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Abstract
Aim: To ascertain the efficacy of late paracetamol therapy in managing haemodynamically significant patent ductus
arteriosus (hsPDA) in very low birth weight (VLBW) infants and correlate echocardiographic findings with clinical
outcome.
Methods: This is a retrospective audit of 23 VLBW infants (< 28 +6 weeks) born in a large tertiary hospital who
received late paracetamol therapy (initiated beyond two weeks of life) for hsPDA. Baseline patient characteristics,
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echocardiographic data before and after treatment, and adverse effects were collected and analyzed.

Results: The mean gestation was 26.1 ± 2.1 weeks and birth weight 830 ± 307 grams. The mean age at initiation of
paracetamol therapy was 31 ± 2.9 weeks postmenstrual age (IQR range 28-33 weeks). A significant decrease in PDA
size was noted (2.82 ± 0.72 mm pre-treatment to 2.50 ± 0.59 mm post-treatment, p = 0.03). The maximal systolic and
diastolic velocity across PDA, before and after paracetamol therapy was also significantly different (2.23 ± 0.83 m/s
vs. 2.68 ± 0.77 m/s, p = 0.04 and 0.63 ± 0.45 m/s vs. 1.06 ± 0.63 m/s, p < 0.01, respectively). However, the overall
complete closure rate of hsPDA was only 13% (3 out of 23), and the constriction rate (decrease in size by more than
25%) was 18%. There were no significant side effects.

Conclusion: Late therapy with paracetamol appears to have a modest effect on reducing the size of hsPDA in VLBW
infants, but the absolute closure rate is low. It could still be considered before surgical ligation of the PDA.

Keywords: Paracetamol; Patent ductus arteriosus; Cyclooxygenase inhibitors; Very Low Birth Weight Infants
1. Introduction
Postnatal cardio-respiratory course in very low birth weight (VLBW) infants often gets complicated by the presence
of haemodynamically significant patent ductus arteriosus (hsPDA). Studies have shown an association of ductus
arteriosus (DA) with prolonged ventilation, pulmonary haemorrhage, renal failure, retinopathy of prematurity,
necrotizing enterocolitis (NEC), growth failure, and chronic lung disease [1, 2]. Even though neonatologists take a
more tolerant approach to large PDAs and treat only high-risk infants, many preterm infants require pharmacologic
treatment. The medical treatment options of hsPDA include cyclooxygenase (COX) inhibitors such as indomethacin
and ibuprofen, and they are often associated with significant adverse effects [3]. Indomethacin therapy has been shown
to reduce renal, mesenteric, and cerebral blood vessels, increasing the risk of NEC and spontaneous intestinal
perforations leading to potential long-term consequences. It also causes transient renal dysfunction and electrolyte
imbalance. While as effective as indomethacin, ibuprofen has less impact on regional blood flow with reduced risk of
NEC [4].

More recently, paracetamol (Acetaminophen) has gained attention in the treatment of hsPDA [5]. Paracetamol acts by
inhibiting an enzyme prostaglandin synthetase similar to other non-steroidal anti-inflammatory drugs (NSAID) but on
a different enzyme site, the peroxidase region [6]. Paracetamol, in various studies, seems to be as effective as other
NSAIDs and safe for the treatment of hsPDA. However, the route of administration, duration of therapy, and age of
onset of treatment vary across the studies [7, 8]. A recent Cochrane meta-analysis concluded that paracetamol is as
effective as ibuprofen and indomethacin. The neurodevelopmental outcome of those treated with paracetamol is
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not different from those treated with ibuprofen [9].

In our unit, either indomethacin or ibuprofen is used as first-line medical therapy for hsPDA. Paracetamol is usually
reserved for those infants who did not respond to one/two indomethacin/ibuprofen therapy courses or when
indomethacin/ibuprofen is contraindicated. We conducted a retrospective clinical audit to evaluate the effect of late
therapy with paracetamol on hsPDA in VLBW infants. We did this audit to see whether late paracetamol treatment
would decrease the size of hsPDA, reducing the need for surgical ligation.

