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ABSTRACT

Aim: To revise the 2011 Swiss recommendations for the perinatal care of extremely low gestational age neonates (ELGANS).
Methods: Based on review of recent literature, experts from various medical specialties involved in the perinatal care of ELGANs
made suggestions for revisions. Following discussions, changes accepted by the whole working group were incorporated into the
revised manuscript.

Results: The revised recommendations highlight the importance of individualised risk assessment and emphasise the impor-
tance of shared decision-making. While the care of preterm infants with a gestational age below 23 0/7 weeks should be limited to
comfort-focused palliative care, risk assessment in preterm infants with a gestational age >23 0/7 weeks must be individualised
by considering additional non-modifiable and modifiable risk factors; decision-making based on gestational age alone must be
abandoned.

Conclusions: Management options for ELGANs will fall into three different trajectories. First, if survival-focused care is not in
the patient's best interest, preference should be given to comfort-focused palliative care. Second, if survival-focused care clearly
is in the patient's best interest, survival-focused care will be provided. Third, if the patient's best interest is uncertain, both
survival-focused and comfort-focused palliative care can be considered and parental preferences must be explored, respected,
and supported.

1 | Introduction recommendations are necessary because ethical decision-
making is not only based on widely accepted ethical principles

The first Swiss recommendations for the care of infants born  but is also strongly influenced by societal, economic, and legal

at the limit of viability were published in 2002 and modified in
2011. Since then revised recommendations from North America
and Europe [1-3] and new mortality and morbidity data, in-
cluding results from Switzerland [4], have become available,
prompting the revision of the Swiss recommendations. National

considerations [5, 6]. This article represents an executive sum-
mary of these recommendations; the full version is available
as Supporting Information in three different languages (see
Appendix S1: English, Appendix S2: German, Appendix S3:
French).

Abbreviations: CTG, cardiotocogram; ELGANS, extremely low gestational age neonates; HCPs, health care professionals.

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial License, which permits use, distribution and reproduction in any

medium, provided the original work is properly cited and is not used for commercial purposes.

© 2025 The Author(s). Acta Paediatrica published by John Wiley & Sons Ltd on behalf of Foundation Acta Paediatrica.

Acta Paediatrica, 2026; 115:563-576
https://doi.org/10.1111/apa.70423

563


https://doi.org/10.1111/apa.70423
https://doi.org/10.1111/apa.70423
mailto:
https://orcid.org/0000-0002-4923-2166
mailto:tmberger@bluewin.ch
http://creativecommons.org/licenses/by-nc/4.0/

Key Notes

« The revised Swiss recommendations emphasise the
limited value of risk assessment based on gestational
age alone.

The concept of a gestational age-based grey zone has
been replaced by an individualised and structured
risk assessment, which considers modifiable and non-
modifiable risk factors

They explain the central role of shared decision-
making and emphasise the role of parental authority,
particularly in situations where the infant's best inter-
est is unclear.

While the revised recommendations continue to define a ges-
tational age limit below which survival-focused care is not rec-
ommended (23 0/7weeks), they no longer describe an upper
gestational age limit beyond which life-sustaining therapies
should always be offered. Rather than defining limits that em-
phasise gestational age, they highlight the importance of a struc-
tured and individualised risk assessment and decision-making
process that considers all aspects that can impact on a particu-
lar infant's prognosis. The recommendations also recognise the
difficulty of dichotomizing decision-making (survival-focused
care versus comfort-focused palliative care) when faced with
continuous and dynamic variables, such as gestational age and
estimated foetal weight.

The principles of ethical decision-making are re-emphasised.
The guidelines again highlight the importance of an interdisci-
plinary approach and shared decision-making. They discuss pa-
rental authority and strengthen the role of parents in situations
where the assessment of burden and benefit of survival-focused
care can reasonably be described as equivocal.

