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A RANDOMISED CONTROLLED TRIAL OF POLYETHYLENE BAG AND EXOTHERMIC MATTRESS VERSUS POLYETHYLENE BAG ALONE FOR THERMOREGULATION IN PRETERM INFANTS IN THE DELIVERY ROOM: THE BAMBINO TRIAL (ISRCTN31707342)

Authors

Lisa McCarthy (The National Maternity Hospital, Dublin)
Abstract

Hypothermia on NICU admission is associated with increased mortality in preterm infants. While polyethylene bags (PB) increase mean temperature, many infants remain cold despite their use. Using an exothermic mattress (EM) in addition to a PB may reduce the rate of admission hypothermia. The objective of this randomised controlled trial was to determine whether placing newborn very preterm infants in PB on an EM results in more infants with rectal temperature 36.5 – 37.5°C on admission to NICU.

Infants < 31 weeks' were eligible for inclusion, infants with major congenital anomalies were ineligible and written parental consent was obtained before enrollment. Randomisation was stratified by gestational age (<28 weeks, 28-30+6). Sequentially numbered sealed opaque envelopes were opened just before birth and infants were randomised to be placed on an activated EM (TransWarmer, Cooper Surgical, USA) or not. After birth, all infants were placed in resealable food grade PB and placed supine on a resuscitation cot under radiant heat turned up to maximum output. Stabilization was otherwise carried out in accordance with international guidelines. Infants were transferred to the NICU in a pre-warmed transport incubator and those randomised to EM remained on it for transfer. Rectal temperature was measured in all infants with a digital thermometer on admission to NICU. We estimated we would need to enroll 118 infants to demonstrate a decrease in the proportion of infants with admission temperatures outside the target range from 50% to 25% with 80% power and α = 0.05.
The external data safety monitoring committee recommended stopping recruitment after analyzing data from 59 infants, as there was a significant difference in the primary outcome between the groups. We present data for the 72 infants enrolled when this recommendation was made (Jan 2011 - Feb 2012). While the groups were well matched for demographic data, infants randomised to EM spent longer in the DR. Fewer infants randomised to EM had temperatures within the target range [15/37 (41%) v 27/35 (77%), p= 0.002] and more had temperatures > 37.5°C [17/37 (46%) v 6/35 (17%), p= 0.009] on admission to the NICU (Table 1). 
In newborn very preterm infants, using EM in addition to PB in the DR resulted in more infants with temperatures outside the normal range and more hyperthermia on admission to NICU.

A RANDOMISED TRIAL OF SINGLE NASAL PRONG OR FACE MASK FOR RESPIRATORY SUPPORT FOR PRETERM INFANTS IN THE DELIVERY ROOM (ISRCTN59061709)

Authors
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Abstract

The International Liaison Committee on Resuscitation recommends that newborns with inadequate breathing or a HR <100 be given respiratory support via a face mask in the delivery room (DR); however, it may be more effective if given to preterm infants via a single nasal prong (AKA short nasal tube, nasopharyngeal tube). The objective of this randomised trial was to determine whether giving respiratory support to preterm infants via nasal prong rather than mask results in fewer infants being intubated in the DR
Normally formed infants <31 weeks' were eligible for inclusion. Randomisation was stratified by gestational age (<28, 28-30+6 weeks) and allocation was concealed in sealed opaque envelopes. With parental consent, infants were randomised just prior to delivery to single nasal prong (ETT shortened to 5cm) or face mask (Fisher & Paykel, Auckland NZ). Infants with apnoea, respiratory distress and/or a HR <100 bpm received respiratory support with a t-piece. Infants were intubated in the DR for apnoea and/or bradycardia despite PPV, not solely for surfactant administration. All other aspects of treatment in the DR and NICU were the same for both groups. Relevant secondary outcomes were recorded
Results

We enrolled 144 infants. The rate of intubation in the DR was the same for both groups [11/72 (15%), p=1.000]. Baseline variables and secondary outcomes of interest are shown Table 1. 

Table 1. Basic characteristics and outcome

	
	Nasal Prong 

N=72
	Face Mask

N=72
	P value

	Gestational age (weeks)a
	28 (2)
	28 (2)
	NS

	Birth weight (grams)a
	1111 (407)
	1123 (358)
	NS

	Intubation in DRb
	11 (15)
	11 (15)
	1.000

	Oxygen saturation at 5 mins (%)c
	77 (64,88)
	85 (75,90)
	0.003

	Heart rate at 5 mins (bpm)b
	135 (29)
	139 (24)
	NS

	Max supplemental oxygen in DR (%)c
	45 (30,60)
	40 (30,60)
	NS

	Surfactant given in DRb
	4 (6)
	2 (3)
	NS

	Intubation at <72 hoursb
	49 (68)
	44 (61)
	NS

	Air leakb
	8 (11)
	2 (3)
	0.049

	Pulmonary haemorrhageb
	2 (3)
	8 (11)
	0.049

	Days of supplemental oxygenc
	10 (3,53)
	9 (1,43)
	NS

	Respiratory support at day 28b
	32 (49)*
	32 (51)*
	NS

	Oxygen therapy at 36 weeks CGAb
	22 (34)*
	17 (27)*
	NS

	Abnormal cranial ultrasoundb
	9 (13)
	6 (8)
	NS

	Death before discharge b
	9 (13)
	9 (13)
	NS


Data are a mean (SD); bn (%); c median (IQR); *% of infants that survived to discharge

DR = Delivery room; CGA = Corrected gestational age


Compared to a facemask, using a single nasal prong to deliver respiratory support to newborn infants < 31 weeks gestation did not result in less intubation and ventilation in the DR. 

BIRTHWEIGHT AND MATERNAL BODY COMPOSITION

Authors
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Abstract

The aim of this study was to determine which maternal body composition parameters, measured using multifrequency segmental Bioelectrical Impedance Analysis (BIA) in the first trimester of pregnancy, are predictors of increased birth weight (BW).

Non-diabetic women were recruited following sonographic confirmation of an ongoing singleton pregnancy in the first trimester. Maternal body composition was measured using BIA. Multivariate linear regression analysis was performed to identify the strongest predictors of BW, with logistic regression analysis performed to assess predictors of BW >4kg.

Data was analysed on 2618 women, of whom 49.6% (n=1075) were primigravidas and 16.5% (n=432) were obese based on a Body Mass Index (BMI) ≥30 kg/m2. In univariate analysis, maternal age, BMI, parity, gestational age at delivery, smoking, fat mass and fat-free mass (FFM) all correlated significantly with BW. In multivariate regression analysis, FFM remained a significant predictor of BW (model R-square 0.250, standardised Beta 0.237; p<0.001), but no relationship was found between maternal fat mass and BW. Following adjustment for confounding variables, subjects in the highest FFM quartile had an adjusted odds ratio of 3.64 (95% CI 2.34-5.68) for a BW >4kg compared with those in the lowest quartile.

Based on direct measurements of body composition, BW correlated positively with maternal FFM and not adiposity. These findings suggest that, in non-diabetic women, interventions intended to reduce fat mass during pregnancy may not prevent large for gestational age (LGA) infants, and also revised guidelines for gestational weight gain in obese women may not prevent LGA infants.

COMPUTERISED ASSESSMENT OF PLACENTAL CALCIFICATION POST ULTRASOUND – A NOVEL NEW SOFTWARE TOOL

Authors

Mary Moran, Mary Higgins, Gergely Zombori, John Ryan, Fionnuala McAuliffe (University College Dublin)
Abstract

Placental calcification is associated with an increased risk of perinatal morbidity and mortality. The subjectivity of current ultrasound methods of assessment of placental calcification indicate that a more objective method is required. The aim of this study was to correlate the percentage of calcification defined by the clinician using a new software tool (the 'placentometer') for calculating the extent of placental calcification, with traditional ultrasound methods and correlation with pregnancy outcome. 
Digital images of the placenta were stored at the time of the ultrasound examination from ninety pregnant women who attended the Fetal Medicine Unit, at the National Maternity Hospital, Dublin. The indication for the ultrasound examination was to assess the fetal biophysical profile at 41 weeks and 5 days, as is standard hospital protocol. All participants had singleton, low-risk pregnancies. An experienced fetal medicine specialist, having assigned a Grannum grade to each image one week previously, assessed each image using the placentometer software, in one sitting, under controlled viewing conditions. The placental outline was delineated manually by the use of a pointing device and placental calcification identified by a user controlled intensity threshold. The region of interest (ROI) was initially selected, by drawing an outline around the placenta, as defined by the operator, using the pointing device controlled by the mouse. The ROI included the basal, body and surface areas of the placenta. Then a flood-filing algorithim created a secondary reference map which is used in a quantification algorithim.. A slider was then used to alter the intensity threshold for defining calcification within the region of interest, as per their expert opinion. Once satisfied that all relevant tissues were highlighted, the clinician selected the 'Quantify' function to apply metric analysis. Output metrics were then produced in the form of pixel counts and the overall percentage of calcification in reference to the total number of pixels within the region of interest. Results were saved via dat.files and exported to SPSS for further statistical analysis. The results were correlated with traditional ultrasound methods of assessment of placental calcification and with pregnancy outcome
The results demonstrate a significant correlation between placental calcification as defined using the software and traditional methods of Grannum grading of placental calcification. Calcification was significantly higher in those placentae which had been graded 2 and 3 (p value <.001). Whilst correlation with perinatal outcome and cord pH was not significant due to small numbers, patients with placental calcification assessed by the computerised software at the upper quartile had higher rates of poor perinatal outcome when compared with those at the lower quartile (8/22 (36%) vs 3/23 (13%) NS). ROC analysis suggests diagnostic potential, with the area under the curve measuring 0.628 (asymptomatic 95% confidence interval 0.056 to 0.750). 
The results of this initial study are very encouraging and suggest that digital analysis, using our software tool, has the potential to become an alternative method of assessing placental calcification. Further prospective studies are required to assess its full potential.


DEFINITION AND MANAGEMENT OF FETAL GROWTH RESTRICTION - WHAT DOES IRELAND THINK?
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Objective

The optimal definition of intrauterine growth restriction (IUGR), in particular the distinction between physiological and pathological smallness, remains a challenge in daily obstetric practice. The terms SGA (small-for-gestational age) and IUGR are used inconsistently and synonymously by different clinicians to describe a fetus that has not reached its target weight. The aim of this study is to evaluate obstetrician's opinions on the definition, assessment and management of pregnancies affected by suboptimal fetal growth. 

Method

A structured anonymous web-based questionnaire was sent out via email to 200 doctors working in obstetrics in Ireland. 
Results

A total of 113 participants completed the survey corresponding to a 57% response rate. Among the respondents, 56 (50%) were Consultants, 32 (28%) Specialist Registrars, 17 (15%) and Registrars and 8 (7%) were Senior House Officers. Most of the participants (73%) had over 5 years' experience with the majority (58%) working in hospitals over 8,000 births per annum with tertiary level neonatal care facilities. The favoured definitions for SGA and IUGR were an EFW below the 10th centile (41%) and the 5th centile (19%), respectively. The top three definitions are outlined in Table 1. There were 20 different variations in definition and only 14% used the terms 'SGA' and 'IUGR' synonymously. Interestingly, even among maternal-fetal medicine (MFM) specialists there was no consensus on the best definition of IUGR. When asked about the optimal timing of delivery of a fetus on the 6th centile with normal Doppler and liquor volume, the majority (97%) would deliver at or after 37 weeks; 50% would allow the pregnancy to progress beyond 39 weeks. In the evaluation of IUGR fetuses with abnormal umbilical artery Doppler, the assessment of amniotic fluid index, MCA Doppler, ductus venosus Doppler, CTG and biophysical profile is found helpful in 63%, 52%, 52%, 46% and 45% respectively and 60% of clinicians refer to a MFM specialist for assessment. In cases of IUGR with AEDF before 34 weeks, most doctors (82%) would wait for CTG abnormalities to occur to indicate delivery but some (14%) would deliver for AEDF alone prior to 34 weeks. The majority (66%) would implement customised centile charts if they became available and a National guideline is desired by 84% of respondents. 

Conclusion

The above results confirm the many variations used for defining and managing IUGR. Customised centile charts have been designed for Ireland and are now freely available on www.gestation.net.


Top definitions for SGA and IUGR

	SGA
Winner:       
	EFW < 10th centile 
	(41%)

	  
Runner Up:   
	EFW < 10th centile with normal amniotic fluid volume and umbilical artery                 Doppler
	(27%)

	 Third place:   
	EFW < 15th centile with normal amniotic fluid volume and umbilical artery Doppler
	(7%)


IUGR

	IUGR
Winner:
	EFW < 5th centile 
	(19%)

	  
Runner Up:   
	EFW < 10th centile with oligohydramnios and abnormal umbilical artery Doppler 

	(18%)

	 Third place:   
	EFW < 10th centile (12%)
	(12%)


EFFECTS OF LMWH PROPHYLAXIS ON THE MORBIDLY OBESE PREGNANT WOMEN
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Abstract

LMWH prophylaxis has been recommended for morbidly obese pregnant women (>40 kg/m2). However, no data exists on the anticoagulant effects of LMWH in this group. 

We investigated different dosing regimens; fixed dose versus weight-adjusted dose on the anticoagulant effects of the LMWH, tinzaparin used for thromboprophylaxis in obese pregnant women. 
Twenty morbidly obese pregnant women were started on a fixed dose of tinzaparin (4,500iu/day) at 30 weeks gestation and then changed to a weight-adjusted dose (75iu/kg/day) for the remainder of their pregnancy. Four hour post-dose venous blood were taken after each initial dose and repeated every 2 weeks until delivery. Endogenous thrombin potential (ETP), tissue factor pathway inhibitor (TFPI) and anti-Xa were measured and compared with levels in twenty normal weight women at the same gestation. 

Prior to LMWH prophylaxis, TFPI levels in the obese group at 30 weeks were significantly lower (p<0.001) and ETP and peak thrombin levels in obese group were significantly higher compared with controls (P<0.0001; P<0.001). Within the obese group, there was no significant difference between ETP levels before and after fixed LMWH dose. However, ETP levels were significantly lower post weight-adjusted dose (75iu/kg tinzaparin) compared with post fixed dose. There was a significant effect of LMWH on TFPI levels, (p<0.0001). Peak anti-Xa levels correlated significantly with total body weight at 75iu/kg tinzaparin (r=0.777) (p<0.01) but not at fixed dose. ETP correlated positively with total body weight at fixed dose (r=0.578)(p<0.05). At weight-adjusted dose, ETP levels demonstrated a weak negative correlation (r= -0.430) but did not reach significance (p=0.059).
Morbidly obese pregnant women have increased thrombin generation and reduced natural anticoagulant in third trimester. ETP is sensitive to the anticoagulant effects of LMWH at different dosages and is a potential tool for monitoring LMWH in the morbidly obese. The prothrombotic state in pregnant morbidly obese women was substantially attenuated by weight-adjusted LMWH doses.

EFFECTS OF LOW MOLECULAR WEIGHT HEPARIN WITHIN THE UTEROPLACENTAL UNIT
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Abstract

Perturbation of the uteroplacental haemostasis has been implicated in placenta mediated pregnancy complications in thrombophilic women. LMWH may be effective in altering local thrombin production in the uteroplacental compartment. We determined the effects of LMWH (tinzaparin) on the peripheral, uteroplacental and fetal circulation and on haemostatic gene and antigen expression in placental tissue. Eight women on antenatal LMWH prophylaxis (tinzaparin 75 IU/kg) due to moderate risk of VTE undergoing caesarean section (CS) and a control group of 15 healthy pregnant women undergoing CS had venous blood taken from the peripheral and uterine vein before delivery of placenta. Simultaneously, cord venous blood and placental biopsy was collected. Tissue factor pathway inhibitor (TFPI), thrombin antithrombin (TAT) and endogenous thrombin potential (ETP) were measured. Real-time PCR and ELISA were used to quantify mRNA and protein expression of TFPI and TF in placental tissue.  TAT levels within uterine vein are significantly higher compared to maternal peripheral circulation in both the control group (P<0.0001) and LMWH group (P<0.02). In the LMWH group, TAT is reduced compared with controls in the uterine vein (P<0.001).ETP and TFPI within uterine circulation is reduced significantly in the LMWH group (P<0.05) and (P<0.02) respectively. Down-regulation of placental TFPI and TFPI2 mRNA expression was also found (p<0.05). Placental TF mRNA expression in LMWH group showed a non significant increase compared to control and this is replicated in placental TF antigen expression.
TAT is reduced in uteroplacental circulation in thrombophilic women on LMWH prophylaxis and this is mirrored by decreased ETP in uteroplacental circulation. LMWH may be effective in reducing in- vivo thrombin production in the uteroplacental circulation of thrombophilic women

ESTABLISHING NORMOGRAMS FOR CERVICAL LENGTH IN PREGNANCY
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Abstract

Pre-term deliveries are associated with a higher rate of perinatal morbidity. The ability to predict and prevent pre-term deliveries remain a major dilemma in obstetric practice. An ultrasonographic finding of a short cervix at 24 weeks has been associated with an increased risk of pre-term labour, hence its use as a surveillance tool in high-risk women. However, its role in low-risk asymptomatic women remain uncertain. Furthermore, differences in ethnic groups have also been described. We aimed to examine and construct normograms for cervical length in low-risk Irish Caucasian women with singleton pregnancies from 14 weeks to 40 weeks gestation. 
This was a prospective, cross-sectional study involving low-risk women attending Cork University Maternity Hospital conducted concurrently with a primary study to construct normograms for fetal biometry. Women were recruited in the first trimester and randomly allocated to a single scan between 14-40 weeks gestation. Scans were performed by a sole researcher. Gestation was calculated using the estimated due date assigned by dating scan. Recruits were Irish Caucasian women with a singleton pregnancy. Women with a previous history of preterm labour, mid-trimester pregnancy loss, cervical sutures, cone biopsy and large loop excision of transformation zone (LLETZ) were excluded. Measurements were obtained transvaginally using the Voluson E8 ultrasound by GE Healthcare.
Seven-hundred-and-ninety-three women were recruited into the primary study. Five-hundred-and-fifty-five women consented to cervical length measurements and were scanned as per protocol. Median maternal age was 32 (range 17-44). Median BMI was 24.7 (range 17.1-48.6). Nulliparous women constituted 46.5% (369/793) of recruits, 32.6% (261/793) were expecting their second child, 18.3% (145/793) were expecting their third or fourth child, while only 2.3% (18/793) were grand multiparous. Normograms for cervical length have been generated for this population. The following table demonstrates the calculated percentiles for each gestational week. 
We have constructed normograms for cervical length from 14 to 40 weeks gestation in the low-risk Irish Caucasian population using up-to-date equipment following established methodological recommendations.

EXPANSION OF VENTRICULAR INDICES TO INCLUDE EXTREMES OF PREMATURITY
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Abstract

Intraventricular haemorrhage (IVH) and Post Haemorrhagic Ventricular Dilation (PVHD) are serious complications in premature infants and are associated with a high risk of disability. These conditions are monitored by measuring the ventricular size (Levene Index) and by calculating the Ventricular Index (VI) or the ratio of the distance between the lateral sides of the ventricles and the biparietal diameter. Treatment decisions are made based on these measurements, which originate from data obtained 30 years ago1. These centile charts do not include the extremes of gestations that are treated commonly today nor taken in to account the advances in perinatal and neonatal care over the intervening period. The aim of this study was to assess the relationship between Levene Index and grouped gestational ages in preterm infants, including the gestations less than 27 weeks and to establish normal ranges and median values for VI based on a more current cohort. This was a retrospective study where serial cranial ultrasounds were reviewed of all preterm infants with gestation under 32 weeks admitted to Rotunda Hospital from January 2009 to December 2011. The data collected was grouped according to gestational age at the time of scan from 23 weeks to 45 weeks. Ventricular sizes from cranial ultrasounds were assessed using VI. An abnormal ultrasound was defined as one with evidence of IVH grade III or IV, PHVD and was excluded from the study. From 255 infants, 816 cranial ultrasounds were reviewed. 
For Levene Index, the median values show a general trend of increase as gestation increases (Fig. 1). The normal ranges for  left VI were 0 – 0.69 and right VI were 0.23 – 0.88. The median value for both left and right VI was 0.31. This study shows that there is a slight increase in Levene Index as gestation at the time of scan increases and that the median values for VI did not significantly change with gestational age at scan. These results provide the basis for updated centile charts for current practice

HEPATITIS C ASSOCIATED THROMBOCYTOPENIA IN PREGNANCY : PREGNANCY MANAGEMENT AND MORBIDITY
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Abstract

Hepatitis C virus (HCV) is a chronic viral infection associated with a massive worldwide morbidity and mortality burden Recent studies have implicated HCV in the pathogenesis of immune thrombocytopenia [1,2]. However, the impact of HCV-associated thrombocytopenia on pregnancy has not been explored in detail. In pregnancy-associated immune thrombocytopenia, multidisciplinary management is required at the time of labour and delivery due to a potential for bleeding complications . Moreover, management of HCV in pregnancy may be complicated by significant non-haematological issues which may increase bleeding risk . 
We looked at the impact of HCV on maternal platelet count, bleeding and multidisciplinary management of labour and delivery in a consecutive retrospective series of HCV-infected pregnant women.106 consecutive women with a detectable HCV viral load who underwent a first booking visit in the Rotunda Hospital, Dublin between 2009 and 2011 were identified. Platelet count and HCV viral load were determined at booking, at 32 weeks gestation and at delivery in HCV-infected women and in age-matched controls attending the same clinic due to methadone use
Thrombocytopenia was identified in 10.3% of HCV-infected pregnant women in comparison to only 2.1% of age-matched controls (p<0.01). Mean lowest platelet count recorded during pregnancy was 120±23 x109/L in HCV-infected women. Overall mean platelet count at delivery was significantly lower in HCV-infected women compared with controls (238±9 vs 270±8 x 109/L ; p=0.01). Despite the difference in platelet count, there was no significant difference in estimated blood loss (EBL) at delivery in thrombocytopenic and non-thrombocytopenic HCV-infected women or controls. Following multidisciplinary review, regional anaesthesia was performed without complication in 73% of thrombocytopenic HCV-infected women. There were no fetal bleeding complications.
In the first study to date to investigate the impact of thrombocytopenia upon pregnancy management in HCV-infected women in a high risk specialist unit with obstetric, haematology, anaesthetic and infectious disease input, we demonstrated a significantly higher frequency of thrombocytopenia and a significantly lower platelet count in HCV-infected pregnant women compared with controls but no significant impact upon EBL at delivery. Moreover, we recorded no significant fetal bleeding complications. 
1. Rajan, S.K., B.M. Espina, and H.A. Liebman, Hepatitis C virus-related thrombocytopenia: clinical and laboratory characteristics compared with chronic immune thrombocytopenic purpura. Br J Haematol, 2005. 129(6): p. 818-24.

2. Zhang, W., et al., Role of molecular mimicry of hepatitis C virus protein with platelet GPIIIa in hepatitis C-related immunologic thrombocytopenia. Blood, 2009. 113(17): p. 4086-93. 

INCIDENCE, RISK FACTORS AND OUTCOMES ASSOCIATED WITH CESAREAN DELIVERY OF A 2ND TWIN FOLLOWING VAGINAL DELIVERY OF THE FIRST INFANT
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Delivery of a second twin can be influenced by a range of intrapartum factors and difficulty may result in adverse outcomes for the infant. We sought to examine all cases of Cesarean delivery of a 2nd twin following vaginal delivery of the 1st infant in a large tertiary referral center over an 11-year study period. 
This was a prospective observational study of all twin deliveries, from 2001-2011. Maternal demographics, intrapartum characteristics and neonatal outcomes were examined in cases where the 2nd twin required Cesarean delivery following vaginal delivery of twin 1, and compared with details of cases where successful vaginal delivery of both twins took place.

During the study there were 1,457 twin deliveries >24 weeks gestation. The vaginal delivery rate of the first twin was 47.5% (693/1457). A total of 3.9% (27/693) of 2nd twins required Cesarean delivery following vaginal delivery of their sibling. The incidence of Cesarean delivery following vaginal delivery of twin 1 was 5.7% (15/262) in nulliparas and 2.8% (12/431) in multiparas. There was no difference in maternal age (32.8±4.5 vs. 31.9±5.2; p=0.37) and rate of induction of labour (37% vs. 45.3%; p=0.32) when the group delivered by cesarean section was compared with the group where the 2nd twin was delivered vaginally. The use of epidural anesthesia (48.1% vs. 59.3%; p=0.15), and the incidence of prematurity (gestation < 34/40) (29.6% vs. 17%; p=0.13) were similar regardless of mode of delivery of the 2nd twin. There was a trend towards labors being longer in women who required Cesarean delivery of a 2nd twin (309±341min vs. 238±190min; p=0.06). Blood loss was found to be greater in women who underwent Cesarean delivery (527±211ml vs. 407±106ml; p<0.0001). A 2nd twin delivered by Cesarean section was more likely to have an Apgar of <7 at 5mins (18.5% vs. 2.1%; p=0.005), they were also more likely to have a cord pH<7.1 (18.5% vs. 3.1%; p=0.002), and to require admission to the neonatal unit (66% vs. 38.6%; p=0.004).

This large cohort has clearly indicated the incidence of emergency Cesarean delivery of a 2nd twin after the vaginal delivery of twin 1 is approximately 4%. No risk factors, apart from nulliparity were identified. Maternal and neonatal morbidity are significantly increased when Cesarean delivery of a 2nd twin is necessary.

LIFESTYLE INTERVENTION REDUCES THE NEED FOR INSULIN THERAPY AND MACROSOMIA IN GESTATIONAL DIABETES MELLITUS
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Introduction

In 2011 a new management package was introduced for all patients diagnosed with gestational diabetes mellitus (GDM) in the National Maternity Hospital.

Methods

A prospective study of a lifestyle intervention class with home glucometers since 2011 versus standard management in treatment of gestational diabetes mellitus 2008 to 2010 inclusive was performed. The new management package includes a class with education on diet and exercise and a personal glucometer for testing blood sugar levels at home. The patients have weekly contact with a member of the diabetic team. Data on insulin treatment, mode of delivery and macrosomia (>90th centile) was analysed.

Results
From 2008 to 2010 there were 413 cases of gestational diabetes mellitus. From 2011 to date there were 392 cases with GDM. Prior the intervention 41% (171/413) were treated with insulin. Since 2011, 18% (72/392) were treated with insulin (p<0.0001). Macrosomia (>90% centile for gestational age) rates of 20% prior to 2011 (84/413) decreased to 12.5% (49/392) after2011 (p<0.001).

Conclusion
Results show that the intervention has resulted in a statistically significant reduction in the need for insulin treatment in patients with GDM. Of note there was also a decline in the rate of macrosomia (>90% centile).

MATERNITY SERVICES IN THE IRISH MASS MEDIA: AN ANALYSIS OF MEDIA CONTENT FROM 2007-2012
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Abstract

The mass media play a key role in informing the public about matters of public interest and, critically, in the actual shaping of public opinion about those matters. In carrying out its surveillance function for society, the mass media's central role is to connect with the public without overwhelming it with information, by effectively differentiating between that which is to be deemed important and that which is not. There is a vast body of literature that documents the influences of the mass media in both the formation and development of public perceptions on a broad range of issues. With this in mind, the purpose of this study was to examine Irish media content and the manner in which it portrays the maternity services in Ireland. 
A quantitative content analysis was conducted over the five-year time period from 2007 to 2012. Using the Nexis-Lexis newspaper database, data were sampled from three broadsheet newspapers (the Irish Times, the Irish Independent and the Irish Examiner), one tabloid newspaper (the Irish Daily Mail) and the RTE website. The final sample yielded a population of 329 articles for analysis. The subsequent articles were measured according to a pre-defined coding scheme that included variables such as article placement, prominence, story length, topic, etc. and they were then compared against existing medical statistics. 

The results showed that less than 1% of articles relating to the Irish maternity services received front page treatment over the five-year period. Medico-legal processes (18.8%), budgetary and staffing issues (15.8%) and specific high-profile cases of misdiagnosis or inappropriate treatment (9.7%) have predominated as the focus of coverage. The more clinical matters, such as breastfeeding (4.5%), neonatal care (3.3%) and post-natal depression (1.2%), have received relatively little examination. 
The need for the public to have access to accurate information about medical matters is clearly of fundamental importance. However, in broad terms, the findings of this research suggest relatively poor coverage of certain socially or medically important issues, including outcomes (except where they involve a medical error or misconduct) and, in general, there is a discrepancy between media representations of these critical issues and the medical realities. This has the potential to undermine perceptions of these issues by the general public who, it could be argued, come to an understanding of events largely on the basis of information that is presented in the mass media. Health professionals should consider more proactive engagement with the mass media, in order to improve the quality of public discourse on matters relating to the maternity services.

PLACENTAL VOLUME AND WEIGHT DIFFER IN INTRA-UTERINE GROWTH RESTRICTED INFANTS ACCORDING TO ANTENATAL DOPPLER MEASUREMENTS
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Abstract

Neonatal and placental weight at the time of delivery are closely correlated1 and placental volume can be used as a method of detecting growth restriction. Infants from intra-uterine growth restricted (IUGR) pregnancies have higher morbidity and mortality as compared to appropriate for gestational age pregancies. Placental volume of normal pregnancies is significantly higher than in pregnancies complicated by IUGR.2 It is not known whether or not abnormal antenatal Doppler measurement in IUGR pregnancies is associated with further reduction in placental volume/weight. A cohort of infants identified from the PORTO study (Prospective Observational and Randomised Trial to Optimise paediatric health in IUGR fetuses), a national study of IUGR pregnancies, were antenatally enrolled from a single centre, the Rotunda Hospital, based on ultrasound findings. Singleton infants without aneuploidy or congenital anomaly and with a birth weight < 10th centile were enrolled. Prospective data collection of delivery and infant characteristics was performed. Pathology reports provided data pertaining to weight, thickness and histomorphological aspects of each placenta. Volume was calculated from placental parameters at delivery. Statistical analysis was performed using the unpaired, two- tailed t- test for comparison of means and the analysis of covariance (ANCOVA) to account for the influence of covariates on the model. ( < 0.05. Data are expressed as means +/- standard deviation, mean difference with 95% confidence intervals (CI) and regression coefficients (B) with 95% CI for normal doppler group.
33 infants satisfied inclusion criteria, of which 22 had normal and 11 abnormal antenatal Doppler measurements. Placental voume [298.3 +/- 104.4 versus 649.9 +/- 297.7; Mean Difference 351.6 (206.7, 496.5) cm3; p < 0.0001] and placental weight [179.5 +/- 61.9 versus 358.1 +/- 120.6; Mean Difference 178.6 (99.3, 257.9) grams; p < 0.0001] were lower in IUGR infants with abnormal doppler ultrasound measurements when compared to those with normal measurements. The differences for placental volume [B = 351.6 (174.7, 528.4); p < 0.0001] and weight [178.6 (104.8, 252.5); p < 0.0001] persisted following adjustment for the confounding variables, birthweight and gestational age at birth. We have demonstrated that IUGR infants with abnormal antenatal Doppler measurements have significantly smaller placental volumes and weights at birth compared to intra-uterine growth restricted infants with normal Doppler meaurements. Further analysis of these infants with volumetric MRI brain at term and psychological assessment at 2 years will determine if these parameters may prove useful as short-term surrogates of developemental outcome.

PREGNANCY LOSS MANAGED BY CERVICAL DILATATION AND CURETTAGE INCREASES THE RISK OF SPONTANEOUS PRETERM BIRTH
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Abstract

Miscarriage affects approximately 20% of pregnancies and as many as a further 20% of pregnancies undergo termination. The aims of this study were to investigate the association between previous early pregnancy loss and the risk of spontaneous preterm birth, and to explore any association with previous cervical dilatation and curettage.
We utilised data from 5575 nulliparous women recruited to the Screening for Pregnancy Endpoints (SCOPE) study, a prospective cohort study. Our primary outcome was spontaneous preterm birth (<37weeks' gestation). Secondary outcomes included spontaneous preterm premature rupture of membranes (PPROM), small for gestational age, birthweight, pre-eclampsia and placental abruption. Women with previous pregnancy loss (miscarriage and/or termination of pregnancy) were compared with those with no previous pregnancy loss. 4331 (78%) women had no previous pregnancy loss, 974 (17.5%) had one early previous pregnancy loss, 249 (4.5%) had two and 21 (0.5%) had three or four. Women with two to four previous losses, but not a single loss, had an increased risk of spontaneous preterm birth (adjusted OR 2.12; 1.55, 2.90) and/or placental abruption (adjusted OR 2.30; 1.36, 3.89). Women with any previous pregnancy loss who underwent cervical dilatation and curettage had a greater risk of spontaneous preterm birth (one procedure: adjusted OR 1.66; 1.14, 2.42; two procedures: adjusted OR 2.32; 1.88, 2.88). A single previous miscarriage or a single previous termination of pregnancy where management involved cervical dilatation and curettage, was associated with an increased risk of spontaneous preterm birth (adjusted OR 1.64; 1.08, 2.50 and 1.83; 1.35, 2.48, respectively). 
A single previous pregnancy loss managed by cervical dilatation and curettage is associated with a greater risk of spontaneous preterm birth. Research is required to determine whether medical management of miscarriage or termination of pregnancy should be advocated over surgical treatment. 

RESTING-STATE FMRI (RS-FMRI) CONNECTIVITY ANALYSIS OF THE INTRA-UTERINE GROWTH RESTRICTED INFANT BRAIN. AN INTERIM ANALYSIS OF THE STOOPS STUDY.

Authors

Michael Boyle (Rotunda Hospital), David Watson, Martin McGinnity (University of Ulster), Adrienne Foran (Rotunda Hospital)
Abstract

Intra-uterine growth restriction (IUGR) is a common clinical entity. These infants have increased mortality and morbidity rates compared to appropriately grown infants. Deficits in cognition, language and social functions may occur. StOOPs is a national study incorporating brain imaging to investigate differences in brain development and organisation between two groups of IUGR infants; those with normal and abnormal antenatal Doppler measurements.
Singleton infants without aneuploidy or congenital anomaly and with a birth weight < 10th centile were enrolled nationally. Prospective data of delivery and infant characteristics was collected. Non sedated 3 Tesla MRI of brain was acquired at term corrected gestation. Connectivity analyses were performed on 6 minute rs-fMRI sequences in collaboration with the Intelligent Systems Research Centre, University of Ulster. fMRI maps neural activity in the brain dependent on changes in blood flow. 27 rs-fMRI studies were eligible for inclusion; 15 normal (ND) and 12 abnormal Dopplers (AD). Statistically significant group differences in connectivity are seen between key components of the attentional and default networks. Anterior and posterior intra-hub connectivity differences are also apparent between ND and AD for the default network.This data suggests persistent differences at term corrected gestation in IUGR infants between these groups. Regions implicated include those supporting attentional and memory processes and visuospatial processing. Completion of the study and correlation with psychological assessment at 2 years will determine if these findings may help predict infants at increased risk of deficits and serve as an early surrogate marker of long-term neurodisability.

THE ASSOCIATION BETWEEN PRIVATE PATIENT STATUS AND CAESAREAN DELIVERY: A RETROSPECTIVE COHORT STUDY OF 403,642 CHILDBIRTH HOSPITALISATIONS
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Background

The increase in Caesarean delivery rates over the past decades has resulted in it becoming one of the most commonly performed in-hospital surgical procedures. While many Caesarean deliveries are clinically indicated, other factors, such as medico-legal fears and maternal and health professional preferences, contribute to the decision-making process. To explore non-clinical factors, we investigated differences in Caesarean delivery rates and temporal trends by private and public patient status while giving consideration to patient case-mix. 

Methods 
A retrospective cohort study was performed on childbirth hospitalisations occurring between 2005 and 2010 in the Republic of Ireland. Procedural ICD-10-AM codes from hospital discharge records were used to identify emergency and elective Caesarean deliveries. Temporal trends in Caesarean delivery were determined using a Cochrane-Armitage test for trend. Multivariate logistic regression analysis with correction to estimate relative risk was used to determine the likelihood of Caesarean delivery (emergency or elective versus vaginal delivery) by mother's public or private status while adjusting for age, multiple gestation, previous Caesarean delivery, induction of labour, maternal morbidity and other obstetric complications.
Results

403,642 childbirth hospitalisations reviewed; approximately one-third of women (30.2%) were booked privately. Women booked privately were more likely to be at least 30 years of age or older, married and have had a previous Caesarean delivery. Over the study period, the overall Caesarean rate increased from 22.2% to 23.8% among women booked publicly versus 30.2% to 34.7% among women booked privately (test for trend p-value <0.0001). While the emergency Caesarean rate was similar between both groups of women (14.3% versus 13.3% respectively), women booked privately were almost twice as likely to have an elective Caesarean delivery (17.8% versus 9.4%). After adjustment for relevant obstetric risk factors, women booked privately had an increased risk of both emergency (adjusted RR: 1.13; 95% CI 1.10, 1.14) and elective (adjusted RR: 1.48; 95% CI 1.45, 1.52) Caesarean delivery.


Conclusions 
Irrespective of obstetric risk factors, women who opted for private maternity care were significantly more likely to have a Caesarean delivery than women booked publicly. Moreover, while increasing trends in Caesarean delivery were observed among all women, the increase was disproportionately higher among women booked privately. These findings suggest that significant differences in caesarean rates are unlikely to be explained by differences in clinical risk factors alone. Mixed-method research is clearly warranted to explore disparities in Caesarean delivery rates. Such research should focus on clinical decision making and the role of personal preferences of women and maternity care profesionals in decisions regarding mode of birth.

THE FEASIBILITY OF GIVING THE APPROPRIATE DOSE OF MAGNESIUM SULPHATE BEFORE PRETERM BIRTH
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Background

A maternal infusion of magnesium sulphate (Mg Sulph) prior to preterm birth is reported to reduce the incidence of cerebral palsy. 
Methods

This was a retrospective study of early (< 34 week) singleton preterm births, on data collated prospectively at the National Maternity Hospital between 2008 and 2011, to determine the numbers involved and the feasibility of giving an appropriate dose of Mg Sulph ( a loading dose and an infusion over 6 hours) prior to delivery . Data was analyzed by category of preterm birth.( Materno-fetal, PPROM, or preterm delivery (PTL) In utero transfers were excluded. Tocolytic agents were not used.  Results : Among 366 preterm births (<34 weeks ) 164( 45%) delivered before 30 weeks and 95( 26%) before 28 weeks gestation. Overall 53% (136/259) of preterm birth births (<30 weeks gestation) delivered within one hour and 23% (60/259) delivered at 6 hours or greater. The respective percentages by category of preterm birth were:- 
· PPROM(n=68) : 63% delivered < 1 hour and 7% delivered > 6 hours 
· Materno- fetal (n=112) : 46% delivered <1 hour and 30% > 6 hours
· Preterm labor (n=79): 27% delivered < 1 hour and 24% > 6 hours
The results were not influenced when reanalyzed for by gestational age (< 28 vs. < 30). 

Conclusion
 
In this large maternity hospital we can anticipate treating 3 cases per week at a 30 week gestational age cut-off and 1 case per week at a 28 week gestational age cut-off, with Mg Sulph. These numbers would double if in-utero transfers are included The number of cases delivering within 1 hour (53%)and therefore not receiving an appropriate dose of Mg Sulph could probably be greatly improved upon, as many of these were in the materno-fetal category (46%) where there is often an opportunity to delay delivery. Surprisingly 24% of preterm labor delivered at greater than 6hours in this unit where tocolytics are not used. 

THE IMPACT OF MATERNAL ALCOHOL CONSUMPTION IN EARLY PREGNANCY ON PREGNANCY OUTCOME
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Abstract

Up to 50% of women continue to drink alcohol in pregnancy. We performed this cohort study to clarify the impact of early pregnancy exposure to alcohol consumption on pregnancy outcomes.

5628 nulliparous women were recruited to the Screening for Pregnancy Endpoints (SCOPE) study, an international prospective cohort study. Women were interviewed at 15 weeks' gestation and information on alcohol intake obtained. Alcohol intake was classified as follows; low (1-2 units/week), moderate (3-7 units/week), heavy (8-14 units/week) and very heavy (>14 units/week). Outcome measures were small for gestational age, birthweight, spontaneous preterm birth and pre-eclampsia.
Of the 5628 pregnant nulliparous women studied, 2230 (40%) reported no alcohol consumption in early pregnancy, 1090 (19%) low alcohol consumption, 1383 (25%) moderate alcohol consumption, 625 (11%) heavy alcohol consumption and 300 (5%) women reported very heavy alcohol consumption. Woman who consumed greater amounts of alcohol in pregnancy were more likely to be younger, Caucasian, single, smokers and admit to a history of recreational use compared with women who did not consume any alcohol in pregnancy. There was no evidence to support an association between the level of alcohol consumption and an increased risk of small for gestational age, reduced birthweight or spontaneous preterm birth. Conversely, women who reported 'binge' drinking at 15 weeks' gestation were at increased risk of delivery of a small for gestational age infant (adjusted OR 1.24; 1.05, 1.46) and reduced birthweight (adjusted mean difference -34g; -47, -22). The consumption of low to heavy amounts of alcohol in pregnancy was associated with a modest reduction in the risk of developing pre-eclampsia (adjusted OR 0.66; 0.47, 0.93 and 0.57; 0.38, 0.87 for low and heavy respectively) compared to abstinence from alcohol consumption.

Alcohol consumption in early pregnancy was prevalent in this nulliparous cohort of pregnant women. There was no strong association between alcohol consumption in pregnancy and small for gestational age, reduced birthweight or spontaneous preterm birth. However, there was evidence to suggest that women who binge drink and continue this behaviour at 15 weeks' gestation are at increased risk of small for gestational age and reduced birthweight. The consumption of alcohol in pregnancy was associated with a mild reduction in the risk of developing pre-eclampsia.

THE IMPACT OF PRETERM BIRTH ON PARTICIPATION IN CHILDHOOD OCCUPATION
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Abstract

Premature infants are at increased risk of developing motor, cognitive and behavioural impairments compared with infants born at term. Outcome studies have tended to focus their assessments predominately on 'components' of skills such as the child's cognitive, social and neuromotor development, without relating these deficits to the impact they have on a child's everyday life, 'childhood occupations'. While significant motor, cognitive or behavioural impairment will clearly influence childhood occupations the direct impact of preterm birth alone on age-appropriate, everyday activities has received little attention in the medical literature. The aim of this study was to determine whether preterm birth alone impacted on a child's ability to participate in and carry out age-appropriate, everyday activities such as playing, dressing, feeding, and toileting i.e. the 'occupations' of a child. 
All parents of premature infants born with a birth weight < 1500gms (VLBW) at Galway University Hospital (GUH) between November 2006 – December 2011 were contacted by mail and invited to participate in the study. Infants with a documented physical or intellectual diagnosis were excluded. Parents were interviewed using a combination of standardised and informal questionnaires. All parents partaking in the study completed a Child and Family Demographic questionnaire and the 'Parent/Primary Caregiver questionnaire (ages 0-5 years)' from the Adaptive Behaviour Assessment System-II. In addition, parents whose children were between 2 years – 5 years 6 months of age also completed the Assessment of Preschool Children's Participation questionnaire. The study infants were compared with term matched control infants recruited from the post-natal ward at GUH. 
183 VLBW infants were born during the study period. Following the exclusion of non qualifying infants 44 former VLBW (35%) infants and 36 term control infants participated in the study. The average gestation of the VLBW infants was 29 weeks. The male to female ratio was 1:1 in the study infants and 2:1 in the controls. The average age of the study infants at time of participation was 35 months and the average age of the control infants was 36 months. VLBW infants had lower mean scores in overall adaptive behaviour compared to term control infants (composite scores of 98 vs 86 (p<0.001)). In addition, VLBW infants had significantly lower mean scores in 7 of the 10 skill areas reported on by parents i.e. Communication, Pre-academics, Home Living, Health and Safety, Leisure, Self-care and Social skills. Finally, a trend towards lower scores in Community Use, Self-Direction and Motor were also noted in the VLBW group. 
 VLBW infants had significantly lower scores in standardised questionnaire testing for overall adaptive behaviour than term infants. These findings suggest a measurable effect of preterm birth on childhood occupation that merits further investigation. 

THE RELIABILITY OF FETAL BLOOD SAMPLING AS A TEST OF FETAL ACIDOSIS IN LABOUR
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Objectives

Our aim was to establish whether fetal blood sampling for pH is a reliable test of fetal acidosis in labour by comparing paired fetal blood samples taken at a single procedure. The assessment of fetal wellbeing in labour is an issue of great importance to pregnant women and to health professionals providing their care.
Study design 
We conducted a prospective study assessing 293 consecutive attempts at fetal blood sampling in labour over a four month period from February to May 2012. A total of 100 paired samples were suitable for analysis. We compared the consistency of pH results of paired fetal blood samples, evaluated cases where inconsistent results would result in conflicting clinical decisions, and explored factors associated with discordant results.
Results 

During the four month study period there were 293 consecutive fetal blood sampling procedures. Of the 293 procedures, 100 paired samples were successfully analysed. The mean pH for sample 1 was 7.297 (standard deviation 0.065) compared to mean pH for sample 2 of 7.315 (SD 0.059), mean difference 0.036 (p<0.0005). The mean time interval between reporting the two pH results was 2.47 minutes (range 1 to 12 minutes). The laboratory acceptable maximum analytical difference was calculated at 0.038. Of the 100 paired samples, 43 had a difference greater than 0.038. The management decision based on the pH result of sample 1 was to continue labour in 78 cases, repeat the procedure in 30 minutes in 14 cases and to deliver in 8 cases. The management decision based on the pH result of sample 2 was to continue labour in 89 cases, repeat the procedure in 30 minutes in 8 cases and to deliver in 3 cases. There was discordance in the management decision between the two groups in 16 cases. In 11 of the 16 cases (69%) this resulted in a decision to deliver by emergency caesarean section. In two cases, the fetal blood sample pH results and the cord arterial pH were above the 7.20 threshold but the babies had low Apgar scores and required admission to the neonatal unit. Inconsistent results were not associated with specific clinical factors and occurred more often with senior operators.
Conclusion

Fetal blood sampling is considered by many as the gold standard in assessing intrapartum fetal well being. We have demonstrated inconsistency of paired fetal blood pH results which suggests that fetal blood sampling should not be considered infallible. 

TOWARDS A BETTER DEFINITION OF FETAL GROWTH RESTRICTION - INTRODUCING IRISH CUSTOMISED CENTILE CHARTS
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Objective

To identify maternal and pregnancy related physiological and pathological variables associated with fetal growth and birthweight in Ireland and to develop customised birthweight centile charts for the Irish population that aid in appropriate identification and selection of growth-restricted fetuses that require increased antenatal surveillance.
Study Design
This is a prospective study. The cohort consisted of prospectively collected outcome data of 11,973 consecutive ultrasound-dated singleton pregnancies between 2008 and 2009 from 6 maternity units in Ireland (Dublin, Galway, Limerick and Belfast) were included for analysis. Maternal weight and height at booking, parity and ethnicity were recorded and combined with birthweight, fetal gender and pregnancy outcomes. Coefficients were derived by backward multiple regression using a stepwise backward elimination approach. The methods employed to obtain coefficients followed the Gardosi model.
Results

A total of 11,973 ultrasound-dated singleton pregnancies were included in the analysis. Over 90% of women in this cohort (n=10,850) were of Irish or European descent, 3.4% (n=407) were African or African Caribbean, 1.7% (n=208) were Indian; 42.2% of women (n=5057) were nulliparous, 32.8% (n=3923) had one previous delivery after 24 weeks gestation, 15.6% (n=1872) had 2 previous deliveries and 9.4% (n=1121) had 3 or more previous deliveries. Mean term birthweight for a standard Irish mother was 3491grams. Babies of all other ethnic origins were smaller than their Irish counterparts. African Caribbean, Bangladeshi, Indian and Pakistani babies were on average 237grams, 196grams, 181grams and 181grams lighter, respectively, when compared to the average Irish offspring. Pathological factors significantly affecting term birthweight were pre-gestational diabetes (+137g; p<0.001), smoking (-225g; p<0.001), pregnancy induced hypertension (-37.6g; p=0.009) and maternal obesity (-41.6g; p=0.012). 
Conclusion

Birthweight in this Irish maternity population is subject to similar influences as those observed in studies from the UK, Sweden, USA and Australasia. The derived coefficients can be used for customised assessment of fetal growth potential in Ireland. The implementation of these customised centile charts and its free online availability will aid clinicians in Ireland in the interpretation of fetal weight estimation.

A COMPLETE AUDIT CYCLE OF THE IMPLEMENTATION OF GUIDELINES ON THROMBOPROPHYLAXIS IN PREGNANCY
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Background

Venous thromboembolism (VTE) remains one of the leading causes of maternal mortality and morbidity in the developed world. The RCOG estimates that thromboprophylaxis with Low Molecular Weight Heparin (LMWH) may reduce the risk of VTE in obstetric patients by up to two-thirds. 
Aim

To audit our practice of thromboprophylaxis in pregnancy against the standard RCOG Green Top Guideline 37a, 2009 and to assess the effectiveness of the guidelines on Thromboprophylaxis in Pregnancy introduced in our hospital in 2010. 
Materials and Methods
This was a retrospective study. Data was collected from case notes using the Maternity Information System between January to June 2010 and June to December 2011. There were 2024 and 1956 deliveries respectively during each of the periods of data collection. Patients were placed into 2 groups based on Body Mass Index (BMI). In Group 1 (BMI 30-40) there were 383 and 376 in the initial and subsequent study periods. In Group 2 (BMI>40) there were 55 and 36 patients respectively. The findings of the initial data collection were presented at a hospital meeting of Obstetricians and Midwives and Guidelines on Thromboprophylaxis in Pregnancy including a VTE risk assessment scoring system were put in place. 
Results

After the initial audit we found there was no documented risk assessment for thromboprophylaxis at antenatal booking or subsequent admissions for patients of either groups. Only patients with known thrombophilias or history of VTE received thromboprophylaxis.None of the women in either groups with 2 or more risk factors were considered for thromboprophylaxis on admission. Dose of LMWH was not adjusted to BMI and poor documentation of use of TEDS (Thrombo-Embolism Deterrent Stockings). 

Following introduction of the guidelines 82% of patients had documented VTE risk assessment however only 30% of patients with 3 or more risk factors antenatally received LMWH and 20% were advised graduated compression stockings after Consultant review. Reassesment of risk on subsequent admissions was poor. All women after emergency or elective caesarean sections received BMI adjusted LMWH for the duration of hospital stay only. However women who delivered vaginally with 3 or more risk factors did not receive any thromboprophylaxis. 

Conclusion

Our reaudit demonstrated improved compliance with the RCOG guidelines. However our findings call for re-emphasis of the importance thromboprohylaxis in pregnancy and greater adherence to guidelines in place to reduce the risk of thrombosis and embolism. 
References

Reducing the risk of Thrombosis and Embolism during Pregnancy and the Puerperium
RCOG Green Top Guideline 37a .November 2009

A NOVEL SEMI-AUTOMATED METHOD OF TRACKING FETAL MOVEMENTS
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Abstract

We have designed software that can ''look'' at recorded ultrasound sequences. We wanted to test its ability to identify the fetus and track its movement. We analysed a total of nine video sequences representing recorded ultrasound scans of four fetuses. Our method requires a small amount of user labelled pixels for processing the first frame. These serve to initialize GrowCut[1], a background removal algorithm, which was used for separating the fetus from its surrounding environment (segmentation). For each subsequent frame, user input is no longer necessary as some of the pixels will inherit labels from the previously processed frame. This results in our software's ability to track movement. Two sonographers rated the results of our computer's 'vision' on a scale from 1 (poor fit) to 10 (excellent fit). They assessed tracking accuracy for the entire video as well as segmentation accuracy (the ability to identify fetus from non-fetus) for every 100th processed frame. 
Our results are demonstrated in the table below

	Video length (seconds)
	Average rating for
	Average rating for
segmentation tracking


	17
	8.4
	8.0

	27
	8.9
	9.0

	27
	9.0
	9.0

	31
	8.8
	8.5

	23
	8.0
	7.5

	23
	8.0
	8.5

	16
	8.8
	9.0

	16
	9.1
	9.0

	13
	7.7
	7.0


There was no appreciable deterioration in the software's ability to track the fetus over time.  
To conclude, our software is able to distinguish the fetus from its surrounding environment and track its movements with minimal human interaction. Its potential as a surveillance tool is under investigation.
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A STEREOLOGICAL STUDY OF CHRONIC UTEROPLACENTAL INSUFFICIENCY ASSOCIATED WITH NORMAL BIRTH WEIGHT - A DISTINCT ENTITY
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Objectives

Chronic uteroplacental insufficiency (CUPI) causes accelerated villous maturation (AVM). In 810 low risk pregnancies, 83 had AVM, in whom pre-eclampsia (PET) and thrombophilia were excluded. Of these 63 were associated with normal infant birth weights (CUPI-NBW), and 20 with SGA (CUPI-SGA).
Methods 

10 Placentas were assessed from each of the following groups: normal pregnancy and birth weight(NBW), CUPI-NBW, CUPI-SGA and PET with IUGR (PET-IUGR). The placental disc volume was measured, followed by uniform random sampling of 10 full thickness biopsies. 5 fields were examined from coded H&E stained sections. Stereology comprised star volume and surface area measurements of terminal villi and capillaries. Two-dimension counts of syncytial knots were also performed.
Results

The CUPI-NBW had significantly reduced capillary star volume and surface area, but had a normal villous surface area compared to NBW. This contrasted with CUPI-SGA in which all the parameters, including surface area, were reduced similar to PET-IUGR. The PET-IUGR capillary star volume however was partially reduced compared to NBW although capillary surface area measurement was significantly reduced. (Possibly related to maternal antihypertensive therapy). Fetal distress requiring caesarean section/instrumental delivery in 41% of CUPI-NBW compared to 20% in CUPI-SGA and 18% in NBW controls.
Conclusions

The normal total villous surface area in CUPI-NBW compared to NBW and reduced terminal villous vascular volume similar to PET-IUGR provides an understanding of previously unexplained intrapartum hypoxia.

A STUDY OF WOMEN'S PRACTICES, KNOWLEDGE LEVELS OF AND BARRIERS TO EXERCISE IN PREGNANCY
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Abstract

The rationale for this study arose from concerns at the level of overweight and obesity and the high incidence of gestational diabetes in pregnant women attending for ante natal care. Traditionally pregnant women have been advised to rest and restrict exercise. Evidence from the literature suggests that pregnant women are not attaining sufficient exercise levels to maintain fitness in pregnancy. This study explored women's practices, knowledge levels of exercise and the facilators and barriers to exercise in pregnancy. 
We carried out a descriptive face to face survey of sixty three pregnant women in a rural hospital. A semi structured questionnaire was used for data collection. 
The findings in this study concur with the International literature and a recent Irish report that pregnant women do not engage in sufficient levels of exercise. Even though women stated that they undertook walking as a form of exercise. The majority did not attain exercise levels recommended by the current guidelines for exercise in pregnancy (HSE/RSPI 2011). The study also found that there was a statistical significance (p=0.017) in the MET scores of the participants that exercised pre pregnancy. Lack of time was established as a strong deterrent to exercise, while being fit for labour and delivery was a motivating factor. A significant finding in this study was that two thirds of the participants were either overweight or obese when presenting for antenatal care. Inactivity is a modifiable risk factor for obesity and gestational diabetes. The most popular source of information on exercise in pregnancy was the internet, books and magazines. Disappointingly twenty seven women out of a total of sixty three stated that they had not received any advice on exercise during pregnancy from a health care provider. An important finding from a midwifery perspective was the difference in exercise levels of participants who had sought advice from a midwife.
This study has made significant findings which are highly pertinent to the quality of ante natal care delivered by midwives and all maternity health care providers. Education and competency sessions on the current guidelines (HSE/RPSI 2011) for midwives and other health providers should be under taken as a priority. Midwives need to provide clear verbal advice on exercise during pregnancy. Women planning a pregnancy and pregnant women need access to current updated evidence which will enable them to make informed decisions on exercise. The opportunity of the postnatal education period must not be missed as women planning future pregnancies should be encouraged to adopt an active lifestyle before they conceive. 

ACCURACY AND ACCEPTABILITY OF ABDOMINAL ULTRASOUND TO DEFINE THE FETAL HEAD POSITION IN THE SECOND STAGE OF LABOUR
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Abstract

Accurate determination of the fetal head position in the second stage of labour is clinically important. Malpositions of the fetal head, particularly the occipito-posterior position, are associated with longer labours and higher rates of instrumental delivery and caesarean section. The position of the fetal head in the second stage of labour is, arguably, less important if labour is progressing well and the woman has a spontaneous vaginal delivery. However, the critical issue relates to accurate diagnosis of the fetal head position when the second stage of labour is not progressing well and particularly where a decision is made to perform an instrumental delivery. Traditionally, digital vaginal examination is used to determine the fetal head position by delineating the suture lines of the fetal skull and the fontanelles. Caput succadeneum, moulding and asynclitism can make accurate diagnosis of the fetal head position more difficult. In fact, correct determination of the fetal head position by digital examination can be unreliable. There may be a role for abdominal ultrasound assessment to enhance determination of the fetal head position in labour. The objectives of this study was to compare the diagnosis of the fetal head position in the second stage of labour by ultrasound scan performed by a novice sonographer and by clinical assessment, to that of an expert sonographer (gold standard); and to evaluate the acceptability of ultrasound in the second stage of labour to women and clinicians. 
This is a case series. We recruited sixty women with singleton pregnancies delivering in a university hospital in Dublin, Ireland. An abdominal scan was performed by a novice and expert ultrasonographer and a clinical assessment was performed by an obstetrician or midwife. Each assessor was blinded to the findings of the others. The main outcome measures were errors in the diagnosis of the fetal head position and acceptability of abdominal ultrasound in the second stage of labour.
The ultrasound findings of the novice and expert ultrasonographer were consistent in 52 (87%) cases for the fetal head position; 80% accuracy for the first ten scans performed by the novice (median time 150 seconds) and 90% for the last ten scans (median time 10 seconds). The novice made no occipito-anterior/occipito-posterior (OA-OP) errors. The clinical diagnosis of the fetal head position was incorrect in 25 (42%) cases; 8 (13%) OA-OP errors. Women and clinicians did not consider the ultrasound assessment to be intrusive.
In conclusion, an abdominal scan by a novice ultrasonographer is an accurate and acceptable method of diagnosing the fetal head position in the second stage of labour and may have a role to play in assessment prior to instrumental delivery. 

ACUTE COLONIC PSEUDO-OBSTRUCTION FOLLOWING CESAREAN SECTION: CASE REPORT OF OGILVIE'S SYNDROME
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Abstract

Acute psuedo-obstruction of colon (Ogilvie's syndrome-OS) is a rare complication following cesarean section. Mortality is high (36-50%) with bowel perforation.CEMACH (2000-2002) reported 4 cases of death from Ogilvie's syndrome. This report is to increase the awareness of OS among trainees as it could be seen more frequently with a rising trend of Cesarean.A 32 year old primigravida was admitted with PPROM at 33 weeks of gestation. She was wheel chair bound with a background history of bilateral above knee amputation and spinal surgeries for congenital tibia melia.Emergency cesarean section was done under GA for placental abruption and an preterm baby (1.6 kg) was delivered.Intraoperatively a bicornuate uterus with noncomunicating left horn and grossly distended bowel loops were detected. In the immediate postoperative period (recovery room OT) she was noted to have painless gross abdominal distension with normal observations on the monitor. The senior obstetrician reviewed her and was commenced on drip-suck therapy (NPO,IV fluids, good fluid-electrolyte balance) for the following 24 hours. On the first postoperative day, she developed right sided abdominal pain with an increase in abdominal distension. She was tachycardic with a diffusely tender and distended abdomen.The bowel sounds were present .Plain X-ray of the abdomen revealed a dilated colon without pnueperitoneum(fig 1). A CT scan confirmed the findings of massive pancolonic distension(fig 2). A surgical consult was sought and she underwent colonoscopic decompression.There was no mechanical obstruction. She made an excellent recovery .Acute colonic pseudo-obstruction (OS) was first described by Sir Heneage Ogilvie in 1948. This is characterized by massive dilatation of caecum and right colon in the absence of distinct mechanical obstruction.The prevalence of OS has been estimated to be 0.1% of patients undergoing surgery. Symptoms usually occur in the first 72 hrs after an operation. The clinical features include progressive abdominal distension which is nontender in the initial stages with a tympanic note .The bowel sounds are present in 90% of patients. A plain X-ray /CT scan should be arranged to confirm distension and to exclude perforation. Variable success has been achieved using neostigmine for decompression .A diameter of greater than 9-12 cm needs urgent decompression to avoid ischemia and perforation. Colonoscopy also helps to out rule mechanical obstruction. After initial decompression it may recur in 40% of cases.Hence daily assessment by the obstetric and surgical team is essential. Perforations occur in about 3% usually by the fifth postoperative day. Surgery involves bowel resection with temporary diversion and a second stage closure.OS must be differentiated from mechanical obstruction.This rare condition is likely to be seen more often with the rising trend in cesarean section. In our own case, the successful outcome was due to early diagnosis and treatment. Obstetricians must be aware of OS following cesarean and arrange X-ray/CT scan including prompt surgical review.This may avoid the high mortality rates (45%) associated with perforation. 

ACUTE MEGAKARYOBLASTIC LEUKAEMIA IN ASSOCIATION WITH TRISOMY 21: A SERIES OF 3 CASES
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Introduction

Acute Megakaryoblastic leukaemia (AMKL) is a rare type of paediatric leukaemia representing 1% of all childhood leukaemias with an incidence of 0.5 per million per year. In children with Trisomy 21(Down Syndrome) it is the most common type of acute leukaemia and is almost exclusively associated with a mutation in the GATA-1 gene in these patients. It is also a described phenomenon that newborns with Trisomy 21 or Trisomy 21 mosaicism may exhibit a particularly unique form of transient abnormal myelopoeisis (TAM)/transient leukaemia that has been associated with a high rate of spontaneous remission. This TAM is severe and life threatening in approximately 20% of cases manifesting as hydrops fetalis, multiple effusions and liver and multiorgan failure. It is a well recognised but rare cause of intrauterine demise/ Neonatal death in those with Trisomy 21.
Methods 

We report a series of three cases which came to autopsy at our institution in the last three years.
All 3 cases were 28 weeks gestation or more. There were 2 early neonatal deaths and one intrauterine death. 2 were singleton pregnancies and one was a monochorionic diamniotic twin.
One infant had mildly dysmorphic features. The other two had no recognisable external features of trisomy 21. All three were found to have marked hepatomegaly.The histology in all three cases showed extensive infiltration of all organs by atypical myeloid precursors with megakaryoblastic features. Placental cytogenetics confirmed Trisomy 21 in 2 cases while the third case showed Mosaic Trisomy 21 on skin fibroblast cultures.
Conclusion

Acute Megakaryoblastic Leukaemia is a rare condition, a quick review of the literature cites small case series, the largest of which has 7 cases of AMKL seen in association with Down Syndrome. Acute leukaemia identified at the time of post mortem is almost always associated with Trisomy 21/ Trisomy 21 mosaicism. It is therefore important to perform cytogenetics in all these cases even in the absence of morphologic abnormalities.

AN AUDIT OF THE QUALITY OF AUTOPSY REPORTING IN THE ROTUNDA HOSPITAL
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Abstract

Good quality perinatal autopsies are widely recognized as a valuable tool in assessing the cause of death and are a vital part of medical education and quality assurance. 
During the 1990s, there were several critical reviews in the UK evaluating the standard of autopsy practice. In view of this, The Royal College of Physicians of Ireland, Faculty of Pathology recommended in the National Quality Programme in Histopathology that "a minimum of 20 paediatric autopsy cases are reviewed per year".To facilitate retrospective review of paediatric and perinatal autopsies, the guidelines provide an evaluation form based on a modified version of the 'Rushton system'. The purpose of our audit was to assess the overall quality in our institution of reporting of perinatal and neonatal autopsies (greater than 500g) by using the recommended modified version of the 'Rushton system'.
Reports of autopsies performed on stillbirths and neonatal deaths (greater than 500g) over a one year period (1st January 2011 to 31st December 2011, inclusive) were reviewed using the Laboratory Information System (LIS).
Between 01/01/2011 and 31/12/2011, inclusive, a full autopsy was performed on 22 stillbirths (>500g) and 7 neonatal deaths (>500g). The average of the total quality score was 447.9 out of a possible 500 (89.6%), with a range from 360 to 470.
The quality of autopsy reporting for stillbirths and neonatal deaths is excellent in the Rotunda Hospital, with an average total quality score of 447.9 (89.6%), and with all cases achieving a score well above the minimum accepted score.
These guidelines have improved the quality and standard of autopsy reporting as documented in the literature and could easily be modified to a General Hospital setting where perinatal expertise may not be readily available.

ARE VITAMIN SUPPLEMENTS OVERUSED IN PRETERM NEONATES?
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Background

Premature babies have greater nutritional needs to achieve optimal growth in the neonatal period, due to growth restriction in utero, ongoing medical conditions and immaturity of gastrointestinal system. Breast milk is a superior nutritional feed, particularly for premature babies. While it is deficient in certain nutrients, it's nutrients have superior bioavailability, and among other benefits, it improves gastrointestinal function, absorption and digestion of nutrients. In our unit, babies are commenced on a multivitamin supplement (ABIDEC drops) 0.3ml twice daily on day seven of life, once they have reached full enteral feeds, and are discharged home on 0.3ml once daily. This is independent of the type of feed, or weight. We supplement babies less than 2kg on breast milk with fortifier once they are taking 150ml/kg. Fortifier is continued after babies are discharged home. In 2008, the Food Safety Authority of Ireland recommended that all infants under twelve months should be supplemented with Vitamin D. However, they stressed that this should not be from ABIDEC, as this contains Vitamin A, which when given in combination with vitamin fortified infant formula, exceeds the safe upper limit of Vitamin A. Vitamin C supplementation is not recommended in the first week of life due to its pro-oxidative effect. 
Methods

The literature was reviewed for recommendations on vitamin supplementation worldwide. Vitamin concentrations of breast milk, preterm formula, fortifiers and vitamin supplements were assessed and compared. Charts of all babies admitted to neonatal unit from thirty two to thirty five weeks gestation for more than seven days were reviewed. Vitamin intake was calculated on each baby based on the type of feed and supplementation. We hypothesise that we are giving preterm neonates excessive vitamin supplements.
Results

Twenty seven babies fulfilled the criteria. Multivitamin supplements were started in twenty six. Six babies were fed fortified expressed breast milk (FEBM), six babies were fed preterm formula, and fifteen were fed mixed FEBM and preterm formula. In those on mixed feeds and on exclusive FEBM, all had exceeded their Vitamin C and Thiamine daily requirement prior to the addition of a multivitamin supplement. Those on preterm formula required supplementation. All infants were receiving excessive Riboflavin and Niacin.
Conclusion

We are over supplementing babies with Vitamin C, Thiamin, Riboflavin and Niacin. We need to further investigate the use of multivitamin supplements in preterm neonates to ensure they are receiving optimal nutrition. 

AUDIT OF INTRAPARTUM CTG ANALYSIS
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Objectives

To assess the effectiveness of an intrapartum cardiotocograph (CTG) interpretation tool. 

Background

Intrapartum electronic fetal monitoring (EFM) is used as a method of evaluating fetal well-being in labour, with the aim of reducing perinatal mortality and cerebral palsy. NICE guidance on the classification of intrapartum CTG's includes definitions and descriptions of individual fetal heart rate (FHR) features and an overall grading system (normal, suspicious or pathological). To improve documentation and reduce unnecessary interventions, a regional CTG evaluation tool (sticker) was devised containing all aspects of the definitions and overall grading system as outlined in NICE guidance. We conducted a retrospective analysis to assess the standard of documentation and the accuracy of CTG classification in our unit.
Method

A retrospective review of 101 intrapartum CTG stickers from 24 patient charts was conducted. A proforma was used to determine whether each intrapartum CTG sticker had been completed with evidence of an overall grading, and this was compared with an independent assessment of each CTG trace. 
Results

a.Original CTG Completion 82/101 (81%) of CTG stickers had evidence that all 4 features were assessed and included documentation of an overall grading.8/101 (8%) had all 4 features assessed; however, no overall grading was documented.11/101 (11%) did not have all 4 features assessed, however, 9/11 (81%) were assigned an overall grading.
b. Comparison of Original CTG Evaluation with Independent Evaluation 74/101 (73%) of CTG stickers had all 4 features assessed and an overall grading that was in agreement with independent CTG analysis. 3/101 (3%) graded as normal were re-graded as suspicious.5/101 (5%) graded as suspicious were re-graded as normal.
Conclusions

There was suboptimal documentation in relation to CTG evaluation. When CTG assessment was fully documented there was good correlation with independent analysis, however, only a small number of CTG's were graded as suspicious and none were pathological. 

AUDIT OF NEONATAL TELEPHONE CONSULTATIONS, "OUTSIDE LINES"
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Abstract

The aim of this study was to determine the number of telephone consultations received by neonatal staff from "outside lines", the concerns of the worried parents or care providers which prompted these calls and the advice which staff are providing.
A pro-forma for neonatal telephone consultations was created. This was then distributed throughout the hospital at locations were staff receive "outside lines". Staff were asked to record the details of these consultations on the pro-forma over a two month period.
There were one hundred and forty-six consultations recorded during this two month period. The age of infants involved ranged from two days to eleven months. There were one hundred and sixteen calls made by mothers, sixteen calls were from fathers, five from PHNs and four from GPs. Common reasons for these calls included thirty-nine cases of gastrointestinal problems, respiratory problems in twenty-seven infants, irritability in sixteen infants, fourteen cases of rashes, eight cases of jaundice and eight queries regarding the umbilicus. The majority of calls were put through to nursing staff (fifty-five percent). Only seven of the calls received were between midnight and eight am. In terms of advice given twenty-three were provided with baby clinic appointments, twenty-four were advised to attend their GP, six were advised to bring their infants to the hospital immediately, thirty-six were advised to attend their local paediatric emergency department while fifty-five were given reassurance or home care advice.
Conclusion

The practice of receiving neonatal telephone consultations from worried caregivers is common but the advice given is not standardised and is rarely recorded. There are a number of common neonatal problems which frequently concern parents and these could be covered in information leaflets given to parents prior to discharge.

AUDIT OF SCALP PH USE IN CRAIGAVON AREA HOSPITAL
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Abstract

The purpose of this audit was to review fetal scalp pH's undertaken for pathological CTGs over an eight week period. The aim was to determine if CTGs were being appropriately categorised using the Northern Ireland intrapartum CTG evaluation table which is based on the NICE guidelines (2007). The study period was eight weeks from August 2011 and was undertaken in the delivery suite of Craigavon Area Hospital.
In this retrospective audit potential cases were identified from pH machine log by the technician. Potential cases from log were identified by name or hospital number or initial and cross referenced with delivery records to ensure that the correct patient was identified. Medical notes were reviewed for maternal characteristics, neonatal outcomes and intra-partum CTG (cardiotocograph) evaluation stickers completed on the relevant periods of CTG by SpR and consultant independently to reduce bias.
15 cases were identified having 20 episodes of pH's taken, and 27 actual pH readings ( 2 x spec analysed from one episode on 7/20) The women were aged 19-35yrs (mean 26.7) 11/15 were primigravidas, 4/15 multiparous (all P1) 11/15 labours were induced, 4/15 were in spontaneous labour. The notes of the doctor's assessment of the CTG during labour were reviewed. If they stated normal, suspicious or pathological that rating was accepted. If the analysis did not result in a normal, suspicious or pathological outcome then the description of the CTG was matched to the evaluation sticker where possible. 10/20 were suspicious, 6/20 pathological, 1/20 normal, 3/20 not enough information given to accurately categorise. Review of CTG by assessor SpR and consultant was concordant in 18/20 cases. The 2 evaluator discrepancies were on the basis of duration of a prolonged deceleration and decelerations being viewed as typical/atypical. Where discrepancy occurred the worse assessment was used. 8/20 were deemed pathological, 8/20 normal and 4/20 suspicious. 4/6 labelled pathological by attending dr and reviewing team. Only 1/27 specimen had a pH<7.20, and 1/27 was borderline (7.21-7.24) both on the same patient within the same episode of pH sampling. This was the only result from the 20 episodes that directly expedited delivery. No complications were noted from any of the samples. 12/15 babies had arterial and venous cord pH's recorded at birth and all reading were > 7.20. Only 1/15 babies required admission to the neonatal unit and this was for unrelated reason (post birth trauma)

The results demonstrated inappropriate use of scalp pH in 12/20 cases being performed unnecessarily on normal or suspicious traces. This highlighted the importance of further education on NICE guidelines within the unit and of the on-going multidisciplinary CTG meetings to improve concordance in assessments.
1. National Institute for Health and Clinical Excellence (2008) [Intrapartum Care CG55]. London: National Institute for Health and Clinical Excellence.

AUDIT OF THE MANAGEMENT OF OBSTETRIC CHOLESTASIS
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Abstract

A region-wide retrospective audit looking at patients with a diagnosis of Obstetric Cholestasis (OC) was carried out across Northern Ireland. We looked at the current diagnosis, management and outcomes of patients with OC, with reference to the Royal College of Obstetricians and Gynaecologists (RCOG) guideline. OC is a rare diagnosis, therefore a regionwide audit made it possible to identify sufficient numbers to look at management and outcomes. 
For the period January to December 2010, patients were identified through the coding department with a diagnosis of OC (ICD-10 Q26.6). Charts were also identified through the laboratory system looking at abnormal bile acids and liver function tests. Proformas were completed using criteria from the RCOG guideline.
87 proformas were included. Less than half the charts had a coded diagnosis of OC. The majority of patients were diagnosed in the third trimester, although 22 patients did not have a clear diagnosis. 80/87 patients had bile acids sent, with 61 elevated results. To exclude other diagnoses, 36% had a viral screen, 27% had an auto-immune screen and 27% had a liver ultrasound. Regarding management, 62 patients had outpatient monitoring. 47 patients had treatment with ursodeoxycholic acid, with 57% of these showing subsequent improvement in liver function tests. 77% of patients were delivered >37 weeks. Looking at those electively delivered primarily for OC, gestation ranged from 35-40 weeks. Of these patients there were 49 inductions, 11 emergency caesareans and 10 elective caesareans. 11/87 patients had infants admitted to neonatal intensive care, and there was one intrauterine death due to OC. 55% had follow-up liver function tests and only 5/87 had postnatal counselling.
This audit has identified the need to accurately diagnose this condition and record this in the notes to allow accurate incidences to be calculated. There is improvement to be made in excluding other causes of abnormal liver function tests to secure the diagnosis of OC. Once the diagnosis has been made, it will allow appropriate decisions to be made regarding treatment, timing of delivery and patient counselling. Follow up and counselling of patients needs to be greatly improved.

CAESAREAN HYSTERECTOMY IN THE BELFAST TRUST FOR PLACENTA PRAEVIA/ACCRETA & UNCONTROLLABLE HAEMORRHAGE OVER THE LAST 12 YEARS – A RETROSPECTIVE AUDIT
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Abstract

Caesarean Hysterectomy can be a life saving procedure in the event of uncontrollable haemorrhage 1. With the increasing Caesarean Section rate it is becoming more frequent with the subsequent increase in abnormal placentation 1. It remains, however, a potentially difficult procedure with significant maternal morbidity and possible mortality 2. This audit aimed to identify the current incidence of caesarean hysterectomy in the Belfast Trust along with aspects of antenatal, operative and postoperative management. 
This was a retrospective audit. An electronic search was carried out and cases from January 2000 to August 2012 retrieved. Cases of uterine rupture were excluded. Cases involving post partum haemorrhage, placenta praevia & accreta were included. Data extracted using proforma. Standards set against the RCOG GreenTop Guideline 2011 for management of placenta praevia/accrete. 
Twenty seven cases were found which met the inclusion criteria over the last 12 years, 52% of which occurred from years 2008 to 2012.  Demographics of patients showed that 41% were Para 1 or less and that 81% had a previous Caesarean section (50% of which having had only one previous C/Section). Antenatal MRI was not widely available, however 5 patients did have this study with a positive & negative predictive rates of placental invasion at 100%. Thirty-three percent of cases had an antenatal USS comment regarding placental invasion - of these there was a positive predictive rate of 100% but a negative predictive value of 40%. There was 1 case of undiagnosed praevia.There were 44% of cases carried out as an emergency. Antepartum haemorrhage occurred in 56% - with 7 out of 15 cases requiring emergency delivery. Total Abdominal Hysterectomy was performed in 41%, however 30% of cases also required an oophorectomy. A consultant was present at time of incision in 67% and a Gynae Oncology consultant was involved in 81% of cases. The time interval for decision to proceed to hysterectomy was made in under 60 mins in 52% of cases. There were 6 cases where initial haemostasis was achieved but the patient was returned to theatre for hysterectomy. Total estimated blood loss varied greatly, however 67% involved EBLs of over 4000mls and 37% of cases required admission to HDU/ICU. Blood transfusion was required in all but one case and 44% required between 10 and 20 units of packed red cells. Pathology results confirmed abnormal placentation in 63% of cases. 
This audit highlights the increasing incidence of Caesarean hysterectomy in particular with cases of abnormal placentation. Pre-operative radiology can be helpful in detecting placental invasion and subsequently in organisation of operative management. Many of these cases remain technically difficult with high intra-operative blood losses and patients requiring initial high dependency care. This audit hopes to highlight possible ways of improving overall management in particular antenatal detection and operative planning in the future. 
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CHILDHOOD HOSPITAL ADMISSIONS OF CHILDREN CONCEIVED VIA ASSISTED REPRODUCTIVE TECHNOLOGY
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Abstract

Relatively scarce but conflicting evidence exists regarding frequency of hospital admissions and utilization of hospital services of children conceived via assisted reproductive technology. Subsequent paediatric health of these children is an important aspect when counselling potential parents prior to commencing ART. The health status of these children also has service management and financial implications for healthcare providers. The purpose of this project was to compare paediatric hospital admission rates of children conceived via assisted reproductive technology with that of the population as a whole.
A retrospective cohort study was constructed using a consent-based registry to identify and follow-up children born via ART. Information on all paediatric hospital admissions from 1st July 1996 through 30th June 2009 within Northern Ireland was collated. Register and admission records were linked and comparisons made between admission rates in the general population and the ART cohort by calculation of standardised admission ratios (SAR's). The project was performed in accordance with HFEA regulations and had ethical approval.
Children conceived via ART had a significantly lower rate of hospital admissions (all admissions and first hospital admissions) than that of the population as a whole. Children born following ICSI had fewer total hospital admissions than their IVF peers, the difference did not persist when first admissions were analysed. Different-sex twins, but not twins overall, had lower total hospital admissions than singletons. No difference between ART males and females was identified. These findings can be used to reassure couples prior to commencing assisted reproductive treatments.

CLINICAL INFORMATION SUCCESS IN A MATERNITY HOSPITAL
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Abstract

Clinical staff must have access to high quality information in order to provide safe care to patients. This cannot be provided by clinical information systems (CIS) that are not correctly managed and regularly used. Ensuring the success of CIS in the healthcare environment presents a particular set of difficulties. This paper describes an action research study aimed at improving information success in a maternity hospital.
Following a literature review and an in-house observational case studies, a generic model for a hospital quality assurance program (HQAP), was developed and applied. Modifications to improve the model for use in the clinical environment were applied, resulting in reliable and comprehensive data being made available to clinicians in a timely manner. This was achieved by optimising the in-house Obstetric Management CIS (OMCIS) and by developing a dashboard system, which highlights the most critical interventions and outcomes. A set of organisational benefits and key performance indicators, influenced by the Delone-McLean model [1], were developed to measure the success of OMCIS.
Table 1 provides an overview of the improvements to the OMCIS following implementation of the model. Some organisational benefits have been achieved. The publication of an annual clinical report remains on schedule. A number of items, such as breast-feeding rates, have been identified for improvement. The organisational benefit score increased from 0% to 50% and the performance indicator score increased from 7% to 95%, giving an overall combined score of 72.5%.

Table 1 OMCIS Organisational Benefits
	 
	Organisational Benefits and Performance Indicators
	Score Prior to Intervention
	Score Following Intervention

	Organisational Benefits
	Annual report (25%)
	0%
	0%

	
	Assurance that obstetric management is efficient (25%)
	0%
	25%

	
	Quality shortfalls in obstetric management flagged (25%)
	0%
	25%

	
	Information is actioned in a timely manner (25%)
	0%
	0%

	Total
	Organisational Benefit Score
	0%
	50%

	KPI 1 Governance established for:
	Data entry (5%)
	5%
	5%

	
	Data retrieval (5%)
	0%
	5%

	
	Technical management (5%)
	0%
	5%

	
	Data dissemination (5%)
	0%
	5%

	KPI 2 Supports in place for staff:
	Entering data (5%)
	0%
	5%

	
	Retrieving data (5%)
	0%
	5%

	
	 Generating reports(5%) 
	0%
	5%

	
	Disseminating reports (5%)
	0%
	5%

	KPI 3 Quality and accuracy of data:
	10% of data reviewed (10%)
	0%
	10%

	
	>95% accuracy (10%)
	0%
	10%

	KPI 4 Report availability: 
	All reports available within an acceptable predefined timeframe (20%)
	0%
	5%

	KPI 5 Information from reports is used:
	Action where data quality low (5%)
	0%
	5%

	
	Action where information quality low (5%) 
	0%
	5%

	
	Action where user satisfaction indicates. (5%) 
	0%
	5%

	
	 All reports actioned where clinical quality low (5%) 
	0%
	0%

	Total
	Performance Indicator Score
	7%
	95%

	Overall Total
	Organisational Benefits/Performance Indicators
	3.5%
	72.5%


Application of the model resulted in a decrease in the amount of re-inputting of data into the OMCIS by staff members and an increase in the completeness, timeliness and accuracy of the data. Most importantly, valid data are now readily available with potential to inform improvements in patient care. 


1. Delone WH, McLean E, The DeLone and McLean model of information systems success: A ten-year update. JMIS. 2003 Spr;19(4): 9-30.

COMPARISON OF INTRA-OPERATIVE COMPLICATIONS OF CAESAREAN-SECTION (PRIMARY PPH) BETWEEN ELECTIVE & EMERGENCY, DAY & NIGHT CS
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Abstract

Caesarean-section is a common operative procedure. The latest publication from the National Perinatal Reporting System shows that CS rate, which was 10.6% in 1990, rose to 25.9% in 2008 in Ireland.Obstetric hemorrhage remains one of the major causes of maternal death both developed and developing countries. Primary postpartum hemorrhage (PPH) is the most common form of major obstetric hemorrhage. The definition of primary PPH is the loss of 500 ml or more of blood from the genital tract within 24 hours of the birth of a baby. PPH can be minor (500–1000 ml) or major (more than 1000 ml). Major could be divided to moderate (1000–2000 ml) or severe(more than 2000 ml).The objective of this study is to assess the rate of intraoperative primary PPH more than 1000ml related to caesarean section and to compare morbidity between elective ,emergency ,day time ,night time.To establish risk factors associated with maternal CS morbidity. Data was collected prospectively from 01/08/2011 to 30/10/2011 ,total 146 patients had Caesarean-section in 3 months in Midland Regional Hospital Portaloise. Data was analysed with Microsoft excel. 
Results

Among 146 patients ,22.6% had PPH .79% had PPH in emergency CS and 21% in elective CS.Similarly PPH was high at night time(19:00-7:00), 64% as compared to 36% in day time (7:00-19:00). Cause of PPH was atonic uterus in 12 patients, uterine inversion in 1 patient , fibroid & septum uterus 1 patient while in 19 patients no cause was found probably bleeding was from angles & vessels.3 patients required blood transfusion and 2 of them needed ICU care. Risk factors for PPH were BMI >30,Previous CS ,Twin pregnancy , Breech in labour ,Placenta previa ,failed induction ,CS at 2nd stage . Conclusion: Proportion o f Emergency caesarean-section need to be reduced either in favour of Elective-CS or by allowing instrumental delivery.Prefer to do at day time because more seniors are involved .Complications increase hospital stay and have financial implications as well.
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COMPLICATED SEQUELAE OF PARVOVIRUS AFFECTED PREGNANCIES
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Abstract

During the recent epidemic of Parvovirus infection, three complicated pregnancies were managed in the Rotunda Hospital. The fetuses were significantly affected in all three cases, presenting with ultrasonographic findings consistent with severe anemia; all required intra-uterine fetal transfusions. 
Case 1
The first case involved a 30 year old multip who presented at 20 weeks with severe fetal hydrops and a history of Parvovirus exposure. Severe fetal thrombocytopenia was noted at the time of cordocentesis. Repeated intrauterine transfusions were required however fetal cardiac function deteriorated further which resulted in fetal demise. 
Case 2
The second cases involved a 32 year old multip with confirmed Parvovirus infection who was referred with severe fetal hydrops. Severe thrombocytopenia was again noted however a successful fetal transfusion was performed. Unfortunately the mother subsequently developed Ballantyne (Mirror) syndrome which resolved with expectant management. 