2. Material and Methods
We audited all the VLBW infants born at KK Women’s and Children’s Hospital, Singapore, from 1st January 2017 to
31st December 2018, who were treated with paracetamol (Intravenous preparation, Paracetamol. Braun®, UK or oral
preparation, Axcel Paracetamol, Kotra Pharma, Malaysia) for hsPDA. The VLBW infants are defined as a birth weight
<1500 grams. The dose of paracetamol used was 15 mg/kg/per dose six hourly for five days by either oral or
intravenous route of administration. The oral preparation was diluted as per our department guidelines (American
Academy of Pediatrics, USA and ESPGHAN recommendations) to optimize the osmolality to <450 mOsm/kg to
reduce feed intolerance and risk of NEC in VLBW infants [10]. The neat osmolality of our paracetamol suspension
was >2000 mOsm/kg and required 1:6 dilution with water to achieve an osmolality of <400 mOsm/kg to reduce the
untoward adverse effects related to hyperosmolality of feeds in VLBW infants [11]. Baseline renal and liver function
tests were done before the initiation and midway during the treatment period. All infants had an echocardiogram before
the initiation of therapy and 72 hours after completion of paracetamol therapy. We considered late treatment when the
paracetamol therapy was initiated beyond two weeks of life.

The essential demographic characteristic of the study population and complications of paracetamol therapy were
collected. The echocardiographic data collected includes:
•

Ductal diameter.

•

Degree of left atrial and ventricle dilatation.

•

PDA shunt pattern.

•

Maximum systolic and diastolic ductal shunt velocity before and after treatment.

The echocardiograms were performed using Philips CX50 (Philips Diagnostx, LLC, 5735 Benjamin Center Dr.,
Tampa, FL, USA) with a 12 MHz sector probe by cardiac technicians. A Paediatric Cardiologist reported them
independently. The reporting cardiologist was unaware of the medication used for PDA closure. HsPDA was defined
as the presence of one or more of the features such as PDA size of ≥2 mm, left atrial and ventricular dilatation
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(represented by >2 standard deviations for the gestational age), clinical signs of congestive heart failure, radiological
signs of cardiomegaly or pulmonary congestion in an infant who was ventilation or CPAP dependent. Data were
analysed using SPSS version 19. Non-parametric data were analysed using Wilcoxon signed-rank test, and the MannWhitney U test was used for continuous variables. A p-value of < 0.05 was considered statistically significant.

3. Results
A total of 32 infants (7.4%) of 436 VLBW infants born in our center during the study period received paracetamol for
hsPDA. Nine infants were excluded from analysis as the paracetamol was given <14 days of life. Rest, 23(72%) of
them received late paracetamol for closure of hsPDA (Figure 1).
The mean gestation of the study population was 26.1 ± 2.1 weeks, and the mean birth weight was 830 ± 307 grams.
The other baseline characteristics of the study population are summarized in Table 1. The mean age at initiation of
paracetamol therapy was 31 ± 2.9 weeks (IQR 28-33 weeks) postmenstrual age. All infants in our cohort showed
significant left atrial and ventricular dilatation, and all demonstrated continuous left to right shunt across the patent
ductus arteriosus. Twenty (87%) infants received the complete course of 20 doses of paracetamol (15mg/kg/dose six
hourly) over five days. The remaining three infants received only ten doses due to gastro-intestinal concerns such as
abdominal distension, bilious gastric aspirates, etc. Fourteen infants (60%) were given oral paracetamol, and the rest
received intravenous preparation. Of the study population, 87% had received at least one previous medical therapy
with either indomethacin or ibuprofen. Three infants did not receive any prior medication for hsPDA due to the high
risk of NEC/intestinal perforation in the early neonatal period.

Paracetamol treatment resulted in a moderate decrease in the size of the PDA, from 2.82 ± 0.72 mm before initiation
of therapy to the post-treatment size of 2.50 ± 0.59 mm (P < 0.03). The maximal systolic and diastolic velocity across
PDA, before and after paracetamol therapy was significantly different (2.23 ± 0.83 m/s vs. 2.68 ± 0.77 m/s, P < 0.04
and 0.63 ± 0.45 m/s vs. 1.06 ± 0.63 m/s, P < 0.01, respectively), indicating the ductal response to paracetamol (Table
2). The complete closure of hsPDA following paracetamol was observed in only three infants (13%). In another four
(18%) infants, the ductal size decreased by > 25%, and in 16 (69%) infants, there was minimal or no change in ductal
diameter. In our VLBW cohort, nine infants (39%) finally underwent surgical PDA ligation (one of the ligated infants
had shown >25% reduction in ductal diameter with paracetamol). We compared the ductal Doppler characteristics of
infants who underwent ductal ligation to those who did not require surgical intervention. Larger pre-treatment ductal
size, lower mean birth weight, lower gestational age, and lower diastolic velocity did not reach statistical significance
between the groups (Table 3).
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VLBW = Very low birth weight.

