OBSTETRIC CHOLESTASIS

J Costa, A Hunter, S Masood

Royal Jubilee Maternity Hospital, Belfast, UK

Introduction

Obstetric cholestasis (OC) is a multifactorial condition of pregnancy characterised by new onset pruritus with no rash and abnormal liver function tests (LFTs) including bile salts. It is associated with increased incidence of spontaneous as well as iatrogenic prematurity, intrauterine death and significant maternal morbidity due to intense pruritus and sleep deprivation. Absence of specific diagnostic test makes the condition a diagnosis of exclusion and inability to predict foetal death and unavailability of an effective medical treatment support the popular practise of early delivery at 37 weeks of gestation in order to minimize the foetal risks.

Objective

To evaluate the management and outcome of patients diagnosed with OC in a tertiary referral obstetric unit in UK.

Methodology

Systematic review of case notes of pregnancies associated with altered liver functions managed in Royal Jubilee Maternity Hospital, Belfast, UK, between January 2004 and December 2005, to detect the pregnancies presented with pruritus without a rash. 23 case notes were identified and data collected and analysed.

Results

There were 23 pregnancies diagnosed and managed as OC although 52% of them were not investigated to exclude other liver pathology. 52% of pregnancies were induced before 40 weeks of gestation due to persistent deterioration of LFTs and 17%of them were between 35-37weeks of gestation while incidence of spontaneous premature labour was only 13%. 17% of all inductions resulted in emergency caesarean section (EMCS) and 75% of those   were due to failure to progress. Incidence of both abnormal CTG and meconium stained liquor in labour was 8.6% in this group and there were no foetal deaths.  

Conclusion

Although the significance of the results is doubtful due to the small group of patients studied, we were unable to find any increase in foetal distress, meconium stained liquor or foetal death in this group. This may be due to the increased level of intervention and this in turn was responsible for the increased rate of EMCS among these patients. Therefore active management should be balanced against possible reduction in foetal complications. Establishment of the diagnosis of OC is also important to prevent unnecessary interventions.

RISK FACTORS AND RISK SCORE FOR PRE-ECLAMPSIA AT ANTENATAL BOOKING

U. Durnea, M. Geary

Rotunda Maternity Hospital, Parnell Street 1, Dublin, Ireland

Objective:  to determine the risk of pre-eclampsia associated with factors that may be present at antenatal booking
Methods:  prospective study

1028 women were recruited from the antenatal booking clinic in the Rotunda Hospital during Sep-Nov 2005. Women were followed up 6/52 after delivery. Risk factor Score (RfS) for pre-eclampsia at booking was calculated based on unadjusted relative risk from previously published data1. Assessment of the relative risk of pre-eclampsia was based on the review data: 

	Risk factors

assessed @ booking
	Relative

Risk

	        1.  Presence of Antiphospholipid Ab
	9

	2. Previous PET
	7

	3. Chronic autoimmune disease
	7

	4. Pre-existing IDDM
	4

	5. Multiple Pregnancy    a. twins
                                          b. triplets
	3

9

	6. Nulliparity  
	3

	7. FHx of PET
	3

	8. Interval between pregnancies ≥ 10 years
	3

	9. Diastolic BP  ≥ 100 mm Hg

                             ≥ 110 mm Hg
	3

5

	10. Systolic BP    ≥ 130 mm Hg
	2

	11. Age  ≥ 40
	2

	12. BMI > 35
	2


Results 

The incidence of pre-eclampsia was increased 4 times in women with Risk factor Score ≥6 and was double in those with RfS 1-5, when compared to women with RfS of 0.

Conclusions: Risk factors and Risk factors Score can be used to assess risk at booking so that a tailored surveillance to detect pre-eclampsia early can be planned for the remainder of the pregnancy.

1  Risk factors for pre-eclampsia at antenatal booking: systematic review of controlled studies -         

BMJ 2/03/2005 (BMJ, doi: 10.1136/bmj.38380.674340.E0).
BP MEASUREMENT IN OBSTETRICS CARE: ARE WE DOING IT ACURATELY?

PJ Teoh, M Essajee, C Bryson

Institution: The Ulster Hospital, Belfast

Background: Hypertensive disorder in pregnancy is one of the major causes of fetal/maternal morbidity and mortality (CEMACH 00-02). It is crucial to have an accurate blood pressure (BP) measurement, to ensure a high standard is achieved in the detection and management this potentially serious disorder. 

Aim: To assess the knowledge of staff on the basic principles of measuring BP

Methods: Prospective case study 

Setting: Maternity unit in a district hospital in Belfast, Northern Ireland

Targeted participants: Auxiliary, midwifery and medical staff in antenatal clinic, day obstetrics unit, wards and delivery suite in The Ulster Hospital, Belfast. 

41 out of 51 responses (82% response rate)

Interventions: Distribution of questionnaires to the participants
Main outcome measures: Review of completed questionnaires from the participants. Their knowledge of basic principles of blood pressure measurement was assessed, based on the standards used from the resources outlined above

Results:

61% of responses understood the recommended upper cut off BP level of 140/90. 

54% reported they adequately exposed the upper arm during BP measuring

0% positioned the patient into the recommended position when measuring BP

10% reported they measure BP on both arm during the first visit, as recommended

78% placed the bladder of the sphygmomanometer cuff in the appropriate position

54% positioned the cuff at the same level as the heart

98% applied the cuff at the appropriate tensile strength, i.e. evenly and firmly but not tightly around the arm

100% understood that cuff size affects readings of BP

100% used most appropriate cuff size when available

37% took diastolic as the point of Korotkoff IV

98% rounded the readings of BP within the recommended upper limit (maximum rounding 5mmHg)

Conclusion: There are still variations and a lack of standardization in the method of blood pressure measurement within the maternity unit.

Recommendations: A guideline on BP measuring technique will help to improve the practice and understanding of BP measurement. Staff education and training is equally crucial to improve the standard of BP measuring method. Reauditing in six months can be made to ensure the recommended measures are taking place and the standard is improving.
AUDIT OF THE MANAGEMENT OF POSTPARTUM HYPERTENSION

DR.A ANBAZHAGAN (SpR), DR.P.P.FOGARTY (CONSULTANT)

ULSTER HOSPITAL, DUNDONALD, BELFAST

BACKGROUND:  

Gestational hypertension (6-7%) and preeclampsia (5-6%) complicating pregnancy are usually appropriately managed based on the well-recognised guidelines that are in place.  However, although hypertension during the postpartum period is equally common (12%), there are no universally accepted guidelines regarding its management. This has a potential to result in confusion for staff and danger to patients.

AIMS: 

This audit aims to 

a) Review the current practise in the management of postpartum hypertension in our hospital, and to

b) Put into perspective a rationale for the appropriate evidence based management of postpartum hypertension.

METHODS: 

A retrospective review of the case records (01/01/2006-31/12/2006) of all women with hypertension during the postpartum period was performed. The various medications prescribed, their doses and the duration of treatment were noted.

A review of literature on this subject was performed and an evidence-based protocol was formulated for the management of these patients

RESULTS:

23% of postpartum women in our unit received treatment with antihypertensives. It was found that there was no uniformity in the management of these women and a wide range of antihypertensives were being used.

CONCLUSION: 

Antihypertensives should be started if the systolic blood pressure exceeds 150mmHg and the diastolic blood pressure exceeds 100mmHg.

Beta–blockers, calcium channel blockers and ACE inhibitors are suitable drugs and should be added in a stepwise manner to achieve control of hypertension.   

A SURVEY OF POST-NATAL FOLLOW UP OF PRE-ECLAMPTIC WOMEN 

M Maducolil, C Lamb, K Leenutaphong, A Suthananthan, A Hunter

Royal Maternity Hospital Belfast, *Department of Obstetrics and Gynaecology, ICS, Queens University, Grosvenor Road, Belfast BT12 6BJ

Introduction

Women who had pre-eclampsia are at increased risk of recurrence in future pregnancies but also of cardiovascular and renal disease in later life. Follow up for affected women postnatally should include BP/urinalysis, discussion of future pregnancy risk and increased lifetime risk of cardiovascular disease.

Aim

To collect data regarding post-natal follow up of pre-eclamptic women, in both GP and Hospital settings.

Method

329 women  were diagnosed with pre-eclampsia between 2004- 2005 in RMH Belfast. Data regarding postnatal follow-up was obtained from hospital notes and GP questionnaires.

Results

Of the 329 cases, 52 (16%) had early onset pre-eclampsia (< 32 weeks). Of these women only 12 had hospital follow up. Of the remaining women 226 questionnaires were returned by GPs – 201 were completed. 167 had attended for GP follow up but in 24 cases the women had failed to attend the GP for follow up.

	
	Hospital FollowUp

n=12
	GP FollowUp

n=167

	BP recorded
	11 (91%)
	151 (90%)

	BP > 140/90
	2 (17%)
	18 (11%)

	Urinalysis recorded
	8(66%)
	77 (46%)

	+ve proteinuria
	0
	5 (3%)

	Types of anti-HPT used in Rx women
	6
	9

	Thrombophilia Ix
	3(24%)
	0

	Future pregnancy plan recorded
	4 (32%)
	0

	Further follow up
	0
	82 (49%)


Conclusion

Our study showed that women with pre-eclampsia are inadequately followed up in both hospital and community settings. Those women leaving hospital on treatment take a variety of anti-hypertensives. It is hoped to draw up regional guidelines from our study and to distribute these widely to obstetricians and GPs. The importance of postnatal and long term follow up should be stressed to all women diagnosed with pre-eclampsia.
EMERGENCY PERIPARTUM HYSTERECTOMY – 40 years review, National Maternity Hospital Dublin.

Kamal Y, Flood K, Khalifeh A, Keane D. P. National Maternity Hospital Dublin.
Introduction: Emergency Peripartum Hysterectomy is a life saving operation, performed for haemorrhage unresponsive to conservative methods.

Objective: To estimate the incidence, indications and risk factors of peripartum hysterectomy at National Maternity Hospital Dublin over the last 40 years.  

Method: We analysed retrospectively all cases of peripartum hysterectomy, encountered from 1st of January 1966 to 31st December 2005. The data was collected from the last 40 years hospital clinical audits and annual clinical reports. 

Results: During the study period there were 125 caesarean and postnatal hysterectomies, among 316074 deliveries, which give an incidence of 0.03%. Most common indications were morbidly adherent placenta (35.2%, 23 with placenta praevia and 21 without praevia), uterine rupture (30.4%), uterine atony (25.6%), and uterine laceration (8%). There were 2 hysterectomies done for cervical cancer, 2 for molar pregnancy and 1 for myonecroses. Thirty five (28%) women had subtotal hysterectomy; where as 90 women (72%) had total hysterectomy. Eleven were primigravidae and 114 were multigravidae. There were 2 deaths related to caesarean hysterectomies during the study period. 

Conclusion: Peripartum Hysterectomy, though uncommon, remains a potentially life saving procedure, which every obstetrician must be familiar with. The patients who had previous multiple caesarean sections, uterine surgery or placenta praevia are at high risk and it is advisable to counsel them regarding possibility of hysterectomy.   
MOTHERS AND BABIES DELIVERED BY CAESAREAN SECTION AT FULL DILATATION OF THE CERVIX IN A DISTRICT GENEAL HOSPITAL, A RE-AUDIT. 
M McComiskey, C Bryson, A McKelvey, P Fogarty., Ulster Hospital Dundonald

Newtownards Road, Belfast 
Aims

Aims of this study were to compare current practice with that reported in an audit of 2001/02 figures and to ascertain if NICE guidelines regarding decision making for CS were being adhered to.

Methods
In March 2003 an audit was presented at Ulster Hospital Dundonald consisting of data collected from notes of patients who had undergone Caesarean section at full dilatation of the cervix during 12 months over the time period 2001/02.  The main findings were used to construct a data collection proforma for a re-audit to be carried out.  Patients receiving this method of delivery between September 2005 and August 2006 were identified and their medical notes studied.  Following data collection, simple statistical analysis was carried out.

Results
Number of Caesarean sections at full dilatation of the cervix has reduced from 43 to 31.  In parous patients studied, previous mode of delivery via CS now makes up 43% (formerly 50%).  Instrumental delivery in previous pregnancies is reduced to 14% (50%).  Fewer decisions to proceed to second stage Caesarean section are being made within office hours (26% vs 33%) whilst a similar proportion to 2001/02 are still not demonstrating evidence of consultant involvement in the decision making (29% vs 24% previously).  The rate of trial of instrumental delivery is also similar to its 2001/02 level, at 42% (41% in 2001/02).  Consultant presence in theatre during CS has reduced from 44% to 23%.  The proportion of babies with pH = or < 7.10 has increased from 2.3% to 6.4%.  Post-operative complications necessitating further treatment or prolonged hospital stay have fallen from 41% to 22%.  The mothers’ hospital stays closely mirror that of their babies, with neither appearing unduly long.  84% of admissions lasted 3-5 days.

Conclusion
An increased awareness of the importance of documentation may improve these figures.  Involvement of a senior obstetrician may increase rate of trial of instrumental delivery as well as reducing the rate of trial failures. 

ASSESSMENT OF FACTORS AFFECTING THE OUTCOME OF INDUCTION OF LABOUR FOR POST TERM PRIMIGRAVIDAE

Presenting Author

A. Morsy 

Co Author

W.A.S. Ahmed

Aim: 

To study the outcome of induction of labour in post term primigravidae using prostaglandin E2 vaginal gel. To assess the predictive value of modified Bishop’s score, number of prostaglandin (PGE2) gels, body mass index (BMI) and cervical dilatation at the time of artificial rupture of membranes (ARM) and the use of epidural analgesia on the outcome.

DESIGN:
Respective analytic study. 

SETTING:
Teaching hospital in Belfast – Northern Ireland.

RESULTS: 

Two hundreds and forty primigravidae women underwent induction of labour (IOL) for postdates in the year 2004. All women received PGE2 gels for induction. The emergency caesarean section (CS) rate was 36.25% compared to a vaginal delivery rate of 63.75% (42.9% normal delivery and 20.8% instrumental delivery). Those women who had a Modified Bishop’s Score of 4 or less had a vaginal delivery rate of 60.7% compared to 83.9% in those who had a score more than 4. Of those women with a BMI more than 25 (overweight and obese), 58.9% had successful vaginal delivery compared to 71.8% if the BMI was less than 25 and this difference was statistically significant. Those women who received 1-2 PGE2 gels had a vaginal delivery rate of 67.2% compared to 49.2% if 3 or 4 gels were given. 

When ARM was done at a cervical dilatation ≥ 4 cm, 85.4% of women had a vaginal delivery but when ARM was done in a less favourable cervical dilatation, only 49.2% of women achieved vaginal delivery. When epidural analgesia was used 59.1% of the study population had a vaginal delivery compared to 86.1% if this type of analgesia was not used.

CONCLUSIONS: 

IOL would result in higher vaginal delivery rates if the modified Bishop’s score was > 4, ARM done at a cervical dilatation of 4cm or more, fetal weight less than 4 kilograms and in the absence of epidural analgesia. Obesity is associated with increased CS rate and women should be informed about this increased risk.

INDUCTION OF LABOUR IN TWIN PREGNANCIES

Kearney E, Turner MJ

Coombe Women’s Hospital

Aim

The aim of this study was to examine the outcomes of induction of labour in twin pregnancies.

Method

A retrospective review was performed of all twin pregnancies in the Coombe Women’s Hospital between January 2004 and December 2005 in whom an attempt was made to induce labour. Method of induction, indication for induction, gestation and outcome were identified in each case.

Results

A total of 248 women were delivered of twins during this time period. Of these 69 had an induction of labour. Inductions of labour were performed between 34 weeks and 4 days and 40 weeks gestation with a mean gestation of 37 weeks and 6 days. 

The most common indication for induction of labour was duration of pregnancy (n=53, 73%). Other indications included PET/PIH(n=8, 11.4%), growth restriction in one or both fetuses(n=5, 7%) and intrahepatic cholestasis(n=3, 4.3%).

Induction of labour was performed with the use of prostaglandin gel, amiotomy and syntocinon. 15 patients received 1 or more doses of PGE2 gel. The remaining 54 women had an artificial rupture of membranes followed by a syntocinon infusion. 

The outcomes of all inductions were analyzed. 50 women (72%) had a vaginal delivery of both twins. 17(25%) sets of twins were delivered by emergency Caesarean Section. In 2 cases there was a vaginal delivery of Twin 1 followed by an emergency Caesarean Section for Twin 2.

In the subgroup of 15 women who received prostaglandin to induce labour there was a 53% Caesarean Section rate (n=8).

Conclusions

The overall rate of induction of labour in twin pregnancies is low and is generally associated with a favourable outcome with 75% of patients achieving a vaginal delivery. There is little evidence regarding the safety of prostaglandins for induction of labour in twin pregnancies. In this cohort there were no adverse outcomes associated with its use but it was associated with an increased rate of Caesarean section compared to use of syntocinon alone. 

STUCK SHOULDERS  - A STUDY INTO SHOULDER DYSTOCIA (2003-2005)

Dr. Priscilla Devaseelan, SpR (Obs and Gyn), Dr. Caroline Bryson, Consultant Obstetrician, Ulster Community Hospital, Northern Ireland, UK

Background:  Shoulder dystocia can be one of the most frightening obstetric emergencies with high perinatal morbidity and mortality even when managed appropriately. It can also be a common cause of litigation especially if associated with birth injuries.