The new guidelines describe appropriate and coherent obstet-
rical and neonatal approaches to both survival- and comfort-
focused palliative care based on current evidence. Importantly,
they provide up-to-date information on mortality and morbidity
rates of extremely low gestational age neonates (ELGANS) cared
for in Switzerland [4]. They emphasise that decision-making
must be based on mortality and morbidity rates for infants who
have received survival-focused care, whereas infants who have
received a priori comfort-focused palliative care must be ex-
cluded since all these infants will inevitably have died, leading
to underestimation of true chances of survival.

In addition, visual aids have been developed to be used in coun-
selling. They standardise outcome information presented by the
health care professionals (HCPs) and may be useful to help par-
ents understand the consequences of extremely preterm birth.

Finally, the authors of these recommendations acknowledge
that, globally, the availability of resources and, therefore, the
quality of neonatal care continue to differ enormously, leading
to wide gaps regarding the definition of what is considered to be
the limit of viability. The authors agree that privileged countries

should recognise these inequalities and support efforts to dimin-
ish the existing gaps.

2 | Individualised Risk Assessment

2.1 | Importance and Limitations of Gestational
Age Assessment

Gestational age continues to be a strong predictor of risk and
must be taken into consideration when overall risk assessment
is performed. However, even the best methods to estimate gesta-
tional age are not precise.

It is also important to realise that even though outcome data
are stratified into segments of weeks, outcomes at either end
may be closer to those of the adjacent week than those at the
other end of the same week (e.g., outcomes at 23 6/7 weeks are
likely more comparable to those at 24 0/7 weeks than those at
23 0/7weeks). Defining outcomes based on completed weeks
arbitrarily eliminates the differences between a foetus at 23
0/7weeks and one at 23 6/7weeks of gestation, as well as the
similarities between a foetus at 23 6/7 weeks and 24 0/7 weeks
of gestation.

2.2 | Additional Risk Factors

Apart from gestational age, several additional risk factors that
can be determined prior to delivery have been found to be asso-
ciated with short- and long-term outcomes (Figure 1).

Non-modifiable perinatal risk factors include estimated foetal
weight, infant gender, ethnicity, and plurality (single vs. multi-
ple gestation). Less well explored and therefore less quantifiable,
but likely to be of significance, are early (i.e., second trimester)
premature rupture of membranes, anhydramnios, clinical ev-
idence of amnion infection syndrome, placental insufficiency,
complications of monochorionic twin pregnancies, as well as
severe congenital malformations (e.g., congenital heart disease
requiring early interventions, abdominal wall defects, congeni-
tal diaphragmatic hernia).

In addition, there are potentially modifiable perinatal factors
that can have a significant impact on the prognosis of ELGANS.
Modifiable obstetric practices include antenatal interventions
(e.g., antenatal corticosteroids for foetal maturation, tocolysis,
antibiotics for (prolonged) premature rupture of membranes,
magnesium sulphate (MgSO ) for neuroprotection, delayed cord
clamping), as well as the site and mode of delivery. Following
delivery, the site of neonatal care, initial neonatal resuscitation
in the delivery room, subsequent care in the neonatal intensive
care unit and approaches to redirection of care are potentially
modifiable neonatal practices.

The Swiss Neonatal Network has developed an Outcome
Calculator  (https://www.neonet.ch/outcome-calculator/calcu
lation-form) that, in addition to gestational age, considers esti-
mated foetal weight, gender, plurality, and antenatal corticoste-
roids for foetal maturation (Figure 2).
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FIGURE1 | Individualised risk assessment for the perinatal management of ELGANs with a gestational age >23 0/7weeks.
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FIGURE 2 | Prognostic impact of prenatally known risk factors on gestational age-specific outcomes: example of extremely preterm delivery at

24 0/7weeks of gestation. Estimates displayed are based on prospectively collected data (2018-2022) from the Swiss Neonatal Network (see Outcome
Calculator), including all infants born with a gestational age <32 0/7weeks and/or a birth weight of 400 to 1500g. Necrotizing enterocolitis Bell's
stages 2-3, intra/periventricular hemorrhage grade 3-4, moderate to severe bronchopulmonary dysplasia, retinopathy of prematurity stages 3-4.