Figure 1: Flow diagram of very low birth weight infants recruited in to the study and the mode of intervention.

Gestational age, weeks (mean ± SD)

26.1 ± 2.1

Male, n (%)

9(39)

Birth weight, grams (mean ± SD)

830 ± 307

Antenatal steroids x 2 doses, n (%)

15 (65)

5 min Apgar score (median)

7

Surfactant therapy, n (%)

22 (95)

Gestational age at treatment, weeks (mean ± SD)(IQ range)

31 ± 2.9 (28-33)

Interval between earlier COX inhibitor and paracetamol therapy (days) (mean, range)

21 (7-88)

Route of administration
Intravenous, n (%)

9 (40)

Oral, n (%)

14 (60)

Prior treatment with Indomethacin/Ibuprofen, n (%)

20 (87)

PDA outcome, n (%)
Complete closure

3 (13)

Constriction ¶

4 (17)

Archives of Clinical and Medical Case Reports

507

Arch Clin Med Case Rep 2021; 5 (3): 503-513

DOI: 10.26502/acmcr.96550385

Surgical ligation

9 (39)

Adverse effects

¶

Hyperbilirubinemia

2

Raised AST/ALT

1

Renal impairment

None

NEC

None

GI bleed

None

Ductal size reduction >25% of pre-treatment size. AST/ALT= Aspartate transaminase/Alanine transaminase; COX=

Cyclooxygenase; GI= Gastrointestinal; NEC =Necrotizing enterocolitis; PDA = Patent ductus arteriosus; SD= standard deviation.

Table 1: Baseline characteristics, treatment outcome and complications of study population (n=23).

Echo parameter

Pre- treatment

Post treatment

P value

PDA size, mm

2.82 ± 0.72

2.50 ± 0.59

<0.03

PDA systolic Vmax (m/s)

2.23 ± 0.83

2.68 ± 0.77

<0.04

PDA Diastolic Vmax (m/s)

0.63 ± 0.45

1.06 ± 0.63

<0.01

PDA = Patent ductus arteriosus; Vmax = Maximum velocity

Table 2: Echocardiographic changes prior and after initiation of paracetamol therapy.

PDA ligation (n= 9)

No PDA ligation (n=14)

P value

Gestation age, weeks (mean ± SD)

25.4 ± 1.7

26.5 ± 2.2

0.15

Birth weight, grams (mean ± SD)

744.29 ± 140

873.43 ± 361

0.73

Pre-treatment (mean ± SD)

3.01 ± 0.9

2.72 ± 0.64

0.45

Post-treatment (mean ± SD)

2.67 ± 0.4

2.4 ± 0.7

0.39

Pre-treatment (mean ± SD)

2.22 ± 0.4

2.23 ± 1

0.87

Post-treatment (mean ± SD)

2.54 ± 0.9

2.76 ± 0.7

0.55

Pre-treatment (mean ± SD)

0.6 ± 0.3

0.65 ± 0.5

0.5

Post-treatment (mean ± SD)

0.8 ± 0.3

1.2 ± 0.7

0.5

PDA size (mm)

PDA systolic, Vmax (m/s)

PDA diastolic, Vmax (m/s)

SD = Standard deviation; Vmax = Maximum velocity

Table 3: Ductal Doppler characteristics between duct ligated and non-ligated infants in study cohort.
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There were no significant adverse effects noted in the treatment group. Two infants in our cohort had worsening serum
bilirubin levels (50-80% of baseline), and one had a mild elevation of aspartate transaminase (1.4 times the upper limit
of normal). All abnormal liver function tests resolved spontaneously on completion of treatment. There were no cases
of oliguria, renal impairment, NEC, or intestinal perforations observed in this cohort.

