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Phase I: transition 
The immediate postnatal phase is characterised by an initial relative oliguria lasting hours to days,

and considerable insensible water losses via the immature skin. It is followed by a diuretic phase 

lasting some days, and progressive diminished insensible water losses along with increasing 

cornification of the epidermis. 

Phase I usually ends when maximum weight loss has occurred.
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Phase III: stable growth 
Stable growth is characterized by continuous weight gain with a positive net balance for water and 

electrolytes.
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ASPHYXIA

1) Prerenal kidney injury
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Amikacin konc 

hög

≥5 µmol/ml

Amikacin konc 

normal

<5 µmol/ml

Total

Kylbehandling 7 1 8

Ej 

kylbehandling

1 24 25

= 8 = 25 = 33

p = 0.00000

Olason, Nydert,  Wackernage
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Conclusion and relevance 

A single dose of prophylactic theophylline helps in prevention of AKI/severe renal dysfunction in term 

neonates with severe birth asphyxia (moderate quality evidence) without increasing the risk of 

complications and without affecting all-cause mortality (very low-quality evidence).
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FUTURE ?
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TAKE HOME Message

● Nephron numbers

● Postnatal changes

● 3 postnatal phases

● Asphyxia – dynamic 

● Don’t harm

● Future

  

Tack för uppmärksamheten