3 | Decision-Making Process

3.1 | Ethical Considerations

There is consensus regarding the importance of the relevant
ethical principles (i.e., beneficence, non-maleficence, autonomy,
and justice), but several conflicts can arise when these principles
are applied to ELGANS.

One major conflict arises from the question of how the phy-
sician’s duty to preserve life could be modified by thoughts
about the achievable quality of life. If it is not permissible to
take the quality of life into account, and human life must be
supported with all available means, there is a risk of inappro-
priate or even excessive therapy. On the other hand, to only
accept life-sustaining therapies if a certain quality of life can
be guaranteed could be regarded as discrimination toward the
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disabled. A possible compromise between those two extreme
positions might be to ask the question if the burden imposed
on the patient by the various interventions can be ethically
justified when confronted with a very unfavourable prognosis.
In such situations, the decision to withhold or withdraw life-
sustaining therapies is motivated by the desire to protect the
patient from undue suffering.

3.2 | Recent Outcome Data
3.2.1 | Mortality Rates

Developments in perinatal care in recent decades have dramat-
ically increased survival rates of ELGANSs [7]. For a variety of
reasons (e.g., different ethical positions regarding the initial care
of infants born at less than 24 0/7weeks of gestation, and vary-
ing practices of redirection of care when severe complications
occur), comparisons of various national recommendations from
high-income countries and current national [4] and interna-
tional [8-14] outcome data reveal considerable differences.

It is important to note that calculation of mortality risk among
ELGANSs will differ depending on the denominator used [15, 16].
This is particularly evident for infants born at 23weeks of ges-
tation, where the calculated mortality risk in Switzerland, for
example, decreases from 73% (denominator: all liveborn infants)
to 42% (denominator: infants receiving survival-focused care)
(Table 1).

3.2.2 | Long-Term Outcomes

Although neurodevelopment remains highly relevant for the as-
sessment and classification of newborn outcomes, other physical
and psychological outcomes are also important. In recent years,
research has also shown associations between prematurity and
long-term respiratory [17], cardiovascular [18], and renal mor-
bidity [19]. In addition, a typical behavioural phenotype has been
described in children born very preterm, including internalising
symptoms (such as anxiety), attention deficits, and problems
with peer relationships [20]. Moreover, prematurity is associated
with an increased risk of autism spectrum disorder [21].

Swiss and international population-based data on mid- to long-
term outcomes of infants born at 22 to 25weeks' gestation are
shown in Tables 2 and 3. While this representative data allows
for descriptive comparison among Switzerland and other high-
income countries, some have been published more than 10years
ago, describing outcomes of babies born more than 15years ago
(Table 2) [4,9, 11, 12, 14, 22, 23].

Relying solely on outcomes at 2 to 3years runs the risk of mis-
classifying long-term cognitive or neuromotor findings. From
early school age, a more accurate assessment of cognitive func-
tioning and motor and sensory outcomes is possible, and devel-
opmental trends of individuals are becoming more discernible.
For this reason, data on outcomes evaluated at ages 5 to 6.5years
are provided separately (Table 3) [4, 24, 25]. Limiting factors in-
clude the small sample size at 22-23 weeks' gestation and loss to
follow-up of 20% to 40% [4, 9, 11, 12, 14, 22-25].

At the corrected age of 2 to 3years (Table 2), about 40% to 50% of
survivors after preterm birth at 22weeks of gestation have a fa-
vourable neurodevelopmental outcome (i.e., without moderate-
to-severe impairment); this rate increases by approximately 10%
points for each additional gestational week. Reported outcome
figures vary largely between countries.