4. Discussion
In this study, successful ductal closure was achieved only in 13% of VLBW infants who received late paracetamol
therapy. However, ductal constriction was noted in 18% of treated infants. However, nine infants eventually required
surgical ligation. Our study results are similar to those recently published studies of late paracetamol therapy by
Kluckow et al. and Roofthooft et al. in a similar population [12, 13]. Roofthooft et al. demonstrated a complete closure
in 18% of patients (6/33) with a mean gestation of 25 weeks, and the median day of therapy was 14 days. In the
randomized controlled trial by Kluckow et al. comparing the late treatment of oral paracetamol vs. placebo in neonates
with mean gestation of 27 weeks, achieved complete ductal closure only in 15% (4/27) of them. The studies showing
higher efficacy of paracetamol therapy for PDA had higher gestation at birth and earlier initiation of treatment (< 2
weeks of age). Though the paracetamol dose was similar among the studies, the duration of therapy varied from 3 to
7 days [5, 14-16]. Most of the studies were confounded by a small number of study subjects.

The efficacy of late treatment of persistent ductus arteriosus with paracetamol varies widely across the studies and
appears to be less efficacious than early initiation of therapy. Özdemir et al. demonstrated a complete closure in 71%
(5/7) of infants with a mean gestational age of 26 weeks following late oral paracetamol therapy. On the other hand,
El Khuffash et al. demonstrated only a 25% closure rate and ductal constriction in 63% of infants in a similar
gestational age group following intravenous paracetamol. Four infants later underwent surgical ligation [17, 18]. The
wide variation in response to late paracetamol therapy in our study and previous studies can be partly explained by
limited data on pharmacokinetics in the preterm population. As demonstrated in animal studies, the dose required to
induce the ductal constriction is ten times higher than the dose level required for the analgesic effect. The duration of
therapy may also influence the drug concentration to achieve the clinical outcome [19, 20]. In a study by Kessel et al.,
the dose of 15 mg/kg body weight reached a serum level of 10-20 mg/ml, a recommended level of analgesia [21].
Available evidence shows that extremely preterm infants respond poorly to COX inhibitor therapy due to various
factors [22]. A recent study by Guimaraes et al. showed a reasonable ductal closure rate (74.7%) following low dose
paracetamol with mean gestation of 27 weeks, while the therapy was instituted within the first week of life. The babies
with the lowest average birth weight and higher ductal diameter had an inadequate response to treatment [23]. Though
the efficacy of late paracetamol on ductal closure is low, it can reduce the ligation rate, as shown by Marshally et al.
[24].
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In our study, most infants received oral paracetamol, and only one infant who showed complete ductal closure had
received the oral preparation. Adverse effects were unremarkable in our cohort, especially major gastrointestinal
complications like NEC/perforation, possibly due to optimization of the osmolality of the paracetamol suspension and
the use of breast milk/pasteurized donor human milk feeds for > 97% of our VLBW cohort. It is postulated that the
oral route of administration is better than the intravenous route due to better bioavailability, but a meta-analysis
showed equal efficacy in either way [25]. The only prospective study available to date comparing intravenous and
oral paracetamol showed a slightly higher rate of ductal closure in the oral route but didn’t reach significance (88%
vs. 70%, P = 0.58) [26].

Our study showed a statistically significant difference in pre and post-treatment ductal diameter and Doppler velocities
measured in both systole and diastole across the DA, indicating ductal response to the paracetamol. The higher ductal
flow velocities (Vmax) across PDA post-treatment may restrict the flow and progress towards natural closure. Higher
ductal flow velocities are associated with an increased rate of ductal closure in preterm infants [27]. We also noted
the difference in Doppler velocity parameters among those who underwent duct ligation and non-ligated infants. The
diastolic velocities were higher in infants who did not require ligation than the infants who underwent ligation.
However, it did not reach statistical significance due to the small sample size. The strengths of our study are the use
of combined Doppler changes before and after completion of paracetamol therapy and the correlation of
echocardiographic features with the clinical outcome of late paracetamol therapy in VLBW infants. Though the
closure rate is low, this study shows a favorable effect of late paracetamol on ductal constriction in VLBW infants,
potentially avoiding ligation, facilitating time for spontaneous closure. However, its retrospective design, a small
number of study subjects, a lack of control/comparison group, and the absence of data on serum paracetamol
concentrations limit our study.