Aims/Objectives: 

· To identify the incidence of shoulder dystocia in the unit

· To identify high risk factors in its occurrence

· To evaluate if managed according to protocol

Standards:

· RCOG Green Top Guideline No.42

· Local Hospital Guideline

Materials/Methods: 

· Retrospective analysis of case notes identified by NIMATS (Northern Ireland Maternal Data Recording System) between 2003-2005

· Analysis of Incident Reporting (IR) forms for the same period

Findings:

· 21 cases were identified through NIMATS and 4 through IR forms

· 2 patients had IDDM and one had previous shoulder dystocia

· 4 patients had BMI of over 30

· Most of the babies were estimated to be at 50th centile

· 15 patients had labour induced and 13 had instrumental delivery

· Majority of patients (22) delivered with McRobert’s ; 16 with suprapubic pressure; 3 had delivery of posterior arm

· Babies: 6 babies were admitted to SCBU;

                    3 had Erb’s palsy; 1 had fracture clavicle; 2 had acute HIE

                    3 had cephalhematoma; 1 baby had subcutaneous fat necrosis

                    1 baby had incidental microcephaly undiagnosed in AN period

Results:  

· Incidence of Shoulder dystocia ranged from 0.2-0.4% (0.6% UK incidence)

· Majority occurred in normal sized babies

· Prediction was difficult and diabetic babies were of high risk; higher the birth weight, more the risk

· Management was good in most of the cases although documentation in case notes was poor and not uniform.

· Only 8 of the 25 cases were reported; there were no claims to date from patients during this period.

Conclusion:

       Shoulder dystocia needs to be anticipated with every high-risk patient and a senior obstetrician needs to be present at delivery. Regular fire drills will help to communicate and work as a team. There should be a uniform system of documentation in the case notes. A structured pro-forma which has now been introduced will be useful.
PRESCRIBING ANTIBIOTICS IN SUSPECTED URINARY TRACT INFECTION IN PREGNANCY –A PROSPECTIVE AUDIT.
Akhter P, A Misbah, Hassan A, Green R, Higgins J.

Unified Maternity Hospital, Cork

Introduction: Urinary tract infection (UTI) is a common problem in pregnancy and may results in significant maternal morbidity and perinatal mortality and morbidity. Current trend is to treat pregnant women presenting with symptoms of UTI empirically with a short course of antibiotics. This approach may make them resistant to antibiotics and it is also associated with substantial expenditure. Recent ISAC (European Surveillance of Antibiotics Consumption) reports that increasing antibiotic resistance is a worldwide concern and it constitutes a major threat to public health.

Aim and Objective: We aimed to determine the practice of antibiotic prescription when women presents with symptoms suggestive of UTI in pregnancy and also to determine the prevalence of UTI among these women.

Patients and Methods: A prospective audit was performed in Unified Maternity Hospital (St Finbarr’s and Erinville), Cork, over 12 weeks, mid October 2006 to mid January 2007. Patients who presented to the emergency room of the hospitals with the symptoms of UTI were included in the audit.

Results: During the study period 150 women presented with symptoms of UTI, 28 had a confirmed UTI on MSU, giving a prevalence of UTI 18.66%. Patient demographics showed mean age 28 years, mean gestation at presentation 26 weeks, mean parity 0.77 and 47 (31.3%) smokers. The main symptom of presentation was lower abdominal pain 95 (63.3%). 

52 (34.66%) women had a previous UTI, four women had diabetes and another four women had renal disease. All patients had a MSU saved at their initial visit and confirmed 28 (18.66%) had a positive MSU, 62(41.3%) had negative result and 60 (40%) had mixed growth. Out of the 60 mixed growth 44/60 (73.33%) received antibiotics at their first presentation and 16/60 (26.7%) did not. Of the women who did not receive antibiotics, three became negative on repeat MSU test, nine did not have a repeat test and four remained mixed growth. Altogether 20/60 (33.3%) with mixed growth had a repeat MSU test.

Among the 28 women who had a positive MSU result, on dipstick urine-analysis (UA) 22 (78.6%) had positive leucocytes, 14 (50%) had protein and 8 (28.6%) had nitrate. Similar results on UA were noted even in women with a negative MSU, a high leucocyte 38/62 (61.3%) and a high 22/62 (33.5%) protein. However all women were negative for nitrate in this group.

At the first visit a total of 110 (73.3%) received antibiotics on the basis of clinical suspicion and UA without a MSU result. First generation Cephalosporin 57(38%) and Co-amoxiclav 28 (18.7%) were the most prescribed antibiotics.

Conclusion: Our Audit suggests that there is a tendency to over-treat pregnant women with symptoms of UTI. Symptoms as well as bedside UA appear to be poor predictors of definitive UTI. Nitrate negativity on UA may be a useful negative predictor. We emphasize to wait for the MSU result before prescribing antibiotics when pregnant women presents with symptoms of UTI unless patient is very sick.
PREGNANCY AND SMOKING - AN OBSERVATIONAL STUDY.

M.S.Kamath, M.A.Hassan, L.Anderson, Maternity unit, Mater Hospital.
Introduction - The number of women who smoke during pregnancy is continuing to rise, despite government targets for reducing it, a survey has found. 
The Health Education Authority [HEA] estimates that 200,000 - one in three - pregnant women continue to smoke, despite a wealth of evidence showing the habit can damage the unborn child. And the number has been going up in the last seven years. The main reasons women continue to smoke during pregnancy are stress and addiction. Smoking during pregnancy has been shown to harm both the unborn child and the mother. Even second-hand smoking is considered equally harmful.

Smoking causes increased rate of chest problems, miscarriage, ectopic pregnancy, bleeding and nausea in the mother. It also causes reduced birth weight, premature birth, stillbirth and cot death.

Objectives - To study the effects of smoking on various aspects of pregnancy and the social issues involved.

Methodology  – A retrospective study of 50 cases taken randomly from 2004 and 2005. Proforma was made. Data collected and analysed.

Results -Most of the patients [>50%] were in the age group 20-30 years. 90% of patients smoked more than 20 cigarettes per day; 20% of them had asthma. 80% of patients were parous. 30% had previous miscarriages and around 40% had previous IUGR babies with 1 stillbirth. 14% had pre-term deliveries while 8% had pre-eclampsia. Most of them had previous vaginal deliveries. Around 20% of the patients had alcohol or other drug addiction, psychiatric problems and social service input. Only 1 patient gave a history of domestic violence. In this pregnancy, 14% were late bookers. 20% were diagnosed with IUGR on USS while 30% babies were born with IUGR. Most of them had NVD. Almost all the placenta was found calcified with 2% having infarction.

Conclusion -So our study has shown that smoking in pregnancy is associated with increased chest problems, social problems, miscarriages and IUGR. Therefore to avoid complications of pregnancy, the best option is to quit smoking and stress the importance to quit smoking at all the antenatal visits.

DOMESTIC ABUSE IN THE PREGNANT POPULATION OF CORK
Dr Karen Flood ,  Dr Katrina Guerin, Erinville and St Finbarr’s Maternity Hospitals, Cork, Ireland

Method: Anonymous self-directed questionnaire 

Population: Cohort of antenatal (3rd trimester) and postnatal women admitted to the maternity service

Objectives: 

· Determine prevalence of domestic abuse during pregnancy and lifetime incidence as compared to other researched populations

· Assessment of demographics and risk factors of affected women

· Ascertain the opinion of the cohort regarding the acceptability of screening

· Determine the knowledge of women regarding domestic abuse services in the Cork region

Background:

According to research, pregnancy is often a precipitating factor in domestic abuse. It is estimated that one in four women will experience some form of domestic abuse in their lifetime. Domestic abuse is a significant factor in maternal and perinatal morbidity and mortality.

No study has previously performed in the Cork region to analyze this significant obstetric concern.

Summary of Results:

Our data suggests that the lifetime incidence of domestic abuse in the Cork region is approximately 16.2% and the incidence of domestic abuse in pregnancy is 3.7%, which is consistent with previously published data from the British Isles. 

Of the women surveyed 87% believe that all pregnant women should be screened for domestic abuse. Of concern, only 35% of pregnant women are aware of domestic abuse support services available in Cork which includes only 32% of those women who reported domestic abuse. 

Conclusion:

The prevalence of Domestic Abuse in the Cork region is similar to that within the British Isles. The vast majority of women believe that all pregnant women should be screened for Domestic Abuse and approximately two-thirds of women are unaware of support services available in Cork. Greater public awareness of this important issue is required.

THE MEASUREMENT OF FETAL ABDOMINAL SUBCUTANEOUS FAT IN PREGNANCY USING DYNAMIC MR

Andrena Paul, Sharon Cooley, Bernard Stuart and Michael J Turner 

Coombe Women’s Hospital, Dublin 8, Ireland

UCD College of Medicine and Medical Sciences

Aim: To develop a reference range for fetal abdominal subcutaneous fat thickness in pregnancy using a new ultrasound image processing technique (Dynamic MR)

Methods: Fetal subcutaneous fat can be easily seen with ultrasound as a hyperechoic band beneath the fetal skin. It is most easily seen on the fetal abdomen and thigh. The measurement of subcutaneous fat has been used as an index of nutrition both before and after birth. The fetus with low levels of fetal abdominal fat is more likely to exhibit growth restriction. Recently, improved signal processing algorithms have been developed which improve tissue characterization with ultrasound, and enhance the identification of fetal fat. One such method is dynamic MR. We prospectively assessed fetal abdominal fat using the standardized technique and ultrasonographic MR (Gardeil et al, 1999).Inclusion criteria included: Caucasian, nonsmokers, certain dates with no fetal anomaly and no history of diabetes. Each fetus was measured only once. The measurements were assessed in mms.

Results: 190 women were assessed. Mean fetal fat increased linearly with advancing gestation up to 38 weeks.

	Gestation

(weeks) 
	Mean FAF

(mm)
	SD

(mm)
	5th %ile

(mm)
	95th%ile

(mm)
	n

	20 - 21+6
	1.89
	0.52
	1.03
	2.75
	19

	22 - 23+6
	2.31
	0.61
	1.31
	3.31
	22

	24 - 25+6
	2.51
	0.52
	1.65
	3.37
	20

	26 - 27+6
	2.76
	0.62
	1.74
	3.78
	21

	28 - 29+6
	3.6
	0.73
	2.40
	4.80
	14

	30 - 31+6
	3.4
	0.43
	2.69
	4.11
	6

	32 - 33+6
	4.43
	0.83
	3.06
	5.80
	17

	34 - 35+6
	4.79
	0.78
	3.51
	6.07
	21

	36 - 37+6
	5.58
	0.93
	4.05
	7.11
	25

	38 - 39+6
	5.15
	0.90
	3.67
	6.63
	16

	40 - 41+6
	5.35
	0.85
	3.95
	6.75
	10


Conclusion: Preliminary results on the measurement of fetal abdominal subcutaneous fat provides a potential means of improving the accuracy of fetal weight estimation. This may improve detection of deviant fetal growth and identification of women at risk from glucose intolerance in pregnancy.

OBESITY IN PREGNANCY. A SERIOUS CONCERN

PJ Teoh, M Essajee, C Bryson

Institution: The Ulster Hospital,  Belfast

Background: Obesity is a major health concern in many countries. Lack of physical activity, sedentary lifestyle coupled with increasingly availability of food results in one in four people becoming overweight or obese. The prevalence of obesity has quadrupled in the last 25 years; this may have serious implications in obstetrics care.

Aim: To study the pattern of pre-pregnancy weight over a period of ten years and its implications in obstetrics care in The Ulster Hospital.

Methods: Retrospective review of the records

Setting: District hospital in Belfast, Northern Ireland

Participants: Obstetric patients booked in The Ulster Hospital between the year 1995 and 2004.

Interventions: Retrospective review of the records of the participants

Main outcome measures: Calculations of BMI, measuring outcome of labours and deliveries 

Results: 

The changes of the percentage of pre-pregnancy weight over the period of ten years (1995-2004) are as follows:

Normal weight (BMI 18.5-24.9): dropped from 55% to 48.3%; -6.7% change

Class I obesity (BMI 30.34.9): increased from 8.7% to 11.8%; 3.1% change

Class II obesity (BMI 35-39.9): increased from 3.2% to 4.8%; 1.6% change

Class III obesity (BMI >40): increased from 0.9% to 1.7%; 0.8% change

Overall obesity (BMI >30): increased from 12.9% to 18.3%; 5.4% change

Induction rate was 35.47% overall; 36% for patients with BMI 30-40; 33% for patients with BMI >40

Caesarean section rate was 22.85% overall; 31% for patients with BMI 30-40; 39% for patients with BMI >40

Conclusion: There was an increase in the incidence of obesity in the patients booked in for antenatal care. Caesarean section rate was increased in obese patients.

Recommendation: A dedicated antenatal clinic involving dietitians will improve the care of patients who are obese. Guidelines and staff education are equally crucial to ensure the standards of care are maintained. 

ASSISTED CONCEPTION RISKS FOR EXPECTANT MOTHERS AND NEONATES.

C ALLEN1, W REARDON2, R F HARRISON1, S BOWDIN3, E MAHER3.

1Human Assisted Reproduction Ireland, Rotunda Hospital, Dublin. 2National Centre for Medical Genetics, Crumlin, Dublin.3Birmingham Women’s Hospital.

OBJECTIVES

In vitro fertilization (IVF) is associated with an increased risk of multiple pregnancies and therefore prematurity, but most of the longterm follow-up data on IVF children are reassuring. Some reports suggest an increased risk of congenital anomalies following infertility or its’ treatment1, but there is lack of universal consensus on this2. Uncertainty also surrounds possible IVF-specific obstetric risks. It is possible that assisted conception poses unique risks to expectant mothers and their offspring, but reports in the medical literature vary considerably on these issues.  We used the same study design to standardize the investigation of obstetric complications and perinatal outcomes following IVF in two independent assisted conception units.

METHOD

A systematic questionnaire-based survey was undertaken of 1559 patients who had successfully delivered 2492 children following ART in Dublin and Birmingham between 1989 and 2003. Information regarding conception, pregnancy, and neonatal outcomes was analysed. Outcomes were compared to the general population. Major congenital malformations were coded according to ICD 10. Statistical analyses used; Chi-square test and ANOVA.

RESULTS

Response rate; 65%. Data on 1182 pregnancies and 1524 children. Average maternal age; 34.2 years. Triplet births after IVF 9.8% 1994 vs 1.9% 2003. 

	
	
	ART 
	Gen Pop
	P
	RR

	Singleton pregnancies
	Incidence
	74%
	98%
	
	

	
	PTD
	8.7%
	4.3%
	
	2.3

	
	LBW
	6.4%
	3.7%
	
	1.6

	Multiple pregnancies
	Incidence
	26%
	2%
	<0.0001
	

	
	PTD
	51%
	44%
	
	1.02

	
	LBW
	74%%
	44%
	
	1.7

	Congenital malformations
	
	2.7%
	2.7%
	ns
	

	Placenta praevia
	
	2.8%
	<0.5%
	
	6.47

	Pre-eclampsia
	
	4.1%
	5.7%
	ns
	


CONCLUSIONS

There is a significantly increased risk of placenta praevia in pregnancies conceived with IVF.   IVF singletons have an increased risk of low birth weight and preterm delivery. IVF twins have an increased risk of LBW but not PTD compared to the general population. Twin pregnancy remains an increased risk after IVF but triplet rates are declining. Children born after IVF are not at increased risk of a major congenital anomaly. Patients preparing for IVF should be counseled regarding the complications associated with treatment. Further longterm follow-up studies of IVF pregnancies and children are necessary to further clarify the effects of infertility and its’ treatment on pregnancy and outcome. 
1. Hansen M, Bower C, Milne E, de Klerk N, Kurinczuk J. Assisted reproductive technologies and the risk of birth defects – a systematic review. Hum Reprod 2005; 20(2):328-38

2. Anthony S, Buitindijk SE, Dorrepaal CA, Lindner K, Braat. Congenital malformations in 4224 children conceived after IVF. 2002 Hum Reprod; 17:2089-95
FETAL CARDIAC FUNCTION IN TYPE 1 DIABETIC PREGNANCY
Russell N1, Foley M1, Kinsley B2, Firth R2, Coffey M2, McAuliffe F1
1UCD School of Medicine and Medical Science, Obstetrics & Gynaecology, Dublin, Ireland, 2National Maternity Hospital, Dublin, Ireland

Background: Cardiomyopathy is noted in up to 40% of infants of diabetic mothers, the exact mechanisms of which are unknown. 
Objective. 

To determine if fetal cardiac function and structure differ between normal and diabetic pregnancy.

Setting Tertiary level maternal unit

Methods Twenty-nine patients with Type 1 diabetes mellitus were prospectively recruited to this longitudinal study which involved a fetal echocardiogram at 13, 20 and 36 weeks’ gestation. For comparison thirty cross-sectional healthy controls were recruited at each gestational age. In addition to a detailed cardiac anatomy survey, cardiac function parameters were measured at each examination. Systolic function was measured by assessing isovolumetric contraction time (ICT) and diastolic function was measured by assessing left and right ventricular E/A ratio and isovolumetric relaxation time (IVRT). Global cardiac function was assessed by measuring the myocardial performance index of both ventricles. 
Results:  In the first trimester the left E/A ratio was lower and the IVRT was longer in the diabetic cohort. There was no evidence of differences between the cohorts in the second trimester. In the third trimester, the interventricular septum was thicker during both systole (6.4 vs 5.5 mm) and diastole (5.3 vs 4.6 mm) in the diabetic cohort (p<0.05). 

Conclusion: There is evidence of impaired ventricular filling in the diabetic cohort even from the first trimester. These findings suggest that altered cardiac function precedes cardiac structural changes in fetuses of type 1 diabetic pregnancy. These findings serve to emphasise further the importance of strict glycaemic control in the periconceptual period.

AUDIT OF THE MANAGEMENT OF POSTPARTUM HYPERTENSION

DR.A ANBAZHAGAN (SpR), DR.P.P.FOGARTY (CONSULTANT)

ULSTER HOSPITAL, DUNDONALD, BELFAST

BACKGROUND:  

Gestational hypertension (6-7%) and preeclampsia (5-6%) complicating pregnancy are usually appropriately managed based on the well-recognised guidelines that are in place.  However, although hypertension during the postpartum period is equally common (12%), there are no universally accepted guidelines regarding its management. This has a potential to result in confusion for staff and danger to patients.

AIMS: 

This audit aims to 

a) Review the current practise in the management of postpartum hypertension in our hospital, and to

b) Put into perspective a rationale for the appropriate evidence based management of postpartum hypertension.