At the corrected age of 5 to 11years (Table 3), population-based,
gestational age-specific data about neurodevelopmental outcomes
is scarce, especially for children born most prematurely. One
study reported a favourable outcome in 40% of survivors who had
been born at 22weeks' gestation. This rate increases by about 10%
points for each additional week of gestation. The rate of severe
neurodevelopmental impairment, which is 20%-30% in surviving
children who had been born at 22 to 23 weeks' gestation, decreases
to 6%-12% in children who had been born at 25weeks of gestation.
The high outcome variability between various countries may be
partly explained by different study methodologies (differences in
the age of assessment and the assessment tools used, e.g., classic
developmental diagnosis versus parent questionnaires).

3.3 | Trajectories Following Individualised Risk
Assessment

While the revised recommendations state that risk assessment
based on gestational age alone must be abandoned, they do not
recommend initiating life-sustaining therapies at less than 23
0/7weeks of gestation given an extremely high risk of adverse
outcome.

In contrast, when gestational age is >23 0/7weeks, interdis-
ciplinary individualised risk assessment is recommended.
Depending on the result of these deliberations, it may lead to
three different trajectories.

First, if it is concluded that the imposed burden clearly ex-
ceeds the anticipated benefit for a particular patient, survival-
focused care is not indicated. Parents should be informed that
comfort-focused palliative care will be provided. Parental au-
thority is limited, and they cannot insist that survival-focused
interventions be administered to their child if they are consid-
ered futile.

Second, if the anticipated benefit clearly exceeds the imposed
burden in a particular patient, non-initiation of life-sustaining
therapies would not be ethically justifiable. Again, parental au-
thority is limited, and they cannot insist that beneficial interven-
tions are withheld.

Third, in between the above-mentioned situations, individual
risk assessment can be equivocal. In those situations, parental
authority plays a central role and is decisive. It is imperative to
explore their attitudes, to respect their authority, and to support
their final decision (Figure 3).

3.4 | Shared Decision-Making

Since the preterm infant cannot communicate his/her pref-
erences, decisions must be made by proxy. This surrogate
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role may be played by the HCPs, the parents of the infant or
by a societal body, such as an ethics committee or, in some
rare cases, a court of law. Ideally, such decisions should
not be made by a single party at a particular point in time
but should rather be developed in an ongoing dialogue be-
tween all parties involved, namely physicians, midwives,
nursing staff, and parents within a shared decision-making

process [26].

Communicating complex issues in an appropriate way, which
is adapted to the parent's current level of understanding, re-
quires competence and experience. Therefore, these discus-
sions must always be led by experienced and appropriately
trained senior obstetricians/foetomaternal medicine special-
ists and neonatologists. The goal of these conversations is to
establish and maintain a trusting relationship between par-
ents and HCPs. Parents should be provided with adequate

TABLE 2 | Gestational age-specific mortality rates and rates of permanent neurosensory impairment of liveborn infants at a corrected age of 2 to
3years among ELGANSs in Switzerland (2017-2021, N="742), Sweden, France, Netherlands, USA, the UK, and Japan.

2A
Gestational age Survival Survival with
with severe moderate Survival without severe?
22 0/7-22 6/7weeks Mortality rates impairment? impairment® or moderate? impairment
Denominator All live born infants Survivors at follow-up
SNN [4] 100% — — —
EXPRESS [22] 90% 40% 20% 40%
EPIPAGE-2 [23] 100% — — —
The Netherlands [14] — — — —
NICHD [9] 81% 31% 24% 45%
EPICure [12] 98% 10% 42% 48%
Japan [11] 54% 54% 46%
2B
Gestational age Survival Survival with
with severe? moderate® Survival without severe?®
23 0/7-23 6/7weeks Mortality rates impairment impairment or moderate® impairment
Denominator All live born infants Survivors at follow-up
SNN [4] 79% 19% 23% 58%
EXPRESS [22] 49% 21% 30% 49%
EPIPAGE-2 [23] 100% — — —
The Netherlands [14] — — — —
NICHD [9] 51% 34% 35% 31%
EPICure [12] 81% 29% 18% 53%
Japan [11] 27% 42% 58%
2C
Gestational age Survival Survival with
with severe? moderate® Survival without severe?
24 0/7-24 6/7weeks Mortality rates impairment impairment or moderate® impairment
Denominator All live born infants Survivors at follow-up
SNN [4] 38% 4% 25% 71%
EXPRESS [22] 34% 13% 21% 66%
EPIPAGE-2 [23] 69% 74% 26%
The Netherlands [14] 58% 13% 87%
NICHD [9] 30% 29% 30% 41%