5. Conclusions
Late therapy with paracetamol has a beneficial effect on a small group of VLBW infants, inducing ductal closure or
constriction, and appears to be safe. However, these findings need to be evaluated in a large prospective placebocontrolled trial to ascertain the efficacy and safety (short and long-term), appropriate route of administration, and
optimal dose to achieve ductal closure in VLBW infants with persistent hsPDA beyond two weeks of life.

Author’s Contribution
KRG- Data collection, drafted initial manuscript, and edited the final submission.
VSR- Literature review and guided the research. Edited the final manuscript.
RAM- Statistical analysis of data and edited the manuscript.
EH- Contributed to the initial draft of the manuscript and data collection.

Archives of Clinical and Medical Case Reports

510

Arch Clin Med Case Rep 2021; 5 (3): 503-513

DOI: 10.26502/acmcr.96550385

AWL- Echocardiographic data collection.
SC- Literature review and redrafted the manuscript.
AAAH- Literature review and edited the manuscript.

Declaration of Conflict of Interest
All the authors have stated explicitly that there are no conflicts of interest in connection with this article.

Statement
All authors approved the final copy of the manuscript for submission.

References
1.

Kluckow M, Evans N. Ductal shunting, high pulmonary blood flow, and pulmonary hemorrhage. J Pediatr
137 (2000): 68-72.

2.

Saldeño YP, Favareto V, Mirpuri J. Prolonged persistent patent ductus arteriosus: potential perdurable
anomalies in premature infants. J Perinatol Off J Calif Perinat Assoc 32 (2012): 953-958.

3.

Stavel M, Wong J, Cieslak Z, et al. Effect of prophylactic indomethacin administration and early feeding on
spontaneous intestinal perforation in extremely low-birth-weight infants. J Perinatol Off J Calif Perinat Assoc
37 (2017): 188-193.

4.

Ohlsson A, Walia R, Shah SS. Ibuprofen for the treatment of patent ductus arteriosus in preterm or low birth
weight (or both) infants. Cochrane Database Syst Rev 9 (2018): CD003481

5.

Hammerman C, Bin-Nun A, Markovitch E, et al. Ductal Closure With Paracetamol: A Surprising New
Approach to Patent Ductus Arteriosus Treatment. Pediatrics 128 (2011): 1618-1621.

6.

Allegaert K, Anderson B, Simons S, et al. Paracetamol to induce ductus arteriosus closure: is it valid? Arch
Dis Child 98 (2013): 462.

7.

Dani C, Poggi C, Mosca F, et al. Efficacy and safety of intravenous paracetamol in comparison to ibuprofen
for the treatment of patent ductus arteriosus in preterm infants: study protocol for a randomized control trial.
Trials 17 (2016): 182.

8.

Dash SK, Kabra NS, Avasthi BS, et al. Enteral paracetamol or Intravenous Indomethacin for Closure of
Patent Ductus Arteriosus in Preterm Neonates: A Randomized Controlled Trial. Indian Pediatr 52 (2015):
573-578.

9.

Ohlsson A, Shah PS. Paracetamol (acetaminophen) for patent ductus arteriosus in preterm or low birth weight
infants. Cochrane Database Syst Rev 4 (2018): CD010061.

10. Chandran S, Chua MC, Lin W, et al. Medications That increase osmolality and compromising the safety of
enteral feeding in preterm infants. Neonatology 111 (2017): 309-316.