Case 3 
The final case involved a 28 year old multip with a dichorionic twin pair both of which were severely anemic with similar haematocrit levels at cordocentesis. Both twins received the same treatment course however different outcomes were encountered. 
This case series demonstrates the various complications that add further challenging features to the management of pregnancies affected by Parvovirus infection.

CONTEMPORARY MANAGEMENT AND OUTCOMES OF TWIN PREGNANCIES AT A LARGE TERTIARY REFERRAL CENTER
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Abstract

We sought to investigate contemporary management and outcomes of all twin pregnancies in both nulliparous and multiparous patients over an 11-year period.
This was a prospective observational study carried out at a tertiary referral center from 2001-2011. Details of maternal demographics, intrapartum characteristics and outcomes were recorded for analysis.
During the study period there were 93,241 deliveries at the hospital. There were 1457 twin pregnancies > 24 weeks gestation, of these 736 were in nulliparas, giving an incidence of 1.7/100 nulliparous pregnancies. When nulliparous twin pregnancies were examined, the mean maternal age was 31.7 ± 5.4 years. A total of 66.4% of women (489/736) required caesarean delivery. Approximately 29% (212/736) of twins underwent elective caesarean delivery and a further 262 (35.5%) sets of twins required emergency caesarean delivery, finally 5.7% (15/262) required caesarean delivery of the 2nd twin after vaginal delivery of the first infant. The rate of induction of labour was 25.4% (187/736). Approximately 17.5% (89/509) of babies had a vaginal breech delivery and 25.5% (130/1472) required instrumental delivery. Of the liveborn infants 53 (3.7%) had an Apgar of <7 at 5 minutes, and 21 (1.4%) infants had a cord pH of <7.1. Approximately 50% (734/1442) of babies required admission to NICU. A total of 206(27.8%) women had a blood loss of >500ml. An episiotomy was made in 61% (157/262) women who delivered vaginally and anal sphincter injury occurred in 1.1% (3/262). When twins in multiparas were examined, there were 721 twin pregnancies >24 weeks gestation, giving an incidence of 1.4/100 multiparous pregnancies. The mean maternal age was 33.5 ± 4.8 years, the median parity was 1 and 161 mothers (22.3%) had at least 1 previous Cesarean delivery. A total of 41.8% of women (302/721) required caesarean delivery. Approximately 25% (184/721) of twins underwent elective caesarean delivery and a further 106 (14.7%) sets of twins required emergency caesarean delivery, finally 2.8% (12/431) required caesarean delivery of the 2nd twin after vaginal delivery of the first baby. The rate of induction of labor was 32.1% (232/721). Approximately 16.7% (142/850) of babies had a vaginal breech delivery and 6.1% (52/850) required instrumental delivery. 26 infants (1.8%) had an Apgar of <7 at 5 minutes, and 20 (1.4%) infants had a cord pH of <7.1. 33% (488/1442) of babies required admission to NICU. A total of 140(19.4%) women had a blood loss of >500ml. An episiotomy was performed in 15.5% (67/431) women and anal sphincter injury occurred in 0.7% (3/419).
We consider this significant data relating to contemporary practice and outcomes relating to twin pregnancies in both nulliparous and multiparous patients. It provides valuable data for the counseling of patients in the antenatal setting.

DEATH IN NEONATAL UNIT AT GUH OVER A 10 YEAR PEROD: IMPACT OF A FORMAL NEONATOLOGY SERVICE

Authors

Andrew Ogum, Donough O'Donovan (University College Hospital Galway)
Background 

Death remains a common event in Neonatal Units with extreme prematurity and congenital abnormalities the primary cause in the majority of cases. However, with advances in neonatal care mortality rates have declined over the last decade, particularly for premature infants. A formal neonatology service was introduced to GUH in 2005 with the appointment the unit's first Consultant Neonatologist. 
Objective

To identify the principle causes and circumstances of neonatal death in our neonatal unit over a 10 year period (2001-2011) and to study the impact of a formal neonatology service that was introduced in 2005 the study period was divided into two epochs: 1 (2001-2004) and 2 (2005-2011).
Methods 

A retrospective chart review of all infants who died in the NICU between 2001 and 2011. The principle diagnosis of infants who died were recorded and any decision to withdraw treatment. The rate and circumstances of infant's deaths were compared between epochs 1 and 2.
Results 

A total of 36,557 infants were born at our institution during the study period and 3,653 (10%) were admitted to the NICU. Sixty-five infants died (1.8%) and 60% of the deaths occurred in VLBW infants, while 35% were associated with lethal congenital abnormalities. In epoch one 12, 581 infants were born, 1161(9.2%) admitted to the NICU and 28 infants died (2.4%). While in epoch two 23, 976 infants were born, 2492 (10.3%) admitted to the NICU and 37 infants died (1.5%). Ten percent of the NICU admissions in epoch 2 were VLBW infants (251 infants) while only 7.6% of the NICU admissions in epoch 1 (88 infants) were VLBW. In addition, VLBW infants in epoch 2 were slightly smaller (Average BW 900gms vs 960gms) and less mature (Birth Gestation 25.5 wks vs 26.5) than VLBW infants from epoch 1. There were no major differences in the number of infants who had care withdrawn between the groups (9/28 (32%) vs 10/37(27%)) and in both epochs 60% of the deaths occurred in VLBW infants. However, in epoch 2 there was a substantial reduction in VLBW deaths (23/251 (9.1%) vs 16/88 (18%)). 
Conclusion

Mortality rates decreased for VLBW infants at GUH following the introduction of a formal neonatology service. Extreme prematurity and lethal congenital abnormalities were consistently the most common cause of death throughout the study period. 

DELAY IN DELIVERY: AN UNUSUAL CASE
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Abstract

This case involves an 18 yr old primigavida in a low risk pregnancy. At term +5 days she presented in established labour and was admitted to delivery suite. Initial examination demonstrated a singleton pregnancy presenting cephalic, ROL position with 2/5ths of the head palpable abdominally, contractions were timed at 3 in 10 minutes. On Vaginal examination (VE)the cervix was 6cm dilated fully effaced and vertex spines -2. Subsequent VE 4hrs later showed no cervical change, an amniotomy was performed and syntocinon drip commenced1 hour later due to lack of progress as per local hospital protocol. 
Reassessmnet 5hrs later demonstrated cervical dilation of 9cm, the vertex was still at s-2 and occipitoposterior postion. Two hours later the medical team was asked to assess and VE demonstrated a minimal cervical rim vertex at Sp-1 ROP, there was no caput or moulding . The decision was made to await for full dilatation and review in 1 hour. Full dilatation was achieved and pushing commenced however there was little descent of the vertex. In discussion with the consultant on-call the decision for Trial of Instrumental delivery was made. In theatre, VE confirmed ROP position with vertex at spines +1 and no head palpable abdominally. A Kiwi vacuum was correctly placed on the fetal vertex. With the first 3 contractions the head rotated to ROA and descended to perineum. There was however failure to rotate to the direct Occipitoanterior position and further descent beyond the perineum was stopped despite an episiotomy. During the 6th contraction the fetal head was delivered. The operator during palpation for umbilical cord found the fetus's right foot beside its neck. It was not feasible to reduce the foot so the baby was delivered with the hip flexed and knee extended across its chest. A baby boy 3490g was born in good condition with normal cord pH's. The neonatal doctor noted the baby had marked hypotonia at delivery but this improved over the following hour and examination the following day demonstrated normal tone and reflexes. After four months the baby has no difficulties with tone or motor function and is doing well.The incidence of compound presentation is thought to be 1:1000 deliveries and these are usually described with an upper extremeity eg hand, presenting with the head. A review of the literature searching for a cephalic-foot presentation revealed that this is a very rare finding. This woman had none of the risk factors such as ECV, uterine abnormality or connective tissue disease. Diagnosing a cephalic-foot presentation takes a high degree of suspicion likely best demonstrated by the experience of a consultant obstetrician in theatre at trials of instrumental deliveries. Diagnosis may also be aided by ultrasonograpy when rotation or delivery of the head is incomplete during an instrumental delivery. Another technique described to assess for compound presentation is a rectal exam which is most useful in compound presentations where the limb is occupying the space between the head and sacrum. 


DELAYED INTERVAL DELIVERY IN MULTIPLE PREGNANCY: A CASE REPORT
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Abstract

We present a very unusual case of a set of twins delivering 87 days apart and with a birth weight difference of 1990g with survival of both. A 33 year old woman Para 2 (Term x 2 NVD) booked at 11 weeks after spontaneous conception. Ultrasound confirmed DCDA twin pregnancy. She had an uncomplicated pregnancy with regular review until 23+5 gestation when she presented with brown PV watery loss. PPROM of Twin 1 was confirmed. HVS was taken, oral erythromycin commenced and bethamethasone administered. She was retained for inpatient monitoring and counselled about the associated risks of preterm delivery. 24 hours following admission she began contracting and had a precipitate breech vaginal delivery of twin 1 at 24+0 weeks weighing 550g. Following delivery IV Syntocinon was commenced and continued for 8 hours however no uterine contractions occurred. Twin 2 was cephalic with normal liquor volume. Following long discussion with the patient a trail of conservative management was agreed upon. She was retained in hospital for 4 hourly temperature, HR and BP checks as well as weekly HVS, CRP and FBC monitoring and ultrasound surveillance. Her inpatient management period was uneventful and she was induced at 36+3 gestation with 1mg of Prostaglandin PV and went on a few hours later to have a spontaneous vaginal delivery of twin 2, a female, weighing 2.54Kg as well as the retained placenta of twin 1.As the age of the Irish obstetric population is increasing, our fertility is decreasing. With the use of assisted reproductive techniques the incidence of multiple pregnancies is on the rise. The increased incidence of preterm delivery (both idiopathic and iatrogenic) in multiple pregnancies is well documented and so is the associated neonatal morbidity and mortality. Delayed interval delivery in multiple pregnancies is a controversial topic with reports limited to small numbers of case studies. There is absence of agreement regarding the best management of these pregnancies. Although tocolytics appear to prolong the mean delivery interval, no statistically significant difference was found. There are no clear indications for the use of prophylactic cervical cerclage and it doesn't appear to improve the survival of the second twin. The use of antibiotics is widely practiced. Continuation of the pregnancy after the 32nd week is not recommended, due to the high risk of complications for the mother and baby, disproportionately to the expected benefits. Retention of placenta may cause disseminated intravascular coagulation. Silent intra-amniotic infection may cause periventricular leukomalacia, intraventricular haemorrhage or cerebral palsy. Small-for-gestational-age may be a sign for long-term sequel that will appear in future. Survival of the first born was clearly linked to its gestational age and birth-weight. The survival of the second twin was dependent upon a number of factors, including the delivery interval between the first and second twin and the presence of obstetric problems appearing during the latency period. The longer the interval, the greater was the chance for surviving.

DISSEMINATED INTRAVASCULAR COAGULATION RELATE TO AMNIOTIC FLUID EMBOLISM
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Abstract

Amniotic fluid embolism (AFE) is an unpredictable obstetric emergency occurring in an estimated between 1 and 12 cases per 100,000 deliveries.Maternal mortality rate for AFE remains around 60 to 80% .We report a case of amniotic fluid embolism resulting in widespread disseminated intravascular coagulation and massive post-partum haemorrhage.
Case-report:A 37 year female , Para1 , She has previous uncomplicated delivery and had no medical or surgical history of note. She attended regularly for antenatal care until 38 weeks. However at 39 weeks ultrasound confirmed intrauterine foetal demise .She was scheduled for induction of labour.A coagulation screen and full blood count on morning of induction was normal. On admission misoprostol 200mcg was administered intravaginally. Three hours later, she was transferred to delivery suite in active labour and an epidural was sited. Following amniotomy she has sudden collapse with laboured respiratory efforts and a fall in oxygen saturation. A stillborn female infant with tight nuchal and body cord was delivered. Immediately following delivery of placenta, she had large post-partum haemorrhage. Uterus appeared atonic, intravenous resuscitation was commenced. Oxytocin, ergometrine, misoprostol and carboprost was administered with minimal effect. The patient was transferred to theatre for examination under anesthesia . No vaginal, cervical or uterine tears were identified. An ultrasound confirmed that uterus was empty .A coagulpathy was suspected. The laboratory indices confirmed coagulopathy .A Rusch ballon was inflated , bimanual compression and intramyometrial haemabate was used to assist uterine contractility .Clinically she had ongoing coagulopathy with evidence of frank haematuria .Her coagulopathy was aggressively managed with red cell concentrate (13 units), fresh frozen plasma ( 6 units ), cryoprecipitate ( 2 units), fibrinogen 2g (4) and two platelet packs .Factor 7a (7mg) was given when fibrinogen level exceeded 1g/L .Total estimated post-partum loss was 5.8 litres. Patient discharged home on day 6 with Hb of 9.4g/dl.She was reviewed ten weeks following delivery and was well. Investigations relating to the death of her foetus were all negative. The post mortem examination showed evidence of hypoxia and intraluminal thrombosis of umbilical vein suggestive of a cord accident. Discussion: It occurs when amniotic fluid, fetal cells, hair or other debris enters mother's blood stream via the placenta and trigger an anaphylactic reaction. The diagnosis of AFE is clinical and should be considered when a pregnant woman suddenly deteriorates with respiratory distress , bleeding or shock. Factors contributing to the development of DIC in this patient include fetal demise ,misoprostol induction of labour and hypertonic uterine activity ,amniotomy at advanced cervical dilatation .The use of Rusch balloon and manual compression of the uterus prevented the necessity for laparotomy, which may have been deleterious in this coagulopathic patient. The early diagnosis of coagulopathy, resuscitation and supportive treatment and aggressive correction with clotting factors and blood products was pivotal to the successful clinical outcome.
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DOES THE UMBILICAL CORD SHORTEN AFTER DELIVERY?
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Background

Umbilical cord length is increasingly being described in cases of adverse fetal outcome. The mean of term umbilical cord length is 50 to 60 cm with a long cord measuring over 70cm at term and a short cord measuring less than 35cm at term. Both long and short umbilical cords have been shown to be associated with adverse fetal outcomes. Measurement of the umbilical cord is a standard part of the pathological assessment of the cord. However there is a paucity of data on impact of time and formalin fixation on the measurement of the cord length which should be considered when examining the umbilical cord.
Aim

To assess the effect of time and formalin fixation on umbilical cord length by examining the cord in a controlled environment at fixed intervals following delivery and following formalin fixation.

Methods

This is a prospective study carried out in the National Maternity Hospital in Dublin city South and involved serial measurements of 90 cords from singleton, healthy, term, uncomplicated pregnancies. Each cord was measured using a standard measuring tape within 30 minutes of delivery (time 1), again 1-2 hours later (time 2) and then 24-48 hrs following formalin fixation (time 3). 
Results 

The results show statistically significant shortening occurs following delivery and following formalin fixation with significant shortening noted across all time points. Statistical analysis shows that the mean difference between time 1 and time 2 is 17.58mm (p<0.001). The mean difference between time 1 and time 3 is 62.24mm (p<0.001). The mean difference between time 2 and time 3 is 44.66mm (p<0.001). These results are statistically significant. The descriptive statistics for the population or cord lengths at the three times are provided in the table below.

	Length
	Mean
	Std. Deviation

	N

	Length 1
	536.68
	115.113
	90

	Length 2
	519.10
	111.902
	90

	Length 3
	474.44
	97.676
	90


Conclusion

These data demonstrate that significant shortening occurred in the cord following delivery. The average cord shortens by 17.58 cm within one hour of delivery and by a total of 62.24mm following formalin fixation. This is likely due to a combination of loss of blood, tissue contraction within first 2 hours. The fixative effect of formalin is known to cause tissue shrinkage. The shortening that takes place post-delivery and following formalin fixation should be taken into account during examination of the umbilical cord and when either a short or a long cord is being diagnosed.

EVALUATION OF THE NEONATAL VANCOMYCIN DOSING REGIMEN AT GUH: AN AUDIT
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Background 

Vancomycin pharmacokinetics in preterm neonates is variable and altered by multiple factors (including dosing schedule, weight, PCA and serum creatinine concentration), and there is no consensus regarding the most appropriate dosing regimen. 
Objective

To determine whether the vancomycin dosing regimen at GUH (PCA < 29wks 15/mg/kg OD and PCA 29-35wks 15/mg/kg BD) achieved sufficient trough concentrations in VLBW infants. 

Methods

A retrospective chart review of all NICU infants born <30wks gestation or with a birth weight < 1500g who received vancomycin for suspected late onset sepsis and had a trough level performed between 2005 and 2011. Trough vancomycin levels were obtained before 4 or 5th dose and considered acceptable if the serum level was between 10mg/l-15mg/l. 

Results

211 VLBW infants (<30wks gestation or with BW < 1500g) were admitted to NICU during study period. 14.7% (31 infants) were treated with vancomycin for suspected late onset sepsis and had a trough level performed. Study infants had an average birth weight of 1045g (range 620g-1500g) and an average gestation of 29Wks (range 24-30wks). 13 (40%) of the study patients had a normal or high vancomycin trough level (14.5mg/l, range 10-19mg/l), while 18 (60%) had a low vancomycin trough level (4.5mg/l, range 2.6-9.7mg/l). There were no differences in birth weight, gestational age or serum creatinine concentrations between the groups. However, at the time of antibiotic treatment, study infants with low vancomycin trough levels were bigger (1112g vs 1007g), more mature (30.2 wks vs 29.2wks), had received less drug doses (4.3 vs 5) and were more likely to have been prescribed OD dosing ( 33% vs 7%). 
Conclusion 

Vancomycin dosing based on the current GUH guidelines resulted in sub therapeutic trough levels for the majority of VLBW infants. Our study findings suggest that for most VLBW infants single daily dosing of vancomycin should be avoided, if trough levels between 10mg/l-15mg/l are desirable.

EVOLVING TRENDS IN THE EARLY RESPIRATORY MANAGEMENT OF PREMATURE INFANTS
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Abstract

Recent evidence suggests a CPAP orientated approach to respiratory support of premature infants may be as effective as early intubation and prophylactic surfactant (1,2). Both the COIN and SUPPORT trials demonstrated no difference in primary outcomes of death or incidence of bronchopulmonary dysplasia at 36 weeks corrected age. There was an increased risk of pneumothorax in the CPAP group (1,2). Follow up results from the SUPPORT trial have shown no significant difference in the composite outcome of death or neurodevelopmental impairment at 18-22 months corrected age (3). We wished to explore whether recent evidence has impacted on our respiratory management of premature infants. The aims of this study are to:

1. Describe the current short term (<48 hours old) respiratory management of premature infants in our unit. 
2. Investigate if our approach to the early respiratory management in premature infants has changed.
Two cohorts of infants were identified for investigation, all infants in either years 2008 and 2011 with birthweight < 1250g were included. The neonatal medical record and Badger discharge database were retrospectively reviewed. Clinical demographics, respiratory management in the delivery suite (DS) and up to 48 hours of age was recorded. Clinical demographics for 2008 (n=58) vs 2011 (n=47); median birthweight (g) 1005 (737-1100) vs 995 (860-1145), median gestation (wks) 28 (26-29) vs 27 (26-30), male gender 52% vs 51%. In 2008 31 (53%) infants were intubated in delivery suite and 6 (10%) others were later intubated and ventilated before 48 hours old. In 2011 16 (34%) were intubated in delivery suite and 13 (28%) were ventilated later before 48 hours old. The median time to first extubation was longer in 2008 at 72 hours (24-360) as compared to 2011 at 56 hours (27-141). A subgroup analysis of infants < 1000g was performed ; 2008 (n=28) and 2011 (n=24). Of these 19 (68%) and 13 (54%) were intubated in delivery suite in 2008 and 2011 respectively. 2 (7%) and 5 (21%) were subsequently intubated before 48 hours. 
Our respiratory management in the delivery suite has changed from 2008 to 2011 with fewer infants intubated in the delivery suite in 2011. However the total percentage of those intubated before 48 hours remains unchanged. The duration of ventilation has decreased without any obvious increased risk of an adverse neonatal outcome. Early identification of infants not intubated in the delivery suite but who subsequently will require intubation and surfactant remains difficult. Objective clinical criteria to identify infants who would benefit from intubation and surfactant administration are not yet clear.
1.COIN trial investigators. Nasal CPAP or intubation at birth for very preterm infants. N Engl J Med 2008; 358(7): 700-8.
2.SUPPORT Study Group. Early CPAP vs surfactant in extremely preterm infants. N Engl J Med 2010; 362(21): 1970-9. 
3.Neurodevelopmental Outcome of Extremely Premature Infants Enrolled in the SUPPORT Trial: Early CPAP Versus Intubation with Surfactant Administration. PAS 2012 4630.1

EXPERIENCE OF THE NEWBORN SP02 SCREENING PROGRAMME IN UNIVERSTIY HOSPITAL GALWAY
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Abstract

Clinical examination of the newborn is an unreliable method of detecting major Congenital Heart Disease (CHD). Routine post-ductal pulse oximetry has been shown to identify major CHD that was not detectable by clinical examination. Pulse oximetry is a non-invasive, inexpensive tool that has the potential to be very cost effective in the long term, as delayed or missed diagnosis may be associated with significant morbidity and mortality. 

In line with the recently introduced national guideline a pulse oximetry (SpO2) neonatal screening programme was introduced in University Hospital Galway in March 2012. The programme requires that all newborn infants must have SpO2 measured in a lower limb before discharge from the post-natal ward. The screening in UHG is performed by the midwifery staff in the post natal ward.
Successful implementation of the programme, as per protocol, was assessed by prospectively collecting the following information for every liveborn infant since September 1st 2012: age of life when SpO2 taken; SpO2 reading; limb used; and action taken if first reading low. 
In the first month of data collection, 259 infants were live born. One infant with a prenatal diagnosis of Edward's syndrome passed away shortly after birth. One infant had a diagnosis of critical congenital heart disease not identified by the SpO2 programme as the infant became symptomatic shortly after birth and was appropriately investigated. There were no cases of CHD identified by the screening programme during this one month period. A wide range in infant age when SpO2 measurement took place was noted reflecting the variation in length stayed in hospital by mother and baby. Of note, 21 infants were discharged without their SpO2 measured. 
The SpO2 screening programme in newborns has the potential to identify major CHD that would have otherwise been missed and may therefore have presented as an infant in extremis. It appears that the programme is not always being performed as per protocol. Many infants are being discharged without Sp02 readings and others have had pre-ductal SpO2 measured. This information has been fed back to the midwifery staff and the programme continues to be reviewed.

EXPERIENCE WITH PLAIN FILM HIP RADIOGRAPHY IN SCREENING FOR DEVELOPMENTAL DYSPLASIA OF THE HIP IN 'AT-RISK' INFANTS: 4-YEAR RETROSPECTIVE STUDY

Authors

Edina Moylett (University Hospital Galway), Fazdlin Rahim (National University of Ireland, Galway)
Abstract

Early detection of infants with developmental dysplasia of the hip (DDH) is associated with improved clinical outcome. Early post-natal ultrasound or plain film hip radiography (HXR) at 4 months, in 'at-risk' infants is universally recommended. The latter imaging modality is performed at University Hospital Galway (UHG). We evaluated the utility of HXR as a screening tool in our institution; we also studied our compliance with international best practice guidelines.
Using the electronic radiology system at UHG, all infants 'at risk' (typically positive family history of DDH, breech delivery, hip click on newborn exam) for DDH who underwent HXR over a four-year period (2007-2010) were identified. Recorded clinical indications were included, indications and outcome for repeat HXR also reviewed.Medical records for infants diagnosed with DDH as per results of HXR were reviewed; the latter group were followed to the current time. 
A total of 344 infants underwent HXR as a result of risk factors identified in newborn period; 205 (59.6%) female. The average age at first HXR was 6.4 months (median, 6; range 3 to 20 months). Of the 344 infants, 50 (14.5%) underwent a second HXR, (majority owing to poorly ossified femoral heads at time of first HXR); mean age at time of repeat HXR 9.83 months (median, 9; range, 5-25 months). 
14 infants were diagnosed with DDH, 3 of 344 on first HXR, 11 of 50 on the second giving an overall incidence of DDH of approximately 40 per 1,000 in 'at risk' infants. A total of 14,162 infants were delivered over the study period, giving an overall incidence of DDH of 1 per 1,011 live-births. Five infants with DDH required active intervention either casting (3) or surgery (2), 9 underwent spontaneous recovery during orthopaedic follow up; of the group requiring active intervention, one patient was diagnosed following first HXR.

In the absence of universally available neonatal hip ultrasound, HXR is a viable alternative for screening 'at-risk' infants. The timing of HXR appears important; up to 15% may require repeat imaging; the majority of DDH diagnoses in our cohort were on repeat HXR at a median of 9 months. Male infants with a positive family history of DDH appear a very low risk group. As per international recommendations, the latter group likely do not require radiological follow up. 

FAILURE TO IDENTIFY THE NEW ONSET OF INTRAPARTUM RISK FACTORS IN LOW RISK PREGNANCIES: A MISSED OPPORTUNITY FOR BETTER NEONATAL OUTCOME
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The objective was to evaluate the risk factors and immediate outcome of term neonates with Apgar Score (AS) of less than 7 at 5 minutes after birth.
Retrospective review of maternity database to identify 187 live born neonates with AS <7 @ 5 minutes after birth, during a period of two years in a large tertiary care maternity unit in Northern Ireland was carried out. After excluding multiple pregnancies and neonates born preterm or with congenital malformations, a sample of 57 term neonates were identified for detailed analysis of maternal case notes.
63% of mothers were primigravida at 37 weeks or more of gestation with 54% of them being forty weeks or more at delivery. Only 28% of pregnancies were known to be high risk at the onset of labour while 73% of low risk pregnancies developed intrapartum risk factors such as maternal pyrexia, tachycardia and meconium with only 7.3% them experiencing significant intrapartum events ( abruption, shoulder dystocia). 37% of all neonates were admitted to the neonatal unit with 62% of them needing intubation. 92% of babies needing intubation were from low risk pregnancies who developed intrapartum risk factors, most of which were not recognized and acted upon appropriately. 
In conclusion low AS in term neonates seems to be associated with new onset of intrapartum risk factors rather than pre-existing risk factors. Birth attendants should pay more attention on early recognition of risk factors through continuous risk assessment in labour, and intervene appropriately, in order to prevent unexpected poor neonatal outcome.

FATAL NEONATAL ASPHYXIA ASSOCIATED WITH CONGENITAL ICHTHYOSIS
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Abstract

Autosomal recessive congenital ichthyosis (ARCI) is a group of skin disorders characterised by disorders of cornification of the skin, which manifest at birth. More recently a syndrome characterised by the clinical triad of premature birth, thick caseous desquamating epidermis and neonatal asphyxia has been recognised as Ichthyosis Prematurity Syndrome (IPS) and has been mapped to chromosome 9q34.
We describe two siblings born prematurely of consanguineous parents, which we believe to be the first reported kindred of IPS in Ireland. The first child was a baby girl born at 35 week's gestation in a pregnancy complicated by polyhydramnios. The baby developed acute asphyxia after birth, which was unamenable to all resuscitation measures. Autopsy of the neonate revealed respiratory obstruction caused by bronchoalveolar keratinocytic plugs. Histological examination of the skin showed orthokeratotic hyperkeratosis with an intact stratum granulosum and normal non-bulliform epidermis. Electron microscopy showed increased numbers of lipid droplets in the stratum corneum. 
The second sibling was born at 28 weeks gestation and survived severe neonatal respiratory distress. It became apparent subsequently that he had an ichthyotic skin disorder with palmar plantar keratoderma and a propensity to develop recurrent skin infections as a result of defective skin barrier function.
Ichthyosis prematurity syndrome is a very rare subtype of autosomal recessive congenital ichthyosis associated with mutations in the gene encoding the fatty acid transport protein 4 (FATP4). Normal functioning of fatty acid metabolism is important for the barrier property of the intercellular lipid layer and stratum corneum. The syndrome has obstetric, paediatric and dermatologic implications and is potentially fatal in the neonatal period if unrecognised, but can have a benign course in the older child. 

FETAL HEAD CIRCUMFERENCE AS A SCREENING TOOL FOR INTRAPARTUM CAESAREAN SECTION

Authors

Naomi Burke (Rotunda Hospital), Jennifer Walsh, Colin Walsh (University College Dublin), Elizabeth Tully(Perinatal Ireland Research Consortium), Michael Geary (Rotunda Hospital), Fionnuala McAuliffe (University College Dublin), Fergal Malone (Rotunda Hospital)
Objective

There is mounting epidemiological and obstetric evidence proving an association between a large neonatal head circumference (HC), specifically when >90th centile, and the risk of caesarean section. The use of an ultrasound estimate of the fetal head circumference (FHC) to predict the risk of caesarean section has not been assessed. We aimed to assess the feasibility of using a late third trimester FHC measurement as screening tool for caesarean delivery.

Study Design
This was a multi-centre prospective observational pilot study. Sixty antenatal patients were recruited from 36 weeks gestation in two separate tertiary units. Inclusion criteria were; singleton pregnancies with a cephalic presentation. Participants were asked to attend weekly for a FHC. To test the reproducibility of the FHC, two sonographers measured the FHC three times each, to obtain intra and inter observer errors. Neonatal data were collected to compare ultrasound measurements to the actual neonatal HC measurements. The sensitivity and specificity of the FHC in predicting a neonatal HC >90th centile was calculated.

Results

A total of 56 participants completed the study. The mean maternal age was 31 (±5.6 SD) and the mean BMI was 25.9 (±4.9 SD). A total of 784 FHC measurements were taken. The inter sonographer variation estimations approached zero. The intra-sonographer error, sensitivities and specificities for each gestational age were calculated. The sensitivity and specificity of a FHC measured at 40 weeks gestation for predicting a neonatal head circumference >90th centile was 79% and 23% with an intra-observer error of 1.01cm. 

Conclusion

It may be feasible to use the FHC as a valuable screening tool in predicting a neonate with a large HC and therefore the inherent risk this carries for an intrapartum caesarean delivery. A large prospective study should now be carried out to investigate the use of FHC as a screening tool for intra partum caesarean section. The sensitivity and specificity may be improved by combining the FHC with fetal and maternal anthropometric measurements associated with an increased risk of caesarean delivery.
FIVE YEAR RETROSPECTIVE REVIEW OF ANTENTAL LAMIVUDINE (LAM) TO REDUCE THE PERINATAL TRANSMISSION OF HEPATITS B VIRUS (HBV)
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Abstract

Vertical transmission of HBV is the main cause of chronic HBV infection and is a problem in endemic areas. Transmission can be prevented by vaccination of at risk-infants, but despite prophylaxis, perinatal transmission occurs in a small proportion of infants who receive complete active–passive immunization. High maternal viraemia has been associated with vaccination breakthrough. LAM treatment in HBV carrier-mothers with high degree of infectiousness in late pregnancy effectively prevented HBV intrauterine infection and mother-to-child transmission. [1] We conducted this study to review the safety and efficacy of LAM in reducing the perinatal transmission of HBV. 
Medical charts of all HBV positive women who received treatment with LAM and who booked for antenatal care between 2007 and 2012 were retrospectively reviewed. Patients were offered treatment when the viral load was >20-100million IU/ml with no hepatitis co-morbidities and no evidence of decompensated liver disease. 
Between 2007 – 2012, 34 pregnant HBV positive women received treatment with LAM during the third trimester. All patients were HbeAg positive, and 6/34 were anti-HbCore IgM positive, indicative of acute infection. Where tested, the predominant genotypes were B and C, occurring in 16/33 and 11/33 cases respectively. Genotype D was noted in 4/32 women (all Eastern European). One woman in the cohort was co-infected with Hepatitis C. The median baseline Viral Load (VL) was > 170million IU/ml, and patients received a median of 12 weeks LAM (range 6-18 weeks). The median VL closest to delivery was 285,917.5 IU/ml. No resistance to LAM was identified in the 70% who had this assay performed post treatment. The median gestation at delivery was 39 weeks (range 37 – 41 weeks); 17/33 had a normal vaginal delivery, 5/33 had an instrumental delivery, 9/33 had a C section (2 elective, 7 emergency) and 2 delivered elsewhere. . Median birth weight was 3.49kg (range 2.33-4.72kg). All babies received HBV IgG and the first dose of vaccine within the first 24hours of life. Of 33 live born infants, 17 were not infected, 8 left the country prior to the 8-month serology test, 6 have serology pending (not yet 8 months) and 2 were lost to follow up.

Treatment with LAM is a safe and effective. No vertical transmission of HBV was noted, and no adverse maternal or fetal effects were reported. 
 [1] Obstet Gynecol. 2010 Jul;116(1):147-59. Lamivudine in late pregnancy to interrupt in utero transmission of hepatitis B virus: a systematic review and meta-analysis.Shi Z, Yang Y, Ma L, Li X, Schreiber A.Department of Chemistry and Biology, Temple University 


GESTATIONAL WEIGHT GAIN ACCORDING TO BMI AT THE NATIONAL MATERNITY HOSPITAL
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Abstract

Excessive gestational weight gain is associated with increasing incidence of adverse pregnancy outcomes such as pre-eclampsia and large for gestational age (LGA) infants. Excessive weight gain is also associated with post partum weight retention which puts women at increased risk of long-term morbidity from cardiac, metabolic and neoplastic diseases. 

The aim our study was to determine the average measured gestational weight gain according to BMI amongst women who attended the National Maternity Hospital and compare this average gestational weight gain to those recommended by the Institute of Medicine.
This was a retrospective review of the charts of 100 consecutive women who delivered in January 2011 at the National Maternity Hospital. It is standard for each pregnant woman to be weighted at each antenatal visit. 
A total of 100 women's charts were reviewed retrospectively. The mean gestational age of first measured weight was 11 weeks (range 9-15). Of these, 2% were in the underweight group for BMI, 60% were classified as being in the normal BMI range, 34% in the overweight range and 4% in the obese group. Overall the average gestational weight gain was 12kg and weekly weight gain was 0.4kg/week, The average gestational weight gain amongst the 3 groups were as follows: BMI <18.5 kg/m2, 19.31 kg, 0.7 kg/week, BMI between 18.5- 24.9 KG/m2, 12.2 kg, 0.4kg/week. BMI between 25-29kg/m2, 11.9 kg, 0.4kg/week and BMI > 30, 11.5 kg, 0.4kg/week
Women in the underweight, normal and overweight BMI category adhered to international institute of medicine guidelines with respect to gestational weight gain. Patients in the obese group exceeded this.


HAEMATOLOGICAL INDICES IN PREGNANCY: AN IRISH TERTIARY CENTRE EXPERIENCE
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Abstract

Physiological and haematological changes occur during pregnancy to accommodate maternal and fetal needs, and normal ranges are altered for haematinics and haemoglobin. Normal results in pregnancy may be thus mis-interpreted as pathological. International guidelines recommend minimum haematological sampling at booking (0-14 weeks) and 28 weeks. 
We conducted a retrospective audit of randomly selected antenatal charts, between January and April 2012. Data collected included haematological indices through pregnancy and for one week post-partum, supplement use and patient demographics.
Our sample group included 176 women, with a total of 757 investigations performed. There were 100 vaginal deliveries, 76 caesarean deliveries, and 3 post-partum haemorrhages. Birth weights ranged from 2.37kg to 4.9kg and gestational age at delivery from 35 to 42 weeks. 155 patients had more than 2 sets of haematological investigations during pregnancy, with 83 patients having more than 5 separate haematological samples taken. 39.7% had haematinic investigations performed, with 8 of these patients had sub-optimal ferritin levels. Only 3 patients were defined as anaemic (haemoglobin<10.5g/dL) before 12 weeks gestation. 169 patients had at least 2 haematological samples taken, with 134 patients having haematological indices before 14 weeks, and 88 patients having bloods performed between 26 and 30 weeks gestation.
There are currently no national guidelines regarding appropriate haematological investigations in pregnancy. Our audit demonstrates a high requesting rate of haematological investigations, with a low level of anaemia suggesting scope for guideline led reduction of requesting in normal pregnancy.

HAVE THE NEW DIAGNOSTIC CRITERIA FOR GESTATIONAL DIABETES MELLITUS (GDM) IMPACTED ON PERINATAL MATERNAL AND FETAL OUTCOMES?
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Abstract

The International Association of Diabetes and Pregnancy Study Group (IADPSG) have adopted new criteria for the diagnosis of GDM based on the results of the Hyperglycaemia and Adverse Pregnancy Outcomes (HAPO) trial.The aim of our study was to determine the incidence of perinatal outcomes in those with fasting plasma glucose (FPG) between 5.1-5.7 mmol/l on 100g 3-hours oral glucose tolerance test. (OGTT) and compare outcome with those with normal OGTT and those with GDM.
A retrospective review of 3,583 screening OGTTs performed in the Coombe hospital in 2008 were reviewed. Rate of GDM and perinatal outcomes were compared in three groups based on the OGTT results. Group 1= normal OGTT old criteria (FPG<5.8), Group 2 =GDM old criteria (FPG>5.8) and group 3= GDM based on new criteria (FPG 5.1-5.7 mmol/l) The rate of GDM using the old criteria was 157/3583 (4.3. %), this increased to 382/3583 (10.6%) using the new criteria. When comparing those in group 3 to those in group 1 and 2 there was an increased incidence of macrosomia, higher LSCS rate and shoulder dystocia rate and a higher booking BMI. 
The new diagnostic criteria for GDM will result in a doubling of the rate of GDM and increase the workload however treatment will improve perinatal outcomes.
HIGH-SENSITIVITY C-REACTIVE PROTEIN (HS-CRP) IN AMNIOTIC FLUID OBTAINED AT CAESAREAN SECTION: A FEASIBILITY STUDY
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Abstract

The most important risk factor for post-partum maternal infection is caesarean section (CS). Women undergoing CS have a 5-20 fold greater risk for infectious morbidity compared to vaginal delivery. High-sensitivity C-reactive protein (HS-CRP) accurately detects low concentrations of CRP as a predictor of inflammation in blood. This study evaluated the feasibility of measuring HS-CRP in amniotic fluid (AF) and maternal serum at the time of CS.

This was a prospective observational study of women undergoing elective and emergency CS. Amniotic fluid was obtained at CS by direct needle aspiration from the intact amnion. Samples were processed for HS-CRP, bacterial count and culture. Maternal serum CRP was also measured before and 3 days after CS. Results were correlated with maternal and neonatal outcomes.
Seventy-nine women undergoing CS participated. In 5 cases (6%), AF could not be analyzed, as it was either not obtained or could not be processed due to thick meconium. Of the remainder 47% (35/74) women underwent elective CS and 53% (39/74) emergency CS.
There was a significant difference in HS-CRP levels in AF from elective versus emergency CS (p=0.009). There was no difference in serum HS-CRP levels from day 0 (p=0.193) and day 3 (p=0.20) in elective versus emergency CS.
Almost 60% (44/74) of AF samples showed bacterial colonization. There was no difference in AF, day 0 and day 3 serum HS-CRP levels between patients with sterile amniotic fluid compared to those with bacterial colonization. However serum HS-CRP levels were higher where AF samples at emergency CS showed bacterial growth (p=0.03).

This study has proven the feasibility of measuring HS-CRP in less than 1ml of amniotic fluid in both elective and emergency CS settings. AF HS-CRP levels were significantly higher in emergency compared to elective CS cases, but whether this can be used clinically needs to be explored. However, analysis of HS-CRP can be limited by AF consistency.
HOW RELIABLE IS CORD COILING AMONGST OBSERVERS?

Authors

Andrew Downey, Kevin Hore (University College Dublin)
Background and aims 
Hyper and hypo-coiled cords have both been associated with poor perinatal outcome. A review of published studies called for 'a return to basic but critical mensuration'. To address this we examined interobserver variation in the assessment of cord coiling in a series of healthy term placentae. A coil is defined as one completed spiral turn of the umbilical cord.

Methods 

This is a prospective study of 83 placentae. Three observers assessed cord coiling on formalin fixed umbilical cords in a blinded and independent fashion. An intra-class correlation (ICC) analysis was conducted with a score of > 0.8 considered to represent good agreement.
Results

For a single observer measurement is 0.811 (0.587, 0.902). If the average of the measures is used, the reliability is 0.928 (CI 0.821, 0.965). In a subset of 21 cases four observers took measurements and the average measure reliability was higher at 0.969 (CI 0.937, 0.986).

Conclusions

The determination of cord coiling is an important parameter in reporting placental pathology. These results indicate there is good agreement between raters in terms of the number of coils observed. Therefore it is reliable in practice to use the cord coil number of one observer


IMMEDIATE NEONATAL OUTCOME ACCORDING TO MODE OF DELIVERY AND CATEGORY OF PRETERM BIRTH (< 34 WEEKS)
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Background 

The safest mode of delivery (cesarean birth vs. vaginal birth) for preterm singleton deliveries is uncertain and has not been analyzed by category of preterm birth. 

Method

This was a retrospective study of early (< 34 week) singleton preterm births, including in-utero transfers , on data collated prospectively at the National Maternity Hospital between 2008 and 2011 including immediate neonatal outcome ( Apgar scores and cord pH) in addition to mode of delivery and the category of preterm birth :- Materno-fetal, PPROM and Preterm labor (PTL). 
Results

Among 752 preterm births the spontaneous vaginal delivery rate was 36% (n=277) and the cesarean birth rate was 64% (n=475) . An Apgar scores ( < 5@ 1 min was noted in 18%(85/ 475) of cesarean births and an Apgar score of <7@5 mins was noted in 10% (47/475) of cases. The figures for vaginal birth were 7%(19/272) and 2.8%(8/272) respectively (P<0.01) .A cord pH < 7.2 was more commonly seen in the cesarean group : ( 13%;61/475 vs. 7%; 19/272, respectively ,P<0.001). All births within the feto-maternal category (n=221) were cesarean and the Apgar scores were low at 1 and 5 in18% and 11% respectively, as was the cord pH (<7.2) (17%). Among the PPROM category (n=119) the incidence of a low cord pH was similar between the two groups (11% vs.10%). Among the PTL category (n=103) a low cord pH was significantly more common when delivery was by cesarean section (17% vs. 11%). Of 37 potential vaginal breech births, 12 (32%) were delivered by cesarean section and the incidence of low Apgars scores at 1 and 5 mins and a low cord pH was 50% ,25% and 16% respectively) . The figures for vaginal births were similar at 44%, 16% and 13%). 
Nine babies overall, were born in very poor condition and influenced the overall results.. seven were delivered by cesarean section : placental abruption (2),PET ( 2), abnormal antenatal CTG (2) and breech in labor(1) There were 2 vaginal deliveries ,both breech, ( 1 presented with cord prolapse at 7 cm was fully dilated on arrival in theatre and a second was admitted fully dilated). In neither case was there an opportunity to perform a cesarean section.

Conclusion 
While the data have not been controlled for gestational age , on the basis of our initial study ,there does not appear to be any clear cut advantage to delivery by cesarean section. However, it is clear that any outcomes for preterm birth should be analyzed by category because of the diverse nature of preterm birth. 

IMPLEMENTATION OF ROUTINE ANTENATAL ANTI-D PROPHYLAXIS (RAADP)

Authors

Deirdre Hayes Ryan (Waterford Regional Hospital)
Abstract

Prior to 1970, haemolytic disease of the newborn (HDN) was a significant cause of perinatal mortality and morbidity due to the development of anti-D antibodies secondary to feto-maternal haemorrhage (FMH) occurring in RhD negative women carrying an RhD positive fetus. The introduction of post-natal immunoprophylaxis and prophylaxis for other sensitising events with anti-D Ig (immunoglobulin) has significantly reduced the deaths due to RhD alloimmunisation and significantly reduced the incidence of seroconversion with anti-D antibodies among RhD negative women. Despite these successes, maternal alloimmunisation still occurs in a small proportion of RhD negative women for a number of reasons, including, silent antepartum immunisation, failure to administer or administration of inadequate amounts of anti D following sensitising events.
In June 2012 the 1st Irish national clinical practice guideline on "The use of anti-D immunoglobulin" was published. This advised that antenatal Anti-D prophylaxis (RAADP) should be offered to all non-sensitized RhD negative women at 28 weeks gestation as a one-dose regimen (1500iu), in addition to administration for any sensitising event in the pregnancy.

In mid September 2012 an Anti-D clinic was established in the Maternity Department of Waterford Regional Hospital in order to facilitate the implementation of this guideline. All women attending for review at 28 weeks gestation were counselled and given written information regarding anti-D prophylaxis by a senior midwife assigned to the clinic. 
All had blood taken for antibody screening and were offered prophylactic anti-D. In cases where the biological father was certain, women were offered paternal antibody screening if requested. If agreed by the woman anti -D was administered later in the week following the results of antibody screening. 
Results

Number of Rhesus Negative Women Attending @ 28/40 x Number accepting RAADP y Number requesting screening of father z (Results to follow by date of congress when clinic has been running for 3 months) To date all offered have accepted RAADP.

As the clinic is only recently established the number of patients seen to date is low and is not a fair representation of the entire obstetric population. It is encouraging that all women offered the service to date have availed of it. A re-audit in 6 months of the clinic is planned to assess if 100% uptake is maintained as well as an audit of rates of neonatal disease of the new born in 18-24 months. 
References

1. HSE Clinical Practice Guideline No. 13 "THE USE OF ANTI-D IMMUNOGLOBIN FOR THE PREVENTION OF RHD HAEMOLYTIC DISEASE OF THE NEWBORN" HSE, June 2012

IMPROVING SUCCESS RATES OF GENETIC ANALYSIS FOR PREGNANCY LOSS: MULTIPLEX LIGATION-DEPENDENT PROBE AMPLIFICATION (MLPA) VERSUS CONVENTIONAL KARYOTYPING
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Abstract

Karyotyping is an important element in the investigation of pregnancy loss. Approximately 6% of stillborn babies will have a chromosomal abnormality. In couples with recurrent miscarriage, chromosomal abnormalities of the embryo account for 30-60% of further miscarriages. Some abnormalities are potentially recurrent and can be tested for in future pregnancies. Traditionally cytogenetic investigation of pregnancy loss is performed by culture of chorionic villi and karyotype analysis on fetal material. This technique has a high failure rate (reported at 10-40%), associated with misdiagnosis due to overgrowth of maternal tissue and is labour intensive. The technique of multiplex ligation-dependent probe amplification (MLPA) reportedly has a higher success rate, ranging from 85-95%, and a quicker reporting time.
We aimed to compare the success rate and time taken for reporting with MLPA and karyotype analysis and to compare the number and abnormal results and indications for testing for both techniques. Tissue samples sent for MLPA testing from October 2011 to August 2012 and for karyotype analysis in the corresponding months in 2010-2011 were recorded. The reported results were examined and the time taken for processing was calculated.

125 tissue samples were sent for MLPA testing, compared to 74 samples for karyotype analysis. Indications included investigation of unexplained stillbirth (31/199), late miscarriage (61/199) and recurrent miscarriage (101/199). The success rate of MLPA analysis was higher at 89%, in contrast to 70% for karyotype analysis. Only 14 samples sent for MLPA analysis failed. Of these 13 samples contained maternal tissue only or had insufficient DNA and one sample was incorrectly sent in formalin. MLPA had a quicker reporting time, on average 9.4 days compared to 16.2 days.
Our findings confirm the higher success rates and quicker reporting time with MLPA analysis versus karyotype by tissue culture. The lower cost per sample is also advantageous in times of sparse resources. From these data, we recommend the continued use of MLPA analysis as the cytogenetic investigation of choice in pregnancy loss. Ongoing education of staff is needed regarding sample collection.

	
	MLPA Analysis
	Karyotype Analysis

	Total number of samples
	125
	74

	Number of processed samples
	111 (88.8%)
	52 (70.3%)

	Normal results
	76 (68.47%)
	32 (61.54%)

	Abnormal results
	35 (31.53%)
	20 (38.46%)

	Number of trisomies
	23
	12

	Number of triploidies
	8
	6

	Range of time taken for analysis
	3 – 20 days
	10 – 23 days

	Mean reporting time
	9.4 days
	16.2 days

	Laboratory cost per sample
	£175.00
	£234.20


IN UTERO TRANSMISSION OF MATERNAL COXSACKIE VIRUS INFECTION
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Enteroviruses are a group of viruses containing RNA. Common members of this group include the polioviruses, coxsackieviruses, and echoviruses. In addition to the three different polioviruses, there are over 60 types of non-polio enteroviruses that can cause disease in humans. The 3 types of polioviruses have been eradicated from the western hemisphere and Europe by the use of vaccination. Enteroviral infection is very common with peak periods of infection in the summer and autumn months, and pregnant women are at particular risk of exposure at these times. The spectrum of clinical symptoms may vary, with some having no symptoms at all, whilst less commonly, severe illness such as meningitis, encephalitis or myocarditis can ensue. The most common presentation is mild upper respiratory or flu-like illness. Available information on enterovirus infection in pregnancy is limited, and currently there is no clear evidence that maternal enteroviral infection leads to adverse pregnancy outcomes such as abortion, stillbirth, or congenital defects. The possibility of in utero infection peripartum has been raised. Babies born to mothers who have enteroviral illness around the time of delivery are more likely to be infected. The clinical picture of a newborn infected with enterovirus is usually that of a mild illness, but rarely overwhelming infection of many organs, including liver and heart may ensue. The risk of this severe illness is higher for the newborns infected during the first two weeks of life.We describe the clinical course of a mother and baby affected by such infection. This case is an example of the wide spectrum of outcomes associated with mild maternal enteroviral infection. Perinatal data suggest that most of these infections are not associated with significant neonatal or maternal disease. However, stillbirths late in pregnancy have been described but it is unclear as to whether these were due to early viral exposure resulting in congenital defects as has been described in the literature or to late maternal infection with relatively severe maternal disease. 
The case described demonstrates a relatively mild maternal infection with serious neonatal consequences. A literature review suggests that this is an unusual case as severe neonatal disease is more likely associated with correspondingly severe maternal disease. 


INFECTIVE ENDOCARDITIS IN PREGNANCY: CASE REPORT AND REVIEW OF THE LITERATURE
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Abstract

Infective endocarditis in pregnancy is associated with high maternal and fetal morbidity and mortality and is estimated to complicate approximately 1 in 100,000 pregnancies. We report the case of a 33-year-old G3P1 Greek patient who presented to the Emergency Room at 29 weeks' gestation.  The patient described a 3 week history of feeling generally unwell, an episode of temporary speech disturbance, right shoulder tip pain, left subscapular pain on inspiration and chest discomfort. Examination findings revealed a sinus tachycardia and a mild systolic murmur. Laboratory investigations were significant for anaemia, with haemoglobin 9.6g/dl, and C-reactive protein of 123mg/L. Working diagnosis was a lower respiratory tract infection and pulmonary embolus. Chest x-ray however showed cardiomegaly and bilateral pleural effusions. Echocardiogram revealed a large mobile mass on the aortic coronary cusp and a small mass on the non-coronary cusp. There was significant aortic regurgitation. Blood cultures were provisionally positive for gram-positive cocci. The patient deteriorated and a diagnosis of destructive aortic valve infective endocarditis with severe aortic regurgitation and acute cardiac failure was made. Caesarian section was performed on day 7 of admission due to worsening maternal condition. A live male infant was delivered and noted to have multiple limb abnormalities. A subsequent diagnosis of arthrogryposis multiplex congenital was made. The patient had a good obstetric recovery. Aortic valve replacement was performed 3 days post partum. Operative findings included a large vegetation in the central position of the aortic valve. The valve was excised and replaced with a mechanical aortic valve. A large vegetation in the right atrium involving all valve leaflets was also noted. This was excised along with a portion of the tricuspid valve. The patient recovered well from this surgery. Blood culture results revealed staphylococcus lugdunensis. The patient received intravenous antibiotics until day 42 post operatively and was discharged home well, with her baby, on day 45 post operatively. 
We performed a literature review of cases of infective endocarditis complicating pregnancy. The commonest complications of IE are congestive cardiac failure, perivalvular extension and systemic embolization. The management of infective endocarditis in pregnancy is similar to that of the non-pregnant patient however consideration must be made of the known foeto-toxicity of certain antimicrobials. There is also high foetal mortality (up to 15%) associated with cardiopulmonary by-pass for cardiac surgery. The patient described here developed staphylococcus lugdunensis infective endocarditis, which is a rare but aggressive causative organism in infective endocarditis. To our knowledge there are no other reported cases of staphylococcus lugdunensis infective endocarditis in pregnancy. 
Infective endocarditis in pregnancy is a rare but serious condition with significant fetal and maternal morbidity and mortality. Early diagnosis with a multidisciplinary team approach is essential to improve outcomes. 

INFERIOR VENA CAVA FILTERS IN PREGNANCY : A CASE SERIES
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Abstract

Although maternal death from thromboembolic disease has decreased in the last triennial from the UK and Northern Ireland, prevention and treatment in pregnancy remains a challenge. Placement of retrievable Inferior Vena Cava (IVC) filters in pregnancy is rare but may be indicated when there is a high risk of recurrent thrombosis, when medical treatment has failed or is contraindicated.
We present a series of three antenatal patients who had IVC filter placement in pregnancy. Two women developed pulmonary emboli in the third trimester and had the filter placed due to high risk of recurrence peripartum. They were anticoagulated with Low Molecular Weight Heparin and both delivered vaginally. The third woman had an Iliac vein thrombosis diagnosed on ultrasound coincidentally while being scanned for recurrent antepartum haemorrhage and retroplacental clot at 26 weeks gestation. Anticoagulation was contraindicated due to persistent vaginal bleeding. Emergency caesarean section was performed for placental abruption and DIC at 30 weeks. Insertion of the filter was uncomplicated in all three cases. The filter was successfully removed in 1 patient 5 days post delivery but was not retrievable in the other 2 cases. The filters that could not be retrieved were in situ for 30 and 35 days respectively compared to 15 days in the one retrieved with success. Insertion and removal of retrievable filters is not without complication and the incidence of failed retrieval appears to be increased in pregnancy. The reason for this is unclear but postulated to be related to the alterations in the dimensions, elasticity and external compression of the IVC in pregnancy and peripartum. Failed retrieval has long term implications for the woman.
In conclusion, careful consideration of the benefit and risk of IVC placement in pregnancy is paramount. The patient needs to be fully counselled about the risks and the filter should be removed at the earliest opportunity once the period of greatest risk has passed.

IS ROUTINE TRANSVAGINAL MEASUREMENT OF THE CERVIX WORTHWHILE IN A POPULATION WHERE THE RISK OF PRETERM BIRTH IS LOW?
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Abstract

A recent metaanalysis has suggested that measurement of the cervical length should be performed in conjunction with the anomaly scan (1). We decided to investigate if this recommendation is justifiable in a population where the risk of preterm birth is low.

Methods

We reviewed 11 years of obstetric data from the Coombe Women and Infants University Hospital. We excluded all births where the pregnancy was a multiple pregnancy, where delivery was induced or where the delivery occurred after 34 weeks. We applied the relative risks of adverse outcomes from the metanalysis and extrapolated the possible numbers of women requiring intervention. We decided to take a cut off of 19 weeks as this is the earliest we would be getting information on cervical length.
Results

Over the 11 years from 1999 to 2010, there were 94,646 singleton deliveries.
There were 881 births (0.93%) as a result of spontaneous labour from 19-34 weeks. 
Of the 881 births 76 were stillbirths, this left 805 livebirths. Two hundred and thirty three (26%) were born before 28 weeks. Three hundred and five (37.8%) weighed less than 1500g. Applying the figures from the metaanalysis 1609 women who had a singleton pregnancy could be expected to have a cervical measurement <15mm. If none of these women received progesterone we could expect 515 women (32.1%) to deliver at < 34 weeks. If we gave progesterone to all these women we would prevent 281 births at less than 34 weeks (17.5%). Therefore we would reduce the delivery rate before 34 weeks by 234 pregnancies, which is 21 babies a year. On a prorata basis, 8 babies weighing less than 1500g and 4 babies born before 28 weeks would be prevented. 
Conclusion 

In units where the spontaneous preterm rate is low it is difficult to suggest that routine cervical measurement is justified. Each individual hospital should evaluate the possible benefits of universal screening for a short cervix prior to instigating a policy of performing a transvaginal ultrasound assessment of cervical length at the time of the anomaly scan.

(1) Vaginal progesterone in women with an asymptomatic sonographic short cervix in the midtrimester decreases preterm delivery and neonatal morbidity: a systematic review and metaanalysis of individual patient data.
Romero R, Nicolaides K, Conde-Agudelo A, Tabor A, O'Brien JM, Cetingoz E, et al. Am. J. Obstet. Gynecol. 2012 Feb; vol. 206(2) pp. 124.e1-19

IS THERE A CAUSAL ASSOCIATION BETWEEN PREVIOUS USE OF THE COMBINED ORAL CONTRACEPTIVE PILL AND SUBCLINICAL HYPOTHYROIDISM?
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Abstract

Subclinical hypothyroidism is an elevated serum Thyroid Stimulating Hormone level, with normal thyroid hormone levels. The prevalence of hypothyroidism in Ireland is increasing. It is estimated at 0.9% in women between 18 and 50 and 8.6% in women over 50 years. In parallel to this, we observe an increase in the use of contraceptives in the Irish population, with prescriptions dispensed for the Combined Oral Contraceptive Pill (COCP) in the Irish Eastern Health Board region estimated as 40% of the General Medical Service. We hypothesized that there may be a causal link between previous COCP use and subclinical hypothyroidism. We hypothesize that previous COCP use may increases thyroid disease risk, because oestrogen containing drugs are known to effect serum Thyroxine Binding Globulin (TBG) concentrations by prolonging its clearance from the serum therefore leading to a long-term effect on the thyroid function, which may be sub-clinical initially.

We proposed testing our hypothesis on a population of young fertile at risk women, not currently using contraception. We proposed to screen this large relatively unselected population, (with the exception of pregnancy), for thyroid disease. Our patients were standardized for thyroid reference ranges in pregnancy, by performing the test in the second trimester. We considered undiagnosed occult hypothyroidism and subclinical hypothyroidism. The aim of our study is to evaluate the effect of previous COCP use on subclinical hypothyroidism. 
Methods

We carried out a prospective observational study of pregnant women presenting to the antenatal clinic in the second trimester of pregnancy. Informed consent was gained from each study participant. Patients were subjected to a thyroid function blood test (TFT). All patients also completed a questionnaire addressing previous use of all contraceptives and other known risk factors for thyroid dysfunction. Women who failed to have TFTs taken and all women with hyperthyroidism were excluded from the final results analysis. 
Results

There were 1,119 patients recruited. 979 were included in the final study population following exclusion of women in accordance with our exclusion criteria. 540/979 women analyzed (55%) had previously used the COCP in the last 10 years and 238/979 women (27%) had not been exposed to any contraceptives. A total of 171/979 women (17.5%) had hypothyroidism. 89/171 women (52%) were previously diagnosed hypothyroidism, while 82/171 women (48%) were new diagnoses. Subgroup analysis revealed that 36/979 patients, (almost 4%), had subclinical hypothyroidism. Of these, 18/36 (50%) were previous COCP users, 4/36 (11%) had used progesterone only containing contraceptives and 14/36 (39%) were unexposed to any form of hormonal contraception. 
Conclusions
Our hypothesis that previous use of estrogen containing contraceptives may have a causal relationship in the development of subclinical hypothyroidism has been refuted. 
Interestingly, we note the high prevalence of undiagnosed thyroid disease in our local pregnant population, 82/979 (8.4%). This may have sequelae for this population in terms of obstetric outcome and long-term morbidity. We therefore recommend that pregnant women should have routine screening of thyroid dysfunction.

IS THIS MY HUSBAND'S BABY? DILEMMA OF PARTIAL RHESUS NEGATIVITY
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Abstract

We are presenting a case of a female P3, attending our antenatal clinic for a routine blood test. The patient and her husband were registered as Rh D negative individuals. However her last baby, born in 2008, was Rh D positive and she was given anti-D prophylaxis post delivery. Further investigations revealed, that, the mother was a D category VI patient and had passed the D category VI allele to the baby. This information is very important, in the event of the baby requiring a transfusion. The mother's status was confirmed as Rh D negative and she remained a candidate for anti-D prophylaxis in the event of a pregnancy.
The Rh blood group system is the most complex of the human red blood cell blood groups, consisting of approximately 50 different antigens. The Rh antigens are encoded by variant forms of two highly homologous genes, the RHD and the RHCE, both located on chromosome 1p34.3-p36.13. The D antigen is by far the most clinically significant of all Rh antigens. The high incidence of D– individuals (15% of Caucasian persons) and the extreme immunogenicity of the D antigen make this group system one of the most important in transfusion medicine. Likewise, the D antigen is still one of the leading causes of hemolytic disease of the newborn, despite the introduction of the prophylaxis with RhIG. The D antigen comprises at least 30 epitopes. Individuals whose RBCs lack one or more of these epitopes carry a so-called partial D variant. Mistyping of these individuals may potentially lead to anti-D alloimmunization. The D category VI (DVI) is the clinically most relevant of these partial D phenotypes in Caucasian persons, with a reported frequency ranging from 0.02 to 0.05 percent.

IVC THROMBOSIS PRECEDING PREGNANCY - TWO UNUSUAL CASES
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Abstract

The true incidence of IVC thrombosis is unknown but studies have shown it may complicate between 5 and 15% of cases of proximal DVT 1,2. The thrombus completely occludes the IVC and a large collateral venous circulation develops allowing blood to return from the lower limbs and pelvis. It can present with bilateral limb swelling but may often be asymptomatic. In pregnancy, there is further venous dilatation, a fall in peripheral resistance and an increase in cardiac output. All of these changes can cause decompensation by a reduction in preload and reduced cardiac output. We present two women with IVC thrombosis who became pregnant and posed significant diagnostic and therapeutic challenges.

Case 1
A 33 year old primigravida with a history of IVC thrombosis diagnosed while on the COCP booked for antenatal care. She had no thrombophilia and was on lifelong warfarin. At her antenatal booking visit Tinzaparin 175 units/kg was commenced with monthly anti -Xa levels monitored and maintained in the therapeutic range. From 15 weeks she developed dyspnoea with minimal exertion. CTPA and echocardiography was normal. MR venogram showed total occlusion of her IVC infrarenally with extensive collateral vessel formation. This was unchanged from a previous examination and there was no new thrombus formation. Following MDT discussion it was concluded that her symptoms were secondary to reduced preload as a result of impaired venous return induced by the physiological changes of pregnancy. She was managed with bed rest and delivered by elective CS at term with rapid resolution of her symptoms.
Case 2
A 38 year old primigravida booked for antenatal care with a history of a left pulmonary embolus post miscarriage, a family history of thrombosis and a negative thrombophilia screen. Tinzaparin 4500iu sc daily was commenced. She presented at 16 weeks with a right pulmonary embolus and was treated with Enoxaparin 80mg BD. Two weeks later she presented with haemoptysis and repeat CTPA revealed thrombus in the left descending pulmonary artery. Lower limb venous dopplers showed old thrombus in both common femoral veins and placement of an IVC filter was considered. MRV, however, showed absence of filling of the inferior vena cava below the level of the hepatic veins. Extensive paraspinal and abdominal wall collaterals were noted. It was suspected that fresh emboli were being transported in the collateral venous circulation and so, the dose of Enoxaparin was increased to maintain anti Xa levels at the upper limit of therapeutic range. Fortunately, there were no further thrombotic complications. She was delivered by CS at term following a non substantial APH. Gross distension of the inferior epigastric system was noted at the time of surgery. She recovered well and was commenced on Warfarin postnatally and reviewed at 6 weeks post partum by the haematology team. Both of these cases show unusual complications of IVC thrombosis in pregnancy and demonstrate how the thrombotic potential and the physiological changes of pregnancy can cause decompensation. 

LARGE LOOP EXCISION OF THE TRANSFORMATION ZONE (LLETZ)AND PRETERM DELIVERY (< 34WEEKS)
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Objective

To investigate a possible association between LLETZ and preterm birth ( < 34 weeks) by category of preterm birth – materno-fetal , preterm rupture of the membranes ( > 24 hours) (PPROM) and preterm labour( PTL) .
METHOD

Prospective study of all non-anomalous singleton preterm deliveries < 34 weeks gestation over 4.5 years (2008-12) at NMH.. In utero transfers were excluded.
Results

Among 42,455 mothers there were 385 preterm births ( 0.9%) : materno-fetal fetal -169(0.4%),PPROM -104( 0.2%) and PTL-112( 0.3%) . Overall 17 (0.4%) of preterm births had a previous LLETZ procedure . The incidence of previous LLETZ by category of preterm birth was:- materno fetal ( 0.6%) and was significantly greater for both PPROM (7%) and PTL (8%). (P<0.01).
CONCLUSION

A previous LLETZ procedure was a significant risk factor ( 8 fold ) for both PPROM and PTL 

LECTIN-LIKE OXIDISED LOW-DENSITY LIPOPROTEIN 1 (LOX-1) RECEPTOR INHIBITION PROTECTS AGAINST PRE-ECLAMPSIA PLASMA MEDIATED VASCULAR DYSFUNCTION
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Background

Pre-eclampsia (PE) is associated with endothelial dysfunction initiated by excessive generation of reactive oxygen species. Oxidative stress converts circulating low density lipoprotein (LDL) to oxidised LDL (oxLDL). Lectin-like oxidised low density lipoprotein receptor 1 (LOX-1) and its soluble equivalent, sLOX-1, are scavenger receptors for oxLDL and a host of other molecules including activated platelets, leukocytes and other unidentified molecules. Several human and animal studies implicate LOX-1 in the pathophysiology of pre-eclampsia through processes which ultimately damage the maternal vascular endothelium. LOX-1 is accepted as a downstream terminus for a number of intra- and extra- cellular pathological pathways which result in vascular dysfunction deeming it an ideal therapeutic target. We hypothesised that upregulated LOX-1 ligands in PE plasma alter LOX-1 activity in normal pregnant (NP) human vessels incubated in PE plasma.

Methods

Control matched PE plasma was obtained from a multicentre pregnancy biobank (SCOPE Study) (n=6). Plasma oxLDL and sLOX-1 concentrations were determined by ELISA. Normal pregnant human omental arteries were incubated in 3% NP or PE plasma. LOX-1 expression was determined by immunohistochemistry. Vascular function was assessed using wire myography with vessels were exposed to oxLDL (50µg/ml) and LOX-1 inhibitor (TS20) (10µg/ml) and suitable controls.
Results
No significant difference in oxLDL concentration was found in PE plasma when compared to NP plasma (3.35 ± 0.78 vs. 3.5 ± 0.70μg/ml; P>0.05; NS; n=6). Plasma sLOX-1 concentration and omental vessel LOX-1 expression were not significantly different in any group. Incubation of normal pregnant vessels in PE plasma impaired relaxation to bradykinin (BK) when compared with vessels incubated in NP plasma (Rmax 50 ± 3% vs. 96 ± 1%; P<0.001; LogEC50 -6.83 ± 0.18 vs. -7.19 ± 0.15mol/L; P<0.001; n=6). oxLDL exposure further impaired relaxation to BK in vessels incubated with PE plasma (Rmax 30 ± 4% vs. 50 ± 3%; P<0.001; LogEC50 -7.15 ± 0.24 vs. -6.83 ± 0.18mol/L; P<0.001 n=6). LOX-1 inhibition protected against PE plasma induced impaired relaxation (Rmax 94 ± 2% vs. 30 ± 4%; P<0.001; LogEC50 -7.25 ± 0.10 vs. -7.16 ± 0.24mol/L; P<0.001; n=6).
Conclusion 

While certain plasma components of the LOX-1 pathway, namely oxLDL and sLOX-1, are not raised in PE plasma there are many other known and unknown mediators which influence LOX-1 activity. This study is among the first to suggest that deleterious LOX-1 activity is mediated through a heterogeneous pathway and display that inhibition of the receptor prevents endothelial dysfunction in a model of pre-eclampsia. With greater understanding the manipulation of the LOX-1 receptor may prove useful as a therapeutic modality in the treatment of pre-eclampsia.

LEPTIN: A BIOMARKER OF MATERNAL AND FETAL ADIPOSITY AND INSULIN RESISTANCE IN NON-DIABETIC PREGNANCIES
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Abstract

We sought to clarify the relationship between maternal and fetal leptin, insulin resistance and both maternal and fetal adiposity in a large, euglycemic cohort.
This is a prospective study of 574 non-diabetic pregnancies. Maternal leptin, glucose and insulin were measured in early pregnancy and at 28 weeks and the HOMA index calculated. At 34 weeks, ultrasound assessed fetal weight (EFW) and abdominal wall width (AAW). At delivery birthweight was recorded and cord blood analysed for fetal c-peptide and leptin. 

Maternal leptin at each time-point correlated with fetal leptin. Both maternal and fetal leptin concentrations correlated with maternal BMI (r=0.52 in early pregnancy, r=0.42 at 28 weeks, r=0.16 in cord blood<0.001 for all). Fetal EFW at 34 weeks was related to maternal leptin at each time-point(r=0.16,p<0.001 and r=0.12,p<0.05) and to fetal leptin(r=0.11, p<0.05). Fetal leptin correlated with fetal AAW at 34 weeks gestation (r=0.14, p=0.013), independent of maternal BMI. Fetal insulin resistance as assessed by cord C-peptide correlated with maternal leptin in early pregnancy (r=0.22,p<0.001), at 28 weeks (r=0.12, p=0.02) and with fetal leptin (r=0.32,p<0.001); again this relationship was independent of the effect of maternal BMI.
Our findings, in a healthy, euglycemic population confirm the significant influence of leptin on fetal growth. Leptin was associated not only with the deposition of fat in utero but also with both maternal and fetal insulin resistance. Leptin is a potential biomarker for fetal adiposity, and may have a role in the fetal programming of childhood obesity.

LEVEL OF STATE TRAIT ANXIETY IN PREGNANCY: COMPARISON IN DIFFERENT SETTING OF ANTENATAL CLINICS
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Introduction

Anxiety in pregnancy has shown to be associated with various maternal-foetal outcomes. Early antenatal anxiety screening may be helpful in reaching women at risk.
Aim

To measure the prevalence of State-Trait anxiety in pregnant women provided with antenatal care in different clinical settings, and further examine relationship between anxiety levels and the following demographic factors in this cohort: no. of pregnancies, previous complications, marital status, education level, Income level, depression score. 
Method

A cross-sectional study. 150 validated questionnaires; State-Trait Anxiety Inventory was distributed to 50 participants in three different type of antenatal clinics (Perinatal Medicine ("High Risk") , low risk and outreach clinics). 
Results

Of 150 patients, in State Anxiety, the proportion of "least anxiety" participants is 37.0%(n=37) while "most anxious" was 25.3%(n=38). Highest prevalence of "most Anxious" group was found in High risk clinic (47.4%,n=18), while "least anxious" group was highest in Outreach Clinics (48.6%, n=18). The mean different are statistically significant (p=0.04). Trait Anxiety shows lower proportion of "Most Anxious"(24.0%,n=17) compared to "least anxious"(25.3%,n=38). It shows highest prevalence of "most anxious" in High risk clinic and lowest in Low Risk clinic (vice versa for "least anxious" group), however the differences are not significant (p=0.065). Otherwise, only depression and income level shows significant positive correlation with both State-Trait Anxiety score.
Conclusion

Different approaches need to be taken in handling patient in different clinics especially High Risk Clinic with more tendencies to have higher number of anxious patient.

LMWH PROPHYLAXIS ON THE MORBIDLY OBESE PREGNANT WOMEN
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Background

LMWH prophylaxis has been recommended for morbidly obese pregnant women (>40 kg/m2). However, no data exists on the anticoagulant effects of LMWH in this group. 

We investigated different dosing regimens; fixed dose versus weight-adjusted dose on the anticoagulant effects of the LMWH, tinzaparin used for thromboprophylaxis in obese pregnant women. 
Twenty morbidly obese pregnant women were started on a fixed dose of tinzaparin (4,500iu/day) at 30 weeks gestation and then changed to a weight-adjusted dose (75iu/kg/day) for the remainder of their pregnancy. Four hour post-dose venous blood were taken after each initial dose and repeated every 2 weeks until delivery. Endogenous thrombin potential (ETP), tissue factor pathway inhibitor (TFPI) and anti-Xa were measured and compared with levels in twenty normal weight women at the same gestation. 

Prior to LMWH prophylaxis, TFPI levels in the obese group at 30 weeks were significantly lower (p<0.001) and ETP and peak thrombin levels in obese group were significantly higher compared with controls (P<0.0001; P<0.001). Within the obese group, there was no significant difference between ETP levels before and after fixed LMWH dose. However, ETP levels were significantly lower post weight-adjusted dose (75iu/kg tinzaparin) compared with post fixed dose. There was a significant effect of LMWH on TFPI levels, (p<0.0001). Peak anti-Xa levels correlated significantly with total body weight at 75iu/kg tinzaparin (r=0.777) (p<0.01) but not at fixed dose. ETP correlated positively with total body weight at fixed dose (r=0.578)(p<0.05). At weight-adjusted dose, ETP levels demonstrated a weak negative correlation (r= -0.430) but did not reach significance (p=0.059).
Morbidly obese pregnant women have increased thrombin generation and reduced natural anticoagulant in third trimester. ETP is sensitive to the anticoagulant effects of LMWH at different dosages and is a potential tool for monitoring LMWH in the morbidly obese. The prothrombotic state in pregnant morbidly obese women was substantially attenuated by weight-adjusted LMWH doses.

MACROCEPHALY AND VENOUS OBSTRUCTION IN A PRETERM INFANT
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Case history

Baby B was born at 25+6 weeks gestation with a birth weight of 950g and required home ventilation for chronic lung disease and tracheobronchomalacia. He also had the following issues: perforated necrotizing enterocolitis, multiple ventricular septal defects, patent ductus arteeriosus ligation, bilateral periventricular leucomalacia and retinopathy of prematurity. He required multiple central venous catheterizations, including four in his neck vessels. His OFC was on the 99.6th centile, although his weight and length were< 0.4th centile. He had global developmental delay compounded by difficulty with balance due to his macrocephaly. Imaging with Cranial Ultrasound, Dopplers, MRA & MRV showed dilatation of the lateral and third ventricles, thrombus formation in the Right and Left Internal Jugular Veins at 3 months and multiple collaterals in the neck and mediastinum with bilaterally absent Internal Jugular, Superior Vena cava and Brachiocephalic veins. 
MANAGEMENT OF MATERNAL OBESITY IN PREGNANCY-AN AUDIT

Authors

Angela Honor McSweeney, Farah Wahida Mohamad, Mairead Noelle O'Riordan (Cork University Maternity Hospital)
Abstract

Body Mass Index (BMI) > 29.9 kg/m2, is an important risk factor in obstetrics. Maternal obesity rates, as described by the WHO rise by 0.8% per year in Ireland. Adherence with current best practice guidelines is important in the management of perinatal risk. The aim of this audit is to assess the management of maternal obesity in pregnancy using key performance indicators from current clinical practice guidelines and to examine the use of pre-conceptual folic acid in this population.
This is a retrospective cross sectional study of a sample population of Irish women. Inclusion criteria; mothers of singleton infants aged 18-45 years who delivered from 1st January to 30 May 2012 at Cork University Maternity Hospital. The population was randomly selected from eligible women. The proportion of women taking antenatal folic acid supplementation (400mcg) and obstetric intervention rates were calculated for both obese and non-obese women. Analysis of intervention rates was carried out using the Chi-Squared test. The proportion of women who underwent OGTT at 24-28 weeks gestation was calculated for the population of BMI >30 and the prevalence of GDM was assessed. 
A total of 227 eligible women were recruited to the audit. The sample population consisted of BMI <29.9 (n=124) and BMI >30 (n=103). BMI >30 was further subdivided into obese (BMI 30-39.9, n=90) and morbidly obese (BMI >40, n=13). 54% of women BMI >30 and 58% of BMI <29.9 were taking pre-conceptual folic acid. 67% of women with BMI 30-39 and 100% of the 13 women in the morbidly obese category had an OGTT at 24-28 weeks gestation. The overall rate of OGTT testing in the obese population was 72%. 8 women (10.8%) met diagnostic criteria for GDM based on a fasting glucose >/= 5.1mmol/l (n=5) or 2 hour glucose >/=8.5mmol/l (n=3). For modes of delivery:BMI <29.9; Spontaneous vaginal delivery (SVD; n=64, 51%), Instrumental delivery (ID) n=36, (29%), Elective C-section (ECS) n=17, (14%), Emergency C-section (EmCS) n=7, (6%). BMI 30-39.9; SVD n=50 (55%), ID n=15 (17%), ECS n=12 (14%), EmCS n=13 (12%). BMI>40; SVD n=5 (39%), ID n=2 (16%), ECS n=4 (30%), EmCS n=2 (15%). Comparison outcomes between obese and non-obese populations by Chi-squared test = p value of 0.0357 (P<0.05). Our uptake is equivalent to other centers internationally. 

Guidelines suggest folic acid of 5mg 1 month prior to conception in women of BMI >30. Folic acid supplementation (400mcg) was comparable in both groups. Women, BMI 29.9-40 in this population were under recognised as requiring an antenatal OGTT. We found obesity is associated with higher levels of unplanned obstetric intervention. Implementation of best practice guidelines for the management of obesity in pregnancy requires the recognition of the risks by both women and practitioners in primary and secondary care.

MANAGEMENT OF TWIN PREGNANCY IN AN ACUTE HOSPITAL
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Background

The incidence of multiple births has risen in the last thirty years. The increase is mainly due to increased use of assisted reproductive techniques. Multiple pregnancies are associated with higher risks for mother and babies. Maternal mortality associated with multiple births is 2.5 times that for singletons. The overall stillbirth rate is higher. There is an increased risk of IUGR and congenital anomalies. Women require more monitoring and increased contact with healthcare professionals. 
Objective and standards used
We aim to determine patient demographics, antenatal course, intrapartum events and postnatal course of all twin pregnancies delivered in the Mater Hospital between August 2011 and August 2012. Standards were derived from the Royal College of Obstetricians and Gynaecologists' Green-top Guideline 51 'Management of Monochorionic Twin Pregnancy' (December 2008) and NICE guideline 'Multiple Pregnancy' (September 2011). 

Materials and Methods
Retrospective chart review of all twins delivered in the Mater Hospital between August 2011 and August 2012. We analysed booking age, parity, use of assisted reproductive techniques, documentation of chorionicity, gestation chorionicity established, documentation of antenatal care plan and management of delivery, consultant review at antenatal clinic, fetal complications, use of antenatal steroids, reason for antenatal steroids, gestation steroids given, consultant informed of admission, consultant presence at delivery, gestation at delivery, presentation at delivery, onset of labour, analgesia used, mode of delivery, delivery interval, twin weights, whether twins were transferred antenatally/postnatally and feeding method. 

Results

Chorionicty was established before 14 weeks in 11/15 (73.3%) of patients. Antenatal care plan was documented in 7/15 (46.7%) and delivery plan documented in 11/15 (73.3%). All patients were seen by or discussed with a consultant during their antenatal care. There were no antenatal transfers and in 3/15 (20%) antenatal steroids were given. In 13/15 (86.7 %) the consultant was informed of admission to delivery suite and in 7/15 (46.7%) the consultant was present at delivery. Spinal anaesthetic was used in 9/15 (60%), entonox in 4/15 (26.7%), entonox and spinal anaesthetic in 1/15 (6.7%) and epidural in 1/15 (6.7%). 8/15 (53.3%) were delivered by elective caesarean section, 2/15 (13.3%) by emergency caesarean section and 5/15 (33.3%) by normal vaginal delivery. The delivery interval ranged from 1-31 minutes. 4/30 (13.3%) of neonates had IUGR. There was 3/30 (10%) postnatal transfers, these were due to prematurity (2/30) and bilious vomiting (1/30). In 14/30 (46.7%) the method of feeding was via breast and in 16/30 (53.3%) via bottle. 


Conclusions

Chorionicity was not documented in nearly one quarter of patients. Antenatal care plan was documented in less than half of patients and delivery plan not documented in nearly one quarter of patients. Two-thirds of patients were delivered by caesarean section. In less than half of cases, the consultant was present at delivery. The rate of postnatal transfers is low. The breast feeding rate is low.

MIDDLE CEREBRAL ARTERY DOPPLERS IN A LOW-RISK POPULATION
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Abstract

MCA Dopplers have also been widely accepted as a non-invasive method of surveillance for fetal anaemia. Studies have shown that the accuracy of MCA peak systolic velocity (PSV) is comparable to that of the delta OD450 test in the diagnosis of fetal anaemia. Mari et al first introduced the concept in 1995 and constructed reference intervals for MCA PSV. However, the number of observations in the cohort was small and the distribution of observations was far from equal. Middle cerebral artery (MCA) pulsatility index (PI) is also a useful tool in the assessment of growth restricted fetuses. 'The brain-sparing' effect, where vasodilatation occurs to allow redistribution of blood flow to the fetal brain, reflects in a decrease in the MCA PI. However, the role of MCA Dopplers in the low-risk population remain uncertain. We aimed to examine and construct reference intervals for middle cerebral artery Doppler indices in a low-risk population.
This was a prospective, cross-sectional study involving low-risk women attending Cork University Maternity Hospital conducted concurrently with a primary study to construct normograms for fetal biometry. Women were recruited from their first trimester dating scan and randomly allocated to a single scan between 14-40 weeks gestation. Scans were performed by a sole researcher. Gestation was calculated using the estimated due date assigned by dating scan. Recruits were Irish Caucasian women with a singleton pregnancy. Women with conditions affecting placental function including hypertension, pre-eclampsia, renal disease, autoimmune disorders and diabetes mellitus were excluded. Fetuses at risk of anaemia were excluded as were fetuses with congenital anomalies. Middle cerebral artery Dopplers were sampled using the Voluson E8 ultrasound by GE Healthcare.

Nine-hundred-and-fifteen women were recruited. Seven-hundred-and-ninety-three women met the inclusion criteria and were scanned as per protocol. Median maternal age was 32 (range 17-44). Median BMI was 24.7 (range 17.1-48.6). Nulliparous women constituted 46.5% (369/793) of recruits, 32.6% (261/793) were expecting their second child, 18.3% (145/793) were expecting their third or fourth child, while only 2.3% (18/793) were grand multiparous. Reference intervals for middle cerebral artery peak systolic velocity (PSV) and pulsatility index (PI) were generated for this population.
We have constructed reference interval for middle cerebral artery Doppler indices from 16 to 40 weeks in a low-risk population using up-to-date ultrasound equipment following established methodological recommendations.

MODERATE ALCOHOL CONSUMPTION IN EARLY, MIDDLE AND LATE PREGNANCY SMALL FOR GESTATIONAL AGE, BIRTHWEIGHT AND PRETERM BIRTH: A RETROSPECTIVE COHORT STUDY
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Abstract

In the United States, United Kingdom, Australia and Ireland between 30% and 81% of unborn babies are exposed to alcohol in utero. However, evidence on the consequences of prenatal alcohol consumption at low or moderate levels is conflicting and international guidelines have not reached consensus on alcohol recommendations for pregnant women. 

Data was collected on 10,953 infant-mother pairs in the Growing up in Ireland Infant Cohort Study through face to face interviews between 9 months and 1 year after birth. We conducted a retrospective cohort study to examine the association between moderate alcohol consumption (consuming 5 standard drinks or less per week) in each trimester of pregnancy and preterm birth (birth occurring before 37 weeks gestation), birth weight in grams and small for gestational age (defined as birth weight below the 10th customised centile). Logistic and linear regression adjusting for age, ethnicity, parity, smoking status, body mass index, education and gestational age were used to generate crude and adjusted odds ratios and mean birth weight differences.
Twenty per cent of mothers reported consuming alcohol at some time during their pregnancy. Of those who drank alcohol during pregnancy, 7.9% drank moderately in trimester one while 12.1% drank moderately in both the second and third trimesters. The adjusted odds ratios for small for gestational age were 1.11 (95% Confidence Interval [CI] 0.79-1.56), 1.13 (95% [CI] 0.75-1.69) and 0.77(95% [CI] 0.52-1.14) for drinking moderately in the first, second and third trimester respectively. The adjusted odds ratios for preterm birth were 1.03 (95% [CI] 0.66-1.62) for drinking moderately in trimester one, 1.51 (95% [CI] 0.9-2.52) for drinking moderately in trimester two and 0.45 (95% [CI] 0.27-0.76) for drinking moderately in trimester three. No differences in mean birth weight were evident between women who drank moderately in any trimester and abstinent women.
Moderate alcohol consumption in any trimester of pregnancy did not increase the likelihood of small for gestational age or lower mean birth weight. Women who consumed 5 standard drinks or less in the third trimester of pregnancy were 55% less likely to delivery preterm than abstinent women.

MRSA COLONISATION IN GALWAY NICU 2008 -2010
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Background

Colonization by Methicillin-Resistant Staphylococcus Aureus (MRSA) in neonatal setting has been known to impact on morbidity and mortality. A definite source of this nosocomial infection is usually not identified. Overcrowding of Neonatal Intensive Care Unit (NICU) could potentially be a reason. This study aims to look at the demographics of MRSA colonization in neonatal population and determine potential source of MRSA acquisition.
Methods

During the period of 2008 -2010, there were 1060 babies admitted to the NICU, 56 of which were colonized by MRSA. All 56 charts were retrospectively reviewed and categorized according to gestation, birth weight, gender, mode of delivery and age of admission to determine the demographics of MRSA colonization. Results were entered into, and calculated using Microsoft Excel. 
Results

5 of the 56 cases were also blood culture positive. Lower section Caesarian section (LSCS) was a major contributing factor (n=43) vs spontaneous vaginal delivery (SVD) (n=13). Most of the colonized were less than 37 weeks gestation (n=47) and birth weight <2500 grams (n=47). 