(Continues)
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TABLE 2 | (Continued)

2C
Gestational age Survival Survival with

with severe? moderate® Survival without severe?
24 0/7-24 6/7weeks Mortality rates impairment impairment or moderate® impairment
Denominator All live born infants Survivors at follow-up
EPICure [12] 60% 19% 16% 65%
Japan [11] 15% 35% 65%
2D
Gestational age Survival Survival with

with severe? moderate® Survival without severe?®
25 0/7-25 6/7weeks Mortality rates impairment impairment or moderate? impairment
Denominator All live born infants Survivors at follow-up
SNN [4] 17% 9% 14% 77%
EXPRESS [22] 19% 10% 17% 73%
EPIPAGE-2 [23] 41% 45% 55%
The Netherlands [14] 31% 13% 87%
NICHD [9] 21% 18% 30% 52%
EPICure [12] 35% 16% 12% 72%

Japan [11]

aSevere impairment: developmental score < —3SD and/or cerebral palsy level 3 to 5 GMFCS (Gross Motor Function Classification System) and/or bilateral deafness

and/or bilateral blindness.

YModerate impairment: developmental score < —2SD and/or cerebral palsy level 2 GMFCS (Gross Motor Function Classification System) and/or bilateral vision and/or

hearing disability.

information so that they can actively participate in decision-
making regarding pre- and postnatal maternal and infant
care. This information should be precise, comprehensive, and
unbiased; it should be presented using appropriate terms and
understandable language. It has been shown that the way mes-
sages are relayed (so-called message framing) significantly in-
fluences the parent's perception of their child's condition and
their treatment decisions [27].

Visual aids may help parents to better understand statistical data
on various outcomes. Moreover, the use of visual decision aids has
been associated with improvements in the quality of decisions due
to a closer alignment of values and choices [28]. To avoid any bias,
both chances of survival and survival without severe impairment
and risks of mortality and survival with severe morbidity should
be displayed. Ideally, most recent local centre-specific (rather
than national) outcome data should be used (Figure 4).

4 | Survival-Focused Care

4.1 | Obstetrical Aspects

4.1.1 | Consultation at a Level III Perinatal Centre at
<22 0/7Weeks of Gestation

Outpatient consultation at a level III perinatal centre for out-
patient specialised risk assessment can support the referring

obstetric team in their care of the pregnant woman. Furthermore,
and if appropriate, risks and benefits of potential future perina-
tal interventions can be discussed with the parents. The goal of
these discussions is to establish a trusting relationship between
the parents and the team at the level III perinatal centre. This
will facilitate timely transfer to the level III perinatal centre
should this become necessary at a later point in time.

4.1.2 | Referral to a Level III Perinatal Centre at >22
0/7 Weeks of Gestation

Parents must be told that the prognosis regarding mortality and
morbidity of an ELGAN is better if referral to a level III perina-
tal centre occurs prior to delivery. Ideally, following discussion
with the referral centre, women who are at high risk for ex-
tremely preterm delivery should be transferred to such a centre
as early as 22 0/7weeks of gestation. Such in utero transfers do
not automatically mandate survival-focused perinatal care but
allow for detailed counselling of the parents for shared decision-
making and optimising perinatal care.

4.1.3 | Active Obstetric Interventions Prior to Delivery
When it has been agreed that survival-focused care might be

considered, active obstetric interventions are indicated to ensure
the baby is born in the best possible condition [29]. This includes,
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TABLE 3

ELGANS in Switzerland (2013-2017, N=746), Sweden, and France.