METHODS: 

A retrospective review of the case records (01/01/2006-31/12/2006) of all women with hypertension during the postpartum period was performed. The various medications prescribed, their doses and the duration of treatment were noted.

A review of literature on this subject was performed and an evidence-based protocol was formulated for the management of these patients

RESULTS:

23% of postpartum women in our unit received treatment with antihypertensives. It was found that there was no uniformity in the management of these women and a wide range of antihypertensives were being used.

CONCLUSION: 

Antihypertensives should be started if the systolic blood pressure exceeds 150mmHg and the diastolic blood pressure exceeds 100mmHg.

Beta–blockers, calcium channel blockers and ACE inhibitors are suitable drugs and should be added in a stepwise manner to achieve control of hypertension.   

PREMEDICATION FOR INTUBATION IN IRISH NEONATAL UNITS
Dr.R.M.Pinnamaneni, Dr.S.Elkashif,

Dept. of Paediatrics, Letterkenny General Hospital

AIM:  To establish the extent and type of premedication used to facilitate intubation in neonatal units in Ireland.

METHOD:   A quantitative research design was employed. A structured telephone survey of 22 neonatal units was conducted and the data was interpreted using inferential statistics.

RESULTS:   All of the units contacted participated. Eleven units (50%) used premedication to facilitate intubation but only 2 (9%) had a written policy. Morphine was most commonly used 10(45.4%). Five of the six units that used muscle relaxants co-administered sedative drugs. Suxamethonium was used by 3 (13%) units but only 1 of these combined it with atropine. Drug doses varied between units for all medications.

CONCLUSION: The physiological benefits and effectiveness of premedication for endotracheal intubation in neonates has been demonstrated.1 The results of our survey were similar to previous studies conducted elsewhere.2, 3 Practice guidelines and training on premedication for intubation in neonates should be developed and implemented.

References
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LOW GRADE INTRAVENTRICULAR HAEMORRHAGE AND 
NEURODEVELOPMENTAL OUTCOME  IN VERY LOW BIRTH WEIGHT INFANTS.

C.Vavasseur, M. Slevin, V. Donoghue, J.F.Murphy, National Maternity Hospital, Dublin
Introduction: 

To predict neurodevelopmental prognosis of a preterm infant is difficult. The significance of intracranial pathology such as large intraventricular haemorrhage and PVL is well recognised. However  all grades of IVH can potentially interfere with cerebral maturation at critical stages of development.  Indeed, with earlier gestation the CNS is more likely to suffer intracranial insults. Given  the exponential rate of growth of the CNS at  early gestation its vulnerability  can be readily appreciated. When interpreting cranial ultrasound reports it is important  to take into account the grade of IVH and the gestation of the infant at the time of insult.

Aims:

To examine the effects of low grade intraventricular haemorrhage  on developmental outcome in infants, born ≤ 32weeks gestation, at 2 year follow up.

Methods: 

A retrospective review of patient charts. All infants had Bayley assessment scores performed at 2 years adjusted age by the same clinical psychologist (MS). In addition all cranial ultrasounds were carried out by the same radiologist (VD). 

Results: 

We provide data for a cohort of  303 infants’ ≤32 wks gestation.

Infants were divided into 3 gestational age categories, 24-26w, 27-29w, 30-32w. Our data demonstrated the 24-26w group and the 27-29w group had lower values of MDI and PDI,  for those that had grade I/II  intra-ventricular haemorrhage. This difference is not seen in the 30-32w category, where PDI and MDI scores were similar for infants with grade I and II compared to those with no IVH.

Gestation (w)       24-26                            27-29                         30-32       

	
	IVH1/2
	No IVH
	IVH1/2
	No IVH
	IVH1/2
	No IVH

	PDI
	76
	86
	87
	96
	100
	98

	MDI
	78
	87
	93
	98
	95
	98

	No. of infants
	11
	29
	19
	116
	13
	115


Conclusion:

These results show that the more immature  central nervous system is more vulnerable to effects of intraventricular haemorrhage. The practical significance of these findings are that even grade I and II haemorrhage will have to be considered when predicting neurodevelopmental prognosis for the more preterm infant. 
Clinical and laboratory tools for assessment of superior vena cava blood flow in Very Low Birth Weight Infants – pilot study

J Miletin, G Dempsey 

Neonatal Unit, Coombe Women’s Hospital, Dolphin’s Barn, Dublin 8, Ireland

Aims: To determine the relationship between capillary refill time (CRT) measured  in three different locations, lactate values and urine output measurements for assessment of  upper body blood flow (superior vena cava flow) in the first 24 hours in very low birth weight (VLBW) infants.

Methods: A prospective observational cohort study. Neonates with birth weight less than 1500g were eligible for enrollment. Newborns with congenital heart disease (excluding patent ductus arteriosus) or major congenital malformations were excluded. CRT was obtained in the first 24 hours of life by standardized method, mean blood pressure(MBP) values, lactate value and urine output measurement were also recorded and followed by immediate echocardiographic evaluation of superior vena cava flow. The primary endpoint was correlation (Pearson correlation coefficient) between CRT in three locations (forehead, sternum and big toe), lactate, urine output and superior vena cava flow.

Results: Between November 2006 and February 2007 15 VLBW neonates were enrolled following parental consent. One patient was excluded after echocardiography revealed a perimembranous VSD. Mean (SD) birth weight was 1.08 (±0.31)kg, mean (SD) gestational age 27.4(±2.50)weeks,  mean (SD) age at study 19.93 (±4.29hours), mean (SD) forehead CRT 2.74 (±0.97) sec., mean sternum CRT 2.96 (±1.12)sec, mean big toe CRT 3.39 (±1.54)sec, mean( SD) lactate level was 3.28 mmol/l (±1.89), mean (SD) urine output 2.88 (±1.80) ml/kg/hour , mean (SD) MBP was 38.31 (SD±11.1) and  mean (SD) SVC flow was  57.08(±33.98)ml/kg/min.  Pearson correlation coefficient between SVC flow and forehead CRT was r=0.377 (p=0.184; 95% CI -0.19 to 0.76), between SVC flow and sternal CRT was r=0.193 (p=0.508; 95% CI -0.38 to 0.66) and  between SVC flow and big toe CRT was r=-0.042  (p=0.887; 95% CI -0.56 to 0.50). The relationship between objective measures of SVC flow was lactate r=-0.382 (p=0.1983; 95% CI -0.77 to 0.21), urine output  r=0.422 (p=0.133; 95% CI -0.14 to 0.78) and mean blood pressure r=0.309 (p=0.3047; 95% CI -0.29 to 0.73).

Conclusion: There was a tendency for correlation between urine output and upper body blood flow (superior vena cava measurements) whilst lactate levels seemed to be negatively correlated with SVC flow. Capillary refill time measured was poorly correlated with SVC flow in all three locations.
FOLLOW UP ASSESSMENT OF CHILDREN BORN SMALL FOR GESTATIONAL AGE AT THE COOMBE WOMEN’S HOSPITAL (1999-2001) 
S O’Connell1,2,3, E O’Mullane1,2,3, EF Roche1,2, M Sheridan-Pereira2,3, HMCV Hoey1,2
The National Children’s Hospital Tallaght1, Department of Paediatrics, Trinity College Dublin2 and Coombe Women’s Hospital Dublin3
Introduction: Children born small for gestational age (SGA) (Birth weight ≤ - 2SDS) have increased risk of health problems in later life including cardiovascular disease, hypertension and non-insulin dependent diabetes. Metabolic syndrome (type 2 diabetes, hypertension, dyslipidaemia and obesity) occurs more frequently among adults born with a low birth weight especially in those with rapid weight gain during infancy. Approximately 10% of children born SGA will remain short (≤ - 2SDS) throughout childhood and into adult life.It is now recommended that children born SGA should have length, weight and head circumference measured every 3 months in the first year, and every 6 months thereafter. Those who remain short at 2 years should be identified and further treated.

Aims: To assess children born SGA at a large Dublin maternity hospital in terms of height, weight and development. To identify children with failure of catch up growth, and those who are overweight and at risk of the metabolic syndrome.

Methods: During the period July 1999-June 2001, 14,726 live births were recorded at the Coombe Women’s Hospital. Mothers of children born SGA (n=306), gestation ≥ 28 weeks, aged 4-6 years, were written to and asked for clinical information and invited to bring their child for growth measurements and clinical assessment. Auxological data were compared to those of the normal Irish population. 18 patients were excluded due to a complicated medical history, including one sudden infant death.

Results: Of the mothers written to, 175 were Irish, 19 of EU origin, 29 of non-EU origin and in 80 information on nationality was unavailable. Of the 67 patients who responded, all were Irish except for one non-EU patient. Assessment was performed on 58 patients. Children born SGA were shorter (mean height -0.8SDS) and lighter (mean weight -0.9SDS) when compared to the general population. Severe short stature (SDS < -2.5), previously unidentified, was detected in 2 children (both fulfill the Growth Hormone treatment criteria). Only one child was overweight (BMI = 20.4). 

Conclusions: Children born SGA are shorter and considerably lighter compared to the overall general population. Close follow-up of children born SGA is recommended in order to identify those at risk of future health problems. Follow up of children of ethnic minority groups needs special attention. 
N-TERMINAL PRO-B-TYPE NATRIURETIC PEPTIDE: AN ACUTE PHASE REACTANT?

I Farombi-Oghuvbu1, JD Corcoran1, H Guerin 2,P Mayne2, T Matthews 1
Department of Neonatal Paediatrics1, Department of Clinical Biochemistry2

Rotunda Hospital, Parnell Street, Dublin 1

Aims: B type natriuretic peptide (BNP) is a known marker for ventricular dysfunction. It is secreted as preprohormone, Pro-B-type natriuretic peptide (ProBNP) which is cleaved into BNP and an inactive fragment, N-terminal pro-B-type natriuretic peptide (NT-proBNP) The objective of this study was to evaluate the usefulness of NT-proBNP in preterm infants and examining factors which could affect the serum levels in this patient population.

Methods: Preterm infants, born at <34 weeks gestation (GA) and < 2kgs in birth weight (wt), were prospectively enrolled within the first 6-12 hours of life. Median GA 30 (range 25-33), median BW 1220gms (range 550-1950gms). NT-proBNP levels were measured on days 1, 3, 5 and 10 of life along with simultaneous echocardiography for presence of PDA and assessment of left ventricular function. 

Results: Thirty-two infants were enrolled. The general trend in NT-proBNP levels was that of a decline from day 1 to day 10 of life except in infants with significant patent ductus arteriosus (PDA) or sepsis. Based on these two confounding factors infants were divided as follows: 9 ‘well’ infants, 11 infants with blood culture proven sepsis at or around day 10 of life, 1 infant with congenital sepsis and 11 infants with significant PDA. Because of the known relationship between PDA and BNP levels, these infants were removed from the analysis, as was the infant with congenital sepsis, and we compared the septic versus non septic groups (‘well’ infants).

There was a significant difference in day 10 values of NT-proBNP levels between those who had sepsis (median: 1603pg/mL; range: 913-13266pg/mL) and the ‘well’ infants (median: 533pg/mL; range: 299-2075pg/mL; p< 0.01 Mann Whitney test).  There was also a significant difference (Mann Whitney test p< 0.01) in the change in NT-proBNP levels between day 5 and day10.  There was no significant difference in the left ventricular shortening fraction between the groups.

Conclusion: NT-proBNP levels are elevated in preterm infants with sepsis in the absence of significant PDA or reduced left ventricular function. The level was notably high on the day of bacteraemia. NT-proBNP values appear to be a significant predictor of late onset sepsis in the neonatal population.    
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AUDIT OF INFANTS PRESENTING FOR THE SIX-WEEK CHECK TO THE PAEDIATRIC OUTPATIENT CLINIC OF THE COOMBE WOMEN’S HOSPITAL

F. Magee, M. Lavelle, E. Dempsey, M. J. White

Department of Neonatology, Coombe Women’s Hospital, Dolphin’s Barn, Dublin 8
INTRODUCTION

All infants should be examined by a doctor at approximately six weeks of age. The paediatric clinic provides specific six week checks for infants if deemed necessary within the newborn period. Many infants receive checks with their G.P. Infants may otherwise present to the paediatric clinic by a number of means, including self-referral.  

 AIM

To examine the profiles of infants attending the Baby Clinic at the Coombe Women’s Hospital for the six-week check, including the frequency of inappropriate referrals, the source of these referrals and the demographics of these particular patients with a view to improving appropriate reviews. 

METHOD

Detailed anonymous questionnaires were distributed to and completed by mothers attending the paediatric clinic with their infants for a six-week check, over a two-month period. Details included birth history, infant details, maternal details, demographics, and the source of referral and whether mother had combined antenatal care (CANC) with their GP.

RESULTS 
43 questionnaires collected. 24 were referred by neonatal staff in the hospital: 13 by doctors on the postnatal ward (PNW); 7 referred by nurses on the PNW; 3 referred by doctors in the Baby Clinic. The remaining 19 were referred by sources other than the neonatal staff. These included: 6 self-referrals; 3 GP referrals; 1 referred by a public health nurse; 5 received unexpected texts with appointments; 2 received unexpected letters with appointments. 3 did not specify their source of referral. Of the self-referrals: 5 out of 6 had CANC (compared with 30 out of 43); 4 out of 6 were primips (compared with 19 out of 43).

CONCLUSION

There are a large number of infants presenting inappropriately to the paediatric clinic. A significant proportion of these referrals could be more appropriately seen by the general practitioner and measures should be taken to encourage mothers to bring their infants to their GP within the immediate newborn period, in order to establish early links with their primary care team. 
Pro-B-Type Natriuretic Peptide as a Marker of Ductal Significance and a Predictor of Mortality in Preterm Neonates

Afif F EL-Khuffash, Michele Amoruso,  Mary Culliton, Eleanor Molloy. 

National Maternity Hospital. 

Objective

The diagnosis of a significant patent ductus arteiosus (sPDA) is often difficult. Plasma B-type natriuretic peptide (BNP) measurement has been reported to be a helpful aid. No data exists on the applicability of its by-product N-terminal Pro B-type natriuretic peptide (NTpBNP) in the diagnosis of sPDA. We hypothesise that NTpBNP may be useful in the management of preterm infants with sPDA. The aim of our study was to investigate the usefulness of NTpBNP as a marker of sPDS and treatment success.

Methods

33 infants ranging from 24 to 31 weeks gestation underwent echocardiographic examinations for a PDA on days 1 and 3. Infants with sPDA were treated with ibuprofen and follow up echo was performed to confirm ductal closure. Controls had a further echo on day 7. NTpBNP levels were measured simultaneously and analysed using the Elecsys 2010 analyzer (Roche Diagnostics).   

Results 

99 echocardiographic examinations coupled with NTpBNP determinations were performed. Day 1 NTpBNP values ranged from 189 to 8277 pmol/L with a mean (SD) of 2029 (+/- 1741). Day 3 concentrations in the sPDA group (n = 14) were significantly higher than in the control group (n = 19) (15,139 +/- 10,761 vs 2,096 +/- 2,311). All the infants in the sPDA group were successfully treated and their NTpBNP levels concurrently decreased. Furthermore, NTpBNP levels correlated significantly with ductal diameter (r = 0.59), LA:Ao ratio (r = 0.45), and a rising LVO (r = 0.42). At a level of 5,000 pmol/L, NTpBNP had a sensitivity of 93% and a specificity of 84% for sPDA (Table 1). In addition, a level of 10,000pmol/L carried a 57% mortality risk in the first week of life. 

Conclusion

In preterm infants, NTpBNP is a useful marker of ductal significance as it correlated well with echocardiographic markers of sPDS. It is also valuable in monitoring treatment response. In addition, NTpBNP measurements may be used as a prognostic marker in preterm neonates.

Table 1

	NTpBNP
	Cut off of 5000 pmol/L
	Cut off of 9000 pmol/L

	Sensitivity
	93%
	57%

	Specificity
	84%
	100%

	PPV
	81%
	100%

	NPV
	94%
	76%


Table 1: Sensitivity, specificity, positive and negative predictive values of NTpBNP levels for the presence of a significant PDA on day three at two cut off points; PPV: positive predictive value; NPV: negative predictive value.

HOSPITALIZATION RATES OF EX PRETERM INFANTS WITH CLINICAL BRONCHIOLITIS 

Etokhana K, O’Rourke M., Fitzgerald M., Ryan C. A. Department of Paediatrics & Child Health, Cork University Hospital, Quality Control Unit, Cork University Hospital.

Background      Bronchiolitis is the most common cause of lower respiratory tract infection in infants especially among preterm infants. In a previous study (1997-2001)* we observed a hospitalization rate with bronchiolitis of 20% for premature babies ≤ 32 weeks. In the present study we looked at hospitalization rates in a new cohort (2001-2005).We also determined the seasonal variation of admission and associated morbidity or mortality. 

Method       This was a retrospective study. Preterm babies born at 32 weeks or less between the months of July 2001 and December 2004 admitted to the neonatal intensive care unit were obtained from the admission register. A postal questionnaire was sent to the parents/guardians of 216 babies. Non-responders were contacted by phone, following failure to contact by phone or post, admission records were checked for the period July 2001 to March 2005 and information on admission for non-responders for bronchiolitis was taken from their hospital record.

Result           Response rate to the questionnaire was 75% (216 babies).More than a third of these babies (59/162: 36.2%) were admitted with clinical bronchiolitis. Half of the admissions (45/84:53%) were discharged within 48hrs.36.2% were admitted with clinical bronchiolitis compared to 20% in the previous 5years.The winter months had the highest rate of admission (November-March accounted for 62% of admissions).There were no deaths, PICU admission ventilated infant in this cohort.