Conclusion 
From this study, we found that MRSA colonization is associated with prematurity, low birth weight and LSCS. 

NEONATAL GASTROSCHISIS-NATIONAL EXPERIENCE
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Abstract

The rise in birth prevalence rate of Gastroschisis is documented in the developed world¹. McDonnell et al (2002) from the Dublin EUROCAT Registry found the incidence of Gastroschisis in 1990 was 1.0 per 10,000 in the Eastern region of Ireland. The aims of the study were 
1.To document the incidence and national rates of Gastroschisis in Ireland from 1999-2010 
2.To observe the antenatal, maternal, perinatal and postnatal history of a national gastroschisis cohort from 2007 to 2010
A retrospective observational review of clinical outcomes of gastroschisis admissions from maternity hospitals to tertiary paediatric institutions undertaken from 2007-2010. All neonates transferred for Gastroschisis repair in the period 1999-2010 to all Irish tertiary level paediatric hospitals were identified using maternity records, theatre records, hospital inpatient enquiry systems and were cross-referenced with ICU datasets and patient case notes.
The mean (Standard Deviation (SD)) national rate of Gastroschisis in the period 1999-2010 is 2.2 (0.6) per 10,000 live births. From '07-'10, 57 cases were identified. All cases required transporting to a tertiary paediatric surgical unit. 47 (82%) were diagnosed antenatally. Mean (SD) maternal age was 22 (5) years. 57% of mothers were primigravid. The median (SD) gestation of delivery was 36.9 (1.9) weeks. 49% were born by spontaneous delivery. Median (SD) birth weight was 2340 (539) g. Median (IQR) intensive care stay was 8 (5-12) days. Median (IQR) days on total parenteral nutrition were 21 (14-38) days. 32 (56%) had central access during the course of their admission. 84% (27/32) experienced an episode of central line infection. There was a single mortality. The median (IQR) length of stay was 32 (25-60) days.
This nationally representative study provides a benchmark against which individual centres can measure outcome and performance. The rate of gastroschisis has doubled since 1990. This national cohort compares favourably with other national cohorts. This study provides us with national data that can be provided to parents regards the clinical course of gastroschisis and may also help clinical staff optimise antenatal delivery and postnatal care plans.  1.Timothy J Bradnock 1, Sean Marven 2, Anthony Owen at al Gastroschisis: one year outcomes from national cohort study, BMJ 2011;343:d6749 doi: 10.1136/bmj.d6749 2. Alvarez SM, et al Increasing prevalence of Gastroschisis repairs in the United States. J Pediatr Surg.2007 Jun; 42 (6):943-

NEURAL TUBE DEFECTS (NTDS) IN 21ST CENTURY IRELAND: A TERTIARY REFERRAL CENTRE'S EXPERIENCE
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Abstract

The incidence of NTDs in Ireland has been estimated to have declined over the past two decades from 4.8 /1000 births in 1980 to 0.8-1.5 /1000 births in 2001.1 Pre-conceptual folic acid is accepted to reduce the incidence of NTDs however, 50% of pregnancies are unplanned.2 We reviewed the cases of NTD in the Rotunda Hospital over the past three years, their gestation at diagnosis and outcome in conjunction with EUROCAT reporting.

All cases of NTDS were identified from the Fetal Assessment Unit record of neural tube defects between January 1st 2009 and December 31st 2011. Neural tubes defects were subclassified as anencephaly, myelomeningocele, exencephaly/ acrania or encephaloceles. Maternal notes were reviewed to assess demographics and pregnancy outcome.

In total 45 cases of NTD were detected. The overall incidence in our population 1.44/ 1000 births (including deliveries <500g). Table 1 illustrates the subcategories of NTD diagnosed with the continuation rates. There were 19 primiparous and 26 multiparous. In the multiparous group there were no cases of recurrence. There was one insulin dependent diabetic and one patient was epileptic on lamotrigine.53.3% (n=24) delivered in the Rotunda, a further 42.2% (n=19) did not re attend for antenatal care and 4.4% (n=2) returned to other units for delivery. The mean gestation at diagnosis was 20 +/- 3 weeks. Those women who did not attend for subsequent care were statistically more likely to have been given the diagnosis earlier in the second trimester (16 +3) than those who delivered in the Rotunda (23 +1) p value <0.0001. Of those 24 women who continued their pregnancies 41.6% (n=10) had infants that were stillborn or died in the early neonatal period.

There was a significant difference in the average gestation of diagnosis between the group of women who chose to not continue their pregnancies compared to those who do continue. This suggests that early diagnosis affords more options to women of infants with NTD and suggests that second trimester scanning may be warranted, particularly in high-risk groups. The high incidence of NTD and the poor obstetric outcome again raises the argument for food fortification in Ireland.
Table 1. Subtypes of Neural tube recorded
	NTD 
	N
	%

	% Continuing pregnancy

	Anencephaly
	21
	(47)
	38.1

	Enencephaly
	2
	(4)
	0

	Exencephaly
	4
	(9)
	50

	Encephalocoele
	0
	(0)
	0

	Myelomeningocoele
	18
	(40)
	88.9


1. Folic acid supplements to prevent neural tube defects: trends in East of Ireland 1996- 2002. Ward M et al Ir Med J. 2004 Oct; 97(9):274-6
2. Report of the Implementation group on folic acid food fortification to the Department of Health and Children 2008.

NEURODEVELOPMENTAL OUTCOME OF PRETERM BABIES OF THE NOUGHTIES
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Introduction

Intact long-term survival is the ultimate aim of the neonatologist. With advancing techniques in the NICU leading to a decrease in perinatal mortality of VLBW infants, we aim also to improve the long term morbidity for this vulnerable group. Universally the Bayley scale of infant development is employed as the performance indicator at 2 years corrected gestational age for high risk paediatric groups. This assessment tool has undergone necessary modifications over the last decade. 
Aim
Compare the MDI and PDI at 2 years CGA of VLBW infants born before the new millennium to a cohort born a decade later. Also to examine the challenges of direct comparison of modified scales of BSID-II with Bayley III. 
Methods

Retrospective review of neurodevelopmental outcome of a cohort of VLBW infants born 1999 were compared to the outcome of a cohort born in 2009. The infants included were neonates admitted to NICU, National Maternity hospital during 1999 and 2009. The Bayley scale of infant development (BSID-II), measured mental developmental index (MDI) and psychomotor developmental index (PDI) for the 1999 cohort. The Bayley III composite scores, language, cognition and motor, were used for infants born 2009. These assessments were carried out by a single examiner (MS). Due to deficiencies in the Bayley III by many commentators, a previously tested conversion of language and cognitive results from Bayley III was made to allow direct comparison with BSID-II (Moore et al). Confounding variables such as BW, GA, perinatal mortality, antenatal and postnatal steroids were also compared. SPSS 18 was used for data analyses.
Results

The outcome data was available for 47 infants born 1999 and 88 infants born 2009. The table shows direct comparison of the mean BSID-II MDI 1999 with the average of the combined cognitive and language scores (CB-III) from Bayley-III 2009. A direct comparison of the mean PDI from these years is also shown. An adjusted language and cognitive score of Bayley III is made and compared to BSID-II MDI. The percentage of patients with a score of <70 (MDI and PDI) in the two cohorts were compared with and without adjustments of CB-III.


Table 1: Neurodevelopmental Outcome data for cohort of babies born in 1999 compared to a cohort born 2009 

	NTD 
	1999 (n=47)
	2009 (n=88)


	MDI
	92.7
	100.5

	PDI
	96.7
	102.9

	Adjusted MDI
	92.7
	93.7

	MDI & PDI
	<70
	(0)

	(%)
	10.6
	4.5

	Adjusted MDI & PDI <70 (%)
	10.6
	10.2


Conclusion

We hypothesised that outcome of preterm infants would improve over a 10 year period. We demonstrate this, but highlight the difficulties in comparing developmental scales, that by necessity, have and will continue to change. The study demonstrates the importance of neuropsychological follow up as a perinatal performance indicator and also the need for increased availability of early intervention services. As borderlands of viability are altered and advancements in foetal medicine and neonatology are made, we need to minimise, monitor and measure long term morbidity. 

NIPI STUDY: NIRS IN PRETERM INFANTS. THE EFFECT OF IBUPROFEN ON CEREBRAL AND SOMATIC REGIONAL TISSUE OXYGENATION IN INFANTS < 1500G WITH A SIGNIFICANT PDA
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Aim

To investigate the impact of haemodynamically significant patent ductus arteriosus (PDA) and its treatment with ibuprofen on regional tissue oxygenation, both cerebral and somatic using near infrared spectroscopy (NIRS)
Methods

This was a prospective observational study in the neonatal intensive care unit of Rotunda Maternity Hospital from May 2011 to May 2012. All infants < 34 weeks and < 1500g with a haemodynamically significant PDA confirmed on echocardiogram were enrolled in the study. All echocardiograms were performed by consultant cardiologist (OF). Control patients were infants who met the above criteria but had a contraindication to ibuprofen therapy.
The machine used was the Somanetics INVOS system. A NIRS neonatal cerebral sensor was applied to the right forehead and NIRS neonatal cerebral sensor to the right upper quadrant of the abdomen. Sensors were applied at least 4 hours pre treatment and at least 12 hours post treatment.  Informed written consent was obtained from all parents. The local research committee approved the study.
Results

There are a total of 20 recordings for 18 infants, 10 in treatment group and 10 in control group. 1 infant was initially in the control group and later received ibuprofen therapy. 1 infant received ibuprofen on 2 occasions. The median (range) cerebral regional oxygenation pre-treatment was 66.5 (60-79)% and post treatment was 69.5 (60-78.5)%. The median (range) somatic regional oxygenation pre-treatment was 50 .5(23-79)% and post treatment was 54 (15-69.5)%. In the control group, the median (range) cerebral regional oxygenation was 67.25 (58-76)% and somatic regional oxygenation was 40. 4(15-71.5)%. 
There was no statistically significant differences between cerebral and somatic values pre and post treatment or compared to controls.
Conclusion

There was no statically significant difference in regional tissue oxygenation (cerebral and somatic) pre and post treatment with ibuprofen or in the control group in patients with a haemodynamically significant PDA .

OBSTETRIC COMPLICATIONS IN WOMEN FROM EAST TIMORE : A RETROSPECTIVE OBSERVATIONAL STUDY
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Abstract

East Timore is a Democratic Republic in South East Asia with a low income economy, a high maternal mortality (370/100,00) and stillbirth rate (4/1000). The Confidential Enquiry into Maternity and Child Health (CEMACH) has highlighted in their recent maternal mortality report about the importance of the use of interpreters and how ethnic minorities are at increased risk of maternal death and complications. In our unit we have a large number of this specific ethnic minority. Little is known about this community, there are no obstetricians on their island and many women deliver without a birth attendant (82%).
This retrospective observational study was performed from January 2011- September 2012 based on women from East Timore requesting an interpreter ante-natally or in labour, which is the majority of the population. 42 patients were included and a profroma was developed and piloted and data collected and analysed via note collection and approval from the Institute of Maternity and Women's Health in our unit, specifically looking at ante-natal risk factors and complications throughout pregnancy, labour and the puerpuerium.
Our study demonstrated that this population were four times more likely to develop gestational diabetes and pre-eclampsia/pregnancy-induced hypertension. 50% are late bookers and they have thirty-two times the national average risk of a major post-partum haemorrhage, many requiring blood transfusion and some intensive-care admission. This may be partially explained by their very low haemoglobins pre-delivery and low mean-carpuscular haemoglobins and under-investigation of thalassaemia which this population are more at risk of. 20% have small-for-gestational age or growth-restricted fetuses and 5% had Hepatitis B and 7% syphilis. There was also a problem locating Tatem interpreters for this population.
To conclude, this is a high risk obstetric population especially at risk of post-partum haemorrhage. Combined with low socio-economic status, late booking, poor attendance and lack of interpreters they are even more at risk of complications in pregnancy, labour and the puerpuerium.

OBSTETRIC RISK FACTORS IN THE EVOLUTION OF HYPOXIC- ISCHAEMIC ENCEPHALOPATHY
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Abstract

Hypoxic-Ischemic Encephalopathy (HIE) is a gradually evolving process, which begins during the insult and extends beyond the resuscitation period. It remains a serious condition that can cause cerebral palsy and other severe neurologic deficits. Approximately 20 / 1000 live births will show signs of perinatal stress; of these 3-5 / 1000 will progress to develop HIE in the first 72 hours of life. Outcome is variable and difficult to predict.
The aim of this study is to examine the obstetric precedents in the mothers of babies suffering from HIE and compare them to the mothers of babies who did not have this condition.
This retrospective study was based on review of 40 cases (maternal notes) in a group of babies who were diagnosed with neonatal HIE according to diagnostic criteria of BiHive study, conducted in Cork University Maternity Hospital to identify blood biomarkers that can quantify the injury at birth. Controls (n=80) were selected "as babies" that was born immediately before and after the birth of each of the HIE cases. Possible risk factors such as maternal age, ethnic origin, parity, gestational age, onset of labour, method of induction, mode of delivery, indication of assisted delivery, and sex and birth weight of babies were noted and compared.
Results

Four women entered labour with evidence of abnormalities in their Cardiotocograph (CTG)(Group 1). The median time to delivery from commencement of CTGs was 51.5 minutes. In the other cases women entered labour with a normal CTGs. Of these 10 had normal CTGs but suffered an acute sentinel event during the labour ( Group 3 -median time to from onset of symptoms to delivery was 28 minutes). The other 26 women entered labour with normal CTGs, but these CTGs became abnormal at varying stages prior to birth (group 2). The median time to from onset of abnormality to delivery in this group was 89 minutes (14-550 minutes). There was no significance between the gestation age between control and cases (p value 0.002) and birth weight (p value 0.001) in our cohort but being a primigravida being induced, having augmentation of labour with syntocinon and operative vaginal delivery are significant associations for hypoxic injury. . In our affected babies, boys were significantly affected more than the girls (p value 0.298)
Conclusion

The majority of babies has normal CTGs trace on admission. These deteriorated to become pathological in all the cases prior to delivery, with the median time of development of pathological CTGs being 54 minutes prior to delivery. The duration between the development of a pathological CTGs and delivery of the neonate did not predict the HIE grade. The worst neurological outcome was seen in babies who had normal CTGs and underwent acute sentinel events and as such are less likely to be preventable. Common obstetric interventions such as induction and augmentation of labour are however significantly associated with HIE.

OGILVIE'S SYNDROME AFTER CAESAREAN SECTION: A CASE REPORT
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Abstract

Ogilvie's syndrome (O.S.) is a rare postsurgical complication that can be associated with caesarean delivery. It is characterized by massive dilation of the colon, often caecum, labelled pseudoobstruction, but in the absence of a mechanical obstruction. Mortality rates from O.S. can be as high as 36–50%, when bowel perforation or ischemia develops, which highlights the need for early recognition of this condition. Early diagnosis is therefore essential to prevent serious morbidity and mortality.
We, therefore, report a case of O.S. after caesarean section in which early detection, by senior clinicians, resulted in successful management of the condition and an excellent outcome.

OUTCOME OF PREGNANCIES IN HAEMOPHILIA CARRIERS WITH JOINT SPECIALIST CARE
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Abstract

The study aimed to audit the outcome of pregnancies in known haemophilia carriers cared for in a joint specialist antenatal clinic in a tertiary referral center.A retrospective chart audit was carried out to look at 20 pregnancies identified from the consultant haematologists record of referrals. 
The average age of the patients was 31. There were 6 haemophilia B carriers and 14 were carriers of haemophilia A. The sex of the fetus was identified antenataly in 19 of the cases - 8 by free fetal DNA, 3 by USS and 8 in whom the method used was not documented. There were 11 male fetuses identified antenatally 7 of whom were affected when tested postnatally.All patients had clear documentation of an antenatal and delivery care plan in their notes. All had been seen antenatally by the consultant haematologist and fetomaternal medicine consultant. 12 of the pregnancies were planned to have vaginal delivery - 7 achieved this and 5 had emergency caesarean sections. There were 8 elective caesarean sections - 5 for the indication of maternal request. 
In the affected group 5 women had elective caesarean sections for maternal request, 1 vaginal delivery and 1 emergency caesarean section for failure to progress in labour. All the affected babies had apgars of 8 @1, 9 @ 5 or above. Only one baby in the study group went to the NNU - an unaffected male born by emergency caesarean section at 33 weeks for preeclampsia.

The study showed that in our unit women identified as haemophilia carriers are appropriately referred to a consultant haematologist and consultant obstetrician and cared for in a joint setting antenatally. Fetal sexing is offered to all patients and at the time of the study free fetal DNA testing was increasingly used. It is now the method of choice with testing available at 9 weeks gestation. Diagnosis of female gender allows for women to be referred back to their booking unit for delivery. Care plans are clearly documented in each patients notes. The benefit of this method of care is reflected by good outcomes in the babies affected with high apgars at birth, no admissions to NNU, timely diagnosis postnatally and counselling of families by the multidisciplinary team. The rate of caesarean section for the indication of maternal request is high. The study is not large enough to demonstrate robustly the outcome of vaginal delivery in affected babies but demonstrates the importance of counselling with regard to risks and benefits of planned mode of delivery and the clear documentation of a delivery plan.

OUTCOMES OF PRENATALLY DIAGNOSED FETAL ANEUPLOIDY
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Objective

It is essential to counsel patients about all options following the prenatal diagnosis of aneuploidy. We sought to ascertain the prenatal course and pregnancy outcomes in such pregnancies in a tertiary referral centre in Dublin. 
Study Design
Prenatally diagnosed cases of fetal aneuploidy were identified from the anomaly register from 2005 to 2011. Individual chart reviews were performed for all available cases to determine the indication for diagnostic testing, the rate of expectant management versus termination of pregnancy and subsequent pregnancy outcomes.
Results

There were 225 cases of prenatally diagnosed fetal aneuploidy registered on the database during the study time period. Termination of pregnancy was procured in 128 cases (56.9%). There were 97 (43.1%) cases of expectant management, with complete outcomes available for 84 cases which are discussed in detail below. The indication for invasive testing in those managed expectantly included; markers at anomaly ultrasound (n=49); cystic hygroma (n=21); high risk FTS (n=11) and maternal request (n=3). There were 28 cases of trisomy 18, 27 cases of trisomy 21, 14 cases of monosomy X and 12 cases of trisomy 13. There were also 2 cases of trisomy 16 and two trisomy 22. Termination of pregnancy for T21 was performed more frequently compared to T13 and T18 (OR 2.72 95% CI 1.47-5.02). Of the 84 cases of expectant management 40 cases (47.6%) ended with an intra-uterine death, with the mean gestational age at delivery of 31 weeks (±8.6weeks, SD).
Conclusion

This study provides much needed data about the expectant management of affected pregnancies to allow more comprehensive counselling of patients following aneuploidy diagnosis. Important information includes the high rate of intrauterine fetal demise and preterm delivery. We found that patients in our cohort were more likely to terminate the pregnancy with a diagnosis of trisomy 21 compared to the lethal diagnoses of trisomy 13 or 18. This may reflect a degree of logic in patients' choices in a country where TOP is not readily available.

OVARIAN VEIN THROMBOSIS : A DIFFERENTIAL DIAGNOSIS TO CONSIDER
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Abstract

Over eighteen months there have been four cases of radiologically confirmed right sided ovarian vein thrombosis (OVT) within our department (Craigavon Area Hospital Obstetrics), an incidence of 1.3/1000 deliveries. This is higher than quoted national incidences. 
The first case of these cases was in an antenatal patient who required pre-term delivery and laparotomy before diagnosis was made, while the other cases presented post-natally with vague right sided abdominal pain and pyrexia. All diagnoses were made on CT venogram. All patients had several differentials considered before a final diagnosis was made. All were managed via clexane/warfarin and anti-biotics with multi-disciplinary (MDT) input.
OVT is an event so rare that UK incidence is unknown. There is little literature available, most information is from case reports, due to the rare occurrence of the condition. It usually presents post-partum and is right-sided, due to dextrotorsion of the enlarging uterus compressing the right ovarian vein. The pathophysiology is multi-factoral and the pro-thrombotic pregnancy state pre-disposes to OVT(1). If undiagnosed OVT has a high morbidity and mortality rate and can go unrecognised due to its rarity and atypical symptoms, including pain and fever. A range of differentials may have been excluded before considering the diagnosis. Complications include sepsis and pulmonary embolism(2). CT/MRI and ultrasound scan are useful diagnostic modalities for this condition, however in pregnancy investigation options are limited. MDT input is paramount.
To conclude, OVT is rare and pregnancy poses challenges in terms of recognition, investigation and management. Our case series suggests it may not be as rare as we believe and it subsequently rationalises why OVT should feature on our list of differentials for abdominal pain in the puerperium and raise awareness of the symptoms and subsequent management.
(Please note that our presentation would include CT images of the ovarian vein thromboses including that of the ante-natal patient) 1. Gregory J et al. An unusual Cause of Post-Partum Abdominal Pain : Case Report. The Journal of Emergency Medicine (Clinical Communications OB/GYN) : 2009;37(2): 135-38  2. Dhinakar M et al. Puerperal Ovarian Vein Thrombosis Presenting as right loin pain and Hydronephrosis : report of Two cases. Oman Medical Journal 2010: 25(4); 299-302

PATERNAL BODY COMPOSITION DOES NOT INFLUENCE OFFSPRING BIRTHWEIGHT
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Abstract

Birthweight is an important obstetric outcome with multiple parameters affecting growth in utero. It has been clearly demonstrated that maternal body composition at the onset of pregnancy influences offspring birthweight. It is unclear, however, if paternal genetic influences have a role to play. Previous studies have shown conflicting results in this regard. 
The aim of this study was to determine the association between paternal body composition parameters, as assessed using multi-frequency segmental bioelectrical impedance analysis (BIA), and offspring birthweight (BW).
Fathers were recruited after their partners had a first-trimester ultrasound confirming a singleton, viable pregnancy. Paternal body composition was measured using BIA. Data obtained included paternal weight, height, body mass index, fat mass, fat free mass and visceral fat level. A correlation was sought between paternal BMI and the BMI of their partners. Univariate and multivariate correlations of paternal body composition parameters with offspring birthweight were performed. 
Data was analysed on 166 men. The mean BMI was 26.3 (SD 3.88), with 50% overweight and 13.9% obese. There was no correlation between paternal BMI and maternal BMI (p=0.37). On univariate analysis and in multivariate linear regression analysis none of the paternal body composition parameters evaluated had a significant correlation with offspring birthweight. Similarly, in logistic regression analysis adjusting for maternal and obstetric factors, paternal BMI in higher quartiles was not predictive of offspring birthweight >4kg. Conversely, gestational age, maternal BMI and parity independently predicted BW.

In a large prospectively assessed cohort of fathers no association was found between paternal body composition and birthweight. 

PATIENT SAFETY CULTURE IN A NEONATAL INTENSIVE CARE UNIT
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Abstract

Patient safety can be defined as the process by which an organisation makes patient care safer. As the provision of healthcare has become more complex there has been a growing recognition of the importance of a culture of safety. The National Patient Safety Agency in the UK has recommended that organisations use a safety culture assessment survey to undertake a baseline assessment of safety culture and to measure progress over time The purpose of this study was to develop an understanding of patient safety culture amongst staff in the neonatal intensive care unit at Altnagelvin Hospital using the Hospital Survey on Patient Safety Culture (HSOPSC). 
The HSOPSC examines patient safety from a hospital staff perspective. The HSOPSC includes 42 items covering 10 dimensions of safety culture. The questionnaire uses Likert scales allowing respondents to indicate how strongly he or she agrees or disagrees with a statement. This study was approved by Northern Ireland Health and Social Care research ethics committee 3 and by the University of Reading research ethics committee. 

Results

39 staff were surveyed with a response rate of 72%. Items which approx. 75% of respondents endorsed by answering "Agree/Strongly agree were considered strengths. Areas with the potential for improvement were identified as items which 50% of respondents answered negatively. 
Safety Culture Dimension (Percentage Positive Response)
Supervisor/manager expectations & actions promoting pt. safety (74%)
Organisational learning – continuous improvement (75%)
Teamwork within units (88%)
Communication openness (50%)
Feedback and communication about error (42%)
Non-punitive response to error (46%)
Staffing (57%)
Hospital management support for patient safety (59%)
Teamwork across hospital units (64%)
Hospital handoffs and transitions (73%)
Overall perceptions of safety (66%)
Frequency of event reporting (68%)

The study identified teamwork within the unit and organisational learning – continuous improvement as strengths in the safety culture of the unit. Areas with potential for improvement identified were feedback and communication about error, non-punitive response to error and communication openness. 
Evidence from other industries shows that if the culture of an organisation is safety conscious and people are encouraged to speak up about mistakes, then safety is improved. The results of the safety culture assessment within the unit can be used to confront the current safety culture and open up debate on the need for culture change. The safety culture assessment needs to be seen as the starting point from which action planning and patient safety changes emerge. Patient safety requires a culture in which everyone is committed to and accountable for safety. Medicine needs to recognise itself as a high hazard industry as the possibility of harm is inherent in the practice of medicine especially at the frontiers of knowledge and experience. Lessons from other high hazard industries such as developing a focus on safety, standardisation of procedures, organisational learning and team work training need to be adapted for use in healthcare. 
PERI-PARTUM CARDIOMYOPATHY : AN INTERESTING CASE STUDY
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Abstract

This is the rare case of a 37-year-old para three, who after excluding several differential diagnoses had a final diagnosis of peripartum cardiomyopathy based on cardiac investigations.
This patient presented two-weeks post Caesarean section with what was felt to be puerperal sepsis due to a wound infection. Of note she was an obese Type II diabetic who was also hypertensive with a family history of ischaemic heart disease. She developed several episodes of hypotension, tachycardia, dyspnoea and flash pulmonary oedema with low oxygen saturations which were treated with diuretics. Several differential diagnoses were considered before a final diagnosis was made, these included puerpueral sepsis due to endometritis, pulmonary embolism and lower respiratory tract infection. CT-pulmonary-angiogram was normal and echocardiogram showed a dilated cardiomyopathy with impaired left ventricular function. The patient was subsequently managed by anaesthetics/cardiology and commenced on furosemide, beta-blockers, and an ACE inhibitor with a view to a follow-up echocardiogram and advice to avoid future pregnancies. Peri-partum cardio-myopathy is the development of heart failure and left ventricle dysfunction between eight months gestation and five months post-partum. It is rare, occurring in less than 0.1% of pregnancies (1) and risk-factors include increasing age, hypertension, multiple pregnancy, multiparity and ethnicity. However, the causes and pathogenesis are overall not fully understood (2). Complications can include venous thrombo-embolism, arrhythmia and death with a mortality of 5-32% (1) and recurrence rate with full recovery of 25-50% which is why mothers may be advised to avoid future pregnancies. This patient was at particular risk due to background risk factors for acquired cardiac disease. Cardiac disease was the leading case of indirect maternal death on the most recent Confidential Enquiry into Maternal Deaths in the UK report.
This rare case of peri-partum cardiomyopathy with a mother with several identifiable risk factors makes us vigilant to consider cardiac disease in women who present with dyspnoea in the puerpuerium as if undetected and untreated it carries a high mortality rate and requires stringent multidisciplinary management
1. Johnson-Coyle L, Jensen L and Sobey A. Peri-partum CArdiomyopathy : Review and Practice Guidelines. American Journal of Critical Care 2012;21(2):89-98
2. Sliwa K, Fett K and Elkyman U. Peripartum Cardiomyopathy. The Lancet 2006;368(9536):687-93

PEROXISOME PROLIFERATOR ACTIVATED RECEPTOR GAMMA AND CARDIAC REMODELLING IN AN ANIMAL MODEL OF PRE-ECLAMPSIA
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Abstract

Pregnancies complicated by pre-eclampsia have shown signs of concentric cardiac hypertrophy which may lead to cardiac dysfunction and explain the increased risk of cardiovascular disease that occurs later in life in these women. The nuclear receptor, peroxisome proliferator activated receptor gamma (PPAR-γ), plays a seminal role in the progression of a healthy pregnancy and more recently has been described as having an anti-hypertrophic effect in the setting of maladaptive ventricular remodelling. As the reduced uterine perfusion pressure (RUPP) rat model of pre-eclampsia has previously been shown to be characterised by cardiac fibrosis and increased expression of markers of heart hypertrophy, our study aimed to determine the type of cardiac hypertrophy present in the RUPP rat and whether administration of a PPAR-γ agonist, rosiglitazone, affected any observed changes in ventricular structure.
Chronic surgical reduction of uteroplacental perfusion was performed on day (D) 14 of a 21 day gestation in normal pregnant Sprague Dawley rats. RUPP rats were treated with either vehicle or the PPAR-γ agonist, rosiglitazone, post (D16-18) RUPP surgery. In addition, vehicle treated normal pregnant and sham-operated normal pregnant groups were also included in the study. Post the in vivo study, rats were culled and the hearts harvested. Fixed cardiac tissue was paraffin embedded and processed for haemotoxylin and eosin staining and morphological analysis. Stained cardiac sections were imaged and left ventricular (LV) and right ventricular (RV) wall thicknesses, LV chamber area (% of total LV area) and cardiomyocyte diameter measured using computer planimetry. 
Heart weight to bodyweight ratio (HW:BW) was significantly increased in the RUPP model (3.49±0.1 vs. 2.88±0.1mg/g; P<0.01; n=9-11) indicative of cardiac hypertrophy and this was not unaffected by rosiglitazone treatment. Conversely, no significant differences were observed in LV (2.4±0.2 vs. 2.3±0.1mm; P>0.05; n=4-6), RV (1.2±0.3 vs. 1.1±0.1mm; P>0.05; n=4-6) or interventricular (2.2±0.1 vs. 1.7±0.2mm; P>0.05; n=4-6) wall thicknesses in the RUPP rat compared with the normal pregnant. In addition, neither cardiomyocyte diameter (13.1±2.2 vs. 12.4±2.6µm; P>0.05; n=4-6) nor LV chamber area (22±2 vs. 23±2%; P>0.05; n=4-6) were significantly altered in RUPP rats compared with normal pregnant rats.
While HW:BW was significantly increased in the RUPP rat, indicative of cardiac hypertrophy, no changes were detected in ventricular dimensions, suggesting that any hypertrophic changes associated with this model are relatively subtle and unlikely to be of the concentric variety. However, as changes in cardiac fibrosis has been shown to underlie several forms of cardiac dysfunction, based on previously published work the RUPP model may still be associated with comprised cardiac contractility.

PLACENTAL PATHOLOGY IN IUGR INFANTS: AN 8 YEAR OVERVIEW
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Abstract

Infants with intrauterine growth restriction(IUGR) are at increased risk of perinatal disease, including death. Placental disease is an important cause of IUGR, and gross and microscopic examination of the placenta is critical in explaining such cases. IUGR is variably defined as less than the 10th, 5th or 3rd centiles: use of the smaller centiles means that fewer constitutionally small but normal infants are likely to be included.
Reports of placentas of of infants with a birth weight <2 SD below the mean (approx 3rd centile) born between January 2004 and December 2011 were evaluated. Exclusion criteria were multiple gestation, congenital anomaly and gestational age <24 weeks. Cases with autopsies were included. The primary pathology was determined in each case and assigned a category 1-8 as given below. Where two or more pathologic findings were present they were ranked as primary or secondary pathology in terms of severity of disease. Data for acute pathologies eg. acute chorioamnionitis was not included.
There were 69,493 deliveries over the study period. 461 IUGR cases were identified. 21 cases were excluded, as above. No placentas were available in 44 cases, leaving a study group of 396 cases. In 380 cases full macroscopic examination with optimal sampling was available; in 16 a delivery ward sample was reviewed. The first diagnostic group of Shallow Implantation/Ischaemia was the leading primary pathologic diagnosis, present in 148 cases(37.4%). This was followed by Fetal Thrombotic Vasculopathy n=29(7.3%), Villitis, low grade n=31(7.8%), Villitis, high grade n=38(9.6%), Increased Perivillous Fibrin w/without intervillositis n=20(5.1%), Delayed Maturation n=62(15.6%), Small Normal n=23(5.8%), Normal n=40(10.1%), and Other causes n=5(1.3%).
With an active triage system 90% of placentas of interest were reported. Pathology potentially causing or contributing to IUGR was identified in 88% of cases. Significant dual pathology was identified in 88 (22%) cases. Placental examination provides key information in understanding IUGR.
POSTPARTUM DYSLIPIDAEMIA IN WOMEN DIAGNOSED WITH GESTATIONAL DIABETES MELLITUS
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Abstract

Cardiovascular disease (CVD), including coronary heart disease (CHD), remains the leading cause of premature death worldwide. Women are more vulnerable to premature death from CVD than men. CVD accounts for 42% of all deaths that occur before 75 years in European women compared with 38% in European men1. Preventive measures are effective in reducing mortality and more than half of reductions in CHD mortality are attributable to reductions in risk factors1. The earlier preventive measures are started the greater their impact on survival. The higher the individual risk, the greater is the benefit of preventive measures1. Diabetes mellitus is a known risk factor for cardiovascular disease which should prompt screening for other cardiovascular risk factors, including dyslipidaemia, in adults. However it is not routine practice to screen women with gestational diabetes mellitus (GDM) for other cardiovascular risk factors. This prospective study examined the prevalence of dyslipidaemia postpartum in women diagnosed with gestational diabetes mellitus.

Women with an abnormal 75g oral glucose tolerance test (GTT) during pregnancy were given an appointment for a repeat GTT 6-8 weeks postpartum. A fasting lipid profile was performed at the same time as the fasting glucose sample. Clinical details were recorded from the medical records, including the woman's weight and Body Mass Index (BMI) at her first antenatal visit. 
Of the 98 women studied, the mean age was 33.0 years (range 23-45) and 30.6% (n=31) were primigravid. The mean BMI was 30.6 kg/m2 (range 19.4-45.7) and 51% (n=50) were obese. The overall prevalence of dyslipidaemia was 52% (n=51). Total cholesterol was raised in 44% (n=43), low-density lipoprotein was raised in 33% (n=32) and triglycerides were raised in 16% (n=16). Of the 51 women with dyslipidaemia, 73% (n=37) had more than one abnormality in their lipid profile. The prevalence of dyslipidaemia was 78% (n=14) in women with moderate to severe obesity (BMI > 34.5 kg/m2) compared with 50% (n=22) in non-obese women (p<0.0001). Of the 5 women with an abnormal postpartum GTT, 80% (n=4) had an abnormal lipid profile.
This study found that more than half of the women with an abnormal GTT in pregnancy had dyslipidaemia at the time of a repeat GTT postpartum. This compares to a previously reported background incidence of dyslipidaemia of 11% in women of all BMI categories, aged 20-44 years2. Our findings strongly suggest that women diagnosed with GDM, whether obese or not, should be screened postpartum for dyslipidaemia. If the lipids are abnormal they should be offered cardioprotective interventions and ongoing monitoring of their lipid profile. 
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PREGNANCY RISK ASSESSMENT MONITORING SYSTEM IRELAND: METHODS AND RESPONSE RATES TO A HOSPITAL BASED PILOT STUDY

Authors

Lm O'Keeffe, L O'Connor (National Perinatal Epidemiology Centre, Cork), Pm Kearney (University College Cork), Ra Greene (National Perinatal Epidemiology Centre, Cork)
Abstract

Despite having one of the highest birth and fertility rates in Europe, Ireland lacks complete, accurate, timely and ongoing information on many behaviors and experiences that occur before, during and after pregnancy. Given the present over reliance on administrative data sources such as hospital discharge data for monitoring and improvement of perinatal and maternal health in Ireland, establishing a system of surveillance for maternal behaviors and experiences is both necessary and timely. The Pregnancy Risk Assessment Monitoring System (PRAMS) is a population based surveillance system of the Centres of Disease Control and Prevention used to capture important behaviours and experiences around the time of prgnancy from women with recent live births in the United States. We sought to investigate if PRAMS could be successfully adapted and implemented in Ireland using a hospital based sampling strategy. 
We used a sampling frame of live births which occurred between 3 and 5 months before the study start date at a Cork University Maternity Hospital (N=8,900), to randomly sample 124 women using a random start and constant sampling fraction from both caesarean and vaginal delivery records. Stillbirths and early neonatal deaths were excluded using APGAR scores and cross checking with hospital records for the period. We sent women a letter of invitation to participate including option to opt out, followed by an appropriately adapted PRAMS survey covering maternal behaviors and experiences around the time of pregnancy, a reminder letter and a final survey before pilot close out. 
The final response rate for the pilot was 66%. Two per cent of of women refused the survey, 2% were returned due to incorrect addresses and 7% opted out of they study. Survey item completion rates were at least 88% for all survey items. Respondents were a mean age of 33, largely white Irish (89%), multiparous (62%), higher educated (80%) and married (73%).Respondents reported a low prevalence of smoking during pregnancy(7%), high ratings of excellent or very good self-rated health (83%), high rates of physical activity(53%) and high rates folic acid intake during pregnancy (98%). Use of assisted reproductive technologies (9%), ever having breastfed (66%) and alcohol use during pregnancy(53%) were also high among respondents.
PRAMS may be an effective and feasible method of collecting information on maternal experiences and behaviors in Ireland. High response rates in this pilot study would be indicative of potentially high response rates in a full scale PRAMS project in Ireland. The prevalence estimates obtained for many behaviors also shows participants willingness to report even on socially undesirable behaviors such as alcohol use during pregnancy. High item completion rates in the pilot illustrates the effectiveness of both the design of the survey and questions included at capturing valid and complete responses from participants. However, further work is required to develop a more efficient sampling strategy given the paper based nature of delivery records at Cork University Maternity Hospital.

PRENATAL DIAGNOSIS OF MODERATE AND SEVERE CEREBRAL VENTRICULOMEGALY – OUR EXPERIENCE IN A SINGLE TERTIARY REFERRAL CENTRE
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The diagnosis of fetuses with cerebral ventriculomegaly >1.2mm prenatally is challenging due the number of possible etiologies and variable prognoses. Recommended investigations include thorough ultrasonographic assessment to determine the presence of associated structural malformations, TORCH screening, MRI evaluation along with specialised pediatric postnatal follow-up. There is limited data about the antenatal course and obstetric outcomes of affected pregnancies managed expectantly. We sought to evaluate all cases of prenatally diagnosed moderate to severe ventriculomegaly managed in our centre.
We performed a retrospective cohort study of patients attending or referred to the Rotunda FAU from 2006-2011. Cases were identified from the FAU database and included for evaluation if ultrasonographic measurements >1.2mm in either/both cerebral ventricles were documented.

During this six year period, there were 71 cases identified that met study criteria with pregnancy outcome data available for 65 cases. Of these 83.1% (54/65) elected to continue the pregnancy following diagnosis with 44/54 continuing their care in the Rotunda Hospital. The mean gestation at time of ultrasonographic diagnosis was 24 +3 weeks (14+4 - 39 +4). Other prenatal investigations performed included 23 amniocenteses, 17 TORCH screens and 12 fetal MRIs. Overall there 7 cases diagnosed with a NTD, 15 cases with further intracranial abnormalities, one balanced translocation and only one equivocal case of toxoplasmosis.
Regarding pregnancy outcomes, there was one late second trimester miscarriage and four intrauterine deaths. The remainder underwent third trimester head circumference (HC) measurement at an average 36 weeks gestation with a mean measurement of 340.78mm. Vaginal delivery was achieved in 33.3% of women (n=13) (mean HC 325.9mm) with the remaining 66.7% (n=26) undergoing caesarean section (mean HC 347.9mm).There were no intrapartum deaths and there were 2 early neonatal deaths in first 24hours.
The majority of cases with ventriculomegaly >12mm were managed expectantly within our unit. We found that this finding had a significant impact on the mode of delivery. Overall less than 50% cases had a definitive etiology prior to delivery which highlights the challenge when this finding is detected prenatally and the importance of thorough pediatric follow-up postnatally. 

PULSE OXIMETRY SCREENING FOR CONGENITAL HEART DISEASE IN IRELAND
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The aim of this study was to determine the current use of pulse oximetry screening of infants on the postnatal ward prior to discharge home in the context of a literature review of pulse oximetry screening.
A telephone survey of the nineteen obstetric units in Ireland was carried out to check if there was pulse oximetry screening being carried out routinely on the post natal ward. A literature review was simultaneously undertaken on the use of pulse oximetry screening on the post natal ward.
There are currently eight out of nineteen units performing pulse oximetry screening of infants on the post natal ward. Pulse oximetry is a relatively sensitive screening tool as well as being a cheap (costing ninety-six cents per probe) and easy test to perform. Early detection of congenital heart defects allows prompt treatment of critical and major cardiac lesions.

It is our aspiration to see a universal pulse oximetry screening programme commence nationally. It is generally accepted that oxygen saturations of less than 95% in the lower limbs are abnormal. A second component of pulse oximetry involves measuring both the upper and lower limb oxygen saturations to determine if there is a greater than 3% difference. This is useful in the detection of duct dependent lesions. The high false positive rate involved in employing this method may be unacceptable to the majority of units in Ireland which do not have ready access to echocardiography.

SEVERE FATAL INFANT PERTUSSIS INFECTION PRESENTING TO IRISH PAEDIATRIC INTENSIVE CARE SERVICES
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Bordatella pertussis is a bacterium that typically causes an upper respiratory tract infection, with symptoms of chronic persistent cough as well as apnoea in infants. In young infants, typically less than 3 months old, it can also cause bronchopneumonia and systemic sepsis syndrome with multisystem organ dysfunction. This is generally accepted to be due to marked leucocytosis and hyperviscosity, which leads to pulmonary vascular thrombosis, pulmonary hypertension and potentially cardiac failure and death.
The incidence of pertussis has risen sharply over the last number of years and has been noted worldwide. In Ireland there has been a 200% increase in incidence of pertussis in 2012 compared with 2011 and the Health protection surveillance centre (HPSC) has issued a notification regarding this as well as new public health guidelines for its management both in the community and in the hospital setting. 
of neonatal pertussis which were managed in the paediatric intensive care units of Childrens University Hospital Temple Street and Our Ladys Childrens Hospital in 2012. Two of the infants received extracorporeal membranous oxygenation (ECMO), the third had acute leukodepletion using exchange transfusion. All three infants died despite aggressive intensive care management. 
The aim of this case series is to highlight the potential severity of pertussis and its sometimes-atypical presentation at this age. We also want to highlight the methods of prevention as documented in new guidelines for maternal vaccination from the HPSC and establish an early referral process to a tertiary paediatric centre as well as recent changes to its management.

SEVERE INTRAUTERINE GROWTH RESTRICTION: THE LINK BETWEEN UTERINE ARTERY DOPPLER ASSESSMENT AND PLACENTAL PATHOLOGY
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Screening programs to identify pregnancies at risk of severe early onset growth restriction (sIUGR) generally combine uterine artery Doppler with maternal blood tests and clinical characteristics. There is a diverse range of placental pathology associated with sIUGR (Walker M, Placenta 2012)
Using a retrospective study, we tested the hypothesis that a significant proportion of sIUGR pregnancies have normal uterine artery Doppler and a discrete placental pathology phenotype that is distinct from utero-placental vascular insufficiency. 
We retrospectively identified 122 singleton pregnancies with sIUGR (estimated fetal weight <10th centile for gestation and gender and absent/reversed end diastolic flow in the umbilical arteries prior to delivery) that had uterine artery Doppler (UtAD) studies, delivery at Mount Sinai Hospital and placental pathology performed in the period 2004-2011. Outcomes were as follows; IUFD (41%), severe preeclampsia (45%), gestational age at delivery (median 28 weeks [range 19-36 weeks]) CS delivery (50%). 34/122 (28%) cases had normal UtD (defined as mean pulsatility index <1.45). Placenta <10th centile for gestation was significantly more common in the abnormal UtAD group (62/88 vs 18/34, p=0.04) as was placental infarction (54/88 vs 13/34, p=0.01) and accelerated villous maturation (44/88 vs 5/34 ; p<0.01). Primary defective formation of placental villi (distal villous hypoplasia) was equally common in both groups. 
Our findings illustrate the limitation of designing a sIUGR screening program around proximal uterine artery Doppler. We were surprised that the pathologic findings did not reveal a specific placental phenotype for sIUGR with normal uterine artery Doppler. One conclusion is that the functional defects in syncytiotrophoblast function that mediate growth restriction in sIUGR are functional, rather than structural and may be mediated by processes such as hypoxia-reoxygenation injury.

SHOULD ALL NEWBORNS HAVE PAIRED UMBILICAL CORD BLOOD GAS ANALYSIS AT DELIVERY? AN OBSERVATIONAL COHORT STUDY
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The 26th RCOG study group on intra-partum foetal surveillance in 1993 and in a joint statement with the Royal College of midwives in 1999 recommended that acid-base analysis of Umbilical cord blood (UCB) at delivery is the objective measure of foetal response to labour.
However, while there is no consensus on what defines metabolic acidosis in UCB analysis, it is widely accepted that arterial PH (aPH) <7 is more likely to be associated with severely acidaemic babies and is therefore a prerequisite for associating cerebral palsy to intra-partum hypoxia. It is also clear that some babies with APH <7 suffer no morbidity. 

The aim of this study is to
● Demonstrate the relationship between intra-partum cardio-tocography, mode of delivery, and aPH.
● Investigate discordances where present.
● Investigate the benefit of performing UCB analysis for all deliveries against current unit protocol for all operative deliveries.
Paired UCB were obtained prospectively for analysis alongside their corresponding intra-partum CTG on 234 consecutive deliveries within a time frame of 5 weeks. The outcomes were recorded with clinical data To minimise bias, all assessors were blinded, paired UCB samples were compared and discarded where unpaired. Corresponding CTG were interpreted by 2 independently certified personnel trained in ALSO and K2 systems. Of the 234 UCB sampled, there were 226 paired samples. Of all aPH from paired samples, 141 (62.4%) were ≥ 7.20, 54 (23.9%) had PH between 7.20 – 7.10; 25(11%) had PH between 7.10 – 7.00' 6 (2.7%) had PH ≤ 7.Concerning mode delivery, 122 had a vaginal delivery (SVD), 19, an elective CS with the remainder having either emergency CS or operative vaginal delivery. 85 had PH <7.20. 41 (48.2%) had a SVD or ELCS. Of these, 6 (7.1%) who had SVD had PH ≤ 7.00 In relation to intra-partum monitoring, 116 had normal CTG, 49 were suspicious, 50 were pathological, and 19 had intermittent auscultation. Of the normal CTG category, 78 (67.2%) had normal aPH ≥ 7.20 while 31 (26.7%) had abnormal aPH < 7.20 Interestingly, of the pathological CTG category, 23 (46%) had normal aPH ≥ 7.20; while 27 (54%) correlated with abnormal aPH < 7.20. Specifically, only 3 of the 6 with aPH ≤ 7.00 had concordant pathological CTG Birth weight > 2.5Kg was found to have a lesser association with peri-partum acidaema compared with babies with BW < 2.5Kg.The study found that only 3 of 6 babies with aPH ≤ 7.00 were admitted in SCBU. All 6 would be discussed. 
We recommend that intra-partum CTG be interpreted in a standardised and uniform way to facilitate timely intervention to reduce peri- partum acidaemia of the newborn.However, where acidaemia is suspected, paired UCB should be obtained for acid-base analysis regardless of mode of delivery. These would help triage babies that need immediate follow on care while also helping to reduce long term morbidity and litigations that may arise as a result.
SHOULDER DYSTOCIA: CAN IT BE PREDICTED AND PREVENTED?
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Shoulder Dystocia complicates 0.5 to 0.7% of all deliveries. It is associated with significant neo-natal and maternal complications even when managed appropriately. It is a major cause for litigation in Obstetrics. The present study was conducted to look into various factors associated with shoulder dystocia which could predict occurrence of the same. Efforts were also made to audit documentation of manoeuvres performed, their sequence and timing, position of fetal head at birth, and personnel involved in management of shoulder dystocia against standards chosen from RCOG Guidelines. The study method was a retrospective audit by analysis of case- notes. Cases were identified via HIPE using the words shoulder, dystocia. The case notes were analysed using a predesigned proforma. 22 cases of shoulder dystocia were identified between June 2005 and June2011, in which there were clear documentation of the event. This gave an overall incidence of 0.16%. The patients ranged between 20 and 40 years in age. 54.5% of the patients were multiparous. 63.4% of patients had spontaneous onset of labour. The remainder were induced. Over-all 32% needed augmentation in labour. 59% had instrumental deliveries. An episiotomy was performed only in 45.4% of cases. Successful delivery of shoulders was achieved by McRobert's Manoeuvre alone in 78% of cases. 22% needed additional Wood's Screw procedure or supra-pubic traction in addition. The birth weight of babies ranged from 3.68 kg to 4.94 kilograms. While 18% of babies had apgar scores less than 4 at one minute, all babies had apgar scores of 9 at five minutes. 2 babies (9%) suffered neurological injuries. 
Only 9% had documentation of the position of the baby's head at delivery. This information is valuable in deciding whether excessive traction by the person conducting the delivery resulted in neurological injury to the baby. Time of delivery of head and time of delivery of shoulders were also not documented in any of the charts reviewed. So also there was no documentation on any de-briefing the patient would have received about the events at the time of delivery. There was a litigation rate of 1%.
The present study confirms that shoulder dystocia is not predictable or preventable. It is more common with instrumental deliveries. Episiotomy does not have a preventive role. There are no definite predictive factors, but anticipation of the problem and management according to an accepted protocol may help to prevent severe neonatal injuries. 
As shoulder dystocia is largely unpredictable all labour ward staff should be trained in recognition and management of shoulder dystocia. Meticulous documentation of manoeuvres, personnel involved, time and position of head at delivery, time of delivery of shoulders and maternal and fetal injuries should be done. Finally we recommend that a written protocol be instituted for documentation as per RCOG guidelines. A re-audit should be conducted in a year's time. 

SUCCESSFUL PREGNANCY IN END-STAGE RENAL FAILURE-A CASE REPORT

Authors

Karen McNamara, Meabh Nibhuinneain (Mayo General Hospital Castlebar)
Abstract

Chronic renal disease, although uncommon in pregnancy, poses many challenges to the healthcare team. Women with end stage renal failure (ESRF) will have accelerated decline in renal function along with worsening hypertension. They inevitably have subfertility and if conception occurs, have a high second trimester loss rate (21%). Fetal risks include growth restriction, preterm delivery, and stillbirth. The chance of successful pregnancy in women with ESRF is 30%.
We present the successful outcome of a 35-year old primigravida with ESRF in a regional hospital. Background history included Polycystic Kidney Disease, hepatitis B and primary subfertility. She was hypertensive which was treated with labetalol, valsartan and lercandipine. Pre-pregnancy she was approaching the criteria for dialysis and/ or renal transplantation with a creatinine of 306 micromol/L and a GFR of 16 mls/min. 

Her pregnancy was diagnosed at 6-weeks gestation in the renal clinic. A decision was made to commence haemodialysis earlier than necessary in the fetal interest as correcting her uraemia was paramount to sustaining the pregnancy. The valsartan and lercandipine were stopped and the labetalol increased accordingly. She was referred to the perinatal medicine clinic and was reviewed at 7 weeks gestation. At booking her BP was 110/85mmHg and dialysis had begun three times per week. A fetal heart was confirmed and she was commenced on aspirin (75mg) and folic acid (5mg). She was co-booked to the nearest tertiary centre in case of severe early onset pre-eclampsia that necessitated preterm delivery. She was maintained on thrice- weekly dialysis in the 1st and 2nd trimesters and was reviewed in the perinatal clinic every fortnight. Her BP and her pre and post dialysis ureas remained stable (pre 8.9mmol/L, post 3.2mmol/L). She developed anaemia, thrombocytopenia and Vit D deficiency, and was commenced on Erythropoietin and Vit D supplementation. She was given antenatal betamethasone at 24 weeks gestation. She had uterine artery dopplers preformed at 22 weeks and had an anatomy ultrasound performed- all of which were normal. During the third trimester her pre dialysis ureas began to rise (9-10mmol/L) and she was commenced on daily dialysis. She presented to the obstetric assessment unit following dialysis at 32 weeks gestation with diastolic hypertension (134/94mmHg) and significant proteinuria (2+) on dipstick. She was admitted for four hourly BP readings, alternate day PET bloods, 24-hour urinary protein collection, daily CTGs and twice-weekly ultrasonography (doppler studies). Biometry on admission revealed a normally grown fetus with normal umbilical artery dopplers and liquor. Antenatal corticosteroids were repeated. 

She was electively delivered due to worsening proteinuria and hypertension as well as rising ureas at 34 weeks gestation via caesarean section. A live male infant was delivered with a normal birth weight for gestation. He was admitted to the SCBU for 2 weeks and discharged well with normal serum creatinines. Both mother and baby are currently doing well. She has restarted her usual BP medications and is continuing on haemodialysis.

SURVEY OF STAFF ATTITUDES TO AND PERCEPTIONS OF ATTACHMENT AND SOCIAL-EMOTIONAL DEVELOPMENT OF PRETERM INFANTS IN A NEONATAL INTENSIVE CARE UNIT
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The objective of the study was to identify staff attitudes to, knowledge of and previous training in attachment and social-emotional development of infants admitted to the Neonatal Intensive Care Unit (NICU).
A questionnaire was administered to staff of the neonatal intensive care unit. The questionnaire was divided into four sections:secttion 1. asked staff about their professional training, years since primary qualification, years of experience in the NICU and level and nature of contact with parents whose infant had been admitted to the NICU; section 2. explored staff's perceptions of parents' emotional experiences during their infant's admission to the NICU, their feelings of competence and confidence in discussing these experiences with parents and psychological support offered to parents; section 3. explored staff perceptions of the impact of the infant's illness, communication and parental responses on the infant-parent relationship in the context of the NICU and lastly section 4. asked staff's experience of and views on education and training in attachment and social-emotional development of infants and about the emotional impact of the work on staff. The survey was designed and analysed using SurveyMonkey. The setting was a tertiary referral neonatal intensive care unit in a teaching maternity hospital.
30 members of staff responded to the questionnaire. This included 5 consultant neonatologists, 13 paediatric registrars and senior house officers, 8 nursing staff, 3 social workers and 1 dietician. 56% of staff surveyed had 0-5 years' experience in the NICU. Most staff met with parents between one and three times per day. The most frequent nature of this contact was discussing the infant's medical condition. The least frequent types of interaction with parents were psychological support, assessment of parent's emotional state and social support. Most staff believed that discussing parent's emotional state was part of their role and parents' emotional states affected the infant-parent relationship and infant development. 
Staff perceived anxiety, shock and loss of control to be the most prevalent experiences, while joy, avoidance of intimacy with the baby and rejection were least prevalent. Staff perceived that awareness of and providing support for the attachment relationship and social-emotional development of infants admitted to the NICU was important. 33% of staff believed that psychological support was given usually to parents during their infant's admission, a further 33% perceived support to be given rarely during this time. All staff perceived psychological support is offered rarely or never following discharge.

14 staff (48%) had never or rarely received education on attachment, while 41% had occasionally received education. Staff perceived education about attachment and social emotional development to be important and of benefit infants and parents. 
All staff perceived the work of the NICU to be emotionally stressful. Formal peer or group supervision was felt to be the most appropriate setting to discuss this, while formal individual supervision was rated the least appropriate setting. 
TENSION FREE VAGINAL TAPE-OBTURATOR (TVT-O) FOR URINARY INCONTINENCE
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In recent years there has been considerable development in the tape corrective techniques applied to the midurethral zone. J.Leval further simplified and designed the TVT-O.We present our experience in the application of TVT-O in stress incontinence (SUI).This study aims to report the outcomes and complications. Quality of life and sexual function were assessed using Global Impression of improvement Questionnaire (PGI-I) .
47 women underwent TVT-O between May 2009 and July 2012.The procedure was performed or supervised by the same urogynaecologist. The data included demographics, urodynamic assessment (UDA),intraoperative complications, perioperative period and the outcomes. A short to medium term subjective cure (absence of SUI after surgery), improved rates (Improvement in symptoms but still having SUI) and failure rates (SUI of the same severity as before surgery) were analysed. All patients were seen in the outpatient department at 6-8 weeks following surgery. They were contacted by post or telephone for PGI-I.
The median age was 59 yrs with parity 3.6 (0 – 7). UDA revealed severe SUI in 41 and moderate SUI in 6 (2 with mixed).One patient had vaginal hysterectomy with TVT-O. The operating time was 11 minutes (8-25). No bladder or urethral damage was observed. All except 2 were discharged the next day after spontaneous micturition episode. Two (4.2%) patients had developed temperature of > 37.5 degree Celsius which persisted beyond the second postoperative day. One patient was readmitted with high residual volume. She was managed with IDC and had spontaneous recovery the following day. Thigh or groin pain was seen in 24 which resolved in less than a week in all except 2(4.2%) were it persisted beyond 6 months. One of them had a TVT with anterior repair done prior to TVT –O. Stress incontinence was resolved in 46(97.8%). Subjective cure was seen in 43 ,improvement in 3 and failure in 1(2.1%).De novo urge incontinence appeared in 3 patients, which resolved spontaneously at 6 -12 months. Urgency persisted in one with mixed incontinence. She had complete response to medical management. Tape erosion was seen in one patient at a routine postoperative appointment. She was aymptomatic.Our results were comparable to those published in the literature. 45 (95.7%) women completed the questionnaire .PGI-I is a validated generic tool for assessment of the overall improvement or deterioration that the patient might experience following the treatment. It is a simple 7-point scale from "very much improved" to "very much worse." Forty patients (85% scored 7)reported that their QOL was very much improved, 3(6.3%) scored 4-6 and two (4.2%) scored 2 on PGI-I.
TVT-O is effective in treating SUI with minimal complications. The strengths of this study include that all procedures were performed by the same surgeon limiting operator bias and the long follow up for some patients (3 to 36 months). The PGI-I can be used in busy clinical settings. 

TERM BREECH MANAGEMENT AND EXTERNAL CEPHALIC VERSION - THE COOMBE PERSPECTIVE
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Objective

This cohort study examines modes of delivery for breech presentation at term, the success rates of external cephalic version (ECV), pregnancy outcome and examines strategies for improved uptake of EVC in the Coombe Women and Infants University Hospital, Dublin.

Study Design
Demographic and pregnancy outcome data of patients undergoing ECV at term were collected prospectively over a 29 months study period between 1 December 2009 and 30 April 2012. This was correlated with the total number of Caesarean sections and breech vaginal deliveries at term.
Results

There were 5,561 Caesarean sections (CS) performed during the study period corresponding to a CS rate of 26.7%. Breech presentations accounted for 12.5% of all Caesarean deliveries (n=693). 166 patients attended the Perinatal Centre in the Coombe Hospital for consideration of ECV. The majority of patients were nulliparous (57%; n=75). Of the 56 multiparous patients, 20 were Para 1 (15%), 22 were Para 2 (17%) and 14 were Para 3+ (11%). The mean gestational age (GA) at ECV was 37+2 weeks and the mean GA at delivery was 39+4 weeks. The overall success rate of ECV was 48% (n=71). ECV success rates are dependent on parity; 30% success for nulliparae, 42% for Para 1, 80% for Para 2 and 91% for Para 3+. Although not significant, IV administration of 250 mcg terbutaline for ECV was associated with improved success rates when compared to SC administration (60% vs 48%; p=0.214). Table 1 outlines the mode of delivery after successful and unsuccessful ECV. The risk of intrapartum CS after successful ECV was 17.7% (11/62). ECV is a safe procedure and prevented 51 unnecessary Caesarean deliveries. All mothers and their babies in this study had a good perinatal outcome. 
Conclusion

ECV is proven effective to prevent vaginal breech births and Caesarean sections. It is a safe procedure and should be offered to all women with breech presentation at term. Vigilance for antenatal detection of breech presentation in the antenatal clinic, patient information leaflets and protocols with a structured weekly consultant-led service may lead to improved uptake of ECV.

THALASSAEMIA & MASSIVE SPLENOMEGALY IN PREGNANCY
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We present the management of this complex medical condition in pregnancy. 
A 31 year old Egyptian woman was referred to our unit at 11 weeks gestation for antenatal care. She was Para 4 with 2 previous vaginal deliveries followed by 2 previous LSCS in another unit. She was attending the Haematology service in Waterford for management of her thalassaemia (blood transfusion dependent) and subsequent massive splenomegaly. Her husband was not a carrier of thalassaemia and none of her other children were affected. Her past history was also significant for Hepatitis C infection & multiple antibodies due to previous blood transfusions. At booking review her BP was 116/72, BMI was 37kg/m2 and her spleen was palpable 12cm below the costal margin. Her Hb was 8.4g/dl, with a microcytic hypochromic anaemia. Blood group A Rhesus positive (C+E-c-e+K-) & Serum Ferritin was high at 700 ng/ml. Rubella immune, Previous HCV antibody +ve but HCV RNA negative. Liver and kidney function were normal. Trans-abdominal ultrasound demonstrated splenomegaly at 24cm. Liver, gall bladder, common bile duct and kidneys were normal in appearance as was her cardiac function on an echo.Due to her complex condition she had multidisciplinary team (MDT) management and was seen regularly by both a consultant obstetrician and a consultant haematologist. She also attended for cardiology review and spoke with paediatrics due to possibility of iatrogenic preterm delivery. 
She was prescribed folate 5 mg/day and required multiple blood transfusions in order to maintain her Hb above 7g/dl. Serial ferritin levels were checked to monitor for iron overload. Obstetrically she had regular growth scans and antenatal corticosteroids for fetal lung maturity at 28 weeks.  She was retained for inpatient monitoring for a large proportion of the pregnancy due to combination of a worsening medical condition and lack of support socially. She was prescribed thromboembolic deterrent stockings as well as prophylactic low dose molecular weight heparin due to her multiple risk factors of venous thromboembolic disease. 
A decision for delivery was made at 32 weeks gestation after MDT discussion due to her increasing splenomegaly, iron overload and increased requirement for transfusion. 
Due to her increased operative risks the surgery was performed in general theatre by a consultant obstetrician with consultant anaesthetist present. Good intravenous access was obtained and cross matched blood was present prior to commencement. Thankfully despite adhesions and obesity the caesarean was straight forward and the splenomegaly did not compromise the surgical access. She made an uneventful recovery and was discharged home 5 days later. Ongoing advances in medicine allow women with previous life limiting/altering conditions to live longer and reproduce. Their care is more challenging and requires a combined multidisciplinary approach in order to provide optimum care for both the mother and the baby. 

THE DECLINING RATE OF VBAC
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Abstract

The promotion of VBAC has been an area of interest since the 1950's when the TOLAC trial emerged. Concern regarding the morbidity associated with repeat LSCS led to the drive to promote Trial of Labour and Vaginal Birth after Caesarean. However in the last decade the trend has been that of a decline in the VBAC rate. In the UK, the rates quoted nationally for the year 2001 ranged from 6% to 64%. In the US the rates have remained at approx 10% over the last 10 years. In Ireland, there are, to date, no published figures. However this was addressed in 2011 with the publication of the National Delivery after Caesarean Section Guideline. The guideline will be republished in 2013 and will include rates collected nationally. 

We have looked at our rates in a busy tertiary referral centre, comparing the difference in VBAC rate among Para 1 (One previous Caesarean delivery only) in 2011 and 2005. The data was compiled from the mode of delivery as recorded on each patient's discharge summary. 
Included were all Para 1 who had one previous LSCS. The outcome (Elective LSCS, Emergency LSCS or VABC) was determined and expressed as a percentage.
Overall the results reveal a declining VBAC rate. The overall rate fell from 33.1% VBAC rate in 2005 to 23% in 2011.  In 2011, 56% had an elective LSCS. Of those who laboured, 52% (n=166) had a VBAC, 47.6% (n=151) had an Emergency LSCS. This was in comparison to 2005 where 42% had an Elective LSCS. Of those who laboured, 56.2% (n=189) had a VBAC, 43.75% (n=147) had Emergency LSCS. This is an area where our rates could be increased.
If mothers were educated and supported regarding VBAC, the rates of those opting for an Elective LSCS may fall. 

THE FETAL THIGH –LONGITUDINAL DATA ON SUBCUTANEOUS TISSUE IN A NORMOGLYCAEMIC POPULATION
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Abstract

Fetal soft tissue measurements may reflect nutritional status of the fetus better than estimated fetal weight alone. IUGR babies may have low amounts of subcutaneous fat stores and macrosomic babies increased fat stores. Fetal soft tissue components (muscle and fat) can be easily measured using high resolution ultrasound. Standardised methods of assessing fetal soft tissue components in the abdomen have been established.1 Our aim was to profile longitudinal changes in fetal thigh (fat and muscle) and abdominal subcutaneous tissue at 28 and 37 weeks in a normoglycaemic population.The repeatability of measurement techniques and the interoperator and intraoperator variability were also reviewed. 

351 Caucasian women with singleton pregnancies were recruited at their booking visit or after normal oral glucose tolerance test at 28 weeks. Women who were recruited at booking and had pre-pregnancy Diabetes or later developed gestational Diabetes Mellitus were excluded from analysis. Sonographic fetal soft tissue measurements were used to assess fetal body composition and adiposity at 28 and 37 weeks. Reliability of fetal subcutaneous tissue measurements at two different timepoints and reproducibility between two different operators was assessed. The mean, 10th centile and 90th centile for fetal abdominal subcutaneous tissue, fetal thigh fat and muscle were calculated at 28 weeks and at 37 weeks.
FETAL SUBCUTANEOUS TISSUE GESTATION 10TH CENTILE 90TH CENTILE
Abdominal fat 28 2.5 4.2
37 4.7 8
Thigh fat 28 1.9 4
37 3 7
Thigh Muscle 28 5.4 10
37 7 14
The fetal thigh muscle and fat showed a significant increase with gestational age. Fetal abdominal subcutaneous tissue measurements also showed a significant increase with gestational age. Analysis of intra and interoperator variablility revealed no significant difference in mean measurement. 
To date, there has been a lack of longitudinal data on fetal thigh parameters throughout uncomplicated singleton pregnancy. This prospective study provides reference ranges for fetal thigh subcutaneous parameters throughout gestation. Normative data is important to explore the role of the fetal thigh soft tissue parameters in the detection of fetal IUGR or macrosomia when EFW calculations lie within normal centiles. The fetal thigh may prove to be a sensitive tool for identifying subtle nutritional fetal abnormalities.2
1.Farah N, Stuart B, Harrold E, Fattah C, Kennelly M, Turner MJ 2010.Are there sex differences in Fetal Abdominal Subcutaneous Tissue (FAST) measurements? 
Eur J Obstet Gynecol Reprod Biol. 2010 Feb;148(2):118-20.
2.Lee W, Deter RL, Sameera S, Espinoza J, Gonçalves LF, Romero R 2008. Individualized growth assessment of fetal thigh circumference using three-dimensional ultrasonography. Ultrasound Obstet Gynecol. 2008 May;31(5):520-8
THE INCIDENCE AND OUTCOMES OF UTERINE RUPTURE IN A TERTIARY HOSPITAL
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Background

Previous caesarean section, fetal macrosomia, induction and augmentation of labour in women with previous caesareans are factors that significantly increase the rate of scar dehiscence and uterine rupture.
Method 

A total of 5549 deliveries were recorded at Royal Maternity Hospital, Belfast during a period of 1 year, of which 9 cases were identified as ruptures or dehiscence. These cases were reviewed for complications, mode of induction, presentation and identification of risk factors.

Results

We found six uterine ruptures and three scar dehiscence accounting for an incidence of 0.1%. There were no maternal or neonatal deaths. One patient was admitted to the ICU and 2 babies to NNU. We observed that 55% of our patients presented with abdominal pain and vaginal bleeding, whilst 22% had an abnormal CTG. Fifty percent (n=3) ruptured during labour and the other 50% were emergency admissions with symptoms of collapse (33%). More than fifty percent of the IOL ruptured. All patients had one or two previous sections. Caesarean Hysterectomies (11%), maternal blood transfusion (55%) and babies having apgars < 7 at 5 minutes (12.5%) were some of the complications noted. Fetal macrosomia, morbid obesity and PGE2 induction were independently associated with uterine rupture and scar dehiscence.
Conclusion

Previous scar predisposes to uterine rupture therefore all effort should be made to avoid the first caesarean section. Carefully selecting patients for VBAC with an early senior input and continuous intra-partum monitoring will reduce the risk of ruptures. It is important to look for signs and symptoms of suspicious CTG, abdominal pain and fresh vaginal bleeding which herald the onset of rupture or scar dehiscence.

THE MANAGEMENT OF TWIN PREGNANCIES. A RETROSPECTIVE CASE REVIEW 2010.

Authors

Saadia Waheed, Suzanne Price (NHS)
Abstract

A retrospective audit of twins delivered between Jan-Dec 2010 in Royal Jubilee Maternity Hospital Belfast. A questionnaire using NICE guidance as a standard of care designed. Care of 82 sets of twins audited; a casenote review was performed comparing the antenatal care to NICE guidance and review of intrapartum care of twins. RESULTS: 90% of twins booked before 14 weeks. 80.5% were DCDA and 19.5% were MCDA twins. Choronicity was determined in 90% of twins at booking and 97% of twins were denoted as twin 1 and twin 2. In 100% the bigger twin was used to determine gestation. 87.5% of MCDA twins were montiored for TTTS between 16-26 weeks. 80.5% of twins were delivered by CS, 19.5% were delivered vaginally. Of the twins delivered vaginally 12.5% required EMCS for the 2nd twin. 3% of vaginally delivered twins had mild HIE. 21.5% of all twins had NICU admission, prematurity was the commonest cause. Consultants were present in 66% of vaginal twin deliveries. 45% of twins delivered before 34 weeks, 25% due to SOL and 20% were had medical indications for early delivery. 42% of twins recieved targeted steroids and 6% had untargeted steroids.
In DCDA twins 51 of 66 were delivered prior to 38 weeks and all 16 MCDA twins were delivered prior to 37 weeks. 24% of patients were diagnosed with PIH during their pregnancy, no risk assessment for aspirin was documented to have been conducted at booking for any patients. 21% of patients delivered by CS had a PPH vs 17% of patients that delivered vaginally.

THE OUTCOMES OF TRIPLETS AND QUADRUPLETS BORN IN THE COOMBE WOMEN AND INFANTS UNIVERSITY HOSPITAL OVER A 5 YEAR PERIOD

Authors

Aisling Walsh, Daragh Finn, Aisling Martin, Jan Miletin (Coombe Women and Infants University Hospital, Dublin)
Abstract

Multiple pregnancies are an increasing entity worldwide. This increase is attributed largely to artificial reproductive technology and fertility-inducing drugs. The percentage increase in triplet and higher-order births has been more dramatic than the increase in the percentage of twin deliveries1. This is associated with an increase in the number of pregnancies complicated by preterm birth and intrauterine growth restriction, which in turn results in higher infant mortality rates. Additionally, an increased risk of cerebral palsy in multiples has been reported, being higher the higher the number of foetuses2.
The primary aim of our retrospective study was to determine one and two year outcomes of triplets and quadruplets born in the Coombe Women and Infants University hospital (CWIUH) over a five year period, and in particular the need for early intervention services.

A retrospective chart review of all triplets and quadruplets born between January 2006 and December 2010 was performed. Seventy-one triplets and four quadruplets were live born in CWIUH during this period. One triplet was an intrauterine death at 28 weeks gestation. Seven charts were unavailable for analysis. Therefore 68 infants were included in the study. Thirty-eight (56%) were conceived by in vitro fertilisation and three (4%) following clomiphene citrate treatment. All of the babies were delivered by caesarean section, 38 (56%) elective and 30 (44%) emergency. Thirty-nine (57%) were male and 29 (43%) female. Nineteen (28%) of the babies had intrauterine growth restriction (ten asymmetrical and nine symmetrical). There was one case of twin to twin transfusion syndrome. Sixty-one (90%) babies received antenatal steroids prior to delivery. Eight (12%) babies were born to mothers who had pre-eclampsia. Gestational age at delivery ranged from 28 to 36 weeks of gestation. Birth weights ranged from 0.81kg to 2.64kg. Thirty-seven (54%) babies had respiratory distress syndrome. There were no cases of chronic lung disease. There were four (6%) cases of intraventricular haemorrhage and two (3%) of periventricular leucomalacia. There were seven (10%) cases of sepsis and one (1%) case of meningitis. The length of stay in the neonatal unit ranged from one to 91 days. One triplet who was born with multiple cardiac defects died at two months of age. Two (3%) were referred to early intervention services both of whom were diagnosed with cerebral palsy (one with spastic quadriplegia and one with left hemiplegia). Forty-seven babies (69%) were referred to audiology and 25 (38%) were seen by physiotherapy. Four (6%) were seen by speech and language therapy, and four (6%) attended a dietician. Eleven (16%) were followed up by a community paediatrician following discharge from the neonatal clinic at 2 years of age.

To our knowledge this is the first study to look at the outcomes of triplets and quadruplets in Ireland. While there was a significant morbidity associated with triplet delivery, our outcomes are similar to those reported in the international literature which quotes an incidence of cerebral palsy in triplets of approximately 4%.

THE ROLE OF FETAL SUBCUTANEOUS TISSUE MEASUREMENTS IN THE PREDICTION OF BIRTHWEIGHT
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Abstract

Fetal soft tissue measurements may reflect nutritional status of the fetus better than point estimations of fetal weight alone. Fetuses with aberrant fetal growth may have normal point estimations of fetal weight. Assessment of fetal subcutaneous tissue parameters may show reduced levels in IUGR (1) and increased stores in macrosomia. Fetal soft tissue components (muscle and fat) can be measured in a reproducible fashion using high resolution ultrasound. Standardised methods of assessing fetal soft tissue components in the abdomen have been established previously. The aim of our study was to review the role of the fetal thigh in the prediction of birthweight.
351 Caucasian women with singleton pregnancies were recruited at their booking visit or after normal oral glucose tolerance test at 28 weeks. Sonographic fetal soft tissue measurements were used to assess fetal body composition and adiposity at 28 and 37 weeks including fetal abdominal subcutaneous tissue (FAST), thigh muscle (TM) and thigh fat (TF). Reliability of fetal subcutaneous tissue measurements at two different timepoints and reproducibility between two different operators was assessed. The abdominal circumference (AC) at 28 and 37 weeks was recorded. Linear regression analysis was used to identify significant predictors of birthweight.
At 28 weeks TF was the most predictive single parameter. The AC and TM were not significantly predictive of birthweight. Linear regression analysis identified a combination of FAST and TF as the optimal predictive model at 28 weeks. At 37 weeks AC was a significant predictor of BW accounting for 34.4% of the BW variability. This was not improved by the addition of FAST to the model but was improved by adding TF to the model. The optimal predictive model at 37 weeks was AC and TF. At 28 weeks each additional mm of FAST and TF predicted an increase in BW of 98g and 93g respectively. At 37 weeks every cm of AC predicted 154g of BW and every mm of TF predicted 66g of BW.
Our data suggests that by incorporating these measurements into traditional birth weight formulae that the accuracy of fetal weight estimation could be improved. At 28 weeks a combination of FAST and TF is the optimal predictive model where it was shown to be 55% better at predicting BW than AC alone. At 37 weeks the combination of AC and TF was the optimal predictive model of BW where it accounted for 40.3% of the BW variability, improving the accuracy by 17%. At 28 weeks the use of fetal subcutaneous tissue measurements was more useful than AC supporting the hypothesis that subcutaneous tissue change may identify early subtle differences in fetal nutrition (2).
1.Larciprete G, Valensise H et al 2005 Ultrasound Obstet Gynecol. 2005 Sep;26(3):258-62.Intrauterine growth restriction and fetal body composition.
2.Larciprete G, Di Pierro G et al 2008.Could birthweight prediction models be improved by adding fetal subcutaneous tissue thickness? J Obstet Gynaecol Res. 2008 Feb;34(1):18-26.
THE UNDER DETECTION OF CLEFT LIP +/- PALATE AT THE 20-WEEK ANOMALY SCAN IN FORTH VALLEY ROYAL HOSPITAL (FVRH)
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Abstract

The Royal College of Obstetricians and Gynaecologists (RCOG) have indicated that detection rates of significant anomalies at the 20-week scan is approximately 50%. Cleft lip +/- palate has a prevalence of 1.5/1000 live births. It remains classified as a "serious handicap" due to the high prevalence of associated malformations, primarily congenital heart disease. The purpose of this audit was to assess the detection rate of cleft lips +/- palates at FVRH at the 20-week anomaly scan. In addition I aim to identify, through re-visiting the ultrasound images, the reason for the misdiagnosed patients. Examination of the face, and thus diagnosis of facial anomalies, may be complicated by an unfavourable position of the fetus; maternal obesity; multiple pregnancies; or oligohydramnios.
Methods

Collaboration with the Cleft Lip specialist nurse service provided a comprehensive list of the babies born with cleft lips at FVRH between January 2011 and October 2012. This enabled me to re-visit the patients case notes and identify whether the cleft lip +/- palate had been diagnosed at the 20-week scan or upon delivery. The ultrasound images were then re-examined to assess the reason for the missed diagnosis. 
Results

4802 anomaly scans were conducted at FVRH between January 2011 and April 2012 (inclusive) and eight babies were born with cleft lip+/- palate at FVRH between January 2011 and September 2012 (inclusive). Of these eight births, six (75%) were missed diagnoses of cleft lips. The ultrasound images of their respective 20-week anomaly scans were then re-visited with the following result:
Date Cleft Type Diagnosis Scan
1 21/10/11 Left complete cleft lip & palate 20-week scan 
2 14/01/12 Left complete cleft lip & palate Missed 
3 09/03/12 Left incomplete cleft lip & palate Missed 
4 29/03/12 Right incomplete cleft lip Missed
5 03/04/12 Left incomplete cleft lip & palate Missed 
6 13/04/12 Complete bilateral cleft lip & palate Missed 
7 24/05/12 Right complete cleft lip & alveolus 20-week scan 
8 27/09/12 Right incomplete cleft lip Missed 
Discussion

Cleft lip prevalence at FVRH is 1.7/1000 live births, compared to a national prevalence of 1.5/1000 live births. However, detection of cleft lips at FVRH (25%) is considerably lower than that indicated by the RCOG (50%). The RCOG propose that 30% of babies born with cleft lip +/- palate will have associated malformations, most commonly congenital heart disease. However these malformations can also involve the central nervous, skeletal and urogenital systems. Occasionally these malformations can be multiple and associated with mental retardation or chromosomal anomalies. Due to these serious implications associated with a diagnosis of cleft lip +/- palate we must question whether visualisation of the face/lips on the 20-week anomaly scan should be a prerequisite, with mothers asked to return for a further scan to qualify any absent views. Ultrasonographers should also be provided with additional support/training in the detection of cleft lips at the 20 week anomaly scan. 

TO ACCESS THE POTENTIAL USE OF TOCOLYTIC AGENTS IN A CENTER WITH A LOW RATE OF PRETERM LABOR
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Objective

To independently review the case notes of preterm labor ( PTL)(<34 weeks ) and to determine who might potentially have benefited from tocolytics. 
Study Design
This was consecutive observational cohort study ( Jan 2008-Dec 2010) of singleton preterm births excluding in-utero transfers ( IUT) with an independent secondary analysis of all PTLs.

Results

Among 27.909 births , there were 283 preterm births(1%) of whom 75( 0.3%) delivered following PTL. Of these ,51 were excluded ( 27 had already received a complete course of antenatal corticosteroids, 18 were 4 cm or greater on admission to the delivery ward and 4 were emergency deliveries( cord prolapse , placental separation or fetal distress). Of the remaining 24 patients (by almost unanimous agreement) 15 were not considered for tocolytics because of spontaneous rupture of the membranes (n=6), ante partum haemorrhage (n=6) and suspected chorioamnionitis or fetal distress (n=3). Nine cases (0.03%) or 12% of PTL (9/75) were considered as potential candidates for tocolytics. Of these the diagnosis of labor was made correctly in 8 cases.;- 2 delivered within 1 hour and probably would not have responded to any intervention , while the remaining 6 labored for a mean of 6 hours and may have responded .the remaining and only one case was adjudged not to be in labor but returned to the delivery ward within 12 hours in advanced labor. 

Conclusion

The number of potential cases is very small but the diagnosis of labor within this group was so accurate that selective use of tocolytics might be considered while a randomized trial would be difficult with the numbers involved. 

UMBILICAL ARTERY THROMBOSIS – A RARE BUT CLINICALLY IMPORTANT FINDING
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Background

Thrombosis of umbilical vessels is associated with an adverse perinatal outcome, and is usually venous. Arterial thrombosis is rare, with the largest series from the US (Benirschke et al) [1] reporting just 11 cases in 40,000 placentas over a 30 year period. We report our experience with 6 cases- 4 cases in 7306 placentas from approximately 116,000 births > 500g over a 13 year period, and 2 cases in 1174 autopsy cases performed in the same 13 year period.
Methods

Cases for examination were identified from all placentas (7036 total) submitted for histological examination, and autopsies performed (1174 total) between the years 1999 and 2012. Inclusion criteria were cases with isolated umbilical arterial thrombosis. Cases with combined arterial and venous thromboses were not included in the study. Gross descriptions of the placentas had been recorded in all cases examined. Autopsy reports and limited maternal clinical details on both stillbirths were available. 
Results

Six cases were retrieved. Autopsy data, clinical and placental details are shown in Table 1.

Table 1.
	No. Mother 
	Gestational Age
	Birthweight

	Fetus 
	Placenta

	30 y.o
	38 weeks
	4065 g
	Seizures, neonatal stroke
	Hypoperfusion. FNRBCs.

	26 y.o
	29 weeks
	750 g
	IUGR
	Hypoperfusion.

	27y.o
	34 weeks
	1990 g
	2 week
	NICU stay, Hypoperfusion.

	40 y.o
	38 weeks
	1800 g
	IUGR
	FTV, Hypoperfusion, FNRBCs.

	35 y.o
	28 weeks
	1440 g
	Stillbirth, hydropic
	FTV. FNRBCs.

	25 y.o
	40 weeks
	2190 g
	Stillbirth,
	IUGR Hypoperfusion




*( FTV : Fetal thrombotic vasculopathy, FNRBCs: Raised fetal nucleated red blood cells) 



Two cases were stillborn, one of which was growth restricted. All living infants had a complicated course. Two were growth restricted, one had a neonatal seizure and right caudate infarction, and one had a two week NICU stay with jaundice. 
Placental findings were FTV or hypoperfusion in all cases, and FNRBC in 3 of the 6 cases. One cord was long and another short, a thin cord was seen in 2 of 6 cases.
Conclusion

Umbilical artery thrombosis is estimated to occur in 1/20,000 births in Ireland. Thrombosed or hypoperfused villi are seen in these placentas. Clinically, umbilical artery thrombosis is associated with evidence of anoxic stress in utero and with significant neonatal morbidity including stroke, growth restriction and increased perinatal mortality.
References

[1]Y.Sato, Benirschke K. Umbilical Arterial Thrombosis with Vascular Wall Necrosis: Clinicopathologic Findings of 11 Cases. Placenta (2006), 27, 715

UNLICENSED AND OFF-LABEL MEDICATION USE IN THE NEONATAL INTENSIVE CARE UNIT: A PROSPECTIVE COHORT STUDY
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Background

Many medications have not been extensively studied in children. Medications may be prescribed for indications for which their use has not been approved (unlicensed use); or may be given for an approved indication, but to an age group or at a dose or frequency or by a route that has not been approved (off-label use). We wished to determine the extent of unlicensed and off-label prescription in our NICU.
Methods

We prospectively studied infants admitted to our tertiary level NICU over 2 months. We recorded demographic data and all medications prescribed for all infants. We compared the use of each medication to their licensed indications as contained in the Summary of Product Characteristics. 

Results

110 infants were admitted. All infants received a prescribed medication. 79 different medications were prescribed to these 110 infants, a median (IQR) of 4 (3, 12) each. 41% of prescribed medications were given in an unlicensed manner and 15% in an off-label manner. 12 (11%) infants received an unlicensed medication, 5 (4%) infants received an off-label medication and 38 (35%) infants received both an unlicensed and off-label medication. Of infants < 32 weeks, 91% received unlicensed and 85% off-label medications. 100% of infants < 28 weeks received an unlicensed and an off-label medication. There were 2 adverse events related to medications. 
Conclusions

Most medications prescribed to newborn are unlicensed or given for off-label indications. Many infants, and the majority of preterm infants, admitted to NICU receive unlicensed and off-label prescriptions. Adverse events appear uncommon. 

USE OF OXYGEN BLENDERS FOR NEONATAL RESUSCITATION IN IRELAND
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Abstract

The aim of this audit was to determine the availability of blended oxygen for resuscitation of neonates among maternity hospitals in Ireland.
A telephone survey was conducted of the nineteen obstetric units in Ireland to see whether blended oxygen was available on resuscitaires in the NICU/SCBU, the labour ward or the operating theatre. A literature review of the evidence supporting the use of room air and blended oxygen for resuscitation of neonates was undertaken concurrently.

Fifteen of the nineteen units have oxygen blenders available in the NICU or SCBU environment. Thirteen units have access to blended oxygen for resuscitation on the labour ward. Twelve of these units currently also have blended oxygen available in the operating theatre.

