144 Cases n = 72 p*

39 (54) 0.139

13 (18.1) 0.272

13 (18.1) 0.55

5 (6.9) 0.017

2 (2.8) 0.722

2 (2.8) 0.343

4 (5.6) 0.097

0 1

0 1

0 < 0.001
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of ibuprofen being a significant risk factor for MRB in
VLBW infants.
Postnatal administration of corticosteroids has been as-

sociated with the occurrence of gastrointestinal complica-
tions, including intestinal bleeding [20,21]. Nonetheless,
postnatal exposure to steroids was not a significant factor
of MRB in our population, in neither the univariate nor
the multivariate analysis. Dosage, postnatal age at expos-
ure, and associated drugs might be as important as steroid
exposure itself.
It has been reported that H2-blocker therapy increases

the incidence of necrotizing enterocolitis, suggesting that
bacteria play a critical role in the pathogenesis of NEC
[22]. Such an effect was not observed in our study, in a
population of VLBW in which around one infant out of
six received anti-acids, which suggests that the patho-
genesis of NEC and MRB are different.
Maternal hypertension is an independent risk factor

for the development of NEC in preterm neonates weigh-
ing <1500 g [23]. Thus, maternal vascular disorders may
play an important role in the pathophysiology of NEC.
In our study, hypertension during pregnancy was an in-
dependent risk factor for MRB, suggesting that it may
induce vascular anomalies significant enough to cause
postnatal digestive disorders like rectal bleeding, but not
severe enough to have an impact on fetal growth [24,25].
However, our study did not aim to identify the mecha-

nisms underlying or leading to bowel disease. Cow’s milk
allergy has been suggested as a possible cause of isolated
rectal bleeding related to allergic colitis in term neonates
or in older infants [26,27]. In preterm infants the cause
of MRB could be different. Severe digestive disorders ob-
served in VLBW infants such as NEC stage ≥ 2 has been
related to an inflammatory reaction due to an immuno-
logical mechanism related to intestinal intolerance to diet
proteins [28,29], or to gut dysmicrobism as in NEC [1,30].
Our results suggest that attention should be paid to a

maternal history of hypertension during pregnancy when
setting the enteral feeding schedule for VLBW infants.
Even if they are not growth restricted at birth, as in our
population, perhaps we should consider the history of
maternal hypertension and monitor carefully feeding tol-
erance in these patients. However it is not possible from
our data to recommend a specific way to feed these in-
fants and it should be further evaluated in randomized
prospective studies.

Conclusion
In conclusion, in VLBW infants mainly fed human milk,
we observed that only hypertension during pregnancy,
extra-uterine growth restriction, and postnatal exposure
to ibuprofen were significant risk factors for the occur-
rence of MRB. Therefore, prophylactic measures could
be proposed such as careful treatment of hypertension
during pregnancy, and a neonatal nutritional care aiming to
limit postnatal growth restriction. Prospective studies in lar-
ger populations are needed to confirm our results and to
evaluate the potential benefits of specific prophylactic mea-
sures such as careful nutritional care and rationalized pre-
scription of non-steroidal anti-inflammatory drugs, notably
in children of mothers with hypertension during pregnancy.

Abbreviations
BW: Birth weight; GA: Gestational age; MRB: Mild rectal bleeding; NEC: Necrotising
enterocolitis; SD: Standard deviations; VLBW: Very low birth weight.

Competing interests
The authors (AO, SH, MBS, DMB, IJ, JCP) declare they have no competing interests.

Authors’ contributions
Conceived and designed the study: AO, SH, MBS, JCP. Performed the study: AO,
SH, MBS, IJ, JCP. Analyzed the data: AO, SH, DMB, JCP. Wrote the paper: AO, SH,
MBS, DMB, JCP. Participated in data analysis and interpretation: AO, SH, MBS,
DMB, IJ, JCP. All authors have read and approved the final manuscript.

Acknowledgments
We thank C Stott for translating the manuscript and to Jean Iwaz for editorial
assistance.