Gestational-age-specific mortality rates and rates of permanent neurosensory impairment of live born infants at age 5-11 years among

3A
Gestational age Survival Survival with

with severe?® moderate® Survival without severe®
22 0/7-22 6/7weeks Mortality rates impairment impairment or moderate? impairment
Denominator All live born infants Survivors at follow-up
SNN [4] 100% — — —
EXPRESS [24] 90% 20% 40% 40%
EPIPAGE-2 [25] 100% — — —
3B
Gestational age Survival Survival with

with severe?® moderate® Survival without severe®
23 0/7-23 6/7weeks Mortality rates impairment impairment or moderate®? impairment
Denominator All live born infants Survivors at follow-up
SNN [4] 90% 29% 21% 50%
EXPRESS [24] 50% 22% 35% 43%
EPIPAGE-2 [25] 99% — — —
3C
Gestational age Survival Survival with

with severe? moderate® Survival without severe?
24 0/7-24 6/7weeks Mortality rates impairment impairment or moderate® impairment
Denominator All live born infants Survivors at follow-up
SNN [4] 50% 11% 26% 63%
EXPRESS [24] 35% 19% 21% 60%
EPIPAGE-2 [25] 69% 66%
3D
Gestational age Survival Survival with

with severe? moderate® Survival without severe?®
25 0/7-25 6/7weeks Mortality rates impairment impairment or moderate? impairment

Denominator All live born infants Survivors at follow-up

SNN [4] 28% 28% 66%
EXPRESS [24] 20% 12% 18% 70%
EPIPAGE-2 [25] 41% 26% 74%

aSevere impairment: developmental score < —3SD and/or cerebral palsy level 3 to 5 GMFCS (Gross Motor Function Classification System) and/or bilateral deafness

and/or bilateral blindness.

bModerate impairment: developmental score < —2SD and/or cerebral palsy level 2 GMFCS (Gross Motor Function Classification System) and/or bilateral vision and/or

hearing disability.

but may not be limited to, timely administration of antenatal
corticosteroids, tocolysis, antibiotics following (prolonged) pre-
mature rupture of membranes, cervical cerclage, and neuro-
protection with magnesium sulphate (MgSO,). In addition, an
extended ultrasound examination should be performed to assess
foetal weight, gender, and wellbeing. This examination can also
exclude severe malformations which could potentially alter peri-
natal management. Even though there is scarce evidence for its
usefulness, cardiotocography (CTG) monitoring should be con-
sidered once survival-focused care has become an option.

4.1.4 | Mode of Delivery

Caesarean sections should not be performed routinely to
deliver ELGANS [29]. If the foetus is in a cephalic position
and there are no maternal and/or foetal contraindications,
vaginal delivery under continuous CTG surveillance can be
considered, depending on the overall clinical situation (e.g.,
vaginal bleeding, (prolonged) premature rupture of mem-
branes, foetal presentation, multiple gestation, etc.) and ma-
ternal preference.
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FIGURE 3 | Decision-making process for the perinatal management of ELGANs with a gestational age >23 0/7 weeks.

4.1.5 | Delayed Cord Clamping

There is robust evidence that placental-neonatal transfusion
through delayed cord clamping is associated with improved
haemodynamic stability, decreased need for blood transfusions,
and a lower incidence of intraventricular/periventricular haem-
orrhage. Importantly, delayed cord clamping lowers the mortal-
ity rates of preterm infants [29].

4.1.6 | Maternal Autonomy

The decisional autonomy of the pregnant woman must be re-
spected. From a legal standpoint, all decisions regarding obstet-
ric interventions are made by the woman (not by the obstetric
HCPs and not by the partner). Therefore, any obstetric interven-
tions, such as foetal surveillance or Caesarean section, always
require her explicit informed consent.