Using pure oxygen in neonatal resuscitation increases oxidative stress and mortality in full term hypoxic infants. Despite international guidelines recommending commencement of resuscitation with room air rather than 100% oxygen, with provision of blended oxygen to maintain saturations similar to those of term infants requiring no resuscitation, many units throughout Ireland still do not have blended oxygen available in key areas where resuscitation of newborn infants is likely to occur.

VARIANT VEIN OF GALEN MALFORMATION
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Introduction

Vein of Galen malformations, the most frequent arterovenous malformation in fetuses and in infants, develop in utero by the persistences of fistula between primitive pia arachnoidal arteries and pial veins.Malformations often present as cardiac failure,cranial bruits, hydrocephalous or subarachnoid haemorrhage in neonates. Studies have shown that 77% of untreated cases results in mortality. Treated cases have a mortality rate of 39.4%.

Aim

Our aim is to report a neonate with a variant vein of galen malformation who presented with subtle neurological dysfunction at birth and has normal outcome to date.
Methods

We describe the history,examination findings, radiological features, treatment and clinical features.

Results

A male infant born by elective C-section for maternal indication(previous section) at 38+5 weeks gestation.He weighed 3.47 Kgs (50th centile) OFC 35.5 cms o(50th centile). APGARS were 9@1min 10@ 5mins.Shortly after birth he developed mild respiratory distress and was admitted to neonatal unit. The persumtive diagnosis was transient tachypnoea of the new born.He was treated with antibiotics,supplemental oxygen via nasal prongs, IV fluids .Feeds were withheld. It was noted from the onset from onset that his tone fluctuated between hypotonia and hypertonia. His sucking reflex was poor .On day 5 he developed apnea and desaturation and abnormal eye rolling movements.This episodes were thought to represent seizures activity. He was commenced on phenobarbitone. An EEG was subsequently found be normal.Phenobarbitone was continued and apnoea and desaturation resolved on day 12 of life. A cranial ultrasound showed dilated ventricles.A MRI brain showed a posterior fossa haemorrhage due to a variant of vein of Galan malformation.Haemotological screen,septic screen and cardiac ECHO were normal. 

Conclusion

This diagnosis although rare, deserves consideration in neonates presenting with neurodysfunction for which no other explanation is evident.Our patient was detected early and has a good outcome to 

WHAT PROPORTION OF PRETERM BIRTHS ( < 34 WEEKS) ARE RECEIVING APPROPRIATED ANTENATAL CORTICOSTEROIDS AND HOW MANY MIGHT BENEFIT FORM A RESCUE DOSE?
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Background

To determine what proportion of mothers are receiving an appropriate dose of antenatal corticosteroids ( betamethasone 12.5 mg 12 hourly,2 doses, with a delivery interval of over 24 hours from completion ) and to determine how many might potentially benefit form a rescue dose; analyzed in relation to category of PTB and for inuterotransfers.

Methods 

This was a consecutive observational cohort study (Jan 2008 June 2011) of singleton preterm births (<34weeks gestation) including inuterotransfers (IUT) ; analyzed by category of PTB :- materno-fetal, PPROM and preterm labour and for IUTs.
Results

Among 416 mothers, 286 (69%) received the appropriate dose, 315 (75%) received a complete course (29 delivered within 24 hours), 73 (17.6%) received 1 dose and 28 (6.8%) did not receive any antenatal corticosteroids. Significantly more IUTs received the appropriate dose compared with the indigenous hospital population (93/107; 87% v. 193/308; 62.6%; p <0.0001) and this difference was largely explained differences in the materno-fetal category (90%, 50/55 vs. 56%, 95/144 , respectively) Of the 286 women who received the appropriate dose, 93( 33%) and 46(16%)were not delivered after 2 and 4 weeks respectively and were less than 34 weeks gestation and could be considered for rescue therapy .

Conclusion

While 95 % received any steroids 69% received the appropriate dose, which was hugely influenced by the proportion of IUTs and the category of PTB; factors that should be considered when reporting antenatal steroid use and neonatal outcome. Up to one third of women might benefit from rescue therapy.

WHAT'S UP MUM – LEADING THE WAY FOR MATERNITY EDUCATION IN IRELAND
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Abstract

There were 70182 births in Ireland in 2010. Prior to the development of WHATSUPMUM.IE there was no consistent national reference point for expectant or new mothers to access in order to answer their concerns or questions.The concept of a complete guide to pregnancy, birth and parenthood was launched in 2011, and consists of 11 smartphone applications, a website, web TV and an accompanying DVD. The venture is a successful partnership between the Health Service Executive, the Institute of Obstetrics and Gynaecology, the National Programme for Obstetrics and Gynaecology and industry. 
The WHATSUPMUM.IE website averages 1000 unique visitors per week, and distributes 10,000 DVDs per quarter. The mobile application downloads average 1300 per week. Each of Ireland's twenty maternity sites is involved in the development of the project. The project actively engages with primary care providers, midwives, public health nurses and obstetricians.
We describe the development of the guides and their distribution throughout the maternity services in Ireland. We demonstrate how a collaborative approach to patient education could extend beyond maternity care to include gynaecological and pediatric services. The opportunity to engage women and their families with modifiable disease processes at a national level is unmistakable.The change in emphasis from a reactive healthcare system that responds to illness to a proactive, wellness and education-centered system is a paradigm shift that will empower our patients to shoulder responsibility for their well being. 
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AN AUDIT OF THE MANAGEMENT OF THIRD AND FOURTH DEGREE PERINEAL TEARS
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Introduction
The risk of obstetric anal sphincter injury is 1%. Recognition, repair and follow up can reduce morbidity.

Aim

To determine the adherence to RCOG Green Top Guideline 29 -The Management of Third and Fourth Degree Perineal Tears
Materials & Methods
All women sustaining a 3rd or 4th degree perineal tear between April 1st and September 30th 2011 were identified from the Maternity Information System. Case notes were retrieved and data collected against RCOG standards.
Results
Eighteen women sustained obstetric anal sphincter injury during the study period (0.92%). 
Mean age was 28 yrs.
13 were nulliparous, with the average gestation 40 + 2 weeks. 
Rate of induction was 16%, with a rate of epidural of 44 %. 
Average birth weight was 3794 grams and mean duration of 2nd stage of labour was 73 mins (9 – 163 mins). 
Shoulder dystocia was documented in 22.2%. 
There were 14 instrumental deliveries (Forceps 44%, Vacuum 33%).
Episiotomy rate was 77 %. 
72% of repairs were carried out in theatre. 
Regional anaesthesia was used in 94%
All repairs were performed by a consultant or registrar.
Repair technique was undocumented in 44% of cases.
Appropriate suture materials were used in all but one case. 
An existing proforma for documentation of repair was not used.
All patients were prescribed antibiotics and stool softeners.
All patients had physiotherapy follow up, with 94% attending a pelvic floor clinic also.
One patient reported anal incontinence at follow up. 

Conclusion

There is scope for improvement in the management and documentation of Obstetric anal sphincter injury in our unit. 

Ref: RCOG Guideline No 29. 2007


AN INSIGHT INTO THE PREVALENCE AND ETHIOLOGY OF POSTNATAL PELVIC ORGAN PROLAPSE
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Abstract

Pregnancy and childbirth are acknowledged as major etiological factors in development of subsequent Pelvic Organ Polapse (POP). However, the precise pathogenesis is incompletely understood. Putative causes include low concentrations of collagen type 1 (responsible for the strength of the tissue) and high levels of collagen type 3 (conferring elasticity). This study aimed to determine the prevalence of various postnatal POPs in young primiparous women and to test the hypothesis that collagen is a causative factor of POP. We aimed to identify the prevalence of various types of POPs in a cohort of primiparous women at one year post-partum and to investigate the association of POP with serum procollagen level. 

Low risk, primiparous women recruited at 15 weeks' gestation to the SCOPE Ireland study, completed a validated pelvic floor questionnaire at recruitment and 1 year postnatally. 130 randomly selected participants were invited for clinical follow up including Pelvic Organ Prolapse Quantification (POPQ) assessment, 2D/4D translabial ultrasound scan and a blood sample collection. Collagen quantification was performed in 96 participants by ELISA of procollagen type 1&3 N-Terminal Propeptides (P1NP &P3NP) in serum as a marker of collagen synthesis. Students' T-test and ANOVA were used to measure the association between prolapse grade and collagen level.
There was a high postnatal prevalence of POPs (Tab.1). However, only 43% of prolapsed participants were symptomatic. P3NP concentration was statistically significantly higher in participants with uterine prolapse: (mean difference=32μg/ml, [95% CI: -60, -3]) (Tab.1). No statistical significance was achieved for cystocele and rectocele. The P1NP test was not sensitive enough to detect the protein in serum.
Tab.1
	Prolapse Cystocele
	Rectocele Uterine
	Collagen T3 level Grade
	Prolpapese μg/ml *

	0 6%(7)
	26%(31)
	13%(15)
	69(25)

	35%(42)
	51%(61)
	87%(105)
	101(39)

	59%(71)
	23%(28)
	0 
	p=0.01



* Mean value (Standard Deviation) for uterine prolapse only
This study demonstrated a high prevalence of different types of asymptomatic POP at one year post partum. There is a link between presence of uterine prolapse and collagen concentration. Serum ELISA test can be a simple and acceptable test for collagen quantification.

AUDIT EXAMINING THE COMPLICATION RATE AFTER SACROSPINOUS FIXATION

Authors
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Abstract

The objective of this study was to assess the success rate of the procedure and also the complication rate following sacrospinous fixation.
Cases were identified from the theatre register in the time period March 2003 to July 2011 and 49 cases were identified. Data was obtained by case note review. Of the 49 cases identified, 48 patients were included in the audit as one patient had not had a sacrospinous fixation performed. 
Standards were identified from the RCOG Greentop guideline regarding surgery for vaginal prolapse. Factors evaluated in this study included the rate of recurrence of prolapse (18.7%), the readmission rate following surgery (6.2%), the return to theatre rate (6.2%, 2 patients, 1 with two separate returns to theatre), an overall complication rate of 60% and duration of post-operative hospital stay (median 4 days). We also looked at the compliance with consent guidance (45%, post-publication of guidance 2009)
This audit has identified the need for a systematic approach when consenting patients, especially for vaginal prolapsed surgery. It also showed that although the overall complication rate was 60%, these were mostly minor complications, with only 3 patients sustaining major complications including one incidence of pelvic abscess and one patient who required a blood transfusion. The audit has also identified the number of patients who had risk factors for complications pre-operatively such as obesity and that we perhaps should be addressing these before carrying out major prolapse surgery.

LAPAROSCOPIC PELVIC FLOOR RECONSTRUCTION (PFR): OBJECTIVE AND SUBJECTIVE OUTCOME

Authors
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Abstract

Superb visualisation at laparoscopy and laparoscopic suturing make this a good approach for repair of pelvic organ prolapse (POP). We looked at the subjective and objective outcome measures in patients who had laparoscopic PFR. 
Retrospective review of 23 patients who had laparoscopic paravaginal repair to address anterior compartment prolapse and total laparoscopic hysterectomy with uterosacral plication to address middle compartment prolapse. Objective outcome measure performed using POPQ. Subjective outcome measures using validated Quality of Life Questionnaires, P-QOL and PGI. Median time for objective follow up is 2.5 months. Subjective follow up is between 7 months to 4 years.
Mean operating time was 2 hours and 15 minutes. Eighteen patients (78.26%) had no recurrence of same compartment prolapse. Out of these, six patients (26.09%) had new compartment prolapse. POPQ scores in the anterior compartments improved from Stage II-III to Stage 0-II. Subjective outcome measure, PQOL score ranges from 35-135 (median: 56). Global patient satisfaction from PGI score ranges from 1-6 (median:2) 
Laparoscopic PFR with the right expertise has a good outcome, overall success rate approaching 80%. The subjective and objective outcome measures correlate well. 
References
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REVIEW OF INTERSTITIAL CYSTITIS/ BLADDER PAIN SYNDROME: DIAGNOSIS AND MANAGEMENT
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Introduction

The Bladder Pain Syndrome (BPS) is a spectrum of urological symptoms characterized by bladder pain with typical cystoscopic features. Diagnosis and management of this syndrome may be difficult. There is no evidence based management approach for the diagnosis or treatment of BPS. 
The objective of this study was to critically review and summarize the evidence relating to the diagnosis and treatment of the Bladder Pain syndrome. 
Methods

Search strategy: A review of published data on the diagnosis and treatment of the BPS was performed. Our search was limited to English articles, on the diagnosis, and management or treatment of interstitial cystitis or bladder pain syndrome in humans. 
Results

Frequency and urgency are the most common symptoms of IC and pain on bladder filing. Cystoscopy remains the test for definitive diagnosis, with haemorrhage on cystoreduction. All urodynamic volumes are reduced in patients with IC. Associated medical conditions include psychological distress, depression, history of sexual assault, IBS and fibromyalgia.

A multidisciplinary treatment approach is essential in the management of this condition. Amitriptyline is an efficacious medical treatment for IC. Sacral neuromodulation is effective, minimally invasive and safe. Glycosamnioglycan replacement therapies such as intravesical pentosan polusulfate soduim, sodium chondroitin, hyaluronic acid and local anaesthetic, with/without hydrodistension are among new treatment strategies for IC. Botulinum toxin is also effective, and it is recommended that reconstructive surgery is reserved for treatment refractory cases, with cystoscopically proven Hunner's lesions. 
Conclusions

There remains a paucity of evidence for the diagnosis treatment of IC. We encountered significant heterogeneity in the assessment of symptoms, duration of treatment and follow up of patients in our literature review. The diversity of BPS diagnosis and management highlights the lack of understanding about the cause and therefore correct management of this syndrome. Further research into the pathophysiological mechanism of disease is required in order to correctly define a diagnostic and treatment algorithm for this disease.

SACROCOLPOPEXY- HERE'S HOW I DO IT
Authors
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Abstract

Abdominal Sacrocolpopexy is an ideal treatment option for apical prolapse. Current standards regarding surgical approach and technique vary and have not been described in detail. Our aim was to identify the surgical techniques used by surgeons in the United States who reported performing abdominal sacrocolpopexy and identify if there is any consistency within the group. 
E-mail surveys were sent to 148 candidates enrolled in a sacrocolpopexy workshop at the 2012 American urogynaecology society annual meeting. The survey assessed initially the level of training achieved by the attendee, it aimed to address where the technical difficulties lay with the procedure and also asked surgery specific questions such as mesh used, suture placement, and approach to intraoperative surgical complications. 
Of the 148 surveys sent, 61 candidates responded for an overall survey response rate of 41%. Of the respondents, 65.6% were specialty-trained Urogynaecologists, with 88.5% working in either an academic training centre or in private practice. The majority (59.3%) had spent more than 10 years in practice. When queried regarding the primary reason for attending the workshop, most stated that it was to improve surgical efficiency. Only 26% reported performing abdominal sacrocolpopexy as their primary surgery for apical prolapse. The predominant surgical approach used was robot-assisted 46.1%, followed by open 32.3% and laparoscopic 21.6%. With regard to the technical aspects, 100% reported using a polypropylene mesh with 70% attaching it to the vagina using a non-absorbable monofilament suture. With regard to suture location, 36.8% reported not using apical sutures and 60% place their anterior wall sutures midway down the vagina. On the posterior wall, 17 (28%) reported placing sutures through the uterosacrals, 4 (7.5%) through the levator ani, and 30% extend the mesh to the perineal body. The mesh was attached to the sacrum using sutures by 90% of respondents. Almost all assessed for mesh tension. At the end of the procedure, 26.8 % reported examining for the presence of suture material in the vagina. In cases of uterovaginal prolapse, 96% reported that they would perform a concomitant hysterectomy with 80% of these being supracervical. Only 21% of respondents reported performing hysterocolpopexy. Dissection of the sacrum to expose the anterior ligament was deemed to be the most technically difficult aspect of the surgery, followed by dissection of the posterior vaginal wall and suturing the mesh to the posterior wall.
The surgical technique varied amongst the candidates despite the level of expertise and training achieved. This study highlights the need to discuss and assess surgical technique with regard to sacrocolpopexy further.

SACROSPINOUS LIGAMENT FIXATION: OBJECTIVE AND SUBJECTIVE OUTCOME
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Abstract

First described in 1958, sacrospinous ligament fixation (SSLF) is an effective procedure for vault prolapse. We describe our experience of a case series in a district hospital setting. 
The aim of this study is to assess the objective outcome utilising POP-Q grid and to ascertain patient satisfaction with SSLF using P-QoL questionnaire. Secondary outcome measures include to assess complication rate and side effects in these patients.

Retrospective review of 40 patients who have had sacrospinous ligament fixation between 2008 and 2011. All performed by a single operator. Data were obtained from patients case notes, follow up visit and postal questionnaire. 
There is an objective improvement in middle and posterior compartment prolapse (table 1) with subjective post operative P-QoL scoring less than that expected for symptomatic patients. Fifteen patients (37.5%) experienced buttock pain, 1 patient (2.5%) had sciatica all of which resolved in the long term. None of the patients required blood transfusion. 

Table 1: Pre-op and post-op middle and posterior compartment findings 

	Prolapse Cystocele
	Pre-op (Mean ± SD)
	Post-op (Mean ± SD)

	C
	-1.8 ± 2.5
	5.6 ± 1.0

	Tvl
	51%(61)
	6.6 ± 0.9

	Ap
	-0.6 ± 1.5
	-2.3 ± 0.8

	Bp
	-0.8 ± 1.9
	-2.4 ± 0.8



SSLF has a good objective and subjective outcome.
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THE EXPRESSION OF CYTOKINES IN THE BLADDER PAIN SYNDROME
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Abstract

The Painful Bladder Syndrome is a spectrum of urological symptoms characterised by bladder pain. The diagnosis of interstitial cystitis is difficult clinically with little correlation between the clinical picture, cystoscopic findings and histology. The pathophysiology of interstitial cystitis is not well understood. We postulate that this is a peripheral sensory disorder, and there are mediators, eg cytokines and chemokines that activate these sensory pathways and cause the disease. We propose to sample the bladder of patients with interstitial cystitis diagnosed at cystoscopy. We will then compare the expression of inflammatory markers in these disease samples to control bladder biopsies. 
We recruited patients with symptoms suggestive of the Painful Bladder Syndrome for cystoscopy with or without biopsy. At cystoscopy, if features diagnostic of interstitial cystitis were observed, three 5mm biopsies were taken from above the bladder trigone from each patient and snap frozen in liquid nitrogen. Women with urodynamic stress incontinence undergoing mid urethral sling surgery were recruited as controls and three biopsies taken in a similar manner. The biopsies were then transferred to the lab, where the RNA was isolated and amplified using custom-made PCR array cards to measure the expression levels of various inflammatory mediators in the tissues. The expression changes were normalised against the geometric mean of 3 housekeeping genes (18s, GAPDH and Beta-Actin) and displayed as the fold change relative to control samples. 
The study group consisted of 8 patients with interstitial cystitis and we compared these to 4 controls. Certain genes had a greater than 10 fold increase in their expression levels in the interstitial cystitis samples in comparison to controls. A 2-fold increase is deemed biologically significant. These genes include the chemokine ligands CXCL 1 and 5, CCL 18, 24 and 26 and interleukins 15. The expression of these genes reaches statistical significance with p values of < 0.05. However, when the changes are adjusted for multiple testing, only the Macrophage migration inhibitory factor's adjusted p value is <0.05 (0.0448), with a biologically significant fold change of 4.99. We had no down regulated genes in this our study group. 
Our study has highlighted several cytokines and chemokines that are upregulated in interstitial cystitis biopsies compared to controls. These inflammatory mediators may be important in the pathophysiology of the disease and presents themselves as therapeutic targets for the treatment of interstitial cystitis.

THE EXPRESSION OF CYTOKINES IN THE OVERACTIVE BLADDER
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Abstract

Little is known about the pathophysiology of the OAB. The precise role of cytokines and sensory neurons remains unclear. Are there correlations with pain and overactivity, or is OAB driven by abnormal sensory activity? We propose to sample human bladder with detrusor overactivity and compare these to controls with stable bladders. We will focus on the role of cytokines, chemokines, and growth factors, which may be upregulated in the overactive bladder pathology compared to the controls.
We carried out a prospective observational study of 20 female patients with detrusor overactivity and 20 age matched controls. Both patient groups had urodynamics preformed, the overactive group with detrusor overactivity, and the controls with Urodynamic proven stress incontinence.
Biospies from above the bladder trigone were acquired from each patient with detrusor overactivity during cystoscopy to outrule any other pathology and biopsies were taken from the control patients during cystoscopy following anti-incontinence procedures for stress urinary incontinence. Following RNA isolation custom-made PCR array cards were used to measure the relative expression levels of inflammatory mediators, namely cytokines and chemokines, in tissue samples from OAB and control patients. The expression changes were normalised against the geometric mean of 3 housekeeping genes (18s, GAPDH and Beta-Actin) and displayed as the fold change relative to control samples. 
The results of our pilot study included 10 DO patients and 10 age matched controls. A number of genes had a greater than 2 fold increase in their expression levels in OAB patients when compared to controls. These included the chemokine ligands CCL18 and 21, the cytokines Interleukin 12b, 17a and 21 and the enzyme Inducible Nitric oxide synthase. The overexpression of CCL18 in the study group biopsies was particularly evident with a fold change of 6.5. Of uncertain significance is the downregulation of certain factors, such as IL23a, 18 and CCL7 in the overactive bladder biopsies. These cytokines are consistently underexpressed in disease versus control tissue, raising the question of a protective role in the disease process. 
Our pilot study findings identified biologically relevant increased levels of certain chemokines and cytokines, which are overexpressed in the overactive bladder patients compared to controls. These inflammatory mediators, most notably CCL18, are possibly responsible for driving the pathology behind the overactive bladder and presents itself as a novel therapeutic target for the treatment of the overactive bladder.

THE RISK FACTORS AND CONTRIBUTORS TO POSTNATAL PELVIC FLOOR DYSFUNCTION
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Abstract

Childbearing is known as a major aetiological factor for Pelvic Floor Dysfunction (PFD). This study aimed to look at risk factors associated with PFD, and delineate the group of patients who might be at higher risk of having these complications. 
This is a prospective cohort of well phenotyped, low-risk nulliparous women with singleton pregnancy embedded within the Screening for Pregnancy Endpoints (SCOPE) cohort. The validated Australian PFD questionnaire was completed by 870 primiparous women when recruited at 15 weeks' gestation, with a particular focus on pre-pregnancy symptoms, and 1 year postnatally. Detailed information about labour and delivery was collected shortly after delivery. Logistic regression was used to examine the association of various risk factors with PFD. 

We detected a high prepregnancy prevalence of PFD (urinary: urgency (40.6%), urge incontinence(12.2%), stress incontinence (18.7%); faecal: urgency (47.9%), incomplete evacuation (42.6%); prolapse: vaginal pressure (3.3%); sexual: dyspareunia (32.1%), poor vaginal sensation (12,5%), vaginal laxity (4.9%)).
Prenatal symptoms showed high postnatal persistence: urinary–88%, faecal-93%, prolapse-39%, sexual-79%. The Prepregnancy affected group with Persistent PFD postnatally (PPPFD) was dominant among all postnatally affected participants: urinary-77%, faecal- 92%, prolapse-13%, sexual-62%. PPPFD group had a higher median symptom score compared to De Novo Onset (DNO) postnatal PFD (DNOPFD) group: bladder- 3vs.1; bowel- 4vs.2; and sex- 2vs.1. Similarly, the bothersome from symptoms was higher in the PPPFD group. Prepregnancy PPPFD score had worsened postnatally in nearly half of participants: urinary-48%; faecal-41%; , sexual-45%. 
Main risk factors associated with postnatal PFD were (Odds Ratio [Confidence Interval]): presence of prenatal symptoms –5.08[3.3-7.9], young maternal age 2.43[1.3-4.4], use of oxytocin in labour 2.26[1.1-4.6], induction of labour 1.57[1.3-2.2]. Risk of PFD was reduced by Caesarean Section (CS) 0.48[0.1-0.6]. Women with higher PFD scores postnatally had more instrumental deliveries (50% vs.23%) and longer second stage of labour (82'vs.54'), whereas those with low PFD scores had more spontaneous deliveries (49%vs.31%) and CS (27% vs.19%).
Tab.1 

	Risk Factors
	Odds Ratio
	CI

	Prenatal Symptoms
	5.08
	[3.28-7.86]

	Young maternal age
	2.43
	[1.33-4.44]

	Use of Epidural
	1.54
	[1.08-2.17]

	Oxitocin use for acceleration
	2.26
	[1.1-4.6]



	Induction of labour
	1.57
	[1.32-2.24]

	Caesarin Section
	0.48
	[0.11-0.62]




This is the first time, when high rate of pre-pregnancy PFD was demonstrated in nulliparous women followed by high postnatal persistence. Among all postnatally symptomatics, PPPFD predominated and their PFD scores were higher than in DNOPFD group. Prepregnancy PFD is the major risk factor associated with postnatal PFD, while Caesarean Section had a protective role.

MANAGEMENT OF URINARY RETENTION IN THE POSTNATAL PERIOD JAN 2011- JULY 2012
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Abstract

Voiding difficulties are common in the postnatal period with an incidence up to 15%. If left unrecognised and untreated may lead to permanent damage.1 Short term complications include infection, even one episode of bladder over distension increasing risk of recurrent UTIs and permanent voiding difficulties.2 Those at high risk for developing urinary retention include: epidural anaesthesia, prolonged labour, instrumental delivery, caesarian section and perineal trauma. Retention may lead to bladder over distension and detrusor atony with long-term voiding dysfunction. Therefore all women should be observed carefully in the postpartum period. 
A retrospective audit of inpatients in the Rotunda who suffered from urinary retention was done. 20 Patients were identified via Clinical risk forms for urinary retention and form HIPE coding. Results were then audited against the Rotunda guideline for bladder/ kidney care during pregnancy and postnatal period.
There were 9 antenatal and 17 postnatal cases of Urinary retention reviewed. Among the postnatal patients 1 was nulliparous and 16 were multiparous. The average birthweight was 3.27kg (range 1.85- 4.13). The average time from delivery to first void 7h 40m (range 2-13hrs n=10) excluding those who had a Urinary catheter inserted directly once >6hours had passed and retention was diagnosed.
Almost 90% of women who developed Urinary retention had either an epidural/ spinal as analgesia. Approximately 30% of women who developed urinary retention in the postnatal period had a normal vaginal delivery. Interestingly 94% of our cohort were greater than Para 1 and had no history of voiding difficulty either in previous pregnancy or antenatally.
1. Bennets, 1941
2. Hinman, 1976; Versi 1987; Mills, 1998

PERINEAL BODY DEFECT WITH INTACT VAGINAL ORIFICE IN A PRECIPITOUS LABOUR – A CASE REPORT
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Abstract

Perineal Body is a structure that plays an important role in pelvic organ support. Perineal Body injury during labour is usually associated with a tear through the vaginal orifice or with anal sphincter injury. Injury involving the rectovaginal septum is usually associated with anal sphincter injury. Injury with an intact anal sphincter is rare. Rectovaginal septum injury has been associated with development of rectocele. We report an unusual complication of precipitous labour with injury to the perineal body with intact vaginal orifice in a primiparous lady.

A 30 year old Asian primigravida booked at 11 weeks gestation. She was diagnosed with Gestational Diabetes Mellitus (GDM) at 29 weeks, and started on insulin at 33 weeks gestation. The pregnancy was further complicated with diagnosis of Obstetric Cholestatis at 36 weeks. Labour was induced at 37 weeks with prostaglandin due to worsening liver enzymes, persistent pruritis and reduced fetal movements. Spontaneous rupture of membranes occurred 5 hours after prostaglandin administration and she progressed very quickly in the first stage of labour. As the head was crowning in second stage, the fetal head was visible through a 4 cm defect between the vaginal orifice and the rectum. The vaginal orifice remained intact with no vaginal bleeding. A right mediolateral episiotomy was done to protect against anal sphincter injury but unfortunately a third degree tear occured and was repaired in theatre. She recovered well, and discharged home four days later. She was followed up in the Perineal clinic 3 months post-delivery and was asymptomatic with no faecal incontinence.
Tearing of the rectovaginal septum and delivery of the fetal head through the perineal body is an unusual complication of childbirth. Isolated rectovaginal defect with intact anal sphincter during parturition is rare and review of the literature revealed very few cases. According to Simhan et al (2004), several factors may play a role the aetiology of rectovaginal septal injury. This includes instrumentation, high birth weight, persistent occipitoposterior presentation and nulliparity.
Rectocele is an outpocketing of the anterior rectal and posterior vaginal wall into the lumen of the vagina. It is fundamentally a defect due to either stretching of tearing of the rectovaginal septum. The most common causes of rectoceles are obstetric events, especially traumatic events. Shortening of the second stage of labour may decrease the risk of denervation and subsequent pelvic floor damage. In our case, an episiotomy may have prevented worse rectal injury if the fetal head delivered through the defect in the perineal body. Unfortunately with the strong force of the descent in the precipitous second stage, the lady sustained a third degree tear. 
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A MULTIDISCIPLINARY SURGICAL APPROACH FOR THE TREATMENT OF RECTAL ENDOMETRIOSIS
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Abstract

AB is a 35 year old multiparous lady who presented to the gynaecology services 15 years ago with the symptoms of with cyclical lower abdominal pain and menorrhagia. Investigations at that time included a diagnostic laparoscopy which demonstrated endometriotic deposits in the left ovarian fossa. Various medical treatments were used for symptom relief including the combined oral contraceptive pill, the intrauterine mirena device and GnRH analogues with little benefit. 
She was further reviewed by the gynaecology services in 2009. Her symptomatology at this time included ongoing pelvic pain, loose bowel motions, severe dyspareunia, dyschezia and cyclical rectal bleeding. She had a diagnostic hysteroscopy, D&C and laparoscopic excision of endometriosis in April 2010. The rectum was densely adherent to the posterior aspect of the uterus at the level of the junction of the uterosacral ligaments. The rectum and left ovary were also adherent to the left pelvic sidewall. The right ovary demonstrated superficial endometriotic deposits. The ovaries were mobilised using blunt dissection. Blunt and sharp dissection was used to reflect rectal peritoneum from the posterior aspect of the uterus. Further excision of endometriotic disease included removal of a nodule from the upper posterior vagina, and excision of the left uterosacral ligament. Surgery was complicated by a 2cm longitudinal rectal serosal tear. Intra-operative inspection by a colorectal surgeon demonstrated no rectal muscularis injury. Post-operatively, symptoms recurred after just four months and the patient opted for a laparoscopic total or subtotal hysterectomy. depending on the intra-operative findings. The operation however had to be abandoned due to the severity of rectal adherence to the posterior aspect of the uterus; a colorectal surgeon attended for an opinion on future management. 
The patient had outpatient review by the colorectal surgeon and a multidisciplinary surgical approach was planned. In July 2012 she underwent a laparoscopic hysterectomy and laparoscopic low anterior resection of the rectum with a defunctioning loop ileostomy. The rectum was mobilised to the pelvic floor posteriorly. No healthy rectal tissue was observed until the distal rectum. The rectum was transected 3cm above the level of the anal sphincter. An anastomosis was performed using a circular stapling device and a defunctioning loop ileostomy was performed. The patient had an unremarkable post operative recovery. On review three months post-operatively she described a dramatic improvement in her quality of life,with a 90% reduction in her reported pain. She is currently awaiting reversal of the defunctioning loop ileostomy. She has been commenced on the oral contraceptive pill to reduce the risk of disease recurrence. 
This case serves to highlight the severity of symptoms, the impact on quality of life, the difficult and challenging approaches to care and the need for a multidisciplinary surgical approach of rectal endometriosis in a centre with expertise. 

CLOSURE OF SKIN IN LAPAROSCOPIC INCISIONS: SUBCUTICULAR VERSUS TRANSCUTANEOUS SUTURES
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Diagnostic or operative laparoscopy is one of the most common operations in gynaecology. The benefits of minimally invasive surgery as opposed to the traditional open surgical approach are reduced pain, shorter hospitalisation and improved cosmetic results due to decreased scarring. There are several methods of closing laparoscopic port-site incisions. Different suture techniques are used, including subcuticular and transcutaneous sutures. The choice of technique used is often based on the surgeon's personal experience. There is insufficient evidence to show which technique is superior in terms of cosmesis, wound healing and complications. With increasing number of laparoscopic surgeries being performed it is important that we adopt the most cosmetic and efficient incision closure technique.

This was a prospective, randomised controlled trial of 64 women undergoing elective laparoscopy in Cork University Maternity Hospital. Follow-up was performed by telephone questionnaire at 6 weeks and 3 months post-operatively. We aimed to determine cosmetic outcomes and patient satisfaction of subcuticular and transcutaneous suture closure of laparoscopic wounds and to assess the impact of these suture techniques on wound complications. 

There was no statistically significant difference with regards patient cosmesis (mean cosmetic score of 1.2 in subcuticular group, 1.1 in transcutaneous group, scale 0-best to 10-worst) and satisfaction (5.8/7 in subcuticular group, 5.94/7 in transcutaneous group) at 6 weeks and 3 months post-operatively. Wound appearance and infection rates were not statistically significant between the two groups.
Cosmetic outcomes from subcuticular and transcutaneous closure of laparoscopic port-sites are similar at 6 weeks and 3 months post-operatively.

ESSURE HYSTEROSCOPIC STERILISATION AS AN AMBULATORY PROCEDURE IN A TEACHING HOSPITAL IN BELFAST
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Abstract

ESSURE is a permanent, non-incisional, hysteroscopic sterilisation procedure which provides an alternative to the traditional laparoscopic approach. Data suggest that it is an acceptable ambulatory procedure with high patient satisfaction and very low failure rate 1. In our unit, all sterilisations were carried out laparoscopically prior to 2011, with a lifetime risk of failure for tubal occlusion of 1:200. Unit data suggested that 25% of patients required overnight hospitalisation because of pain or nausea. The aim with introduction of ESSURE in January 2011 was to perform as many cases as possible without the need for general anaesthesia.

Prospective data collection on 98 patients undergoing ESSURE sterilisation, from January 2011 to date by two consultant gynaecologists was included in the analysis. Demographics, operative details and post procedure follow-up were recorded and analysed.

18/98 (18%) had an additional procedure at time of ESSURE. 10 underwent concurrent endometrial ablation which has presented problems with follow-up and is no longer performed concurrently. 77 patients (79%) had a premed with no additional anaesthetic medication. 10 (10%) patients had the procedure performed electively under general anaesthesia (at the beginning of the learning curve for one or other of the surgeons). Patients were asked to score pain on insertion of the device to each fallopian tube (verbal rating score, 0-10). The average pain scores were: Left: 3.2 (Range 0-7), Right 3.6 (Range 0-10). Mean device placement time was 235 seconds (Range 75 – 660 seconds). 
95% of patients had initial bilateral placement of devices. 2 patients with initial unilateral placements subsequently underwent successful bilateral placement = 97% successful placement rate overall. 3% had abandoned procedures & failed coil insertion (secondary to pain with a stenosed cervix/ ostia). 
Follow-up with initial AXR (Abdominal X-Ray) and subsequently HSG (Hysterosalpingogram = 20 cases) if AXR unsatisfactory, shows 100% satisfactory device placement to date and confirmation of sterilisation. Difficulties with follow up were more frequent in patients having concomitant endometrial ablation as HSG could not be performed. Two such patients await laparoscopy to confirm device location. There was one case of post ESSURE/Novasure haematometra requiring drainage and no pregnancies have been reported in our case series.

ESSURE is a safe, effective and well tolerated procedure for women seeking permanent contraception in this population. In our series 97% cases have achieved bilateral placement and 100% confirmation of correct device location to date. Data continues to be collected and may differ at time of Congress presentation. 
1. Palmer and Greenberg. Transcervical sterilization. A comparison of ESSURE permanent birth control system and Adiana permanent contraception system. Reviews in Obstetrics & Gynaecology 2009;2(2):84-92.

MEDGYN ENDOSAMPLER VS ENDOCURETTE IN AN OUTPATIENT HYSTEROSCOPY CLINIC
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Abstract

Outpatient hysteroscopy and endometrial biopsy is a safe and cost-efficient alternative to general anaesthesia and hysteroscopy, dilatation and curettage (D&C) in the investigation of abnormal uterine bleeding. In our unit, either MedGyn Endosampler( or Endocurette( is used. Published literature has reported that 13-20% of samples obtained by the first commonly-used endometrial sampling device, Pipelle( were inadequate for histological analysis. However, literature reporting the adequacy of samples obtained by MedGyn Endosampler( and Endocurette( are still lacking. Outpatient Hysteroscopy is associated with some discomfort as the patient is not anaesthetised. We advise that oral analgesia is taken an hour prior to the procedure and use local anaesthetic when necessary. Published literature has reported mean pain scores of 1-5 with Pipelle(. However, pain scores for neither MedGyn Endosampler( nor Endocurette( have been published or compared. 
We compared pain scores, handling, and adequacy of samples in MedGyn Endosampler( and Endocurette(.
This was a prospective, randomised trial involving women attending the Outpatient Hysteroscopy Clinic at Cork University Maternity Hospital. Women divided into post- and pre-menopausal were randomised to MedGyn Endosampler( or Endocurette(. Pain scores, handling, sample adequacy and histology were reported.
One-hundred-and-six (106) women were included: 51 post- and 55 pre-menopausal. Mean pain scores were 4.58 and 5.83 in the post- and pre-menopausal MedGyn Endosampler( groups; and 4.88 and 4.69 in the Endocurette( groups respectively. More women in the pre-menopausal MedGyn Endosampler( group had pain scores ≥5 (p 0.02). Among those who were not given local anaesthetic, mean pain scores were 2.30 and 3.39 in the Endocurette( vs MedGyn Endosampler( groups respectively, with significantly more women with pain scores ≥5 in the MedGyn Endosampler( group (p 0.05). 58.3% and 88.8% of the post- and pre-menopausal Endocurette( groups had repeated insertions (≥2 insertions) compared to 12.5% and 10.7% in the Medgyn Endosampler groups (p 0.002 and p 0.0001). Inadequate sample rates in the Endocurette( vs MedGyn Endosampler( groups were 13.73% and 16.67% respectively. There was no difference in difficulty of handling between matched groups. Post-menopausal women had more inadequate samples compared to pre-menopausal women (p 0.0025).
We report significantly less number of insertions with MedGyn Endosampler( which may reflect in a lower risk of infection. However, pain scores were significantly higher in this group. The number of inadequate samples in post-menopausal women questions the necessity of biopsy with a normal hysteroscopy.

SAVE OUR SURGEONS: STRESS LEVELS REDUCED BY ROBOTIC SURGERY
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Abstract

Laparoscopic surgery provides numerous perioperative patient beneﬁts. However, this is at the cost of decreased ergonomic comfort for the surgeon performing the procedure. Robot-assisted laparoscopic surgery (RALS) offers similar patient benefits to straight stick laparoscopic surgery (SSLS) with a potentially more ergonomically friendly environment for the surgeon. One recent study indicated that RALS may have a positive impact on physiological stress parameters when compared to SSLS, demonstrated by decreased heart rate and increased heart rate variability (HRV). HRV measures include root mean square of successive differences (RMSSD) and standard deviation of N-N intervals (SDNN). Higher HRV results from decreased sympathetic nervous system (SNS) input, reflecting lower stress levels. However, it is currently unknown if RALS or SSLS affect SNS stress parameters such as skin conductance, or if there is any influence on the hypothalamic-pituitary-adrenal (HPA) axis that regulates cortisol levels.This study aimed to assess differences in user stress levels to test the hypothesis that RALS is less stressful for the surgeon. In this study, 16 surgically inexperienced male medical students performed four tasks with both standard laparoscopic instrumentation and a DaVinci© robotic system. The 3-Dmed® task kit, a validated training tool for laparoscopic surgery was used. Blood pressure was taken before and after task performance. Skin conductance level (SCL) and heart rate were recorded continuously using a NeXus-4 ambulatory monitoring device. Pre and post-task saliva samples were collected to determine cortisol level using ELISA and task performance was measured using a time-action analysis.
• SCL: signiﬁcantly higher during SSLS Vs. RALS task performance. (8.03 ± 0.96 vs 6.71 ± 0.69 p=0.027) 
• Cortisol levels: higher during SSLS Vs. RALS task(8.19 ± 15.62 vs 17.10 ± 16.44 p=0.73) not statistically signiﬁcant.
• Blood pressure: higher during SSLS Vs. RALS task (0.50 ± 2.99 vs 4.23 ± 1.34 p=0.22) not statistically signiﬁcant.
• RMSSD: signiﬁcantly lower during SSLS Vs. RALS task performance (69.91 ± 6.88 vs 33.00 ± 4.90 p< 0.01) 
• SDNN: signiﬁcantly lower during SSLS Vs. RALS task performance (77.82 ± 6.55 vs 54.97 ± 5.42 p< 0.01)
This study confirms that RMSSD and heart rate are adversely affected, while performing surgical tasks with SSLS instrumentation in comparison to the DaVinci robotic system. This study also found that SDNN is adversely affected during SSLS task performance, a finding not previously described. Both cortisol and blood pressure levels were higher in SSLS Vs. RALS, which support the hypothesis that RALS is less stressful for the surgeon. Further, larger studies are required to determine if these changes are significant. SCL, a sensitive measure of SNS arousal and stress, was significantly higher during SSLS tasks than RALS. This new finding further demonstrates lower stress levels when using RALS instrumentation. Therefore, this study provides early indicators that RALS decreases surgeon's stress levels with the possibility of improving stamina and productivity in the operating theatre.

SHOULD THE TERM "PREGNANCY OF UNKNOWN LOCATION" BE ABANDONED?
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Abstract

Pregnancy of unknown location (PUL) refers to cases where there are no signs of intrauterine or extrauterine pregnancy on transvaginal ultrasound as well as no evidence of retained products of conception. PUL is an ultrasound classification and not a final diagnosis. Women with a diagnosis of PUL should be monitored closely until ectopic pregnancy has been excluded. The most recent report of the Confidential Enquiry into Maternal Deaths in the United Kingdom suggested that the term PUL should be abandoned and that "an early pregnancy ultrasound which fails to identify an intrauterine sac should stimulate active exclusion of tubal pregnancy" (1).
The Early Pregnancy Assessment Unit in the Coombe Women and Infants Maternity Hospital recorded 3,900 patient visits during the study period. Women with no evidence of an intrauterine or extrauterine pregnancy on transvaginal ultrasound, including women with a clinically presumed complete miscarriage were classified as having a PUL. These patients were followed with serial serum βhCG measurement and further ultrasound scans as appropriate. We examined 190 cases of women with a diagnosis of PUL who presented to the Early Pregnancy Assessment Unit in the Coombe Women and Infants University Hospital between September 2011 and September 2012. Data was obtained retrospectively from routine information ascertained at the time of initial consultation and from patient records. Variables studied included maternal age, gestation at presentation, serum βhCG at presentation, pregnancy outcome and duration of follow-up. Data was analysed using SPSS version 16. 
190 women had a diagnosis of PUL at their initial presentation to the Early Pregnancy Assessment Unit. Gestation at presentation ranged from four weeks to twelve weeks with the average gestation at presentation being seven weeks. 158 women (83.1%) were subsequently diagnosed with complete miscarriage. 18 women (9.5%) had an ongoing intrauterine pregnancy. 14 women (7.4%) were diagnosed with an ectopic pregnancy at a subsequent visit. Of the ectopic pregnancies, one was managed conservatively, one had successful medical management with single-dose methotrexate, nine had laparoscopic surgical management and three women had medical management with methotrexate followed by surgical management. The average number of samples taken for serum βhCG measurement was 2.3 and the average duration of follow-up of all women was 5.8 days. 
The incidence of PUL in women attending our unit was 4.8%. This is low compared to that reported elsewhere and may reflect the experience of the clinicians and monographers involved (2). Conservative management of pregnancy of unknown location is safe when carried out in a setting which enables patients to be monitored closely with rapid access to transvaginal ultrasound and serum βhCG quantification. Women with a "presumed" complete miscarriage should be managed as pregnancy of unknown location in order to avoid misdiagnosis of ectopic pregnancy.  
1. Centre for Maternal and Child Enquiries (CMACE). Saving Mothers' Lives: reviewing maternal deaths to make motherhood safer: 2006-2008. 

A CASE OF POSTABLATION TUBAL STERILIZATION SYNDROME
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Introduction

To discuss a case report on postablation tubal sterilization syndrome
Case report
A 42 year old presented with chronic abdominal pain one year post ablation. She also gave a history of cyclical acute episodes. She had tubal ligation in 2008. Ultrasound scanning showed haematometra with possible right tubal proximal dilatation. She had no relief with the GnRH analogue and some relief with hysteroscopic decompression of haematometra. Eventually she had total abdominal hysterectomy with bilateral salpingectomy which relieved her symptoms.
Discussion

At first, total endometrial ablation seemed extremely safe in the short term. However, as time passed, certain unique long-term complications became evident. The problem is that after this procedure, intrauterine scarring and contracture can occur. Any bleeding from persistent or regenerating endometrium behind the scar may be obstructed and cause problems such as central hematometra, cornual hematometra, postablation tubal sterilization syndrome, retrograde menstruation, and potential delay in the diagnosis of endometrial cancer.
Bae et al in 1996 found 8.4% of patients with previous tubal surgery after ablation develop clinical and pathological findings consistent with post ablation tubal sterilization syndrome. Mccausland et al in 2002 did a ten year follow up and found this syndrome in 10% of patients with previous tubal surgery post roller ball ablation.
Concusion

Mccausland et al have suggested that modification like partial endometrial resection may prevent the syndrome. They have also suggested that the hysteroscopic decompression of haematometra and gonadotropin releasing hormone analogue can only be partially successful but satisfactory treatment requires hysterectomy with salpingectomy. 

ROBOTIC SURGERY – SO WHAT DOES IT COST
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Abstract

Robotic Surgery is associated with reduced hospital stay compared with open surgery. While the initial outlay is expensive, the increased number of patients amenable to this minimal access approach compared with conventional 'keyhole surgery' has the potential for financial savings. Our aim was to show the cost per surgery and the potential for savings with increased caseload and reduced hospital bed stay.
A cost analysis was performed incorporating an audit of robotic surgery over the initial 3 years. This was performed using prospectively acquired data completed after each robotically assisted case. 
Depreciation and maintenance on the robot accounted for an outlay of €260,000/annum. Due to the learning curves and hospital constraints, in year 1 an average of 1.5 cases were performed per week at a cost of €5980/case, this cost reduced to €4250 over the next 2 years with an increase to 2.4 cases/week. We projected that if maximum usage of 9 cases/week was achieved the cost would reduce to €2523/case. In 2010 36% of all hysterectomies were performed robotically. The average length of stay for robot-assisted cases was 2 nights compared to 6-8 nights for open hysterectomy. The robotic approach is associated with savings of approximately €210,933/year compared with a similar tertiary referral hospital in Ireland with no robot.
Purchasing a robot is costly but associated with greater cost savings when reduced length of stay is accounted for. Furthermore, maximization of robotic use further decreases the cost per case. 
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AMH - SHOULD EVERY WOMAN HAVE ONE DONE?
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Abstract

The ovaries contain a finite number of oocytes within the primordial follicles ,as a woman ages, these deplete and reproductive capacity diminishes. Traditionally ovarian reserve has been measured using a day 3 FSH (Follicle stimulating hormone) and ultrasound measuring the antral follicle count (AFC). The disadvantages with these tests are that they can have intra and inter cycle variability. Anti-Mullerian Hormone (AMH) was introduced approximately 10 years ago and was purported to measure the size of the primordial follicle pool with minimal variability within and between cycles. It has since taken on the role of measuring ovarian reserve and also of evaluating PCOS, calculating the amount of stimulation in Assisted Reproductive Technology (ART) and is becoming useful in predicting age of menopause. AMH testing was introduced into NMH and MFC in 2011. How useful has it been in an Irish context reguarding infertility and gynaecological problems.
We reviewed 200 charts between 2011 -2012 where an AMH was performed in Merrion Fertility Clinic (MFC) . We analysed them for referral reason, age, history of ovarian surgery, endometriosis and PCOS. We divided AMH levels into:critically low (AMH<1pmol/L), very low (1-5 pmol/L),low (5-15 pmol/L) and normal (>15 pmol/L) in line with international data (1), and compared the demographics of each group. 
The mean age of the women studied was 36.21 years ( 23 to 43 years). 94.5% (189/200) of women were trying to conceive and 98.5% (197/200) wanted children. The majority of women were referred for infertility investigations – 93% (186/200). There was little variation in the mean ages of the AMH groups, but the majority of patients seen (75%) had a low AMH of between 1 and 15 pmol/L. A startling 17% of those under 30 had an AMH level of 5 or less as had 25% of those aged 31-35, 51% of those aged 36-40 and 74% of those over 40. Those with PCOS had higher levels but the numbers were too small to detect a significant difference in other clinical parameters.10% (20/200) had a critically low AMH (<1pmol/L), 31.5% (63/200) had a low AMH (1 to 5 pmol/L), 34% (68/200) had a moderately low AMH (5 to 15 pmol/L) and only 24.5% (49/200) had a normal AMH (> 15 pmol/L).
The high incidence of low levels of AMH in women attending our clinic is of concern. Even those who chose to start their family early, (<35 years) a significant number already had low levels. While much work has been done on AMH levels in those having assisted reproduction treatment, research should now focus on identifying those at risk of premature reduction in ovarian reserve. Should we be looking towards routine AMH screening for all young women? As techniques for oocyte cryopreservation improve, young women found to have low levels where natural conception is not an option may wish to look at oocyte cryopreservation.

AMH – A RATIONING TOOL FOR FUNDED ASSISTED CONCEPTION TREATMENT?
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Abstract

The value of anti- müllerian hormone (AMH) is becoming increasingly established in assisted conception cycles1. Whilst it has a clear role in identifying patients at risk of either an excessive or suboptimal response to controlled ovarian stimulation, there is less evidence regarding a threshold below which patients should not be offered treatment. With the introduction of an AMH assay into our unit, we wished to explore whether an absolute cut-off value should be applied, below which patients should not be offered NHS funded treatment.

All women with an AMH ≤ 4 pmol/L were identified over a 12 month period from 1st April 2011 to 31st March 2012 in the Regional Fertility Centre, Belfast. Treatment outcomes were evaluated in those who had undergone IVF/ICSI treatment by reviewing computerised records (IDEAS™) and patient charts.
Forty two patients were identified with an AMH of ≤4 pmol/L. Median age was 37yrs (IQR 34 - 39). Three patients elected not to pursue any further treatment. The median AMH level was 2.5pmol/L (IQR 1.6 – 3.2) with a median FSH of 7.2 U/L (IQR 5.5 – 9.4). All patients underwent a conventional long agonist stimulation protocol. Median total gonadotrophin dosage was 2625IU (IQR 2231.25 -3675). Seven patients (16.7%) had failed stimulation. The median number of eggs retrieved was 3 (IQR 1 – 4.5). Median fertilization rates were 50% (IQR 0-80). There were 5 biochemical pregnancies (11.9%) resulting in two singletons, a twin pregnancy and two miscarriages. Median AMH in those who got pregnant is 2.6 (IQR 1.9-4).

The clinical pregnancy rate in women with a low AMH (<4 pmol/L) is poor. However, caution should be exercised when using an AMH result to decide whether or not a patient should be offered NHS funded treatment. In our study, there is insufficient evidence to advocate its use as a rationing tool for NHS funded treatment.
References

1. Nelson S, Yates R, Fleming R. Serum anti-müllerian hormone and FSH: prediction of live birth and extremes of response in stimulated cycles- implications for individualisation of therapy. Human Reproduction 2007; 22(2414-2421)

AN UNCONVENTIONAL APPROACH TO CONCEPTION
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Abstract

A 38 year old woman was referred for further management as she wished to conceive. She had a 14 year history of severe vaginismus and had undergone extensive psychosexual counselling without success. 
She was happily married and could identify no reason for her vaginismus. She was unable to tolerate digital examination. Her physical examination and hormonal profile were otherwise normal. Her husband's hormonal profile and semen analysis were within normal limits. Use of botulinum toxin and progressive dilatation under anaesthesia failed to improve the condition.
It was decided to trial intrauterine injection (IUI). Follicule stimulation was achieved by using a combination of Clomifene Citrate, 8% Progesterone Vaginal Gel, Cetrotide Cel, Follitropin Alpha and Choriogonadotropin Alpha. As conventional devices could not be passed; it became apparent that an alternative approach would need to be adopted. An Ambu®aScope™2 flexible intubation scope licensed for use in anaesthetics was used. Informed consent was obtained from the patient that this was an off licence use that had never been trialled before. IUI procedures were undertaken using this method. After 3 cycles the patient decided against further treatment for personal reasons. She did not become pregnant.
There are no recorded cases in the literature of use of an intubation scope for use in IUI. In this difficult scenario it was the only practical method that was available to gain access to the uterus – the ability to manoeuvre the scope internally from an external point was crucial to its usefulness. Although a pregnancy was not achieved in this case; we feel that this method may be useful in others with difficult uterine access.

CLINICAL RELEVANCE OF TESTING FOR SPERM DNA DAMAGE USING THE COMET ASSAY
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Background 

Controversy exists as to the indications for and against the value of testing for sperm DNA damage in an IVF setting.
Aim of study
To assess whether performance of a test for DNA damage influences clinical practice in an ART clinic.
Methods 

Prior to DNA testing, 139 patients had at least one previous semen analysis (SA) and sperm preparation (Density Gradient Centrifugation) as per WHO 2010 recommendation. On day of DNA testing, neat semen was analysed for basic semen parameters and an aliquot of the sample was immediately cryopreserved using a SpermFreeze media (FertiPro). Cryopreserved samples were transferred in a dry shipper for subsequent DNA damage testing using the Comet Assay. This test is more specific than others as it measures DNA damage per sperm. Ranges and recommended treatments are as follows; normal and suitable for IUI < 25%, abnormal but suitable for IVF 26-50%, require ICSI >50%.

Only couples initially suitable for IUI or IVF treatment were tested further for DNA damage. Patients whose initial SA and preparation indicated ICSI were excluded from the study. The number of cases changing from IUI to IVF/ICSI or IVF to ICSI, based on the DNA damage result was investigated. 
Results: A total of 139 men had DNA damage testing performed. 30 (21.6%) were classified as having normal DNA, 104 (74.8%) were abnormal but ≤ 50% and 5 (3.6%) were >50%. 

Table 1 shows the correlation between initial planned treatment based on SA, sperm preparation and clinical parameters and subsequent DNA damage testing

	DNA DAMAGE PER SPERM     

	INITIAL PLANNED RX (lab and clinical)
	<25% (n=30)
	26-50% (n=104)
	>50% (n=5)

	IUI (n=25)
	6
	17
	2

	IVF (n=114)
	24
	87
	3


Based on a combination of female fertility factors (e.g. endometriosis, tubal disease) and initial SA and preparation, couples were planned for either IUI or IVF treatment. However, based on further testing of their DNA damage, 17/25 (68%) couples were transferred from IUI to IVF treatment, 2/25 (8%) from IUI to ICSI and 6/25 (24%) remained in the IUI group. 3/114 (2.6%) were transferred from IVF to ICSI treatment, 87/114 (76%) remained in the IVF group.

Discussion

Our small pilot study indicates that a significant number 19/25 (76%) of those initially planned for IUI treatment have a high percentage of DNA damage and may be better treated with IVF or ICSI. A smaller number of those planned for IVF 3/114 (2.6%) showed a very high level of damage and may be better served with ICSI treatment. This low number reflects prior exclusion of ICSI cases based on initial SA and preparation. While testing for DNA damage has influenced to some degree our clinical practice, its true value may be elucidated further by following up subsequent treatment outcomes of this study group.

ELECTIVE SINGLE BLASTOCYST TRANSFER – WHERE HAVE ALL THE TWINS GONE?
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Introduction

Multiple births constitute the most serious complication for both mother and children after invitro fertilisation (IVF)/ Intra cytoplasmic sperm injection (ICSI) treatments. In the past, to increase pregnancy rates most IVF centres have transferred multiple embryos, resulting in more than half of the children born after IVF/ICSI originating from multiple pregnancies.
High order pregnancies are no longer accepted as an unavoidable consequence of ART therapy. In many centres, the transfer of one embryo is standard policy and enforced strictly by law or practitioner decision. However, in some countries, such as Ireland, there is no regulatory body to enforce elective single embryo and, regrettably, the continued transfer of two embryos will have little effect on twin birth rates. 
Since March 2008, we have employed a policy of elective single day 5 embryo transfer (eSBT) at the HARI unit, in patients who have been identified as possible high risk of multiple births, such as those with previous parity, favourable tests of ovarian reserve and/ or only male factor infertility. The aim of this study was to compare pregnancy rates and multiple pregnancy rates in patients who were recommended for an eSBT versus those who chose an elective day 2 double embryo transfer (eDET).
Materials and Methods
We undertook a retrospective data analysis of all IVF/ICSI cycles from March 2008 until March 2012. All females in the study groups were ≤ 40 years of age and all had either eSBT or day 2 eDET with excess embryos to freeze. Data was processed in a Microsoft excel spreadsheet and analysed in SPSS v.18.0. Proportions were compared using Chi square test or Fisher's exact test if an expected count was less than 5. Statistical significance was considered at p<0.05.
Results

We analysed 1113 cycles of IVF/ICSI, where 581 couples had an eSBT and 532 couples had an eDET. The overall clinical pregnancy rate (CPR) per embryo transfer was 46% for both groups. However, the multiple pregnancy rate (MPR) was significantly higher in the eDET group, 13.91% versus 1.38% in the eSBT group (p=<0.0001). According to the laboratory procedure employed, IVF (n=606) and ICSI (n=507), we found no significant difference in CPR between the eSBT and eDET groups, 46% v 44%, (p=0.821), 45% v 47% (p=0.812) respectively. The MPR for IVF eSBT was 0.85% compared to 13.89% for the IVF eDET group (p=<0.0001). In ICSI cycles the eSBT MPR was significantly lower when compared with the eDET cases, 2.20% v 13.93% respectively. We had one confirmed triplet pregnancy from the ICSI eDET group.
Conclusion

Our results show that individualising the embryo transfer policy is the only way to minimise the risk of a multiple pregnancy without compromising the pregnancy rate. Both clinical and embryological factors are important in helping us to recognise the patients at risk for a twin pregnancy and to optimise the indications for eSET without affecting oveall pregnancy rates. 

IMPROVING PREGNANCY RATES IN IVF USING TIME LAPSE IMAGING FOR EMBRYO SELECTION
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Abstract

Retrospective analysis of the first 150 IVF and ICSI cases cultured in the Embryoscope incubator from Feb to Sept 2012, comparing embryo quality and pregnancy rates to standard incubation. One individual case study is described showing improved blastocyst development using the Embryoscope incubator, in a patient with 5 failed cycles of IVF. Nine blastocysts developed from 11 fertilised oocytes, two were transferred on day 5, and an ongoing clinical pregnancy resulted. A case report from the first baby born using this technology will be presented.
Embryo development is dynamic, and many embryos do not follow the usual, symmetrical cleavage patterns as described in the literature (The Istanbul Consensus, Hum Reprod 2011;26:1270-83, Neuber at al, Fertility & Sterility 2006;85:794-6). Using time lapse imaging with Ireland's first Embryoscope incubator, Galway Fertility are able to distinguish the embryos with the highest potential for pregnancy, with greater confidence than before. Taking an image of each embryo every 20 minutes and collating these for review by the embryology team allows for the observation of previously missed and unknown events. This allows for the de-selection of embryos with minimal potential for implantation. Direct cleavage from 1 to 3 cells, very short cell cycles, asynchronous cleavages and reverse cleavage are some of the events described. With reference to published data on new morphokinetic markers as indicators for increased or decreased potential for implantation, an improvement

The greatest increase observed was in the older IVF patient population, female age of 40-42 (n=23) 56% positive hCG per Oocyte retrieval. This translated into an ongoing clinical pregnancy rate per oocyte retrieval of 43%. Comparative results from standard incubation were 36.1% and 26.9% respectively (n=108).
A twofold increase in the number of viable blastocysts per cycle has also been achieved in the Embryoscope incubator, with over 30% of all cycles having embryos cryopreserved. This will allow for an increased cumulative pregnancy rate per attempt at IVF, which is better for the patient from an economical, emotional and health viewpoint. 

INITIAL EXPERIENCE OF NATURAL CYCLE IVF IN IRELAND
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Abstract

We describe the first natural ICSI cycle performed in Ireland, which led to a term pregnancy and live birth. This technique has the potential to provide successful treatment for a selected group of patients. Controlled ovarian stimulation has potential negative consequences such as ovarian hyperstimulation syndrome and multiple pregnancy¹. In contrast, ncIVF is associated with a negligible multiple pregnancy rate and no OHSS. 
A couple with a 2.5 year history of unexplained primary subfertility, female age 36 years and Anti-Mullerian hormone of 24.21pmol/L attended to discuss ART options, and decided to proceed with a natural cycle ICSI. Semen analysis showed oligozoospermia. On day 7 a 17mm follicle was evident in the left ovary and endometrial thickness measured 8mm with a triple line appearance. Hormonal profile showed LH=5.3U/L, E2=563pmol/L. Choriogonadotropin-a (Ovitrelle, Merck Serono) 6500IU was administered 32hrs before egg collection and one mature oocyte was retrieved. The metaphase II oocyte was injected and cultured until day 2 of development. A 4 cells grade 2a embryo was transfered with ease under transabdominal ultrasound guidance. Luteal support was given for 15 days (Crinone gel 8% b.d., Merck Serono, UK). A positive urinary pregnancy test was noted 16 days post transfer and ultrasound 3 weeks later demonstrated an intrauterine gestational sac with a single fetus (CRL 11.2mm, 7+2/40) with cardiac activity present. Pregnancy progressed uneventfully and a healthy female infant was delivered by vacuum delivery at 39 weeks weighing 8.3 lbs.
Natural cycle IVF is an effective treatment for ovulatory women undergoing assisted conception. Cumulative live birth rate after four cycles of treatment can reach 32%, comparable with 34% for conventional IVF². Yet, ncIVF is cheaper than stimulated IVF, less time consuming and requires less medication, with cost per cycle 20-23% of stimulated IVF². A potential downside of ncIVF is cancellation due to a spontaneous LH surge. Solutions include the use of indomethacin or GnRH antagonists which have been shown to postpone follicular rupture². To date, most ncIVF data is based on treatments offered to poor responders, more data on younger patients, particularly where a male factor is present, is needed, as high cumulative pregnancy rates should be achievable in this group.

1. Ingerslev HJ, Hùjgaard A, Hindkjnr J, Kesmodel U. A randomized study comparing IVF in the unstimulated cycle with IVF following clomiphene citrate. Hum. Reprod. 16. 696-702. 2001.
2. Nargund G, Waterstone J, Bland JM, Philips Z, Parsons J, Campbell S. Cumulative conception and live birth rates in natural (unstimulated) IVF cycles. Hum. Reprod. 16. 259-262. 2001

INTRA-UTERINE INSEMINATION - SHOULD THE OOCYTE BE KEPT WAITING?
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Abstract

Introduction Intrauterine insemination (IUI) is the first line, relatively non-invasive and cost-effective course of treatment for couples experiencing infertility. While the stimulation phase is well controlled with regular ultrasound scanning, there is still no consensus on the optimum time for insemination after the administration of hCG to induce oocyte maturation and follicle rupture. Whilst it is assumed that the optimum time should be as close to ovulation as possible, to-date studies exploring this question are lacking. The main aim of this study was to establish if pregnancy rates were affected by the presence or absence of the follicle/s at the time of IUI. We also examined pregnancy rates with regard to the number of IUI attempts and the infertility aetiology. Materials & Methods We undertook a retrospective data analysis of all IUIs from 1st January 2012 to 31st July 2012. We excluded all cases where the female was over 40. The treatments included natural cycle as well as stimulated (anti-oestrogens or FSH) IUI therapy. In stimulated cycles, over response resulting in cycle cancellation was diagnosed when more than 2 follicles over 14mm were present. Data was obtained from patient's charts and our electronic database system. All information was processed in a Microsoft excel spreadsheet and analysed. Proportions were compared using Chi square test or Fisher's exact test if an expected count was less than 5. Statistical significance was considered at p<0.05. Results We identified and analysed 80 patients who undertook 131 cycles of IUI in the 6 months study period. Twelve cycles (9.1%) were abandoned due to over response. The overall clinical pregnancy rate (CPR) per cycle started was 11% and 12% per inseminated cycle. In 50% of cycles the follicle was ruptured at time of IUI, in 50% it was still present. As such, the CPR per cycle was 12% in both groups (p=1.0). We found that couples diagnosed with endometriosis or unexplained infertility had the highest CPR per cycle of 16%. Overall the CPR for the 1st and 2nd attempts was the same at 13%. Only 5.5% of couples had a clinical pregnancy on their 3rd attempt of IUI. Conclusion We found no significant difference in CPR if the follicle/s was present or had ruptured at the time of IUI. This information should provide reassurance for couples undergoing such therapy. However, this analysis of data shall continue to ascertain if significance may be present in a larger cohort of patients. The decline in pregnancy rates at the third attempt suggests careful assessment of likelihood to conceive in subsequent cycles should be performed before couples are encouraged to continue therapy past the third IUI.

OUTCOMES OF PULSATILE GNRH TREATMENT IN WOMEN WITH HYPOGONADOTROPHIC HYPOGONADISM-AN IRISH EXPERIENCE
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Abstract

Hypogonadotrophic hypogonadism due to deficient endogenous GnRH secretion causes abnormal folliculogenesis with consequent anovulation. It is an uncommon etiology that leads to female infertility. Substituting pulsatile exogenous GnRH as a fertility treatment has been reported since the 1980's and several studies following its introduction has demonstrated promising safety and efficacy profiles. A retrospective study of patients attending a tertiary level fertility centre was performed from 2005-2011 aiming to measure the outcomes of treatment. 
Patients diagnosed with hypogonadotropin hypogonadism (LH<1U/L ± FSH<1U/L) had full fertility investigations prior to starting LH-RH treatment. Pulsatile LH-RH was administered subcutaneously using a Zyklomat pump set. The ovarian response was monitored with transvaginal ultrasonography and timed intercourse was advised once leading follicle reached 18mm.
Eight patients underwent 20 cycles of LH-RH therapy. Mean female age was 31 years and mean duration of infertility was 2.6 years. Eighty seven percent had secondary amenorrhoea with 6 women (75%) diagnosed with isolated LH deficiency. A response in first stimulation cycle was seen in three quarters of treatments and 50% of women achieved a pregnancy in that cycle. With subsequent treatments, 88% of couples achieved a pregnancy. Overall clinical pregnancy rate per cycle started was 40%. All pregnancies were singleton with the exception of a monochorionic diamniotic twin pregnancy which resulted in an intrauterine demise at 33 weeks.
The application of pulsatile GnRH therapy has revolutionised the treatment of hypogonadotrophic infertility through physiological induction of follicular maturation with subsequent ovulation. It should be the treatment of choice in women with hypogonadotrophic hypogonadism infertility as a high pregnancy rate can be achieved with the advantage of a very low risk of multiple pregnancy.

THYROID AUTOIMMUNITY IN AN IRISH FERTILITY CLINIC
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Abstract

Thyroid hormones are influential in reproductive physiology and thyroid autoimmunity has a higher prevalence in infertile women, especially among those with endometriosis or ovarian dysfunction. It is estimated to affect from 5-20% of women of reproductive age. Hypothyroidism can cause menstrual irregularities and is also more common in infertile women. The ovarian surface epithelium and oocytes of primordial, primary and secondary follicles show strong immunostaining for thyroid-stimulating hormone receptors. Therefore it is no surprize that the thyroid gland and gonadal axis interact continuously before and during pregnancy. The presence of thyroid autoimmunity is not thought to interfere with implantation but is implicated in early miscarriage (1). New guidelines from endocrinologists advise that if a woman is anti-thyroid peroxidase antibody (anti-TPO) positive, her thyroid stimulating hormone (TSH) should be kept between 1 and 1.5 mIU/L. If she is anti-TPO antibody negative then her TSH should be kept below 2.5 mIU/L. We set out to estimate the levels of thyroid autoimmunity in women attending an Irish fertility clinic.
We reviewed the charts of 105 women attending Merrion Fertility Clinic who had their anti-TPO antibody level measured as part of a standard fertility profile work-up in 2011 and 2012. TSH levels in this group were correlated with age, menstrual history and anti-mullerian hormone (AMH) levels. The percentage of women attending the clinic who were antibody positive and the number who had a TSH that required treatment with levothyroxine were calculated.

Of the 105 women who were tested for anti-TPO antibodies, 26% (27/105) were positive. The clinical features of those who were anti-TPO positive and negative are shown in the table. 

	
	Anti-TPO positive
	Anti-TPO negative

	Age (Mean)- years
	35.85 
	36.14

	History of endometriosis
	4/27 (15%)
	15/78 (19%)

	History of PCOS
	4/27 (15%)
	10/78 (13%)

	AMH < 15 pmol/L
	21/27 (78%)
	54/78 (69%)

	AMH < 5 pmol/L
	8/27 (30%)
	30/78 (38%)


Of the women who were positive, 37% (10/27 = 37%) had a TSH level less than 1.5 mU/L, meaning they did not require treatment. However the majority, 63% (17/27) had a TSH over 1.5 mU/L and therefore required treatment. 

There were 9 women who were anti-TPO negative and had a TSH greater than 2.5 mIU/L, classifying them with clinical sub-thyroidism. These also required treatment, bringing the total requiring levothyroxine to 26/105 or 25 %. 
A quarter of women attending our fertility clinic tested positive for anti-TPO antibodies and almost two thirds of these required treatment with levothyroxine. These findings are similar to those in the literature (2). It remains to be seen whether this influences pregnancy outcome for our patients. Screening for thyroid dysfunction and managing positive results, is an onerous task and stressful for patients who test positive. However, if it improves pregnancy outcome it must be included as part of standard fertility work-up. 

QUALITY OF LIFE AMONG THOSE ATTENDING FOR FERTILITY INVESTIGATIONS AND TREATMENTS
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Abstract

The FertiQoL questionnaire is the first internationally validated instrument to measure quality of life (QoL) in both men and women experiencing fertility problems. Infertility is a life changing diagnosis, which can significantly affect both male and female partners. The development of a QoL questionnaire offers practitioners a new tool for assessing the real impact of infertility upon couples, as well as a means to change practice according to these newly discovered needs. This research aims to evaluate the affects of infertility on an Irish population through the use of the psychometric properties of the questionnaire.

Patients were asked to independently fill out a QoL questionnaire before they were seen at the Infertility Clinic. Patients were divided into two groups; those who had never been seen before (first visits) and those who had been seen before (second visits). No demographic questions were asked. 
A total of 103 questionnaires were received. Of these, 70 patients attended for their first visit, 34 males and 35 females. Thirty-four patients attended for their second visit, 17 males and 17 females. Depression and feelings of sadness were significantly increased in those patients attending for their second visit, compared to first time attendees (p=0.002). Patients who attended for their second visit also had significantly greater impairment of thoughts and concentration (p=0.003) and greater interference with their day-to-day work or obligations (p=0.002). When asked about the ability to move ahead with life's goals and plans, patients attending for their second visit were much more likely to be affected by their infertility, too (p=0.013). The experience of grief in not being able to have a child (or more children) is increased for those attending for their second visit (p=0.023). As expected, infertility had more negative effects on QoL and health in women compared to men.
The QoL questionnaire allows characterisation of the impact of infertility on quality of life. Our findings draw attention to the importance of offering patient support to couples attending for infertility advice, particularly after the initial visit as results and options discussed can have a significant impact on couple's quality of life. The negative impact of infertility on QoL is more evident in females compared to males. Nevertheless, support strategies should target both partners.

SURGICAL MANAGEMENT OF SYMPTOMATIC RUDIMENTARY HORN OF BICORNUATE UTERUS FOLLOWING TUBAL LIGATION: CASE REPORT
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Abstract

Bicornuate uterus is a rare congenital malformation caused by fusion defects of the müllerian duct during embryogenesis. It is associated with increased adverse reproductive outcomes, dysmenorrhoea and pelvic pain. In this abstract a case is presented to highlight the development of haematometra in the rudimentary horn of a bicornuate uterus after tubal ligation.   
A 31 year old gravida 4 para 3 self referred with a history of severe low abdominal pain for 5 months following tubal ligation. The physical examination revealed low abdominal tenderness and the TVS showed haematometra to the right horn in a bicornuate uterus.   Her menarche was when she was 15 years old and she describes dymenorrhoea and several episodes of menorragia since then. She has an 11 year history of abdominal pain. On diagnostic laparoscopy to investigate the abdominal pain, a bicornutae uterus with rudimentary right horn, mild endometriosis, absence of right kidney and small bowel malrotation were discovered. She had one normal delivery and two Ceasarean sections for breech presentation. On her last Ceasarean section, seven months ago, she had bilateral tubal ligation. Three months after the procedure she developed haematometra on her right horn and had hysteroscopy and Mirena coil insertion to release her symptoms, with no effect. Subsequently, as fertility was not a concern, she had subtotal abdominal hysterectomy that resulted in relief of her pain.   
The occurrence of müllerian duct anomalies is 0.4% and the biocornuate uterus is estimated to occur in 0.1-0.5%. Although more often associated with fertility problems, it might be the cause of haematometra whenever a tubal safety valve out of rudimentary horn is blocked.
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TRENDS IN TWIN BIRTH OUTCOMES AT A DISTRICT GENERAL HOSPITAL, 1995-2007
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Abstract

The incidence of twin gestations has significantly increased over the last twenty years. Our aim was to evaluate the trends in the incidence of twin delivery and also analyse the gestational age and the mode of delivery of twin pregnancy at a District General Hospital.

A retrospective analysis of computer stored maternal data (NIMATS) over 12 years from January 1995 to December 2007 at a District General Hospital, Newry, Northern Ireland, was made to obtain the data
20,109 babies were delivered over 12 years out of which 608 babies were twins related to 304 twin pregnancies. Twin delivery rate at our unit surprisingly has remained around 1% over these years. Nearly 60% of twin pregnancies were term deliveries. 84 (28%) women delivered between 34-36+6 weeks while only 30 (9.86%) women delivered before 33+6 weeks of gestation reflecting on availability of neonatal care in the unit. The caesarean section rate overall was 44% (134/304), of which 43% (n=134) were elective, and 57% (n=134) were emergency, representing an emergency caesarean section rate of 25% of all twin pregnancies. The caesarean section rate increased from 46% in 1995 to 65% in 2007. The combined vaginal-caesarean delivery rate was remarkably low at 1.3% of all twin pregnancies. 

Our twin delivery rate almost remained in the same range but the caesarean section rate increased significantly. As the study was done at a District General Hospital, we are unable to comment on preterm deliveries and outcome before 34 completed weeks as those mothers were transferred to tertiary centres. 
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A DIAGNOSTIC STUDY TO DETECT THE ACCURACY OF PET/CT IN DETERMINING PARA-AORTIC NODE POSITIVE WOMEN WITH APPARENT LOCALLY ADVANCED CERVICAL CANCER COMPARED TO LAPAROSCOPIC PARA-AORTIC NODE DISSECTION IN THE NORTHERN IRELAND CANCER CENTRE
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Abstract

PET/CT offers advantages over other imaging modalities in the assessment of para- aortic nodal disease and the detection of distant metastasis. In our institution we used PET/CT to evaluate extra-pelvic disease prior to undertaking Laparoscopic Extra-peritoneal Para- Aortic Node Dissection (LEPAND). Para- aortic node involvement is an important prognostic indicator for women for cervical cancer. Detection allows tailoring of radiotherapy fields prior to the administration of chemo-radiotherapy.
Patients with stage IB2-IVA cervical cancer without evidence of para-aortic lymphadenopathy on pre- operative staging MRI were enrolled. All patients underwent clinical staging with EUA and cystoscopy prior to LEPAND. 
PET /CT was performed in 20 women out of 26 prior to undergoing LEPAND and then chemo-radiotherapy in 9 months from August 2011 to May 2012.
The PET/CT were performed in a single unit and reported by a dedicated group of Consultant Radiologists with a special interest in PET/CT. The area from the base of the skull to the proximal thighs was imaged.
LEPAND was performed by 3 gynae-oncologist. Dissection was performed from mid common iliac level to the left renal vein. The lymph nodes were submitted for routine sectioning and evaluation by a Histopathologist with a special interest in Gynaecological malignancy.
20/26 patients underwent PET/CT
3/26 commenced emergency chemo radiation without delay due to heavy bleeding
3/26 had a delay in scan which was then abandoned to avoid delay in definitive nodal staging and treatment.Patients were aged between 26-54 with a mean age of 30
All 26 patients were clinically staged between FIGO 1b2 and 2b. Nodal yield at time of surgical dissection ranged from 7- 30 nodes with a mean nodal yield of 9. No surgical complications were observed in this cohort
A sensitivity of 66% was observed and a 94% specificity.
With this early data this study has demonstrated PET/CT is a safe and feasible alternative to detecting para- aortic micro-metastases in patients with locally advanced cervical cancer, however we will continue to image this patients alongside LEPAND until robust evidence is available
APPLICATION OF IR SPECTROSCOPY AS A NOVEL TOOL TO IDENTIFY PROGRESSION OF CIN: A REVOLUTION IN CERVICAL SCREENING
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Introduction

Cervical cancer is the second most common cancer in women worldwide. Secondary prevention in the form of screening has been found to lead to a significant reduction in the incidence of invasive disease, through early detection and earlier intervention. The current method of screening for cervical cancer in the UK and Ireland is cervical cytology. Screening programmes must therefore continue, but the challenge in cervical screening is in detecting those patients who are at higher risk of tumour progression. The recently-introduced vaccination programme against HPV does not provide full protection against cervical cancer.

The published literature would suggest that only 11% of CIN1 lesions would progress to higher-grade disease. Up to 70% of CIN2 will also regress without treatment within 2 y post-detection although some 24% will progress to CIN3. Most women with CIN2/3 will be treated by an excision procedure. Currently, the most common method of excision treatment is the LLETZ/LEEP procedure. Women with CIN2 and those with persistent CIN1 are often treated by a LLETZ procudure. The risk of preterm labour increases with the size of the excision. We are in search of a test that will predict progression to avoid unnecessary treatments and reduce the need for over-surveillance of certain cases. Biospectroscopy is one such technique touted to be able to assess disease severity but has not yet been used to predict disease progression.
Aim

There is a suggestion that biospectroscopy is able to detect disease better than cytology because it produces a 'biochemical-cell fingerprint'. This study aims to test the potential of IR spectroscopy as a tool to predict progression as well as to identify wavenumbers, which assist in predicting disease progression [1].
Methods

This study was conducted over a period of one year. All samples were collected in Thin-Prep® as per routine practice in the two centres. A total of 67 samples were collected. Each sample was then analyzed using ATR-FTIR spectroscopy. A Tensor 27 FTIR Spectrometer with Helios ATR attachment (Bruker Optik GmbH) was used. Instrument settings were 32 scans, wavenumber spacing 8 cm-1, and interferogram zero-filling 2×.
Results

Using multivariate analysis on the derived dataset from IR spectroscopy, we were able to objectively identify samples with the ability to give rise to progressive disease [2]. The discriminating biomarkers underlying progression could also be isolated in loadings plots. IR spectroscopy is currently unable to differentiate between regressive and static disease.


Discussion

The application of IR spectroscopy appears to be a novel and inexpensive approach towards objectively identifying the potential to develop invasive disease.
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BRCA1 IMMUNOHISTOCHEMICAL STAINING AS A PROGNOSTIC INDICATOR IN UTERINE SEROUS CARCINOMA
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Abstract

The objective of this study was to investigate the relationship between BRCA1 protein expression, as determined by immunohistochemistry, and clinical outcome in uterine serous carcinoma. 
A tissue microarray (TMA) containing duplicate cores of 73 cases of uterine serous carcinoma was immunohistochemically stained with an antibody against BRCA1. The cores were scored in a semiquantatative manner evaluating both the distribution and intensity of nuclear staining. BRCA1 protein expression was correlated with progression free survival (PFS). 
Seventy two of 73 cases were assessable and there was a statistically significant decreased PFS for those cases exhibiting >76% staining of tumour cell nuclei (p=0.0023). 
Our study illustrates that low level of BRCA1 protein expression is a favourable prognostic indicator in uterine serous carcinoma; this is similar to the situation with ovarian high grade serous carcinoma. Further studies should focus on the BRCA status of uterine serous carcinomas at a molecular level and investigate whether BRCA1 protein expression is associated with response to chemotherapy in uterine serous carcinoma.

D-DIMER- A BIOMARKER IN GYNAECOLOGICAL CANCERS
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Abstract

The coagulation and fibrinolysis cascades are activated by cancer, resulting in a prothrombotic state. Coagulation involves activation of coagulation pathway proteins, through the intrinsic or extrinsic pathway, leading to thrombin generation, resulting in formation of fibrin from fibrinogen, the end product of coagulation. Fibrinolysis occurs through plasmin activation, causing formation of fibrin degradation products and D dimers. D-dimer is globally seen as a marker which indicates the activation of haemostasis and fibrinolysis, and is elevated after clot formation. Tumour cells possess the ability to stimulate local activation of the coagulation system and fibrin deposition, which has a key role in tumour cell stroma formation and tumour spread. Tissue factor expression is thought to be the main trigger for coagulation activation, and is expressed by tumour cells, thus allowing these cells to grow, spread and develop a rich blood supply. D dimer and fibrinogen levels have been shown to have prognostic value in lung, colorectal, gastric and breast cancers, with a recent cohort study by Ay et al 2012, highlighting that high d-dimer levels had a direct association with reduced survival outcomes in cancer patients. 
Aims

To correlate the baseline level of D- dimers and fibrinogen prior to treatment with tumour stage and metastatic potential in, patients with ovarian, cervix and endometrial cancer. 
Methods: Prospective study of D- dimer and fibrinogen levels in patients presenting to one of the main gynae-oncology centres in Ireland. Values were taken pre-operatively in those patients amenable to surgery, and taken in outpatients in those treated by chemotherapy or radiation therapy. 
Results

Fifty seven patients were recruited between June and October 2012. All were staged according to the latest FIGO staging, using clinical examination, histology, and imaging including CT, MRI and PET CT. There were a total of 22 cases of endometrial cancer, 25 cases of ovarian cancer and 15 cases of cervical cancer. D-dimers were measured using a Mini-vidas d-dimer ELISA. Fibrinogen levels were measured using the Clauss method. The normal limit of d-dimers was taken to be less than 500ng/ml, and fibrinogen to be 1.9-3.5 g/L. 73% of endometrial cancers showed an elevated d-dimer level, the median value being 1277, with a 80% of cases of stage 3 or more being elevated. 77% of ovarian cancers had an elevated d-dimer, with the mean value being 3931 with 89% of stage 3 or more being elevated. 53% of cases of cervix cancer showed an elevated d-dimer, the mean value being 914 with 70% of stage 3 or more cases being positive. Fibrinogen was also elevated in these cancers, however the correlation was not direct. 
Conclusion 

We have found there to be a direct link between elevated d-dimer levels and stage of gynaecological cancers. D-dimer has the potential to be a prognostic biomarkers in these cancers. Follow up post-operatively with this marker may guide management and indicate disease recurrence in these patients

DIAGNOSTIC AND PROGNOSTIC POTENTIAL OF HE4 IN OVARIAN CANCER
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Abstract

Ovarian cancer is the fifth most common cancer in women and the most frequent cause of gynaecologic malignancy-related mortality in women. Clinical outcome and survival may be improved if the disease is identified in the early stages. Recently a novel biomarker Human epididymis protein 4 (HE4) has been demonstrated to be a sensitive and specific serum biomarker for ovarian cancer that is elevated less frequently by benign conditions that occur in premenopausal women. The aim of the study was to evaluate the utility of HE4 as a diagnostic and prognostic marker of ovarian cancer in premenopausal and postmenopausal women.

Diagnostic arm
Serum was collected from 386 women of various histological subtypes prior to surgery for invasive, borderline and benign ovarian disease. Prognostic arm: Serum was collected from 30 women 4 to 10 days after surgery for ovarian cancer and benign ovarian disease. Another set of serum samples were collected from 9 women undergoing chemotherapy for ovarian cancer. These samples were taken prior to commencement of chemotherapy, half way through the course of treatment and post chemotherapy. All chemo samples recruited in the study were of the same histology (serous papillary adenocarcinoma stage 3 and grade 3). HE4 EIA protocol and CanAg CA125 EIA protocols were carried out according to manufacturer's instructions (FUJIREBIO Diagnostics). Risk of Ovarian Malignancy Algorithm (ROMA), which combines the result of HE4 and CA125, was calculated for premenopausal and postmenopausal women. Non-parametric tests (Kruskal-Wallis Test and Mann-Whitney test) were used for statistical analysis.The combination of HE4 and CA125 in the ROMA index increased the sensitivity and specificity of detecting ovarian cancer than either marker alone. HE4 alone is more specific than CA125. Significant decreases in HE4 were observed in the majority of patients in the post operative setting and throughout chemotherapy. However, in a minority of cases HE4 values did not decrease and these women went on to develop progressive/chemoresistant disease. The study shows that HE4 increases the specificity of ovarian cancer detection and in combination with CA125 the overall sensitivity and specificity of detecting ovarian cancer is improved. HE4 also holds promise as a prognostic marker in the postoperative setting and for monitoring response to chemotherapy. 