Author details
1Department of Neonatology, Hopital de la Croix Rousse, Hospices Civils de
Lyon, F-69004, Lyon, France. 2Rhone-Alpes Human Nutrition Research Center,
Centre hospitalier Lyon Sud, Pierre-Benite F-69310, France. 3Department of
Biostatistics, Hospices Civils de Lyon, F-69003, Lyon, France. 4CNRS,
Laboratoire Biostatistique Sante, UMR 5558, Pierre Benite F-69310, France.
5Faculte de Medecine Lyon-Sud Charles Merieux, Universite Claude Bernard
Lyon 1, F-69100, Villeurbanne, France.

Received: 24 February 2013 Accepted: 6 November 2013
Published: 27 November 2013

References
1. Neu J, Walker WA: Necrotizing enterocolitis. N Engl J Med 2011,

364:255–264.
2. Guthrie SO, Gordon PV, Thomas V, Thorp JA, Peabody J, Clark RH:

Necrotizing enterocolitis among neonates in the United States.
J Perinatol 2003, 23:278–285.

3. Walsh MC, Kliegman RM: Necrotizing enterocolitis: treatment based on
staging criteria. Pediatr Clin North Am 1986, 33:179–201.

4. Vermont Oxford Network Database Manual of Operations: Part 2: data
definitions and data forms for infants born in 2013, release 17.0. http://
www.vtoxford.org/tools/ManualofOperationsPart2.pdf.

5. Maayan-Metzger A, Ghanem N, Mazkereth R, Kuint J: Characteristics of
neonates with isolated rectal bleeding. Arch Dis Child Fetal Neonatal Ed
2004, 89:F68–F70.

6. Maayan-Metzger A, Schushan-Eisen I, Kuint J: Management of isolated rectal
bleeding in newborn infants: comparison of two time periods. Acta Paediatr
2010, 99:215–218.

7. Brotschi B, Baenziger O, Frey B, Bucher HU, Ersch J: Early enteral feeding in
conservatively managed stage II necrotizing enterocolitis is associated
with a reduced risk of catheter-related sepsis. J Perinat Med 2009,
37:701–705.

8. Stoll BJ, Hansen N, Fanaroff AA, Wright LL, Carlo WA, Ehrenkranz RA,
Lemons JA, Donovan EF, Stark AR, Tyson JE, Oh W, Bauer CR, Korones SB,
Shankaran S, Laptook AR, Stevenson DK, Papile LA, Poole WK: Late-onset
sepsis in very low birth weight neonates: the experience of the NICHD
Neonatal Research Network. Pediatrics 2002, 110:285–291.

9. Usher R, McLean F: Intrauterine growth of live-born Caucasian infants at
sea level: standards obtained from measurements in 7 dimensions of
infants born between 25 and 44 weeks of gestation. J Pediatr 1969,
74:901–910.

http://www.vtoxford.org/tools/ManualofOperationsPart2.pdf
http://www.vtoxford.org/tools/ManualofOperationsPart2.pdf


Oulmaati et al. BMC Pediatrics 2013, 13:196 Page 7 of 7
http://www.biomedcentral.com/1471-2431/13/196
10. Gordon PV, Swanson JR, Attridge JT, Clark R: Emerging trends in acquired
neonatal intestinal disease: is it time to abandon Bell’s criteria? J Perinatol
2007, 27:661–671.

11. Jacquot A, Neveu D, Aujoulat F, Mercier G, Marchandin H, Jumas-Bilak E,
Picaud JC: Dynamics and clinical evolution of bacterial gut microflora in
extremely premature patients. J Pediatr 2011, 158:390–396.

12. Gewolb IH, Schwalbe RS, Taciak VL, Harrison TS, Panigrahi P: Stool microflora
in extremely low birthweight infants. Arch Dis Child Fetal Neonatal Ed 1999,
80:F167–F173.

13. Rougé C, Piloquet H, Butel MJ, Berger B, Rochat F, Ferraris L, Des Robert C,
Legrand A, De la Cochetière MF, N’Guyen JM, Vodovar M, Voyer M,
Darmaun D, Rozé JC: Oral supplementation with probiotics in very-low-
birth-weight preterm infants: a randomized, double-blind, placebo-
controlled trial. Am J Clin Nutr 2009, 89:1828–1835.

14. Wang Y, Hoenig JD, Malin KJ, Qamar S, Petrof EO, Sun J, Antonopoulos DA,
Chang EB, Claud EC: 16S rRNA gene-based analysis of fecal microbiota
from preterm infants with and without necrotizing enterocolitis. ISME J
2009, 3:944–954.