4.2 | Neonatal Aspects

4.2.1 | Initial Resuscitation in the Delivery Room

Once a decision has been made that survival-focused neonatal
care should be provided, delivery of ELGANs must be attended

by an experienced neonatology team. Initial stabilisation should
not be compromised by a priori exclusion of interventions that
are considered effective in more mature infants with lower
risks. It has been demonstrated that the clinical condition of the
infant after birth and the response to resuscitative measures are
not reliable prognostic factors [30]. Except for extreme situations
(i.e., asystole), it should not deter from the agreed upon survival-
focused care.

Generally, such infants will benefit from interventions that in-
clude, but are not limited to, prevention of hypothermia by me-
ticulous control of the thermal environment (e.g., designated
resuscitation area with a high ambient temperature, plastic
wraps), lung protective respiratory support (often including en-
dotracheal intubation and early surfactant administration), and
establishing vascular access (usually by placing umbilical ve-
nous and arterial catheters) to draw blood, continuously monitor
blood pressure, and administer fluids and drugs.

4.2.2 | Provisional Intensive Care in the Neonatal
Intensive Care Unit

Intensive care measures that are initiated in the delivery room
and continued in the neonatal intensive care unit are based on
the primary therapeutic goals, that is, to help the infant survive,
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Outcome of babies born alive
who receive survival-focused care

23 weeks of gestation
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Live-births (N=241) 7 in 10 babies survive 3in 10 babies die
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survivors who presented
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o follow-up (2 veara) VLV

Cohort 2017~ 2021 9 in 10 survivors 1 in 10 survivors
N at birth 236 do not have severe disability have severe disability
N at follow-up 113 (96%) (4%)

FIGURE 4 | Visual aids to illustrate both chances for survival and risk of mortality (data shown reflects national outcome data from ELGANs
born in Switzerland between 2019 and 2023 who received survival-focused care), as well as chances for survival without severe disability and risks
of survival with severe disability (data shown reflects national outcome data from ELGANs born in Switzerland between 2017 and 2021 who were
admitted to a neonatal intensive care unit; overall follow-up rate 79%). Data shown does not consider the impact of additional risk factors (Figures 1
and 2); therefore, prognosis from individualised risk assessment may deviate considerably from data shown above. Mortality: expressed as mortality
at hospital discharge. Severe impairment: expressed as developmental score < —3SD and/or cerebral palsy level 3 to 5 GMFCS (Gross Motor Function
Classification System) and/or bilateral deafness and/or bilateral blindness.
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Outcome of babies born alive
who receive survival-focused care

25 weeks of gestation
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FIGURE4 | (Continued)

to promote normal development and minimise permanent im-
pairments. If a decision is made to provide provisional intensive
care, the treatment should be optimised to avoid secondary inju-
ries at all costs. Refraining from applying certain interventions
that are routinely used in more mature preterm infants is not
justified.

The infant's condition should be re-evaluated frequently under
the supervision of experienced neonatologists to determine if
the risk assessment made prior to delivery, which led to the de-
cision to provide survival-focused care, still appears justified.
Parents should be informed regularly about the infant's clinical
course. As long as there is reasonable hope that the primary goal
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can be reached and the burden of the interventions used appears
justified, all necessary therapies are continued.

4.2.3 | Redirection of Care

If both the neonatal HCPs and the parents recognise that the
primary therapeutic goal can no longer be reached and life-
sustaining therapies are no longer justified, other aspects of care
must be prioritised (i.e., redirection of survival-focused care to
comfort-focused palliative care). Whenever life-sustaining ther-
apies are withdrawn, everything must be done to allow the in-
fant to die peacefully and with dignity. If necessary for adequate

control of any distress (e.g., pain, dyspnoea), appropriately dosed
opiates should be used. Following redirection of care, parents
should be supported by experienced HCPs.