LAPAROSCOPIC EXTRA PERITONEAL PARA AORTIC NODE DISSECTION: ANATOMICAL ANOMALIES AND TECHNICAL CHALLENGES
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Abstract

Laparoscopic Extra- Peritoneal Para Aortic node dissection (LEPAND) in locally advanced cervical cancer identifies those patients with micro metastases and allows for individualization of radiation treatment. This approach has been adopted as a standard in our institution. The extra peritoneal approach is felt to minimize the morbidity of the procedure, however it remains a challenging technique even for the experienced surgeon. Particular issues are the intricacies of dissection on the Caval- right side of the field and the difficulties encountered if an inadvertent defect in peritoneum is made.The extra peritoneal approach is felt to minimize the morbidity of the procedure, however it remains a challenging technique even for the experienced surgeon. Particular issues are the intricacies of dissection on the Caval- right side of the field and the difficulties encountered if an inadvertent defect in peritoneum is made.Through our experience of over 100 cases we have developed experience in 'trouble-shooting' techniques. We aim to demonstrate by means of high definition video footage and with pictorial references our various techniques for overcoming various intra-operative difficulties. 'Live' high definition video footage and pictorial guidance to performing extra peritoneal para aortic node dissection. We also demonstrate with HD footage some of the anatomical anomalies encountered- such as a double ureter and duplicate vena cava. Demonstration of the use of an inflatable balloon inserted extra- peritoneally via a trocar that acts to occlude defects in the peritoneum, thereby allowing pressures to be maintained and operating to continue, with minimal disruption to the operating field. Comparison of the different views obtained using a 30 degree laparoscope, allowing better appreciation of the anatomy and facilitating dissection on the caval side by 'seeing over the top' of the aorta with minimal counter traction and manipulation.
We demonstrate simple, yet safe and effective techniques for optimizing the operative field during laparoscopic extra peritoneal para- aortic node dissection.

OVARIAN CANCER A STUDY OF RISK, PATHOGENESIS AND CLINICAL SIGNIFICANCE OF VENOUS THROMBOSIS
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Abstract

Ovarian cancer is the leading cause of death from gynaecological malignancy and is known to display a particular association with venous thromboembolism (VTE) with reports up to 14% of patients with carcinoma of the ovary developing thromboembolic complication. Tissue factor (TF) is the natural physiological trigger of coagulation; it has been shown in other cancers that TF overexpression is involved in pathogenesis of VTE. Thrombin generation assay (ETP) is a newly developed test, which measures patient's total thrombin generation and degradation capacity and has been proposed as a useful marker of VTE risk.

Th project had three parts; (1) initially we did a retrospective study to assess the incidence of VTE in ovarian cancer patients over a 5 year period. In the second part we looked at markers of VTE in ovarian tumour tissue, (2) we examined TF mRNA and protein expression by TaqMan PCR, ELISA and immunohistochemistry (IHC) in fresh frozen ovarian tumour tissue. (3)Lastly we did a prospective study looking for procoagulant activity in patients with ovarian tumour using ETP before and after surgery 
We found the incidence of VTE in ovarian cancer patient to be 9.8%, nearly half of these patients (48%) develop pulmonary embolism and 33% of cases developed VTE before any treatment for cancer. Developing VTE in cancer patients was found to significantly decrease survival (P = 0.001). In the tissue study, we found overexpression of TF in ovarian cancer compared to benign ovarian tumours, TF was upregulated mainly in patients with clear cell carcinoma (P = 0.001) and patients who developed VTE (P = 0.01) compared with benign ovarian tumours. IHC showed that TF was localized to tumour cells rather than blood vessels. In the prospective study, preoperatively, ETP was increased in patients with clear cell carcinoma (P = 0.01) and patients who developed VTE compared with patients with benign ovarian tumours. Two weeks post surgery; ETP was higher (p< 0.05) in cancer patients compared with the patients with benign tumours.
The incidence of VTE throughout the entire history of ovarian malignancy is high and adversely affects survival. Clear cell carcinoma carries the highest risk of VTE. 33% of VTE cases were diagnosed at routine staging scan or was the presenting symptom for cancer. We suggest pelvic and abdominal imaging in patients presenting with idiopathic VTE. Tissue factor is up regulated in ovarian cancer and we consider TF derived from tumour itself as a likely trigger of VTE in ovarian cancer. ETP showed patients with ovarian cancer had increased procoagulant activity compared with those with benign disease. This may be related to the cancer itself or result from the more prolonged and/or extensive surgery performed in cancer patients, this test may have potential as a predictor of VTE in patients with ovarian cancer

PLATELET LYMPHOCYTE RATIO: A MARKER OF ADVANCED DISEASE IN GYNAECOLOGICAL CANCER
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Abstract

Gynaecological malignancy, arising from the ovary, cervix, endometrium, vulva or vagina, affects one in twenty women and is the second most common cause of cancer death in women, following breast cancer. Cancer treatment outcomes depend on the stage and histopathological grade of the tumour. Other prognostic factors include, age, tumour markers and cell type. Inflammation plays a critical role in tumor growth by inhibiting apoptosis and mediating angiogenesis via the release of cytokines and other phagocytic mediators from neutrophils. Elevated inflammatory markers, platelets, neutrophils, lymphocytes, platelet:lymphocyte ratio (PLR) and neutrophil: lymphocyte ratio (NLR) have been reported in other cancers including pancreatic, colorectal and gastric cancer malignancies in association with poorer prognosis and advanced stage disease. The present study aimed to determine whether PLR and NLR could predict disease stage in gynaecological malignancy, including ovarian, endometrial, cervical and vulval cancer.
Patients were recruited from May 2011 until October 2012. All were staged according to FIGO staging. Endometrial, ovarian and cervical cancers were included. The prognostic value of PLR in predicting advanced stage was determined and compared to those of NLR and platelet count. Exclusion criteria included those patients with conditions that may affect the number of leucocytes or proportion of differential count (eg concurrent infections, bone marrow or haematological disease or steroid intake). All FBC were processed in St. James's haematology laboratory. NLR and PLR were obtained from the absolute neutrophil count or platelet count, respectively, divided by the absolute lymphocyte count. The points of reference used were based on previous published values of thrombotytosis >400x109 /L and ratios PLR > 200 and NLR of 2.6 (Thavaramara et al, 2011 and Supachai Raungkaewmanee et al 2012).
In ovarian cancer 75% of patient had thrombocytosis and 79% of these had disease stage III or greater. 83% had a raised PLR and of these 92% were advanced stage (Figo III or greater). 77% had a raised NLR and of these 89% were advanced stage. In endometrial cancer only 10% had thrombocytosis and all of these had at least Figo stage III disease. 16% had a raised PLR, with only half of these having advanced disease. 45% had a raised NLR and of these, less than half had advanced disease. In cervical cancer 11% had thrombocytosis but of these, 98% had advanced disease. 41% had a raised PLR, with 75% having advanced stage disease. 63% had a raised NLR, with nearly 70% of these having advanced disease.
A positive correlation between thrombocytosis, PLR and NLR and advanced stage disease emerged in all gynaecological cancers. PLR>200 was a better prognostic indicator for ovarian cancer than thrombocytosis or NLR >2.6, with a positive predictive value of 92%. Further study is needed to evaluate post treatment patient outcome and correlate with the original haematological values. 

THE EFFECTS OF CHEMOTHERAPY ON PROCOAGULANT ACTIVITY IN OVARIAN CANCER PATIENTS
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Abstract

Ovarian cancer is the 4th leading cause of death from cancer in women and 240 women die of this disease every year in Ireland. Thromboembolism is the second leading cause of death in cancer patients. Up to 90% of all cancer patients show laboratory evidence of hypercoagulation. Treatment of ovarian cancer consists of optimal surgical debulking and chemotherapy. chemotherapy may be given pre operatively (neoadjuvant chemotherapy) or after surgery (adjuvant). Both surgery and chemotherapy carry an inherent risk of thromboembolism. The aim of this study was to investigate the effect of chemotherapy, both, neo adjuvant and adjuvant on plasma procoagulant activity 
Procoagulant activity was measured using thrombin generation assay (ETP) in patients with ovarian cancer. Thrombin generation was also determined following addition of thrombomodulin, which increases the assay's sensitivity to activated protein C (APC) one of the main natural anticoagulants (APC resistance). In the first part of the study, we compared the procoagulant activity in patients who had neoadjuvant chemotherapy (n=16) with patients admitted for surgery for benign ovarian tumours(n=37) and primary ovarian cancer chemotherapy naive (n=23). In the second part, we measured the procoagulant activity in a group of 14 patients before the start of chemotherapy, at the end of the third cycle and after the end of chemotherapy. A student t – test and repeated measure ANOVA test were used to test the difference between groups. 
ETP levels were very similar in the three groups ( benign, papillary serous cancer chemotherapy naive and papillary serous carcinoma who had received neo adjuvant chemotherapy) before surgery. However, the neoadjuvant group showed a statistically significant (P = 0.05) increased in resistance to the inihibitory actions of APC compared with the primary papillary serous chemotherapy naive group. In the serial study, we found that ETP levels decreased after the third cycle but returned to prechemotherapy levels after cessation of treatment. On the other hand chemotherapy caused increased resistance to APC, the resistance was statisticaly significant after the third cycle (P = 0.01) and after the end of chemotherapy (P = 0.004).
The results of this study show that chemotherapy does not directly affect thrombin production but does reduce the effectiveness of the natural anticoagulant APC hence increasing hypercoagulability. Resistance to APC in the normal population both genetic and acquired is associated with an increased risk of thrombotic events. This may explain the high incidence of thrombosis during chemotherapy in cancer patients. Further studies are needed to ascertain the precise mechanisms involved.

A CASE REPORT OF OVARIAN CLEAR CELL CARCINOMA INVOLVING THE ABDOMINAL AORTA TREATED WITH AORTIC REPLACEMENT
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Abstract

Ovarian clear cell carcinoma is a rare tumour, which infrequently occurs with invasion of the major blood vessels. Outcomes following radical tumour resection and aortic grafting are not widely available due to the rarity of this clinical entity. Evidence based information regarding their management is somewhat sparse. 
We present the case of a 52 year old lady who presented at a routine oncology follow up with a raised creatinine which prompted a renal US to rule out hydronephrosis or renovascular disease, this was on a background of total hysterectomy, bilateral salpingoophorectomy, omentectomy, appendicectomy in August 2008 for histology proven clear cell carcinoma. A repeat CT 6/12 post op and after 6 cycles of chemotherapy revealed no disease recurrence. Routine follow up in both gynaecology and oncology outpatients led to the discovery of our patient's recurrance. 

Hydronephrosis was noted on US renal. Further from this, a CT TAP revealed an infra renal para-aortic nodal mass causing obstruction of left ureter. A ureteric stent was inserted. Our patient then had CT guided biopsy of mass. A PET scan revealed increased metabolic activity in the region of the mass. An MRI of the abdomen and lumbar spine revealed 5x7cm para-aortic mass with central necrosis. The mass invaded the left psoas muscle and abutted the aorta and left common iliac. Following multidisciplinary conselling It was decided to proceed to surgery and our patient underwent a left nephrectomy, removal of left kidney and common iliac artery, with insertion of graft between infrarenal aorta and common iliac arteries. 

Clear cell carcinoma is the 2nd most common type of ovarian epithelial cancer representing 5-25% of ovarian carcinomas. In 1973, the World Health Organization (WHO) strictly defined ovarian clear cell carcinomas (OCCCs) as lesions characterized by clear cells growing in solid/tubular or glandular patterns as well as hobnail cells lining tubules and cysts.
Our case describes a recurrance of ovarian clear cell cancer involving the left kidney, ureter and abdominal aorta. There is only one other case in the literature describing a tumour of gynaecologic involving the aorta which was treated with aortic resection and graft replacement. Due to the rare occurrence of tumours involving or arising from the aorta, there is no standard protocol to guide management and pre and peri-operative decisions are made on a case to case basis. However with the improvement of graft quality and advances in surgical technique, it can be expected that more patients with tumours involving the aorta and other major vessels, will be more likely to be offered novel vascular surgical management. 

AN AUDIT OF PRE-OPERATIVE IMAGING IN CASES OF OVARIAN MALIGNANCY
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Background

In modern gynae-oncology practice almost all patients with ovarian malignancy undergo pre-operative imaging. It is recognised that there is a wide variation in the number and nature of the suspicious features identified on imaging. We seek to determine the frequency of suspicious features on pre-operative scans in cases that were subsequently proven histologically to be malignant.
Methods

Using the hospital tumour registry, 187 patients who were diagnosed with ovarian cancer during the period 2007 to 2011 inclusive were identified. Of these, 121 (64.7%) had pre-operative imaging in secondary centres prior to referral to the gynae-oncology unit and their studies were not available for review. The remaining 66 (35.3%) were included in the audit. Their radiology case files were examined and malignant features including solid, complex or bilateral lesions, ascites, omental caking, peritoneal seeding and lymphadenopathy were recorded. 

Findings

64 patients (96.9%) had either a solid or complex ovarian mass on imaging. 22 patients (33%) had bilateral ovarian tumours. 28 (42%) had ascites, 16 (24%) detectable lymphadenopathy and 12 (18%) omental caking. There were no significant differences identified between subtypes of ovarian malignancy. 
We conclude from this audit that nearly all of the cases examined had detectable solid lesions and the majority had evidence of ascites, lymphadenopathy, peritoneal seeding or omental disease. 

AN AUDIT OF PRE-OPERATIVE INVESTIGATIONS IN PATIENTS WITH PELVIC MASSES OF NON-GYNAECOLOGICAL ORIGIN
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Abstract

In our gynae-oncology service we have operated upon a number of pelvic masses which were non-gynaecological in origin. This audit examines the pre-operative investigations in these patients to identify predictors of non-gynaecological origin of these masses. The records of the oncology patients treated in the gynaecology department between June 2007 and December 2011 were identified from the tumor database. Those with non-gynaecological malignancy were identified and the pre-operative bloods, imaging and endoscopic investigations were studied.
Of 518 patients in the registry, 21 (4%) underwent laparotomy and removal of a pelvic mass which was non-gynaecological in origin. Gastro-intestinal masses were responsible for thirteen of these, metastatic breast carcinoma was responsible for five and lymphoma, melanoma and urachal carcinoma accounted for one each.
Amongst those with a gastro-intestinal origin to the malignancy, pre-operative bloods revealed that all of these patients were anaemic, with haemoglobins ranging from 7.6 to 12.3 g/dL. The majority of these patients had elevated pre-operative CA-125 levels. Pre-operative imaging was highly suggestive of either a solid or complex adnexal lesion, although ascites was present in just two of these cases, and in none of these instances was omental caking described. Two of the thirteen patients underwent pre-operative endoscopic examination by the general surgeons and in both cases no abnormalities were detected.
In contrast, all five of the patients with metastatic breast carcinoma had normal pre-operative haemoglobin. One of these patients had an extremely enlarged uterus and thickened endometrium as seen on sonographic imaging with normal endometrial biopsies. The remainder had either solid adnexal lesions or bilateral ovarian masses with ascites present. Only one of these cases had a slightly elevated CA-125, which was 77units/ml. 
The patient with lymphoma had a past history of stage 1A ovarian carcinoma. On computerized tomography a large amount of peritoneal deposits and lymphadenopathy were visualised, and there was an associated rise in CA-125 levels. Of note, the pre-operative haemoglobin was 9.0g/dL without atypical cells present in the blood film. 
The patient with melanoma also had an elevated CA-125 of 77units/ml and a solid adnexal lesion which on imaging appeared to arise from the ovary. The only other abnormality in pre-operative bloods was a reduced haemoglobin level at 10.6g/dL. The patient with urachal carcinoma had no abnormality in bloods and normal tumour markers. A large pelvic mass that appeared to arise from the right adnexa was detected on pre-operative imaging.
In patients with pre-operative anaemia, consideration should be given towards a gastro-intestinal cause of the mass. When measured, CA-125 is elevated in the majority of patients with a non-gynaecological pelvic mass. All of the imaging suggested a gynaecological cause of the tumor, with the exception of the patient with the previous history of ovarian carcinoma. 

AN UNUSUAL CERVIX: A CASE REPORT
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Abstract

We present the case of a thirty-seven year old multiparous woman whoattended in April 2012 concerned she had felt a growth in her vagina when inserting a tampon.This was on a background of regular attendance at the colposcopy clinic over the previous 2 years for low grade smear abnormalities. The most recent smear prior to this presentation was in October 2011 which showed Borderline Nuclear Abnormalities.Colposcopic examination showed a large polypoid lesion coming from the cervix which was removed by LLETZ Biopsy under local anaesthetic and sent for histology.The histological diagnosis was consistent with carcinosarcoma of the cervix.She subsequently underwent radiological investigation and a radical hysterectomy. Following Multidisciplinary review, she was referred for vault brachytherapy to reduce the risk of central recurrence. 6 months following diagnosis she remans disease free.This paper discusses Cervical Sarcoma, its incidence, treatment and prognosis.

EVALUATING ENDOMETRIAL PATHOLOGY IN PATIENTS WITH ENDOMETRIAL THICKNESS BETWEEN 4 AND 5 MM
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Abstract

Postmenopausal bleeding is deﬁned as vaginal bleeding occurring after at least six months of amenorrhea in a woman who is not receiving hormone replacement therapy (HRT). Postmenopausal bleeding is a common reason for referral to the gynaecology services for investigation. There is a need to outrule endometrial cancer, whjch has a pretest probablility of 10% in patients with postmenopausal bleeding. Tests used to investigate postmenopausal bleeding include transvaginal ultrasound, and hysteroscopy with biopsy or dilation and curettage. Transvaginal ultrasound is used to assess the endometrial thickness. It follows that the thicker the endometrium, the greater the probability of the presence of endometrial cancer. An endometrial thickness of greater than 5mm is strongly associated with a diagnosis of endometrial cancer. 1. With an endometrial thickness greater than 5mm, the risk of endometrial cancer is 19%. Conversely, the probability of endometrial cancer is decreased to 1.7% with an endometrial thickness less than 5mm. 2. 
In the Postmenopausal Bleeding Clinic at Cork University Maternity Hospital, an endometrial thickness of greater than 4mm is considered abnormal and prompts further investigation, either by outpatient hysteroscopy and endometrial biopsy, or hysteroscopy, dilation and curettage under general anaesthesia. The objective of this study was to assess whether serious endometrial pathology was present in patients with an endometrial thickness between 4 and 5mm, with a view to increasing the cut-off endometrial thickness for investigation of the postmenopausal bleeding to 5mm in our unit. 
This is a retrospective study of the investigations of women who had an endometrial thickness of between 4 and 5mm on transvaginal ultrasound over the two year period from July 2010 to July 2012. Twenty one cases were identified from our computerised records. One patient was excluded as she was taking hormone.therapy and required no further investigations.The index charts were then studied. Eight patients had hysteroscopy, dilation and curettage under General Anaesthesia, with four having an outpatient hysteroscopy and endometrial biopsy. Four patients were investigated with endometrial biopsy alone. Four patients declined or did not attend for further investigations.There were 13 endometrial samples sent for histological examination. Three samples were considered inadequate for diagnosis, 9 showed no evidence of hyperplasia or malignant cells and 1 showed evidence of atypical endometrial and endocervical gland hyperplasia. This patient subsequently had a vaginal hysterectomy. Histological examination showed a focus of atypia amounting to a well-differentiated endometrioid endometrial adenocarcinoma in situ.
Results of this study suggest that the policy of further investigation of women with an endometrial thickness between 4 and 5mm should be retained. We believe this justifies further investigation of a relatively small number of patients, amounting to around 10 per year, as serious endometrial pathology was present in at least 5% of this patient cohort in the study period. We cannot account for four patients in the study group as they did not attend for further investigation. 

FDG PET/CT IN CERVICAL CARCINOMA : THE MATER EXPERIENCE
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Abstract

Cervical cancer is a common gynaecologic malignancy accounting for 250 000 deaths worldwide annually. In Ireland it remains the second commonest gynaecology malignancy with an incidence of 12.9/100 000. Staging is based on the FIGO system of clinical examination with limited radiological evaluation .Although nodal status is not included in the clinical FIGO staging system, it is an important determinant in the choice of therapy and the presence of paraaortic nodes is the most significant prognostic factor for progression free survival.Conventional imaging involves the use of CT to detect morphologic abnormalities based on size criteria for assessment of distant spread. Positron emission tomography (PET ) allows the metabolic evaluation of malignancy using fluorodeoxyglucose (FDG) .The recent integration of PET with CT resulted in an increasing use of this modality to assess distant node status with increasing evidence of improved accuracy than with CT alone.
We aim to investigate whether PET/CT has resulted in improved accuracy of node status than with CT alone
We carried out a retrospective review of patients diagnosed with cervical cancer from April 2006 to January 2012. Patient details were obtained from the Mater patient center system.
111 patients with a new diagnosis of cervical cancer had PET/CT . The average age at presentation was 48 years ( 23 to 77 ). Macroscopic disease was diagnosed in 79% of the women (88/111). 24/111 (21.6%) had PET positive pelvic nodes and 6/111 (5.4%) had CT positve pelvic adenopathy. 27/111 (24%) had PET positive retroperitoneal nodes and only 12/111 (10.8%) had retroperitoneal adenopathy.FDG PET/CT is useful in the identification of metastatic disease in cervical cancer and assistance in optimal treatment planning.
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HISTOLOGICAL DIAGNOSIS IN WOMEN WITH BORDERLINE GLANDULAR SMEARS
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When borderline nuclear changes in endocervical cells are reported, colposcopic appearances may also be non-specific, but a more accurate assessment is likely to be obtained by a combination of cytological review, colposcopic appearances and histological biopsy of any abnormality seen. [1] We conducted this study to review the histological diagnosis in women presenting with borderline glandular smears. 
This was a retrospective descriptive audit of 113 women referred to the Rotunda Hospital Colposcopy Clinic with borderline glandular smears between January 2011 and December 2011. Data was collected from the colposcopy database. The patients' demographic data, colposcopy findings, diagnostic/excisional procedures and histological diagnosis were reviewed.
The median age was 37 years (range 25-57). Colposcopic impression was unsatisfactory in 4 (3.5% ), normal in 39 (34.5 %), low grade in 49 (43%), high grade in 10 ( 9 %) and glandular lesion in 11 (10%). Histological information was available in 100 women ( 88.5%). Of these, 49 had a punch biopsy and 51 had a Large Loop Excision of the Transformation Zone - LLETZ. In addition, endometrial histology was available for 55 women. Histological diagnosis in the 100 women who had either a punch biopsy or a LLETZ was as follows: normal - 26 , Viral - 10 , Cervical Intraepithelial Neoplasia CIN1 - 27, CIN2 - 16 , CIN3 - 13, Cervical Glandular Intraepithelial Neoplasia (CGIN) - 1 and unsatisfactory - 7. None of the 55 endometrial samples detected an abnormality.
Our results show a low incidence of histologically proven glandular lesions in women with borderline glandular change on cytology. However, we found histologically proven CIN in approximately half (49.5%) of these women. These findings are consistent with published data. It would appear that borderline glandular smears are a surrogate marker for CIN. We believe that women who have had one borderline glandular smear should be referred for colposcopic assessment. In our experience, endometrial sampling would appear to be of no value in women with borderline glandular smears. 
[1] NHS BSCCP. Guidelines for the NHS Cervical Screening Programme, 2nd ed, May 2010. 

HPV TESTING AFTER COLPOSCOPY TREATMENT
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Abstract

HPV is associated with an increased risk of recurrent CIN in women treated with cold coagulation or LLETZ. In 2012 HPV testing at the time of cervical was introduced in Ireland for women at 6 and 18 months post colposcopy treatment. The aim of this screen was to identify women at high risk of recurrent disease and prevent unnecessary follow up and treatment of low risk women. We assessed the rate of positive HPV testing in women attending the Limerick maternity hospital after colposcopy clinic after cervical treatment for CIN.
HPV test results were reviewed for women who attended for combined smear and HPV testing between April and September 2012.
There were 176 women in the study period. Biopsy prior to treatment showed CIN 1, 2 and 3 in 72, 47 and 52 women respectively. Seventy nine women had cold coagulation and 97 had LLETZ treatment. Of the 176 women, 28 were HPV positive 6 months post treatment. Of these 28 women 12 had CIN 1, 8 had CIN 2 and 8 had CIN 3, for which 20 had LLETZ and 8 had cold coagulation treatment.
One in six women attending colposcopy services in Limerick was HPV positive after treatment. Identifying these women will enable close follow up, while identifying those who were at a lower risk of recurrence will reduce the need for post treatment colposcopy follow up services.

LYMPHOEPITHELIOMA-LIKE CARCINOMA OF THE CERVIX
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This case refers to a 61 year old, para 6, post-menopausal lady who attended her general practitioner for a papanicolaou smear. A large suspiscious lesion was seen at the cervix. Following urgent referral, the lesion was biopsied in a secondary centre. Histology showed superficial inflammation and a dense, deep infiltrate. Much of this was inflammatory with lymphocytes and plasma cells in addition to groups of atypical cells with pleomorphic nuclei, mitotic figures and an eosinophilic cytoplasm. Immunohistochemistry showed these cells to be positive for cytokeratin. These findings were in keeping with lymphoepithelioma-like carcinoma. 

Following referral to the gynae-oncology centre, examination under anaesthetic was performed. The cervix was 4cm long and mobile. There was neither parametrial thickening nor lymphadenopathy present. Subsequent computerised tomography did not demonstrate any gross gynaecological abnormality. There was no evidence of lymphadenopathy.

At laparotomy a uterus with an ulcerated and elongated cervix was removed. There was no evidence of spread beyond the cervix. The final histology confirmed that disease was confined to the cervix. All lymph nodes sampled did not have any evidence of metastatic disease. The ovaries and fallopian tubes were normal. The tumour was in keeping with a lymphoepithelioma-like carcinoma. No adjuvant treatment was required and the patient made an excellent recovery.

Lymphoepithelioma like carcinoma is a rare variant of squamous cell carcinoma. It accounts for less than 1% of all cervical malignancies. It is more commonly seen in Asia and rarely encountered in Europe. Associations with both Epstein Barr virus and human papilloma virus have been described. Lymph node metastasis is uncommon and it carries a better prognosis than other types of cervical carcinoma.

MINIMAL DEVIATION ADENOCARCINOMA OF THE UTERINE CERVIX: CASE REPORT AND REVIEW OF THE LITERATURE
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Abstract

A 42 year old P4 presented with heavy menstrual bleeding and intermenstrual bleeding of three months duration. Pelvic examination showed a large barrel shaped cervix measuring approximately 7cm in length. Magnetic resonance imaging showed a 7cm mass with features in favour of a cervical fibroid but a neoplasm could not be excluded. The cervical biopsy showed extensively deeply invasive well-differentiated adenocarcinoma of cervix, with histological features consistent with minimal deviation adenocarcinoma (MDA). Examination under anaesthetic and cystoscopy combined with the MRI conferred a FIGO stage 2B tumour. Subsequently the patient received combined chemotherapy and radiation therapy. 
Minimal deviation adenocarcinoma of the cervix is a rare subtype of cervical adenocarcinoma. It is defined by the histological appearance of extremely well-differentiated, mucinous cervical adenocarcinoma characterized histologically by distorted and architecturally irregular endocervical glands which penetrate deeply into the wall of the cervix, but without more than minimal and focal evidence of gland cell stratification, anaplasia, or mitotic activity.
It is associated with stromal tumours of the ovary and Peutz-Jeghers Syndrome. It is responsible for between 1 and 3% of all adenocarcinomas of the cervix. Molecular research has demonstrated a genetic link between lobular endocervical gland hyperplasia (LEGH) and cervical mucinous glandular malignancies including Minimal deviation Adenocarcinoma. This has generated the hypothesis that a proportion of LEGHs are cancerous precursors of MDA. 
The majority of these lesions are diagnosed in the later stages of cervical malignancy. In 40% of cases the parametrium and endometrium are involved. Several studies support a less favourable prognosis than other subtypes of cervical malignancy. 

REPEAT PROCEDURE FOR RESIDUAL DISEASE IN CERVICAL CANCER STAGE IA1 - 1A2
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Abstract

Worldwide cervical cancer is the second most common and the fifth most deadly cancer. In UK the age standardized incidence is 8.4/100,000/year making it the most common cancer in women less than 35 years old. The treatment of cervical cancer stage FIGO IA1 and IA2 can be individualized based on the assessment of multiple factors related to the patient or the pathological parameters. The risk of residual dysplasia after local resection with clear margins is minimal but the need of repeat surgery when signs of invasive carcinoma are present was evaluated and proven clear. 

A meta-analysis, using CAPPS database and patient notes, of women who underwent repeat procedure for residual disease of cervical cancer stage FIGO IA1 and IA2 over two years from August 2008 to July 2010 was made to obtain the data, in a tertiary regional hospital.

60 new cases of cervical cancer stage FIGO IA1 and IA2 were diagnosed in Northern Ireland with 25 (41.6%) having second treatment. 16 (64% among those that had second treatment) had that treatment in our hospital. 50% (8) of women were primigravidas with 56% (9) being less that 35 years old and only 2 (13%) in menopause. 50% of women had hormonal treatment with the majority of them (31%) using combined oral contraceptive pill. 5 (31%) women were smokers. The majority of them (69%, 11) were asymptomatic with almost half (47%, 9) having no previous history of abnormal smear tests. In most of the cases (63%, 10) the time interval between the abnormal cytology and the colposcopy was less than 60 days with half having the first treatment the same day. Large Loop excision of the Transformation Zone (LLETZ) was the treatment of choice in 88% (14) of these. The histopathology report showed stage FIGO IA1 in 86% (13) of cases and in 56% (9) of them was found CINIII at margins. In 63% (10) of women the second treatment was given in less than 60 days with LLETZ or cone biopsy being the commonest (56%, 9). The histopathology report identified CINII at margins in 31% (4) having achieved treatment in 69% (11) of women.

Based on our findings, more than one-fourth (30%, 18) of patients that underwent one cervical treatment for abnormal cytology in Northern Ireland had margin involvement, reflecting the prevalence found in other similar studies. Identification of the associated factors is, therefore, important in the management of abnormal smear tests although some of these (number of sexual partners, age of first intercourse, socioeconomic status, occupation, immunosuppression status) were not involved in our study.
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RETROPERITONEAL FIBROID ASSOCIATED WITH INTRA-OPERATIVE ASYSTOLE
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A forty seven year old, para two, attended a gynaecologist in a secondary centre complaining of menorrhagia. An ultrasound was performed that demonstrated a 15cm fibroid. This patient had no significant past medical history. A decision was made for the patient to undergo laparotomy. Intra-operatively a large retroperitoneal pelvic mass was identified. This appeared to be separate from the uterus and ovaries. Upon manipulation of the mass, the patient twice suffered asystole. The attending anaesthetist resuscitated the patient. The patient was stabilised and, following an uneventful recovery, was referred to the tertiary centre. 
Investigations included computerised tomography scans and magnetic resonance imaging, both of which demonstrated a large pelvic mass with the appearances of a leiomyoma. Urinary catecholamines and metanephrines were not present. Electrocardiogram was normal. The patient was reviewed by the anaesthetic team and a decision was made to administer pre-operative atropine. 
Repeat laparotomy demonstrated a large pelvic mass which originated from the uterine cervix. It had invaded the retroperitoneal space and entered the para-rectal space, inferior to the sigmoid mesentery. Upon dissection of the retroperitoneum, the patient became hypotensive which responded to atropine. A total abdominal hysterectomy was performed and the leiomyoma was removed in its entirety. 
The patient had an uneventful recovery and was reviewed post-operatively by cardiology. Investigations included further electrocardiogram and a cardiac stress test, both of which were unremarkable. Histological assessment concluded that the leiomyoma was entirely benign in nature and the uterus, tubes and ovaries were normal.
The development of asystole during hysterectomy or myomectomy is very rare. One possible aetiological factor is vagal stimulation during dissection of the retroperitoneum, leading to severe hypotension. A further possible cause is sick sinus syndrome. 
Vasopressin is commonly used as an adjunct to reduce blood loss during resection of fibroids, however in both of the surgical procedures that this patient underwent, vasopressin was not used. Rarely, leiomyosarcomas may undergo intravascular spread and their growth can reach the right atrium, leading to cardiac complications. This patient had no such intravascular spread and the leiomyoma did not undergo sarcomatous change.

SUCCESSFUL DEBULKING OF OVARIAN CANCER IS DETERMINED BY THE BIOLOGY OF THE TUMOR AND NOT THE SURGEON
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Methods 

Data was collated prospectively on all epithelial ovarian cancers operated on between 1982 and 2010 including type and grade of tumor and stage. The standard surgical approach was TAH ,BSO omentectomy and debulking without resource to extraordinary means. 
Results 

Among 234 cases of epithelial ovarian cancer the histological differentiation was :- well differentiated ,grade 1,( 49 ; 15.8%) ,moderately differentiated ,grade2,( 57;25%) and poorly differentiated ,grade 3,( 128;49%) .
Compared with grade 3 tumors , grade 1 tumors were more likely to be stage 1( 29/40;73%vs. 21/128;16%) ,be unilateral ( 29/40;73%vs.67/128;38%) have a larger diameter( 15.8±7.8 vs. 9.4±4.9), were less likely to have ascites ( 16/40;40% vs.91/128;71%) , a positive omentum ( 6/28;21%vs. 73/101;72% )or positive cytology ( 3/26;11.5%%vs. 62/87;71%) . Grade 3 tumors were more likely to be serous (60/128;47% vs.3/40;7.5%) have residual disease > 2cm after surgical debulking ( 73/128;57% vs. 2/40;5%) and less likely to have no residual disease at completion of surgery ( 8/1218;7.1% vs. 28/40;66%) . All the differences were highly significant (P<0.001) Grade 2 tumors were somewhere in between. 
Conclusion
High grade epithelial tumors of the ovary are significantly less likely to undergo successful debulking with a standard surgical approach compared with lower grade tumors 

THE ROLE OF EMBOLISATION IN ADVANCED CERVICAL CANCER

Authors

Maria Farren (CWIUH), Cliona Murphy (CWIUH/Tallaght)
Abstract

Advanced cervical cancer can present with massive vaginal bleeding. If the bleeding is such that it is unresponsive to haemostatic treatment (local or iv) Uterine Artery Embolisation is effective. It provides visualization of the bleeding site and enables targeted, minimally invasive therapy to achieve hemostasis.
By using our own case ( a 30 year old with stage IV cervical cancer and catastrophic bleeding on presentation) and exploring the literature for case reviews and series we can demonstrate how useful embolisation is in the acute setting.
The conclusion drawn from this review is that this is something that should be considered, if available, in cases of massive bleeding associated with cervical cancer.

THE ROLE OF INTERVENTIONAL RADIOLOGY IN GYNAE-ONCOLOGY
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Purpose of the Study
Interventional radiology has an increasing role in many aspects of oncology. Its contribution to the management of the gynae-oncology patient has developed significantly and we aim to establish its contribution towards patient management in the multi-disciplinary setting.
Methods

Using the hospital tumour database we identified 496 patients with a gynaecological malignancy that was treated in our department over a four year period, from 2008 to 2011 inclusive. We then reviewed their radiology file to determine the extent to which interventional procedures are employed in this patient group.
Results
120 of the 497 patients (24.1%) received treatment from the interventional radiology department. Commonly performed procedures included ascitic drainage 10% (n=50) image guided biopsy 5.8% (n=29), placement of central venous access 5.4% (n=27) and placement of ureteric stent 3% (n=15). Other procedures included placement of vena cava filters, embolization of vessels, pleural drainage and palliative procedures such as rectal and oesophageal stent placement and placement of a gastrostomy tube. 
Conclusion

Multidisciplinary care of the gynae oncology patient has led to increased availability of a wide range of interventional radiology procedures with associated benefits in diagnosis, treatment and symptom relief. 

THE TREATMENT OUTCOMES OF FIGO STAGE 1A2 – 2A CERVICAL CANCER IN NORTHERN IRELAND:A RETROSPECTIVE REVIEW OF PATIENTS 2003 TO 2007 (A 5 YEAR FU)

Authors

Suzanne Price (NHS)
Abstract

The purpose of this audit is to identify patients who had primary radical surgery and assess the short term complications, long term adverse effects and survival rates over a 5 year period in comparsion to those who also had adjuvant chemoradiation. It was a retrospective review of casenote and online databases of patients diagnosed with FIGO stage 1A2-2A cervical cancer. A proforma was designed to evaluate short term complications and adverse effects of treatment and was accepted by the audit department. 93 casenotes were identifed. The commonest FIGO stage was 1B1 with 79% of the patients in this group.
55% of patients underwent a radical hysterectomy and pelvic node dissection and 30% underwent a laparoscopic radical hysterectomy and pelvic node dissection. 21 of the 93 patients identified required adjuvant chemoradiation. 7 patients required radical chemoradiation from the outset. The short term complications in surgery vs surgery and adjuvant treatment were similar, more than 50% of patients in both groups had no complications, the commonest problems included infection (31% vs 32%) and voiding difficulties (11% vs 24%). The long term adverse effects were increased in the group that recieved adjuvant chemotherapy, with increased incidence of voiding difficulties (40% vs 9%), bowel problems (44% vs 3%), oedema (24% vs 5%) and dyspareunia (24% vs 1.5%).The short term complications were reduced in laparoscopic surgery compared to open surgery with a reduction in infection and blood tranfusion. In the long term voiding difficulties were reduced when the surgery performed was laparoscopic than open although the rates of ongoing pain were similar. 86 of the 93 patients had no recurrence and there was a 92% survival rate at 5 years. The group treated with surgery only had a 99% survival rate at 5 years. This study demonstrates excellent survival rates for patients diagnosed with early stage cervical cancer. Patients requiring adjuvant chemoradiation have increased long term adverse effects than patients treated with surgery only. Where possible laparoscopy should be the preferred surgical approach.

THE USE OF VACUUM-ASSISTED CLOSURE IN COMPLICATED GYNAECOLOGY ONCOLOGY WOUNDS
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Abstract

The usage of vacuum assisted closure therapy in gynaecology, especially in complex gynaecology oncology wounds is limited in the literature. Negative pressure wound therapy has been in existence since the 1990s. This therapy involves the controlled application of sub-atmospheric pressure to the local wound environment using a sealed wound dressing connected to a vacuum pump set at pressures up to 175mmHg. The aim of this review is to evaluate the use of negative pressure wound therapy in gynaecology oncology. 
This is a retrospective review of all negative pressure wound therapy usage for complicated wound breakdown in our gynaecological/oncology service over the past 5 years.
Twelve patients are identified. The procedures performed before V.A.C placement were for radical vulvectomy in one patient, radical vulvectomy and groin node dissection in 4 patients, 4 had ovarian debulking surgery, one post refashioning of stoma fistula after radiation treatment for cervical carcinoma and 2 had endometrial carcinoma post laparotomy. 7 had V.A.C. over abdominal wounds, 5 had V.A.C placed over vulval perineum / groin wound breakdowns. Mean age was 68 years. Wound breakdown occurred at median 12 days (5-24 days), V.A.C considered at median 15 days. Median number of days of V.A.C usage was 23 days (5-63 days). Difficulties documented were inability to achieve adequate seal (2) and pain and discomfort on dressing change (2). 
Our experience indicates that vacuum assisted therapy or negative pressure wound therapy is safe to use in the management of complex gynaecology oncology wound failures, including vulval wound breakdowns which is common and frequently prolongs hospital stay and delays adjuvant treatment. 

THROMBO-EMBOLIC EVENTS ASSOCIATED WITH CLEAR CELL CARCINOMA OF THE OVARY: FOUR CASES AND REVIEW OF THE LITERATURE
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Purpose of the Study
Malignancy, particularly ovarian malignancy, is well established to be an important risk factor for venous thrombo-embolism (VTE). In our department we encountered a number of cases of VTE in patients with clear cell carcinoma of the ovary. 
Methods

Using our departmental tumour registry 18 cases of clear cell ovarian carcinoma were identified over a four and a half year period. 4 of these (22.2%) suffered a VTE related event. Their cases were reviewed and a comprehensive literature search was performed using pubmed and medline with terms 'clear cell' and 'thrombus', 'heparin', 'anticoagulation' and 'embolism'. 

Results

Of 187 patients treated for ovarian carcinoma during the period studied, four of eighteen (22.2%) with clear cell carcinoma suffered VTE compared with nine of one hundred and sixty-nine (5.3%) patients with other types of ovarian malignancy yielding an odds ratio of 4.1. In two of our four cases pulmonary embolus occurred prior to diagnosis of the ovarian carcinoma. One patient suffered both a left iliac vein thrombosis and cerebro-vascular accident following completion of adjuvant chemotherapy. The final patient suffered a subclavian vein thrombosis whilst receiving palliative treatment. 
There have been a small number of reports published in the literature on this topic and all conclude that there is a greater risk of VTE with ovarian clear cell carcinoma. The highest risk of thrombo-embolism is in the peri-operative period. In spite of standard prophylactic heparin use, the incidence of VTE is clearly increased amongst this group. One possible aetiological process is increased levels of tissue factor, which in turn activate factor VII in the coagulation cascade.
Implications of the study
There is a clearly increased risk of VTE in patients with clear cell carcinoma of the ovary, as compared with other forms of ovarian malignancy. Strategies for both prophylaxis and treatment of VTE in this group require reconsideration.
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ABNORMALITIES IN PLATELET REACTIVITY IN PRE-ECLAMPSIA
Authors
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Abstract

To determine abnormalities in reactivity of platelets in cases of pre-eclampsia and gestational hypertension using a novel platelet function assay. 
Forty patients diagnosed with either pre-eclamspia or gestational hypertension were recruited. Inclusion criteria were singleton pregnancies between 24+0 and 39+6 with either pre-eclampsia or gestational hypertension as defined by ACOG criteria. Exclusion criteria included diabetes, clotting disorders, aspirin usage or BMI >30. All patients were in the third trimester of pregnancy and the values obtained were compared to patients (N=30) who were in the third trimester of uncomplicated 'normal' pregnancy which were not affected by either pre-eclamspia or gestational hypertension. A 30ml whole blood sample was drawn according to a strict protocol to maintain platelet integrity.
A platelet function assay was performed on each sample within 30 minutes of blood draw. A modification of standard light transmission aggregometry was used to assess platelet function, with light absorbance measured following addition of 5 different agonists at maximal and sub-maximal concentrations. Since platelets have multiple receptors it is necessary to study more than one receptor with the various agonists. The percentage aggregation response for each concentration of each agonist was calculated. Patients with pre-eclampsia and gestational hypertension were compared to uncomplicated third trimester patients. 

Platelet reactivity differed significantly between the two groups of patients for each agonist. Platelet aggregation to arachidonic acid (p<0.0042), epinephrine (p<0.00001) and collagen (p<0.00001) was less reactive in pre-eclamptic and gestational hypertension than in uncomplicated third trimester patients. This pattern of platelet aggregation was not repeated for the agonists TRAP and ADP.
We have demonstrated a significant reduction in platelet reactivity in patients with both pre-eclampsia and gestational hypertension compared to patients with uncomplicated pregnancies in the third trimester. These data may be of value when designing interventions for prevention or treatment of pre-eclampsia

ANALYSIS OF INCIDENCE AND OUTCOMES OF UMBILICAL CORD PROLAPSE OVER 20 YEARS AT A LARGE TERTIARY REFERRAL CENTRE
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Abstract

Umbilical cord prolapse is an unpredictable obstetric emergency with potential catastrophic effects for the fetus. We set out to assess incidence, risk factors and outcomes associated with cord prolapse over a 20-year period at a large urban tertiary institution.

This was prospective observational study over a 20-year period from 1991 to 2010. All cases of umbilical cord prolapse during the study period were analyzed and outcomes assessed.

There were 156,130 deliveries at the hospital over the 20-year study period. 307 cases of cord prolapse were identified, giving an incidence of 1.9/1000 deliveries (307/156,130). There was no change in incidence of cord prolapse over the course of the study (p>0.05). A total of 29.6% of cases occurred in nulliparous patients (91/307), while 70.4% occurred in multiparas (216/307); p<0.05. The rate of fetal death in cases of cord prolapse was 6.8% (21/307), however parity was not found to have an effect on perinatal mortality rate; p=0.25. The Caesarean delivery rate among cases of cord prolapse was 84.3% (259/307), 8.8% had an instrumental delivery (27/307) and approximately 3% of babies had a normal or breech delivery respectively. Of 21 associated fetal deaths; 62% (13/21) occurred in cases of severe prematurity (< 28 weeks gestation). Malpresentation complicated 11/21 (52%) of fetal death and 4/21 of the fetal deaths (19%) occurred during twin deliveries. 6/21 cases (28.5%) occurred despite Caesarean delivery.
This is a large prospective study of fetal outcome following cord prolapse. The condition is associated with a significant risk of fetal death (6.8%). Risk factors associated with fetal death included multiparity, prematurity, malpresentation and twin delivery. Cord prolapse, however, remains an unpredictable event and a high-index of clinical vigilance and prompt delivery are necessary to optimize fetal outcome. 

DIAGNOSING PE IN MATERNITY PATIENTS. AN AUDIT OF RADIOLOGICAL INVESTIGATIONS AND CLINICAL INTERPRETATION.
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Abstract

VTE is an important cause of maternal morality but signs and symptoms are unreliable. Ionising radiation has hazards for fetus and mother, with CTPA suspected to increase incidence of breast cancer in pregnant women. Current American thoracic society guidelines recommend VQ scans in preference to CTPA if chest x-ray and lower limb Doppler are negative but clinical suspicion remains. [1]
VQ scans are not diagnostic. Results are given as a probability of PE, i.e. none, low, intermediate or high which can be difficult for clinicians to interpret. In the PIOPED study, 105 patients out of 322 with intermediate probability scans (33%) were found to have PE on pulmonary angiography. In the low probability group 39 out of 312 (12.5%) had PE on pulmonary angiography. The likelihood ratio for an intermediate scan is 1.2 and for low probability 0.36, therefore of minimal clinical utility. [2]
We undertook an audit to compare practice with guidelines and assess clinical interpretation of VQ scans. Results were compared with CTPA. All maternity patients, between 8 weeks gestation and 6 weeks post-partum, undergoing VQ or CTPA were identified from radiology database. Clinical information was obtained from notes and computerized records. Data was analyzed with excel and 2x2 tables. 78 women were identified, 5 of whom had PE identified on CTPA. The age range was 15-40 years. 3 were 1st trimester, 45 were 2nd or 3rd trimester and 30 were post partum. Chest x-ray was performed in 92% patients and lower limb Doppler in 68% (audit standard 100%). VQ scans were performed in 59% (audit standard 100%) women and CTPA in 56%. All VQs were reported as low (36) or intermediate(8). 2 were reported as low-intermediate. No normal or high probability scans were reported.
6 of the ten patients with low/intermediate and intermediate scans underwent CTPA and 2 (33%) were found to have PE. The other 3 pulmonary emboli were in patients who did not undergo VQ prior to CT. 60% of patients with PE were post partum. In the 12 patients who underwent both CTPA and VQ scanning, the sensitivity of VQ was 33% and specificity was 60%.

Department guidelines were not adhered to in 79% of cases. All VQ scan results were in the least discriminatory middle categories, with no normal or high probability results. 26% of women undergoing VQ scans also had CTPA. 
Clinicians need to be aware of the high probability of PE in patients with intermediate results, and in many cases even a low probability result should prompt consideration of CTPA.
]1] Leung, Ann N. et al. Evaluation of Suspected Pulmonary Embolism In Pregnancy. AMERICAN JOURNAL OF RESPIRATORY AND CRITICAL CARE MEDICINE VOL 184. May 2011
 [2]2] Worsley DF, Alavi A. Comprehensive analysis of the results of the PIOPED Study. Prospective Investigation of Pulmonary Embolism Diagnosis Study. J Nucl Med. 1995 Dec;36(12):2380-7

FATHERS' EXPERIENCES OF PREGNANCY,LABOUR AND DELIVERY
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Abstract

A fathers presence during labour is now commonplace in modern obstetric practice. We sought to evaluate fathers' experiences of pregnancy, labour and delivery.
A survey was distributed to fathers in the postnatal period, and comprised of 17 questions relating to basic demographics, father's reactions to and involvement throughout the pregnancy, their experience of labour and delivery and their views on the communication process with midwifery and medical staff. The questions were quantitative and multiple-choice in nature. No qualitative data was sought. 
questionnaires were submitted for analysis. The mean age of fathers in the study was 33.8 years. Approximately 70% of the population were married, while 27.3% were in long term relationships and 18 men (1.8%) were classified as single fathers. A total of 73% were of Irish origin with a large number of the remainder coming from eastern Europe, and a small minority from Africa, Asia and India. A significant percentage of the fathers were employed (88.1%) in paid work. 51.9% of whom were entitled to paternity leave. Less than 8% were unemployed. First time fathers constituted the largest group (53.7%) with the remainder having between 1-7 children previously. Planned pregnancies constituted 77.9% with 2.5% as a result of fertility treatment and 19.7% were unplanned. Seventy percent of fathers were 'overjoyed', 18.4% were 'pleased' and 11.3% responded either neutrally or negatively to the news of the pregnancy. Fathers were found to be likely to be present at antenatal visits (80%) and ultrasound scans (89.1%) but less likely to be involved in antenatal education classes (48%). Almost all fathers were present at the delivery (97.2%) and the most common method of delivery was normal vaginal delivery (61.4%). Instrumental deliveries comprised 12% of the births with the remaining total 26.6% comprising of emergency and elective caesarean sections. Most babies were admitted to the postnatal ward (93.5%).Nearly half of the fathers (49.6%) planned to attend the delivery because they really wanted to witness the birth, 43% attended to support their partner. The majority of men felt comfortable on the delivery ward (87.8%) and were 'delighted' to witness the birth (79.9%).Other emotions ranged from feeling 'frightened' by the delivery (17.7%) to stating that it was a great experience (62%). At every stage from antenatal to postnatal and including labour and delivery fathers perceived midwifery staff to have communicated better when compared to medical staff. During the birth process, communication with fathers was considered unsatisfactory from midwifery staff (2.8%) and doctors (13.4%). 
Our quantitative survey found that that in general fathers involvement with the pregnancy process and their attendance at the birth to be a positive experience. Communication processes can be improved to better support the father in his role during this time. 

INCREASING INDUCTION OF LABOUR RATES IN NULLIPAROUS PATIENTS OVER AN 18 YEAR PERIOD WITH RESULTANT EFFECTS ON RATES OF CAESAREAN DELIVERY
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Abstract

Induction of labour (IOL) has been shown to be associated with increased rates of intrapartum intervention and impact on mode of delivery. Classification of patients using the Robson 10-group allows for improved audit of Cesarean delivery rates. We set out to examine changing rates of, and outcomes associated with, induction of labour among nulliparous patients over an 18-year study period in a setting where the management of labour is standardized.
A retrospective analysis of prospectively gathered data, was carried out at a large tertiary referral center serving a single urban population over an 18 year period, from 1993 to 2010. The onset of labour was examined for all singleton cephalic nulliparous patients > 37 weeks gestation (Robson Group 1 and 2), resultant cesarean section rates for patients in spontaneous and induced labour were also investigated over the study period.
During the study period there were 143,620 deliveries at our institution. There was 56,915 single cephalic nulliparous pregnancies > 37 weeks gestation from 1993 – 2010. During this time 38,675 (68%) patients presented in spontaneous labor (Group 1) and 17,278 (30.3%) patients were induced (Group 2a). There were 962 (1.7%) patients who had elective pre-labour caesarean sections (Group 2b). When the initial nine years of the study were compared with the latter nine years, the rate of IOL increased from 28.2% (7,220/25,540) for the period from 1993-2001 to 32.1% (10,058/31,375) from 2002-2010; p<0.0001. The rate of caesarean delivery in Group 1 increased from 5.4% (980/18,028) between 1993-2001, to 7% (1,448/31,375) in the latter half of the study; p<0.0001. Similarly the rate of caesarean section among patients in group 2a increased from 18.9% (1,370/7,220) from 1993-2001 to 28.1% (2,831/10,058) from 2002-2010; p<0.0001. Elective pre-labour caesarean delivery has increased in incidence from 1.1% (292/25,540) of all single cephalic nulliparous deliveries at term between 1993-2001 to 2.1% (670/31,375) in the period 2002-2010; p<0.0001. 

A strict policy regarding induction of labor in nulliparous patients is essential to maintain a low caesarean section rate. This data demonstrates that, over an 18-year study period, rates of IOL in nulliparas have increased. This study examined a carefully selected cohort of patients (Robson group 1 and 2), across a large number of deliveries, at an institution where management of labor is standardized and found that the rate of caesarean delivery in all groups examined has increased significantly since the early 1990's. IOL has consistently been associated with the largest proportion of nulliparous caesarean deliveries. 

INTERPREGNANCY CHANGES IN MATERNAL WEIGHT AND BODY MASS INDEX
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Objective

This longitudinal study examined changes in maternal weight and Body Mass Index (BMI) in the early pregnancy between a woman's first and second baby. 
Methods

We studied women more than 18 years old with a singleton pregnancy who delivered their first baby weighing ≥ 500 grams in 2009 and who re-attended for antenatal care with a subsequent ongoing pregnancy before January 1st 2012. Maternal weight and height were measured accurately before 18 weeks gestation in both pregnancies and BMI was calculated.

Results

Of the 3284 primigravidas delivered in 2009, the mean maternal weight at the first antenatal visit was 66.4 kg (SD 12.7). The mean BMI was 24.5 kg/m2 (SD 4.6), and 11.3% (n=370) were obese based on a BMI > 29.9 kg/m2. Of these 3284 women, 1220 (37.1%) re-attended for antenatal care before 2012 after sonographic confirmation of an ongoing pregnancy. Of the 1220 women who reattended, 788 (64.6%) had gained weight (mean 4.6 kg SD 3.9), 402 (33.0%) had lost weight (mean 3.0kgs SD 2.9) and 30 (2.4%) had maintained their weight. As a result, 20.2% (n= 247) were now in a higher BMI category and 4.8% (n= 58) had become obese; 5.8% (n=71) were in a lower BMI category and 1.2% (n=15) of previously obese women were no longer obese. These early pregnancy weight changes were influenced by the maternal BMI early in the first pregnancy and by maternal age, but not by the duration of the interpregnancy interval. Maternal early pregnancy weight change was inversely related to maternal age (r = -0.11; p<0.001). However, maternal early pregnancy weight change did not correlate with maternal BMI in the first pregnancy, interpregnancy interval, maternal smoking habits and breastfeeding. To identify whether maternal age continued to correlate with early pregnancy weight changes after controlling for the above variables, we performed a multivariate linear regression analysis. In the resulting regression equation maternal age continued to be inversely correlated with early pregnancy weight change (r2= 0.014; p=0.002).
Conclusion

As two thirds of women gain weight in the short-term after delivery of their first baby, we recommend that the advice women get before and during pregnancy needs to be reinforced postpartum. However, the arrival of a first child may make it more difficult for two out of three women to avoid weight gain, and potentially avoid becoming obese, in their next pregnancy or later in life. 

MAJOR OBSTETRIC HAEMORRHAGE – REVIEW OF SURGICAL TECHNIQUES
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Abstract

Background Obstetric Haemorrhage continues to be a major cause of severe maternal morbidity. In addition to the appropriate use of oxytocic agents for uterine atony, surgical intervention including uterine balloon tamponade, compression sutures and hysterectomy maybe required and should not be delayed. Aim To determine the incidence of major obstetric haemorrhage (MOH) in our unit and evaluate the type of surgical treatment modalities necessitated in these cases.  Methods Cases of MOH as defined by an estimated blood loss (EBL) of 2.5 or more litres, transfusion of 5 or more units of blood or treatment of a coagulopathy were identified prospectively at the CWIUH from January 2009 to December 2011 and details recorded on a database. Patient demographics, aetiology of the MOH and medical and surgical interventions to arrest bleeding were recorded. Results 95 cases of MOH out of 26 393 deliveries were identified over a 3 year period yielding an incidence of 3.2/1000. Mean EBL was 3.5 litres (range 0.8-14L). Mean age and parity was 31.7 years and 1.3 respectively. There were 44 primiparous and 51 multiparous women. 43 of the cases were managed medically and 52 cases required surgical intervention. Of those who were managed medically, 34 cases settled with uterotonics alone with 9 other cases required EUA and removal of retained placenta tissue (RPOC) in theater. B-lynch suture insertion at the time of caesarean section was required in three cases. Uterine balloon tamponade was used in 29 (31%) cases but failed to control bleeding in four of these cases; one of which required uterine artery embolisation and three women who had placenta accreta proceeded to hysterectomy. Laparotomy was required in eight (8%) cases all of which had had caesarean section (CS) delivery. Six of these cases had repair of a uterine or broad ligament tear, one had inferior epigastric vessel ligation and one had B-lynch suture insertion. There were a total of 15 (16%) peripartum hysterectomies, all of which had placenta accreta. Eleven cases had a planned elective CS and four cases had emergency CS following substantial antepartum haemorrhage. Conclusion When cases of suspected placenta accreta delivered electively are excluded, the majority of cases of MOH (72%) can be managed effectively with medical and simple surgical techniques such as EUA, removal or RPOC and balloon tamponade. This emphasises the importance of the acquisition of these skills in training junior doctors. 28% of emergency cases of MOH required more complex surgical intervention. 



MEDICAL MANAGEMENT OF ECTOPIC PREGNANCY
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Abstract

Ectopic pregnancy is increasing, with an estimated incidence of 11 per 1000 pregnanies. The most recent report of the Confidential Enquiries into Maternal Deaths in the United Kingdom reported that six women died as a result of ectopic pregnancy during this triennium. This emphasises the importance of early diagnosis and treatment of ectopic pregnancy. Transvaginal ultrasound combined with serum βhCG measurement allows the confident diagnosis of ectopic pregnancy without resorting to laparoscopy in many cases. This has made non-surgical treatment a realistic alternative for many women. Evidence suggests that, in women who are clinically stable, medical management of ectopic pregnancy is as effective as surgical management. The most widely-used medical treatment is methotrexate given as a single intramuscular dose calculated from patient body surface area. Some studies suggest that patients with a higher baseline serum βhCG should receive multiple-dose methotrexate.
The purpose of this study was to investigate the outcomes of patients attending our Early Pregnancy Assessment Unit who received medical treatment for ectopic pregnancy and to consider the need for the introduction of multiple-dose methotrexate for selected patients. We examined the cases of women who had attended the Early Pregnancy Assessment Unit at the Coombe Women and Infants University Hospital between January 2011and September 2012 and had received methotrexate for treatment of ectopic pregnancy. Patients were initially identified from hospital pharmacy records and further information was obtained from patient records. Variables recorded included maternal age, parity, previous ectopic pregnancy, baseline serum βhCG at presentation, size of the ectopic mass, need for repeated doses of methotrexate, emergency admissions and surgery, final outcome and duration of follow-up. Data was analysed using SPSS version 16.  We identified 51 women who received methotrexate during the study period. Complete data was available for 45 of these cases. Two cases of cornual ectopic pregnancy and three cases of caesarean section scar ectopic were identified. These cases were excluded from the final analysis as non-tubal ectopic pregnancy follows a different clinical course from tubal ectopic pregnancies. Of the 40 women with tubal pregnancies who had treatment with methotrexate, two (5%) required a second dose of methotrexate due to an insufficient reduction in serum βhCG post-treatment. Of note, both of these women had baseline serum βhCG levels of greater than 2500IU/L. Five women (12.5%) were admitted with pain and had a subsequent laparoscopy for suspected tubal rupture. Admission and the need for laparoscopy were not associated with higher baseline serum βhCG levels. Average length of follow-up for women who had successful medical treatment was 28 days. 
The results of this study report a high success rate for medical management with single-dose methotrexate. This information is valuable when counselling patients regarding management options. Consideration may be given to multiple-dose methotrexate for women with baseline serum βhCG levels of greater than 2500IU/L, although the disadvantages, including cost and side-effects may outweigh the benefits. 

MOLAR PREGNANCY – ULTRASOUND, HISTOLOGICAL AND CYTOGENETIC FINDINGS
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Molar pregnancies are rare, with an approximate incidence of 1 in 700 live births. In complete molar pregnancy, the ultrasound characteristically shows an absent gestational sac and a complex echogenic mass with a "snowstorm" appearance. As the diagnosis of partial molar pregnancy is often difficult to make on the initial ultrasound, these women may present later, following early pregnancy loss with the diagnosis achieved histologically. In a complete molar pregnancy, the histology typically shows hydropic villi with trophoblastic hyperplasia. In partial molar pregnancy, the trophoblastic tissue may only show focal changes. Newer diagnostic techniques such as fluorescent in-situ hybridisation (FISH) can help confirm the diagnosis of molar pregnancy. This study aims to investigate the correlation between the ultrasound findings in women with a diagnosis of molar pregnancy and the final histological diagnosis including FISH. 
We examined 45 cases of women who attended the Early Pregnancy Assessment Unit at the Coombe Women and Infants University Hospital between July 2010 and July 2012. All women had either a suspected molar pregnancy on transvaginal ultrasound or a diagnosis of molar pregnancy on histology after evacuation of retained products of conception. The information was obtained retrospectively from data collected in the Early Pregnancy Assessment Unit. Further information was obtained from histology reports and patient charts. The data was analysed using SPSS version 18.
In 18 cases, there was suspicion of a molar pregnancy on transvaginal ultrasound at initial presentation to the Early Pregnancy Assessment Unit. 15 women had a provisional diagnosis of complete molar pregnancy after initial histological examination of products of conception. After FISH analysis, three cases (20%) were confirmed as complete molar pregnancies, six (40%) were found to be partial molar pregnancies and six (40%) were non-molar. 22 women had a diagnosis of partial molar pregnancy on initial histology. 10 (45%) of these were confirmed as partial moles after FISH and 12 (55%) were non-molar pregnancies. Of those women who had ultrasound and histological evidence of molar pregnancy, 82% had the diagnosis confirmed on FISH analysis. Women who had no evidence of molar pregnancy on ultrasound but with histological suspicion had a positive FISH in 60% of cases. The time from initial histological reporting to a complete result with FISH analysis ranged from one to eleven weeks with 5.9 weeks being the average time. 
Women who have a provisional diagnosis of molar pregnancy on histology, with or without ultrasound findings, should be identified without delay and monitoring of serum βhCG should begin without waiting for the final FISH result. This will ensure that patients with persistent trophoblastic disease are identified and treated optimally. In addition, routine FISH analysis can exclude molar pregnancy in women with suspicious histology and avoid unnecessary follow-up. This may be of particular importance for women for whom a delay in trying to conceive may be distressing.

OBESITY IN PREGNANCY – AUDIT ON COMPLIANCE WITH NATIONAL GUIDELINES
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Maternal obesity, based on a Body Mass Index (BMI) > 29.9 kg/m2, has been associated with an increase in pregnancy complications such as gestational diabetes and hypertensive disease, and has also been associated with an increase in obstetric interventions such as caesarean section and induction of labour [1]. Clinical guidelines should provide a framework for managing obesity in pregnancy, an important risk factor in modern obstetrics. 
We conducted a retrospective audit of women who delivered in Cork University Maternity Hospital during a four week period from 17th September to 14th October 2012. Charts were reviewed after delivery to determine the adherence to the 2011 National Clinical Practice Guideline: 'Obesity and Pregnancy'. We focused on examining the key performance indicators listed in the guideline, including the proportion of women who had their BMI accurately recorded, those screened for gestational diabetes and the use of postnatal thromboprophylaxis. 

We reviewed charts from 510 pregnancies in this time period. The majority of women (77.8%; 397/520) attended for public antenatal care, while the remainder (22.1%; 113/510) attended an Obstetrician privately. 386 (76%) of the charts reviewed had a complete and correct recording of the BMI, height and weight at the booking visit. In 36 (7.0%; 36/510) cases the BMI was miscalculated and in 88 (17.3%; 88/510) cases either the BMI, weight or height was not recorded. Of the 124 cases with an incorrect BMI recording, 61 were private patients, corresponding to 54% of all the private patient charts audited. 81 patients had a booking BMI recorded above 29.9 and 74 (91.4%) of those patients underwent an oral glucose tolerance test at 28 completed weeks of gestation. 21 women had a BMI above 34.9, of which 15 had an elective or emergency caesarean section (71.1%) and 6 had a normal or operative vaginal delivery. None of these latter 6 women received postnatal low molecular weight thromboprophylaxis but all wore graduated elastic compression stockings. 4 women had a booking BMI above 39.9 and all underwent an antenatal anaesthetic review, received early intravenous access and early epidural siting when in labour, as well as continuous electronic fetal monitoring. All women who underwent caesarean section received postnatal low molecular weight heparin - however 83% of them received the correct dosage based on maternal weight at the first antenatal visit. 
Of the charts reviewed, 20.7% of women were categorised as obese. We found the overall compliance with the guideline was good but can be further improved by promoting better recording of the maternal weight, height and BMI at the booking visit, ensuring all obese women are screened antenatally for gestational diabetes, and using low molecular weight heparin postnatal in moderate and severely obese women even after vaginal delivery. 

OBSTETRIC AND METABOLIC IMPLICATIONS OF EXCESSIVE GESTATIONAL WEIGHT GAIN IN PREGNANCY
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Abstract

We sought to compare maternal characteristics, obstetric outcomes and insulin resistance in a cohort of women subdivided into those who did and those who did not exceed gestational weight gain guidelines as outlined by the Institute of Medicine (IOM).
This is a prospective study of 621 non-diabetic women. In early pregnancy all had a mid-upper arm circumference and body mass index (BMI) calculated. Maternal weight was recorded at each antenatal consultation. Concentrations of glucose, insulin and leptin were measured in early pregnancy and at 28 weeks. Ultrasound at 34 weeks assessed fetal anthropometry including abdominal wall width (AAW). At delivery birthweight was recorded and fetal glucose, C-peptide and leptin measured in cord blood. Insulin resistance was calculated using the HOMA equation. Outcomes in those and did not exceed IOM guidelines were compared. 
Overall, 267 women(43%) exceeded IOM guidelines and 354(57%) did not. Women with excessive weight gain had higher BMI's and arm circumferences in early pregnancy, and on 34-week ultrasound had higher fetal weights (2681±356g vs. 2574±331, p=0.001) and adiposity (AAW)(5.29±1.3 vs. 4.8±1.2,p=0.001). Infant birthweight and birthweight centiles, adjusted for maternal age, weight, height and ethnicity were higher in those who exceeded the IOM guidelines (76.6±23.3 vs. 69.2±25.9,p<0.001). There was no difference between the two groups in insulin resistance in early pregnancy, but by 28 weeks those who exceeded the guidelines had higher HOMA indices (4.17±5.7 vs. 3.27±2.4,p=0.02) and higher leptin concentrations (2.3±1.5 vs. 1.7±1.4,p<0.001) than those who did not. Fetal leptin concentrations were also higher in infants of mothers with excessive weight gain (2.9±2.2 vs. 2.3±2.1,p=0.007).

Excessive maternal gestational weight gain has significant implications for infant growth and adiposity, and predisposes both mother and baby to metabolic dysfunction with potential implications for later adult health. 

OBSTETRIC AND NEONATAL OUTCOME FOR CHILDBIRTH IN WOMEN ≥ 45 YEARS: A CASE CONTROL STUDY
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Abstract

There is an increasing trend in the developed world towards more advanced maternal age in relation to pregnancy. Increased maternal age is associated with a variety of adverse obstetric outcomes. The literature to date has mainly focused in women ≥ 35 years. In addition, the vast majority of pregnancies occurring in women ≥ 45 end in miscarriage. Consequently, there is a paucity of data in the literature to reliably inform the increasing number of women who do conceive over 45 of the likely outcome. We sought to compare obstetric and perinatal outcomes of women ≥45 years, with women aged 40-44 years. 
 From our prospectively entered database, we identified 140 women from 1989-2011 aged ≥ 45 years who delivered > 24 weeks gestation. Controls were selected as the next woman delivered after each case in time, aged between 40 and 44 years. From an individual chart review, we recorded information including maternal demographics, antenatal and intrapartum characteristics, perinatal outcomes, assisted reproduction details, and maternal pre-existing disease. Statistical analysis was performed using SPSS v18 and was carried out using the independent samples t test, Chi squared, and Fisher's exact test. Statistical significance was set at p<0.05. 
During the study period there were 67,278 deliveries of which 140 occurred in women ≥45 years, giving an overall incidence of 2.1/1000. There were 24 In Vitro Fertilisation pregnancies in women ≥45 years , whilst there were only 7 amongst the 40-44 year olds (p=0.002). There were 21 cases of oocyte donation amongst the study sample, and only 1 case in the controls (p<0.001). Compared to the 40-44 year age group, women ≥ 45 had higher early pregnancy BMI's (26.7±4.7 vs. 24.6±7.1, p=0.01), and were more likely to have a previous pregnancy loss <24 weeks (81/140 vs. 62/139, p>0.05). There was no statistical difference noted between the groups in the incidence of antenatal complications. Women with underlying hypertension were significantly more likely to have a preterm delivery <34 weeks (4/22 vs. 3/118, p=0.012, OR1.2), and also a higher perinatal mortality rate (4/22 vs. 1/118, p=0.002, OR 1.2). There was no statistical difference between age groups in terms of neonatal outcome. There were 5 perinatal mortalities and 3 cases of chromosomal abnormalities in the study sample in comparison with 1 and 2 respectively in the controls. Women≥ 45 were significantly more likely to be delivered by Caesarean section (63/140 vs. 42/139, 45% vs. 30.2%, p=0.01. 
For pregnancies in women ≥ 45 years of age, in comparison with parturients aged 40-44 years, there are significantly more oocyte donation pregnancies, a much increased caesarean section rate, and an increased rate of previous pregnancy loss. Women with pre-existing maternal disease were at greater risk of poor perinatal outcome. For the other outcome measures outlined, the risks were comparable in both age groups.

PERIPARTUM HYSTERECTOMY – ANTICIPATED VERSUS UNEXPECTED
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Abstract

Peripartum hysterectomy (PH) is the definitive treatment for life-threatening obstetric haemorrhage unresponsive to medical and conservative surgical measures. The need for PH can be anticipated when pathology such as placenta accreta is detected antenatally. This allows staff to be on alert for major obstetric haemorrhage (MOH), adequate blood can be cross matched and the woman can be counselled about the risk of haemorrhage and hysterectomy. This is not the case, however, when PH is unanticipated. We identified cases of PH performed at the CWIUH over a six year period and compared the indication for MOH, blood product use and postoperative complications in cases of anticipated versus unanticipated PH. Cases of PH were identified from the MOH database and annual reports from Jan 2006 to Dec 2011 inclusive. PH performed for malignancy was excluded. Data collected included maternal demographics, indication and mode of delivery, grade and subspecialty of operator, estimated blood loss (EBL), blood product transfusion, intra and post operative complications and duration of hospital stay following surgery. 31 cases of PH were identified over six years yielding an incidence of 0.6/1000 deliveries. Three cases were performed for malignancy and were excluded from the study. 3 charts were not retrievable. In 16 women PH was anticipated and unanticipated in 9. Data was compared in these two groups as follows: Maternal age 33 vs. 36 years; number of women with previous 
Caesarean Section (CS) 16/16 vs. 7/9 (p=0.62); aetiology 14/16 placenta accreta/percreta vs. 4/9 placenta accreta (p=0.058); 1/16 placenta previa vs. 1/9 placenta previa(p=1); 0/16 rupture vs. 3/9 rupture(p=0.036). The remaining cases consisted of 1/16 cervical ectopic and 1/9 atony secondary to fibroid uterus. Elective delivery was performed in 8/16 vs. 3/9 cases and gynaecology oncologist was present in 14/16 vs. 3/9. Mean EBL mean 5.79L (range 1.27-12L) vs. 6.55 (range 2.8-14.3L) (p=0.89); RCC units transfused 7.68u (range 0-17) vs. 9.44 (range 4-20) (p=0.40); intra and post operative complications 8/16 vs. 4/9 and length of hospital stay 7 vs. 7.9 days.  The incidence of PH is 0.6/1000 deliveries and equivalent to that reported in the literature. The majority of anticipated cases of PH are because of prenatal diagnosis of placenta accreta. These cases are more likely to be delivered electively and have a gynaecology oncologist present. Despite this, EBL, RCC transfusion and the incidence of postoperative complications are not different between suspected and anticipated cases of PH.  This study demonstrates the severity of blood loss in cases of PH whether anticipated or not. This may reflect the severity of cases of placenta accreta that are diagnosed antenatally. Continuing research is required to improve imaging techniques used in the prenatal diagnosis of placenta accreta and in methods to reduce peroperative blood loss such as interventional radiology. 
SCREENING FOR ASYMPTOMATIC UROGENITAL CHLAMYDIA TRACHOMATIS INFECTION AT A LARGE DUBLIN MATERNITY HOSPITAL: RESULTS OF A PILOT STUDY
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Urogenital Chlamydia trachomatis infection is the most common sexually transmitted infection worldwide. C. trachomatis infection is a significant problem in Ireland with the number of reported cases increasing almost twentyfive-fold between 1995 and 2011. Many resource-rich countries recommend screening of all antenatal patients as well as other high-risk groups. There are currently no national guidelines on screening for C. trachomatis infection in Ireland and routine screening of asymptomatic individuals is not performed. There are no national recommendations on screening of pregnant women. In order to explore the potential role of screening, the Health Protection Surveillance Centre in Ireland prepared a report entitled "The Need for Chlamydia Screening in Ireland"1. The report's recommendations were limited by the fact that there is little data on the prevalence of C. trachomatis infection in the Irish population. The report stated that "priority should be given to obtaining data from Irish research to establish the prevalence of genital Chlamydia trachomatis infection in different subpopulations in Ireland in order to inform policy on the need for screening in Ireland." A previous prevalence study of urogenital C. trachomatis infection also carried out at the Rotunda Hospital in 2003-2004 in asymptomatic women of all ages found a prevalence of infection of 10.5% in those aged under 25 years. As this age-group is generally considered at high risk of infection we decided to investigate the prevalence of urogenital C. trachomatis infection in this age-group. 
All patients aged 25 years and under attending the Rotunda Hospital between December 2011 and August 2012 were offered screening for urogenital C. trachomatis infection. Nucleic acid amplification testing of the C. trachomatis cryptic plasmid was performed on either endocervical swabs or first void urine samples. Samples from 1036 patients were tested for C. trachomatis infection. The rate of a positive test result was 4.6% overall. Infection was more common in those who smoked (p=0.001) and in younger patients (p<0.001). Single status did not confer a significantly increased risk of infection compared to married status (p=0.32). There were no cases of neonatal C. trachomatis infection in babies born to mothers who were screened.
The prevalence rate of detected C. trachomatis infection was 4.6% in the study population. This shows a significant decrease in prevalence since the previous study of 2003-2004. This decrease has occurred in the absence of any national or targeted screening programme for C. trachomatis infection. Screening of antenatal patients may have a role in preventing vertical transmission of infection to the neonate.
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SECUNDIGRAVID WOMEN WITH PREVIOUS CESAREAN SECTION: RISKS, BENEFITS AND SUCCESS OF TRIAL OF LABOR
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Abstract

We sought to examine characteristics, outcomes and success rates in a large cohort women ≥ 37 weeks gestation, who attempted a trial of labor after a previous Cesarean delivery (TOLAC).

This prospective observational study included all secundigravid women with a previous Cesarean delivery who underwent a trial of labor from 2001-2011. Labour characteristics and demographics of those who successfully delivered vaginally were compared with those who required Cesarean delivery. Markers of maternal and neonatal morbidity were also examined for both groups
During the study period 4704 women in their second pregnancy with a previous cesarean delivery attended the hospital, 3701 attempted TOLAC. Of these, 64.5% (1981/3071) had a vaginal delivery, while 35.5% (1090/3071) required a second Cesarean delivery. Women who had successful vaginal deliveries were younger (32.1±4.6 years vs. 32.7±4.6 years; p=0.006), and had smaller babies (3590±464g vs. 3792±519g;p<0.001) than those who required a cesarean delivery. Women who had a Cesarean delivery were more likely to require fetal blood sampling (33.1% vs. 19.6%; p<0.0001), oxytocin (44.5% vs. 19.8%; p<0.0001) and epidural anaesthesia (72.5% vs. 67.4%; p=0.02). Induction of labor was less likely in the group who delivered vaginally than in those who required caesarean section (18.7% vs. 43.8%; p<0.0001). Practices in induction of labour changed over the course of the study with prostaglandin gel now used in only rare circumstances. Women requiring Cesarean delivery were more likely to have a baby with an occipito-posterior (OP) presentation (6% vs. 2.7%; p<0.0001). Those patients delivered by caesarean section were also more likely to have a blood loss of >500ml (23% vs. 8%; p<0.0001) as well as a blood loss >1000ml (3.5% vs. 0.7%; p<0.0001). The rate of operative vaginal delivery among those women who had a successful VBAC was 39% (771/1981), while the incidence of anal sphincter injury was approximately 5% (98/1981). Infants requiring Cesarean delivery were more likely to have an Apgar of <7 at 5min (1% vs. 0.4%; p=0.02) and to require NICU admission (7.1% vs. 2.3%;p<0.0001). They were not however more likely to have a cord pH <7.0 (1.7% [11/627] vs. 1.0%; p=0.24). The rate of uterine rupture was 0.48% (15/3071), while the rate of peri-partum hysterectomy was 0.19% of all patients with one previous section (9/4701). 
This study shows that serious complications associated with TOLAC are rare, and decision – making regarding TOLAC is multi-factorial. These results assist in the counselling of patients in the antenatal setting.

THE EFFECT OF SUBCLINICAL HYPOTHYROIDISM ON IQ IN SEVEN TO EIGHT YEAR OLD CHILDREN
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Objective

In our practice, pregnant women are not routinely screened or treated for subclinical hypothyroidism (SCH), although overt hypothyroidism is treated. Our objective was to compare the IQ of children whose mothers had been diagnosed with SCH antenatally (in a prior observational trial) with closely matched controls.
Study design
In a previous study from our group, 1000 healthy nulliparous patients were screened anonymously for SCH. Those with overt hypothyroidism were informed and treated, whereas those with SCH were contacted postnatally for paediatric follow-up. SCH (defined as reduced free T4 with normal TSH, or normal free T4 with raised TSH) was found in 4.6% (n=46) of the study population. These cases were matched for gestational age, gender and mode of delivery with 47 controls. All children underwent a formal neurodevelopmental assessment at age 7 to 8 years by a single psychologist blinded to the original maternal thyroid status. WISC-IV assessment scores were used to compare the groups. 
Results

From the cohort of cases, 23 mothers agreed to assessment of their children as well as 47 controls. The children in the control group had higher mean scores than those in the case group across the categories of Verbal Comprehension Intelligence, Perceptual Reasoning Intelligence, Working Memory Intelligence, Processing Speed Intelligence and Full Scale IQ. Mann Whitney U testing confirmed a statistically significant difference in IQ between the cases (composite score 103.87) and the controls (composite score 109.11) This had a 95% confidence interval (.144, 10.330)
Conclusion 

Our results highlight significant differences in IQ of children of mothers who had unrecognised SCH during pregnancy. While our study size and design prevents us from making statements on causation, our data suggests significant potential public health implications in terms of routine thyroid function screening in pregnancy. The results of prospective intervention trials to address a causative association will be vital to address this issue

VARIATIONS IN OPERATIVE VAGINAL DELIVERIES NATIONALLY
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Abstract

The aims of this study were to compare use of operative vaginal delivery (OVD) between all publicly-funded maternity hospitals in the Republic of Ireland and to develop quality control performance tables to facilitate national benchmarking of this important obstetric intervention.

Information was obtained from the Irish National Perinatal Reporting System. There are 20 maternity hospitals in Ireland: one privately- and 19 publicly-funded hospitals. Analysis included maternities delivering a baby ≥ 500 g in 2010. Maternities delivering in one private hospital, at home or with unknown parity (n=2,571) were excluded. Mean OVD rates and standard deviations (SD) were calculated per hospital. Quality control performance tables were devised to identify maternity hospitals with OVD rates deviating outside national means.

In 2010, there were 75,600 births in the country: 99.8% were supervised in 19 public hospitals and one private hospital. The number of births in the 19 publically-funded hospitals ranged from 1,284 to 9,759. The mean incidence of OVD per hospital was 15.3% SD 2.6% (range 11.7-20.4%) consisting of forceps rate of 3.1% SD 1.9% (range 0.3-7.7%), and of ventouse rate of 12.2% SD 1.8% (range 8.8-15.7%). The incidence of OVD in primigravidas (n=30,468) was 29.1% compared with 6.7% in multigravidas (n=42,561) (p<0.001). The ratio of ventouse:forceps was 3.0:1 nationally. Using quality performance control tables, 53% (n=10) of hospitals were >one SD outside the national mean for forceps delivery and 32% (n=6) for ventouse delivery.
These results show wide variations in the ranges of OVD between maternity hospitals and wide variations in instrument choice, raising questions about practices and training in contemporary obstetrics.

A CASE OF MONOCHORIONIC TWINS WITH SEPARATE PLACENTAS
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Abstract

We report a case of Monochorionic twins with separate placentas having been interpreted antenatally as being Dichorionic on the basis of their ultrasound appearance.
Miss OR, a 28 year old lady, Para 1 +0, presented at 17/40 for confirmation of chorionicity in a known multiple pregnancy diagnosed on ultrasound at 14+3/40. Dichorionicity was proposed on the basis of two separate placentas and a positive lambda sign. Subsequent imaging took place at 20/40, 26/40, 28/40 and 30/40 with ultrasound appearances consistently suggesting female gender Dichorionic-Diamniotic twins. Growth was found to be compatible with dates on all scans with no obvious abnormality detected. Miss OR had an uncomplicated antenatal course until she presented at 32+1/40 in pre-term labor. An uncomplicated vaginal delivery followed. Twin 1; female, 2045g, Apgar Scores: 19 59. Twin 2; female 1700g, Apgar Scores: 15 59. The third stage was actively and a placenta weighing 765g was delivered by Controlled Cord Traction and sent to histopathology for analysis. 
On pathological examination the appearance of two placental discs separated by a membranous placenta was noted and explained somewhat the ultrasound appearance. However the presence of vascular anastomosis in the membrane and the appearance on microscopy of a single amnion and chorion confirmed that it was in fact Monochorionic-Diamniotic. Both Miss OR and babies made an uncomplicated postnatal recovery.
Ultrasound assessment of chorionicity using twin peak/lambda sign and the number of placental sites has a high sensitivity and specificity, but accuracy may not be sufficient to guide clinical management in all cases.
Excellent images available.

A CASE OF TRANSVAGINAL SMALL BOWEL EVISCERATION POST-HYSTERECTOMY
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Abstract

Vaginal evisceration of small intestine is a rare complication after vaginal hysterectomy. Other contemporary sources of vaginal evisceration are rupture of large enterocoeles and suction curettage for termination of pregnancy.
Associated risk factors for post - hysterectomy vaginal evisceration include postmenopausal , multiparae , increased abdominal pressure and vaginal trauma induced by coitus after hysterectomy .
It was first described in1907 by McGregor. About 85 cases of transvaginal evisceration of small bowel have been documented since then. It represents surgical emergency requiring urgent intervention involving both gynaecological and surgical teams to prevent further morbidity and potential mortality.
Here, we report a case of post-hysterectomy transvaginal small bowel evisceration in a multiparous pre-menopausal woman.
She presented with lower abdominal pain and something coming out from vagina 6 weeks post hysterectomy. The pain started the previous day in the afternoon. There were associated nausea and vomiting but no diarrhoea. This was followed by sensation of something coming down from vagina. There was no other significant past medical history.
Awareness and prompt intervention by both surgical and gynaecological teams will reduce the morbidity and eventually prevent potential mortality of transvaginal bowel evisceration . Many methods of repair have been described in the literature involving both abdominal and vaginal approach and abdominal or vaginal approach. Recently laparoscopic approach has also shown good outcomes.
In our case she had vaginal approach assisted with transvaginal laparascope to asses the bowels. The patient made very remarkable recovery. 