Archives of Clinical and Medical Case Reports

511

Arch Clin Med Case Rep 2021; 5 (3): 503-513

DOI: 10.26502/acmcr.96550385

11. Chandran S, Anand AJ, Rajadurai VS, et al. Evidence-based practices reduce necrotizing enterocolitis and
improve nutrition outcomes in very low-birth-weight infants. JPEN J Parenter Enteral Nutr 9 (2020).
12. Kluckow M, Carlisle H, Broom M, et al. A pilot randomised blinded placebo-controlled trial of paracetamol
for later treatment of a patent ductus arteriosus. J Perinatol 39 (2019): 102-107.
13. Roofthooft DWE, van Beynum IM, de Klerk JCA, et al. Limited effects of intravenous paracetamol on patent
ductus arteriosus in very low birth weight infants with contraindications for ibuprofen or after ibuprofen
failure. Eur J Pediatr 174 (2015): 1433-1440.
14. Oncel MY, Yurttutan S, Degirmencioglu H, et al. Intravenous Paracetamol Treatment in the Management of
Patent Ductus Arteriosus in Extremely Low Birth Weight Infants. Neonatology 103 (2013): 166-169.
15. Sinha R, Dalal S, Negi V. An interesting observation of PDA closure with oral paracetamol in preterm
neonates. J Clin Neonatol 2 (2013): 30.
16. Tofe I, Ruiz-González MD, Cañete MD, et al. Efficacy of Paracetamol in Closure of Ductus Arteriosus in
Infants under 32 Weeks of Gestation. Front Pediatr 6 (2018): 25.
17. Özdemir ÖMA, Doğan M, Küçüktaşçı K, et al. Paracetamol Therapy for Patent Ductus Arteriosus in
Premature İnfants: A Chance Before Surgical Ligation. Pediatr Cardiol 35 (2014): 276-279.
18. EL-Khuffash A, James AT, Cleary A, et al. Late medical therapy of patent ductus arteriosus using intravenous
paracetamol. Arch Dis Child - Fetal Neonatal Ed 100 (2015): 253-256.
19. Pacifici GM, Allegaert K. Clinical pharmacology of paracetamol in neonates: a review. Curr Ther Res Clin
Exp 77 (2015): 24-30.
20. El-Khuffash A, Jain A, Corcoran D, et al. Efficacy of paracetamol on patent ductus arteriosus closure may
be dose dependent: evidence from human and murine studies. Pediatr Res 76 (2014): 238-244.
21. Kessel I, Waisman D, Lavie-Nevo K, et al. Paracetamol effectiveness, safety and blood level monitoring
during patent ductus arteriosus closure: a case series. J Matern Fetal Neonatal Med 27 (2014): 1719-1721.
22. Hu Y, Jin H, Jiang Y, et al. Prediction of Therapeutic Response to Cyclooxygenase Inhibitors in Preterm
Infants with Patent Ductus Arteriosus. Pediatr Cardiol 39 (2018): 647-652.
23. Guimaraes AM, Araujo FR, Meira ZA, et al. Acetaminophen in low doses for closure of the ductus arteriosus
of the premature. Ann Pediatr Cardiol 12 (2019): 97.
24. Mashally S, Nield LE, McNamara PJ, et al. Late oral acetaminophen versus immediate surgical ligation in
preterm infants with persistent large patent ductus arteriosus. J Thorac Cardiovasc Surg 156 (2018): 19371944.
25. Hossain J, Shabuj MH. Oral paracetamol versus intravenous paracetamol in the closure of patent ductus
arteriosus: A proportion meta-analysis. J Clin Neonatol 7 (2018): 121.

Archives of Clinical and Medical Case Reports

512

Arch Clin Med Case Rep 2021; 5 (3): 503-513

DOI: 10.26502/acmcr.96550385

26. Sancak S, Gokmen Yildirim T, Topcuoglu S, et al. Oral versus intravenous paracetamol: which is better in
closure of patent ductus arteriosus in very low birth weight infants?. J Matern Fetal Neonatal Med 29 (2016):
135-139.
27. Olsson KW, Jonzon A, Sindelar R. A High Ductal Flow Velocity is Associated with Successful
Pharmacological Closure of Patent Ductus Arteriosus in Infants 22–27 Weeks Gestational Age. Crit Care
Res Pract 2012 (2012): 1-6.

Citation: Krishna Revanna Gopagondanahalli, Suresh Chandran, Rashmi Arun Mittal, Wai Lin Ang,
Eman Awad A Hashim, Victor Samuel Rajadurai, Abdul Alim Abdul Haium. Late Paracetamol Therapy
for Hemodynamically Significant Patent Ductus Arteriosus in Very Low Birth Weight Infants Born before
28+6 Weeks Gestation – Echocardiographic and Clinical Correlation. Archives of Clinical and Medical
Case Reports 5 (2021): 503-513.

This article is an open access article distributed under the terms and conditions of the
Creative Commons Attribution (CC-BY) license 4.0

Archives of Clinical and Medical Case Reports

513