5 | A Priori Comfort-Focused Palliative Care

As outlined above, given an extremely high risk of adverse
outcomes, these guidelines do not recommend initiating
life-sustaining therapies at less than 23 0/7weeks. At higher
gestational ages, individualised risk assessment and shared
decision-making may also lead to the conclusion that the bur-
den likely exceeds the potential benefits. In such situations,

TABLE4 | Comparison of different recently published European guidelines on the perinatal care of extremely low gestational age neonates [1-3].
Parental decisional
Country (year) GA limits (weeks) Risk assessment Result of risk assessment authority
Switzerland (2025) Lower: 23 0/7 Individualized “Three trajectories”

(including non-
modifiable and
modifiable
risk factors)

Upper: none

Individualized

(including non-

modifiable and
modifiable
risk factors)

France (2020) [1] Lower: 23 0/7

Upper: 25 6/7

Based on GA and
birth weight

Germany (2020) [2] Lower: 22 0/7

Upper: 24 6/7

UK (2020) [3] Lower: 22 0/7

Upper: 26 6/7

(a) Burden clearly
exceeds benefit

(b) Risk assessment equivocal

(c) Benefit clearly
exceeds burden

“Four situations”

(a) Resuscitation unreasonable

(b) Resuscitation not
recommended

(c) Resuscitation recommended

(d) Resuscitation reasonable

“Gray zone” (b and c)

(2) GA <22 0/7 or GA 22 0/7-23
6/7 and birth weight <400g

(b) GA 22 0/7-23 6/7 and
birth weight >400g

(c) GA 23 0/7-24 6/7 and
birth weight <400g

(d) GA>240/7 and birth
weight >400g or GA >250/7

“Three risk categories”

(a) Extremely high risk for
adverse outcome (>90%)

(b) High risk for adverse
outcome (50%-90%)

(c) Moderately high risk for
adverse outcome (< 50%)

Parental authority
limited

Full parental
authority

Parental authority
limited

Parents cannot
demand resuscitation

Resuscitation
acceptable on
parental request

Resuscitation can
be withheld on
parental request

Parents cannot
refuse resuscitation

Parental authority
limited

Full parental
authority

Full parental
authority

Parental authority
limited

Parental authority
limited

Full parental
authority

Parental authority
limited
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survival-focused care is not indicated, and preference should be
given to a priori comfort-focused palliative care.

5.1 | Obstetrical Aspects

When a decision has been made prenatally to abstain from
survival-focused care and to provide comfort-focused palliative
care, foetal surveillance and other obstetric interventions such
as Caesarean section for foetal indications are not indicated.

5.2 | Neonatal Aspects

The parents should be informed that the infant might show
signs of life after delivery, such as some movements and/or some
respiratory effort, including gasping respiration. The infant
should not be separated from the parents.

The fact that the dying process may last several hours must
be explained. They need to be assured that every effort will be
made to minimise any potential suffering (provision of warmth
(ideally through skin-to-skin contact), swaddling, and opiates,
if needed).

6 | Discussion and Limitations

The new Swiss recommendations share many similarities
with other recently published European guidelines [1-3] but
differ from some of them in three important aspects (Table 4).
First, given very high mortality and morbidity rates, they sug-
gest 23 0/7weeks rather than 22 0/7weeks of gestation as the
lower limit for considering initiation of survival-focused care.
Second, given the limitations of gestational age assessment,
they strongly discourage risk assessment based on gestational
age alone and emphasise individualised risk assessment. Third,
while giving parents full authority in situations where risk as-
sessment is equivocal, they suggest that parental authority is
limited in situations where the patient's best interest is clear:
they cannot demand survival-focused care in futile situations,
nor can they refuse such care when the benefit clearly exceeds
the burden.

Great care must be taken when various statistical data sources
(Tables 1-3) are used for individualised risk assessment and vi-
sual aids (Figure 4) are presented for shared decision-making
with parents. It is important for clinicians to recognise that
these tools present different facets of outcome (e.g., short-term
morbidities vs. longer-term functional impairments) that do not
have a one-to-one correlation with each other. In addition, they
do not capture the subjective experience of quality of life, which
should remain the central focus of a relational and individual-
ised counselling process with parents.
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