A COMPLETE AUDIT CYCLE OF THE MANAGEMENT OF 3RD AND 4TH DEGREE PERINEAL TEARS
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Abstract

Complete audit Cycle of the management of third/fourth degree perineal tears in the Wexford General hospital measured against the recommendations of the Royal College of Obstetricians and Gynaecologists (RCOG)  Initial data collection period 2009 to 2010, 55 women [1.1%] had 3rd and 4th degree perineal tears out of 5,023 vaginal deliveries. 35/55[63%] women had normal delivery, 11/55[21%] had vaccum delivery and 9/55[17%] women were delivered by forceps.49/55 [90%] were sutured in the labour ward and only 6/55[10%] were sutured in the theatre. We also reviewed the type of anaesthesia used for suturing 26[48%] women had epidural, 24[44%] were sutured under local and 5[8%] had general anaesthesia. There was documentation of the swab count in only 9/55[16%], suture material in 52/55[94%], method of repair was in 40/55[73%] cases and anatomical structures involved was documented in all 55 cases. Initially no patient information leaflets were offered, however majority received them from the physiotherapist on the postnatal ward. In the post suturing management and follow up, 54/55[98%] women were prescribed antibiotics and laxatives, 50/55 women had a documented postnatal follow up.The shortcomings in the practice were identified, circulated and an operative Performa was designed and introduced. A re-audit demonstrated improved compliance with the RCOG guidelines. Prospective audit was conducted between July2011 to February 2012 [8 months]. There were 20 women who were diagnosed as 3rd/4th perineal tears.11/20 [55%] had normal delivery, 6/20 [30%] had forceps delivery and 3/20 [15%] had vaccum delivery. The repair was performed in12/20 women in the labour ward and 8 [40%] were sutured in the theatre. 9/20 [45%] women had epidural, 4[20% had local, 5[25%] had spinal anaesthesia and only 2[10%] had general anaesthesia .The anatomical structures involved were documented in all cases, 18/20 [90%] had method of suturing and the suture material used documented. Patient information leaflets were given to all. Post operatively all women received antibiotics, laxative and postnatal follow up We recommend the introduction of an operative Performa to aid management and documentation of third/fourth degree tear repairs
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A RARE CASE OF PRIMARY CYTOMEGALOVIRUS (CMV) INFECTION IN A HIV POSITIVE PREGNANT PATIENT
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Abstract

A 21 year old HIV positive lady, presented to the Emergency Department at 30 weeks gestation with a 3 day history of pyrexia, cough, chest and back pain. She was diagnosed as having a respiratory tract infection and was admitted for treatment. She was diagnosed with HIV 1 infection three years prior to the above presentation. She had not been on anti- retroviral treatment. At her booking visit her CD4 count was 862 x 106/l (53%) and viral load was 4,645copies/ml. She commenced antiretroviral therapy at 21 weeks gestation.

Despite initial treatment with broad spectrum antimicrobial therapy there was no resolution of her symptoms. Abnormal liver function tests were noted and the patient complained of epigastric pain. Serology revealed CMV IgM and CMV IgG were both positive. CMV DNA viral load was 97,129copies/ml. CMV IgG avidity index was 0.174, which is a strong indication of primary infection dating back <3 months.
Intravenous Ganciclovir was commenced with good clinical response. Foetal assessment was initially normal however repeat ultrasound showed reduced foetal growth, a pericardial effusion and right ventricular hypertrophy. The infant had a normal clinical examination on delivery and initial tests for CMV were negative. 
Patients with HIV or those receiving immunosuppressive therapy are at higher risk of acquiring CMV infection and, because they are less likely to produce neutralizing antibodies, they are also at higher risk of transmitting the virus to their foetuses. (1) We aim to highlight that immunocompromised patients are at risk of rare opportunistic infection. 
1. Adler SP, Nigro G, Pereira L. Recent advances in the prevention and treatment of congenital cytomegalovirus infections. Semin Perinatol. 2007; 31:10-18.

A REVIEW OF A HIGH RISK GROUP OF PATIENTS FOR VTE ON PROPHYLACTIC LWMH
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Abstract

Intravenous drug use (IVDU) is associated with an increased risk of venous thromboembolism (VTE), a leading cause of maternal mortality. Despite this being a high risk group, pregnancy-related outcomes have not been widely reported. To determine efficacy of multidisciplinary management of these women during pregnancy, a retrospective review of patients attending the antenatal DOVE clinic, Rotunda Hospital, Dublin with a history of either current or prior IVDA and VTE was performed. 
The aim of the study was to highlight the critical importance of multidisciplinary care in these high risk patients who have multiple predisposing risk factors for recurrent VTE.
We examined the impact of a VTE diagnosis and LMWH use on current pregnancy by observing rate of recurrent VTE, maternal platelet count, bleeding events and multidisciplinary management of labour and delivery. 11 patients were identified during the period 2011-2012. 9 also had a diagnosis of Hepatitis C and 1 patient was co-infected with Hepatitis B, Hepatitis C and HIV. 3 patients had previously experienced deep vein thrombosis (DVT), 4 had a past history of pulmonary embolus (PE) whilst 3 patients had been diagnosed with both. An additional patient had no previous VTE diagnosis but was managed with high intensity LMWH throughout pregnancy for a metal mitral valve prosthesis and was included in the cohort in view of a very high valve thrombosis risk. 1 patient had experienced a VTE during the current pregnancy (diagnosed prior to first booking visit). In accordance with current local and international consensus guidelines, patients were managed with either prophylactic or therapeutic LMWH, depending upon the timing of the event. There were no episodes of heparin induced thrombocytopenia and the average estimated blood loss at delivery was 345ml. No VTE recurrence was documented.
In a tertiary care maternity hospital with a significant population affected by prior or current VTE, IVDU and additional risk factors, appropriate care pathways were delivered and no recurrent VTE events were documented. Multidisciplinary specialist care is essential in the management of this high risk cohort of pregnant women.

A REVIEW OF EARY ONSET NEONATAL GROUP B STREPTOCOCCAL DISEASE (EOGBS) IN A TERTIARY REFERRAL CENTRE IN DUBLIN. IS RISK BASED SCREENING FOR IDENTIFICATION OF WOMEN FOR INTRAPARTUM ANTIBIOTICS PROPHYLAXIS STILL APPROPRIATE?
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Abstract

GBS is recognised as the most frequent cause of severe early onset infection in neonates.1 However, the majority of neonates developing EOGBS are born to mothers with no risk factors for EOGBS.2 The RCOG does not endorse routine bacteriological screening but favours the risk based approach. In the Rotunda however, we are faced with a dilemma. In recent years we have seen an increase in our EOGBS rates and the emergence of the more virulent sero-group III as the predominant strain of GBS causing EOGBS, which is different to that in other Irish maternity hospitals. We under took a review to see if we could identify what risk factors the women had and if there were any missed opportunities for intrapartum antibiotic prophylaxis.
Neonates with positive blood cultures or CSF culture for EOGBS were identified and matched to the maternal records. We assessed maternal risk factors for GBS and identified women who had a HVS or MSU sample which was positive for GBS in current or previous pregnancy.

No risk factors were identified in 9/21 women whose babies developed EOGBS. None of the 21 women had bateriological evidence of GBS either in current or previous pregnancy prior to onset of labour. Identified risk factors included preterm labour 3/21; PROM >18hours 6/21; pyrexia in Labour 4/21 and postpartum pyrexia 3/21. The majority of mothers were white Irish (62.9%)
Despite the change in ethnic populations attending the Rotunda and increased incidence associated with black ethnic groups, the majority of mothers were white Irish (62.9%) In keeping with international findings 9/21 neonates with EOGBS had no antenatal risk factor, in which cases only bacteriological screening might have identified them. As an initial measure we plan to include PROM> 18 hours as an indication for IAP to see if this impacts on our EOGBS rate, otherwise we may have to consider the introduction of bacteriological screening.
1. Greentop guideline No.36 2nd edition July 2012. The prevention of Early-onset neonatal Group B Streptococcal Disease. RCOG
2. Prevention of group B streptococcal neonatal disease revisited. The DEVANI European project. Rodriguez- Granger J. et al February 2012 Eur J Clin Microbiol Infect Dis (2012) 31:2097-2104

A REVIEW OF PRACTICE IN DATA COLLECTION OF POST PARTUM HAEMORRHAGE IN A MID-SIZED OBSTETRIC UNIT
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Abstract

Post Partum Haemorrhage (PPH) is a significant cause of morbidity and mortality in the obstetric population. Significant costs are incurred for hospitals due to prolonged inpatient stays, intensive monitoring, transfusion and medication requirements. Therefore, it is felt to be both of clinical and economic significance. The economics of Irish healthcare provision is due to undergo a profound change with respect to funding structures and streams. As a consequence, it is becoming imperative for hospitals to have systems that accurately record clinical events. A review was conducted into the collection of data on PPH. 
Data pertaining to PPH is recorded by 4 different groups in the hospitals – HIPE, the Clinical Risk Management Department, the Haemovigilance Office and the Obstetric Unit on behalf of the National Perinatal and Epidemiology Centre (NPEC). The records of all groups were examined. A retrospective review of the cases was carried out from 1st January 2008 – 30st September 2012 to validate the accuracy of the data.None of the collection systems used the RCOG definitions of "Post Partum Haemorrhage" as their reference criteria despite the reality that these are the definitions that clinicians are most likely to be familiar with. Of the data sets studied; HIPE is the most extensive and longest established of these mechanisms. In addition, many of the other databases are partly referenced from HIPE. According to HIPE there were 209 cases of PPH in St Luke's Kilkenny in the referenced time frame. However, on close inspection we feel that this figure is not a true representation of clinical activity in the hospital.
Total Primary Secondary MROP Charts No PPH Incorrect Other Cases PPH PPH No PPH* Irretrievable Recorded Patient Cases**

	NTD 
	1999 (n=47)
	2009 (n=88)

	
	
	
	
	
	

	MDI
	(n=204)
	(n=89)
	(n=33)
	(n=45)
	(n=26)
	(n=8)
	(n=20)
	

	2008
	35
	19
	4
	0
	4
	6
	2
	0

	2009
	49
	21
	3
	14
	6
	9
	1
	2

	2010
	32
	13
	3
	7
	3
	7
	
	

	2011
	58
	20
	17
	13
	5
	0
	3
	2

	2012
	35
	17
	6
	11
	3
	0
	9
	


There is a need for integration and co-operation between departments in the collection and analysis of hospital data. Clinicians have a responsibility to ensure the incidents that they are involved in are clearly documented to assist this process.  We have established a database to record PPH in Kilkenny. This has been made available to all departments to continue to utilise in the future. Computer based systems are advantageous in record keeping but it is ultimately the quality of data inputted that matters. All interested parties should agree on definitions that can be used internationally such as "Post Partum Haemorrhage" to avoid the incongruity that is currently evident. *Cases where a manual removal of placenta was carried out but no PPH was deemed to have occurred.  **Cases recorded by databases other than HIPE but not recorded on the HIPE system

A SURVEY OF THE UPTAKE AND ATTITUDES TOWARDS CERVICAL SCREENING IN A POST NATAL POPULATION
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Abstract

Cervical Cancer is one of the most preventable cancers and pre-cancerous cells are easily detected with a simple cervical smear test. The purpose of this study is to assess the uptake of the National Cervical Screening Programme amongst the post-natal population; to find out the barriers to non-attendance, poor-attendance and reasons leading to difficulties in attendance for the cervical smear test.
The study is performed using a questionnaire with specific questions relating to attendance for cervical smear tests and identifying those with risk factors for cervical cancer. The questionnaire is given to patients before they are discharged from the post-natal ward. The patients also receive a 'Cervical Check' pictorial leaflet which contains easy-to-digest information about how a cervical smear is done and how to register for the National Cervical Screening Programme. There are approximately 5500 deliveries per year at the Midwestern Regional Hospital. This study aims to target 1000 post-natal patients. It is currently ongoing.

The results to date show that the majority of post-natal patients over the age of 25 have had a smear within the past three years. Almost all patients have heard of 'Cervical Check', the National Cervical Screening Programme. Those that are due to have a smear have postponed same due to pregnancy. Factors that would assist patients to attend to cervical smear include convenient location of clinic at a convenient 'after hours' time as well as female smear taker. Factors preventing patients from attending for a cervical smear include embarrassment and inconvenient location of clinic and inconvenient appointment time. Patients have openly answered questions regarding the age at first sexual intercourse and the number of sexual partners that they have had. Questionnaires were completed by all post-natal patients. No patients have refused to participate in the study to date.
The main implications of the study are as follows;
• Post-partum patients are aware of the National Cervical Screening Programme and its purposes and majority have had a smear under this programme.
• Post-partum patients aged under 25 have a number of risk factors for cervical cancer but are excluded from the National Cervical Screening Programme on the basis of age.
• Convenience of clinic location and appointment time would enhance uptake of cervical smear.
• Cervical Smear testing is very often postponed due to pregnancy.

A WIKI GUIDE TO OBSTETRICS AND GYNAECOLOGY IN IRELAND - TOWARDS AN INTEGRATED MEMBERSHIP
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Abstract

We describe the initial implementation of a novel, web-based comprehensive national information network for trainees (n =210) in obstetrics and gynecology in Ireland. This is a unique development in the context of an entire medical specialty in Ireland, and is aligned with the communication strategy of the Institute of Obstetrics and Gynaecology.
To date, NCHDs across specialties in Ireland undergo a disjointed and variable new staff induction. In the healthcare setting, staff integration can have a significant impact on the quality of patient care.
The free Wiki software platform pbworks.com was used for the website and for Google Analytics, freely available software was used to determine user interaction.
In the first year, 1,645 page views were recorded. User interactions and levels of engagement were also measured. The average site visit duration of 4 minutes 39 seconds, compares favorably with the original Wikipedia's four minutes. The project was a success as a proof concept and in practice. Other medical faculties have expressed an interest in adopting the concept and developing it for their trainees. It implementation is listed as a priority for the Forum of Postgraduate Medical Education and Training Trainee Subcommittee. 
ACCURACY OF VISUAL ESTIMATION OF BLOOD LOSS AT OBSTETRIC HAEMORRHAGE BY HEALTHCARE PERSONNEL
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Abstract

Obstetric haemorrhage is one of the major causes of maternal morbidity and mortality. Prompt recognition with resuscitation and treatment can markedly reduce the rate of adverse outcomes. Visual estimation of blood loss by healthcare personnel is often used as the only guide to recognize and manage obstetric haemorrhage. The accuracy of such estimation is not known. Training to estimate blood loss is not included in medical education and there is no standardized tool available to aid estimation. We conducted an observational study to determine the accuracy of visual estimation of blood loss by healthcare personnel.
Expired whole blood was obtained from a hospital laboratory. It was poured onto sanitary pads in volumes of 5ml, 20ml, 50ml, 100ml and 200ml and each scene was photographed. The same procedure was followed using a toilet bowl. The photographs were arranged randomly into a booklet which included one photograph of a scale marker beside both pad and toilet before blood was added to the scene. On viewing the booklet participants in the study provided their estimations of the blood volume represented in each photograph using a questionnaire. Medical, midwifery and nursing staff as well as lay persons were asked to participate. Demographic data including age, profession, and level of experience in obstetrics (where applicable) was collected.Preliminary analysis of our results demonstrates that the majority of healthcare personnel are inaccurate in their estimation of blood loss and the degree of inaccuracy increases with increased volume of blood loss. Accuracy of estimates was not related to level of experience. We also found that there is strong tendency among healthcare personnel to under-estimate blood loss in the setting of obstetric haemorrhage. 
Healthcare personnel in general are unable to accurately estimate blood loss irrespective of their experience, level of training and grades. There is a need to develop a standardized tool to estimate blood loss and it should be included in teaching and training of all healthcare personnel.



ACUTE UPPER LIMB COMPARTMENT SYNDROME - AN INTERESTING COMPLICATION OF MASSIVE OBSTETRIC HAEMORRHAGE
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Abstract

Massive obstetric haemorrhage is a catastrophic event that persists as a major source of maternal morbidity and mortality. It complicates approximately 3.7 per 1000 births in the developed world and is associated with a myriad of complications both acutely and in the recovery period. The literature has highlighted the development of acute limb compartment syndrome as an interesting, albeit rare, complication of obstetric care. Compartment syndrome develops when capillary perfusion pressure falls below a level necessary for tissue viability. Perfusion pressure falls because of rising pressure within a closed fascial space. Compartment syndrome is a surgical emergency that is usually the result of trauma but can develop from vascular causes such as haemorrhage and ischemia-reperfusion injury. Development of acute compartment syndrome has been reported in the literature in the setting of both routine vaginal deliveries and caesarean sections as well as those complicated by PPH. The obstetric risk factors for development of acute compartment syndrome include, but are not limited to, postpartum haemorrhage or increased blood loss during the intra-partum period , prolonged episodes of hypotension, the use of syntocinon, owing to its hypotensive properties, and prolonged surgery in the lithotomy position. 

The WHO have recently updated their guidelines on the prevention and management of postpartum haemorrhage, adding new recommendations to the pre-existing 2007 and 2009 drafts. Uterine atony remains the most common cause of postpartum haemorrhage. This case report and discussion looks at a case of uterine atony, its management and the subsequent management of complications arising from aggravated blood loss and disseminated intravascular coagulation. 
We report the case of a multigravida who developed an upper limb compartment syndrome following caesarean delivery of twins and subsequent massive obstetric haemorrhage with coagulopathy. Symptoms of compartment syndrome developed 18 hours post re-look laparotomy while the patient was intubated and in ICU. Following surgical review she was brought promptly to theatre for an emergency fasciotomy. The pressure was released and symptoms improved. 
To our knowledge this is the first case of acute upper limb compartment syndrome following caesarean section and subsequent augmented postpartum haemorrhage. Compartment syndrome is a truly disastrous complication of various types of trauma and necessitates prompt decompression by fasciotomy to preserve the affected limb and prevent permanent disablility. The outcome ultimately relies upon a short interval between the injury and subsequent diagnosis of compartment syndrome, with early intervention on behalf of the surgical team being pertinent.

ALTERED NEONATAL ANTHROPOMETRIC MEASUREMENTS FOLLOWING MATERNAL LOW GI DIET IN PREGNANCY (ROLO STUDY)
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Abstract

Large for gestational age infants are at increased risk of childhood obesity. Maternal nutrition impacts on birthweight. The aim of this study was to assess impact of a maternal low GI diet on neonatal anthropometry.
The ROLO study was a randomised control trial to assess effect of low GI diet on birthweight1. Women were randomized to receive either no dietary intervention or a low glycemic index (GI) diet from early pregnancy to term. 265 neonates had anthropometric measurements taken at days 1-2 of life, 126 in the intervention group and 139 in the control group. This included birth weight, length, OFC, abdominal circumferences, thigh circumference and mid upper arm circumference. Of these neonates, a subgroup of 219 [82%] also had skin fold measurements (101 in the intervention group, 118 in the control group). 
There was no difference between the intervention and control groups in neonatal OFC, abdominal circumference or mid upper arm circumference. Neonates whose mothers on a low GI diet in pregnancy had lower thigh circumference (15.9 +/- 1.7 cm vs 16.6 +/- 1.5 cm, p=0.04).
No differences was noted between the two groups for any skin fold measurements (sub scapular, thigh, biceps and triceps).
Neonatal thigh measurements were significantly altered by maternal low GI diet in pregnancy. A low GI diet is safe in pregnancy and may positively impact on infant adiposity.

	Results based on different groups
	 
	 
	 
	 
	 

	 
	Group 1
	Group 2
	P Value
	SD
	SE

	Number of neonates with measurements
	126
	139
	 
	 
	 

	Mean birth weight [265/265]
	4066
	4057
	0.87
	502/434
	45.6/36.8

	Mean length [220/265]
	52.9
	52.8
	0.69
	2.3/2.2
	0.2/0.18

	Mean OFC [252/265]
	35.7
	35.6
	0.59
	1.3/1.2
	0.1/0.1

	Mean Abd Circumference [265/265]
	33.3
	33.5
	0.39
	2.3/1.9
	0.2/0.16

	Mean Thigh Circumference
	15.9
	16.4
	0.04
	1.7/1.5
	0.15/0.12

	Mean Chest Circumference
	35.2
	35.8
	0.05
	2.3/2.8
	0.2/0.23

	Mean MUA Circumference Flexed
	12.57
	12.7
	0.26
	1.4/0.9
	0.13/0.07

	Mean MUA Circumference Straight
	12.38
	12.5
	0.3
	1.5/0.9
	0.13/0.07

	Number of neonates with skinfolds measured
	101
	118
	 
	 
	 

	Mean Subscapular Skin Fold Thickness
	6.91
	6.95
	0.86
	1.5/1.6
	0.15/0.14

	Mean Triceps Skin Fold Thickness
	6.89
	7.07
	0.36
	1.5/1.5
	0.15/0.13

	Mean Biceps Skin Fold Thickness
	6.73
	6.83
	0.62
	1.5/1.5
	0.15/0.13

	Mean Leg Skin Fold Thickness
	7.95
	7.89
	0.8
	1.9/1.7
	0.19/0.15

	Number of neonates BP measured
	108
	120
	 
	 
	 

	Mean Systolic
	77.2
	77.6
	0.77
	10.6/10.5
	1.02/0.96

	Mean Diastolic
	45.7
	44.6
	0.37
	8.8/8.4
	0.84/0.77

	Number of neonates with measurement Placental Weights
	89
	106
	 
	 
	 

	Mean Placental Weight
	774.5
	773.2
	0.97
	185.9/167.6
	19.8/16.2


AN AUDIT OF COMPLIANCE WITH CURRENT GUIDELINES ON THE MANAGEMENT OF THIRD AND FOURTH DEGREE TEARS IN THE ROTUNDA HOSPITAL
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Introduction

Third degree tears are defined as complete or partial disruption of the anal sphincter. Fourth degree tears involve disruption of the sphincter as well as anal epithelium. They occur in approximately one percent of vaginal deliveries. In the Rotunda the rate of occurrence in the first six months of 2012 was higher than average at three percent. Third and Fourth degree tears account for a high degree of morbidity in women post delivery. The Rotunda has a clear care plan for these women, which is based on evidence-based practise, and international and national guidelines including those of the Royal College of Obstetricians and Gynaecologists (RCOG). These guidelines outline the management of such tears during delivery, postnatally and following discharge. Many complications associated with this type of perineal trauma may be preventable if these guidelines are adhered to. The aim of this audit was to assess compliance with current guidelines and where non-compliance was identified to assess if complications arose as a result and also to make recommendations for practice.

Methods

A retrospective chart review of all third and fourth degree tears that occurred between 1st April 2012 and 24th June 2012 was performed. There were a total of fifty-one cases during this time period. Forty-seven charts were available for chart review. An Excel document was designed which outlined all key areas of the Rotunda guidelines. The standard we compared our current practice to was the Rotunda Hospitals "Guidelines for Management of Episiotomy and Repair of Perineal Trauma" which was published in Sept 2010. These guidelines were based on International standards including the RCOG Guideline. 

Results

There were 51 cases in total. 45% were following Spontaneous vertex delivery, 27% following ventouse delivery, 14% following combination of ventouse and forceps and 14% forceps alone. 47 cases only were available for review. Compliance with all areas of the guidelines were assessed. 100% were repaired under regional anaesthesia. 91.5% were repaired using Maxon sutures, 4.25% PDS and 4.25% did not state material. 100% of patients received antibiotics but only 66% received the correct dose and duration of antibiotics. 95% received laxatives post delivery with only 51% received appropriate non opiate analgesia. 44.6% of patients were reviewed by senior staff and 81% received physiotherapy.87% were followed up in the perineal clinic. There was a 21% complication rate including issues with pain, wound dehiscence, infection, with one patient having to be resutured. 



Implications

The following were the recommendations from the audit. Review of current perineal repair form should be performed to include headings more specific to third/fourth degree tears. A sticker (similar to Drug allergy sticker) highlighting that the patient has had a third/fourth degree tear should be placed on the front of drug Kardex. This may help avoid prescription of opiate analgesia. All women receive an information leaflet on discharge. Women should be on team review list in the morning to ensure senior staff review. It should be re-audited in six months.

AN AUDIT OF COMPLIANCE WITH THE NATIONAL CERVICAL CYTOLOGY SCREENING PROGRAMME AMONG HIV POSITIVE WOMEN, AND, THE USE OF AN ELECTRONIC PATIENT RECORD SYSTEM IN RECORDING AND CAPTURING THIS DATA
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Abstract

HIV positive women are more likely to be infected with human papilloma virus (HPV), to have persistence of infection, higher viral loads and infection with multiple HPV types, than HIV negative women. Cervical intraepithelial neoplasia (CIN) is also more prevalent with faster progression times, lower regression rates and greater treatment failures. National guidelines recommend annual cervical cytology for HIV(+)ve women from 20 years with early recourse to Colposcopy. The GUIDE clinic offers cervical cytology to all HIV(+)ve positive women attending and participates in the National Cervical Screening programme. A Standard Operating Procedure (SOP) is in place for the safe management of this. The aims of the audit were to determine if all eligible HIV(+)ve women who attended in the audit period were managed in line with national guidelines and that the SOP was effective.

A list of women who attended between 1/11/11–31/03/2012 was generated. An electronic patient record system was introduced in November 2011 and therefore data was retrieved from a combination of paper and electronic records. Questions asked: were all women offered appropriate screening; were all smear results recorded appropriately; were all abnormal results actioned appropriately(including colposcopy referral); was correspondence received from colposcopy. 
479 women attended in the audit period. Data was available for 476 women. An electronic report generated information for 157 women. Review of electronic patient records provided information for a further 162 women and paper charts were reviewed for the remaining 157. 439(92.23%) women had cervical screening either in the form of a smear or documented attendance at colposcopy. Of the files reviewed, 343 smears were taken at the GUIDE clinic. They were reported using the Bethesda reporting system. Smear results: 270(78.72%) negative; 2(0.58%) inadequate; 30(8.75%) ASCUS; 1(0.29%) ASCH; 1(0.29%) AGC; 33(9.62%) LSIL and 6(1.75%) HSIL. All 6(100%) HSIL, 1(100%) ASCH and 1(100%) AGC were referred to Colposcopy. 32/33(96.97%) LSIL were referred to Colposcopy, 1 LSIL had not been referred. 15/30(50%) ASCUS were referred to colposcopy, for the remainder a repeat smear at 6 months was recommended. Of those referred to/already attending colposcopy correspondence was available for 80(66.12%). The majority of women audited (380, 79.8%) acquired HIV heterosexually; 89 (18.6%) through intravenous drug use (IVDU) and the remaining 10 included vertical transmission, infected blood products, needlestick injury and unknown acquisition. Women who acquired HIV through IVDU were more likely not to have had a smear (15, 16.8%) than women who acquired HIV heterosexually (15, 3.9%). 
The National Cervical Screening programme aims for an uptake of 80% in the general population. In this high risk population >90% were screened. All but one of the 343 smears performed were appropriately managed indicating that the SOP is effective. The electronic patient record system has made the SOP less time consuming and has facilitated easier generation of smear outcome reports.

AN AUDIT OF PRIMIPAROUS CAESAREAN SECTION
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Background

Delivery by caesarean section is increasing in Ireland and internationally. Caesarean Section is known to carry a higher risk of morbidity and increases the likelyhood of delivery by caesarean section in subsequent pregnancies compared to vaginal delivery. A rate of primiparous caesarean sections above the national average was noted at OLOL Drogheda in 2012. An audit was undertaken to examine primiparous caesarean sections and more especially those performed in the emergency group.
Methods

All primip caesarean sections carried out over a period of three consecutive calender months at Our Lady of Lourdes Hospital Drogheda in 2011 were identified using the MIS electronic data system. Individual medical records were obtained and systematically examined

Results

The overall CS rate for the unit was 30.1%. Of those 11.8% were Robson group 1 and 32.2% were group 2a. 95 primiparous caesarean section occured in the 3 month period, 70 of which were emergency and 25 elective. Of the emergency group ; 21 were performed for failure to advance the first stage, 31 were performed for presumed fetal distress, 5 were for failure to advance the second stage, 3 were due to malpresentation in labour and 6 for other reasons.Of the elective CS 10 were performed for malpresentation, 2 for vagismus, 5 for presumed fetal macrosomia (including one maternal request) and 8 for other reasons.

Discussion

Presumed fetal distress was the single biggest contributor to primiparous emergency caesarean section. However only 9/31 of these cases had fetal blood sampling performed. Cord pH validated the decision for delivery ( pH

AN AUDIT OF THE EARLY PREGNANCY ASSESSMENT UNIT AT OUR LADY OF LOURDES HOSPITAL, DROGHEDA
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Introduction

This audit sets out to look at compliance of the Early Pregnancy Assessment Unit (EPAU) in Our Lady of Lourdes Hospital, Drogheda with the guidelines contained in the National Miscarriage Misdiagnosis Review of April 2011 on the running of EPAUs in Ireland. The recommendations of this review were implimented in full in our unit in 2011.

Method

In the twelve months under audit, 2866 cases were seen in the EPAU. 10% of these cases (n=286) were reviewed. In addition we audited every ectopic case seen in the unit in 2011 (n=58).
Firstly we looked at whether there was an appropriate indication for referral to the EPAU. This included vaginal bleeding and / or abdominal pain; previous ectopic pregnancy; previous tubal surgery; previous miscarriage; pregnancy with intrauterine contraceptive device in situ; persistent bleeding post ERPC / post miscarriage; or other indication agreed at local level. Secondly, the reporting parameters audited included presence or absence of an intrauterine gestational sac(s); number of sacs and mean gestational sac size, presence of yolk sac, fetal pole, crown rump length (CRL) with expected gestation and fetal heart pulsation present or absent if applicable; and extrauterine observation including ovaries, adnexal mass, fluid in the Pouch of Douglas. Lastly, we looked for evidence of decontamination of equipment; presence of an appropriately trained clinician or sonographer; evidence of a second scan if out of hours or trainee operator; and approval by a senior obstetrician of any methotrexate treatment or laparoscopy.
Results

There is 100% compliance with regard to appropriate referral indication. The commonest referral indication is vaginal bleeding, followed by previous miscarriage. Appropriate reporting parameters were followed in almost all cases. This success was helped by the use of a proforma by the operator. The reporting parameter most commonly omited was extrauterine observations – however this parameter was still reported in over 97% of cases. All cases looked at had an appropriately trained clinician or sonographer and a senior obstetrician approved all cases of additional management such as laparoscopy or methotrexate treatment. One area of improvement is regarding evidence of decontamination, which was only documented in 8% of cases. 
Conclusion

The EPAU at Our Lady of Lourdes Hospital, Drogheda is compliant with the standards contained in the National Miscarriage Misdiagnosis Review. All cases should be required to include evidence of decontamination of equipment.

AN UNUSUAL CASE OF POSTMENOPAUSAL PYOMETRA
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Abstract

The case of a 78 year old woman serves to illustrate an unusual complication associated with having had a previous Manchester repair.
A 78 year old woman, Para 8 with a history of a Manchester Repair 20 years previous, was brought to theatre by the General Surgeons with a presumed bowel perforation secondary to diverticular disease. At Laparoscopy, no bowel injury was found. However, her uterus was grossly distended, approximately 16/40 size. She was grossly septic and was requiring ventilation and inotropic support. On vaginal examination the vaginal canal was stenosed. Attempt at hysteroscopy/uterine dilation failed due to the degree of stenosis. An MRI Pelvis demonstrated grossly distended uterus that was filled with fluid/tumour or both. 

A radiologically guided drain was placed and 1.2 litres of purulent fluid drained percutaneously, after which the patient's clinical condition markedly improved. She remained on antibiotics, was extubated and transferred to the ward 21 days after admission. 

Further MRI revealed a uterine mass, most likely an endometrial carcinoma. She was referred to the Gynae Oncology team who at an interval to allow for recovery proceeded with hysterectomy. The pyometra was attributed to the fact that she had had a Manchester repair and as such, this hindered the expulsion of necrotic debris from the uterine cavity. This debris in turn became a focus of infection and led to a severe systemic response. 

AN UNUSUAL CAUSE OF PRIMARY AMENORRHEA
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Abstract

This is a case report of Mayer-Rokitansky-Küster-Hauser syndrome, a rare but important cause of primary amenorrhea. 
Following comprehensive chart review a literature search using pubmed and medline was performed, using variants of the search terms 'Mayer', 'Rokitansky', 'Küster', 'Hauser' and 'syndrome'

A 35 year old nulliparous patient was referred to the gynaecology outpatients by her general practitioner. The referral was made as a consequence of impaired sexual function on a background history of Mayer-Rokitansky-Küster-Hauser (MRKH) syndrome. This patient was investigated for primary amenorrhea at the age of seventeen and was investigated in a secondary centre at that time. An ultrasound demonstrated normal ovaries and absent uterus, with normal karyotype. 
Upon clinical review, the patient disclosed that she had begun a new sexual relationship, which was impaired for both physical and psychological reasons. Examination under anaesthetic identified a significantly stenosed and shortened vagina. The patient was educated on the use of vaginal dilators. In addition psycho-sexual counselling was scheduled and the patient had a good response to these measures. Imaging of the urinary tract was also arranged which demonstrated normal anatomy. 
In patients presenting with primary amenorrhoea and normal secondary sexual characteristics, gonadal dysgenesis should be excluded. If the uterus is absent, the patient's karyotype should be determined. If the karyotype is 46 XX, then Müllerian agenesis is likely. Investigation of patients using a variety of imaging modalities reveals that there are two main forms of the MRKH syndrome (Type I and II). In Type I MRKH syndrome, the only abnormality is congenital absence of the uterus, cervix, and vagina. Type II is associated with congenital absence of the uterus, cervix, and vagina as well as renal, ear and skeletal abnormalities. Renal abnormalities appear to comprise the majority of the malformations associated with Type II MRKH syndrome. 
An early and prompt diagnosis of MRKH syndrome is important in order to alleviate anxiety associated with primary amenorrhoea. Thereafter, treatment and support requires a multidisciplinary team of healthcare workers. Non-surgical creation of a neovagina using dilators is the first line treatment and has been shown to be successful. If this fails, surgical creation of a neovagina should be offered to the patient. Equally important in the management of women with MRKH syndrome is the provision of psychosocial support or therapy. Such support mechanisms should address distress related to intimacy and the primary infertility associated with this condition. The patient should be given the option for gestational surrogacy if they wish to attempt pregnancy.
This case serves to highlight not just a rare condition, but also the consequential physical and psychological treatment that is required to manage its many ramifications. 

AN UNUSUAL HETEROTOPIC PREGNANCY
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Abstract

A 32-year-old woman presented to the Emergency Department (ED) with a 
history of upper abdominal pain and vomiting. Her LMP was 3 weeks previously 
and was normal. She had no irregular bleeding. She was para one, having had a 
caesarean section 1 year ago. She was dehydrated and unable to pass urine. Her observations were stable and although she was tachycardic at 120 bpm, her BP was 130/80 mmHg. Her haemoglobin (Hb) on presentation was 11 g/dl. She was given intravenous fluids and a pregnancy test performed 3 hours later confirmed she was pregnant. An ultrasound scan performed in the ED revealed free fluid in her abdomen and repeat bloods showed a drop in her Hb to 9 g/dl. She was transferred to the nearest maternity hospital for a suspected ruptured ectopic. Serum human chorionic gonadotropin (HCG) was 1408 mIU/ml at the time of surgery and repeat Hb was 6g/dl. At laparoscopy there was approximately a 2.5lt haemoperitoneum, the fallopian tubes and ovaries appeared normal and the only bleeding point evident was from a 3cm pedunculated serosal fibroid at the fundus of the uterus.This suspected fibroid ectopic was easily removed. She received 4 units of blood and because of the unusual location of the ectopic pregnancy she was followed up with serial HCGs. Histology confirmed trophoblast implantation on the fibroid with infiltrating cells positive for cytokeratin, HCG and HPL. Postoperatively her HCG levels were as follows: Day 1= 593, Day 4= 803, Day 6=1587, Day 8=3196, and Day 11=8081. (mIU/ml). An intrauterine pregnancy was confirmed by transvaginal ultrasound on day 8 and repeat ultrasound 2 weeks later confirmed a viable on-going pregnancy. 
Discussion

A heterotopic pregnancy occurs when one embryo is implanted in the uterus and one implanted outside the uterus. Spontaneous heterotopic pregnancy is rare, estimated at approximately 1 in 30,000 pregnancies. (Soriano et al., 2010) The incidence is however increasing with the advent of assisted reproductive technologies (ART) and is estimated at 1 in 100 with ovulation induction (Molloy et al., 1990). The most common site for an ectopic pregnancy is in the fallopian tube (approximately 62%). Implantation can also occur in the cornual region, cervix, ovary and old caesarean section scar sites. Treatment options include laparotomy or laparoscopy and salpingectomy. Other treatment options reported include local injection of the ectopic with methotrexate or potassium chloride. To our knowledge there has never been a reported case of a heterotopic pregnancy with the ectopic pregnancy implanted on a fibroid. Heterotopic pregnancies are often diagnosed later than ectopic pregnancies and often have significant haemopertitoneum at the time of diagnosis. A high index of suspicion is needed to diagnose these pregnancies and serial HCGs should be performed if there is a background history of ART or an unusually placed ectopic pregnancy.
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AN UNUSUAL PRESENTATION OF AN INTERSTITIAL PREGNANCY
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Abstract

LD is a 27yr old lady, gravida 7, para 3+3 (3 x SVD, 1 x partial molar in Dec 2010, 2 x miscarriage in 2011/12). She presented to the Early Pregnancy Assessment Unit (EPAU) for a reassurance scan at 6/40 by dates. The transvaginal scan revealed no intrauterine gestational sac, but 'grape-like' structures in the uterus of mixed echogenicity. Free fluid was present in the pouch of Douglas. Her serial serum bHCG showed a suboptimal rise. A tentative diagnosis of molar pregnancy was made. LD was managed conservatively initially, in case the diagnosis was incorrect and her pregnancy was viable.
After repeated ultrasound scans showing appearance of molar pregnancy, and continued suboptimal rise of her serial serum bHCG, an ERPC was performed. Histology found no trophoblastic tissue. The patient was recalled and a further ultrasound scan detected a right adnexal mass. The patient underwent laparoscopy and a large cornual ectopic was found, along with evidence of previous rupture.  Interstitial pregnancies, also know as cornual ectopics, are rare and account for approximately 2–4% of ectopic pregnancies. Their incidence is increasing secondary to use of reproductive fertility techniques. The incidence is estimated to be approximately 1 in 2500-5000 live births. An interstitial pregnancy carries a seven-fold higher mortality rate than ectopic pregnancy, and is frequently a late diagnosis given the difficulty in ultrasound detection. This report provides an overview of this interesting case and a review of the literature on the subject.

ANALYSIS OF INCIDENCE AND OUTCOMES OF UTERINE RUPTURE OVER 20 YEARS AT A LARGE MATERNITY UNIT
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Abstract

Uterine rupture is an unpredictable obstetric emergency. It is often a rare late complication of caesarean section, and is associated with risk of significant maternal and perinatal mortality and morbidity. We set out to assess incidence, risk factors and outcomes associated with uterine rupture over a 20-year period at a large urban maternity unit.

This was prospective observational study over a 20-year period from 1991-2010. All cases of uterine rupture during the study period were analyzed and outcomes assessed.

There were 156,130 deliveries at the hospital over the 20-year study period. 41 cases of uterine rupture were identified, giving an incidence of 0.26/1000 deliveries (41/156,130). The mean maternal age of mothers who suffered uterine rupture was 32.6±4.6, while the mean gestational age was 39±3.6 weeks. 9.7% of ruptures occurred in preterm deliveries (< 37 weeks gestation). 97.5% (40/41) of patients with uterine rupture were multiparous, the single nulliparous patient was subsequently found to be suffering from a connective tissue disorder. Of the multiparas, 97.5% (37/40) had at least one previous caesarean section and 2 of the 3 remaining cases occurred in grand multiparas (parity ≥ 5). Induction of labour took place in 17% (7/41) of cases of uterine rupture and 4 of these women received prostaglandin gel. Oxytocin was administered to 39% (16/41) of women who suffered uterine rupture. Three women (7.3%) had a vaginal delivery and uterine rupture was discovered after a deterioration in the post – natal period. The remaining 92.7% (38/41) of patients were delivered by caesarean section. When neonatal morbidity was examined 14/41 (34.1%) of infants had an Apgar of < 7 @ 5mins, 38.4% (10/26) of infants had a pH of < 7.1. Four cases (9.7%) of uterine rupture lead to perinatal death. Three women (7.3%) required a peri-partum hysterectomy secondary to uterine rupture. There were no maternal deaths associated with uterine rupture. 
This is a large prospective study of maternal and fetal outcomes associated with uterine rupture. Uterine rupture is a complication of the multiparous patient. It carries a high risk of adverse fetal outcomes and maternal morbidity such as hysterectomy. A high – index of clinical vigilance is particularly required in patients with a previous caesarean delivery.

ANTI-MULLERIAN HORMONE: ? A NON-INVASIVE SCREENING TEST FOR THE PRESENCE OF ENDOMETRIOSIS
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Abstract

It is estimated that endometriosis is prevalent in more than 30% of the sub-fertile population. To date the poor correlation between clinical presentation and severity - in addition to the lack of a reliable non-invasive marker - has left laparoscopy as the gold standard of diagnosis and treatment. This is problematic for two reasons; firstly, a delay in diagnosis can significantly affect fertility treatment outcomes, and secondly, hospital resources are used inefficiently in the pursuit of this diagnosis and treatment. The aim of this study was to identify whether anti-mullerian hormone was sensitive as a marker for the presence of endometriosis.

A retrospective analysis of 443 patients that underwent laparoscopy as an investigation for infertility in Rotunda Maternity Hospital Dublin, between January 2009 until February 2012, was conducted. The use of argon laser diathermy served to define the presence of endometriosis, with the remaining negative laparoscopies forming our control group. Serum AMH levels of each of these patients were collected, and groups were matched according to age [5 year increments]. A mean of the values for each age group in the patient population found to have endometriosis was then compared to the same age group with negative laparoscopic findings.
We found no statistical difference between serum anti-mullerian hormone values of patients with endometriosis vs. a control group. In the sub-fertile patient population being investigated (n= 182) the mean serum AMH was 17.46 [units] for patients with endometriosis, compared to a serum AMH of 16.17 [units] for those not found to have endometriosis on laparoscopy (n= 261). This trend held true even when matched for age. 
The complex pathophysiology through which endometriosis inhibits fertility is still under consideration. We know of the obvious disruption to normal anatomy from ectopic deposits of endometrium in the pelvic cavity that ultimately immobilize the pelvic structures necessary for fecundity. Less clear are the immunological and inflammatory changes that pre-dispose women with this condition to sub-fertility. The ovary-specific expression pattern in granulosa cells of growing non selected follicles pointed to AMH as a marker for the size of the ovarian follicle pool, a measure of ovarian ageing, and responsiveness to gonadotrophins. Anecdotal observation seemed to point to this being useful in identifying the presence of endometriosis without the need for laparoscopy. However it would appear that the effects of endometriosis on fertility are not limited to depletion of ovarian reserve, thus it is not a suitable marker for the presence of this condition in the sub-fertile patient population. Further research looking specifically at AMH in relation to severity of endometriosis may provide more clinically applicable results. For now, the study may serve as a reassurance to the sub-fertile population with endometriosis, that the disease process does not appear to affect ovarian reserve.

AUDIT OF ANTENATAL CLINIC ATTENDANCES
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Abstract

NICE guidance on Antenatal (AN) Care (62) states that women who are healthy and whose pregnancy remains uncomplicated in the AN period should have: 
• 10 appointments for nulliparous women and; 
• 7 appointments for parous women. 
NICE also states that midwife and GP-led models of care should be offered to women with uncomplicated pregnancies. It has been shown that routine involvement of obstetricians in the care of women with an uncomplicated pregnancy at scheduled times does not appear to improve perinatal outcomes compared with involving obstetricians when complications arise. In Craigavon the AN schedule is based on the NICE guideline but in order to reduce the work-load of routine, uncomplicated pregnancies the obstetric team wanted to review AN appointments during a week period in order to potentially rationalize this. The aim of this audit was therefore to review the AN attendances during an average week with the aim of determining which, if any, AN appointments could be stopped for those women with healthy and uncomplicated pregnancies, thus reducing unnecessary medical team involvement.

A random, typical full AN week in February, which included 5 clinics, was chosen. 2 clinics (1 and 3) were attended by consultants, with the other 3 having no consultant cover. This included 157 patients, with 7 patients not attending, leaving 150 in the analysis. The attendees included 30 new patients and 120 reviews. The questionnaire was devised using a similar proforma to that used by another local hospital covering the same topic and the form was to be filled out by the reviewing doctor in clinic. 
There was an average of 25 reviews and 6 new patients per clinic. 98 (65%) of forms were completed, 78 were reviews and 20 bookings. 60% (59) of patients attended for routine AN care as per AN Care pathway and NICE guidance (booking, 29weeks, 35weeks, Term). 40% of patients were seen out with the recommended AN schedule. 49% deemed high risk had an increased number of AN visits. 55.5% were noted to have AN issues and an increased number of AN visits. 8% of patients were non-essential/inappropriate referrals from the midwives clinic, with 50% of patients with no AN issues having increased number of AN visits and approximately 21% deemed to have been given extra AN visits inappropriately. 

Although only 7% of women at 35weeks gestation had AN issues compared with 12% at 29weeks gestation, we should consider stopping 29 week hospital appt for low-risk women. Indeed we are more likely to pick up IUGR at 35weeks and for those low-risk women, 29weeks bloods and Anti-D can be performed in the community. Low risk pregnancies can be safely monitored in the community. The development of a Day Obstetric Unit is warranted in the area for appropriate referrals from the community. The audit cycle should be completed during a week where consultants are present at the majority of clinics. 
AUDIT OF DECISION MAKING PROCESS TO INDUCE LABOUR AT ROTUNDA HOSPITAL, DUBLIN
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In Rotunda Induction of Labour (IOL) for uncomplicated pregnancy is offered at 40 weeks +10 days. The decision to induce is made by a consultant or a senior registrar in accordance with NICE guidelines. The benefits and risks associated with IOL versus expectant management are discussed and the procedure outlined.
In this audit we assessed the decision making process of IOL and our compliance with Rotunda and NICE Guidelines.
We retrospectively reviewed 77 notes of patients who underwent IOL, 17 patients were excluded due to spontaneous rupture of membranes at term, and therefore 60 cases were reviewed. We addressed the grade of decision maker, consultation with senior staff, Bishop Score at the time of IOL booking, documentation of written evidence of discussion of IOL and obstetric outcome.
In total 37 women (62%) had spontaneous vaginal delivery, 11(18%) had instrumental delivery and 12 (20%) had Caesarean sections.
17(28%) cases of IOL were booked by Senior Registrar (SR), 14 (23%) by Consultant, 13 (22%) by Junior Registrar and 12 (20%) by SHO.
Senior input into the induction process was documented in 34 cases (56%). 24 cases (40%) had no documented senior input. In 2 cases (4%) grade of person booking IOL was not identified.
There was a wide variation in documentation of components of the Bishop Score. Cervical position was documented in 57%, consistency in 32 %, effacement in 15%, dilatation in 73 % and vertex station in 45%.
In Rotunda hospital IOL is associated with good obstetric outcome but the decision making process around IOL needs improvement. In particular, consultation with senior staff before booking the induction and documentation of a complete Bishop Score.
AUDIT OF ENDOMETRIAL BIOPSIES TAKEN IN AN OUTPATIENT SETTING IN BEAUMONT HOSPITAL
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Endometrial biopsy using the Pipelle® curette is an inexpensive diagnostic procedure for the assessment of endometrial pathology and shows almost equal efficacy to dilatation and curettage under general anaesthesia (1) and has a good overall histological correlation with hysterectomy specimens (2).
We performed a retrospective, descriptive study analyzing Pipelle biopsies taken in the gynaecology out-patient department over a one year period. The purpose of this study was to highlight specific factors including the indication for biopsy and adequacy of sampling. Our aim was also to identify ways in which this process could be improved.

The current system of management of out patient Pipelle biopsies involves the use of a hand written ledger that records patient details. Clinical indication is often omitted as the system was originally developed to track biopsy specimens. During the audit period from August 2011-August 2012, 61 biopsies were taken. The documented indication for sampling was post-menopausal bleeding (31) menorrhagia (13), irregular vaginal bleeding (8), endometrial thickness >4mm on pelvic scanning (2), post menopausal vaginal discharge (2). In 5 cases no indication was specified.
Based on the histopathology report, 33 samples were recorded as adequate, 20 were 'scanty' and one was reported as inadequate. There was no comment on sample adequacy in 7 cases.
Histological diagnosis was described as benign endometrium (45), hyperplasia without atypia (2), cervical polyp (1), adenocarcinome (2) and insufficient for analysis (11) This audit has highlighted several areas where we could improve our practice. At present, all samples taken are recorded in a hand written ledger, however this does not specify any further information such as indication and the adequacy of sampling.
The current system was developed to record patients who had a successful endometrial biopsy, but did not document failed procedures. Our audit gives us no indication as to how women had a failed procedure. Based on these findings we have designed a specific datasheet to record all relevant information for women who undergo out-patient endometrial biopsy. 
We feel it is important to document the length of the endometrial cavity. If the curette reaches the fundus of the uterus and this is documented, then a histological report of a scanty sample or "inadequate sample" correlates well with an empty uterine cavity and is reassuring. However, if the curette does not reach the fundus, the procedure cannot be relied upon and the patient is obliged to have a formal endometrial biopsy done under general anesthesia.
Additionally, it was noted that several reports queried the use of hormonal treatment that may have influenced the histological appearance. This information has been included in the newly designed data sheet.
This audit has allowed us to identify ways in which our practice may be improved. We plan to re-audit after six months using the new data sheet to establish the efficacy of our new reporting system.
References on request and on presentation 

AUDIT OF PERIPARTUM INTENSIVE CARE UNIT ADMISSIONS DUE TO SEVERE ACUTE MATERNAL MORBIDITY. A TEN YEAR RETROSPECTIVE STUDY.
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The objective was to determine the frequency, risk factors, indications and outcome of critically ill obstetric patients admitted to Mayo General Hospital ICU.
A retrospective study was performed of critically ill obstetric patients that were admitted to Mayo General Hospital ICU from 1 January 2001 to 31 December 2010. Data included demographics, disease responsible for critical illness, indications for ICU admissions, intervention required in ICU, length of ICU stay and resulting fetomaternal mortality and morbidity. Statistical analysis was performed using Microsoft Excel. Results were expressed as Mean and SD or Number and Percentages. 
During this period 51 obstetric patients were admitted to ICU. The majority were postpartum and only five patients needed ICU care in antepartum period. Most of them were transferred after C/section(64.70%).The two most common indications for C/section were obstetric haemorrhage and hypertension. The mean ICU stay was 2.90±2.81 days. Pre-eclampsia and Eclampsia were most frequent antenatal obstetric complications. The main reasons for ICU transfer were massive obstetric haemorrhage(41.17%), hypertensive disorders of pregnancy(25.49%) and sepsis(15.68 %). About (31.37%) patients received antihypertensive therapy, I/V fluids were given to(50.98%) patients and blood and its products were required in(45.09%) cases. Assisted ventilation was needed in(68.62%), inotropic support in (5.88%) and central venous catheterisation was required in(7.14%). Antibiotics were given to(60.78%) and MgSO4 to(35.29%). Out of total 51 admissions, one maternal death and two cases of stillbirths were reported. 
Our data is original because all the patients are admitted to Mayo General Hospital ICU from Obstetric maternity in the same hospital because it is more convenient unlike tertiary hospitals in the country where patients transferred from other hospitals. Near miss analysis provide valuable information into the quality of obstetric care. Maternal mortality rate is very low in Ireland and in our study it is(0.06%). It can be further minimized by organizing 'Annual skill drills ' for all members of staff at local level.
Murphy CM, Murad K, Deane R, Byrne B, Geary M, Auliffe FM. Severe maternal morbidity for 2004-2005 in three Dublin maternity hospitals. European Journal of Obstetrics and Gynaecology and Reproductive Biology. 2009;143:34-37. 
Steegers Eric AP, Von Dadelszen P, Pijnenberg R. Pre-eclampsia.The Lancet.2010;376:631-44. 

AUDIT ON THE COMPLIANCE OF LOW MOLECULAR WEIGHT HEPARIN ADMINISTRATION TO WOMEN FOLLOWING CAESAREAN SECTION
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Venous thromboembolism is a serious single causal of maternal mortality. Pregnancy is associated with thromboembolic events, and even higher in elective (two-fold) and emergency caesarean section (four-fold). Royal College of Obstetrician and Gynaecologist produced Greentop Guideline No. 37a : Reducing the risk of thrombosis and embolism in pregnancy and puerperium to provide advice regarding the matter. 
This is an audit of compliance of Maternity Unit in CUMH to the guideline in administrating first dose of low molecular weight heparin (LMWH). It is a retrospective audit of 151 patients who undergone caesarean section in March 2012. They were identified by patient medical record number from the theatre logbook for caesarean section and the charts were retrieved from Medical Record Office. Data was taken from patient demographics, health records, anaesthetics record, drug kardex, summary of labour and delivery sheets. 
All patient post caesarean section received LMWH while in-patient (100%). Majority of patients received their first thromboprophylactic LMWH dose after 8 to 14 hours post caesarean section (65%). Patients are equally divided in the prophylactic dose of 3500 units and 4500 units LMWH, however only 31.8% from total number of patients actually received the dose recommended to booking weight.
The compliance with RCOG guildeline in administration of LMWH post caesarean section is complete however compliance to recommended dose and timing of first dose is still suboptimal which may increase the risk of venous thromboembolism post caesarean section despite thromboprophylaxis. Proper

AUDITING OF THE DOCUMENTATION AND MANAGEMENT OF POSTPARTUM HAEMORRHAGE
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Objective

To review the documentation and management of postpartum haemorrhage.
Methods and results
Following the publication of the new National Guidelines we performed a retrospective study for a 3 months period June 2012 to August 2012. There were 513 deliveries over this period. 113/513[22%] of women had a drop in haemoglobin of >1g/dl [=500ml]. We considered a significant drop in the haemoglobin as >2g/dl 45 women [n=45]. In 30/45[66%] Postpartum Haemorrhage was documented .However15/45 cases [33%] there was no documentation of PPH despite a fall in haemoglobin. In our unit most women have active management of third stage of labour. The majority of the patients have a day 2 haemoglobin taken routinely [n=425], however 88 women [17%] did not. We then went on to further investigate the causes of PPH in the documented cases .see the table below:
Risk factors Number
	Risk factors Number
	N=113
	Percentage

	LSCS
	98
	87%


	Vaccum
	80
	71%

	Forceps
	11
	10%

	Double Inst
	6
	5%

	Perineal trauma
	59
	52%


	MROP
	6
	5%

	BIBA
	1
	1%


*(n=98 is the drop in the haemoglobin of >1g/dl, however >2g/dl i.e. >1000ml is PPH in caesarean sections.)
Conclusion

There was minimal deviation from National guidelines. Following this audit ,shortcomings in the day to day clinical practice were identified, dissemination to staff and use of practice drills, we are aim to repeat the study on a prospective basis over the same time period in the next 6 months to evaluate the benefit of all the patients having a routine day 2 haemoglobin.
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AUDITING SYPHILIS SEROLOGY IN PREGNANT WOMEN OVER A PERIOD OF 7 YEARS
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Abstract

The WHO estimates that there are 12 million new cases of Syphilis infection each year of which 2 million occur in pregnant women. The aim of the audit was to ascertain the seroprevalence of syphilis in women attending the Rotunda Hospital over a period of 7 years from 01/01/2005- 31/12/2011.
Data was collected on all Syphilis positive serology women retrospectively from the hospitals database. The data included patient demographics, laboratory results, medical history and mode of delivery.
From 2005 to 2011, 64349 women delivered at the Rotunda Hospital. 179 women had a positive Syphilis serology, giving an incidence of 0.28%. The women were between the age group of 19 and 41. HIV co-infection was present in 10.6, 7.3% co-infected with Hepatitis B and 1.7 % co-infected with Hepatitis C. Most of the women were of East European origin and 1.1% was of Irish origin. In the 7 year period 0.6% cases of congenital syphilis were recorded.
In the current climate where healthcare delivery is centered around finance, it is important to be able to justify spending money on screening 67921 women to pick up 179 cases. We are also aware that women who have syphilis that is untreated can result in deleterious effects on the fetus. We recommend that screening for Syphilis must continue, as there is migration of people from Eastern Europe and other countries to Ireland.

BEWARE AN OLD FOE: CASE REPORT – CONGENITAL SYPHILIS
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The effects of vertical transmission of syphilis are varied, severe and life-threatening and include sepsis in the newborn with rash, facial deformities; defects in late childhood involving bone and teeth, blindness, deafness; late miscarriage, preterm and term delivery of affected infants who may or may not be symptomatic and stillbirth.
Ms AG, aged 29 Para 0+0, booked at MRHP on 23/05/2011 at 19 weeks gestation. She was Rhesus positive, Rubella immune, a non-smoker, non-drinker, with normal up to date smears and a BMI of 24. She had no medical or family history of note. The booking scan confirmed her due date of 13/10/2011- consistent with menstrual dates. Her BP and urinalysis were normal. She presented on 21/07/2011 at 28 weeks gestation with a history of no fetal movements for two days. Two senior staff members and two separate scans confirmed an IUD and a plan was made to induce in four days time. Condolences were offered and she was advised to attend with any pain or bleeding. She presented two days later and, following discussion was given 200mg mifepristone orally on 25/07/201. On USS large scalp oedema was seen. IUD bloods including full viral screen and swabs were sent and the parents consented to a post-mortem. Misoprostol was given in 27/7/2011 and she progressed to an SVD of a macerated stillborn male infant weighing 1.165kg. There was no obvious congenital abnormality on external examination and no retro-placental clot to account for the fetal demise. The consultant pathologist was informed and a full post-mortem was carried out promptly.
The histopathological findings were consistent with congenital syphilis including hepatosplenomegaly and placental changes. Spirochetes can cross the placenta and infect the fetus from about 14 weeks' gestation. Placental infection and reduction of blood flow to the fetus are the most common cause of fetal demise. Her syphilis screen at booking had shown results consistent with infection at some time in the past and the report commented that treatment was advisable if there had been no history of it previously. Due to a system error, this report had not come to the attention of the clinical staff in a timely manner.

We wish to present this case to highlight the natural history and effects of congenital syphilis. This is a condition that was common historically but there are much lower rates of its occurrence in this country in the past fifty years. This case is interesting and unusual. It highlights the silent nature of syphilis and it's devastating effect on the unborn child. It has been shown that the effects of late syphilis are not preventable unless the mother is treated before 20 weeks gestation. It also emphasizes the importance of following up any delay or discrepancy in the booking bloods results. Early booking visits allow the opportunity to treat any infections and can prevent some or all of the effects of congenital syphilis.

BORDERLINE OVARIAN CANCER: A CASE SERIES
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Borderline Ovarian Tumours are a subtype of ovarian tumour which lack stromal invasion and are regarded as low grade carcinoma. The incidence is 2.5/100,000 in the US. The gynaecology service in Beaumont Hospital saw two cases in 1 month.
B O' K is a 51 year old Para 2 post menopausal lady admitted through A&E under the urology service with acute urinary retention. She had anorexia and intermittent abdominal cramps over 3 months. In her past medical history she had a laparoscopic cholecystectomy. She had no family history of gynaecological malignancy. Physical exam showed a right adnexal mass. Her CA125 was 54. Ultrasound showed a 15cm complex cyst of right ovary with solid and cystic components. CT showed no lymph node or peritoneal spread. She underwent TAH with BSO with no complications. Histology showed bilateral serous borderline neoplasms. There was no further follow up recommended.
JM is a 41 year old nulliparus lady who presented to A&E with a 9 day history of left sided lower abdominal pain. Her LMP was 2 weeks ago, she was not sexually active and had no bleeding.In her gynaecology history she has primary infertility, regular menses 3/28 with associated dysmenorrhoea. She has a past medical history of asthma and left scaphoid fracture. There was no family history of malignancy, She had a 30 pack year smoking history. On examination there was a left adnexal mass and tenderness in LIF.
Investigations showed CA125 49, a negative pregnancy test, a 10.3 cm cyst on ultrasound confirmed on CT. An open left oophrectomy was performed, complicated by a wound infection. Histology showed borderline seromucinous tumour. She is for discussion at MDM.

The most common types of Borderline Tumours are Serous (66-75%), then Mucinous (33-40%) with rarer subtypes such as Endometrioid, Brenner or Clear Cell making up <5%. They are bilateral in 15-40% of cases. Metastasis to lymph nodes and peritoneal deposits are more common in serous tumours displaying micropapillary patterns. Even if they metastatise Borderline Tumours have a much better outcome with 10-year survival for stages I II and III being 97%, 90% and 88% respectively [1]. Mucinous Borderline tumours are considered an intermediate step in the progression to carcinoma, which is why benign, 
Borderline and carcinoma cells can all co-exist the same specimen. Overall 2-3% will advance to invasive carcinoma. The management for invasive Borderline tumours is BSO +/- hysterectomy. Fertility preserving surgery is important for younger patients and although recurrence is higher, overall survival is the same. Adjuvant chemotherapy for advanced stage Borderline tumours has not shown benefit [2].
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BREAST FEEDING EDUCATION. AN "EDUCATION OF BENEFITS" APPROACH
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The World Health Organisation endorses breastfeeding as the best form of feeding for the first six months of life[1]. Literature demonstrates the positive effect of education on breastfeeding rates, continuation and satisfaction[2].
The aim of the study was to determine the effects of one method of written education on pregnant women and their intention to breast feed. We studied a cohort from the antenatal clinic in CUMH by informing them of ten benefits of breast feeding following a written questionnaire appraisal of their previous knowledge of these ten benefits. We also aimed to ascertain the preferred mode and provider of such education, as well as identify barriers which reduce the intention to breast feed. This was a prospective questionnaire study carried out from 3rd to 14th of October 2011. The questionnaire was in closed answer format.
The questionnaire addressed:
a) rates of intention to breast feed amongst this population
b) existing knowledge of ten aspects/benefits of breastfeeding
c) written education of the patients regarding these ten aspects/benefits
d) relative importance of each of the listed ten benefits to each women
e) reappraisal of intention to breast feed following this
f) preferred mode of distribution of this type of educational information
g) perceived barriers to breastfeeding
Data was recorded and analysed in SPSS 17. The results of the questionnaire were sub-analysed by age, nationality, previous educational background and previous experience of breast feeding. The results were also sub-analysed by intention to initiate breast feeding and intention to continue breast feeding for six months postpartum.
Relevant data was normally distributed and therefore summarised using means and standard deviations, and analysed using parametric tests where necessary. The results showed that there was a significant increase post-educational intervention in likelihood to initiate breastfeeding by an average factor of 2.2 on a scale of 1 to 4 where 1 is not likely to change and 4 is definitely change (p<0.01). There was also a significant increase in likelihood to continue breast feeding for six months post partum by a factor of 2.1 using the above scale (p<0.01). The preferred methods of distribution, adjusted for those women who changed attitudes, were midwives in the antenatal clinic (63.6%) advice from GPs (51.4%), and family (34.6%). The women found to be most likely to change their intention towards breastfeeding after this type of education were young women (aged under 25) along with nulliparous (85.4%) participants and those of higher education (72.1%). The greatest perceived barriers to breastfeeding were discomfort (33.1%), the partner wishing to share in feeding (29.5%) and social unacceptability/restricting lifestyle (25.2% each). 
Written education of mothers of ten benefits increases their intention to breastfeed. Breastfeeding rates remain low in Ireland and interventions that may increase the intention to breastfeed are important. This simple written educational intervention is a cost-effective method of achieving such an improvement in antenatal clinics and in the community.

CAESAREAN SCAR DEHISCENCE FOLLOWING MIFEPRISTONE AND MISOPROSTOL INDUCTION OF LABOUR AT 18 WEEKS GESTATION
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Abstract

Misoprostol is widely accepted as a safe agent to induce labour in the second trimester of pregnancy. However, this case report highlights a rare complication with its use.
A 32 year old woman in her second pregnancy, with one previous lower segment caesarean section, booked for antenatal care at 12 weeks and 5 days gestation. An antenatal diagnosis of Monosomy X (Turner syndrome) was made and the woman opted for termination of pregnancy at 18 weeks gestation. Three weeks after receiving Mifepristone and Misoprostol for induction of labour the woman complained of abdominal pain and malaise. A diagnosis of caesarean scar dehiscence was made by an ultrasound scan.
Uterine rupture has been documented with both scarred and unscarred uteri in this setting, but the risk increases significantly in the presence of a uterine scar. Clear guidelines have been developed pertaining to dosage and interval of administration of misoprostol for various gestational age brackets, notably the International Federation of Gynaecology and Obstetrics (FIGO) guidelines in 2011 and the World Health Organisation (WHO) guidelines in 2012. No guideline to date, however, provides information on a protocol designed to reduce the risk of uterine rupture in the presence of a uterine scar.
With increasing caesarean section rate worldwide, this case report raises awareness of scar dehiscence in women with a previous caesarean section undergoing medical management in the second trimester of pregnancy.

CAESAREAN SECTION AND MATERNAL BODY COMPOSITION
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Maternal obesity and the rising caesarean section (CS) rate are important issues in modern obstetrics. High visceral fat (VF) is associated with an increased risk of medical conditions outside pregnancy and gestational diabetes mellitus. The purpose of the study was to assess risk of CS using VF as a marker for maternal obesity and to compare it with Body Mass Index (BMI) as a predictor.Women were recruited following ultrasound confirmation of an ongoing singleton pregnancy in the first trimester. Maternal body composition was measured using Bioelectrical Impedance Analysis (BIA). Univariate and multivariate correlations of maternal body composition with CS were assessed.  Of the 3000 women recruited, 2825 women subsequently delivered a baby weighing >500g. There were 45.9% primigravidas and 17.6% were obese, based on a BMI >29.9 kg/m2. The CS rate was 21.4%. VF in the 3rd and 4th quintiles was associated with an odds ratio for CS of 1.6 (95% CI 1.3-2.1) and 2.2 (95% CI 1.7-2.9) respectively (p<0.001). After controlling for parity, previous CS and birth weight the ORs were 1.8 (95% CI 1.3-2.4) and 2.3 (95% CI 1.7-2.1) for the 3rd and 4th quintiles for VF (p<0.001). The adjusted ORs for CS were similar when the 3rd and 4th quintiles for BMI were used. The increased risk of CS in obese women is influenced not only by a woman's adiposity but also by the distribution of her fat. Maternal adiposity measured by BIA is as good a predictor of the risk of CS as BMI. 
CARDIAC ARREST AND PERIMORTEM CAESAREAN SECTION ON THE LABOUR WARD
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Abstract

Cardiac arrest is an unusual occurrence in the obstetric population. The rates of successful resuscitation are low. Improved outcomes are expected with perimortem caesarean section in those whose vascular return is compromised by fetal compression. We present a case of successful resuscitation after which both mother and infant had good outcomes and review the evidence for performing perimortem caesarean section. 
A 42 year old para 3+1 attended late for antenatal care at 23 weeks gestation. She had a complicated obstetric history. This included pre-eclampsia on 2 previous pregnancies – one of which warranted emergency caesarean section at 35 weeks gestation. Gestational diabetes had been diagnosed on her 2 most recent pregnancies. Her BMI was 44.9kg/m². She had hypertension preconceptually and had been prescribed labetalol 100mg three times daily since confirmation of pregnancy. However, her BP at booking clinic was 173/102mmHg and she reported poor compliance with her medication. A random blood sugar at booking clinic was elevated. She therefore had an urgent glucose tolerance test that confirmed gestational diabetes. She was subsequently started on insulin and metformin. Her attendance both for antenatal care and diabetes management was poor with multiple missed appointments. She was admitted on a number of occasions with uncontrolled hypertension and received 2 doses of intra muscular betamethasone at 28 weeks gestation. On her last admission she self discharged despite having proteinuria, raised blood pressure, poorly controlled blood sugars and an ultrasound scan estimating fetal weight to be on the 95th centile.

The patient presented to the diabetic clinic for a routine appointment at 32 weeks gestation. Here she was noted to be pale, diaphoretic and tachypnoeic. BP was recorded as 181/102mmHg with 2+ proteinuria. She was referred immediately to the labour ward where recheck of BP was 195/132mmHg. Senior help including the consultant on call were requested. Labetalol and a magnesium sulphate infusion were immediately commenced. 20 minutes after arrival the patient became pale and unresponsive and subsequently collapsed. As no pulse was palpated; a cardiac arrest was called and chest compressions commenced. Initial cardiac monitoring showed no electrical activity. After 10 minutes of compressions a carotid pulse was palpated. A rapid discussion involving 2 obstetric consultants, consultant physician, anaesthetists and midwifery staff resulted in a decision to proceed to emergency caesarean section at the bedside. A live infant was delivered 15 minutes after arrest with APGARS 3¹ and 8⁵. The infant was transferred to a specialist neonatal centre for care. He was well at discharge a number of weeks later. The mother remained in ICU for 24 hours. After this she was extubated and went on to make a complete recovery.
The largest published review to date concluded that perimortem caesarean section was determined to have been beneficial to the mother in 31.7% of cases and was not harmful in any case [1]. There appears to be increased use of perimortem caesarean section during maternal arrests because of improved awareness and training in managing obstetric emergencies amongst physicians.

CASE REPORT: ECTOPIC PREGNANCY

Authors

Donald Chandranath, Conor Harrity (Royal-Jubilee Maternity Service, Belfast)
Introduction

In women of reproductive age, ruling out ectopic pregnancy in mandatory as it is still the leading cause of death in the first trimester of pregnancy. This needs a high index of suspicion, an early pregnancy test and a sound knowledge of ultrasound scanning techniques. A negative pregnancy test does not exclude an ectopic. Early diagnosis facilitates the possibility of medical management. Absence of classical symptoms may often be misleading, as in our following case. 
Case scenario
We report a case of a 23 year old prim, who presented to her GP with a history of positive pregnancy tests at home and a three day history of period like cramps and bleeding. Her last menstrual period was nine weeks ago and had been on Microgynon for contraception and regulation of periods. A pregnancy test done on the day of attendance was negative and her symptoms were settled, haemodynamically stable with no signs of peritonism or cervical tenderness. A TVUSS showed a thin endometrium and a small amount of free fluid in the pelvis. A serum BHCG was taken which were 135, which then progressively dropped to 102 – 85 – 44 within the following consecutive 48 hours checks. During which period she was given ectopic warnings and treated as an intrauterine complete miscarriage. She then presented to the Maternity admissions unit three days later with increased PV bleeding and LIF pain, a repeat TVUSS showed increased free fluid and a query Left ovarian / tubal mass. An urgent laparoscopy confirmed a ruptured chronic Left Tubal ectopic pregnancy; she then underwent laparoscopic left salphingectomy and an uneventful post operative recovery.

Discussion

The presentations of ectopic pregnancy vary from subtle abdominal pain to profound cardiovascular compromise. A high degree of suspicion and a sound knowledge of the variance of clinical presentations and the necessary skill in trans vaginal scanning is highly emphasised. The diagnosis of ectopic pregnancy should be based on the positive visualization of an adnexal mass using TVS rather than on the basis of a scan that fails to demonstrate an intra-uterine gestational sac or an empty uterus. If the scan does not reveal any pregnancy, a knowledge of the behavior of serial serum hCG and progesterone is essential to evaluate which cases are at risk of developing into ectopic pregnancy (Condous et al 2005). The sensitivity of trans vaginal ultrasound to diagnose tubal ectopic pregnancy is 90.9% and the specificity is 99.9% (Wong T el al). The hCG level frequently has diagnostic value when used in conjunction with vaginal ultrasound. At hCG levels of 100mIU/mL or less, tubal rupture is very unlikely for ampullary, but not for isthmic, tubal pregnancies, in which case the risk of rupture increases with values more than 20mlU/mL. 

CASE SERIES OF ECTOPIC PREGNANCY IN LOWER SEGMENT CAESAREAN SECTION SCAR
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Abstract

The most common site for ectopic pregnancy is the fallopian tube however the incidence of non-tubal ectopic pregnancies is on the increase. The rarest form of ectopic pregnancy is that found in a caesarean section scar. Larsen and Solomon first reported a case in 1978 (1). Incidence was initially thought to be 6.1% of ectopic pregnancies. 

We present three unusual cases of ectopic pregnancy located in caesarean section scar. All three women were managed in Dublin Maternity Hospitals, with a combination of conservative, medical and surgical management (outined below) Trans-abdominal ultrasound in conjunction with magnetic resonance imaging aided in the diagnosis of 'scar ectopic'. 

Patient A
2 prev CS USSCAN: IUGS with fetal pole below cervix 
MRI: 3cm mass above the cervix likely in region of prev scar 
Management: Medical- Methotrexate x 1, Surgical: Laparoscopy- ectopic pregnancy in prev CS scar 

Patient B  
1 prev CS USSCAN: IUGS in LSCS scar 
MRI: (post medical management) GS in prev scar- no blood flow 
Management: Medical- Methotrexate x 2

Patient C 

1 prev CS USSCAN: 12/40 fetus with cardiac activity in LSCS scar with invasion into bladder
Managment- recent diagnosis, outcome unknown 
Discussion

Concern regarding association between caesarean delivery and long-term maternal morbidity is growing as the rate of caesarean delivery increases. Observational evidence suggests that the risk of morbidity increases with increasing number of caesarean deliveries. A history of multiple caesarean deliveries is a major risk factor for morbidity (2). These three cases clearly outline the rising incidence of iatrogenic ectopic pregnancy and the challenging treatment options. The optimal treatment of caesarean section scar ectopic pregnancies is unknown. A review of 112 scar ectopic pregnancies reported successful management with combination of surgical and medical treatment with methotrexate, both systemic and local intra gestational sac injection (3). 
The changing incidence of LSCS scar ectopic pregnancies may be a function of better quality imaging in making early and site specific diagnoses of ectopic pregnancies, or it may be a reflection of iatrogenic morbidity caused by rising caesarean section rates.
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CHANGE IN POSTPARTUM HAEMORRHAGE RATES IN A TERTIARY CENTRE OVER AN 11 PERIOD
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Introduction

Postpartum haemorrhage(PPH) remains a major cause of maternal morbidity, and one of the top three causes of maternal mortality in both developed and developing countries. This review looks at postpartum haemorrhage rates in a tertiary centre and compares the change in these rates over two 3 year periods- 2000-2002 and 2009-2011.
Method

This is a retrospective review of postpartum haemorrhage in the 3 years from 2000-2002 inclusive and compares it to the rates of years 2009-2011 inclusive. It includes all women delivering over this time with a PPH greater than 1 L and subdivides the results into mode of delivery, mode of onset of delivery and also reviews the rates of PPH greater than 2 L.
Results

From 2000-2002 there were a total of 146 PPH greater than 1L and 463 in the period 2009-2011. The rate of PPH in caesarean sections decreased from 2000-2002 from 65.74 %( 90/149) to 60.03 %( 278/463) in 2009-2011., not statistically significant. The rate of PPH associated with vaginal deliveries showed no statistically significant increase over this time from 19.86 %( 29/146) to 28.07 %( 130/463). There was a statistically significant increase in the PPH associated with patients who were induced 29.4 %( 43/146) to 36 %( 170/463) p<0.01. The rate of PPH greater than 2L decreased from 19.86 %( 29/146) to 17.06 %( 79/463). 

Conclusion 

This study highlights the change in PPH rates in a tertiary centre over an 11 year period. This study shows a slight decrease in the rate of major PPH >2L and PPH related to caesarean section. However it does show and increased rate related to vaginal deliveries and induction, the latter being statistically significant. Recommendations to decrease PPH include active management of the third stage of labour [1] and training for all birth attendants in the management of PPH, as recommended by the Royal College of Midwives (RCM) and RCOG [2]. Other recommendations include the use of prophylactic oxytocics routinely in the management of the third stage of labour in all women as they reduce the risk of PPH by about 60% [3] and for women delivering by caesarean section, oxytocin (5 iu by slow intravenous injection) should be used to encourage contraction of the uterus and to decrease blood loss.[3] Remaining up to date with guidelines, early recognition of postpartum haemorrhage and multi-disciplinary team management is vital to decrease maternal morbidity and mortality.
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CHRONIC VULVAL AND PERINEAL PAIN- A CASE OF MOSAIC NEUROFIBROMATOSIS TYPE 1
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Introduction

Vulval and perineal pain are disabling conditions with multiple aetiologies (1). Neurofibromatosis is a genetic conditions with neurofibromas as the hallmark of the disease. These lesions are rare in the female genital tract, with the vulva most commonly involved. Pain is an under recognised feature of this condition. Surgical treatment is challenging and often has poor results due to recurrence. 
Case report
We present the case of a 63 year old woman, parity 0, with a history of recurrent vulval, perineal and sciatic pain. She presented with vulval and perineal pain in 2007 following multiple surgical interventions. On examination multiple palpable nodular lesions along the left hemi-vulva from the clitoris to the perineum were discovered. She underwent an uncomplicated subcutaneous hemivulvectomy. Histology reports confirmed the presence of neurofibromas. She re-presented in 2012 with recurrent pain. MRI showed numerous discrete and plexiform neurofibromas in the left side of the pelvis. No superficial lesions were identified in the vulva. A pudendal nerve block was performed which yielded good analgesia for six months. 
Discussion

Neurofibromatosis type 1 (NF-1, von Recklinghausen disease) is an autosomal dominant genetic disorder with variable presentation. Symptomatology is thought to relate to compression of local structures.Chronic vulval discomfort and pain (vulvodynia) is a condition that is often overlooked by clinicians however epidemiological studies suggest that almost one in five women suffer from it at some point in their lives (1). Our case of NF-1 represents a secondary cause that responded well to surgical resection of identifiable lesions by subcutaneous vulvectomy. When pelvic pain symptoms recurred they were due to lesions on the pelvic sidewall. Recurrence of lesions after removal is commonly cited, but this was not the case on examination of our patient. Nerve block treatment is a well recognised treatment for chronic pelvic pain syndromes (2) and provided protracted relief of the pain emanating from this patient's sidewall disease. 
Conclusion

Involvement of the female genital tract in NF-1 is a rare cause of chronic vulval and perineal pain. Management of this condition presents a challenge to patients and clinicians alike and warrants involvement of a variety of specialists.
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COMPARISON OF CLINICAL OUTCOMES BETWEEN PREVIOUS AND REVISED CRITERIA FOR DIAGNOSIS OF GESTATIONAL DIABETES MELLITUS
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Abstract

The implementation of new national guidelines led to the introduction of a lower threshold for diagnosing gestational diabetes mellitus (GDM) in January 2011 in the Hospital.
We compared the clinical outcomes of all women screened with a 75g oral Glucose Tolerance Test (GTT) in the first six months of 2011 with the first 6 months of 2010.
Women were screened selectively in accordance with the national guidelines. Women with an abnormal GTT were referred to the multidisciplinary Diabetes Service for the management of their pregnancy. If satisfactory maternal glycaemic control was not obtained following dietary intervention, women were started on insulin. Clinical details were obtained from the Hospital's computerised database.The results are summarised in Table 1. The new guidelines were associated with a 23% increase in women screened, a 59% increase in women diagnosed with GDM and a 45% increase in the number of women treated with insulin in 2011. The increase in women screened was due, in part, to an increase (n=67) in obese women being screened. The diagnosis of GDM in both years was associated with high rates of induction and caesarean section compared with the Hospital population. Lowering the threshold for the diagnosis was not associated with a decrease in mean birthweight (BW), BW > 4.5 kgs or shoulder dystocia in women diagnosed with GDM.
Conclusion

A lower threshold for the diagnosis of GDM appears to have a greater impact on maternal intervention rates than on fetal outcome.
Table 1: Clinical outcomes in women diagnosed with Gestational Diabetes Mellitus



	Risk factors Number
	January-June 2010
	January-June 2011

	Women screened
	1375
	1697


	Abnormal GTT
	10.1% (n=139)
	13.2% (n=221)

	Insulin required
	27.3% (n=38)
	24.9% (n=55)

	Mean age
	33.4 years
	32.6 years


	Mean parity
	1.0
	1.2

	% Primigravidas
	40.3% (n=56)
	40.3% (n=89)

	Mean Body Mass Index
	28.8
	30.4

	% Obese (>29.9 kg/m2)
	36.0% (n=50)
	53.0% (n=117)

	Previous GDM
	6.5% (n=9)
	6.3% (n=14)


	Family history of DM
	52.5% (n=73)
	40.7% (n=90)

	Mean birth weight
	3329g
	3425g

	Birth weight >4.5kg
	2.9% (n=4
	2.3% (n=5)

	Induction of labour
	39.0% (n=53)
	42.5% (n=93)

	Caesarean section
	36.0% (n=49)
	39.3% (n=86)


COMPARISON OF INDUCED VERSUS SPONTANEOUS ONSET OF LABOR IN TERM NULLIPAROUS AND MULTIPAROUS TWIN PREGNANCIES
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Abstract

We sought to analyse outcomes in twin pregnancies > 36 weeks gestation undergoing induction of labour (IOL).
This was a prospective observational study carried out from 2001-2011. Details and outcomes for all nulliparous and multiparous twin pregnancies undergoing IOL were compared with those labouring spontaneously.
During the study there were 42718 nulliparous deliveries and 736 twin pregnancies. Approximately 48%(352/736) of nulliparas had an elective caesarean delivery. Of the remainder 45.3%(174/384) underwent IOL, and 17.1%(66/384) laboured spontaneously, after 36 weeks gestation. Mothers who were induced were older (31.5 ± 5.2 vs. 29.5 ± 4.6 years;p=0.006), but had similar sized babies (p=0.39) to those labouring spontaneously. There was no difference in rates of oxytocin (p=0.19), epidural anesthesia (p=1.0) or duration of labour (p=0.4) between women who were induced or those labouring spontaneously. Women who underwent IOL were more likely to require caesarean delivery than those in spontaneous labour (50.5% vs. 24.2%;p=0.002). They were also more likely to require instrumental delivery of at least one of their twins (39.1% vs. 26.5%; p=0.01). Infants were not more likely to have an Apgar of <7 at 5min (p=0.68), a cord pH of <7.1 (p=0.73) or require admission to the neonatal unit (p=0.32) regardless of onset of labor. There were 50523 multiparous deliveries and 721 twin pregnancies, 1.4/100 multiparous pregnancies. Approximately 39%(286/721) of multiparas had an elective caesarean delivery. Of the remainder 51.9% (226/435) underwent IOL, and 27.3% (119/435) laboured spontaneously, after 36 weeks. Multiparous mothers who were induced were older (33.7 ± 4.6 years vs. 32.6 ± 5.2 years; p=0.04), and delivered larger babies (2875±388g vs. 2769±445g;p=0.013) than those labouring spontaneously. Multiparas undergoing IOL were more likely to receive oxytocin (21.7% vs. 11.7%; p=0.02), and epidural anesthesia (65.4% vs. 47.9%; p=0.001). There was no difference in duration of labour (p=0.4) between those in induced and spontaneous labour. Multiparas who underwent IOL were not more likely to require caesarean delivery than those labouring spontaneously (9.2% vs. 16% p=0.06), there was also no difference in rates of instrumental delivery (9.2% vs. 7.9%; p=0.67). Infants were not more likely to have an Apgar of <7 at 5min (p=0.5), a cord pH of <7.1 (p=0.5) or require admission to the neonatal unit (p=0.47) regardless of onset of labour. 
This study presents valuable data relating to IOL in twin pregnancies. Nulliparas who were induced were more likely to be older, and require caesarean or instrumental delivery. Multiparas who were induced were not at increased risk of caesarean or instrumental delivery. There was no evidence of increased maternal or neonatal morbidity with IOL.

DELIVERY OUTCOMES FOR NULLIPAROUS WOMEN AT THE EXTREMES OF MATERNAL AGE - A COHORT STUDY
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Abstract

To examine the associations between extremes of maternal age (≤ 17 years or ≥ 40 years) and delivery outcomes. 
A cohort study of nulliparous women with singleton pregnancies who delivered in a large urban maternity hospital in Ireland between 2000 and 2011. The study population was subdivided into five maternal age groups based on age at booking: ≤ 17 years, 18-19 years, 20-34 years, 35-39 years and women aged ≥ 40 years. Univariable and multivariable logistic regression analyses were performed to examine the associations between extremes of maternal age and delivery outcomes, adjusting for potential confounding factors.
A total of 36,916 women were included in the cohort. Compared to maternal age 20-34 years, age ≤ 17 years was a risk factor for preterm birth (< 37 weeks gestation) (adjOR 1.83, 95% CI 1.33-2.52). Babies born to mothers ≥ 40 years were more likely to require admission to the neonatal unit (adjOR 1.35, 95% CI 1.06-1.72) and to have a congenital anomaly (adjOR 1.71, 95% CI 1.07-2.76). The overall caesarean section rate in nulliparous women was 23.9% with marked differences at the extremes of maternal age; 10.6% at age ≤ 17 years, adjOR 0.46 (95% CI 0.34-0.62) and 52.4% at age ≥ 40 years, adjOR 3.24 (95% CI 2.67-3.94)
When planning healthcare for pregnant women, extremes of maternal age need to be recognised as risk factors for adverse delivery outcomes. Low caesarean section rates in younger women suggest that a reduction in overall caesarean section rates may be possible, particularly among the largest group of women, age 20 to 34 years.

DEVELOPING THE NATIONAL OBSTETRICS AND GYNAECOLOGICAL CLINICAL GUIDELINE APP – A NATIONAL SPECIALTY PRECEDENCE
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Abstract

Implementation and dissemination of clinical guidelines are intimately related. Effective implementation of new clinical guidelines is recognised to be a challenge across healthcare jurisdictions. 
While local guidelines for obstetrics and gynaecology have been in existence for decades, National Clinical Guidelines for obstetrics and gynecology where first developed in 2010. These are available through the Royal College of Physicians in Ireland and the Health Service Executive websites. Access to external website from hospital networks is variable, unreliable and inconvenient. It is estimated that in excess of 80% of physicians use a smart phone, with Irish physicians likely to be higher users of this technology.The National Programme for O&G has led the way in the development of a mobile application to facilitate dissemination and access to the recently developed national clinical guidelines. To date there are 18 national guidelines for obstetrics and gynecology. Standardisation of medical information regardless of geographic location, provides a bench mark for the provision of consistent high quality care across specialties in Ireland.
The development of a tailored mobile application that facilitates access to national guidelines is expected to have a dramatic impact on the implementation of the guidelines and thus is an important step in ensuring exceptionally high standards of care nationwide.