Conclusion     The number of preterm admitted with bronchiolitis has increased from 20% to 36%. More than 50% of admissions were discharged within 48hrs.  
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CANDIDIASIS IN A TERTIARY NICU – Prophylaxis or not

P. Glavin, C. McDonnell, E. Dempsey.

Background:

Controversy exists surrounding the need for prophylactic antifungals in VLBW neonates.  Documented risk factors include multiple courses of antibiotics, central lines, a 5-min Apgar score < 5, total parenteral nutrition, prolonged ventilation (>7 days) or use of postnatal steroid. However, which variables predispose VLBW neonates most to Candida remains unclear.
Objectives:

To assess incidence of Candida colonisation and blood borne infection in VLBW infants in a tertiary NICU.  To identify whether any of the documented risk factors contribute to Candida infection in this population.

Methods:

A retrospective audit of very low birth weight infants admitted to the Neonatal Intensive Care unit of Coombe Women’s Hospital, Dublin was carried out from May 2004- Mar 2006.  All live neonates born<32weeks gestation weighing < 1500g at birth were included.  Those with Candida infection (colonisation or blood borne infection) were identified using laboratory records and confirmed on patient chart review.  Statistical analysis was carried out using the STATA software package (Statacorp 2003) and included unpaired t-tests for population means and logistic regression including odds ratios supported by a multivariate regression analysis to identify risk factors for infection.

Results:

One hundred and forty seven eligible neonates were reviewed with chart information available on one hundred and thirty nine cases.  This cohort comprised 111 controls and 28 cases with Candida of which 5 had blood borne infection. Mean birth weight of the cohort (n=139) was 953g [range 350 – 1480g], Controls 982g vs. Cases 840g (p=0.02).  Mean gestational age of the cohort was 27+4 days [range 22+2 – 31+6days], Controls 27+5/40 vs. Cases 27+2/40 (p=0.32).  The incidence of candida colonisation was 20.1% while the incidence of blood-borne infection was 3.6%. The case fatality rate for blood borne infection was 3/5 ie. 60%.  

Logistic regression of the named risk factors for candida colonisation identified positive odds ratios for multiple antibiotic courses (OR 26.8, p=0.009) and prolonged ventilation (OR4.8, p=0.014).  Multivariate regression analysis of the cohort supported the association for multiple antibiotics (p<0.0001) and prolonged ventilation (p=0.002).  Sub-analysis for blood borne Candida infection also identified multiple antibiotic courses p=0.004 as an important risk factor. 

Conclusion:

There is a significant increased risk of Candida colonisation and infection in VLBW infants requiring multiple antibiotic courses or prolonged ventilation.  These findings support a role for Candida prophylaxis in specific groups of very low birth weight infants.

EVALUATING THE QUANTUM OF WORK EXPENDED IN THE CARE OF THE NORMAL NEWBORN IN A MATERNITY SETTING

G Stevensa and J Murphyb

Medical Studenta, RCSI, Consultant Neonatologistb,Department of Neonatal Medicine, National Maternity Hospital, Dublin, Ireland

Aim  This study was evaluated healthy term infants to determine the range of procedures performed and the time required to administer such procedures. The study gives an insight into the quantum of care provided for the healthy newborn infant and the time required for such care.  Such data would be helpful in calculating efficient and effective staffing requirements for healthy newborns in maternity settings.  Also, the results would indicate areas where procedures should be reviewed in order to optimize the methods so that the time is reduced.
Methods The length of the procedures were measured using a digital stopwatch to manually monitor each case.  The sample size included a minimum of 10 healthy newborns per procedure.  The recorded times were then compiled and the patients were evaluated as normal healthy infants to provide for comparable data.  The median times were then calculated from the data.

Results  Our findings demonstrated that certain procedures in the neonatal division are particularly time consuming.  These procedures included: bathing, bathing demonstration and the administration of the Guthrie test.  In particular, it was evident that the length and duration required to administer the Guthrie test may expose the baby to undo pain.  The median time in minutes for the following procedures were: admissions 21 min 54 sec, newborn bath 11 min 29 sec, breastfeeding demonstration 18 min 05 sec, Vitamin K administration 9 min 42 sec, parent craft class 47 min 16 sec, BCG administration 3 min 03 sec, 2 day baby check up 6 min 47 sec, discharge 33 min 27 sec, 5 day PKU test 11 min 33 sec.

Conclusion  The overall impression this study afforded is that the care of the healthy newborn infant is time consuming for the nursing and medical staff.  While certain tasks such as bathing and bathing demonstrations, the Guthrie test (heel prick test) and patient discharge are necessary, a greater sense of awareness of how time consuming they can be would help to find measures to reduce the amount of time and money they cost the hospital.  The findings in this study represent what is happening in practical terms in our maternity unit and would likely reflect what takes place in other units in the country.  We feel that our results would be helpful in delivering care in a more speedy, optimal and cost-effective manner to healthy newborn infants. 
NEONATAL JAUNDICE SECONDAY TO MATERNAL CRIGLER-NAJAR SYNDROME TYPE I: A CASE REPORT

P. Moriarty, M. Illingworth, S. Craig

Regional Neonatal Intensive Care Unit, Royal Jubilee Maternity Hospital,grosvenor Rd., Belfast, NI

Case Presentation: We present the case of baby DF, born at 37+3 weeks gestation to a 22 year old with Crigler-Najjar Syndrome Type 1 (CNS1). This mother has had 3 auxiliary liver transplants and was advised on a phototherapy regime of 16 hours/ day during pregnancy. She was jaundiced throughout pregnancy, with serum bilirubin levels ranging from 360 to 510 nmol/l. DF had a cord bilirubin of 410 nmol/l. He was treated with exchange transfusion and intensive phototherapy, and bilirubin levels fell.  His subsequent course was complicated by conjugated hyperbilirubinaemia. He also had mild RDS, requiring some respiratory support until day 6 of life. Audiology assessment carried out prior to discharge was normal. DF was reviewed at age 6 weeks and there were some concerns at this stage regarding asymmetry of tone, but subsequent reviews have revealed a normal neurodevelopmental status. An MRI scan carried out at 7 weeks of age has been reported as normal. 

Discussion: There are only three cases of infants born to mothers with CNS1 known or reported in the literature. Outcomes have varied. The cases are discussed along with the pathophysiology of CNS1 and the spectrum of neurological damage associated with hyperbilirubinaemia. With the use of phototherapy, the long-term sequelae of bilirubin-induced neurological damage are now rarely seen in clinical practice. Often neurological damage occurs in a setting where jaundice is one of a number of potential aetiological factors.  It has been difficult to define a ‘safe’ serum bilirubin, or the influence of other protective or risk factors on the potential for neurological damage. Also, the use of MRI to assess damage and predict outcome is a relatively recent development with little evidence available regarding its specificity or sensitivity in this area. This case is of interest because it will provide an opportunity to look prospectively at the correlation between AF’s exposure to hyperbilirubinaemia, his clinical findings and MRI result.

AUDIT ON ADVERSE INCIDENT REPORTING

Dr. YS Low, Dr. E Salazar, L Eccles, E Madden, Dr. R Roberts

Objective: To assess the completeness of adverse clinical incident reporting at the 
Maternity Unit, Ulster Hospital Dundonald (UHD)

Design: Retrospective chart audit

Population: First 50 women delivered in the month of June 2006 

Methods: Maternal and neonatal medical notes, and adverse events reports (IR – 
Form) were scrutinized. Only maternal and fetal/neonatal adverse clinical events
 were assessed. The Trust policy on Near Miss and Incident Reporting 2002 was 
used as the standard. A survey questionnaire to determine the level of awareness of 
the Trust policy and the motivation of staff to report the events was used.

Results: Three adverse events were reported during the study period. But in actual 
fact there were eleven adverse events that occurred. Only 56% of the staff members 

were familiar with the Trust policy, but  82% were motivated to report any adverse 
incident they were aware of.
Conclusion: About one in five women delivered in this unit experience an adverse 
incident as defined by the Trust standard. There is clearly underreporting of cases
 (27.27% ) though motivation to report appears good. 

THE HUMAN MILK BANK – CROSS BORDER CO-OPERATION

LOOKING AFTER THE IRISH PREMATURE BABY

A MCCREA, SPERRIN LAKELAND TRUST, HUMAN MILK BANK, UNIT 2

MILL STREET, IRVINESTOWN, CO FERMANAGH

The Human Milk Bank is based close to the border, in Irvinestown, Northern Ireland.  The bank issues milk to Neo-Natal Units and Infant Surgical Units throughout Ireland.  Thus helping to reduce the risks of Neo-Natal Necrotising Enterocolitis, Septicaemia and Pneumonia.

Through the links throughout Ireland that have been forged, the bank has been able to issue more milk than any other milk bank in the United Kingdom. As illustrated by the graph below.

	VOLUME OF MILK COLLECTED BY MILK BANKS (LITRES)

	
	2000
	2001
	2002
	2003
	2004
	2005

	Birmingham (Womens)
	432
	418
	724
	427
	274
	500

	Cambridge (Rosie)
	-
	-
	-
	-
	81
	250

	Chester (Countess of)
	Not open as a milk bank
	250
	420
	400

	Chertsy (St Peter’s)
	44
	25
	41
	25
	52
	44

	Gillingham (Medway M’time)
	35
	28
	40
	31
	20
	41

	Glasgow (Queen Mother’s)
	171
	158
	178
	177
	113
	144

	Huddersfield (Royal Infirmary)
	105
	125
	187
	131
	135
	109

	Irvinestown (Sperrin Lakeland)
	73
	168
	396
	739
	868
	897

	Kingston
	91
	103
	107
	95
	21
	66

	London (King’s College)
	68
	42
	63
	113
	126
	142

	London (Queen Charlotte’s)
	216
	296
	323
	557
	437
	458

	London (St George’s)
	55
	89
	43
	98
	117
	73

	London (Guys & St Thomas’)
	Not open as a milk bank
	15
	190

	Orpington (Princess Royal)
	77
	157
	125
	90
	216
	160

	Oxford (John Radcliffe)
	369
	347
	253
	410
	407
	415

	Southampton (Princess Anne)
	428
	524
	580
	513
	516
	600

	Wirral
	Not open
	27
	120
	330
	379

	TOTAL
	2164
	2480
	3087
	3776
	4148
	4868


In 2006. 842 litres of milk was issued, from a total of 177 donors from Cork to Carrickfergus providing donated human milk to a total of 480 babies including 63 sets of twins.  Neo-Natal Units from around Ireland contact the bank when babies who have died, during extreme prematurity or chromosonal abnormalities.  Mothers donate their milk to the bank for use in other hospitals. The milk bank regularly audits its work.  It runs on Guidelines laid down by the United Kingdom Association of Milk Banks (UKAMB).  It is possible to track milk from the mother that donated the milk, to the babies that received the milk. Quality control of milk entering the bank has been improved from a micrological point of view by changing the cleaning criteria for breast connection kits, thus saving time and effort.  The milk bank would welcome the opportunity to present, to keep the volumes of donated milk high in order to maintain the level of service that is required. 

AN AUDIT TO ASSESS THE VARIATIONS IN THE BILIMETER READING AND SERUM BILIRUBIN IN NEONATES OF DIFFERENT ETHNIC BACKGROUNDS/SKIN COLOUR.

Ranjana Dhar, Tom Clarke, Dept of Neonatology, Rotunda Hospital , Dublin.Ireland.

Introduction:

Neonatal jaundice (> 85 micromol/l) occurs in 60- 70% of term newborn and almost all preterm infants. In addition 6% of newborns may develop hyperbilirubinemia (>220 micromol/l) which can potentially cause bilirubin encephalopathy or kernicterus. Therefore reliable measurement and follow up remains a clinical imperative.

 Aim:
To determine the accuracy of the bilimeter to measure jaundice in infants of different ethnic background/skin colour by comparing bilimeter readings with corresponding serum bilirubin.

Methods: 

The study group consisted of term/near term infants screened for neonatal  jaundice in the postnatal wards and outpatient clinic of the Rotunda Hospital, Dublin. The study population consisted of African ,Caucasian and Asians neonates with 17 infants in each group (as per statistical power calculation).  Age at time of reading ranged from 1 to 10 days and gestation ranging from 36wks 3days to 41wks 5days. Readings were taken from each infant using sternum as the contact point. A venous sample was taken contemporaneously with the transcutaneous measurement. Serum bilirubin was done at bilimeter readings of 200 and above. In case of bilimeter readings between 180 -200 serum bilirubin was done at the discretion of the examining senior house officer. Statistical analysis by SPSS for Windows version 11.

Results: 

Preliminary data suggests that there is less difference between bilimeter and serum bilirubin values in the African infants as compared to Caucasians or light skinned infants.

Conclusion:

 Although there is  variation in the difference between bilimeter and serum bilirubin levels of different ethnic groups, the bilimeter is still the best initial screening tool to assess jaundice in a non invasive manner.

MANAGEMENT OF PREGNANCIES COMPLICATED BY HIV INFECTION IN NORTHERN IRELAND

Presenting Author

W.A.S. Ahmed

Co Authors

S. Ng , S. Quah and S. Tharma

Royal Maternity Hospital and department of genito-urinary medicine, Royal Victoria Hospital, Grosvenor Road, Belfast – Northern Ireland

Aims:

To review the pregnancies complicated by HIV infection in Northern Ireland over the last 5 years and to assess the adherence to the RCOG guidelines in the management of these pregnancies

Design:

Retrospective analysis of maternal notes.

Settings:

Royal Victoria Hospital, Northern Ireland, 2001 to 2006

Results:

Twenty-two pregnant women were identified to have HIV during pregnancy; six of whom were known HIV positive while the rest (16) were discovered during antenatal screening. Most women were managed by multidisciplinary team including obstetricians, paediatricians and genito-urinary medicine specialists, reported to the national study of HIV in pregnancy and childhood (NSHPC) in the RCOG and had screening for genital infection at 12 and 28 weeks of gestation. Seventy one percent of women started Anti-Retroviral Therapy (ART) between 28 and 32 weeks and the mean gestational age at delivery was 38 weeks which in 78% was by Caesarean Section (CS).

Of those delivered by CS, 90.9% had Ziduvodine infusion before delivery and checking plasma viral load is becoming established practice.

The neonatal weight ranged between 1822 and 4370 grams with a mean of 3248 grams. Babies received appropriate anti-retroviral medications for four to six weeks post delivery. No mothers were known to have breast-fed.

Conclusion:

Management of HIV-complicated pregnancies appears to be in accordance with the RCOG guidelines; late booking and/or presentation in labour were the reasons for non-adherence to these guidelines. This management strategy is successful in preventing mother-to-baby transmission of disease.

ROUTINE ULTRASOUND DIAGNOSIS OF FETAL CONGENITAL ANOMALIES IN AN IRISH SETTING.

Hassan T, Higgins S, Bayo A, Sikafi D , Barkey W ,Daly B
Our Lady Of Lourdes’ Hospital, Drogheda

INTRODUCTION: Major congenital anomalies occur in 3% of all newborn. Wide variation exists worldwide in detecting fetal anomalies during antenatal period. The data is scarse when the detecton rates are outside university setting. Congenital anomalies are fast becoming the most important cause of perinatal mortality . It is the 2nd cause of infant morbidity after prematurity. Prenatal detection is associated with numerous benefits of which informed parents are prepared for problemsto come, appropriate delivery sites can be arranged, antenatal diagnosis can reduce the number of postnatal investigations and can avoid a late clinical presentation.

AIMS:  . The aim of this study was to determine how well we are performing as a non-university hospital in routine detection of congenital anomalies antenatally and compare it with the detection rates internationally.

SUBJECTS AND METHODS: Retrospective study. Case notes and ultrasound register of congenital anomalies were analysed for the year Jan – Dec 2006. The information received was correlated with the admission book in NICU to detect the neonatal  admissions with congenital anomalies which were not diagnosed antenatally during the period Jan – Dec 2006.

RESULTS: Of the 3834 pregnant women who were at a normal risk of congenital anomalies and delivering at OLOL Drogheda, 38 were diagnosed with major and minor congenital anomalies which constitute a 1% detection rate antenatally. Of these detected antenatally 36 has their diagnosis confirmed at delivery.

These cases include abnormalities affecting 

Genitourinary tract = 12

Craniofacial = 6

Cystic hygroma = 4

Anencephaly = 2

Facial tumour = 1

Placental abnormality = 1

Isolated cleft lip and palate = 1

Sacrococcygeal terratoma= 1

Gastoshsiesis = 2

Diagphragmetic hernia = 1

Cardiovascular = 2

Skeletal = 2

Soft tissue markers for aneuploidy = 3 

 However there were 14 admissions to NICU with major and minor anomalies, which were not picked up antenatally.These constitute spina bifida, soft tissue markers for Down’s and Trisomy 18, cleft lip and palate, Talipes and cardiac defects,

CONCLUSIONS: Our rate of detection of fetal anomalies is satisfactory for most organ system but poor for cardiac , skeletal and soft tissue markers for chromosomal abnormalities.Our current scan policy donot offer routine screening and the above data was collected as a result of detection of such cases either on routine booking or referral following other obstetric indications. Prenatal detection rate of congenital anomalies can varies between registry of European countries and this variation may be described due to cultural and policy differences.

Invasive Blood Pressure Measurement Does Not Correlate with Left Ventricular Output or Regional Blood Flow in Preterm Neonates 

Afif EL-Khuffash1, Kevin Walsh2, Eleanor Molloy1
1National Maternity Hospital, Dublin, 2Our Lady’s Hospital for Sick Children, Dublin 

Introduction: Blood pressure (BP) in preterm infants is assumed by many clinicians to represent systemic blood flow or left ventricular output (LVO). The rationale for vasopressor support in these babies is based on this erroneous assumption. Literature suggests that LVO does not correlate with BP in the first day of life, and recently, it was shown that BP does not correlate with Superior Vena cava flow representing upper body circulation. 

Aim: We aim to assess the relationship between BP and regional lower body circulation by correlating BP with celiac artery blood flow (CAF). We hypothesise that BP does not correlate with CAF and is therefore not a reliable indicator of systemic blood flow. 