15. Baldassarre ME, et al: Allergic colitis in monozygotic preterm twins.
Immunopharmacol Immunotoxicol 2013, 35(1):198–201.

16. Section on Breastfeeding: Breastfeeding and the use of human milk.
Pediatrics 2012, 129:e827–e841.

17. Arslanoglu S, Ziegler EE, Moro GE: World association of perinatal medicine
working group on nutrition. Donor human milk in preterm infant
feeding. J Perinat Med 2010, 38:347–351.

18. Ohlsson A, Walia R, Shah SS: Ibuprofen for the treatment of patent ductus
arteriosus in preterm and/or low birth weight infants. Cochrane Database
of Syst Rev 2010, 4, CD003481.

19. Pezzati M, Vangi V, Biagiotti R, Bertini G, Cianciulli D, Rubaltelli FF: Effects of
indomethacin and ibuprofen on mesenteric and renal blood flow in
preterm infants with patent ductus arteriosus. J Pediatr 1999,
135:733–738.

20. Stark AR, Carlo WA, Tyson JE, Papile LA, Wright LL, Shankaran S, Donovan EF,
Oh W, Bauer CR, Saha S, Poole WK, Stoll BJ: Adverse effects of early
dexamethasone in extremely-low-birth-weight infants. National institute of
child health and human development neonatal research network.
N Engl J Med 2001, 344:95–101.

21. Doyle LW, Ehrenkranz RA, Halliday HL: Postnatal hydrocortisone for
preventing or treating bronchopulmonary dysplasia in preterm infants: a
systematic review. Neonatology 2010, 98:111–117.

22. Guillet R, Stoll BJ, Cotten CM, Gantz M, McDonald S, Poole WK, Phelps DL:
National institute of child health and human development neonatal
research network. Association of H2-blocker therapy and higher
incidence of necrotizing enterocolitis in very low birth weight infants.
Pediatrics 2006, 117:e137–e142.

23. Bashiri A, Zmora E, Sheiner E, Hershkovitz R, Shoham-Vardi I, Mazor M:
Maternal hypertensive disorders are an independent risk factor for the
development of necrotizing enterocolitis in very low birth weight
infants. Fetal Diagn Ther 2003, 18:404–407.

24. Kirsten GF, Van Zyl N, Smith M, Odendaal H: Necrotizing enterocolitis in
infants born to women with severe early preeclampsia and absent
end-diastolic umbilical artery doppler flow velocity waveforms.
Am J Perinatol 1999, 16:309–314.

25. Malcolm G, Ellwood D, Devonald K, Beilby R, Henderson-Smart D: Absent or
reversed end diastolic flow velocity in the umbilical artery and necrotising
enterocolitis. Arch Dis Child 1991, 66:805–807.

26. Anveden-Hertzberg L, Finkel Y, Sandstedt B, Karpe B: Proctocolitis in
exclusively breast-fed infants. Eur J Pediatr 1996, 155:464–467.

27. Arvola T, Ruuska T, Keränen J, Hyöty H, Salminen S, Isolauri E:
Rectal bleeding in infancy: clinical, allergological, and microbiological
examination. Pediatrics 2006, 117:e760–e768.

28. Srinivasan P, Brandler M, D’Souza A, Millman P, Moreau H:
Allergic enterocolitis presenting as recurrent necrotizing enterocolitis in
preterm neonates. J Perinatol 2010, 30:431–433.
29. Coviello C, Rodriquez DC, Cecchi S, Tataranno ML, Farmeschi L, Mori A,
Buonocore G: Different clinical manifestation of cow’s milk allergy in two
preterm twins newborns. J Matern Fetal Neonatal Med 2012,
25(Suppl 1):132–133.

30. Schnabl KL, Van Aerde JE, Thomson AB, Clandinin MT: Necrotizing enterocolitis:
a multifactorial disease with no cure. World J Gastroenterol 2008,
14:2142–2161.

doi:10.1186/1471-2431-13-196
Cite this article as: Oulmaati et al.: Risk factors of mild rectal bleeding in
very low birth weight infants: a case control study. BMC Pediatrics
2013 13:196.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study design
	Population
	Data collection
	Statistical analysis
	Ethics

	Results
	Discussion
	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