DOCUMENTATION OF EARLY PREGNANCY ULTRASOUND FINDINGS – A RETROSPECTIVE AUDIT
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Abstract

Ultrasonography plays a significant role in early pregnancy loss management and is known to have a positive predictive value of 98% in confirmatory diagnosis of complete miscarriage. [1] The aim of this study was to assess the quality of documentation of early pregnancy ultrasound findings and to highlight any deficiencies in our practice.

A retrospective audit was carried out in Mayo General Hospital over a 5 month period – August to December 2011. The auditable standards for documentation of early pregnancy ultrasound features were developed using the HSE clinical practice guideline on ultrasound diagnosis of early pregnancy miscarriage. [2] A data collection form was designed and included presence or absence of intrauterine gestational sac(IUGS), yolk sac(YS), fetal pole(FP) & fetal heart pulsation(FH). The documentation of the mean gestational sac diameter(MSD) & crown rump length(CRL) as well as extra uterine features - adnexae & pouch of douglas were also assessed. 94 records of women in early pregnancy who attended the emergency department were selected sequentially and reviewed.
The ultrasound investigations examined had been performed by the specialist registrar, registrars and BST SHOs (under supervision). Women above 13 weeks gestation were excluded.

The study group included 32% primigravid and 68% multiparous women.
Of the 94 ultrasounds performed 64% were transvaginal scans (TVS) & 36% were transabdominal scans (TAS). Gestational age at presentation based on LMP ranged from 5 – 12+6 weeks. IUGS, FP & FH were the most appropriately documented ultrasound features in 100%, 97% & 94% of the records respectively. CRL was documented in 80% of the records while the presence or absence of the yolk sac was stated in 43% of the records. Comments on the adnexae & Pouch of Douglas were only found in 23% of the records. The least documented feature was the gestational sac diameter which was commented on in 8% of the records.
This audit highlights commendable documentation of intrauterine early pregnancy ultrasonography features but the need for systematic extra uterine assessment can not be overemphasized. A new pro forma is being introduced for standardized documentation of early pregnancy ultrasonography findings and a prospective study will be conducted to close the audit cycle.
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DYSGERMINOMA: AN IMPORTANT CONSIDERATION IN THE DIFFERENTIAL DIAGNOSIS OF ECTOPIC PREGNANCY
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Abstract

A fifteen year old para zero attended the emergency room with pain and blood stained discharge in early pregnancy. A beta-HCG level was recorded as 864 mIU/ml. Serial ultrasounds identified an irregular mass in the right adnexa with both bicornuate uterus and pelvic kidney amongst considerations. Subsequent beta-HCG levels showed minimal rise and a decision was made for the patient to have methotrexate, having been assigned a diagnosis of pregnancy of unknown location. The patient did not attend for follow-up. 

One year later she returned to the emergency room, again complaining of pain and discharge. Ultrasound examination demonstrated a large right adnexal mass measuring approximately nine centimetres in its largest diameter. The uterus contained an ill-defined structure, thought to be a psudosac, and the left ovary appeared normal. A diagnosis of ectopic pregnancy was made. The beta-HCG was measured at 811 mIU/ml and repeat measurements taken over the next seventeen days showed minimal deviation, until the final measurement of 1741 mIU/ml prompted a discussion regarding either methotrexate or laparoscopic management as treatment.
During surgery, the right ovary and tube were replaced with a large, suspicious mass, measuring approximately twelve centimetres in diameter. The left ovary and tube appeared normal. Following conversion to laparotomy, right salpingo-oophorectomy and omentectomy was performed. The histology confirmed ovarian dysgerminoma, confined to the ovary with no extra-capsular spread. There was no evidence of ectopic pregnancy. The omentum was negative for tumour. A follow-up computerized tomography scan raised the possibility of retro-peritoneal lymphadenopathy and the patient is due to commence a chemotherapeutic regimen consisting of bleomycin, etoposide and platinum. 
Dysgerminomas are a rare type of malignant ovarian neoplasm. Most cases occur prior to the age of thirty and there is an association with trisomy 21. Although fast growing, the most common stage at diagnosis is FIGO grade 1. Due to possession of syncytiotrophoblastic cells, beta human chorionic gonadotrophin and human placental lactogen are produced. They may be bilateral in 15% of cases and are differentiated from embryonal carcinoma by showing a lack of expression of alpha-fetoprotein and cytokeratin. Age less than twenty years is a negative prognostic indicator. The possibility of retroperitoneal lymph node involvement is highly concerning in this case and stage 3 disease at presentation is atypical. 
This case serves to highlight a rare but important condition that deserves consideration in the differential diagnosis of ectopic pregnancy.

ECTOPIC PREGNANCY
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Introduction

In women of reproductive age, ruling out ectopic pregnancy in mandatory as it is still the leading cause of death in the first trimester of pregnancy. This needs a high index of suspicion, an early pregnancy test and a sound knowledge of ultrasound scanning techniques. A negative pregnancy test does not exclude an ectopic. Early diagnosis facilitates the possibility of medical management. Absence of classical symptoms may often be misleading, as in our following case.
Case scenario
We report a case of a 23 year old prim, who presented to her GP with a history of positive pregnancy tests at home and a three day history of period like cramps and bleeding. Her last menstrual period was nine weeks ago and had been on Microgynon for contraception and regulation of periods. A pregnancy test done on the day of attendance was negative and her symptoms were settled, haemodynamically stable with no signs of peritonism or cervical tenderness. A TVUSS showed a thin endometrium and a small amount of free fluid in the pelvis. A serum BHCG was taken which were 135, which then progressively dropped to 102 – 85 – 44 within the following consecutive 48 hours checks. During which period she was given ectopic warnings and treated as an intrauterine complete miscarriage. She then presented to the Maternity admissions unit three days later with increased PV bleeding and LIF pain, a repeat TVUSS showed increased free fluid and a query Left ovarian / tubal mass. An urgent laparoscopy confirmed a ruptured chronic Left Tubal ectopic pregnancy; she then underwent laparoscopic left salphingectomy and an uneventful post operative recovery.

Discussion

The presentations of ectopic pregnancy vary from subtle abdominal pain to profound cardiovascular compromise. A high degree of suspicion and a sound knowledge of the variance of clinical presentations and the necessary skill in trans vaginal scanning is highly emphasised. The diagnosis of ectopic pregnancy should be based on the positive visualization of an adnexal mass using TVS rather than on the basis of a scan that fails to demonstrate an intra-uterine gestational sac or an empty uterus. If the scan does not reveal any pregnancy, a knowledge of the behavior of serial serum hCG and progesterone is essential to evaluate which cases are at risk of developing into ectopic pregnancy (Condous et al 2005). The sensitivity of trans vaginal ultrasound to diagnose tubal ectopic pregnancy is 90.9% and the specificity is 99.9% (Wong T el al). The hCG level frequently has diagnostic value when used in conjunction with vaginal ultrasound. At hCG levels of 100mIU/mL or less, tubal rupture is very unlikely for ampullary, but not for isthmic, tubal pregnancies, in which case the risk of rupture increases with values more than 20mlU/mL. 

EFFICIENT MEDICAL MANAGEMENT OF MID-TRIMESTER FETAL DEMISE: A FOUR YEAR AUDIT

Authors

Kate Meghen (Coombe Women and Infants University Hospital, Dublin)
Abstract

Current guidelines recommend medical management for both early and late pregnancy loss. Methods in use for mid-trimester fetal demise (FD) have developed without agreed guidance. An efficient, effective and safe induction dosing regime will help to reduce these risks and improve patient satisfaction with care. An effective regime will also reduce the total cost involved in managing these patients, and will enable a more outpatient centred approach. 

We audited our protocol to assess the effectiveness of a high dose of combined oral mifepristone and oral misoprostol for women with FD between 12 and 28 weeks gestation. Review was carried out through the Early Pregnancy Unit (EPU) database and pharmacy log of mifepristone prescriptions over a four year period from July 2008 until the end of June 2012. This was a chart review.
Diagnosis was confirmed and patients seen in the EPU. Treatment was initiated as an outpatient and completed by overnight hospital admission the following night (n=53). Uterine expulsion was achieved in 98% and after a single evening dose of misoprostol in 69%. The majority,84%, had delivered after two doses of misoprostol. Delivery had occurred in 75.5% by 12 hours post first dose of misoprostol, and in 92% women by 24 hours. The average hospital stay was 1.5 days. 
This study confirmed that the combination of high dose mifepristone and misoprostol is an effective method for medical management of mid-trimester FD. The essential features of our protocol were (1) coordination of diagnosis and management of fetal demise through EPU, (2) treatment initiated with outpatient mifepristone at 2pm and admission the next day at 8pm, (3) evening misoprostol usually followed by overnight uterine expulsion, (4) continued misoprostol treatment or surgery in the morning as required. Women were reassured by the structured approach and clinical efficiency.
RCOG Greentop guidelines 55, Nov 2010
Wagaarachchi PT, Ashok W, Templeton A. Medical management of late intrauterine death using a combination of mifepristone and misoprostol. BJOG 2002, Apr; 109:443-447

ELECTRICAL CARDIOVERSION IN PREGNANCY-A CASE REPORT
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Abstract

A 26 year old primigravida booked at 16 weeks gestation. The antenatal course was uneventful up until 26 weeks gestation when she was admitted to hospital reporting a one day history of palpitations. Of note she had no shortness of breath or chest pain. On examination in casualty her blood pressure was stable at 120/70mmHg, a tachycardia of 190bpm was noted. Respiratory and cardiovascular examinations were otherwise normal. An electrocardiogram (ECG) confirmed atrial fibrillation and a heart rate of 180bpm. Blood investigations excluded an anaemia with a haemoglobin result of 10.8g/dl. Thyroid function tests excluded hyperthyroidism. Electrolytes, renal and liver function tests were all within normal limits. A bedside echocardiogram was perfomed and established good left ventricular function, a non-dilated left atrium and mild mitral and tricuspid regurgitation. Initial management included administration of a beta blocker, metoprolol 50mg orally, this was repeated six hours later. Initial treatment failed to control heart rhythm and rate and flecanide 100mg orally was administered. Following administration of this class 1C antiarrythmic there a significant drop in blood presuure to 74/46mmHg. It was at this point that the decision to proceed to electrical cardioversion was made by the cardiology team. Direct current cardioversion (DCCV) was carried out under general anaesthesia.Given that the pateint's symtoms had been present for less than 48 hours no anticoagulation was required pre procedure. Primary lead placement involved apical and pectoral leads. 150 joules of synchronised DC shock was administered, this was unsuccessful. Secondary lead placement involved anterior and posterior leads. 200 joules of DC shock was administered resulting in successful return to sinus rhythm. An ECG following the procedure demonstrated the patient to be in normal sinus rhythm with a heart rate of 110bpm.The patient was continued on metoprolol and admitted to coronary care overnight. An ultrasound scan was performed the following day to assess fetal wellbeing. The patient was discharged home the following day in normal sinus rhtym. The patient was commenced on bisoprolol 5mg and continued on this dose for the duration of her pregnancy. Growth scans at 35 and 38 weeks were normal. She had a ventouse delivery at term. Female infant weighed 3320g.

Electrical cardioversion during pregnancy is a rarely applied but highly effective procedure in the treatment of maternal cardiac arrhythmias. Direct current electrical shock has been used at all stages of pregnancy without significant complication. No large scale studies concerning safety of ECV in pregnancy are available. The uterus is usually not involved in the ECV trajectory, and only a minimum amount of current reaches the uterus. The amount of current reaching the fetus is thought to be negligible. Once fetal viability is reached, monitoring of the fetal HR is advised and facilities for immediate CS should be available. Electrical cardioversion is indicated in life-threatening situations when the patient is haemodynamically unstable, or with symptoms such as shock or pulmonary oedema or in an arrthymia resistant to pharmacological treatment.

EXTERNAL CEPHALIC VERSION – PRACTICE IN IRELAND
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Abstract

External cephalic version (ECV) can reduce the need for caesarean section up to 50% of pregnant women with breech presentation at term. RCOG recommended that ECV should be offered from 36 weeks in nulliparous and from 37 weeks in multiparous. One method of measuring compliance of ECV is to obtain term breech index (TBI).The TBI is number of successful ECVs divided by sum(in number) of term breech vaginal deliveries ,successful ECVs and term breech caesarean sections. The TBI is optimally about 0.5,it relies on good care along the whole clinical pathway.
To evaluate practice of ECV in Ireland and to obtain a term breech index measurement.
A survey was conducted through all Irish maternity units, and obstetrics consultants. There was 19 (100%) responses from the maternity units,and 24 responses from the consultants.
ECV is practiced in14 (73.7%) maternity units in Ireland. Only 1(5.3%) maternity unit audit ECV practice. The term breech index (TBI) was calculated from the replies of 5 obstetric consultants, who supplied numeric data.The calculated TBI is 0.09. Out of 24 responses 19 obstetric consultants supplied estimated percentage of ECV success in their respective units, showed ECV term breech success 29%, vaginal breech delivery 4.0% and caesarean section for breech presentation is 67.7%. 
The term breech index in Ireland is low. The estimated success for ECV exaggerated as compare to actual figures.
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FETAL BIOMETRY REVISITED
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Abstract

Fetal biometry remains gold standard for the diagnosis of small-for-gestational-age (SGA) fetuses. The biometric charts constructed by Chitty et al are commonplace and incorporated into contemporary ultrasound equipment. Their charts are now outdated, developed using obsolete ultrasound equipment and included diverse ethnic groups. We aimed to construct fetal biometric charts in the Irish population using methodology recommended by Altman and Chitty with up-to-date ultrasound equipment and compare with the biometric charts by Chitty.
This was a prospective, cross-sectional study involving low-risk women attending Cork University Maternity Hospital. Women were recruited from their first trimester dating scan and randomly allocated to a single scan between 14-40 weeks gestation. Scans were performed by a sole researcher. Gestation was calculated using the estimated-due-date (EDD) by dating scan. Recruits were Irish Caucasian women with a singleton pregnancy. Women with conditions affecting fetal size including hypertension, pre-eclampsia, renal disease, autoimmune disorders and diabetes mellitus were excluded as were fetuses with congenital anomalies. Biometrical measurements were performed using the Voluson E8 ultrasound by GE Healthcare.
Nine-hundred-and-fifteen women were recruited. Seven-hundred-and-ninety-three women met the inclusion criteria and were scanned as per protocol. Median maternal age was 32 (range 17-44). Median BMI was 24.7 (range 17.1-48.6). Nulliparous women constituted 46.5% (369/793) of recruits, 32.6% (261/793) were expecting their second child, 18.3% (145/793) were expecting their third or fourth child, while only 2.3% (18/793) were grand multiparous. Biometric charts for biparietal diameter (BPD), head circumference (HC), femur length (FL) and abdominal circumference (AC) have been generated for this population and compared to the biometric charts by Chitty et al. Following is a table showing calculated percentiles for BPD measurements in this population. 
We have constructed Irish Caucasian specific fetal biometric charts with up-to-date equipment, using Chitty and Altman's methodology, and compared with charts by Chitty et al.


FIFTY YEAR DEMOGRAPHIC TRENDS OF DELIVERIES IN NATIONAL MATERNITY HOSPITAL
Authors
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Introduction

The last five decades in Ireland has been associated with a transformationfrom a predominantly agricultural society to a technologically advanced economy.The influx of migrant workers,asylum seekers and non-EU pregnant women made Ireland a multicultural society with its attendant challenges. Since 1960,total annual births ranged from 41000 to 76000.Most of these births occurred in the National Maternity Hospital (NMH) which is the busiest maternity hospital in Europe. Accurate documentation of NMH's obstetric population from its annual clinical reports allowed a fifty year evaluation of the demographic trends of the deliveries.

Aim

To further evaluate the demographic trends of deliveries in National Maternity Hospital over a fifty year period between 1960 and 2010.

Methods

A retrospective review of obstetric cohorts over a fifty year period between 1960 and 2010 of women delivering at the NMHwas carried out.Data were obtained from the clinical reports at NMH dating from 1960 to 2010 and Central Statistics Office website.

Results

Total annual birth in 1960 was 60735 and 73724 in 2010 of which NMH had 5216 deliveries in 1960 and 10800 in 2010 showing a 10-15% of total annual births in NMH.  In the 1960's the predominant child bearing age was between 20 to 29 years.This trend has remained the same over the last 50 years. Between1977and1988,there were no deliveries with gestation <27 weeks;There is also an interesting decrease in the delivery at 42 + weeks.In 2002,3.6% of deliveries were to non-Irish EU national compared to13% in 2010. 17.1% were of non EU nationality in 2003 compared to 14.3% in 2010. In 1960,there were 31,141 male and 29,954 females while in 2010 there were a total of 37,622 and 36,102 males and females respectively. In 1990's,14%of pregnancies were induced compared to 25% in the 2000's.The overall method of delivery showed a c-section rate of 20% in 2010 while this was merely 3.5% in the 1960's.Up till recently, Ireland had been the country of emigration with the great famine in 1845. In 1911,Ireland had a population of 4.4 million, but this dropped significantly over the fifty year period to 2.8 million in the 1961 census.The entry into the European Union in 1973 led to the return of many Irish with their families.Women are having less children than in the 1960's partly due to the availability of contraceptives and partly because many more women are more career driven in this century than in the 1960's.In conclusion,over the last 50 years,there has been a significant increase in the total number of births in the NMH and nationally with its attendant challenges.

GESTATIONAL THROMBOEMBOLISM DESPITE THROMBOPROPHYLAXIS
Authors
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Abstract

Half of gestational Venous Thromboembolism occur in women with an underlying thrombophilic disorder,Antithrombin III deficiencency has an odd's ratio of 8-13.1.Actual risks for thrombotic events are difficult to estimate, but without question this entity contributes to thrombotic risks during pregnancy. Antenatal and postpartum prophylaxis is recommended in women without a prior venous thromboembolism with this disorder.Low molecular weight heparin being the prophylactic and therapeutic mainstay.A 14 weeks pregnant lady diagnosed as antithrombin deficient,developed pulmonary embolism around 21 weeks despite heparin prophylaxis and required further management in Dublin.
A 36 year old lady with previous uneventful spontaneous vaginal delivery was booked at 10 weeks with no significant personal history but her brother was dignosed to be antithrombin deficient following an episode of unprovoked venous thromboembolism at age 21.Her sister had pill related Deep vein thrombosis at age 19.She had thrombophilia screen being high risk and was diagnosed to have antithrombin deficiency.Despite being commenced on prophylaxis she presented in accidents and emergency department at 21 weeks with shortness of breath and palpatations for two days.Her heart rate was 144 beats per minute and was admitted on suspicion of pulmonary embolism.Her Electrocardiogram showed sinus tachycardia,X ray chest showed bilateral lower lobe haziness and full blood count showed neutrophillic leukocytosis. Computerized tomographic pulmonary angioram showed bilateral pulmonary embolism with significant clot burden.Low molecular weight heparin was commenced in therapeutic dose.She collapsed on fifth day of admission for four or five minutes,her tachycardia did not improve and was shifted to St James' hospital where she remained admitted for two weeks and discharged on low molecular weight heparin therapeutic dose for followup with anti Xa levels and obstetric care at Coomb's Hospital.This case shows that high risk patients can have thrombotic episodes despite treatment and thus merit close surveillance.
Thrombophilic states like anti thrombin deficiency are very high risk for gestational thromboembolism.Symptoms may be confused with usual symptoms of pregnancy.Moreover diagnostic modalities are associated with risk of fetal and maternal exposure to ionizing radiation.It is important to avoid ionizing radiation exposure whenever possible during pregnancy, but the risks of undiagnosed Pulmonary Embolism are much greater than any theoretical risk to the fetus from diagnostic testing.It is of note that even if a pregnant woman underwent an X ray chest, followed by a Ventilation/Perfusion scan,and then Computerised Tomographic Pulmonary Angioram,the combined fetal radiation dose would still be less than that obtained via background radiation during the nine months of pregnancy.Unfortunately despite appropriate diagnosis and prophylaxis thromboembolism may still occur with all its inherent sequel which need intensive interventions to improve fetomaternal outcome.Therapeutic rather than prophylactic dose may be appropriate for them.
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GLANZMANN'S THROMBASTHENIA IN PREGNANCY- A CASE REPORT
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Abstract

Glanzmann's thrombasthenia is a rare autosomal recessive disorder (affecting 1 per million of population) caused by a deficient platelet membrane g-protein αIIb-β3, leading to a quantitative or qualitative platelet deficiency. It leads to defective fibrinogen-dependent platelet-platelet interaction and a prolonged bleeding time. Platelet count tends to remain normal, and the prothrombin time and partial prothrombin time are unaffected. Its phenotype is hugely variable and not related to αIIb-β3 levels. Women with the disorder are at high risk of bleeding in pregnancy and particularly in the peripartum period. 
A 34 year old primigravida with Glanzmann's thrombasthenia (GT) booked for antenatal care at nine weeks gestation. She was diagnosed at the age of two because of a family history and the main manifestation of her bleeding disorder was recurrent epistaxis for which she had received multiple platelet transfusions. She had no platelet iso-antibodies or HLA antibodies at booking. A multidisciplinary care plan was developed. Parenteral iron was administered prophylactically. A plan to have HLA matched platelets available in the blood bank from 36 weeks onwards was put in place. Her partner was tested for the αIIb-β3 mutation and was negative so the risk of fetal bleeding was deemed to be low but repeated testing for antiplatelet antibodies was peformed during pregnancy.The antenatal course was complicated by recurrent epistaxis, requiring nasal packing and tranexamic acid. She presented at term with spontaneous rupture of membranes. An oxytocin infusion was commenced following the administration of 2 pools of platelets and tranexamic acid 1g qds iv. The cervix failed to dilate. Two further pools of platelets and one dose of Recombinant factor VIIa (Novaseven) were administered and CS was performed under general anaesthetic. A healthy baby boy was delivered. An oxytocin bolus and infusion was administered and a Rusch balloon was placed in utero prophylactically. Estimated blood loss was 1litre.  The following morning she received 1 pool of platelets and the Rusch balloon was deflated. Lochia was normal but there was some local wound bleeding that settled with compression. Post operative Hb was 7.1g/dl and she was transfused with 2 units of RCC. She was discharged home well on day 6 but subsequent post natal testing revealed that she had developed antiplatelet antibodies.Care plans may be refined to reflect the bleeding phenotype of the mother. Platelet transfusion can result in antiplatelet antibody formation with a risk of transplacental transfer and neonatal thrombocytopenia. There is some evidence that certain mutations of the αIIb-β3 gene may be associated with less anti platelet antibody formation and care plans could be tapered to reflect this. This case report adds to the sparse literature about this rare disease in pregnancy. 
Leticee N, Kaplan C. Pregnancy in mother with Glanzmann's thrombasthenia and isoantibody against GPIIb-IIIa: Is there a foetal risk? Eur J Obstet Gynecol Reprod Biol 2005; 121(2): 139-142. Vuckovic SA. Glanzmann's thrombasthenia revisited. Journal of Emergency medicine 1996; 14(3): 299-303.

HAEMATINIC EVALUATION AND SUPPLEMENTATION IN A NORMAL PREGNANCY
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Abstract

Maternal and Neonatal complications have been described in antenatal iron, folate and B12 deficiencies. International recommendations have described the investigation and treatment of haematinic deficiencies. 
A retrospective audit was conducted between January and April 2012. Postnatal patient charts were randomly sampled. Data was entered into a secure database. Haematinic levels were retrospectively acquired using institutional laboratory systems.
176 patients were included in our sample group, with a total of 757 investigations performed. 155 patients had more than 2 sets of haematological investigations during pregnancy. 39.7% had haematinic investigations performed. 48 patients had a ferritin level below 30ug/L, of which 11 were using iron supplementation. 69.8% of patients reported folate supplementation, with 12.5% taking combined antenatal supplementation. 21% were taking a form of iron supplementation. Of the 28 people who were recorded as not taking antenatal supplementation, 6 had suboptimal ferritin levels. 
Currently, there are no national guidelines on haematinic investigation in the antenatal population. This is imperative to improve patient outcomes. It is also essential to treat those who demonstrate clinical anaemia, and sub-optimal ferritin levels.
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HOW GOOD IS OUR MANAGEMENT OF GESTATIONAL DIABETES?
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Abstract

4.6% of the Irish Population have Diabetes Mellitus. The incidence is expected to rise to 5.7% by 2015. Gestational Diabetes is strongly associated with future risk of Type 2 diabetes in that upto 50% of those suffering from GDM will develop type II DM in the next five years. It is also associated with maternal and neo natal complications. The objective of this study was to audit our diagnosis and management of GDM against standards chosen from HSE Guidelines.
An audit was conducted into the screening for gestational diabetes in ante natal period and subsequent management of those women identified to have GDM in Wexford General Hospital, between 1st January and 31st December 2011. Auditable standards were chosen from HSE Guidelines on management of GDM. Case notes of 86 patients identified to have GDM were reviewed retrospectively regarding management and outcomes. Screening for GDM was offered based on the presence of risk factors. The incidence of GDM in Wexford General Hospital for the study period was 3.5% (86/2230 deliveries). As recommended in the guidelines most of these patients were identified by GTT at 28 weeks. However maternal age ≥ 40years (8%), Women on long term steroids, Polycystic Ovary Syndrome were not being included in the screening criteria being followed. RBS >7 mmols at booking visit was used as one of the criteria to select patients for doing GTT. 50.2% had growth scans performed in the third trimester. 51.7% of these patients were induced. Of these 47.7% were induced between 39 to 40 weeks. 22.7% between 37- 39 weeks and one patient before 37 weeks. 64.7% achieved vaginal delivery. There was a Caesarean section rate of 30.58% which is significantly more than the background rate of 24%. Instrumental deliveries were performed in 3.5% of the patients. 17.5% of the babies had a birth weight more than 4000g. Incidence of macrosomia (4.5Kg) is 3.5% Postnatal GTT at 12 weeks post partum were documented only in 66% of patients. Risk screening for gestational diabetes deviated in our hospital from national guidelines in certain aspects which may have impacted on identifying all potential cases. There is no written protocol for the management of diagnosed cases and hence practices vary between individual doctors. The overall obstetric outcome is good, however there is an increased incidence of Caesarean sections when compared with the background population. A significant number do not have post natal GTTs done and this could affect their future health.
On the basis of this study we have made the following suggestions: To include all risk factors for screening as per guidelines. Develop a plan for increased number of hospital based antenatal visits. Protocol for growth scans, and fetal well being scans. To arrange strict follow up postnatally with GTT, considering long term health risks. To set up a dedicated GDM clinic to monitor these women exclusively. Re-audit in a year.

HOW OFTEN DO YOU VACUUM? CHANGING TRENDS IN OPERATIVE VAGINAL DELIVERIES DURING A 20-YEAR STUDY PERIOD
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Abstract

Operative vaginal delivery and appropriate instrument selection are challenging components of contemporary obstetric practice. We set out to examine changing rates of operative vaginal delivery over a 20-year study period. The changing preference for various instruments during this period was also examined.
This was a prospective observational study carried out at a large tertiary referral center from 1991 to 2010. All cases of operative vaginal delivery during the study period were recorded. The rate of instrumental delivery, as well as instrument choice were compared for individual 5-year epochs. 
During the study period there were 156,130 deliveries of which 17,841 were operative vaginal deliveries, an incidence of 11.4/100 deliveries and 13.6/100 vaginal deliveries. A total of 36.7% (6553/17841) of instrumental deliveries were carried out with forceps and 63.3% (11310/17841) were vacuum assisted deliveries. When individual 5-year epochs were compared, the incidence of instrumental delivery increased from 8.1% (2340/28599) in the first 5-years between 1991-1995 to 17.3% (6179/35747) in the final 5-years between 2006-2010 (p<0.0001). The rate of instrumental delivery in nulliparous patients increased from 14.2% of all nulliparous deliveries between 1991-1995 to 23.8% between 2006-2010 (p<0.0001). In multiparous patients the rate of operative vaginal delivery increased from 2.6% between 1991-1995 to 5% from 2006-2010 (p<0.0001). The choice of instrument also varied during the study period, with 68.2% (1596/2340) of instrumental deliveries in the 5-year epoch from 1991-1995 being carried out with forceps compared to 32.9% (2033/6179) from 2006-2010 (p<0.001). This corresponded to a rise in vacuum delivery rates from 31.8% of instrumental deliveries between 1991-1995 to 67.1% of instrumentals between 2006-2010 (p<0.001). 

Rates of operative vaginal delivery have increased over the 20-year study period, and this has occurred in nulliparous and multiparous patients. The rate of forceps delivery has fallen significantly with vacuum delivery now being the choice of the majority of clinicians.

HYPERCOILING OF THE UMBILICAL CORD AND PREGNANCY OUTCOMES
Authors
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Background

The umbilical coiling index(UCI) is a measure of the number of coils in the umbilical cord in relation to its length, and allows the classification of umbilical cords based on these parameters to normocoiled, hypercoiled and hypocoiled cords.
Aims

This study aims to determine potential risk factors that predispose to umbilical hypercoiling, the effects of hypercoiling on the growing fetus (including IUGR), and perinatal and neonatal outcome in babies with established hypercoiling of the cord.Methods: This was a retrospective study of pregnancies with a confirmed diagnosis of hypercoiling of the cord (UCI > 0.3) on examination of the placenta and cord post-delivery. Over 100 such cases were identified. Babies who had congenital anomalies or morbidities secondary to other external factors (such as road traffic accidents and placental abruptions) were excluded from the study.
Results

No obvious antenatal risk factors for hypercoiling of the cord were identified in our patient population. There was no association with placental location or cord insertion site. 5% of fetuses measured small for gestational age on the fetal anomaly scan at 20 weeks gestation. 10% of fetuses had a small for gestational age measurement prior to delivery. None had a normal CTG in labour. 50% delivered by emergency caesarean section and 35% had an instrumental delivery, all due to a non-reassuring CTG. Only 10% had spontaneous vaginal delivery. Approximately 50% of babies had evidence of acidosis on their cord pH values at delivery.

Conclusion 

This study identifies hypercoiling of the umbilical cord as a possible independent risk factor for fetal distress in labour and fetal acidosis, which requires obstetric intervention.

IMMEDIATE NEONATAL OUTCOME BY MODE OF DELIVERY BY CATEGORY OF PRETERM BIRTH (< 34 WEEKS)
Authors
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Abstract

The safest mode of delivery (cesarean birth vs. vaginal birth) for preterm singleton deliveries is uncertain and has not been analyzed by category of preterm birth. 
This was a retrospective study of early (< 34 week) singleton preterm births, on data collated prospectively at the National Maternity Hospital between 2008 and 2011, to determine immediate neonatal outcome (Apgar scores and cord pH) in relation to the mode of delivery and the category of preterm birth :- materno-fetal, PPROM and preterm labor (PTL). In-utero transfers were included. 
Among 752 preterm births the spontaneous vaginal delivery rate was 36% (n=277) and the cesarean birth rate was 64% (n=475) . Low Apgar scores ( < 5@ 1min 18%;85/ 475; <7@5 mins,10 % ;47/475) were significantly higher among the cesarean group compared with the vaginal delivery group ( 7%;19/272 and 2.8%;8/272) (P<0.01). Cord pH < 7.2 was also significantly lower in the cesarean group (13%;61/475 vs. 7%; 19/272, respectively ,P<0.001). All births within the feto-maternal category (n=221) were cesarean and the Apgar Scores were low at 1 and 5 in 18% and 11% respectively, as was the cord pH (<7.2) in 17%. Among the PPROM category (n=119) the incidence of low (<7.2) cord pH was similar (11% vs. 10%) and was not influenced by the mode of delivery. Among the PTL category (n=103) low cord pH was significantly more common when delivery was by cesarean section (17% vs. 11%) . Of 37 potential vaginal breech births, 12 (32%) were delivered by cesarean section and incidence of low Apgars (at 1 and 5 minutes) and a low cord pH was 50%, 25% and 16% respectively. This was similar to vaginal birth ( 44%, 16%, 13%). 9 babies were born in very poor condition and influenced the overall results :- 7 delivered by cesarean section ( placental abruption -2, PET -2, abnormal antenatal CTG - 2 and breech in labour -1) and 2 vaginal breech deliveries (1 presented with cord prolapse at 7 cm was fully dilated in theatre and a second was admitted fully dilated, both with the breech on the perineum.
There does not appear to be any clear cut advantage to delivery by cesarean section but it is very clear that any outcomes for preterm birth should be analyzed by category because to the diverse nature of preterm birth.

IMPROVING THE QUALITY OF DELIVERY IN THE SECOND STAGE OF LABOUR
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Abstract

This project was undertaken as part of the Royal College of Physicians of Ireland post graduate Diploma Course in Leadership and Quality in Healthcare 2011 -2012. A key component of the course was to undertake a quality improvement project in an Irish healthcare setting to address an area where the opportunity to improve quality had been recognised. In selecting an Obstetrics Project the authors agreed that it would be appropriate to focus on a specific area where variation in practice and outcomes had been observed. It was anticipated the improvement work would improve services at local level with the potential to inform key national and strategic obstetric objectives.
A SMART checklist was used to support the development of the project aim. "To reduce number of unsuccessful instrumental deliveries at the National Maternity Hospital, Holles St. by 20% by 30th September 2012". A driver diagram was developed that depicted the interconnectedness between the local and strategic objectives, team's hunch, theories and the predicted improved outcome. A total of five metrics comprising of outcome, process and balancing measures were agreed to measure for improvement and denote shifts in processes as a consequence of change interventions. To ensure consistency, reliability and understanding of what the measures meant for the purpose of the improvement work, the team agreed operational definitions for each measure. It was anticipated tests of change would be determined through a process of engagement with staff using "the 5 why approach".The Myers-Brigg indicator served as a useful aid in supporting these interactions. Despite the tests of change, staff awareness, consultant discussion forum and rotation of staff, no change was noted of the percentage of emergency Caesarean Sections (c/s) to total c/s. The SPC reflects the stability in the current system with common cause variation only. We predicted that there would be less emergency c/s to total c/s numbers. However in figures 2 and 3 strongly suggest a reduction in the overall c/s rate and the rate of emergency c/s when compared to the overall number of deliveries in the unit. The data coupled with content expertise predicts that this downward trend will continue. Continued measurement is required to confirm this prediction of improvement.
Preliminary results suggest a shift in process as a potential combined consequence of (i)The Hawthorn effect, (ii)A staff awareness campaign and (iii)Rotation of junior doctors. Whilst the project team predict further improvement, this project has not as yet reached a conclusion. However the greatest success of this project is attributable to the application of improvement methodologies in a real life setting. Furthermore the blend of project team expertise from diverse backgrounds was valuable in terms of understanding improvement through different professional lens. The project team have agreed recommendations that they will each bring forward to future improvement work.

INDUCTION OF LABOUR AT 42 WEEKS GESTATION IN A LARGE COHORT OF NULLIPAROUS PATIENTS: CHARACTERISTICS, OUTCOMES AND PREDICTORS OF SUCCESS
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Abstract

The timing of induction of labour (IOL) for post-maturity is a contentious issue in contemporary obstetrics. It has been demonstrated that IOL, particularly in nulliparous patients is associated with increased risk of caesarean delivery and intrapartum intervention. We sought to examine characteristics, outcomes and predictors of success in a cohort of nulliparous patients induced for post-maturity, at an institution where patients are allowed to progress to 42 weeks gestation prior to IOL.
This was a prospective observational study carried out at a large maternity unit over a 2 – year period from January 1st 2008 to December 31st 2009. Details of maternal demographics, intrapartum characteristics and neonatal outcomes were recorded for analysis. These were then compared for women who delivered vaginally vs. those who required a caesarean delivery.
A total of 676 mothers were induced for post-maturity at 42 weeks gestation over the 2-year period. The rate of caesarean delivery among those induced was 30.3% (205/676). Approximately two-thirds of women required oxytocin (442/676), while 72% (484/676) required epidural anaesthesia. The incidence of macrosomia (birthweight >4kg) was 34.5% (233/676), and 6.5% of infants were > 4.5kg. For those who delivered vaginally, the rate of operative vaginal delivery was 45.8% (216/471), while the incidence of anal sphincter injury was 4.2% (20/471). Mothers who delivered abdominally were found to be older (31.6 ± 5.1 years vs. 29.1 ± 5.3 years; p<0.0001) and have a higher BMI (26.6 ± 4.8 kg/m2 vs. 25.7 ± 4.5 kg/m2; p=0.02) than those who had a vaginal delivery. There was no difference in birthweight (p=0.08) or duration of labour (p=0.6) between both groups. Women in both groups had similar rates of oxytocin administration (p=0.25) and use of epidural anaesthesia (p=0.22). The incidence of macrosomia was increased in those who required caesarean section (42.9% [88/205] vs. 30.5% [144/471]; p=0.002). There was no difference in the incidence of infants with a cord pH < 7.1 (p=1.0) or an Apgar of < 7 at 5 mins (p=0.37). Twenty infants who delivered vaginally (4.2%) had a shoulder dystocia. Patients who had a caesarean delivery were more likely to have a blood loss of >500ml (29.2% [60/205] vs. 5.3 [25/471]; p<0.0001), and also had an increased incidence of blood loss > 1000ml (3.9% [8/205] vs. 1.2% [6/471]; p=0.03).
This data is pertinent to contemporary practice for the counseling of patients who are beyond their estimated date of delivery. It demonstrates that IOL at 42 weeks is associated with a increased rate of caesarean delivery, which is associated with increased maternal morbidity. Fetal macrosomia, as well as increased maternal age and BMI are risk factors for caesarean section.

INDUCTION OF LABOUR IN INTRAUTERINE DEMISE
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Abstract

One in two hundred infants is stillborn in the developed world. This is a very traumatic experience for both the couples and the staff involved in their care. Vaginal birth can be achieved within 24 hours of induction of labour for intrauterine fetal demise in about 90% of women.(1) A combination of mifepristone and a prostaglandin preparation should be the first-line intervention for induction of labour.(1) An audit of the medical agents used for the induction of labour in intrauterine fetal demise was performed to determine adherence to the RCPI Clinical Practice Guidline.
All second and third trimester losses were examined from February- May 2012. All charts were reviewed by a Specialist registrar and a CMM1. The induction agents and the induction-to-delivery interval were recorded. Other shortcomings in the process were also identified. 
Ten patients had a second or third trimester loss during the audit period (four second trimester and six third trimester). Two patients received mifepristone and misoprostol, one received mifepristone and prostin, four received misoprostol alone and three received prostin alone.
There was a large variation noted in the medical agents used for induction of labour. The use of prostin was associated with a longer induction to delivery interval compared to the other agents. The average time for the use of prostin was 33hrs compared to 11hrs for misoprostol alone, 8hrs for mifepristone and prostin and 7hrs45 for mifepristone and misoprostol. Only one patient had her induction managed in accordance with the RCPI guideline. After an educational session on the medical agents recommended for the management of induction of labour in pregnancies with fetal demise as recommended by the RCPI, clinical practice will be reaudited.
1 Wagaarachchi PT, Ashok PW, Narvekar NN, Smith NC, Templeton A. Medical management of late intrauterine death using a combination of mifepristone and misoprostol. Br J Obstet Gynaecol 2002; 109: 443–7. 

INTEGRATED TESTING – FEASIBILITY, CHALLENGES AND EARLY RESULTS OF A PILOT CLINIC
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Abstract

Integrated Testing (IT) is the most effective prenatal screening test for Down's Syndrome. It involves ultrasound measurement of Nuchal Translucency (NT) and serum quantification of Pregnancy-associated plasma protein A (PAPP-A) in the first trimester, and Alpha-fetoprotein (αFP), β-human chorionic gonadotrophin (β-hCG) and unconjugated oestriol (uE3) and Inhibin in the second trimester. It provides quantification of risk; with a risk ≥1-in-150 being considered high risk.Integrated Testing has a detection rate (DR) of 85% for a false positive rate of 1.2%; the highest detection rate of all methods available. Furthermore, this high detection rate considerably reduces subsequent referral for invasive diagnostic procedures with their associated risks and costs. In collaboration with the Antenatal Screening Laboratory at Birmingham Women's Hospital, we decided to introduce the IT as the prenatal screening method of choice at Cork University Maternity Hospital (CUMH) in 2012. It was offered as an opt-in service with a once-off charge of €200 to cover administrative, courier and laboratory costs. Any additional monies generated were used to fund local training and research in ultrasound. Within the pilot phase, referrals were invited from two large urban primary care centres and selected private antenatal clinics attached to CUMH. 
Initial challenges to establishing such a service were of a practical nature. The clinic was run weekly using the facilities and expertise of CUMH's early pregnancy clinic. Specimen collection systems, materials and accompanying documentation had to be compatible with the procedures of a UK hospital laboratory. Specimen collection, and therefore clinic appointments, needed to be coordinated with courier collection times to ensure optimal conditions for laboratory analysis. Reporting methods, and their delivery, were standardised between laboratory and hospital services with confidential and timely communication of high-risk results to lead clinicians.Patients attended between 11 and 13+6 weeks for CRL and NT measurement and initial blood testing, and again between 14+2 and 19 weeks for the second blood test. From December 2011 to October 2012, 20 women availed of the service with an average age of 38.4 years. 12 were referred from general practice, with the remainder from private practice. All women attended at an appropriate gestation for both investigations. Results were available within a week of receipt of the second sample by the laboratory. All women screened were stratified as low-risk.Although the number of women availing of this service is currently very small, it must be remembered that this was a pilot clinic drawn only from a small population of potential referrals. No hospital or local advertisement of this service has yet been undertaken. Nonetheless, there is an increasing awareness of and demand for such prenatal screening tests. The logistics for expanding this service, however, should not be underestimated. Screening programs are resource-intensive and require flexibility and funding to adjust to new technology and protocols.

IS ROUTINE TRANSVAGINAL MEASUREMENT OF THE CERVIX WORTHWHILE IN A POPULATION WHERE THE RISK OF PRETERM BIRTH IS LOW?
Authors
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Background 

A recent metaanalysis has suggested that measurement of the cervical length should be performed in conjunction with the anomaly scan. We decided to investigate if this recommendation is justifiable in a population where the risk of preterm birth is low.

Methods

We reviewed 11 years of obstetric data from the Coombe Women and Infants University Hospital. We excluded all births where the pregnancy was a multiple pregnancy, where delivery was induced or where the delivery occurred after 34 weeks. We applied the relative risks of adverse outcomes from the metanalysis and extrapolated the possible numbers of women requiring intervention. We decided to take a cut off of 19 weeks as this is the earliest we would be getting information on cervical length.
Results

Over the 11 years from 1999 to 2010 there were 94,646 singleton deliveries. There were 881 births (0.93%) as a result of spontaneous labour from 19-34 weeks. Of the 881 births, 76 were stillbirths. This left 805 livebirths. Two hundred and thirty three (26%) were born before 28 weeks. Three hundred and five (37.8%) weighed less than 1500g. Applying the figures from the metaanalysis, 1609 women who had a singleton pregnancy could be expected to have a cervical measurement <15mm. If none of these women received progesterone we could expect 515 women (32.0%) to deliver at < 34 weeks. If we gave progesterone to all these women, we would prevent 281 births at less than 34 weeks (17.5%). Therefore we would reduce the delivery rate before 34 weeks by 234 pregnancies, which is 21 babies a year. On a prorata basis 8 babies weighing less than 1500g and 4 babies born before 28 weeks would be prevented. 
Conclusion

In units where the spontaneous preterm rate is low it is difficult to suggest that routine cervical measurement is justified. Each individual hospital should evaluate the possible benefits of universal screening for a short cervix prior to instigating a policy of performing a transvaginal ultrasound assessment of cervical length at the time of the anomaly scan.

IS TIMING EVERYTHING? THE INFLUENCE OF GESTATIONAL AGE ON CAESAREAN SECTION RATES IN PRIMIPAROUS ELECTIVE POST DATES INDUCTION
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Abstract

Failed inductions contribute to Robson's group 2A caesarean sections in an unpredictable fashion. 10% of all pregnancies are prolonged, but 75% of patients who spontaneously labour will achieve a vaginal delivery. In the elective post dates induction of an uncomplicated first pregnancy, we may sometimes ask – could we have been more conservative? Induction timing must balance the risk of a failure and caesarean section with stillbirth, macrosomia, birth injury, and meconium aspiration. The background incidence of stillbirth is 1:1000(at term) and doubles between 40 and 42 completed weeks gestation. Some would argue the studies used to support the concept of an increased risk of stillbirth are no longer applicable. Indeed the most recent systematic reviews find perinatal morbidity a much stronger indicator for elective induction. By contrast, potential longterm maternal morbidity must be considered when a first time mother undergoes caesarean section.

Data from the maternal information systems of two institutions with different elective post dates induction protocols was obtained for 2012. Institution A induced at Term + 10 days as standard. Institution B's policy was Term + 14. Only nulliparous singleton cephalic inductions indicated by post term were examined. Of these, the total number of caesarean sections carried out for either failed induction or failure to advance in the 1st stage were tallied. All inductions for non-elective indications, and caesarean sections for fetal distress were excluded.

Institute A recorded 4150 primaparous bookings, of which 489 underwent elective induction for post dates (11.7%). The majority of these inductions began at T+11 (21%). The overall caesarean section rate for failed induction/failure to advance was 14.5% (71 patients). Of 1329 primaparous patients attending institute B, 158 (11.8%) underwent elective induction of labor for postdates. 41% (the majority) of these inductions occurred at T+14, resulting in an overall caesarean section as indicated by failed induction/failure to advance rate of 12% of all elective inductions (19 patients). There appears to be little significant difference in caesarean sections for failed inductions at differing gestational age.
Gestational age as an isolated variable, does not appear to influence the incidence of failed induction. If there is a variation in group 2A rates amongst institutions therefore, a multitude of factors including Bishop's score, method of inductions (dosage and timing of prostaglandin administration/artificial rupture of membranes), and variation between obstetric and midwifery staff at both a junior and senior level, are all significant contributory factors. It must be borne in mind also that a study such as this cannot confirm the accuracy of dating involved and thus data may be affected by lack of exclusion. However, given this broad overview suggesting that gestational age is not a decisive factor in the incidence of caesarean section for elective postterm inductions, an examination of evidence of uteroplacental insufficiency, the ability of a post-term fetus to tolerate labour secondary to this, and overall perinatal morbidity may provide a more useful signpost for the setting of hospital elective induction standards.

JOGS ABSTRACT: THE MANAGEMENT OF DRUG- REFRACTORY FETAL SVT WITH INTRA-AMNIOTIC AMIODARONE
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Introduction

Supraventricular tachycardia (SVT) is the most common fetal tachycardia. Fetal tachycardia complicated by ventricular dysfunction and hydrops fetalis carries a significant risk of morbidity and mortality.[1] Amiodarone has been reported to be very successful for fetuses with refractory tachycardia, all of whom failed digoxin and most of whom had persistent arrhythmia despite a trial of flecainide or sotolol.
Case

This is a case of a 35 year old women who presented was referred to the National Maternity Hospital with a fetal heart rate noted on scan to be greater than 300bpm. On review at 23 weeks the fetus had intermitted fetal SVT at a rate of 280bpm. Initially the fetal anatomy scan was normal, with no evidence of pericardial effusion or ascites. However the fetus continued to have persistent SVT despite oral treatments: initially with flecainide, sotolol, digoxin and oral amiodarone. From the week 27 the fetus began to develop ascites and pericardial effusion, which persisted to severe hydrops with ventricular dysfunction. By 29 weeks amiodarone was administered inta-amniotically and over the following weeks the fetus reverted to sinus rhythm and the ascites and pericardial effusion resolved. She had a normal vaginal delivery at 34 weeks gestation and the infant was discharged home well with a normal neonatal echo and holter.
Discussion

Orally administered amiodarone is safe and effective treatment for drug-refractory fetal tachycardia, specifically re-entrant supraventricular tachycardia, junctional ectopic, or ventricular tachycardia, even when accompanied by hydrops fetalis or ventricular dysfunction.[1] There is limited evidence on the use of direct fetal therapy when orally administered medications are unsuccessful, however they are some case reposts on the use of amiodarone either administered directly into the umbilical vein or administered intra-amniotically which result in successful cardioversion sinus rhythm, even in cases with severe hydrops [2]. This case highlights the successful management of a case of intra-amiotically administered amiodarone with persisted fetal SVT and severe hydops and it should be considered when orally treatment is unsuccessful.
References

1. Strasburger JF et al. Amiodarone therapy for drug-refractory fetal tachycardia.Children's Hospital of Wisconsin, Division of Cardiology.Circulation. 2004;109(3):375
2. Mangione R et al. Successful treatment of refractory supraventricular tachycardia by repeat intravascular injection of amiodarone in a fetus with hydrops. Centre de Diagnostic Anténatal, Maternité-Hôpital, CHU Bordeaux, France. Eur J Obstet Gynecol Reprod Biol. 1999 Sep;86(1):105-7

LARGE LOOP EXCISION OF THE TRANSFORMATION ZONE FOR THE TREATMENT OF CERVICAL DYSKARYOSIS: AN AUDIT
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Abstract

The British Society of Colposcopy and Cervical Pathology (BSCCP) has defined minimum standards for certain diagnostic and treatment parameters within the colposcopy service. The aim of this audit is to evaluate the current practice of large loop excision of the transformation zone (LLETZ) for the treatment of cervical dyskaryosis in our colposcopy clinic at Wexford General Hospital. Data recorded in the computer system (COMPUSCOPE) of the clinic is used for this audit. Between January 2010 and December 2011, 475 therapeutic LLETZ procedures were performed. All of these procedures were included in the audit. 

The mean age of the women was 37 year (range = 19 – 63 year, median = 34). Women with incomplete or inconclusive excision margins were slightly older than women with complete margins (mean age 38 versus 35). Almost half (48%) of the women were current or ex-smokers. In 84% of women the squamocolumnar junction (SCJ) was visible. The colposcopic impression of the examiner was documented in 92% of cases, and this was high grade lesion in 60% of cases. Majority (83%) of the procedures were performed under local anaesthesia. 

Two hundred thirty seven (50%) of the LLETZ procedures resulted in complete excision margins, while 238 (50%) had either incomplete or inconclusive excision margins. Of those with unsatisfactory colposcopy (n = 46), 52% had complete excision margins, and the remainder (48%) had incomplete/inconclusive margins. Almost all (98%) histology results from the LLETZ showed either CIN, CGIN or invasive cancer [369 (78%) comprised of CIN2 or worse]. There were six (1%) invasive cancers: five squamous cell carcinoma (SCC) and one adenocarcinoma; there were 9 (2%) cases of CGIN. In all of the invasive cancer and CGIN cases the excision margins were incomplete or inconclusive. 
Of all the procedures 50% had histological features of incomplete excision. This is worrisome, because this group comprises the majority (78%) of the high-grade histology (CIN 2 or worse). Every effort should be made to achieve complete excision. Improving documentation using the available computer system is highly recommended as this facilitates future audits and researches. 
Reference
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LEYDIG CELL TUMOUR- A RARE OVARIAN TUMOUR
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Summary

Leydig cell tumours are a member of the sex cord tumours which arise from the ovary or testis. These neoplasms may be mixed with other sex cord-stromal or germ cell tumors or may consist purely of leydig cells. We report a case of a 64 year old woman who was referred from the endocrine clinic with symptoms of virilisation. 
Background

Sertoli-leydig cell tumours are extremely rare and constitute less than 0.5% of ovarian tumours. They are usually benign, but malignant variants can occur, and their degree of differentiation determines the likelihood of malignancy. Less differentiated tumours are more likely to be malignant. They most commonly present in women under the age of 40, however cases have been reported in all age groups. Androgens or androgen precursors are usually produced by these neoplasms, causing symptoms of virilisation in approximately one third of cases. Early recurrence is typical of this sex cord tumours, and commonly recur after 5 years. These tumours are staged according to the FIGO ovarian cancer staging system and surgery alone is usually recommended. Depending on the age and fertility status of the individual, either bilateral salpingo-oopherectomy with total hysterectomy or unilateral oopherectomy are performed, with rare lymph node metastases occuring. Adjuvant chemotherapy is indicated in poorly differentiated tumours or tumours that contain non heterologous components. 
Case presentation
A 64 year old woman was referred from the endocrine clinic with symptoms of increased facial and body hirsutism, hoarseness and androgenic alopecia of four years duration. On examination she had mild clitoromegaly, no adnexal masses palpable. 
Investigations
 
Testosterone and androstenadione were elevated at 9.6 and 17 respectively, and 17 hydroxyprogesterone was within normal limits. Remainder of the hormone profile was normal. She underwent an MRI pelvis and abdomen which showed slight increase in ovarian stromal volume but no tumour was identified, the ovaries were not enlarged, and adrenal glands were normal. She was scheduled for bilateral salpingo-oopherectomy as a day case. 
Treatment
 
A laparoscopic bilateral salpingo-oopherectomy was performed which showed normal appearing ovaries. Histopathology confirmed a well circumscribed collection of leydig cells in a hilar location in the left ovary. The leydig cells were strongly positive for Inhibin and Calretinin and weakly positive for Vimentin, confirming it to be a leydig cell tumour. 


Outcome and follow up
This patient will be followed up with physical examination and testosterone levels. Imaging will be warranted in the case of raised hormone levels or symptomatic virilisation

MANAGEMENT OF ADOLESCENTS WITH OVARIAN PATHOLOGY IN A DISTRICT GENERAL HOSPITAL
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Abstract

Dept. Of Obstetrics and Gynaecology, Wexford General Hospital, Wexford, Ireland
Ovarian cysts are commonly encountered in women of reproductive age. The guiding principle in management of these patients is to pursue conservative measures when appropriate particularly in adolescents presenting at the outset of reproductive life. We conducted a retrospective study of the management of females aged 0-18 presenting to our district general hospital with abdominal pain for whom ovarian pathology was the principal diagnosis. We have included a case study of the management of one 16 year old patient.
Searches were conducted using the Hospital In-Patient Enquiry (HIPE) system for the total number of females aged 0-18 years presenting with abdominal pain from 1 January 2005 until 30 June 2011. The number with ovarian cysts was determined along with the incidence and type of surgical interventions. Histological diagnosis based on operative samples was checked for those who underwent ovarian surgery. A case study looked at management of one patient with an unusual presentation of ovarian pathology.There were 601 presentations of females aged 0-18 with abdominal pain. Of these, 73 (12%) had ovarian pathology as the principal diagnosis and 24 laparoscopies were performed for an ovarian indication. Out of the total of 73 diagnoses of ovarian pathology there were a total of 10 (14%) ovarian surgical interventions with 3 ovarian cyst aspirations, 3 unilateral ovarian cystectomies, 2 unilateral oophorectomies and 2 unilateral salpingo-oophorectomies. Histological abnormalities were detected in all of the operative samples. We encountered an unusual presentation of ovarian pathology in a 16 year old who presented to our hospital in 2012 with a one month history of abdominal distension. There were no bowel or urinary symptoms and appetite was normal. Urinary hCG was negative and past medical, surgical and gynaecological history were unremarkable. On examination the abdomen was non-tender with symmetrical distension extending 5cm above the umbilicus and pulsation palpable throughout the distended area. Computer tomograpghy scanning of abdomen and pelvis revealed a cystic ovarian neoplasm with solid enhancing component and thin septations, a small right adnexal focus and no evidence of intra-abdominal metastatic disease. The patient was referred to a tertiary centre where she underwent laparotomy, left salpingo-oophorectomy and right ovarian cystectomy with conservation of normal right ovarian tissue. The left ovarian mass measured 30cm in diameter. Histology revealed borderline mucinous tumour and appropriate follow-up was arranged.Adolescents diagnosed with ovarian pathology in our hospital between 2005 and 2011 had a 14% rate of ovarian surgical intervention with oophorectomy performed in 5%. All patients undergoing ovarian surgery had histological abnormalities detected in operative samples. We have demonstrated the benefit of gynaecological opinion and multidisciplinary management of abdominal and pelvic pain in adolescents.

MANAGEMENT OF ASYMPTOMATIC OVARIAN CYSTS IN PRE-MENOPAUSAL AND POST-MENOPAUSAL WOMEN
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Abstract

The finding of an adnexal cyst is a common gynaecological problem. The incidence of an ovarian cyst being malignant is 1:1000 in pre-menopausal women and 3:1000 in post-menopausal women. Despite this, gynaecologists often have difficulty managing this patient group. 
The aim of this audit was to determine whether women with an asymptomatic pre-menopausal or post-menopausal cyst, attending the gynaecology outpatient clinic, are being managed appropriately and in accordance with current guidelines. All patients with a diagnosis of an asymptomatic pre-menopausal or post-menopausal ovarian cyst who presented to the gynaecology outpatient clinic at the Mid Western Regional Hospital between January and March 2012 were identified.32 patients were identified; 62.5% (n=20) were pre-menopausal and 37.5% (n=12) were post-menopausal. 85% (n=10) of patients in the post-menopausal group were managed appropriately. However, 40% (n=8) of patients in the pre-menopausal group were not managed in accordance with current best practice. A lack of awareness regarding current guidelines, guidelines not being readily available and radiological factors such as lack of standardisation of reporting and prolonged waiting times for scans were some of the key contributors to patients not being managed appropriately.Guidelines should be readily accessible and all doctors working in the field should familiarise themselves with them. The culture of clinicians performing scans 'just to make sure' should not be embraced. Standardisation of radiological ultrasound reporting should be implemented if scores such as the Risk of Malignancy Index (RMI) and the International Ovarian Tumour Analysis (IOTA) Rules are to be utilised effectively.

MANAGEMENT OF NEUROTRAUMA IN PREGNANCY – A MULTIDISCIPLINARY APPROACH
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Abstract

Traumatic brain injury (TBI) warranting neurosurgical intervention in the pregnant population is a rarity yet in the injured pregnant population head injury is the most common cause of death¹. 

A 27-year-old P3+4 presented following a road traffic accident with a GCS of 6/15. Her husband, the driver, was pronounced dead shortly after arrival to hospital. The patient was intubated at the scene. CT brain showed extensive haemorrhagic contusions, diffuse brain swelling and multiple skull and facial fractures. Other injuries included left sided haemopneumothorax and right elbow dislocation. Transabdominal ultrasound scan confirmed and dated a viable intrauterine pregnancy of 13 weeks gestation. Raised intracranial pressure warranted decompressive craniectomy during her acute management in the intensive care unit. She remained ventilated for 8 days with subsequent siting of a percutaneous tracheostomy. After 22 days ICU discharge was feasible. However, the patient remained dependent for all activities of daily living and was unable to verbalise needs. 

A multidisciplinary approach, involving clinical and paraclinical specialties, was adopted in the care. Challenging maternal behaviours in the setting of acquired brain injury needed novel approaches including neuropsychiatry input as a part of the management spectrum. All decisions were made with multidisciplinary consensus. Maternal stabilisation and rehabilitation continued with weekly input from the obstetric team. As the patient was resistant to physical contact ultrasound scanning was performed under sedation to monitor foetal wellbeing. At 20 weeks gestation a Percutaneous Endoscopic Gastrostomy (PEG) Tube was inserted and subsequent nutritional needs were met with this. At 35+3weeks the patient went into spontaneous labour. A generalised tonic clonic seizure preceded the delivery of a 2770g male in good condition via emergency Caesarean Section under general anaesthetic. (The patient had 2 Caesarean Sections previously and would not have been a candidate for vaginal delivery.) The child had no detectable abnormalities and is clinically well having been initially managed in the Neonatal Unit given his prematurity. Twelve months post TBI the patient continues to make gradual improvements but is left with severe cognitive impairment. Her rehabilitation is ongoing.Although maternal wellbeing is of primary concern in the acute management setting; both maternal and foetal health must be considered and balanced in the post-stabilisation period to optimise outcomes. The complex ethical issues surrounding balancing aggressive maternal management and ultimate anticipated maternal and foetal quality of life are becoming increasingly topical as our initial management improves. Our case is the first documented case of neurotrauma in a woman in her first trimester that had a good clinical outcome with aggressive multimodality management. We recommend that these patients be managed in a tertiary care centre. 

1. Shah AJ, Kilcline BA (2003) Trauma in pregnancy. Emerg Med Clin North Am 21:615– 629

MANAGEMENT OF OBESITY IN PREGNANCY: A PRACTICE AUDIT
Authors

Sandhya Ramesh Babu, Elizabeth Dunn (Wexford General Hospital)

Abstract

Obesity, (BMI of more than 29.9), is an important risk factor in modern obstetrics. It is known to be associated with complications in pregnancy like gestational diabetes and pre-eclampsia, fetal growth abnormalities, increased risk of obstetric interventions and a contributing factor to significant maternal morbidity and mortality. An audit was conducted in Wexford General Hospital to evaluate management of obese women in pregnancy, against standards chosen form the HSE guidelines on obesity in pregnanc with the following objectives:
1. To assess the proportion of women who have their BMI (Body Mass Index) calculated and documented.
2. To assess the proportion of obese women who have their MAC (Mid-arm Circumference) measured and documented. 
3. To determine the proportion of obese women who had GTT (Glucose Tolerance Test) done.
4. To determine the proportion of women who received prophylactic antibiotics and thromboprophylaxis at Caesarean Section. 
5. To evaluate the obstetric intervention rates in obese women.
The study population included all the women who were discharged post delivery from Wexford General Hospital between 1st November 2011 and 30th November 2011. Case notes of all these women were reviewed and data collected by a pre-designed proforma. The data was then analysed to assess current practices in the Unit. There was a 26.6% (52/199) incidence of obesity in the study population. BMI was correctly calculated and documented in 96.6% (199/206) of the case-notes. Only 57.7% of these women were offered a GTT. This is in keeping with the unit's current policy of offering GTT only for a BMI of more than 35. A higher rate of Obstetric interventions in the form of Caesarean sections (26.9% versus 21.8%) and instrumental deliveries were noted. Prophylactic antibiotics and thromboprophylaxis were documented in all cases of Caesarean sections.Obesity is a significant obstetric risk. Identification of Obese women in pregnancy is being practised as per the guidelines. However there is a wide deviation from the guidelines when it comes to screening for Gestational Diabetes, based on BMI. A higher rate of Obstetric interventions has been noted in the study group.We have made the following recommendations based on the audit: To continue with current practices of measuring and documenting BMI in all patients. To institute a plan of care for all patients in the obese category. To modify the unit protocol to offer GTT to those with BMI more than 30.To offer thromboprophylaxis at the dose and duration recommended in the guideline. Finally to re-audit in six months.

MASSIVE FIBROMA PRESENTING AS MEIG'S SYNDROME
Authors

Robert O'Sullivan, Ketki Patil (Victoria University Hospital), Mary Hayes (Cork University Hospital), John Coulter(Victoria University Hospital)

Purpose of the Study

This case report highlights an unusual presentation of the rare but important Meig's syndrome. 
Methods

Following comprehensive review of the case, a literature review was conducted using both pubmed and medline searches. 
Findings

A post-menopausal 46 year old patient attended a secondary centre complaining of dyspnoea associated with abdominal pain and distension. Physical examination demonstrated dullness to percussion and reduced tactile fremitus bilaterally, consistent with pleural effusions. A large abdominal mass in keeping with a 36 week size uterus was detected with associated shifting dullness. An urgent computerized tomography scan of the thorax, abdomen and pelvis demonstrated ascites, pleural effusions and a large pelvic mass.
The patient became acutely dyspnoeic and repeat bloods showed a significant reduction in haemoglobin from 12.8 to 5.8g/dL. As a consequence urgent transfusion was initiated with placement of bilateral chest drains. Once stable, the patient was transferred expeditiously to the nearest tertiary centre, where a laparotomy was performed.
Intra-operative findings included a large volume of ascites in addition to a very large right ovarian mass, which weighed approximately 8kg. There was no macroscopic evidence of omental disease or lymphadenopathy and the contra-lateral ovary appeared normal. A total abdominal hysterectomy with bilateral salpingo-oophorectomy and omentectomy was performed. 

Histological examination demonstrated a tumour with a whorled appearance and extensive areas of haemorrhage. Owing to its very large size, the tumour was extensively sampled. Microscopy showed bland appearing spindle cells with a scanty cytoplasm. The features were those of a fibroma. The remainder of the specimens were histologically unremarkable. 

Meig's syndrome is typically associated with fibromas and, rarely, it may be seen in association with struma ovarii. Although the first description was in 1728, it was best described by Meig in 1934 after the collection of seven cases over three decades. A triad of ovarian mass, hydrothorax and ascites, it is usually due to a small ovarian fibroma. Lesions of this magnitude are rarely described in the literature and it is most likely a consequence of both haemorrhage into the cyst and oedema. 
This case serves to highlight a rare syndrome presenting as an unusually large mass.

MEDICAL MANAGEMENT OF MISCARRIAGE: AN AUDIT
Authors

Nada Warreth, Sharon Cooley (Rotunda Hospital)

Abstract

Discussion of medical management of miscarriage at first diagnosis of miscarriage. The exceptions were patients who request surgical management from the offset, haemodynamically unstable patients, evidence of infection, suspected trophoblastic disease.
71 cases of pregnancy loss were reviewed between September 1st 2011 and September 30th 2011.There were 3 ectopic pregnancies (4.2%) and 2 cases were a pregnancy of unknown location which were managed using systemic methotrexate. A further 14 (19.7%) cases were excluded as they failed to meet the inclusion criteria or did not attend for a followup confirmatory scan.The remaining 52 cases formed the audit cohort and met the inclusion criteria. Medical management of miscarriage was discussed in 92.3% of cases with no discussion of options documented in four cases and evacuation of the retained products of conception undertaken as the first line treatment in these cases.No single cause identified as contributing to noncompliance with junior registrar and registrar involvement. However all cases managed by Specialist Registrars or Assistant Masters had the discussion documented suggesting structured training in tertiary units a possible contributing factor. Other possible causes were confusion or unfamiliarity with Misoprostil policy and busy clinics with limited time for discussion of benefits and drawbacks of each treatment approach.
The overall rate of uptake of ERPC was 30.7% (n=16) however only 18.5% (n=3) of these surgeries were undertaken because of failed medical or expectant management of miscarriage.
The recommendations are standardized approach to the management of miscarriage with a revised clear plan pathway documented in a revised hospital guideline. Adjustment of the Misoprostil dose to an evidence based WHO approved regime with the highest success rate and no increase in adverse complications adopted. This will mean the administration of Misoprostil vaginally in the Early Pregnancy Unit by medical staff and follow-up of cases where there has been no bleeding 48 hours later. Also, education of medical and nursing staff on the new regime at ward and hospital level via email, group meetings and a hospital seminar on Early Pregnancy Services. Follow-up audit planned for April 2012 with a review on uptake and success of medical management of miscarriage and Identification and review of cases requiring ERPC to identify confounding or contributing factors.

MODE OF DELIVERY AND FETAL OUTCOME IN 158 CASES OF PRENATALLY DIAGNOSED CONGENITAL HEART DISEASE
Authors
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Abstract

To compare mode of delivery and fetal outcome in those diagnosed prenatally with congenital heart disease (CHD) against that of the general population, including comparison of those with associated extra-cardiac and karyotypic abnormalities.
242 cases of prenatally diagnosed CHD from 2007-2011 were identified. Of these, complete records were available for 158 cases, having excluded 25 cases of lethal karyotypes (Trisomy 13 and 18), 7 miscarriages and 1 termination of pregnancy.
Of the 158 cases, 71 were nulliparous and 87 were multiparous. There were 140 live births (85%), 12 stillbirths (7.8%), 6 neonatal deaths (3.6%).All fetuses had structural cardiac defects including AVSD, VSD, transposition of the great vessels, Tetralogy of Fallot, coarctation of the aorta, hypoplastic left heart and valvular defects. Extra-cardiac defects were present in 21.5% (n=34) and 11% (n=18) had an abnormal karyotype. There were 158 successful deliveries. Thirty-four underwent elective caesarean section (20 nulliparous (59%) and 14 mulitparous (41%)). Thirty-three of these were live births and 1 stillbirth. 68 women underwent induction of labour (27 nulliparous (40%) and 41 multiparous (60%)). Eight of these babies were stillborn and three died in the neonatal period. Of those who were induced, 12 (17.6%) went on to have an emergency CS, with fetal distress and unreassuring CTG being the indication in 59% of cases. Of these 12 cases, 6 were nulliparous and 6 were multiparous. Fifty-six were spontaneous vaginal deliveries (24 nulliparous (43%) and 32 multiparous (57%)). Three were stillborn and three died in the neonatal period. Three of the 56 women of went on to have an emergency CS. Overall, 49 (31%) were delivered by caesarean section (CS), over 10% higher than the average annual rate of 19.9% for 2009. Those who delivered by CS did significantly better (p=0.02), with only 1/49 stillbirths or neonatal deaths compared with 17/109 in the vaginal delivery cohort. However, this was less significant when breech delivery (n=8) was excluded as these had a 100% mortality rate. Delivery at term (37 weeks), had a significantly better outcome (p<0.0001) with 96% liveborn, compared with 63% liveborn in the preterm group. Fetuses with isolated cardiac defects also had a significantly better outcome than those with an associated extra-cardiac anomaly (p=0.016). Thirteen of those with extra-cardiac defects were delivered by caesarean section, 77% of these being emergency CS.This study shows an increased mortality rate with congenital heart defects, particularly associated with breech delivery and in those with karyotypic or extra-cardiac anomalies. In cases of prenatally diagnosed CHD, the rate of delivery by caesarean section is significantly higher than the general population. Delivery by caesarean section is associated with improved fetal outcome. We propose that babies diagnosed with congenital heart disease have a greater need for emergency CS in labour which is also independent from the woman's parity. 

MODE OF DELIVERY IN SUBSEQUENT PREGNANCIES AFTER PREVIOUS ANAL SPHINCTER INJURY
Authors
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Abstract

Few recent studies have examined outcome in pregnancies following previous third degree perineal tears and results are conflicting. One study found that although anal sphincter injury was increased five-fold at next delivery compared with all multiaparae, 95% of women delivering vaginally after a previous third degree tear did not sustain further overt sphincter damage. It also concluded that recurrence was not predictable using pre-delivery anal physiology testing (1). We concuted this study to assess patients' preference regarding mode of delivery following previous anal sphincter injury (ASI) and to evaluate perineal outcome following vaginal birth.In this institution it is recommended that all women with a prior history of ASI be offered an appointment at the dedicated perineal clinic between 28 and 32 weeks gestation in subsequent pregnancies. It is also recommended that they attend physiotherapy after 20 weeks gestation. This was a retrospective chart review to assess the parameters associated with previous ASI, the patients preference for mode of delivery and the perineal outcome following a subsequent vaginal birth.Data was collected manually from the patients' medical notes.Between January 2010 and July 2012, 152 women with previous ASI were assessed in the third trimester regarding mode of delivery. The results highlight risk factors for ASI and summarise factors which influence decision making in terms of subsequent mode of delivery. Perineal outcomes are documented for women who delivered vaginally. 
This paper highlights the importance of individualised antenatal assessment in patients who have previously sustained ASI. Patients who have prior ASI may have a personal preference when considering mode of delivery but a specialist clinic affords them opportunity for detailed discussion. Many women went on to have uncomplicated vaginal deliveries after previous ASI, but it is important to counsel regarding the incidence of repeat ASI. (1) Eur J Obstet Gynecol Reprod Biol. 2003 Aug 15;109(2):149-52. Anal sphincter disruption at vaginal delivery: is recurrence predictable? Harkin R, Fitzpatrick M, O'Connell PR, O'Herlihy C. 

MORBID OBESITY IN PREGNANCY: THE ASSOCIATED RISKS
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Abstract

Worldwide obesity rates increasing with inherent implications on general health. Pregnancy in the morbidly obese poses maternal, fetal and neonatal challenges. We reviewed the pregnancy outcome in this subgroup of the population to guide antenatal, intrapartum and postnatal care pathway.
To compare pregnancy outcome in morbidly obese primigavids with an age and gestation matched cohort with a normal body mass index (BMI) between 1/1/2010-30/06/2012.
Body Mass Index was calculated from weight divided by (height)2 Morbid obesity was classified as a BMI greater than or equal to 40. Inclusion criteria: primips with a singleton pregnancy, no past history of hypertension or diabetes. All women have their BMI calculated at booking. Cases were identified from the computerized booking visit. Our main outcome measures were the development of gestational diabetes (GDM), pregnancy induced hypertension (PIH), pre-eclampsia (PET), the requirement for induction of labour and the overall emergency caesarean section rate.
A total of 212 morbidly obese women (BMI>40), delivered in the hospital over the study period representing one percent of all deliveries. Sixty four women met the inclusion criteria. We observed more than a five-fold increase in the incidence of GDM in the high BMI group (10.9% vs. 2.0%). A three-fold increase was observed in the incidence of PIH and preeclampsia in the morbidly obese primip cohort (34.4% vs. 11.0%) cohort. The induction rate was 57.8 % in our high BMI subgroup compared with 42.2% in the control group and 38% of high BMI group required emergency caesarean section. The infants of the morbidly obese cohort were statistically significantly heavier than their normal BMI controls.
Morbid obesity is associated with increased rates of maternal disease and operative delivery. This poses obstetric and anesthetic challenges. These risks are ideally addressed preconceptually or early in the antenatal episode to limit the impact on maternal and neonatal outcome.

MULTIDISCIPLINARY MANAGEMENT OF BLEEDING DISORDERS IN THE ROTUNDA HOSPITAL
Authors
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Background

Labour and delivery represent significant haemostatic challenges to pregnant women affected by bleeding disorders and to their potentially affected fetuses. Current guidelines recommend joint agreement of written plans to guide management. A multidisciplinary forum has recently been established in the Rotunda Hospital in order to provide detailed care pathways for this patient group.
Objectives

To analyse fetal and maternal outcomes in pregnancies potentially or definitively affected by inherited or acquired bleeding disorders in the Rotunda Hospital.
Methods
 
Consecutive patients in this category delivering March 2011-October 2012 were identified on an electronic haematology database. Retrospective data searches using electronic records were conducted.
Results

21 patients were identified. Table 1 documents the bleeding disorders in our cohort. The mean gestation, birth weight and estimated blood loss at delivery were 39.1 (34-40) weeks, 3430 (2500-4860) g and 328 (100-1500) mls respectively. 42.9% underwent regional anaesthesia, 23.8% received entonox and 14.3% underwent general anaesthesia. Mode of analgesia was unknown in 19%. 38%, and 10% underwent spontaneous and assisted vaginal delivery repectively. 19% and 33% delivered by emergency and elective caesarean section respectively. There was one postpartum haemorrhages >1000ml and no fetal bleeding complications.
Conclusion

In this retrospective cohort, in whom management was guided by written plans agreed by a multidisciplinary team, incidence of bleeding complications was low.
Table 1: Type and incidence of bleeding disorders in our cohort
	
	N (%)

	Factor X deficiency
	1 (4.7)

	Factor XI deficiency
	1 (4.7)

	Von Willebrand disease
	5 (23.8)

	Potential von Willebrand disease
	2 (9.4)


	Partner with von Willebrand disease
	1 (4.7)

	Carrier of mild Haemophilia A
	2 (9.4)


	Carrier of severe Haemophilia A
	1 (4.7)

	Carrier of severe Haemophilia B
	2 (9.4)


	Partner with mild Haemophilia B
	1 (4.7)

	Family history of DM
	1 (4.7)

	Essential thrombocytheamia
	4 (19.0)


MY HEAD IS SPINNING - A CASE REPORT: STROKE IN PREGNANCY
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Abstract

Pregnancy is a well known independent risk factor for thromboembolic disease. Whilst the obvious location for thrombi are the venous vasculature of the lower limb or more devastatingly that of the lung, thromboembolic stroke - both arterial and venous, are often the last on a list of differentials in the otherwise healthy young woman.
The following case concerns a 36year old primiparous patient, who is a non-smoker, with a normal body mass index. She has a background of migrainous headache, requiring intermittent medication. Her combined antenatal course was uneventful until an emergency room admission at 35 + 4 weeks gestation when she complained of sudden onset hyperemesis and headache. She was managed as a case of ?viral gastroenteritis, and with no focal signs, no indication of abnormality from the blood panel, and improvement with hydration, she was discharged home the next day. She re-presented the following day with hyperemesis, severe headache, and dizziness so significant she was unable to maintain her balance. Upon readmission she was reviewed for signs of meningitis, migraine, and vertigo. No neurological deficits were noted, and she was once more started on intravenous fluids and perchlorpromazine. In the 36 hours of her admission she was reviewed by 3 senior on call members of staff with worsening symptoms but no neurological signs. Vertigo or migraine were the primary differential diagnoses and supportive therapy was continued. A further examination by another on call obstetrics registrar at 36/40 gestation revealed florid cerebellar signs, and urgent contact was made with the medical and neurological teams of a nearby general hospital. The patient was transferred for an MRI brain to investigate the possibility of venous sinus thrombosis or ischaemic stroke. Imaging uncovered multiple minute right cerebellar thromboses. Care for this patient was shared between her obstetric team, that planned an elective caesarean section at term due to her physical deficit post stroke, and the neurology team, that completed a full stroke work up to identify the source of the thrombi, and treated the findings with therapeutic doses of low molecular weight heparin. Her operation was uneventful, and her recovery continues with the assistance of the multidisciplinary stroke team, including intensive physiotherapy to aid in mobilization.

The symptoms of stroke involving micro-thrombi can evolve rather than present dramatically, as is shown by the course of this patients presentation. In hindsight, dehydration and migraine were additional risk factors for ischaemic stroke, which has a documented incidence of 8.4/100000 in the pregnant population of the united states (no data available for Ireland). Despite its rarity, the young and otherwise healthy pregnant patient should be considered at risk for its occurrence, and in instances when vague neurological symptoms continually re-present, early recourse to medical opinion and imaging can have a significant impact on life long morbidity
Stroke and Pregnancy C A Davie, P O'Brien J Neurol Neurosurg Psychiatry 2008;79:240-245

Migraine with aura and increased risk of ischaemic stroke – systematic review Loder, E. BMJ 2009;339:b4380

MYOMECTOMY- A SUTURING TECHNIQUE OF A OPEN PROCEDURE
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Abstract

Myomectomy is the surgical option of choice for women with symptomatic fibroids who wishes to conserve their fertility. Control of symptoms namely pain and menstrual dysfunction is often achieved with conservative measures including anti-fibrinolytic therapy, progestogens (oral and/or intrauterine), gonadothrophins releasing hormone analogues and analgesics. When these measures fail to control symptoms and or the fibroids is deemed likely to impair successful pregnancy, surgical excision is considered. Myomectomy can be performed by abdominal incision, vaginal route, hysteroscopic1 (submucosal fibroids), laproscopic2 or robotic assisted3. The aim of surgery is to improve fertility and relieve symptoms. We would like to present a new technique of open myomectomy closure and to review various types of closure techniques in the literature and gynaecology textbooks.

Herein, we describe a modification of the herringbone suturing technique that improves hemostasis. Our routine procedure for open myomectomy is as described in the poster. Various other techniques as described by Te Linde's and Bonney's is discussed.

We have found this method of closing the myometrial defect very satisfactory with less small vessel oozing from the serosal edges than observed with previous suturing techniques. 


NATIONAL REVIEW OF STILLBIRTH POSTMORTEM RATES IN IRELAND
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Abstract

Intrauterine Fetal Death (IUFD) affects 0.5% of pregnancies in the Republic Of Ireland (ROI). Investigating the cause of IUFD helps predict the recurrence risk for a particular woman, and gives the clinician valuable information in relation to managing a subsequent pregnancy. A postmortem (PM) is the most useful and informative investigation that can be performed in the postnatal period. One of the most difficult discussions for parents and staff members involves the area of PM. Presently there are no guidelines for staff on how and when to broach this issue and it is possible that individual clinicians' attitudes to PM affect the uptake rates. 

We conducted an anonymised questionnaire study of midwives and obstetricians in the Republic of Ireland. This questionnaire has been validated by the Australian and New Zealand Stillbirth Alliance and also by representatives from the UK−Stillbirth and Neonatal Death Society (UK−Sands). Preliminary results of this survey were presented at the International Stillbirth Alliance Meeting in Antigua and Barbuda 2011. 
In total 117 questionnaires were completed with 89% of individuals directly involved with caring for affected families in the peripartum period. Obstetricians made up 44% of respondents whereas the rest were midwives. 43% of respondents said they "always" gave information to parents re PMs with 17% saying they "never" gave information. Only 37% addressed the issue of PM at the time of diagnosis of stillbirth, with the remainder addressing it either at the time of admission (13%), time of birth (3%), a few hours after birth (32%) or the next day (16%). 17% discussed PMs once only, with the majority (63%) discussing the issue of PMs 1-2 times. The overwhelming majority agreed that both parents should be present if possible. 46% of respondents were satisfied with the quality of information materials available in counseling parents to have a PM. 24% were "satisfied" or "very satisfied" with the quality of training they received for counseling parents for postmortem. 18% felt that these materials did not give enough facts regarding PM to parents. 83% felt that a clinical guideline would be helpful to assist parents to make a decision. 32% felt uncomfortable with gaining consent for PM. The overwhelming majority of individuals had never witnessed a PM (75%), and 54% believed it would be helpful to see one. 7% of respondents did not know that specific consent was needed for organ retention purposes, with 3% believing parents should not view the body after a PM.
To summarise, there is a wide variation among health care staff in the current knowledge and clinical practice relating to stillbirth and consenting for postmortem. We anticipate that by introducing a standardised guideline to aid staff with this difficult issue that our postmortem rates will improve dramatically. We also anticipate that the introduction of national and local study days for staff members pertaining specifically to stillbirth and postmortem will increase our postmortem rates.

OPPORTUNISTIC AND INTERVENTIONAL SALPINGECTOMY IN WOMEN AT RISK- A STRATEGY FOR PREVENTING PELVIC SEROUS CANCER (PSC)
Authors
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Objective

Salpingectomy is proposed as a prophylactic measure to reduce the incidence of tubo-ovarian/pelvic serous cancers. We surveyed the attitudes of obstetrician/ gynecologists to incorporating salpingectomy opportunistically into their practice of female sterilization, hysterectomy for benign conditions, and electively for young BRCA mutation carriers who want to postpone oophorectomy.
Study Design
A questionnaire designed to assess the current clinical practice and willingness to perform salpingectomy for female sterilization at abdominal hysterectomy for benign disease (ABH), vaginal benign hysterectomy (VBH) and electively for women with BRCA mutations who wish to postpone oophorectomy was distributed to obstetrician/gynecologists working in Irish hospitals.

Results

In their current practice of interval female sterilization 96% of gynaecologists applied clips at laparoscopy and 4% performed salpingectomy and 73% were willing to consider salpingectomy. Eighty-one percent were willing to consider salpingectomy for sterilization at caesarean section. Gynecologists performing hysterectomy (without oophorectomy) for benign conditions did salpingectomy in 26% at ABH and 5.4% at VBH and 90% would now consider salpingectomy at ABH and 66% at VBH. Two thirds of respondents would consider salpingectomy for women at genetic risk of ovarian cancer who want to postpone oophorectomy.

Conclusion

Changing general gynecological practice to include more opportunistic salpingectomy has the potential to reduce the incidence of serous cancers. The majority of gynecologists are willing to incorporate more salpingectomies into their surgical practices and consider elective salpingectomy as an interim measure for women with defined genetic risk of pelvic serous cancer

OUTCOMES OF ASSISTED REPRODUCTIVE TECHNOLOGY (ART) TREATMENT IN SERODISCORDANT COUPLES POSITIVE FOR HEPATITIS B (HBV) OR C VIRAL INFECTION (HCV) INFECTION: AN 11-YEAR REVIEW
Authors

Vineta Ciprike (Rotunda Hospital)

Introduction

Conflicting data exists on the negative influence of viral hepatitis on ART outcomes. We compared the ART outcomes of HCV or HBV positive serodiscordant couples with outcomes of seronegative couples undergoing ART.
Methods

A retrospective analysis of fresh IVF/ ICSI cycles undertaken at a tertiary ART centre from Jan 2001 to Dec 2011 was performed. The study group included all HCV and HBV serodiscordant couples. The controls were seronegative couples matched for female age and day 3 FSH level. The ART outcomes, clinical pregnancy rates (CPR) and live birth rates (LBR) were compared between groups. 
Results

Of 9,689 cycles analysed, 145(1.5%) were performed on 71 discordant couples. The control group included 5,680 cycles (3,505 IVF and 2,174 ICSI). CPR's were significantly lower in HBV and HCV patients (20.0% and 21.0%) vs. controls (35.5%). There were no significant differences in LBR's between study and control groups. Female HCV patients had higher FSH requirements for ovarian stimulation (3,236IU vs. 2,516IU p=0.04). A higher fertilization failure rates was observed when the male was HBV positive (10.9% vs. 2.8% p=0.002) while female HBV patients had lower fertilization rates compared to controls (43.2% vs. 59.1% p=0.03).
Conclusions

This study demonstrates lower clinical pregnancy rates in hepatitis serodiscordant couples undergoing ART when compared to age and FSH matched controls. Fertilisation rates, implantation rates and the number of embryos available for transfer or freeze were also reduced. These findings will aid ART practitioners in the counselling of serodiscordant couples prior to commencing IVF/ ICSI treatment.