Methods: 30 infants with a median age of 27.4 weeks (range 23.8-31.1) and a mean birth weight of 1014g (range 610-1500) had a total of 60 echocardiographic examinations at 12 hours and 48 hours of age. Simultaneous measurements of LVO, right ventricular output (RVO), CAF and invasive BP were taken. Systemic vascular resistance was also calculated. The presence of a significant patent ductus arteriosus (PDA) was noted on both scan periods.    

Results: Although RVO correlated with BP at the 12 hour scan, there was no correlation between BP and LVO, CAF, or RVO at 48 hours (Table 1). There was a very strong negative correlation between CAF and systemic vascular resistance. (r=0.90, p < 0.0001). CAF correlated well with LVO in the absence of a significant PDA. (r=0.55, p < 0.0001). At 48 hours, a significant PDA was associated with a significantly higher LVO and a lower CAF (p=0.003 and < 0.0001 respectively).  

Conclusion: BP is not a reliable measure of regional blood flow and the use of inotropes should not be based on blood pressure readings alone. Echocardiography may more accurately measure haemodynamic parameters in preterm neonates.   Celiac artery blood flow is mainly determined by peripheral vascular resistance and LVO. The presence of a significant PDA compromises celiac artery blood flow. However CAF may give a more accurate assessment of regional lower body circulation than BP alone.

Table 1

	
	Value Day 1
	MBP Correlation Day 1

   r                 p
	Value Day 3 
	MBP Correlation Day 3

    r                 p

	LVO
	144 (54-291)
	 0.19               0.34
	208 (81-406)
	 - 0.6                0.76

	RVO
	160 (42-130)
	 0.49               0.01*
	244 (97-517)
	 -0.14               0.50

	CAF
	25 (4-63)
	 0.13               0.51
	22 (4-75)
	  0.12               0.58


Correlation between MBP and LVO, RVO, and CAF at 12 hours of age and day 3. Values are expressed as median (range). All units are mLs/kg/min. MBP: mean blood pressure; LVO: left ventricular output; RVO: right ventricular output; CAF: celiac artery flow.  

RISK FACTORS AND SHORT TERM NEONATAL OUTCOME FOR SHOULDER DYSTOCIA
Khalifeh A, Molloy EJ., National Maternity Hospital, Holles Street, Dublin.

Objective

The purpose of this study is to review the risk factors including the impact of ethnic background on the incidence and short-term neonatal outcomes of shoulder dystocia in a tertiary-level maternity hospital.

Study Design

We retrospectively studied women with shoulder dystocia during delivery in 2006. Preconceptual, antepartum and intrapartum risk factors were reviewed to evaluate possible new predictors of shoulder dystocia. Perinatal morbidity was followed up in this cohort including brachial plexus injury, perinatal asphyxia and cerebral dysfunction.

Results

There were 50 shoulder dystocias. 8 (16%) of the shoulder dystocias occurred in         non-Irish born women in comparison to 20% non-Irish born full term patients. 

Macrosomia (Birth weight > 4000g) remains the commonest single risk factor, occurring in 36 (72%) of all cases. 11 cases (22%) had Erb’s palsy that resolved by 6 weeks of age. Three infants had significant neonatal asphyxia and/or cerebral dysfunction. However despite extensive neurological investigation their neurodevelopmental examinations at 6 weeks were normal.

Conclusion:

The ethnic diversity in our institution had no impact on shoulder dystocia prediction. Macrosomia remained the commonest risk factor while brachial plexus injury was the commonest perinatal morbidity. However all affected neonates had normal outcomes at 6 weeks.

IMPROVING OUTCOMES AT EXTREME PREMATURITY IN NORTHERN IRELAND: A TEN-YEAR COMPARATIVE STUDY OF INFANTS BORN AT 22 – 25+ 6 WEEKS GESTATION.

J W Davis1, R Tubman1, E McCall2, A Bell3, S Craig1.

1. Regional Neonatal Unit, Royal Maternity Hospital, Belfast., 2. NICORE, Dept of Child Health, Queens University of Belfast., 3. CEMACH, Health Promotion Agency, Belfast.

Aims: 

To provide relevant and contemporary data on the morbidity and survival of extremely preterm infants and to determine any changes over a ten year period.

Methods:

Anonymous data on infants born at 22 – 25 6 weeks gestation was collected retrospectively from the Confidential Enquiry into Maternal and Child Health, the NICORE (Neonatal Intensive Care Outcome Research and Evaluation) dataset and delivery suite records in all maternity units. This data was subsequently compared to regional data, which was collected prospectively in 1995 for the EPICure Study.1
Results:

In 2005 there were 22,490 births of which 96 infants were born between 22 – 25+6 weeks gestation. This compares to 24,007 total births in 1995 of which 109 were extremely premature. Significant improvements were illustrated in the 2005 data. More infants showed signs of life in 2005, 68 (70.8%) vs. 50 (45.9%) and more infants received intensive care, 43 (44.8%) vs. 30 (27.5 %).  Overall significant improvement in survival of infants born at 22 – 23+ 6 weeks gestation in 2005 was demonstrated. ((2 for Trend, p<0.01, Table 1).

Table 1. Outcome for infants at 22 – 25+ 6 weeks gestation

	
	No. of 

Births 

(n)


	No. Signs of Life n (%)
	Signs of Life, not admitted n (%)


	NICU

Death

n (%)
	Survival 

to 

discharge 

n (%)

	1995
	109
	59(54.1)
	20 (18.3)
	19 (17.4)
	11(10.1)

	2005
	96
	28 (29.2)
	25 (26)
	22 (22.9)
	21(21.9)


The total number of intensive care days for survivors was 2199 in 2005 vs. 1358 in 1995. There was no change in the number of neonatal intensive care beds between the two periods.

Conclusions: 

There is an increase in numbers of extremely preterm infants receiving intensive care and improved survival rates in 2005. The resource implication for acute management and long term follow up of survivors should be determined. The decrease in stillborn infants may reflect changes in obstetric practice or registration policies.

Reference:Costeloe K et al. The EPICure Study: Outcomes to discharge from hospital for infants born at the threshold of viability. Pediatrics 2000; 106:659-671.

NECROTISING ENTEROCOLITIS AND FEEDING PRACTICES – A MULTI-CENTRE CASE-CONTROL STUDY

S Craig1, W McGuire2 on behalf of The PINE Study investigators.

1. Regional Neonatal Unit, Royal Maternity Hospital, Belfast.

2. Centre for Newborn Care, Canberra Hospital, ACT 2606 Australia.

Background.

Most preterm infants who develop necrotising enterocolitis (NEC) have received enteral feeds. There is a paucity of evidence on which aspects of enteral feeding practices affect the risk of NEC in preterm infants.1
Aims.

We aimed to examine associations between various enteral feeding practices and the development NEC in preterm infants.

Methods.

Case-control matched pairs were identified in 10 neonatal units in Scotland, northern England and Northern Ireland without any standardisation of feeding regimes across units. Cases (n=53) were preterm infants with NEC, diagnosed using modified Bell criteria.2 Control infants (n=53) were gestational age-matched infants without NEC recruited when >34 weeks’ post-menstrual age from randomly selected NICU. Data on clinical variables and feeding regimes were extracted from clinical records retrospectively. Multi-centre research ethical approval was obtained prior to commencement of the study.

Results.

Infants were well matched for mean gestational age (cases 27.9 (SD 3.1) vs controls 28.0 (2.7) weeks) and birth weight (1114 (427) vs 1179 (478) grams). There were no significant differences in rates of pre-eclampsia (19% vs 26%), AREDFV (13% vs 9%), or maternal smoking (36% vs 36%). Rates of mechanical ventilation (89% vs 87%), surfactant replacement (77% vs 79%), or umbilical artery catheter use (47% vs 42%) were not significantly different. Significantly fewer cases received human milk (75% vs 91%: OR 0.32 (95 % CI 0.11 to 0.98). The day after birth on which enteral feeds were commenced did not differ between the groups: day 2.9 (SD 2.8) vs 2.8 (1.8). The duration of trophic feeding (<1ml/kg/h) was significantly shorter in the cases (excluding seven infants who were diagnosed while still receiving trophic feeds): mean difference (MD) = –2.9 (95% CI –4.9 to –0.9) days. Forty-two cases achieved full enteral feeds before diagnosis of NEC. These infants were fully fed, independent of parenteral nutrition, significantly earlier than their controls: MD = -4.4 (95% CI –7.3 to –1.5) days after birth. The significant differences remained when analyses were restricted to cases with stage 2/3 NEC, and when analyses were stratified by type of milk feeding (formula fed versus partial or exclusive breast milk fed).

Conclusions.

This study suggests that the timing of the introduction of enteral feeds is not associated with the development of NEC. However, a shorter period of trophic feeding with earlier establishment of full enteral feeds may be a modifiable risk factor for NEC in preterm infants. Further randomised controlled trials that assess the effect of different rates of enteral feeds advancement on the incidence of NEC (and other clinically important outcomes) are warranted.

References.

1. Berseth CL. Curr Opin Pediatr 2005;17:170-173.

2. Walsh MC, Kliegman RM. Pediatr Clin North Am 1986;33:179–201.
CEREBRAL TISSUE OXYGENATION INDEX MEASUREMENTS IN THE VERY LOW BIRTHWEIGHT INFANT- A PILOT STUDY

Moran M, White M.J, Dempsey E.

Dept of Pediatrics and Newborn Medicine, Coombe Womens Hospital, Dublin 8

Background: Cerebral tissue oxygenation can be measured at the bedside non invasively using near infrared spectroscopy. However normative data are lacking.

Aim: (i)To determine a normal reference range for cerebral tissue oxygenation (TOI) in premature infants less than 1500gm (ii) To determine changes in TOI with increasing postnatal age and correlate these with short term outcome (death or ultrasound abnormality).

Methods:
TOI was measured by spatially resolved spectroscopy (NIRO 200 Hamamatsu) in infants less than 1500gm for 2 hours a day for the first 3 days of life.  Other simultaneously acquired variables included PaO2, PaCO2, pH, mean arterial BP, heart rate, haemoglobin glucose and peripheral oxygen saturations. Cranial ultrasounds were performed within the first 3 days and again at a median of 28 days. Analysis was performed using SPSS version 13.

Interim Results:
9 patients have been enrolled to date. The mean (sd) gestation was 29+/- 1.4 weeks and the mean birth weight was 1.23+/- 0.14kg. Recordings began at a median of 16 hours and subdsequently 24 and 48 hours later. TOI for day 1 was 68.9%, day 2 was 74.2% and day 3 was 75.88%. There was a significant increase in TOI values from day 1 to day 2 and day 1 to day 3. 

Conclusions: Cerebral TOI increases over the first 3 days of life in infants less than 1500gm.This increase may reflect increased cerebral blood flow with advancing postnatal age.

Ante natal and intrapartum  management of women  with Group B haemolytic Streptococcus isolated in their urine.

Mahmood U, MAsri M, Slevin J,  O’ Connell N, Fahy U.

Mid-Western Regional Maternity Hospital, Ennis Road, Limerick

Aims:
To evaluate the incidence of GBS bacteruria in pregnancy  and to assess  antenatal and intrapartum management of women who had GBS isolated in their urine.

Methods:
Retrospective casenote review. All women attending the antenatal clinic during January to March 2006 who had GBS isolated in their urine were identified and followed up until delivery. Neonatal outcome was determined.

Results:
8.7% (112/1282) of women had GBS isolated in their urine, although only 0.7% (10/1282) had a significant colony count.  On the basis of their MSU result, 102 women were treated with oral antibiotics during the antenatal period, with almost 50% receiving more than one course of antibiotics.  During labour 76.8% (86/112) of women received prophylactic intravenous antibiotics with 61.6% (53/86) of these having treatment for at least four hours prior to delivery.  51/114 (44.7%) infants received antibiotic therapy.  9 babies had features suspicious for septicaemia and had antibiotic therapy for 5-7days. In 7/9 cases the mother had either no (n=2) or less than 4 hours (n=5) antibiotic treatment, but 2 mothers had treatment for > 4hours. 42 infants were well but their mothers had either insufficient (<4 hours)  or no  intrapartum prophylactic antibiotic treatment. All infant blood cultures were negative for GBS. 4 babies were born prematurely with one neonatal death at 25 weeks gestation.

Conclusion:
Women with GBS isolated in their urine were overtreated with 
antibiotic therapy during the antenatal period. The majority of women had appropriate intrapartum antibiotic prophylaxis but many had less than 4 hours therapy. A large proportion of babies had neonatal antibiotic therapy mainly because of no or inadequate maternal prophylactic treatment. Further education of staff regarding GBS and its management is required.
REVIEW OF CARE OF PREGNANT WOMEN WITH EPILEPSY BEFORE AND 

AFTER THE INTRODUCTION OF A REGIONAL OBSTETRIC/NEUROLOGY 

CLINIC

S. Mawhinney, B. Irwin, J. Morrow, I. Cooke, A. Hunter. Royal Jubilee Maternity 

Service, Royal Group of Hospitals, Grosvenor Road, Belfast. BT12 6BB

Introduction:


Pregnant women with epilepsy taking antiepileptic drugs (AED) risk; increasing 

seizure frequency, fetal congenital abnormality, intrauterine growth restriction and 

postpartum haemorrhage.

Aim:

To determine if standards of care improved for these patients after setting up a 

regional obstetric / neurology clinic in Northern Ireland.

Method:


A retrospective chart review against predefined minimum standards of care, before 

and after the establishment of a joint clinic.

	Results:  
	04-05 (Pre-clinic)

N = 55
	-06 (Post clinic)

N = 33

	Number of consultant teams 
	10
	3

	>1 AED during pregnancy
	6 (11%)
	3 (9%)

	AED changed
	36 (65%)
	14 (42%)

	AED stopped or dose changed
	15 (34%)
	 17 (51%)

	Folic Acid 5 mg

     Preconceptual

     Postconceptual
	11 (20%)

27 (49%)
	9 (27%)

19 (58%)

	Screening

    Fetal ECHO

    Anomaly scan

    Alpha fetoprotein

    3rd trimester growth scan
	12 (22%)

55 (100)

13 (24%)

44 (80%)
	19 (58%)

32 (97%)

5 (15%)

32 (97%)

	Review with Neurologist

    Antenatal

    Postnatal
	8 (13%)

1 (2%)
	32 (97%)

24 (73%)

	Appropriate Vitamin K 
	10 (18%)
	20 (60%)

	3rd Trimester seizure(s)
	9 (16%)
	12 (36%)

	Postnatal safety advice
	28 (51%)
	21 (64%)

	Contraceptive advice
	1 (2%)
	10 (30%)


Conclusions:


Since the establishment of the combined clinic almost all women had evidence of 

seeing a neurologist during their pregnancy. Despite this, the number of women 

having third trimester seizures increased. It is speculated that the cohort of women in 

the 2006 group contains many patients with more severe epilepsy referred for tertiary 

level care. Although standards of care are improving, further targeted input is needed 

to support: improved uptake of folic acid preconceptually, fetal ECHO screening, 

appropriate use of Vitamin K and future contraceptive advice and counselling.  

Efforts must continue to raise these standards towards 100%. 

CORD PROLAPSE:   A FIVE YEAR REVIEW
Barrett N., Ravikumar N.,  Cooley S,  Turner MJ. 

UCD School of Medicine and Medical Science,

Coombe Women’s Hospital, Dublin

Aim:  To review the clinical outcome and circumstances of intrapartum cord prolapse in the 21st century in a university teaching hospital.

Methods:  All babies delivered in the five years  2001-5, weighing 500g or more, were included. Cases were identified using the hospital  database and the clinical records were reviewed.

 Results: A total of 67 cases were identified: 40% (n=27) were delivered by forceps and 60% (n=40) by emergency caesarean section.  More than half of  were nulliparous (n=35). One tenth were cases of multiple pregnancy (n=7). 13% (n=9) were breech presentation, all of whom required emergency caesarean section. The induction rate was low (9%,n=6). There were 6 fetal deaths (9%),  but two of these deaths were  lethal fetal anomalies identified antenatally. There were four neonatal deaths. The overall anomaly rate  was 7.5% (n=5): 3 cases of diaphragmatic hernia, one case with Joubert’s syndrome and one thanatophoric dwarf. Amniotic fluid abnormalities were identified antenatally in 3 cases.  Overall, 12% of infants had Apgar scores of less than 5 at 5 minutes and required resuscitation, stabilisation and transfer to Neonatal Intensive Care Unit.

Conclusion: Intrapartum cord prolapse continues to be associated with pregnancies known to be high risk before labour, for example, known fetal anomalies, multiple pregnancy, breech presentation. It continues to be associated with a high perinatal mortality. It can also occur in unpredictable circumstances but a successful outcome can be achieved by urgent operative delivery.

 

 
ASPHYXIA IN FULL TERM INFANTS – IS IT PREVENTABLE?

B.Hayes, S.Mulvany, M.King, S Ryan, M.Geary, T. Matthews.

Neonatal Department, Rotunda Maternity Hospital, Dublin 1.

Intra-partum asphyxia (I.A) in mature infants causes 10-15% of cases of cerebral palsy. Over the last thirty years there has been a massively increased intervention rate in pregnancy and labour, with widespread ultrasound fetal assessment, almost universal adoption of continuous fetal heart rate monitoring and a more than quadrupling of the caesarean section rates from 5-25%. 

The most reliable indicator that I.A. has occurred in a term infant is the presence of an encephalopathy in the 48 hours following delivery, plus evidence of other organ damage (kidney, heart, liver, muscle). Seizure rates in term infants are reported on an annual basis by all three Dublin maternity hospitals. These figures show that the rate of seizures in the early 1980’s was 0.87/1000 live births, at a time when the caesarean section rates were 5-7%. The seizure rate has worsened to >1/1000 over the intervening years despite current caesarean section rates of 18-28%.

Aims

To determine attributable risk factors associated with the development of neonatal encephalopathy in a case/control study. Secondary aims were to assess the predictive value for neurological outcome of laboratory and neuroimaging investigations in particular MRI scanning. 

Methods

All infants admitted to the Rotunda NICU between Jan 2001 to present with neonatal encephalopathy within the first 24 hours of life were included. A clinical grade of mild, moderate or severe was assigned. (Sarnat and Sarnat). The infant born before and after each case were chosen as controls. Exclusion criteria were gestation <36wks or any congenital anomaly. Detailed maternal antenatal history, resuscitation history, neonatal clinical course laboratory and neuroradiology imaging findings were studied and correlated to outcome.

Results

To date 150 cases (95 babies with grade 1 encephalopathy; 55 babies with grade 2or 3 encephalopathy) and 296 controls have been analysed. Primagravity, nationality, APH, oligohydramnios, grade 2 or 3 meconium, maternal pyrexia in labour, mode of delivery and venous cord blood gas were significant risk factors for I.A. On logistic regression (controlling for parity, IOL & length of stage one of labour) odd ratios for assisted delivery was 3.2, emergency c-section was 8 and assisted and emergency c-section was 13.4. Of laboratory markers, raised CPK levels were the most sensitive. Abnormal ultrasound or MRI were commoner in higher clinical grades of IA and in those with abnormal outcome. MRI was a more sensitive predictor of outcome than ultrasound.

Conclusion

Most assisted deliveries \ emergency sections are preformed in an effort to prevent birth asphyxia. It is clear that by current means we are identifying babies at increased risk. However we have failed to improve outcome despite our intervention. Increased, targeted risk factor reduction may lead to a reduction in the incidence of I.A.

763 Waterbirths Later – an analysis of patients delivering underwater, 2001-2004  

B Adams, H Davidson, D Lowry, all Craigavon Area Hospital Department of Obstetrics and Gynaecology.

Objectives: The aim was to analyse information regarding mothers and babies delivering by waterbirth in a midwifery led unit within the Obstetrics department of a district general hospital.

Materials and methods: proformas were completed prospectively for every mother delivering by waterbirth between January 2001 and December 2004. Information collected included maternal and fetal complications as well as parity, age, methods of analgesia used, management of third stage and perineal trauma.

Results: The total number of births within the directorate during this time was 2037; the number of waterbirths was 763 (waterbirth rate of 37%). 2 mothers suffered a postpartum haemorrhage (only 1 required transfusion). A third degree perineal tear was diagnosed in 4 patients and a fourth degree tear in 2. No babies were identified as compromised at birth from causes attributable to waterbirth. Pethidine injections were used by only 19 patients. 

Conclusions: there is a recognised lack of evidence regarding the use of water in the second and third stages of labour. While recognising that our study is observational, we believe that it provides useful information regarding the safety of waterbirths for mother and baby. The rates of use of opioid analgesia, postpartum haemorrhage, and perineal trauma compare very favourably with documented rates for “dry land” births. Of other observational studies published, we believe this to be one of the largest and of significance to groups designing multicentre randomised controlled trials before instituting more formal policies regarding waterbirth as a safe choice for labouring mothers in other units.
IRISH NEONATAL MORTALITY STATISTICS FOR 2005

Doolan A., Gormally S., Department of Paediatrics, Our Lady of Lourdes Hospital, Drogheda

Aims:
To determine the exact cause of neonatal deaths in Ireland for 2005.

Methods:  All Paediatric and maternity Units in Ireland were contacted by post and phone, through the Faculty of Paediatrics in the College of Physicians, Ireland.  Paediatricians were requested to fill a questionnaire which dealt with data pertaining to all live-born infants who died within the first 28 days of life. Details requested included gestation, birth weight, sex, age at death, mode of death and principle cause of death.  Data was entered into an Access Database.  Each hospital and infant were given a unique ID number prior to computer entry.  Deaths were categorized into as per Wigglesworth classification into Lethal Malformation, Prematurity, Asphyxia and “Specific”.

Results:  20.5 of the centres replied giving a response rate of 93%.  The number of births in 2005 in Southern Ireland was 61,042.  The overall number of neonatal deaths for 2005 was 190. 19% had post mortem performed.  The principle causes of death were Congenital Malformations 41% (n=78), Prematurity 43% (n=81) and Asphyxia 11% (n=20).  This compares to figures of 39%, 35% and 8% for 1987 and 39%, 30% and 12% for 2001.  The overall Neonatal Mortality Rate for 2005 was 3.1/1000 compared to 2.8/1000 for 2004.  The Corrected NMR was 1.8 compared to 1.9/1000 for 2004.

Conclusions:  There is little change in the overall Neonatal Mortality or the corrected NMR rates in Ireland in the past 12 months. The number of deaths attributable to asphyxia is increasing at a steady rate of the past 2 year period which gives cause for concern.

IMPACT OF ADVANCED MATERNAL AGE ON CAESAREAN SECTION USING ROBSON CLASSIFICATION

M.A.Masri, I.Afaneh and G.Burke, Mid-Western Regional Maternity Hospital, Limerick

AIM:  Advanced maternal age is a risk factor for caesarean section (CS) and a contributor to the increase in CS rates observed internationally.  We used the Robson Ten Group Classification System to analyze CS rates in women aged 35 or more.

METHOD: A prospective study of all deliveries at Mid-Western Regional Maternity Hospital, Limerick in 2005. 

RESULTS: Of 4306 women delivered, 1197 (27.8%) were aged 35 or more.  The overall CS rate was 31.9%.  In women aged 35 or more the CS rate was 35.4%, compared with 28.8% in women under 35.  In Group 1 (nulliparous, singleton, term, cephalic in spontaneous labour), the CS rate was 15.2% in older women and 16% in younger women, while in Group 2A, (nulliparous, singleton, term, cephalic, induced) it was 50.6% and 31.5% respectively.  In singleton term cephalic nulliparous women, the CS rate before labour was 13.4% and 5.4% respectively (Group 2B), and 49.1% and 26.9% respectively overall, while induction rates were 41.0% and 41.2% respectively.  In Group 5 (previous CS, singleton, term, cephalic), the CS rate was 82.1% in older women and 73.5% in younger women.  This group contributed 16% of the total CS rate of 35.4% in older women and 8.3% of the total of 28.8% in younger women.  The size of this group was 19.5% in older women and 11.3% in younger women.  In all other groups, CS rates and contributions were similar. 

CONCLUSION: Women aged 35 or more have a higher CS rate than women under 35.  Most of the difference is due to an accumulation of previous caesareans in the older women.  Older nulliparous women had a much higher prelabour CS rate and, when induced, they had a CS rate of over 50%.  Overall, the CS rate was almost double in nulliparous women with a singleton cephalic at term.  Surprisingly, the CS rate was not increased in older nulliparous women in spontaneous labour.  With regard to the usefulness of the classification system, it appears that Robson Groups 6 to 10 are largely irrelevant for comparative purposes, while Group 5 might be usefully sub-divided into those with only one previous CS and those with two or more.   
A SURVEY OF ASSISTED REPRODUCTIVE TECHNOLOGY (ART) BIRTHS AND IMPRINTING DISORDERS
C ALLEN1, W REARDON2, R F HARRISON1, S BOWDIN3, E MAHER3

1Human Assisted Reproduction Ireland, Rotunda Hospital, Dublin. 2National Centre for Medical Genetics, Crumlin, Dublin.3 Dept of Medical and Molecular Genetics, Birmingham Women’s Hospital.

OBJECTIVES

Genomic imprinting is an epigenetic process in which allele-specific gene expression is dependent on the parental inheritance. Although only a minority of human genes are imprinted, those that have been identified have been preferentially implicated in prenatal growth and neurodevelopment. Recently several groups have reported an increased frequency of ART births in children with Beckwith-Wiedemann syndrome (BWS) and Angelman syndrome (AS), conditions caused by imprinting disorders. However the risk of imprinting disorders in ART children is unknown. 

STUDY DESIGN
We undertook a systematic questionnaire-based survey of 2492 children born after ART in 2 units in Ireland and Central England. Questionnaires were sent to all patients with successful pregnancy outcomes following IVF between 1989 and 2003. Responses were assessed by a Geneticist for phenotypic signs known to be associated with an imprinting disorder. Clinical assessment was offered where the information supported a possible syndrome phenotype. Molecular analyses of blood samples were performed when phenotypic features were confirmed by physical examination.

RESULTS

Response rate was 65% (n=1523 children). 70 children were identified as warranting clinical assessment; 47 were examined. 4 children had clinical features consistent with BWS. One child showed loss of methylation at KvDMR consistent with BWS. The 3 other children were negative for deletions, mutations, paternal mosaic disomy and the atypical molecular defects. 

One child had a number of features consistent with AS, however molecular analysis failed to detect a deletion, disomy or imprinting centre mutation in the AS region of chromosome 15. 

CONCLUSION

These observations suggest that although the relative risk of AS and BWS may be increased in children born after ART, the absolute risk of imprinting disorders is small (<0.1%). We suggest that further similar surveys should be undertaken to further refine the risks of imprinting disorders after ART. 

A 5-YEAR AUDIT OF PRENATAL REFERRALS (NATIONAL CENTRE FOR MEDICAL GENETICS), IRELAND 2001-2006

Meany M,  Dunlop,A, Genetics Department, National Centre for Medical Genetics, Our Lady’s Hospital for Sick Children, Crumlin, Dublin 12.

Aims

The National Centre for Medical Genetics is the only genetics centre in the Republic of Ireland. This retrospective audit examines what prenatal testing was being done during this period, how many women were tested, reasons for referral and number of abnormalities detected. 

Methods

A retrospective review of referrals received for prenatal testing. This data was derived from the Shire genetics database.

Results

The cohort studied totalled 1365 women that underwent prenatal testing through the National Centre of Medical Genetics. 320 of these samples were chorionic villus samples and 1045 were amniocentesis samples. This audit was based on data derived from the chromosomal and genetic database.  

We received 320 cvs samples and 1045 amniocentesis samples during this period. The total number of samples received in 2006 was up 44% compared to 2002.  The number of amniocentesis samples has remained relatively constant over the five year period, with an average of 209 samples received each year (range 201-218). The number of cvs procedures has dramatically increased by over 400%, 27samples being received in 2002 to 123 samples in 2006, with a steady increase observed each year.

 The most common referral received is for karyotyping for maternal age/anxiety, with an average of 101 samples received each year, with an average pickup of 2.5% abnormal karyotypes per annum. 

The number of referrals for abnormal ultrasound finding has steadily increased from 53 in 2002 to 86 in 2006. In 2002, 19% of these women received an abnormal result, this pickup has increased and in 2006 47% of abnormal

scan referrals were given an abnormal karyotype.

Sickle cell anaemia is now the most common prenatal (single gene) referral request, this replaced Cystic fibrosis which predominated until 2004.

Conclusion

This audit demonstrates the increasing demand for prenatal testing. Ireland’s increasingly diverse population is reflected in the type of conditions testing is requested for.  Women are opting for testing earlier in a pregnancy, we can only speculate whether this is to consider the option of termination abroad. 

Our figures reveal that referrals on the basis of maternal age/anxiety have a low rate of abnormal karyotypes reported. Abnormal scan finding are demonstrated to be good indicators of an underlying chromosomal problem and we would suggest that obstetricians use this information when advising patients 

CURRENT STANDARDS OF SCREENING LOW RISK PREGNANCIES FOR MAJOR CONGENITAL HEART DISEASE IN NORTHERN IRELAND

A. McBrien, A. Sands, B Craig, F Casey.  Department of Paediatric Cardiology, The Royal Belfast Hospital for Sick Children, 180 Falls Road, Belfast, BT12 6BE.

AIMS

Major congenital heart disease (CHD) is the most commonly occurring severe fetal abnormality, affecting up to 12 per 1000 pregnancies.  90% of fetuses with major CHD are from low risk pregnancies.  Antenatal diagnosis can improve postnatal mortality and morbidity for several congenital cardiac lesions.  Anomaly scans are offered at 20-22 weeks gestation and are performed in nineteen hospitals in Northern Ireland. Approximately 25% of major CHD is detected antenatally in this region.

The Royal College of Obstetricians and Gynaecologists (RCOG) and the Asssociation for European Paediatric Cardiology (AEPC) have produced recommendations for low risk cardiac screening.  We aim to compare current practice in anomaly scanning in Northern Ireland with the above guidelines.  

METHODS

All obstetric ultrasonographers (n=88) in Northern Ireland were invited to attend a training course in fetal echocardiography.   77 radiographers (87.5%) attended this training.  All radiographers were issued with an anonymous questionnaire regarding current practice in anomaly scanning in their hospital.  Topics included the ultrasound equipment used, the duration of the anomaly scan appointment, amount of time spent scanning the fetal heart, the views attempted and radiographers confidence in their ability to assess the fetal heart.  The 72 questionnaires returned were analysed and their results compared with the RCOG and AEPC guidelines for anomaly scanning.  

RESULTS

The guidelines state that the minimum standard for a “20 week” anomaly scan should include a 4 chamber view of the fetal heart.  100% of respondents routinely attempt and usually obtain a 4 chamber view.  43% of radiographers limit the cardiac assessment to the 4 chamber view alone.  It is recommended that where possible the outflow tracts should be visualised.  36% of radiographers attempt to view one outflow tract and 21% attempt to view two.  36% usually obtain views of one outflow tract and only 8% usually see both outflow tracts.  74% of radiographers described themselves as not confident at fetal cardiac scanning.  There is variability between hospitals regarding which views are required.  

CONCLUSION

Hospitals in Northern Ireland do not have a uniform standard for assessment of the fetal heart.  We would encourage collaboration between obstetricians, radiographers and paediatric cardiologists in Ireland to establish a protocol for fetal cardiac anomaly scanning.  We suggest that the four chamber view should be obtained for all pregnancies and an attempt made to identify both outflow tracts.  Further training in fetal echocardiography (including identification of outflow tracts) should be provided for all radiographers participating in anomaly scanning.

ACCURACY OF REMOTE DIAGNOSIS OF CONGENITAL HEART DISEASE BY TELEMEDICINE.

B.A. McCrossan, A.J. Sands & F.A.Casey

Department of Paediatric Cardiology, Royal Belfast Hospital for Sick Children, Falls Road, Belfast, BT12 6BE.

Aims: 

To determine the accuracy of remotely transmitted fetal echocardiography in the antenatal diagnosis of congenital heart disease (CHD).

Methods: 

This is a prospective trial including women in the second trimester of pregnancy eligible for referral to the regional fetal cardiology clinic. Each participant received three fetal echocardiograms. The first was performed by the radiographer during the routine fetal anomaly scan. The second was performed by the radiographer and transmitted in real time via Integrated Systems Digital Network lines (384Kbps) with guidance from the paediatric cardiologist. A third fetal echocardiogram (gold standard) was performed at the tertiary referral centre. 

Results:

24 fetal echocardiograms have been transmitted. The indications for referral were abnormal anomaly scan - 9, family history of CHD - 11, maternal teratogens – 4. 21 fetal echocardiograms were normal, one scan showed minor CHD and two scans demonstrated major CHD. The diagnosis following tele-link was accurate in 100% cases when compared with the third fetal echocardiogram. There were differences in the anomaly scan diagnosis and tele-link diagnosis in 10/24 cases.

Conclusion:

The results of this feasibility study suggest that fetal echocardiograms can be successfully analysed when transmitted across a live telemedicine link. In particular CHD can be confidently excluded following the remote consultation. We plan to evaluate the acceptability and cost implications of performing fetal echocardiograms by this method.  This study has implications for future services planning within our region.

THE INCIDENCE OF CONGENITAL ABNORMALITIES IN THE REPUBLIC OF IRELAND FOR 2005. IS THE PATTERN CHANGING?

Doolan A., Gormally S. Department of Paediatrics, Our Lady of Lourdes Hospital, Drogheda, Co. Louth.

Introduction:

Congenital malformations are a significant cause of neonatal mortality. The Irish Neonatal Mortality survey (INMS) collects annual data regarding the cause of death of infants. Using the neonatal database we examined changes in the occurrence of congenital malformations over the past 5 years compared the results with previously reported data, both in Ireland and internationally. 

Methods:

Information regarding the pattern of congenital malformations was collected and classified as per the Wigglesworth classification. A literature review was also performed.  

Results:

The neonatal mortality rate in the Republic of Ireland has fallen from 5.3 in 1987 to 3.1 in 2005. The incidence of congenital malformation has decreased from 2.1 in 1987 to 1.28 in 2005. This compares to an incidence of 0.83 in the UK in 2003. The incidence of chromosomal abnormalities leading to neonatal death has almost doubled from 0.21 in 1987 to 0.39 in 2005. Neural tube defects as a cause of death in the first 28 days have decreased from 0.63 in 1987 to 0.1 in 2005. A similar trend has been seen in deaths from renal anomalies (0.21 in 1987 Vs 0.05 in 2005). The trend in deaths from cardiac or gastrointestinal anomalies has not changed over the time period.

Discussion:

Neonatal mortality attributed to congenital malformations is higher in Ireland than seen elsewhere in the world (nearly 48% in 2005 compared with rates of about 20% in the US and UK). Because of legislation regarding termination of pregnancy and differing practices regarding antenatal diagnosis, our patterns of lethal congenital malformations are virtually unique and unfortunately poorly reported. This study has shown a decreased overall incidence of congenital abnormalities which are lethal in the neonatal period. There has been an increased incidence of chromosomal anomalies, a decreased incidence of neural tube defects and renal anomalies and a similar incidence of cardiac and gastrointestinal anomalies.

Conclusion:

This is the first such Irish study and can provide us with information about changing patterns of congenital abnormalities. This is important from the point of view of epidemiology, prenatal screening, prevention and treatment. 

REVIEW OF ANTERIOR ABDOMINAL WALL DEFECTS IN NORTHERN IRELAND 1999-2004. WHAT HAS CHANGED?

Presenting Author

W A S Ahmed

Co Authors

J. Cartmill, A. Morsy, J. Joy, N. Ratnavelu, J. Manderson and M.A.Harper

Royal-Jubilee Maternity Hospital, Grosvenor Road. Belfast - Northern Ireland 

Aims:

To study the incidence, diagnosis and outcome of babies born with congenital anterior abdominal wall defects (AAWDs) between 1999 and 2004. Results are compared with 1987-1998 data to define any changes in disease prevalence and its management over the last few years in Northern Ireland.

Design:

Retrospective analysis of maternal and neonatal notes. 

Settings:

Northern Ireland, 1987 to 1998 and 1999 to 2004.

Results:

Sixty-four congenital AAWDs were identified between 1999 and 2004. Forty-three (67.19%) had Gastroschisis while 21 (32.81%) had Exomphalos; major or minor. There was significant difference between both groups in maternal age at diagnosis (20.25 ± 4.3 Vs 30.24 ± 5.8 years for Gastroschisis and Exomphalos groups respectively). Overall rate of preterm labour was 37.5% and this was not different between the two groups (38% in Gastroschisis Vs 37% in Exomphalos group). Overall rate of small for dates/IUGR babies was 33.8% (36.5% in Gastroschisis versus 28.5% in Exomphalos and this difference was statistically significant).

Compared to data from 1987-1998, there was a significant rise in Gastroschisis incidence from 1.35 to 3.62 in 10,000 with a modest rise in Exomphalos from 1.35 to 1.59 in 10,000. Antenatal detection rates were significantly improved from 35.2% to 90.5%. In the recent data, there is a tendency towards delivering babies by Caesarean Section in a tertiary care centre. 

Conclusion:

There is definite rise in the incidence of AAWDs over the last five years with the likelihood of having Gastroschisis twice that of Exomphalos. Possible explanations are smoking and drug abuse. Caesarean sections are mostly done because of fetal distress/ suspected fetal compromise in labour. 

Management of Small for Gestational Age twins with Absent / Reversed End diastolic flow in the Umbilical Artery:  Outcome of a policy of daily biophysical profile (BPP).

M Kennelly MRCOG MD, S Sturgiss MRCOG MD., Department of Fetal Medicine, Leazes Wing, Royal Victoria Infirmary, Newcastle-upon-Tyne, NE1 4LP.

Objective: To evaluate a strategy of daily biophysical profile (BPP) for twin pregnancies with small for gestational age and absent or reversed end diastolic frequencies (AREDF) in the umbilical artery of one twin. To assess the latency interval between detection and delivery in monochorionic (MC) and dichorionic (DC) twin pregnancy.

Methods: A systematic review was undertaken of all high-risk pregnancies referred to the Northern Region tertiary referral Fetal Medicine Unit at the Royal Victoria Infirmary, Newcastle-upon-Tyne between 2000 to 2005. A search of the Fetal Medicine Database was used to identify all cases with absent or reversed end diastolic flow in the umbilical artery (AREDF) with small for gestational age of one twin at a single tertiary centre. Active monitoring with daily BPP was undertaken, once the EFW ≥ 500g and gestational age ≥ 24 weeks in both twins.  Delivery was timed on the basis of an abnormal BPP, two equivocal BPP within 12 hours or gestation ≥ 32+0 weeks.
Results: 22 monochorionic & 17 dichorionic twin pregnancies were identified.  There were no fetal losses in the viable actively monitored MC (19) and DC (13) twins. There was a longer latency interval in the MC group at 21.7 days versus 14.4 days in the DC group (p=0.13).  Delivery was indicated for an abnormal BPP (57.8% MC Vs 30.8% DC).  

Conclusions: A strategy of daily BPP can be used to monitor preterm twin fetuses with AREDF, prolonging pregnancy with an acceptable perinatal outcome.  

NEONATAL CONGENITAL TOXOPLASMOSIS SCREENING IN THE REPUBLIC OF IRELAND.

W.Ferguson, 1 N.Finnegan2, P.Mayne1,2,3, A.Menon2,3, E.Guy⁴, M.Cafferkey1,2, K. Butler1,2,3 

The Rotunda Hospital1, The Children’s University Hospital2, Our Lady’s Children’s Hospital Dublin3, The Toxoplasma Reference Laboratory Swansea,U.K⁴. 

Introduction:  Early treatment of Congenital Toxoplasmosis (CT) may improve neurological outcome and reduce chorioretinitis. Early clinical detection is problematic and treatment may be delayed.   

Aim:  To assess feasibility of newborn CT screening & determine CT incidence in the Republic of Ireland.

Methods:  A 2 year pilot screening programme began July 2005. Testing with parental consent was added to the routine national newborn screening programme using dried blood spots

obtained from the babies’ heel 72-120 hours after birth. A quantitative assay for toxoplasma IgM antibody was 1st performed and if greater than a predetermined threshold value, a confirmatory ISAGA IgM test was performed on the same blood spot sample. Positive cases were confirmed with paired mother/infant serology analysed at The Toxoplasma Reference Laboratory Swansea, U.K.  Infants with confirmed CT undergo detailed clinical evaluation and receive 1 year anti-protozoal treatment. Close clinical and ophthalmology follow up of identified cases is ongoing. The programme was implemented following six weeks of education for staff collecting blood spot samples. Screening failure rate will be determined by undetected cases subsequently referred to the paediatric infectious diseases service.

Results:  From July 2005 to December 2006, of 93 510 births, 93 248 infants were screened, 0.03% opted out. 25 cases required confirmatory serology. CT was confirmed in 11/25 infants; 10 asymptomatic, 1 symptomatic with unilateral absence of central vision and fixation. 3/10 asymptomatic cases had CT related abnormalities on further investigation:  unilateral retinochoroidal lesion in 1 case, intracranial calcification in 1 case and bilateral retinochoroidal lesions with intracranial calcification in 1 case.   10 of 11 confirmed cases commenced treatment. 1 infant not treated due to equivocal early serology and negative Western Blot analysis at 3 months of age, had CT diagnosed at 1 year based on persisting IgA with a rising dye test (IgG levels). 10/14 false positive screening tests were attributed to prior maternal infection and confounding maternal antibody. In the other 4 there was no serologic evidence of previous maternal infection.

Conclusion:  11 infants were found to have CT, an incidence of approximately 1 in 8 200. Only 1 case (9%) was symptomatic. It is too early to comment on clinical outcome. CT screening can be successfully added to existing newborn screening programmes. To date no screen negative case has been diagnosed clinically. 

HOW USEFUL IS PARENTAL KARYOTYPING IN FINDING THE CAUSE OF MISCARRIAGE?

Z.ADAMSON, AJ.GREEN 1. THE NATIONAL CENTRE FOR MEDICAL GENETICS, OUR LADYS CHIDRENS HOSPITAL CRUMLIN DUBLIN 12. 1SCHOOL OF MEDICINE AND MEDICAL SCIENCE, UNIVERSITY COLLEGE DUBLIN.

AIM:

The RCOG and current European directives recommend that karyotyping is carried out on all couples who have experienced 3 or more miscarriages before the 24th week of gestation. The purpose of such testing is both to offer a diagnosis, and potential prenatal diagnosis in a subsequent pregnancy. Literature proposes that a strong correlation exists between the diagnosis of abnormal parental chromosomes and recurrent spontaneous abortion (RSA). Some publications suggest that in 7.5% of RSA couples, one parent will possess a balanced structural rearrangement. We audited our results to determine the abnormality rate for karyotyping RSA couples. We also audited whether a couple diagnosed with a chromosome abnormality were availing of pre-natal diagnosis in subsequent pregnancies.

METHOD:

1. A retrospective review from 1996-2006 of couples referred to NCMG for routine karyotyping with the primary referral reason of RSA. 2. A review of those cases referred to NCMG with a family history of chromosomal abnormality for prenatal diagnosis on CVS and amniotic fluid samples. Prenatal diagnosis cases where the indication was a previous non-dysjunctional trisomy were excluded.

RESULTS:

4,015 samples were received for routine karyotyping for RSA. 20 patients were sex chromosome abnormality mosaics (0.5%). 40 patients were balanced translocation carriers, 6 of these patients were robertsonian translocation carriers (1%). 18 pts had an inversion, 12 of these patients had an inversion of chromosome 9 (0.45%). 7 patients had other chromosomal aberrations including duplications, deletions and marker chromosomes (0.18%). Total % of abnormalities detected (97 of 4,105) = 2.13%.

151 PND cases were referred to NCMG with a family history of chromosome abnormality, 46 CVS samples and 105 amniotic fluid samples. 128 cases were excluded as the indication was a previous non-dysjunctional trisomy.  22 of the 151 samples were analysed because of parental balanced reciprocal translocations. Of the 22 cases, 21 were either normal or balanced, predicted to give rise to a normal infant. Only 1 case was unbalanced, and was predicted to give rise to an infant with significant physical and intellectual disability.

CONCLUSION:

The abnormality rate of 2.13% detected in miscarriage couples referred to NCMG is considerably lower than suggested by previous publications. (4-7.5%) Given the low detection rate in RSA couples, there would be no indication to extend karyotyping to couples who have had only 2 miscarriages. Couples that are being counselled after RSA should be advised of the low detection rate for karyotyping.

If the aim of karyotyping couples is to provide prenatal diagnosis for potentially liveborn infants with an unbalanced karyotype, then only 1 such pregnancy was detected in a 10 year period.  

Newer genetic technologies may allow direct genetic analysis of fresh products of conception, to determine the cause of miscarriage. However, such service developments would require additional investment, and new clinical approach to the management of miscarriages. 

MANAGEMENT OF PRE-LABOUR RUPTURE OF MEMBRANES

Dr L. McGuckin, Royal Jubilee Maternity Hospital, Grovenor Road, Belfast 

Introduction

Pre-labour rupture of membranes (PROM) refers to a patient who presents with Rupture of membranes (ROM) prior to the onset of labour.

Available guidelines on the management of pre-labour rupture of membranes (RCOG, NICE) state that women should be offered a choice of immediate induction or expectant management which should not exceed ninety-six hours. In practise, however, the management varies widely.

The risks of PROM at term are related to maternal and fetal infection, prolapsed cord and fetal distress resulting in operative delivery and low five minute apgar score. (RCOG)

Aims

The aims of this outcome study were to determine how patients with prelabour rupture of membranes were managed in the unit and highlight the variation in management. In particular to clarify the method of diagnosis of SROM, the time between SROM and delivery, time between induction and delivery, induction rate, indications for induction and methods of induction. The development of intrapartum, postnatal and neonatal complications, comparison of outcomes and modes of delivery between the induced patients and those with spontaneous onset of labour.

Methods

Fifty consecutive charts were identified from the admissions book i.e. SROM and not in active labour. Five charts excluded due to inaccurate diagnosis. The charts were analysed and data recorded.

Results 

The diagnosis of SROM varied, 53% by clinical examination alone, 27% by clinical examination and amnistix, 16% by clinical examination, amnistix and speculum and 4% by clinical examination, amnistix, speculum and USS.

The duration between SROM and delivery was prolonged with the induced patients, 68% of patients with spontaneous onset of labour had delivered with twenty-four hours compared with 9% of induced, and 97% of patients with spontaneous onset of labour had delivered with forty-eight hours compared with 55% of the induced. The rate of induction was 24% and the average time of induction was thirty hours from SROM.  73% were induced with syntocinon infusion and 27% with prostaglandin gel.

24% of all patients received antibiotics, after twenty-four hours 44% of patients were on iv antibiotics, after thirty-six hours 56% of patients and after seventy-two hours 84%, there was no standard antibiotic used. 

Only 20% of patients had a high vaginal swab taken at admission. The caesarean section rate was 15% in the spontaneous group and 20% in the induced group. Finally, there was no difference in maternal and fetal complications between those with spontaneous labour and those who were induced.
Conclusion

The diagnosis of rupture of membranes varied, with the majority being diagnosed by clinical examination only. As expected, the duration between prelabour ROM and delivery was shorter in those patients who had spontaneous onset of labour. The induction rate was 24% and there was no standard method of induction. Antibiotic use varied with no standard antibiotic cover and no defined time to commence treatment. Importantly, only 20% of patients had a high vaginal swab taken on admission and Group B strep status was largely unknown. The caesarean section rate was slightly higher in the induced group of patients. There was no difference in complication rates between each group which agrees with available evidence.

Our recommendations would be that all women should have an HVS on admission, and that there should be guidelines developed regarding the management of Pre-labour rupture of membranes to standardise care for patients. 

COMPLEX UMBILICAL CORD ENTANGLEMENT WITH TRUE KNOTS IN MONOCHORIONIC MONOAMNIOTIC TWINS. A CASE REPORT AND REVIEW OF LITERATURE

Dr. F. Butt SHO Obs & Gynae, Dr. R. Roberts Consultant Obs & Gynae

We report a case of Monochorionic monoamniotic twins with complex umbilical cord entanglement and true knots, delivered by elective caesarean section at 33 weeks. The perinatal outcome was good. We review the presentation and management of the condition .Monochorionic Monoamniotic twins are identical twins which develop in side the same amniotic sac and share the same placenta. The etiology is unknown. The incidence is one of 10, 000 pregnancies, and I % of monozygotic twins. The diagnosis is usually made by ultrasound. Cord entanglement, malformations, twin-to-twin transfusion syndrome (TTS) and prematurity are responsible for the high perinatal morbidity and mortality. The prevention of ante partum death from umbilical cord entanglement is one of the central management issues. However, techniques such as ultrasound scans and colour Doppler scans are available in predicting this event. Aggressive antenatal monitoring is mandatory. And delivery between 32-34 weeks is recommended.
HYPERCOILING OF THE UMBILICAL CORD: A CASE SERIES OF COMPLICATIONS.

Dr Shobha Singh, Dr. Maire Milner, Department of Obstetrics and Gynaecology

Our Lady of Lourdes Hospital, Drogheda

Case1- 33years, P1+2, presented with stillbirth at31+2 weeks of pregnancy. Histology showed umbilical cord showing hypercoiling but placenta was normal.

Case 2- 35 years, P1+1previous stillbirth, known to have bicornuate uterus, delivered by LSCS at 34 weeks due to premature labour and empty pelvis Oblique cephalic presentation. At operation baby in Left cornu. Umbilical cord was thrombosed and hypercoiled. Histology also showed thrombus in one vessel and considerable haemorrhage in surrounding Wharton’s jelly.

Case 3- 33 years, p1+0, presented with intrauterine death at 27 weeks apparently normal foetus. Cord was eccentrically inserted and was hypercoiled and contained three vessels. Placental histology unremarkable.

Case 4-30 yrs, P0+1, spontaneous labour SROM 6 hrs before start of labour, developed pyrexia in labour. Had LSCS for nonreassuring CTG. Very foul smelling liquor. Cord showed hypercoiling

Discussion and Literature review

There is moderate variation in the normal number of complete coils in an umbilical cord and the normal number of complete twists is approximately 1 per 5 cm of cord giving a normal coiling index of .2 coils per cms. Abnormal Coiling index i.e.<. 07 and >.30 is associated with adverse foetal outcomes such as foetal death, intolerance to labour, intrauterine growth restriction, chorioamnionitis, thrombosis of chorionic plate vessels or cord, and cord stenosis. It is not clear whether abnormal coiling is actually a cause of pathology or merely one of the sequlae or both.

In one case, that involves bicornuate uterus, the mechanism probably .the uterine abnormality, favouring movement of the baby in one direction. Probably umbilical cord hypercoiling is under diagnosed and little attention is paid to the pathological feature of umbilical cord, which might fatally affect the foetus.

CERVICAL ECTOPIC PREGNANCY. A CASE REPORT

Dr. D.M Elamin MRCOG, MRCPI, Dr. M. Parker MD, FRCOG

Department of Obstetrics and Gynaecology, Altnagelvin Area Hospital

Londonderry, N.Ireland

Cervical ectopic pregnancy is a rare life-threatening condition. Modern diagnostic and treatment options provide an opportunity for conservative treatment of this condition. 

We present a case of a 21 year old nulliparous woman who was referred to the early pregnancy problems clinic at Altnagelvin Area Hospital with a history of amenorrhoea, lower abdominal pain and vaginal bleeding. Trans-vaginal and trans-abdominal ultrasound confirmed the diagnosis of cervical ectopic pregnancy. 

Conservative management with methotrexate and serial measurement of human chorionic gonadotrophin level was adopted. 

The clinical and imaging features of cervical ectopic pregnancy were highlighted.

The literature on the epidemiology, causes, diagnosis and treatment of cervical ectopic was reviewed

FETAL / NEONATAL CARDIAC ARRHYTHMIAS ASSOCIATED WITH OBSTETRIC CHOLESTASIS

Presenting Author

W.A.S. Ahmed 

Co Author

A. Hunter

Royal Maternty Hospital, Department of Obstetrics and Gynaecology, Grosvenor Road. Belfast – Northern  

Background:

Obstetric cholestasis (OC) is a disease unique to pregnancy; the exact pathogenesis of which is unkown. Babies are at increased risk of stillbirth.

Case History:

    An 29-year-old para 1 who had a previous cesarean section for failure to progress was  booked at 17 weeks for her second pregnancy. She had no medical or surgical history of relevance. 

    Pregnancy has been uncomplicated until 35 weeks when she started feeling itchy mainly in the trunk. Later she complained of decreased fetal movement. LFTs were elevated and she was admitted for Ursodeoxycholic acid (UDCA), vitamen K, corticosteroids, twice daily CTG and repeating blood investigations. At 36 weeks, the patient underwent and emergency cesarean section on the basis of abnormal CTG and elevated LFTs. She gave birth to a baby girl weighing 2445 gms. 

    At 11 hours post-delivery the baby girl was tachypnoiec and tachycardiac. On admission to NICU, ECG showed atrial flutter with a 2 to 1 heart block. An echocardiogram showed a structurally normal heart. She was commenced on Digoxin. Following Digoxin, her heart rate normalized. Neonatal bile salts were checked and showed significantly increased excretion of primary bile salts. 

Discussion: 
    Gorelik et at., 2004 demonstrated that the increased proportion of tauroconjugated bile acids in obstetric cholestasis has a marked effect on cardiomyocyte rhythm in the rats model. This case report gives an insight on one of the probable causes of the unexplained intrauterine death associated with OC, which is fetal arrythmias that may lead to heart failure and fetal demise. 
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PERITONEO-UTERINE FISTULA FOLLOWING A CAESAREAN SECTION

J. Costa, R. White*

Specialist Registrar, Consultant Obstetrician and Gynaecologist*

Department of Obstetric and Gynaecology, Mater Hospital, Belfast.

Case report

This is a rare case of Iatrogenic, temporary fistula which facilitated the initial drainage of peritoneal collection following a Caesarean section
38 yrs old Para 3 woman underwent Caesarean Section (C/S) in her 4th pregnancy, for IUGR. During C/S, the left angle of uterine incision extended to broad ligament and routine closure was carried out with a drain in situ. She developed high temperature on day 2, and antibiotics were commenced. Abdominal distension was noticed on day 4 and diagnosis of Ileus was made. The drain was removed on day 5 and temperature settled by day 7. On day 10, she was febrile again, and found to have profuse, bloodstained watery vaginal discharge. Both U/S and CT abdomen and pelvis suggested intraperitoneal fluid in left abdomen and pelvis, draining through a fistulous tract between uterine cavity and peritoneum. She was managed conservatively with IV antibiotics and the fluid continued to drain through vagina. Temperature settled by day 12 but started to rise again by day 14 and the draining was minimal. U/S abdomen showed an isolated peritoneal collection which was drained under CT guidance. Temperature settled and she went home on day 17.  

Discussion

This is a rare case of Iatrogenic, temporary fistula which facilitated the initial drainage of peritoneal collection. Although the collection of small amount of fluid in the pelvis is not an uncommon U/S finding following C/S, it is not found to be associated with postoperative morbidity (Antonelli E). This patient had large amount of infected peritoneal collection but spontaneous drainage through fistulous track contributed to the sub acute nature of the course.

PRECIPITOUS LABOUR; RISK FACTORS, RECURRENCE AND IMPLICATIONS

A Paul, S Cooley, MJA Turner*

Coombe Women’s Hospital, Dublin 8

*Department of Medicine and Medical Science, University College Dublin

BACKGROUND


Precipitous labour is defined as a rapid labour and delivery lasting less than three hours. The mean duration of a nulliparous labour has been calculated as 10 hours with a corresponding figure of six hours for multiparous patients (Friedman, 1978).There are many documented risk factors for precipitous labour, amongst which are grand multiparty, previous delivery of less than 18 months, low fetal weight and previous cervical trauma or incompetence. 

OBJECTIVE

To determine the risk factors for, the rate of recurrence and implications of precipitous labour with an emphasis on identification of high risk patients.

SEARCH STRATEGY

A systematic review of the files of women with known precipitous labour from 2002-2006. A concomitant search of the literature was also applied to Medline and the Cochrane Database to determine the pre-existence of similar data.

SELECTION CRITERA

All women with a reported history of precipitous labour who delivered at the Coombe Women’s Hospital in the previous 5 years. Precipitous labour was defined as spontaneous labour lasting 180 minutes or less from the time of presentation. 

RESULTS

During these five years 38,750 women delivered in this hospital. The statistics were examined to ascertain the number of precipitate deliveries in this time period. These cases were further analysed to clarify recurrence rates and highlight risk factors. These results and maternal and neonatal sequelae of these rapid deliveries will be presented.

CONCLUSION

Precipitous labour has a considerable recurrence rate. It is important to identify at-risk mothers to facilitate planning of appropriate management and reduce maternal and perinatal morbidity.  
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Precipitous labour, recurrence, risk factors

REFERENCE

Friedman EA: Labor: Clinical Evaluation and Management, 2nd ed. Norwalk, CT, Appleton-Century-Crofts, 1978

INTESTINAL OBSTRUCTION IN PREGNANCY
Latha.v, C. Mcelhenny, P.Fogarty

Department of Obstetrics and Gynaecology 

Ulster Hospital

 Belfast

Intestinal obstruction in pregnancy is rare. We report a case of intestinal obstruction at 34 weeks gestation due to Ladd’s band.

34 year-old lady gravida3 para2, presented at 34 weeks gestation with severe  

epigastric and upper quadrant abdominal with bilious vomiting. Her pain was gradual in onset and progressive in nature.  The Vomiting was projectile and copious in amount.Intestinal obstruction was suspected.An expolratory laparotomy revealed ladds band causing duodenal obstruction and the band was divided.Patient had very good recovery.

This case represents an extremely rare cause of bowel obstruction in pregnancy due to intestinal malrotation. A paucity of such cases has been reported. 

Intestinal obstruction in pregnancy is a very rare event in but carries with it significant maternal and fetal mortality and morbidity often due to delay in both diagnosis and treatment. The incidence of intestinal obstruction in pregnancy ranges from 1 in 1,500 to 1 in 66,000 deliveries.

Rotational abnormalities of the intestines occur when the proximal and distal loops of the midgut fail to undergo complete rotation due to congenital band.  

Our case represented a unique situation in that the patient presented with features of intestinal obstruction for the first time in her 3rd  pregnancy whereas congenital malrotation usually presents in early childhood.

VAGINAL SEPTUM OBSTRUCTING LABOUR. A CASE REPORT

PJ Teoh, M Essajee, C Bryson

Institution: The Ulster Hospital, Belfast

Vaginal septum obstructing labour is not a common finding. Its presence usually does not interfere with labour as it usually softens during pregnancy and yield before the oncoming head. Rarely an incision is required to permit delivery.

We report a rare case of vaginal septum causing dystocia of labour and requiring devision to allow vaginal delivery.

Transverse vaginal septum is a rare anomaly of the female genital tract, it occurs in approximately 1 in 80,000 women. It has been reported to be much less common than midline or longitudinal defects. It is due to the vertical disorder between Mullerian ducts and the urogenital sinus.

 In the situation where transverse vaginal septum was detected before delivery, three basic management schemes have been reported: 1) incision of septum before labour, 2) elective caesarean delivery to avoid potential vaginal lacerations or obstruction to labour, 3) expectant management allowing labour to occur, with spontaneous dissection of septum may occur as a result of dilatation of the cervix and descend of fetal head; otherwise incision late in labour may be necessary, after the septum has thinned and pressure from the head can provide haemostasis.  One author opined that incision before labour was likely not optimal because it created scarring resulting in obstruction to labour, and thus requiring two separate operative interventions. 

It may not be possible to set a standard to formalize the treatment method for transverse vaginal septa clinically, as the presentation of this disorder differs from case to case. In addition, the likelihood of a successful normal vaginal delivery without intervention is dependent on multifactorial factors. In selected cases however, trial of vaginal delivery without any prelabour intervention appears to be a reasonable management option.

RESTRICTIVE DERMOPATHY

MVarghese1, IFarombi-Oghuvbu1, DDevaney1,2,,O’Donnell1,2 ,JDCorcoran1,2,TMatthews1,2, T Clarke 1,2 

1Rotunda Hospital, Dublin 1, 2Children’s University Hospital, Temple Street, Dublin 1

We report a case of Restrictive Dermopathy in a preterm newborn.

Case Report

A female baby was born to non-consanguineous parents at 33 weeks of gestation. Pregnancy was uneventful until 30 weeks when she felt less foetal movements. Ultrasound at 22 & 28 weeks were normal, but showed gross IUGR with normal liquor at 31 weeks. She had no known exposure to teratogens. She was admitted with premature rupture of membranes at 32 weeks and was induced at 33 weeks for abnormal CTG. APGAR score was 2 at 1 minute and 5 at 10 minutes and required immediate intubation. 

The baby was growth retarded and had characteristic facies with pinched nose, microstomia, micrognathia, low set ears, absent eyelashes and eyebrows. The skin was tight and shiny with prominent veins on the trunk. Generalized joint contractures with kyphosis were present. Nipples were prominent and low set. There were superficial erosive ulcers in the trunk, at flexures and at the pressure sites. The fingers were short, thin, and fixed in partial flexion. Ophthalmologic examination showed bilateral extensive retinal haemorrhages

The lateral end of clavicle was hypo plastic on Chest X-ray. Cranial and abdominal ultrasounds were normal. Cytogenetic analysis showed a normal female karyotype. Placental histology was normal.Histopathological examination of the skin revealed characteristic feautures of Restrictive Dermopathy. The dermal-epidermal junction was flat with absent rete ridges. The dermis was markedly thinned out and showed dense bands of collagen fibers oriented parallel to epidermis. 

She died on day 16 due to respiratory insufficiency.

Discussion

Restrictive Dermopathy (RD) is a lethal autosomal recessive skin dysplasia. Witt et al (1986) used the term “Restrictive Dermopathy “ to describe the condition as a lethal neonatal genodermatosis in which tautness of the skin causes fetal akinesia or hypokinesia deformation sequence. It is a rare disorder and only about fifty cases have been reported in the world. Most of the liveborn babies die within the first week due to respiratory insufficiency. The longest survival reported has been 4 months. Deficiency of lamin A as a consequence of mutations in LMNA gene or ZMPSTE24 gene is significant in the pathogenesis of this disorder. 
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A 14-Year Study (1993-2006) of  Invasive Neonatal Sepsis and Meningitis at the

Rotunda Hospital Dublin.

Shahid MS, Knowles SJ, Cafferkey MT, Clarke T ,Corcoran D, Matthews T.

Departments of Neonatology and Clinical Microbiology Rotunda Hospital, Dublin,Ireland.

Aim: 

An audit of invasive sepsis in infants admitted to a neonatal intensive care unit during a 14 year period from January 1993-December 2006.

Method: 

A retrospective audit was performed of infants with positive cultures from sterile sites. Because of the difficulty of interpreting the significance of isolates that are normal skin flora, coagulase negative staphylococci and diphtheroid species were excluded from the analysis. Data were collected on organism type, antibiotic susceptibility pattern, site of infection, age at onset of infection, gestation at birth, birth weight, sex, multiple birth and outcome. Early-onset sepsis (EOS) was defined as onset of invasive infection in a neonate <7 days old and late-onset sepsis (LOS) onset at (7 days old.

Results:

There were 88,491 livebirths (LB) over the study period. In all there were 97 episodes of EOS  (incidence, 1.09/1000 LB) and 133 episodes of LOS (incidence 1.50/1000 LB). Bacteraemia alone was the manifestation in 92.8% of EOS, 5% had meningitis and 2.2% had bacteraemia with meningitis.  Group B Streptococcus (GBS) was the most common cause of EOS (0.43/1000 LB), followed by S. viridans and E. coli. Infants born at term accounted for 51.6% of EOS cases, and 42.2% occurred in infants with a birth weight >3Kg. There were 11 deaths (11.34%) from EOS, 74 infants survived and the outcome is unknown in 1 infant. There were 133 episodes of LOS, of which 112 occurred in hospitalised infants and 21 in infants admitted from the community. In 88.7% of cases, LOS was because of bacteraemia, 8% meningitis,1% septic arthritis and the remaining 2.3% had bacteraemia with meningitis. The commonest causative organisms in LOS were E. coli (21%) and S. aureus (19.7%). 75% of LOS occurred in preterm infants and 85.2% in infants of <3Kg birthweight. There were 5 deaths (3.75%) from LOS.  All GBS isolates remained sensitive to penicillin, and all S. aureus isolates were sensitive to methicillin. 36% of E. coli were sensitive to ampicillin and >95% were sensitive to gentamicin and cefotaxime. Other important organisms associated mainly with LOS in hospitalised infants were Klebsiella species (n = 11), and Candida species (n = 8). Listeria monocytogenes was isolated from only 1 infant (meningitis, LOS). 

Conclusions: 

Although GBS is the most common cause of EOS, the incidence (0.43/1000) remains below that in many other countries.  Similar to the experience in other countries, most LOS in hospitalised infants occurred in preterm LBW infants. LOS in infants admitted from the community was usually in term infants and secondary to UTI. Antibiotic resistance is uncommon in our NICU population; factors contributing to this include a strict antibiotic policy, and an active ongoing screening programme for colonisation with antimicrobial resistant organisms in infants in the NICU. 

ACUTE SUPPURATIVE SUBMANDIBULAR SIALADENITIS IN A TERM NEONATE: - AN UNCOMMON PRESENTATION OF AN IMPORTANT RARE CONDITION
Dr. Catherine Flanagan. F2 in Paediatrics, Supervised by:  Dr. Jarlath Mc Aloon. Consultant Paediatrician., Antrim Area Hospital, Northern Ireland
Background 
Neonatal sialadenitis is rare, usually involves the parotid gland and is associated with prematurity and dehydration.  
The case
We report the case of a nine-day-old term baby presenting with neck swelling and poor feeding in whom the salivary gland infection was submandibular and associated with bilateral maternal mastitis and infected breast milk. Samples of expressed fluid and breast milk cultured staphylococcal aureus. Ultrasound confirmed the enlarged submandibular salivary gland. Both baby and mother responded to antibiotics.  
Objectives
To highlight that a thorough examination of the oral cavity is an essential part of the assessment of neck swelling and that it should include direct visualisation of Wharton’s duct.  Also gentle massage of the duct combined with culture of expressed fluid is potentially important if the duct looks inflamed.  Further a breast-feeding mother may not spontaneously mention the presence of mastitis and this potentially relevant information should be specifically sought and investigated.
Conclusion
Clinicians need to be aware that maternal mastitis can be associated with significant neonatal bacterial infection, even when the baby is otherwise normal and full term.
ANTENATAL LARGE THORACIC MASS COMPLICATED BY GROSS FETAL HYDROPS – A HAPPY OUTCOME AGAINST ALL ODDS!

B. Hayes, C. Mc Dermott, F. Brenach , Malone, T. Clarke, Rotunda Hospital ,Parnell St, Dublin 1

A 36yr old para 2 women was transferred for ongoing care after ultrasound check at 31wks gestation showed non-immune hydrops. Detailed fetal ultrasound revealed a large mass in the left thorax, which was felt to be a large cystic adenomatoid malformation with numerous cysts of mixed sized. Mechanical heart failure with deviation of the heart to the right was noted. Serial scans showed increasing mediastinal shift of heart and therefore after full counselling with parents an amnioreduction (~2.5 litres) and needle aspiration of a single dominant cyst was carried out successfully at 31+3wks gestation. At 32+3 wks gestation fetal ultrasound showed no spontaneous movements with a flat CTG. Immediate emergency caesarean section was performed. A grossly hydropic female infant was delivered.  Birth weight 2.74kg.  Apgars were 2 @ 1 minute and 7 @5 minutes. Ultrasound in theatre showed minimal pleural effusions but gross ascites .An abdominal drain was inserted and 200ml of straw-coloured fluid was aspirated. Initial oxygenation index was 20.7 requiring pressures of 35 /5 on SIMV for ventilation. Albumin 4.5% (10ml/kg) was given prior to transfer to OLSCH for surgical review. CT of thorax showed moderate amount of lung tissue posterior to mass and therefore despite poor prognosis expected surgery was performed on day three once babies condition was more stable. On opening the thorax a large mediastinal teratoma was found which was easily removed with immediate re-expansion of underlying lung. Post surgery baby showed good lung function and was transferred back to peripheral hospital day 10 for follow up care.

Perinatal neoplasms account for just 2-3% of all childhood tumors, with teratomas being the most common variety.1 The incidence of congenital teratoma is reported as 1:20,000 to 1:40,000 live births.2They are most frequently found in the sacrococcygeal area, although other sites include cranial, orbital, nasopharyngeal, thyroidal, cervical, mediastinal, retroperitoneal and gonadal.3Malignancy  or recurrance post surgery or is extremely rare4 ,and most behave as a mass lesion only.5The risk of intrauterine demise is high often being associated with hydropss ,they can also present unexpectedly as apparent fresh stillbirths.6 Mediastinal teratomas usually cause compression of vital structures. 

 This case highlights limitations in antenatal imaging and the need for resuscitation in such circumstances, and shows that excellent outcome can be achieved  even after aggressive respiratory and cardiovascular management. 
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Women’s Right: Routine Antenatal Ultrasound

R.Mehta, M.Gannon 
Midland Regional Hospital, Mullingar

      Introduction

      Screening for fetal malformations is an important part of routine antenatal care. Fetal           abnormalities can contribute up to 15% of perinatal deaths. The antenatal detection of   fetal malformations has been shown to reduce perinatal mortality rate.
      Case 1

Mrs AF, 26 yr old P1 booked at 14 weeks of gestation.

Booking scan showed severe Fetal Hydrops.

Scan in Radiology Dept. showed massive subcutaneous fetal oedema over the entire body consistent with a cystic hygroma.

      Case 2

Mrs MQ 34yrs old P1 booked at 12 weeks of gestation.

Booking scan showed twin pregnancy

Ultrasound in Radiology Dept. confirmed Monochorionic twins with cystic hygroma
Both cases were referred to Fetal Medicine Unit at Rotunda Hospital.

Case 1. had amniocentesis and Case 2. had chorion villus sampling as diagnostic tests, which then confirmed Karyotype : X0 Turner’s Syndrome in both cases.


Weekly monitoring showed absent fetal heart activity in both cases after 2 weeks.
Both cases had induction of miscarriage with 600µg of mifepristone followed 48 hours later with 800mg of misoprostone. Complete miscarriage occurred after 2 hours and 4 hours respectively.

   Case 3

Mrs. MJ 34 years old  P4+2 booked at 12 weeks of gestation.

Booking scan was consistent with her dates.

At 32 weeks her fundal height was large for dates an ultrasound  revealed gross polyhydramnios and anencephaly.The couple was psychologically upset and requested to be delivered. She had a previous caesarean section and was unfavourable for vaginal delivery. Repeat caesarean section was performed.

Conclusion

      Ultrasonographic examination is an important adjunct to comprehensive pregnancy evaluation.

As is evident from the above cases, early detection of fetal anomalies, parental          counseling and structured management plan allows a better outcome for the pregnant women and her carers. 

A structured, systematic, professional routine ultrasound screening service should be incorporated into routine antenatal care in Ireland.
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