OUTPATIENT HYSTEROSCOPY IN THE MATER MISERICORDIAE UNIVERSITY HOSPITAL
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Abstract

Outpatient hysteroscopy is an established diagnostic test for the investigation of woman with abnormal uterine bleeding. It is a safe and well tolerated procedure. Provision of outpatient based diagnostic and operative services is gaining prominence as a standard of care. Facilitating its accessibility and use in gynaecology units in Ireland should be encouraged.  This was a prospective study of all outpatient hysteroscopies performed in our institution over an 18 month period from April 2011 to October 2012. All diagnostic and operative hysteroscopies were included and outcomes assessed.
In total 100 hysteroscopies were performed in the time period. The hysteroscope used in our unit has a 4mm telescope with a 5mm diagnostic sheath. Normal saline was the medium used to distend the endometrial cavity. Post-menopausal bleeding was the indication for undertaking the procedure in 39% of all cases. Thirty percent were performed for investigation of menorrhagia, 10% for intermenstraul bleeding, 14% for other irregular vaginal bleeding not classified by any of the above and 7% for other indications including an incidental finding of increased endometrial thickness on ultrasound scan. One hysteroscopy adn pipelle biopsy was undertaken for a patient with a diagnosis of Lynch syndrome. Five percent of the woman had undergone this procedure previously in the outpatient setting. The procedure was tolerated in 91 % of patients. A pipelle biopsy of the endometrium was taken in all women who tolerated the procedure (91%) and histology was sufficient for diagnosis in 80%. Endometrial adenocarcinoma was diagnosed in two women. Complex atypical hyperplasia was identified in two histological specimens and a diagnosis of endometritis was noted on a further two specimens that were obtained. All remaining histology was benign. Interestingly, an ultrasound scan examining endometrial thickness was performed pre-procedure on 59% of all patients. Increased endometrial thickness was identified in 30%. Thirteen women had a mirena coil device fitted at the time of hysteroscopy and 3 women underwent polypectomy. One woman had removal of mirena coil and another had diathermy to the cervix under local anaesthetic. In total, only 16% of the patients included in the study went on to have further procedures under general anaesthetic within the year. 
Outpatient hysteroscopy as evaluated in our gynaecological unit has proven to be successful and well tolerated. Although it is well established in dedicated centres, there is a delay in its general implementation [1]. The experience of pain can be a deterrent for many patients offered the procedure and there remains a lack of consensus regarding a protocol for analgesia [1]. Topical application of local anesthetic, paracervical or intracervial administration of local anaesthetic and oral analgesia are all potential options. Cervical priming is not routinely recommended.Outpatient hysteroscopy offers a convenient and cost-effective means of diagnosing and treating abnormal uterine bleeding as well as aiding the management of other benign gynaecological conditions.
References
1. Hassan L, Gannon MJ.Anaesthesia and analgesia for ambulatory hysteroscopic surgey. Best Pract Res Clin Obstet Gynaecol. 2005 Aug;19(5):681-91. Epub 2005 Aug 19.

OVARIAN TORSION DURING PREGNANCY: A CASE REPORT
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Abstract

A 31-year-old primigravida with an uneventful antenatal course presented to the emergency room in our institution at 23 weeks gestation with dull right iliac fossa pain. The pain had started 8 hours earlier. The patient described her pain as dull, non-radiating and 9 out of 10 severity, and associated with vomiting. She had no other symptoms. Her past history was non-contributory. Fetal movements were felt.  She was haemodynamically stable. Her abdomen was distended consistent with a 23 week size uterus, with tenderness in the right iliac fossa. There were no palpable masses or uterine activity. She had no guarding or rebound. Pelvic examination was normal. Haematological investigations and urinalysis were normal. Ultrasound of pelvis showed a mixed solid and cystic lesion with an irregular outline on the right ovary measuring 4.21 x 4.15 x 6.32cm, suggestive of a dermoid cyst. The left ovary was normal in appearance.Laparoscopy was performed under general anaesthesia, with entry through Palmer's point and insufflation with carbon dioxide to 15mmHg. Findings at laparoscopy showed an enlarged uterus with a torted tubo-ovarian necrotic mass to the right of the uterus. A right salpingo-oopherectomy was performed. There was no other gross pathology identified. Co-amoxiclav intravenously was administered at induction of anaesthesia prophylactically and atosiban intravenously was administered for tocolysis. Post operatively, she was continued on intravenous co-amoxiclav for 3 days and atosiban for 24 hours. Fetal wellbeing was assessed following the procedure. She had an uneventful post-operative course. She was discharged on day 3 post operatively with antenatal clinic follow up three days later. The histology revealed a 6 x 4cm ovarian dermoid cyst with no suspicious features.
Ovarian torsion refers to the total or partial rotation of the adnexa around its vascular axis. Complete torsion causes venous and lymphatic blockade, which leads to venous congestion, haemorrhage and necrosis. It is an uncommon cause of abdominal pain in the non-pregnant patient, but is more common in pregnancy (1). The incidence of torsion is 5 per 10,000 pregnancies (2).  The management of ovarian torsion is similar in pregnant women and non-pregnant women. However, management may be technically more difficult due to the size of the gravid uterus. The use of laparoscopy in pregnancy is safe.  

Our case illustrates the effective management of ovarian torsion in pregnancy using laparoscopy. 

1) Lee CH, Raman S, Sivanesaratnam V: Torsion of ovarian tumors: a clinicopathological study. Int J Gynaecol Obstet 1989, 28:21-25.
2) Ventolini G, Hunter L, Drollinger D, Hurd WW: Ovarian torsion during pregnancy. http://www.residentandstaff.com/issues/articles/2005-09_04.asp

OXYTOCIN AUGMENTATION IN A PRIMIGRAVIDA- A WORD OF CAUTION
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Abstract

Uterine rupture/dehiscence in a labouring patient is a well-known complication of pregnancy and a catastrophic obstetrical emergency. Uterine dehiscence of an unscarred uterus is very rare, with an incidence of 0.5-2.0/10000, largely confined to labouring multiparas1. Isolated cases of primiparous uterine rupture are described in women with a previous invasive hydatidiform mole, or following surgical termination complicated by uterine perforation, but uterine rupture in a primigravida remains rare. Our case illustrates the often-overlooked dangers associated with augmentation of labour in a primigravida.
An 18-year-old woman primigravida, with a body mass index of 34.4 and no known systemic diseases, underwent induction of labour at 40+10 weeks' gestation as per departmental protocol. The patient had received standard antenatal care and her antenatal course had been uneventful. On admission her Bishop's score was 3 and she received a total of 4mg of prostaglandin E2 vaginally. Following transfer to the labour ward, she underwent artificial rupture of membranes (ARM) revealing clear liquor 6 hours later. An oxytocin infusion was commenced and titrated to a maximum rate of 120 ml/hour to augment her labour as per protocol. After 3 hours of oxytocin her cervix was effaced, 6cm dilated and the fetal head was in the occipitoposterior (OP) position at -3 station. One hour later the oxytocin infusion rate was 120 ml/hour and persistent suspicious variable decelerations were noted on the cardiotocography (CTG). On examination her cervix was effaced, 8cm dilated and the vertex was at -2 station in the direct OP position. Fetal blood sampling was indicated however the patient was unable to tolerate the procedure. Oxytocin was stopped 3 hours and 20 minutes after commencement. 5 minutes later CTG revealed late decelerations and vaginal examination findings remained unchanged. An urgent lower segment caesarean section (LSCS) was performed, revealing dehiscence of the lower uterine segment. A live female infant was delivered with Apgars of 6 at 1 minute and 9 at 5 minutes. Recovery for both patients was uneventful.
Uterine rupture is a defect involving the full thickness of the myometrium and uterine serosa or myometrial disruption extending to the bladder or the broad ligament2. Our patients survived and recovered well, illustrating that uterine rupture does not necessarily result in major maternal morbidity and mortality or in neonatal mortality in hospitals with obstetric, anesthesia, and surgical staff and with close monitoring of fetal and maternal well-being3. Our case highlights the age-old adage "use of oxytocin in labour should be considered carefully, regardless of parity".
1. K. Ofir, E. Sheiner, A. Levy, M. Katz and M. Mazor "Uterine rupture: risk factors and pregnancy outcome", The American Journal of Obstetrics and Gynecology, vol. 189, no. 4, pp. 1042-1046, 2003.
2. M. B. Landon, J.C. Hauth, K. J. Leveno et al., " Maternal and perinatal outcomes associated with a trial of labour after prior cesarean delivery", The New England Journal of Medicine, vol. 351, no. 25, pp. 2581-2589, 2004.
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Abstract

The recent Parvovirus epidemic in Ireland and the UK prompted us to examine the incidence, management and outcome of antenatal Parvovirus over the last 18 months in a large tertiary referral maternity hospital. The last recorded epidemics of Parvovirus were in 2005 and 2009. Parvovirus can have potentially devastating consequences in pregnancy including fetal anaemia and hydrops due to its predilection for erythroid progenitor cells. Less is known and understood about fetal myocarditis and the neurological sequelae of Parvovirus.

We identified all cases of Parvovirus diagnosed antenatally in our hospital over an 18 month period (March 2011-September 2012) using information from the National Virus reference laboratory and reviewing the case notes in all positive cases. The use of Mid-Cerebral Artery (MCA) Doppler and fetal ultrasound was examined as well as the use of intrauterine transfusions (IUT).
There were 7 cases of Parvovirus in the last 18 months in our unit. From March 2011- April 2012 there were no positive cases of Parvovirus. From May-September 2012 there were 7 cases of Parvovirus, highlighting the sharply increased prevalence in our population during this time period. 71% (n=5) of the women were teachers or had young children at home which reflects that the main burden of disease is in young children. There was one case of hydrops as a result of severe anaemia requiring an IUT. One pregnancy ended in miscarriage at 11 weeks.
This case series identifies the significant increase in Parvovirus B19 in our population and highlights the need for increased awareness and vigilance for healthcare professionals particularly for women at risk of infection such as those working with children or with young children at home. We also examine the recent literature and look at advances in the antenatal management of pregnancies complicated by Parvovirus infection. 
PILOT STUDY ON OPEN LAPAROSCOPIC HASSON TECHNIQUE AND RETRIEVAL OF SPECIMEN VIA UMBILICUS
Authors

Breffini Anglim, Audris Wong, Srwa Khalid, Nor Azilla Wahab, Noreen Gleeson (St James's Hospital)

Introduction

The most effective way to reduce complications of laparoscopic entry is to optimise insertion of primary trocar and cannula. Controversy exists as to the safest technique. Gynaecologists tended to favour closed / Veres needle technique. RCS England would recommend open Hasson approach in all circumstances. There is currently no preferred recommendation in the RCOG Green top guideline No 49 May 2008 'Preventing entry related gynaecological laparoscopic injuries' in terms of mode of entry, with the exception of a woman with morbid obesity or very thin where a Hasson primary entry is recommended. Recent RCOG Green Top Guideline No 62, RCOG/BSGE Joint Guideline, Nov 2011 on 'The management of suspected ovarian masses in Premenopausal Women' has recommended retrieval of specimen via the umbilical port. 
Aims

To determine the feasibility of specimen retrieval through the umbilical port and measure the complication rates intra-operatively and post-operatively using the open laparoscopic entry in a gynaecological surgical day ward setting 
Methods 

Prospective recruitment of patients attending the day surgery unit having a laparoscopic procedure. Data collection with a standard performa and telephone consultations at Day 1, 3 and 7.
Results 

Forty one patients were recruited. All had open Hasson technique. There were no immediate complications from the Hasson technique. Laparoscopic cases included ovarian cystectomy, salpingoophrectomy and adhesionlysis. All specimens were retrieved via umbilicus successfully with no need for umbilical port site extension. Mean age was 44.3 years (18-66). Majority of cases, 31(75.7%) were performed by trainee registrars. Twenty (48.8%) patients had previous abdominal surgery. Mean BMI of patients were 28.1(17-44). Blood loss was minimal in all cases. Average duration of procedure was 52.8minutes (30-100). Postoperatively, mean pain score at Day 1 was 3.8, Day 3 was 2.2 and Day 7 was 0.88. Four (9.7%) patients had periumbilical bruising, 3(7.3%) had umbilical cellulitis, 1(2.4%) had umbilical hematoma and 1(2.4%) had umbilical pain. Eight (19.5%) patients presented to the doctor post procedure due to port site concerns. Seven (17%) patients had antibiotics prescribed for possible/actual commenced due to port site infection. Fifteen (36.6%) patients complained that shoulder tip pain was worse at day 1 than the skin incision site. Mean recovery time to resumption of all activities was 10 days. 
Conclusion

There were no immediate or major surgical complications and all specimens were successfully retrieved through the umbilicus. Pain scores were satisfactorily low. Preoperative counseling should include advice on the intensity and distribution of pain and port site bruising and complications.

POST PARTUM HAEMORRHAGE IN A MID-SIZED OBSTETRIC UNIT – A 5 YEAR RETROSPECTIVE ANALYSIS
Authors

Grace Neville (St Luke's Hospital), Henry Burke, Raymond O'Sullivan, Yuddandi Nagaveni (St Luke's Hospital Kilkenny)

Abstract

Although the frequency of haemorrhage as a cause of maternal mortality declined in the most recent Confidential Enquiry in the UK [1]; there is growing evidence that the incidence of post partum haemorrhage (PPH) is increasing [2]. We aimed to review the data in St Luke's Hospital Kilkenny over the past 5 years to look for evidence of this. In addition, we aimed to examine the profile of the individuals who suffered a PPH to establish if these episodes could or should have been predicted. We also decided to examine the management and outcomes from these events to establish if local and national guidelines are being adhered to in managing these situations.
Data pertaining to PPH is recorded by 4 different groups in the hospitals – HIPE, the Clinical Risk Management Department, the Haemovigilance Office and the Obstetric Unit Manager. The records of all groups were examined. A retrospective chart review of the cases from 1st January 2008 – 30th September 2012 was conducted. Both primary and secondary PPH's were included. Primary PPH was defined as an estimated blood loss of over 500ml from time of delivery to 24 hours post partum. Charts were assessed using the audit tool from the Royal Women's Hospital, Victoria, Australia. 
A total of 230 charts were reviewed. Of these, a total of 212 cases of post partum haemorrhage were documented. 26 charts were unavailable for inspection. Of the remaining cases, 142 met the inclusion criteria. There were 110 recorded primary PPH's and 33 secondary PPH's. The incidence of primary post partum haemorrhage is 1.14%. Of those who had a primary PPH approximately 56% had identifiable antenatal risk factors for such an event. 20.26% delivered via emergency caesarean section, 10.83% by elective caesarean section, 53.12% were normal vaginal deliveries and 16.1% were instrumental deliveries. The rate of life-threatening haemorrhage (blood loss 2.5 litres or more or women who received more than 5 units of blood transfusion or women who received treatment for coagulopathy after an acute event) is 1.29/1000 maternities. 69.66% had an estimated blood loss of >1000ml. Approximately 51% were deemed to be caused by uterine atony, 23.02% because of problems with placental separation, 25% because of trauma and 0.8% because of haematological problems. In those who had a secondary PPH 36.36% required surgical evacuation of retained products of conception. Appropriate basic management steps were followed in all but one recorded case. There were no mortalities due to PPH in our unit over the time frame. One patient required hysterectomy because of uncontrollable bleeding.
The rate of life threatening haemorrhage in our unit is below average in comparison to other published reports [1]. However, because our study was of a retrospective nature; our results are dependent on the accuracy of the recorded data. 
Our newly established database will be updated and results presented at a monthly multidisciplinary meeting to increase awareness of management of PPH in our unit.

PPH IN A PERIPHERAL HOSPITAL- ADMISSIONS TO ICU
Authors

Fiona O'Toole, Miriam Doyle (Midlands Regional Hospital Portlaoise)

Abstract

Post-partum haemorrhage is an obstetric emergency that remains a leading cause of maternal morbidity and mortality worldwide. Haemorrhage is also a leading cause of admission to the intensive care unit and one of the most preventable causes of maternal mortality.1 Rates of atonic PPH requiring blood transfusion have significantly increased across vaginal, instrumental and Caesarean deliveries in Ireland over recent decades.2

This was a retrospective chart review of all the obstetric patients in MRHP maternity requiring admission to ICU for PPH post delivery between February 2010 and February 2011. Data was collected on mode of delivery, estimated blood loss, the length of stay in ICU, whether they received blood products, whether they had a Bakri balloon inserted, and the total number of days spent in ICU. We compared the rates and figures to the 2010 figures in the Coombe Women and Infant's University Hospital for patients with postpartum and massive obstetric haemorrhage. 
There were 36 admissions in total to ICU from the obstetric and gynaecological teams in MRHP over the one-year period. 24 were admitted due to primary or secondary post-partum haemorrhage (66% of all admissions and 1.03% of total deliveries). The mean blood loss was 1.6L, and four patients had blood loss of 2.5L or greater classifying them as major obstetric haemorrhage (0.17% of total deliveries). Four patients had a Bakri balloon inserted as part of their management; one of these also required a B-lynch suture. Two thirds of the patients were delivered by caesarean section, of these 66% were emergency sections and 33% were elective. Of the patients that did not have caesareans sections, two thirds were SVDs and one third were instrumental deliveries. The average stay in ICU was 2.27 days. 83.3% required transfusion of red cell concentrate. The average number of units transfused was 2.42U. The mean haemoglobin on discharge was 9.4 with the values ranging from 7.2-13.

Comparatively, there were 542 primary PPHs diagnosed in CWIUH in 2010, a rate of 6.2%. 230 of 8652 mothers were transfused (2.6%). 14 women required 5 or more units of blood transfusion and there were 29 massive obstetric haemorrhages (0.3%), three of these patients required peri-partum hysterectomy. 37.9% were emergency Caesarean sections, 37.9% were SVDs, 17.2% were elective sections and 6.9% were instrumental deliveries. Of all the admissions to HDU in the Coombe in 2010 29.9% (44 out of 147) were due to PPH. The leading cause of admission to HDU in the CWIUH in 2010 was severe pre-eclampsia. The fact that it is a bigger and busier unit that caters for high-risk pregnancies and receives transfers from smaller units on a daily basis helps explain the differences in these figures. However, PPH remains a common occurrence in smaller units. It can occur without any predisposing risk factors and requires expert management and intensive post-partum care.

PREGNANCIES COMPLICATED BY PRETERM PRELABOUR RUPTURE OF MEMBRANES
Authors

Kate Glennon (Rotunda Hospital), Naomi Burke (Royal College of Surgeons in Ireland), Sharon Cooley, Karen Flood, Sam Coulter-Smith (Rotunda Hospital)

Objectives

Preterm Prelabour Rupture of Membranes(PPROM) complicates 2% of pregnancies and is associated with 40% of preterm deliveries, which can result in significant neonatal morbidity and mortality. We sought to review cases of PPROM and those further complicated by antepartum haemorrhage (APH).
Methods

A retrospective cohort study was performed of all pregnancies complicated by PPROM that were managed in the Rotunda Hospital from Janurary 2009 to December 2011. Cases were identified from the hospital HIPE and PAS systems. Obstetric and neonatal details were subsequently retrieved and analysed.
Results

During this study period there were, 626 patients diagnosed with PPROM less than 36 weeks gestation. The average number of days from rupture of membranes to delivery was 6.61 days (1-138 days) with a mean gestation at delivery of33.05 weeks.The average birth weight was 2162.5g .There were 3.5% (n=21) cases of stillbirth and 3.1% (n=20) cases of PPROM delivered before 24 weeks gestation.There were 3.03% (n=19) assisted breech deliveries, 0.47% (n=3) classical caesarean sections, 13.8%(n=87)elective and 37.5% (n=235) emergency lower segment caesarean sections, 8.8% (n=55) instrumental deliveries and 34.8% (n=218) spontaneous vertex deliveries. The mean birth weight was 2162gram (SD ±1373.9grams). The mean Apgar scores for the cohort were 8 at one minute and 9 at five minutes. Within this cohort, at least one episode of APH was reported as a further pregnancy complication in 6.07% of cases (n=38). The mean gestation at delivery in these cases was earlier at 31.7 weeks (p=0.0002) and the mean birth weight was 1952 grams (SD ± 723grams) (p=0.35).
Conclusion

Pregnancies complicated by PPROM add significant management challenges. This study demonstrates the high preterm delivery rate and caesarean section rate in this cohort. Antepartum hemorrhage complicating PPROM significantly lowers the gestational age at delivery. Further evaluation of concomitant APH as a risk factor in PPROM complicated pregnancies is warranted to identify potential therapeutic targets.
PREGNANCY IN PATIENTS WITH MAY THURNER SYNDROME: A CASE REPORT AND REVIEW OF THE LITERATURE
Authors

Brendan McDonnell (Our Lady's Children's Hospital, Drogheda)

Abstract

May Turner syndrome is a rare anatomical variant where there is compression of the venous outflow tract of the left lower limb. This is classically caused by compression of left common iliac vein by the right common iliac artery. The resulting venous stasis renders the patient susceptible to deep venous thrombosis (DVT) in the affect limb. In pregnancy, this problem is compounded by the hypercoagulable state of maternal blood, and by pressure exerted by the gravid uterus.
In this case report we present the case of EQ, a 41yr old lady who presented to Drogheda Hospital on her third pregnancy. EQ's first pregnancy was complicated by extensive ileofemoral DVT of her left leg, requiring anticoagulation both antenatally and postnatally. After investigations were conducted, EQ was found to have May Thurner Syndrome. She was maintained on warfarin until this pregnancy.  We provide a case report of her pregnancy, and a discussion of the literature on May Thurner Syndrome in pregnancy.

PREGNANCY IN WOMEN WITH CYSTIC FIBROSIS: A CASE SERIES
Authors

Marwan Ma'ayeh (Rotunda Hospital), Brian McGrath (Beaumont Hospital, Dublin), Desmond Hickey, Nikhil Purandare (Rotunda Hospital), Cedric Gunaratnam, Gerard McElvaney (Beaumont Hospital, Dublin), Michael Geary (Rotunda Hospital)

Background

Cystic fibrosis is the commonest life shortening inherited disease in western populations. It has an incidence of 1 in 1400 in Ireland, with a carrier rate of 1 in 25 of at least one gene mutation. Women with cystic fibrosis are subfertile, however pregnancy does occur and the first such documented pregnancy was in 1960. Significant improvement in disease management however have led to a rise in the number of women with cystic fibrosis who become pregnant, which poses great challenges to the multidisciplinary team and the obstetrician.

Aim 

This case series aims to look at the perinatal course and neonatal outcomes for pregnancies in women with cystic fibrosis.
Methods

This was a retrospective study of pregnancies in women with cystic fibrosis. It was a collaborative effort between the Rotunda Hospital and the Cystic Fibrosis Unit in Beaumont Hospital. 10 cases have been identified between 2007 and 2012. A summary of the maternal and perinatal outcomes will be presented.
Conclusion 

The challenges arising from pregnancy in this vulnerable population requires a multidisciplinary input in the care of these patients. Treatment and management decisions should be individualized and guided by the mother's health, and in particular her respiratory function.

PRENATAL DETECTION OF STRUCTURAL CARDIAC DEFECTS AND PRESENCE OF ASSOCIATED ANOMALIES: A PROSPECTIVE STUDY OF 1244 ECHOCARDIOGRAMS
Authors

Sinead Farrell (University College Dublin), Aoife McTiernan (National Maternity Hospital, Dublin), Colin Walsh, Fionnuala McAuliffe (University College Dublin)

Abstract

Cardiac defects are among the most common congenital anomalies, complicating 0.8% of pregnancies. The National Maternity Hospital offers a comprehensive fetal echocardiograhy service to expectant mothers who are at increased risk of having a fetus with a cardiac defect, indications including having a previous child with a cardiac defect, maternal diabetes mellitus and an abnormality suspected on routine anomaly scan. The objective of this project was to document detection of fetal cardiac defects in relation to (i) the indication for referral for fetal echocardiography, (ii) presence of associated extra-cardiac anomalies and (iii) karyotypic abnormalities. 
This is a prospective study from 2007-2011 inclusive. Data were recorded for fetal echocardiography and analysed for referral indication, the presence of extra-cardiac anomalies and invasive testing.
During the five year period 1244 echocardiograms were recorded, 242 (19.5%) of which had a structural cardiac defect. The most common defects were AVSD (n=36), VSD (n=26), transpositions (n=15), tetralogy (n=15), hypoplastic left heart (n=27), coarctation (n=6) and valvular defects (n=30). Abnormal anatomy scan was the best indicator for detecting the presence of cardiac defects, compared to all other indications (p<0.0001). Forty-one percent of those who had a suspected abnormality had it confirmed with fetal echocardiography. However, cardiac defects were detected in only 4% and 5% of those scanned because of maternal diabetes mellitus and previous child with a defect respectively, despite accounting for over half of all referrals. Invasive testing was performed for 44% of those identified with a cardiac anomaly, of which 54 (51%) were abnormal karyotypes including 48 trisomies, 5 microdeletions and one triploidy. Thirty-seven percent (n=89) of those with a cardiac anomaly also had an extra-cardiac defect, including ventriculomegaly, omphalocele, duodenal atresia, and cleft lip/palate. In addition these fetuses were significantly more likely to have a karyotypic abnormality when compared with those with an isolated cardiac anomaly (p<0.0001). 
This study suggests most congenital cardiac defects occur in a low risk population, highlighting the importance of the 20-week anomaly scan for detection of cardiac and other defects prenatally. Significant numbers of chromosomal and extra-cardiac defects in this study emphasise the importance of thorough evaluation of any fetus identified with a cardiac defect.

PRENATAL DIAGNOSIS OF GASTROSCHISIS – INFLUENCE ON MODE OF DELIVERY
Authors

Sieglinde Mullers, Karen Flood, Naomi Burke, Michael Geary, Carol Barry, Fionnuala M Breathnach, Fergal Malone (Rotunda Hospital)

Objective

The recommended mode of delivery for the fetus with an abdominal wall defect is controversial, with no evidence to support caesarean delivery other than for routine obstetric indications. We sought to review mode of delivery in cases of prenatally diagnosed gastrochisis in our centre. 
Study Design 
This was a retrospective cohort study of prenatally diagnosed fetal gastroschisis cases in the Rotunda Hospital over a fourteen year period. Cases were identified from the Fetal Assessment Unit database and individual chart reviews were performed.
Results

We identified 35 cases fetal gastroschisis cases during the study period. The average age of mothers was 22.5 years. Of these, 3 resulted in pregnancy loss, 1 patient delivered in another institution, and 1 patient opted for termination of pregnancy. Six pregnancies (19%) were complicated further by intrauterine growth restriction. The median gestation at delivery was 35+4 with an average birthweight of 1.97kg (range 1.33kg to 2.9kg) . An elective caesarean section was performed in 13.3% (n=4) cases. Vaginal delivery was the intended mode of delivery for the remaining cases (n=26) however 54% (14/26) resulted in an emergency caesarean delivery with nonreassuring CTG cited as the most common indication (64%, 9/14). Of these, 50% (7/14) were performed outside of normal working hours. There were two early neonatal deaths. 
Conclusion

Although the numbers in our cohort are relatively small, we found a significantly high rate of caearean delivery in young women with pregnancies complicated by gastroschisis. The high proportion of cases with nonreassuring fetal testing during labour resulted in a higher than expected number of emergency deliveries which were performed outside normal working hours. Our findings suggest that re-evaluation of the optimal mode of delivery in this cohort may be warranted.

PREOPERATIVE FASTING TIMES IN OBSTETRICS AND GYNAECOLOGY
Authors

Jennifer Hogan (Mid Western Regional Hospital, Limerick), Maria Kennelly (Mid-West Regional Maternity Hospital, Limerick), James Shannon, Kevin Hickey (Mid Western Regional Hospital, Limerick)

Abstract

The minimum fasting times prior to surgery have long been debated. Patients often fast for long periods prior to surgery due to concerns regarding pulmonary aspiration during anaesthesia. The American Society of Anesthesiologists (ASA), followed by the Association of Anaesthestists of Great Britain and Ireland (AAGBI), recommended new fasting guidelines for the minimum fast prior to surgery.(1) This was based upon evidence by Canadian anesthesiologists who found that drinking clear fluids two hours prior to surgery decreased pulmonary aspiration compared to those nil by mouth since midnight. An audit of fasting times was performed on both elective obstetric and gynaecology patients to determine adherence to the preoperative fasting times guidance. International guidance as well as local policy were used as the standard.
Obstetric patients undergoing elective caesarean section and gynaecology patients undergoing elective procedures were interviewed. Fasting times for food and fluids were obtained. The time of knife to skin for the procedure was also obtained from the patient's medical record.
Eight obstetric patients and six gynaecology patients took part in the audit. The average fasting time for food was 13.9 (range 8.8-20.2) hours and for fluids was 12.8 (range 5.5-20.2) hours in the obstetric patients. This compared to an average fasting time for food of 21.1 (range 11.3-40) hours and of 15.6 (range 11.3-17.83) hours for fluids in the gynaecology patients.
The fasting times for both food and fluids were far longer than is recommended for all patients audited. These patients could be at risk of delayed wound healing and increased recovery times. Initiatives to reduce the fasting times to safer limits should be introduced.

1 JL Apfelbaum et al. Practice Guidelines for Preoperative Fasting and the Use
of Pharmacologic Agents to Reduce the Risk of Pulmonary Aspiration: Application to Healthy Patients Undergoing Elective Procedures Anesthesiology 2011;114(3):495-511

PRIMARY AMENORRHOEA: POTENTIAL PITFALLS
Authors
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Abstract

There are many causes of primary amenorrhoea. We have two cases of young girls who presented to our service and needed full investigation.
Case 1: KW is a 16 year old with primary amenorrhoea. She had a BMI of 19, but had no recent weight change and normal hair distribution. On examination she had breast buds only, normal pubic hair and normal external genitalia. Her blood investigations showed an oestradiol level of 40, FSH 7.6, LH 1.9 and normal TFTs. Case 2: ML is a 18 year old girl with primary amenorrhoea. On examination she had poor breast development, Tanner stage IV of the pubic hair and a prepubertal looking hymen. Her FSH was 86.Both girls were investigated with hormonal profiles, ultrasound scans, MRIs and diagnostic laparoscopies and were both diagnosed with primary ovarian failure in the end.Both of our patients had an MRI which diagnosed an absence of the uterus. This would direct our diagnoses to Rokitansky syndrome. Fortunately they both had laparoscopies which showed small uteri present. It was the low oestradiol in our first case and the high FSH on the second case which prompted the laparoscopies.Both patients received a low dose of ethinylestradiol in order to grow the uterus. This dose will be changed to a higher maintenance therapy once withdrawal bleeds are established.Care must be taken when giving the diagnosis of primary ovarian failure. There can sometimes be a longterm psychological scar at a very important time in these girls lives. Psychological counselling is advised when the patient is ready.  These girls are at risk of osteoporosis and of cardiovascular disease. They should be treated with low-dose unopposed oestrogen in gradually increasing doses for 2 years to mimic puberty. This facilitates gradual breast development. OCP or HRT can be used after withdrawal bleeds have established but OCP can leave oestrogen deficiency in the pill-free week. Progesterone is needed to oppose the oestrogen with an intact uterus.
Fertility is discussed with these young women and their mothers. Very occasionally spontaneous pregnancy can occur (3%). However, realistically, egg donation is discussed as a viable option in the future.
In conclusion, we feel it is important to investigate all young girls with primary amenorrhoea fully before making a firm diagnosis. A good knowledge of the hormonal findings in the various conditions causing primary amenorrhoea is essential. Even though the trend internationally is now going away from diagnostic laparoscopy, due to the associated risks, occassionally laparoscopy is still necessary in making the correct diagnosis.

PRIMARY MALIGNANT LYMPHOMA OF THE CERVIX
Authors

Ann McHugh (National Maternity Hospital, Dublin), Sinead Barry, Eve Gaughan, Tom Walsh, Bill Boyd (Mater Misericordiae University Hospital)

Abstract

A 63 year old lady P6+0 presented to our institution complaining of persistent vaginal discharge and bleeding. On examination a suspicious lesion was visualised on the cervix, the cervix was fixed on palpation. She had no significant medical or surgical history. Computed tomography (CT) of thorax, abdomen and pelvis revealed a large 9cm cervical mass extending to the left pelvic side wall with a large lymph node mass involving the left ureter causing a left sided hydronephrosis. There was extensive necrosis within the mass centrally.There was no evidence of more distant adenopathy. The right kidney, heart, lungs and mediastinal structures were all normal. An examination under anaesthesia was performed which confirmed a clinical stage 3B (FIGO) fungating cervical tumour extending to both pelvic side walls and into the lower third of the vagina. Cystoscopy examination was normal. A cervical biopsy confirmed a Non-Hodgkins lymphoma, diffuse large B cell type, intermediate grade. Stage 1E according to Ann-Arbor's classification. A subsequent bone marrow biopsy described normocellular marrow with no features of involvement of a lymphoproliferative disorder. She was treated with six cycles of R-CHOP chemotherapy. This regimen involves the use of rituximab, cyclophosphamide, doxorubicin (hydroxydaunorubicin), vincristine and prednisolone.The patient had an excellent response to chemothearpy and tolerated it well. A subsequent CT of thorax, abdoman and pelvis following completion of chemotherapy showed resolution of the left sided hydronephrosis and of the pelvic mass with residual stranding of the pelvic fat. The patient is currently nine years from original diagnosis and doing well. 
Discussion

Primary cervical lymphoma is rare and accounts for approximately 1% of extranodal lymphomas [1]. The median age of patients affected is 40 years. Abnormal vaginal bleeding is the presenting complaint in 70% of cervical lymphomas. Less frequent presentations include perineal discomfort (40%) and persistent vaginal discharge as was noted in our patient; this is reported in 20% of patients. Often the cervical smear cytology in these patients is negative, as most cervical lymphomas are subepithelial arising from the cervical stroma, unless ulceration has occurred. A deep cervical biopsy is therefore essential for diagnosis.The majority of Non-Hodgkins lymphomas arising from the cervix are high-grade lymphoma with large B-cell histotype. Lymphoma of the cervix generally tends to have a favourable prognosis, especially when compared with other cervical malignancies. The overall median survival is 4 years [1]. The size of the primary tumor, type of lymphoma as well as the extent of disease are pertinent factors with regard prognosis. The standard treatment has not been established.
Our case describes a rare disorder of primary malignant lymphoma of the cervix. Clinicians should be aware of this diagnosis, particularly in those patients presenting with abnormal vaginal bleeding with a negative smear test. 
References
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PROSPECTIVE STUDY OF INFECTION RATES AND MANAGEMENT IN TERM PRELABOUR RUPTURE OF MEMBRANES
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Abstract

Term Prelabour Rupture of Membranes (Term PROM) is defined as rupture of the membranes prior to the onset of labour from 37 weeks gestation onwards. The incidence of Term PROM is 8%. Spontaneous labour follows term PROM at 24, 48 and 96 hours in 70%, 85% and 95% of women, respectively. Longer-term risks of delayed delivery include maternal and neonatal infection . Most of the information related to the management of PROM at term is from the term PROM trial 
This was a prospective study over a two month period in a tertiary referral centre, of all the women who presented with term PROM and meeting our inclusion criteria. Our primary objective was the correlation between length of time to labour and delivery, and sepsis rates. We also reviewed types of infection, culture sensitivities, and the correlation between maternal and neonatal sepsis. Our secondary objectives were median time to delivery in primiparous and multiparous women, spontaneous and induced labour, and the rates of modes of delivery thereof.
A total of 104 women were included in this study. There were 66 primiparous women and 38 multiparous women. The rate of induction was significantly higher in primiparous than in multiparous women. The rate of caesarean section was significantly higher in the induced groups. The mean time to admission to delivery suite and to delivery was longer in primiparous women by 3 hrs and 6.5hrs respectively. The rate of maternal pyrexia was higher among primiparous women. There were more suspected cases of neonatal sepsis in the primiparous group, possibly because of longer duration of labour. No positive neonatal cultures were identified although a number of cases of neonatal sepsis were suspected clinically. In some instances the high vaginal swabs subsequently grew Group B Streptococcus /Candida /Bacteria Vaginosis, although mother and baby remained well.

In our unit antibiotics are not given in labour for patients with term prelabour rupture of the membranes. A policy of routine antibiotic therapy has been recommended for term PROM after 18 hours which would expose all women and their babies to antibiotics. Prior to institution of such measures we wished to examine the rates of neonatal and maternal sepsis in this group, and to examine if antibiotics prescribed in such a policy would cover the organisms identified. Our preliminary results do not support routine antibiotic prophylaxis for term PPROM in our population.
RANZOG Guidelines-term prom C-Obs 36.
Hannah ME. Ohlsson A. Induction of labor compared with expectant management for prelabor rupture of the membranes at term: TERM PROM Study Group. N Eng J Med 1996 Apr; 334(16):1005-10.

PUSH! - VBAC SUCCESS RATE IN OUR LADY OF LOURDES HOSPITAL, DROGHEDA
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Abstract

Vaginal birth after caesarean section (VBAC) is an area of increasing relevance given the rising number of patients now labouring with a previous scar. It is associated with the risk of uterine rupture, maternal haemorrhage, foetal compromise and even foetal death. When successful, VBAC is associated with decreased maternal morbidity in this and subsequent pregnancies, A quick recovery and shortened hospital stay. There is no national data for VBAC success in Ireland.
The objectives of our study were:1- To assess the VBAC success rate in Our Lady of Lourdes Hospital, Drogheda. 2- To identify whether VBAC was discussed during the antenatal period. 3 - To highlight if the risks and benefits of modes of delivery were documented by the clinician in discussions with the mother. 4- To ascertain whether this discussion had any influence on the mother's decision regarding mode of delivery. A retrospective study was conducted for all patients with singleton cephalic presentations, no obstetric complications, and one previous caesarean section who delivered in 2011. Data was collected through the Maternity Information System (MIS). Patient outcomes were divided into 2 groups: 1- Failed VBAC for patient who had a repeated Lower segment caesarean section (LSCS). 2- Successful VBAC for patients who achieved spontaneous or instrumental vaginal delivery. 
Our results showed that 44% of all women with a previous scar attempted to labour, of which 67% were successful. Previous experience contributed significantly to the number of women willing to attempt a trial of labour. The most common cause for a repeat caesarean section was maternal request, followed by an unfavourable Bishop's score post term. 
The VBAC success rate in the United Kingdom is 72% - 76% (1). It is more variable in the United States, documented between 60% - 80% (2). While our unit's figure represents possible room for improvement these comparisons cannot translate directly, especially as regards figures from the United States, as differences in populations must be taken into account. A more useful comparison may be to pool data within major obstetric units within Ireland. The aim is to achieve an average national VBAC success rate and eventually compile a database that is able to identify trends. In the pregnant patient labouring with a previous uterine scar the risk of both maternal and fetal complications is increased whether undergoing a trial of labour or choosing elective repeat caesarean section. The complications of both procedures should be discussed and an attempt made to individualize the risk of uterine rupture and the likelihood of successful VBAC. Thus a useful adjunct to this study would include the examination of both fetal and maternal outcomes with regards to VBAC, to determine to what extent clinician counseling should seek to influence each patient's decision regarding mode of delivery.
1. BIRTH AFTER PREVIOUS CAESAREAN BIRTH. RCOG Green-top guidelines No. 45. 2007.
2. LM Harper, GA Macones Predicting success and reducing the risks when attempting vaginal birth after cesarean. Obstet Gynecol Surv. 2008; 63(8):538-45

PYREXIA IN LABOUR: OUTCOME AND MANAGEMENT IN THE ROTUNDA HOSPITAL
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Abstract

Intrapartum fever can be due to an infectious or non-infectious etiology and can lead to a variety of maternal and neonatal sequelae. Pyrexia may be the only symptom in early sepsis. The Rotunda Hospital guidelines advise that septic work-up to be performed on all patients exhibiting intrapartum pyrexia of >37.8oC on two occasions or > 38.0oC on one occasion. Co-amoxiclav should then be administered. If the pyrexia persist then triple antibiotic therapy with benzylpenicillin, gentamicin and metronidazole, should be instituted. 

To evaluate the incidence, management and outcome of intra-partum pyrexia in the Rotunda hospital, and to evaluate adherence to new hospital guidelines regarding septic screen and antibiotic therapy in intra-partum pyrexia.
We undertook a retrospective audit of practice between August 1st and September 30th 2012. Inclusion criteria: maternal pyrexia of 37.8º or above during labour. The presence or absence of maternal risk factors were reviewed and included: antenatal Group B Streptococcus (GBS), antenatal infections, preterm prelabour rupture of membranes (PPROM), prolonged rupture of membranes (ROM) and epidural analgesia. Intra-partum course parameters: management of pyrexia including resource to septic screen and intravenous antibiotics were evaluated.
41 cases were selected and reviewed. The incidence of pyrexia in labour was 2.7% over the study period. The median maternal age was 40 (mean 39.6). The median gestational age at delivery was 40 (mean 39.6) and 33 (80.5%) were nulliparous. 2 cases (4.9%) had PPROM, 12 (29.3%) required artificial ROM with interval to delivery ranging from 6 to 22 hours. 10 women (24%) had prolonged spontaneous ROM (more than 18 hr). Only one woman was positive for GBS antenatally  Labour was induced in 18 women (43.9%). 11 (27%) delivered by emergency LSCS and 16 (39%) by instrumental delivery.Table 1 documents the septic screen taken and its yield. In total 34 (83%) cases received a stat dose intravenous antibiotic and 9 (22%) had triple therapy. Triple therapy was continued postnatally in 5 cases for persistent pyrexia and 7 (17%) babies required neonatal intensive care admission.
Histology was requested in 21 cases (51%) and 11 (52%) confirming ascending infection. 

93% of pyrexial women had a septic screen as per protocol. However elements of the septic work-up including HVS and MSU were not always performed. There was a poor culture lead from MSU with the highest yield from placental histology. 
TABLE 1. Swabs and results


	Blood cultures
	88%
	5%
	Staphylococcus


	FBC

	85%
	62%
	WCC> 16

	HVS
	80%
	15%
	GBS

	MSU
	78%
	0%
	

	Placental swabs
	34%
	21%
	GBS/Streptococcus

	Neonatal screen
	93%
	0%
	


REAL INCREASING INCIDENCE OF PLACENTA ACCRETA FOLLOWING PREVIOUS CESAREAN SECTION
Authors
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Abstract

Placenta accreta, morbid adherence to the uterus to the myometrium, is commonest in association with placenta previa in women previously delivered by cesarean section (CS). It has become proportionally a greater cause of major maternal morbidity and mortality as the frequency of other serious obstetric complications has declined. The aim of this study is to examine the incidence of placenta accreta in the context of a rising cesarean delivery rate. 

Retrospective review of the incidence of placenta accreta in parous women during the 35 years 1975-2010 in a large Dublin teaching unit. Cases were identified from hospital records and then correlated with pathological reports. The incidence of placenta accreta was analysed in the context of women previously delivered by CS. 
During the 35 years period in our unit, 157,162 multiparous women delivered, of which 15,151 (9.6%) had a previous CS scar. The institutional incidence of CS has rose from 4.1% in 1975 to 20.7% in 2009. Twenty-six parous women, 2 without previous CS, had placenta accreta requiring hysterectomy. The overall incidence of placenta accreta was 1.71 per 1,000 parous women with a previous CS, but was low (1.18/1,000) until 2000. From 2000 to 2010 the incidence rose to 2.13/1,000 previous CS deliveries. 
The rate of placenta accreta correlated steadily with CS rate until 2000. Since then, the incidence has nearly doubled in women with previous CS scars, suggesting an additional causative influence on risk

REDUCED HCG SAMPLING INTERVAL IN AN EARLY PREGNANCY ASSESSMENT UNIT (EPAU) SETTING – CAN THE SAME EVENTUAL PREGNANCY OUTCOME BE PREDICTED?
Authors
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Background

With ease of access to EPAU's and improved ultrasound, women are presenting earlier in pregnancy with high numbers of Pregnancies of uncertain viability (PUV-normally sited gestational sac(GS) with mean diameter≤20 mm and no fetal pole or a normally sited GS with a fetal pole ≤7 mm and no fetal heart pulsation)1 diagnosed. Current practice in EPAU consisted of serial-hcg analysis and trans-vaginal ultrasound(TVUS) after referral by GP, A+E or self-referral. With self-referral, the patient would have one hcg sample taken meaning time taken to achieve diagnosis was lengthened in the case of PUV. Combination of 48 hour interval serial-hcg and TVUS is standard in early pregnancy assessment. The study aimed to determine if two hcg readings taken over shorter time periods are as reliable as those taken over longer periods. 
Methods

Patients presenting without initial hcg samples had two samples taken at clinic with time interval less than 5 hours between samples(group 1,n=27). The %hcg-increase/hour and correlation with eventual outcome was compared to patients with the same radiographic findings with time interval >5hours between samples(group 2,n=96). Discrepancy was recorded if hcg increased in a pregnancy eventually diagnosed as not-viable or if hcg fell in a pregnancy later deemed viable.
Discussion

Serum hcg in viable pregnancy is expected to double in 1.94 days until 8-weeks-gestation. However, large variation is seen in absolute hcg levels, rate of rise and time to peak.
With average interval of 3hrs26mins in group one, the outcome correlated with the follow-up (average 134 hours) in 77.8% of cases. Six cases showed discrepancies in trend. Two demonstrated rising hcg where eventual outcome was missed miscarriage. Four cases demonstrated falling hcg(-0.3% - -1.2%/hr) in subsequently viable pregnancy. In Group2, average time interval was 57 hours with 79.6% correlation with eventual outcome. Twenty cases demonstrated rising hcg when eventual outcome was complete or missed miscarriage. One of these cases showed rise of >2%/hr. The remaining nineteen demonstrated rises of 0.02%-1.8%/hr.
The two groups were homogenous in terms of age, length of amenorrhoea and radiographic findings. Group 1 were largely self-referred and less symptomatic; 37% (compared to 22.7%) attending seeking reassurance. This is reflected in pregnancy outcomes;59.3% having viable pregnancies (24% in group2). Group 2 were more symptomatic with a higher proportion of miscarriages diagnosed. These patients essentially self-selected themselves into this group by attending EPAU with prior attendance to GP or A+E.
Efficiency of EPAU and patient experience could be improved by having knowledge of hcg trend along with TVUS for patients with PUV presenting without initial hcg samples taken prior to clinic, with better indication of how the pregnancy is going by the end of the first visit. 
Future work could involve increasing sample size and randomising women to the groups to remove bias of self-selection. 
RETRIEVABLE INFERIOR VENA CAVA FILTERS IN PREGNANCY : A CASE SERIES
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Abstract

Although maternal death from thromboembolic disease has decreased in the last triennial from the UK and Northern Ireland, prevention and treatment in pregnancy remains a challenge. Placement of retrievable Inferior Vena Cava (IVC) filters in pregnancy is rare but may be indicated when there is a high risk of recurrent thrombosis, when medical treatment has failed or is contraindicated.We present a series of three antenatal patients who had IVC filter placement in pregnancy. Two women developed pulmonary emboli in the third trimester and had the filter placed due to high risk of recurrence peripartum. They were anticoagulated with Low Molecular Weight Heparin and both delivered vaginally. The third woman had an Iliac vein thrombosis diagnosed on ultrasound coincidentally while being scanned for recurrent antepartum haemorrhage and retroplacental clot at 26 weeks gestation. Anticoagulation was contraindicated due to persistent vaginal bleeding. Emergency caesarean section was performed for placental abruption and DIC at 30 weeks. Insertion of the filter was uncomplicated in all three cases. The filter was successfully removed in 1 patient 5 days post delivery but was not retrievable in the other 2 cases. The filters that could not be retrieved were in situ for 30 and 35 days respectively compared to 15 days in the one retrieved with success. Insertion and removal of retrievable filters is not without complication and the incidence of failed retrieval appears to be increased in pregnancy. The reason for this is unclear but postulated to be related to the alterations in the dimensions, elasticity and external compression of the IVC in pregnancy and peripartum. Failed retrieval has long term implications for the woman. In conclusion, careful consideration of the benefit and risk of IVC placement in pregnancy is paramount. The patient needs to be fully counselled about the risks and the filter should be removed at the earliest opportunity once the period of greatest risk has passed.

REVIEW OF NEONATAL CHIGNON AS AN INDICATOR OF VACUUM CUP PLACEMENT IN OPERATIVE DELIVERY IN A REGIONAL HOSPITAL SETTING
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Abstract

The goal of operative delivery is to mimic spontaneous vaginal birth, thereby expediting delivery with a minimum of maternal and neonatal morbidity. Instrumental deliveries have long been identified as a potential cause of morbidity and mortality for both mother and baby. The increased risk of neonatal morbidity in relation to operative vaginal delivery is long established although with careful practice overall rates of morbidity are low. However there is increased neonatal morbidity with failed operative vaginal delivery and /or sequential use of instruments. 

A retrospective audit of 30 consecutive vacuum deliveries was done between March 1st 2012 and May 15th 2012. We assessed maternal demographic features, indications for vacuum, maternal complication, neonatal complication and location of neonatal chignon were recorded. There were 5 cases of vacuum delivery excluded from this audit 1 set of twins and 3 cases were the neonatal head was not examined prior to discharge.

There was a failure rate of 16.7% with vacuum delivery. The majority of failed vacuum deliveries were attempted during normal working hours and the most common foetal position was Left occipitotransverse. All women who had a failed vacuum delivery were nulliparous. None of the women who had a failed vacuum assisted delivery had correct placement of the cup at the flexion point. Over the 30 cases a metal cup was used in 36.7% , KIWI was used in 60% and KIWI +metal cup in 3.3%. At time of failed ventouse delivery a metal cup was used in 60% (n=3) and a KIWI cup in 40% (n=2) of cases. All of the failed ventouse deliveries had misplacement of the cup from the flexion point. This further highlights the need for on-going training in operative vaginal delivery. An interesting finding was that all 3 babies who were in the Left occipitoransverse position had a failed operative delivery. There were no successful LOT deliveries within this case series. Within the failed group all the women were nulliparous and the most common indication was for prolonged second stage of labour. Surprisingly there did not appear to be a greater risk of having a failed vacuum assisted delivery when it was undertaken outside working hours. However, due to the small sample size we cannot comment on the true significance of this.
1. RCOG Greentop guideline No 26 Operative Vaginal Delivery.

RIGHT ILIAC FOSSA PAIN- A MYSTERY!
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Abstract

D.G is a 33 year-old lady who was in her second pregnancy. She had a vacuum delivery in 2009. In her first pregnancy, she presented at 31 weeks' gestation with severe lower backache and right lumbar tenderness. She was treated as having right renal colic. However, the pain resolved and she was discharged that day. She presented 5 days later with right flank pain and was seen by the surgical team for a possible diagnosis of biliary colic. An abdominal ultrasound was normal. The pain settled and she was seen 6 weeks post delivery in the surgical outpatient and discharged. In her second pregnancy, she presented at 17 weeks' gestation with right flank pain radiating to the groin. Renal colic was suspected and abdominal ultrasound was again normal. The pain soon settled and she went home. At 31 weeks, she presented with sudden onset of severe right-sided abdominal pain. An obstetric ultrasound at this stage was normal and she requested to go home soon afterwards as the pain had settled. The next day, she had severe abdominal pain and vomiting. She was found to have skin hyperesthesia. She was being treated as a possible renal/ureteric colic or appendicitis. Her white cell count was 13.9 and her C reactive protein was 11.4. An abdominal ultrasound was normal. She refused to travel to a tertiary unit for an out-of-hours magnetic resonance imaging (MRI) scan. She had had 200 mg of pethidine and 20 mg of buscopan as well as paracetamol. In view of the unrelenting pain, a diagnostic laparoscopy was carried out. A dark haemorrhagic fluid was seen in the pelvis. The right fallopian tube was gangrenous and the right ovary was mottled. A diagnosis of ovarian torsion was made and she had a right salpingo-oophoorectomy. Histology showed ovarian fibroma. She presented with spontaneous rupture of membranes at term and went on to have a vacuum delivery.Ovarian torsion is the total or partial rotation of the adnexa around its vascular axis. It is more common in the right adnexa as the sigmoid colon is thought to limit the mobility of the left ovary. The incidence of ovarian torsion increases 5 times during pregnancy leading to around 5 per 10000 pregnancies. As the most common cause is a corpus luteum cyst, it occurs more frequently in the first trimester, occasionally in the second and rarely in the third. It can be difficult to diagnose in pregnancy. The most common presentation is acute onset of severe, colicky, unilateral pelvic pain, which is usually unremitting although it can wax, and wane in cases of incomplete, intermittent torsion. Ultrasound and Colour Doppler sonography is the diagnostic modality of choice. However, in the second and third trimesters, the ovaries can be difficult to visualise and MRI can be used for diagnosis. Expedient surgery is the treatment required. The more advanced the gestation, the higher the risk of pregnancy loss and laparotomy is preferred for ease of access1.

SACRAL INSUFFICIENCY FRACTURES IN PREGNANCY
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Abstract

Bone mineral density (BMD) reduces during pregnancy by an average of 3.5%. Decreased serum calcium levels may occur during pregnancy due to decreased levels of 1,25-dihydroxyvitamin D3. In the UK, around 15% of all adults may be vitamin D deficient with the prevalence rising to over 90% of South Asian adults mainly attributed to inadequate exposure to sunlight. We present a case of a 29-year-old Para 1 non-smoker with a BMI of 26 with an uncomplicated pregnancy and spontaneous vaginal delivery of a 3.2kg infant at 38 weeks of gestation.  She represented on Day 4 post delivery with lower back pain and left leg pain exacerbated by walking. Clinical examination revealed no neurological deficit.
MRI revealed normal lumbar vertebrae. There was fracture of left ala of sacrum extending inferomedially to communicate directly with the first left neural foramen with an intact left S1 nerve root. Biological markers were within the normal range except a 25 OH vitamin D deficiency. She was successfully managed with both a combination of analgesia and physiotherapy and discharged home on 250 micrograms of vitamin D. 
Insufficiency fracture of the sacrum is a recently described, rarely reported disorder, occurring usually in the elderly. Pregnancy related osteoporosis is rare. Sacral insufficiency fractures can result from transient osteoporosis associated with pregnancy and lactation. There is increasing evidence of the role of Vitamin D in the pathophysiology of pregnancy-associated osteoporosis. The NICE guidelines for antenatal care were updated in 2008 to incorporate an additional recommendation on informing women of the importance of maintaining adequate vitamin D stores.
Vitamin D supplementation (10 micrograms per day) during pregnancy and while breastfeeding increases both the mother's and her baby's vitamin D stores and reduces the baby's risk of developing rickets. Clinicians need to aware of uncommon complications of pregnancy-associated osteoporosis and to investigate these women accordingly when they present.
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SEVERE HYPEREMESIS GRAVIDARUM PRESENTING WITH ELECTROLYTE DISTURBANCES, TONIC-CLONIC SEIZURE AND ECG CHANGES
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Abstract

Hyperemesis gravidarum (HG) is characterised by intractable vomiting in pregnancy leading to fluid, electrolyte and acid-base disturbance severe enough to cause nutritional deficiency and weight loss and warrant hospital admission(1). The incidence is reported as approximately 0.5% of live births(2).
A 24-year-old woman, gravida 2 para 0+1 presenting with 16-weeks of amenorrhoea was brought into the Accident and Emergency Department by ambulance. She had a tonic clonic seizure on arrival, lasting one minute. Collateral history reported that she had been vomiting profusely with minimal oral intake over the three preceeding days with two syncopal episodes on the day of admission. On examination she had clinical evidence of dehydration, GCS 14/15 with evidence of post-ictal confusion. Cardiovascular and respiratory examinations were normal and there was no evidence of focal neurological deficit. 
Electrolyte and biochemical investigations throughout admission are presented in Table 1 with hyponatraemia of 117mmol/l and profound hypokalaemia of 1.8 mmol/l being the most significant findings. Venous blood gas exhibited metabolic hypochloraemic alkalosis. ECG revealed a sinus tachycardia and characteristics of severe hypokalaemia with ST-segment depression, inversion of T-waves, large amplitude U-waves with the associated feature of QTc prologation (QTc – 597 ms (normal <440 ms )).Ultrasound scan showed a bicornuate uterus with a singleton viable pregnancy of 16 weeks and 4 days gestation, consistent with dates. The patient was admitted to ICU for rehydration and correction of serum sodium with potassium replacement. IV Pabrinex was also administered for B-vitamin supplementation. A central line was placed in the right internal jugular vein with the complication of a pneumothorax. This was treated with a chest drain inserted via the seldinger technique.
Three days post admission, the patient was switched to oral potassium and thiamine replacement. Chest X-ray demonstrated an improvement in the pneumothorax with a residual 4cm deep pneumothorax. The patient is now 34-weeks gestation with no further antenatal issues to date. The patient had two syncopal episodes prior to admission and ECG changes which could both be attributed to the finding of severe hypokalaemia. No adverse cardiac event was suffered as a result of this. The tonic clonic seizure that the patient suffered was attributed to hyponatraemia. Serum sodium was corrected at controlled rate of <0.5mmol/hr to avoid the complication of central pontine myelinolysis and the patient had no further seizures and no neurological deficit. 
Both Rahuledo et al and Rees et al present case reports of hyperemesis presenting with seizures, deemed to be secondary to precipitation by a carbohydrate load inadvertently administered without vitamin supplementationThe number of patients requiring admission to an intensive care unit for any cause during pregnancy is estimated to be between 100-900/100,000 gestations (0.1-0.9%). 
While nausea and vomiting are common and usually uncomplicated symptoms of pregnancy, this case is a reminder of the life-threatening complications of HG with need for intensive care for management of such cases.

SHOULD COLD COAGULATION NOW BE CONSIDERED FIRST LINE TREATMENT FOR LOW GRADE CIN IN YOUNG WOMEN?
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Abstract

Excisional techniques for dealing with persistent CIN (cervical intraepithelial neoplasia) 1 in young women are still commonplace in many colposcopy units. This is despite increasing evidence of associated subsequent preterm labour and mid-trimester miscarriage in some cases. Cold coagulation of cervical CIN does not shorten the cervix, and, therefore, is not associated with such pregnancy morbidity
The aim of this study was to analyse the outcome of women who underwent cold coagulation for biopsy confirmed CIN 1. It was a 2-year retrospective chart review between January 2010 and January 2012 of women with biopsy proven CIN 1 treated by cold coagulation.

Total of 72 patients were identified. The average age at treatment was 35.9 (range 20-60). At the follow up nurse colposcopy smear at 6 months, 52 (72%) had a negative smear, 1 (1.38%) had an unsatisfactory smear, 9 (12.5%) had ASC-US, 8 (11.1%) had mild dyskaryosis, 1 (1.38%) had moderate dyskaryosis.
Cold coagulation is an acceptable and clinically effective form of treatment for low grade CIN in young women of reproductive age. The associated morbidity for any future pregnancy is negligible. As such, it should now become 1st line treatment in this age group 

SHOULDER DYSTOCIA: ARE WE FARING WELL IN ITS DOCUMENTATION?
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Aim/Objective

To audit proficiency of documentation in cases of shoulder dystocia in accordance with the RCOG Green Top Guideline proforma, in Our Lady of Lourdes Hospital (OLOL), Drogheda over a six month period.
Methods

Cases of shoulder dystocia were identified using the Maternity Information System (MIS). A retrospective chart analysis was performed to gather the data which was analysed using Microsoft Excel.
Results

Twenty cases of shoulder dystocia were identified from 2150 deliveries over a six month period from 01/03/12- 31/08/12 (incidence: 0.93/1000 births). Nineteen charts were available for review. 68% of cases were delivered by SVD and 31% had an instrumental delivery. Adherence to documentation in relation to staff present at delivery, their role, time of calling for help and senior staff attending after emergency call was carried out effectively in 95% of cases. McRobert's manoeuvre was employed in all cases. Episiotomy was performed in 31% cases -50% to facilitate instrumental delivery and 50% prior to delivery of head. Suprapubic pressure was needed in 53% cases. Only 1 case (6%) required delivery of posterior arm. Time of delivery of infant's head and time interval between delivery of head and body was documented in all but one case. Good documentation of Apgar score at 1 and 5 minutes was recorded (95%).Position of fetal head with relation to maternal thigh was documented in only 68% of cases. Documentation also lacked in recording cord gases with arterial and venous blood gases been performed in 68% and 74% cases respectively. The identity and the time of arrival of the neonatologist were recorded in only 68% of cases. Regarding explanation of shoulder dystocia to the parents, this was documented in only 58% of cases. Of the 19 cases in this audit, only 13 had a shoulder dystocia proforma filled and filed in the patient chart. Of the 13 proforma filled, only 2 had all elements filled correctly.
Conclusion

It is evident from this audit that not all cases of shoulder dystocia are being documented as per RCOG recommendations. Stricter adherence to such vital documentation is of paramount importance in improving the risk management associated with this obstetric emergency.

SMALL BOWEL VOLVULUS IN PREGNANCY-A CASE REPORT AND REVIEW OF THE LITERATURE
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Case

A 27 year old primigravida presented emergently at 22 weeks gestation with reduced stomal output, crampy abdominal pain, vomiting and a necrotic stoma. One year previously, she underwent a laparoscopic subtotal colectomy with end-ileostomy formation for ulcerative colitis which was refractory to medical therapy. She had no other medical history of note and was not taking any regular medications. Prior to this presentation, the antenatal period had been uneventful. Clinical examination revealed a necrotic stoma in the rightiliac fossa. She had a pregnant abdomen consistent with dates, which was generally tender. Foetal movements were present and an ultrasound scan confirmed a viable pregnancy. Investigations revealed a leukocytosis of 15 x 109. All other blood parameters were normal. She was commenced on antibiotics and optimised for surgery. The patient proceeded to an emergency laparotomy. A pregnant uterus was evident, extending above the umbilicus. There was no evidence of adhesions. A 360 degree volvulus of the small bowel, proximal to the stoma and close to the terminal ileum was identified. This was the cause of the patient's necrotic stoma. Viable bowel was seen proximal to this and there were no other affected areas of bowel. The necrotic ileostomy and approximately 10cm of necrotic ileum was excised. A new stoma was refashioned at the same site.The patient's post-operative course was uneventful. She was discharged home on post-operative day 8.
The most common non-obstetric causes of surgery during pregnancy are acute appendicitis and acute intestinal obstruction. Small bowel obstruction (SBO) in pregnancy is a rare surgical emergency, with reported incidences ranging widely from 1 in 66,431 to 1 in 1,500 pregnancies[1]. The commonest causes of acute mechanical SBO in pregnancy include adhesions (58%), volvulus (24%) and intussusceptions (5%). The incidence of SBO increases sequentially as the pregnancy progresses, with the majority occurring in the third trimester, as the enlarging uterus encroaches on the abdominal cavity. The cardinal features of intestinal obstruction may be masked by pregnancy. A high index of suspicion is essential in order to improve outcome in these patients. Small bowel volvulus is particularly rare in pregnancy, with a reported incidence of 1 in 62,102 pregnancies. It may be associated with a high maternal mortality rate of 6 – 20% and foetal loss in 26 – 50% of the cases [2]. We believe that when the stoma was initially formed, it was twisted on its mesentery, but did not become problematic until the gravid uterus began to enlarge, putting pressure on the loop of bowel, and compromising its blood supply. To the best of our knowledge, this is the only case in the literature describing an iatrogenic small intestinal volvulus which resulted in a delayed presentation with ishaemia during pregnancy.
1. Coleman MT, Trianfo VA, Rund DA. Nonobstetric emergencies in pregnancy: trauma and
surgical conditions. Am J Obstet Gynecol 1997; 177: 497-502.
2. Perdue PW, Johnson HW, Jr., Stafford PW. Intestinal obstruction complicating pregnancy.Am J Surg 1992; 164: 384-8.

STAPHYLOCOCCUS LUGDUNENSIS CULTURED FROM THE AMNIOTIC FLUID AT CAESAREAN SECTION
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Abstract

Staphylococcus lugdunensis is a virulent coagulase-negative staphylococcus. It behaves like and can be mistaken in culture for staphylococcus aureus. While originally thought to be a skin commensal rarely responsible for opportunistic infection, it has now been established as a significant human pathogen. It has been mainly associated with native and prosthetic valve endocarditis, osteomyelitis, and skin and soft tissue cellulitis, but has also been reported as a cause of fasciitis as well as peritonitis. Staphylococcus lugdunensis has not been previously isolated from amniotic fluid (AF).
AF samples were collected in the course of a larger study on amniotic fluid bacteriology. In each case a different operator (both senior clinicians) in a different operating theatre performed the caesarean section (CS), and the deliveries were weeks apart. As per hospital policy at the time, routine intravenous antibiotic prophylaxis was administered after delivery of the infant at CS. 
The first case was a 38-year-old multiparous white woman who underwent elective repeat CS at 37 weeks and 6 days. She had an emergency CS in her first pregnancy for uterine in the second stage of labour. This pregnancy course was uneventful and she had no medical co-morbidities. She was non-smoker and was overweight (body mass index (BMI), 28). Elective surgery was carried out without any complications. Clear AF was obtained by direct needle aspiration from the intact amnion. A liveborn infant of normal birth weight was delivered without complication. Mother and baby left hospital four days after CS, with no infectious post-operative complications reported.The second case was a 30-year-old nulliparous white woman, who underwent induction of labour with prostaglandin E2 (PGE2) for post-maturity. Her pregnancy course was uneventful and her medical co-morbidities included well-controlled asthma. She smoked 20 cigarettes prior to pregnancy and had a BMI of 25. Membranes spontaneously ruptured 7 hours after administration of PGE2 after which she was commenced on a syntocinon infusion. She subsequently underwent an emergency CS for fetal distress - an abnormal fetal blood sample (pH 7.14) was obtained following non-reassuring features evident on cardiotocography. Emergency CS was performed and clear AF obtained through the bulging amnion. A liveborn infant of normal birth weight was delivered without complication. Again, mother and baby left hospital four days after CS, with no infectious post-operative complications reported.
Staphylococcus lugdunensis has been already shown to be a cause of serious and potentially fatal morbidities in other medical specialities, but has never been demonstrated in an obstetric case before now. CS is accepted as a major risk factor in post-partum infectious complications and the identification of this pathogen is a new concern. 
This is the first case report of Staphylococcus lugdunensis cultured from amniotic fluid during caesarean section. Further studies are needed to examine the prevalence of Staphylococcus lugdunensis colonisation in AF and to establish if there is an association with post-operative maternal or neonatal infectious morbidity, particularly after emergency CS.

STRATEGIES TO ENHANCE ASSESSMENT OF THE FETAL HEAD POSITION PRIOR TO INSTRUMENTAL DELIVERY – A SURVEY OF OBSTETRIC PRACTICE IN THE UNITED KINGDOM AND IRELAND
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Abstract

Instrumental deliveries are commonly performed in the United Kingdom and Ireland with rates of 12-17% in most centres. Although knowing the exact position of the fetal head is a pre-requisite for safe instrumental delivery, there is evidence that clinical assessment with digital examination alone can be inaccurate. We designed this study to precede a randomised controlled trial evaluating the role of ultrasound in assessing the fetal head position prior to instrumental delivery (IDUS, ISRCTN 72230496).The objective of this survey was to establish the current practice of obstetricians with regards to assessment of women in labour prior to instrumental delivery.
A national postal survey of obstetricians in consultant-led obstetric units in the United Kingdom and Ireland. Clinical assessment prior to instrumental delivery, factors associated with difficulty in determining the fetal head position, approaches used to enhance determination of the fetal head position, perceived accuracy rates in assessment of the fetal head position and willingness to participate in a clinical trial of ultrasound assessment of the fetal head position prior to instrumental delivery were explored.
The response rate was 75%. The majority of obstetricians assess women clinically prior to instrumental delivery as recommended by guidelines. Both consultants and trainees reported the following factors as being associated with difficulty in diagnosing the fetal head position: inadequate maternal pain relief, fetal caput and clinical inexperience. Strategies used when experiencing difficulty in determining the fetal head position varied, with trainees more likely than consultants to seek a second opinion (40% vs 5%, p <0.0001), reassess in an operating theatre (80% vs 68%, p=0.048) or abandon the procedure in favour of caesarean section (14% vs 6%, p = 0.035). One in five obstetricians reported using abdominal ultrasound to aid diagnosis, with some consultants reporting the use of ultrasound as 'a great idea' and others being 'appalled'. One in eight consultants perceived that they made an incorrect diagnosis of the fetal head position at instrumental delivery in more than 10% of deliveries compared to one in four trainees. 
In conclusion, the contrasting views on the role of ultrasound to enhance the assessment of the fetal head position prior to instrumental delivery suggest that it should be evaluated in a randomised clinical trial.

SYNCHRONOUS PRIMARY CANCER OF THE ENDOMETRIUM AND OVARY-A SHORT CASE SERIES
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Abstract

Case 1-50y/o, P0 presented with a one month history of lower abdominal discomfort. Computed tomography of abdomen and pelvis (CT AP) revealed a mixed density solid/ cystic mass lesion arising from pelvis measuring 20cm x 19cm x 9.5cm. Tumour markers- CEA 0.9ug/L, Ca125 132IU/L Case 2-69y/o P0 presented with abdominal pain and constipation. Previous history of endometriosis. CT AP revealed large volume of serous ascites, abnormal uterus and adnexa suggestive of an endometrial carcinoma. Multiple soft tissue deposits throughout the peritoneal cavity were seen consistent with peritoneal carcinomatosis. CA125 1123KU/L Case 3-48y/o attended with intermenstraul bleeding. She underwent a hysteroscopy and dilatation and curettage (D+C). Histology confirmed an endometrial adenocarcinoma. Case 4-38y/o, history of primary infertility. Magnetic resonance imaging (MRI) of pelvis revealed an abnormal uterus. Hysteroscopy and D+C provided the histological diagnosis of an endometrioid type adenocarcinoma.
All four patients proceeded to have a total abdominal hysterectomy, bilateral salpingo-ophrectomy and omentectomy following the initial investigations. The differing histologies were as follows. Case 1- ovarian mucinous cystadenocarcinoma of right ovary.FIGO stage 3. Endometrial adenocarcinoma grade 1.Pathological stage pT2b. This patient had six cycles of adjuvant Chemotherapy Carboplatin/Taxol and vaginal vault bracytherapy.  Case 2-synchronous endometrial adenocarcinoma (stage pT1a) and papillary serous primary peritoneal adenocarcinoma (stage pT3). This patient had adjuvant chemo and radiotherapy and vaginal vault brachytherapy. Case 3-Poorly differentiated adenocarcinoma of left ovary stage 1B. Endometrial adenocarcinoma, (endometrioid type) grade 1. Background of atypical complex hyperplasia. Adjuvant Chemotherapy with Carboplatin/Taxol was administered. Case 4 -Endometriod endometrial adenocarcinoma grade 2, clear cell carcinoma of the ovary. She was treated with adjuvant chemotherapy and vaginal vault brachytherapy . 
Disscusion

Synchronous primary cancers of the endometrium and ovary are rare. They are found in 10% of all women with ovarian cancer and 5% of all women with endometrial cancer [1] Improved survival outcomes are exhibited in synchronous ovarian and endometrial cancers as compared with single primary ovarian cancers. Eifel et al [2] found that patients with synchronous ovarian and endometrial tumors of endometrioid histology had better prognoses compared with those with synchronous tumors of papillary, clear cell, mucinous, or mixed cell type. Women with simultaneously detected endometrial and ovarian cancers had an overall good prognosis with a 5-year survival of 86% and 10-year survival of 80% [2]. The four cases we discuss in our short case series illustrate the different pathologies seen in synchrounus tumours of the endometrium and ovary, the young age of the patients involved and the adjuvant treatments in current use. 
References

1. Schneider, A. Epidemiology of endometrial carcinoma Onkologe, 15(9): 844-10.1007/s00761-009-1678-0
2. Eifel P, Hendrickson M, Ross J, Ballon S, Martinez A, Kempson R. Simultaneous presentation of carcinoma involving the ovary and the uterine corpus. Cancer 1982;50:163-70

TESTING FOR FETOMATERNAL HAEMORRHAGE BY ACID ELUTION CAN YIELD FALSE POSITIVE RESULTS IN THE PRESENCE OF ELEVATED MATERNAL FETAL HAEMOGLOBIN
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Abstract

Appropriate testing for fetomaternal haemorrhage (FMH) is critical in the prevention of morbidity and mortality due to haemolytic disease of the fetus and newborn (HDFN) in RhD negative women. The Kleihauer or acid elution (AE) test is widely used to assess the size of fetomaternal haemorrhage and to determine whether sufficient Anti-D immunoglobulin has been administered to prevent HDFN. This test is based on the principle that adult haemoglobin (HbA) is eluted from red cells in an acidic solution while the fetal haemoglobin (HbF) is not. However, in the presence of an elevated level of HbF of maternal origin, the AE test may be "positive" in the absence of a true FMH. We report two cases in which this situation arose antenatally, leading to difficulties in clinical interpretation. In both cases, specialized flow cytometry revealed the presence of elevated levels of HbF of maternal origin. While awaiting completion of specialized investigations, Anti-D was administered but was later found to have been unnecessary. Early awareness of the possibility of elevated maternal F cells ensures that samples can be sent to appropriate reference laboratories early to limit unnecessary Anti-D administration. The true prevalence of "false positive " AE tests due to elevated maternal HbF is unknown and is the subject of ongoing work in our laboratory, but should be considered in the differential diagnosis of an AE test remaining positive despite appropriate Anti-D administration.

TEXT MESSAGE REMINDERS, DO THEY REALLY WORK?
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Abstract

In 2007 the National Maternity Hospital implemented a text messaging system with the aim of reducing the number of non-attenders at the gynaecology clinics run in the hospital. A text message was sent to all consenting patients between 4-6 days prior to the appointment with the date and time of the appointment as well as contact details if they wished to change or cancel the appointment. In this study we aimed to see if this system had improved the attendance rates at clinic.
We looked at two years before the implementation in 2004 and 2005 and two years after the implementation, 2010 and 2011, and compared the clinic attendance rates.In the years 2004 and 2005 there were 25,971 appointments sent to patients, in 2004 2987 patients of 12,607 did not attend and in 2004 there were 2892 patients out of 13,364 who did not attend their clinic appointments. This gave non-attendance rate of 24% in 2004 and 22% in 2005. In the years 2010 and 2011 there were 33,351 appointments sent out to patients, in 2010, 2891 patients of 16,709 did not attend and in 2011, 2861 patients of 16,642 did not attend this gave a non-attendance rate of 17% in 2010 and 17% in 2011. Over the 7 years there was an increase in the number of appointments by 32%.
After the introduction of text reminders the non-attendance rate in the gynaecological clinics was reduces by 6%.This shows that the system has improved the attendance rate, however there is still room for more improvement. This is an important finding as it may allow for improving attendance rates at clinics nationwide. 

THE ASSOCIATION OF INSULIN RESISTANCE AND INFLAMMATORY RESPONSE IN EUGLYCAEMIC WOMEN
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Abstract

Chronic low levels of inflammation have linked to obesity, diabetes and insulin resistance. We sought to assess the relationship between cytokine tumor necrosis factor (TNF-α) and insulin resistance in a healthy, euglycemic population. 
This is a prospective study of 564 non-diabetic mother and infant pairs. Maternal body mass index (BMI), TNF-α, glucose and insulin were measured in early pregnancy and at 28 weeks. Insulin resistance calculated by HOMA index. At delivery birthweight was recorded and cord blood analysed for fetal c-peptide and TNF-α. Bivariate correlations were assessed using Pearson's correlation coefficient for normally distributed data and Spearman's rho for non-parametric data.
Maternal BMI was positively correlated to maternal TNF-α at 28 weeks gestation. Early pregnancy TNF-α was related to insulin resistance (HOMA) in early pregnancy (r=0.56,p<0.001) and at 28 weeks gestation (r=0.38, p<0.001). TNF-α at 28 weeks gestation was positively correlated to HOMA in early pregnancy (r=0.44, p<0.001) and at 28 weeks (r=0.58, p<0.001). Maternal early pregnancy insulin resistance was related to fetal TNF-α as assessed in cord blood (r=0.11, p=0.05). 
Our results, in a large cohort of healthy, non-diabetic women have shown that insulin resistance, even at levels below those diagnostic of gestational diabetes, is associated with maternal and fetal inflammatory response. These findings have important implications in defining the pathways of fetal programming of later metabolic syndrome and childhood obesity. 

THE ESTABLISHMENT OF RISK FACTORS OF GESTATIONAL DIABETES MELLITUS IN THE SCOPE COHORT
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Introduction

Gestational Diabetes Mellitus (GDM) is defined as glucose intolerance first detected during pregnancy. Screening for Pregnancy Endpoints (SCOPE) is a prospective, multicentre cohort. Centres include Ireland, Canada, Australia, New Zealand, the U.K. and U.S. We limited our study to New Zealand and Australia as their screening rates for GDM exceed 90%.

Aim

This study aims to create a biophysical profile of women who develop GDM to identify tools required for an interventional study for potentially modifiable risk factors, to allow pregnancy management be tailored accordingly.
Method

A study protocol was designed and application made to SCOPE. Statistical analysis of their database examined demographic characteristics, exercise habits and psychosocial factors – stress, depression and anxiety, of a study population of 3178 women with 90 GDM's identified. Variables associated with GDM were analysed using logistic regression. Diagnostic criteria for GDM was a fasting glucose >=5.5 or 2h >=7.8 mmol/L in Adelaide and a fasting glucose >=5.5 or 2h >=9.0 mmol/L in Auckland.
Results & Conclusion
As is known, women whose BMI (body mass index) exceeds 30 are at increased risk of developing GDM. GDM was associated with pre-pregnancy low exercise levels and also of further reduction in exercise levels in pregnancy. There was no statistically significant association between depressive states and GDM. Interestingly increased levels of stress and anxiety appear to protect from GDM (p 0.043). In summary, modifiable factors that we observed are pre-conceptual; women should aim for a BMI <30 and exercise should be maintained or increased moderately during pregnancy to help prevent development of GDM.

THE IMPACT OF RECURRENT MISCARRIAGE ON SUBSEQUENT PREGNANCY OUTCOMES
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Abstract

An increased risk of adverse obstetric and perinatal outcomes has been described in the recurrent miscarriage (RM) population. We sought to determine subsequent pregnancy outcomes in a cohort of women with unexplained RM not on medical treatment.
This was a prospective cohort study of women attending a dedicated RM clinic in the Rotunda Hospital from August 2010 to July 2011. Patients with a history of three consecutive first trimester losses with no cause found were recruited and followed in their subsequent pregnancy. Exclusion criteria included the use medical interventions and multiple pregnancies. Individual chart reviews were performed to determine the antenatal course, delivery details and neonatal outcomes. There were 8,942 deliveries during this study period. Of the 39 women recruited to the study 23% experienced further first trimester losses. Miscarriages all occurred before twelve weeks. All of the remaining 30 patients underwent successful term deliveries with a 74% vaginal delivery rate. With respect to the other recognised adverse events, there was only one case of severe pre-eclampsia with associated intra-uterine growth restriction. 97% of the neonates were greater than the 10th percentile for gestational age.This study re-iterates the reassuring prognosis of achieved livebirth rates in the unexplained RM population who undergo supportive care at a dedicated clinic. However, contrary to the perceived high risk status of this population, we found that women who achieved ongoing pregnancies beyond the first trimester had a very low incidence of adverse events with the majority delivering appropriately grown fetuses at term.

THE RELATIONSHIP BETWEEN PARITY AND MATERNAL OBESITY
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Abstract

Maternal obesity, based on Body Mass Index (BMI) categorisation >29.9 kg/m2, is associated with an increase in pregnancy complications and obstetric interventions. There is a paucity of information on obesity levels in pregnancy based on the accurate calculation of BMI rather than self-reporting of weight. The purpose of this study was to analyse maternal obesity by parity at the first antenatal visit in singleton pregnancies. Increasing obesity throughout a woman's reproductive life will increase her risk of obstetric complications and will increase her lifetime risk of cardiovascular disease.
Aim

To analyse maternal variations in maternal BMI by parity
Methodology

Women who delivered a baby weighing ≥ 500g in a large maternity hospital in 2009 were studied. To minimise confounding variables, women with multiple pregnancies, women aged < 18 years and women who booked antenatally after 18 weeks gestation were excluded. The woman's weight and height were measured accurately and BMI calculated. Clinical details were obtained from the hospital's Patient Administration System. 

Results

In 2009, 8652 women delivered. 8093 were suitable for inclusion. The overall prevalence of obesity was 15.7%. The prevalence of obesity increased as parity increased. In primiparous women there was an obesity prevalence of 11.3%, this increased to 15.2% in a second pregnancy, 21.2% in a third pregnancy, 26.5% in a fourth pregnancy and 27.2% in women beyond their fourth pregnancy.
Conclusions

Class I, II and III obesity levels increased as parity increased. More than 1 in 4 women will be obese by their third pregnancy. These findings have significant implications for obstetric practice with women of higher parity at increased obstetric risk and at increased risk of the long-term complications of obesity. 

THE ROLE OF EMBOLISATION IN ADVANCED CERVICAL CANCER
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Abstract

Advanced cervical cancer can present with massive vaginal bleeding. If the bleeding is such that it is unresponsive to haemostatic treatment (local or iv) Uterine Artery Embolisation is effective. It provides visualization of the bleeding site and enables targeted, minimally invasive therapy to achieve hemostasis.
By using our own case ( a 30 year old with stage IV cervical cancer and catastrophic bleeding on presentation) and exploring the literature for case reviews and series we can demonstrate how useful embolisation is in the acute setting.
Overall, this is something that should be considered, if available, in cases of massive bleeding associated with cervical cancer.

THE USE OF MEDICAL COUNCIL NUMBERS AND HANDWRITING LEGIBILITY IN OBSETRIC PATIENTS
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Abstract

According to the GUIDE TO PROFESSIONAL CONDUCT AND ETHICS FOR REGISTERED MEDICAL PRACTITIONERS, "In issuing certificates, reports, prescriptions and other formal documents, you must be accurate and make sure the document is legible. You must also include your Medical Council registration number." The aim of this study was to determine how many consultants and NCHDs were including their medical council registration number when writing notes in patients' charts and, by using a legibility scoring system, how legible was their handwriting overall.
A sample of 85 postnatal charts were reviewed. A sample from the antenatal clinic visits, antenatal inpatient and postnatal section were taken from each chart where possible. The charts were both private and public patients split roughly 20% private and 80% public. From the 85 charts, all antenatal clinic entries, inpatient entries and postnatal entries were examined to see if the doctor had signed their name, printed their name and lastly entered their medical council registration number. Then 100 entries from either antenatal clinic, antenatal inpatient or postnatal inpatient were selected at random and a legibility scoring system was applied to each entry. Each entry was scored from one to four as follows. A score of one implied that the entry was illegible (most or all words impossible to identify). A score of two indicated that most words illegible; meaning of the whole unclear. A score of three indicated that some words were illegible, but report can be understood by a clinician, and a score of four indicated that the report was legible (all words clear).
The table below summarises how many entries were firstly signed, had a printed full name and where the IMC number was clearly noted;


	
	ANC entries
	A/N inpatient entries
	P/N entries

	Total

	273
	66
	39

	Signature
	263
	66
	39

	Name
	18
	33
	21

	IMC No.
	23
	28
	15



This table shows that less than 10% of doctors are printing their names after entries in ANC notes, half are printing their names in antenatal notes and approximately two thirds are printing their names in postnatal notes. Approximately 8% of doctors wrote their IMC number in antenatal clinic entries, 35% in antenatal inpatient notes and 38% in postnatal notes. In terms of legibility of the handwriting that was present in patients notes, of the 100 samples gathered, 6% scored a one indicating that the writing was completely illegible, 33 percent scored a two meaning that some words were legible but on the whole the note was still not legible. The remaining 61% scored either a three or four meaning that they were completely or almost completely legible.
In conclusion the majority of doctors are still not signing their name with their accompanying IMC number and almost forty percent of notes that are written are illegible.

TO ASSESS THE REQUIREMENT AND UPTAKE OF REPEAT ULTRASOUND SCANS IN THE DIAGNOSIS OF EARLY PREGNANCY LOSS
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Objectives

The aim of this audit was to assess compliance with National guidelines on the ultrasound diagnosis of early pregnancy miscarriage. We also assessed how many cases met the criteria of miscarriage diagnosis on their first visit to the Early Pregnancy Assessment Unit (EPAU) and their management. In those that did not meet the criteria we asked how many hospital visits it took to reach a definitive diagnosis. 
Methods

The diagnosis of miscarriage was according to National guidelines: no fetal heart pulsation in a fetus with a crown rump length (CRL) >7mm, or a mean sac diameter (MSD) greater than 20mm in the absence of a yolk sac or embryo on transvaginal ultrasound; alternatively no fetal heart pulsation in an embryo measuring >8mm, or a MSD is >25mm in the absence of a yolk sac or embryo on transabdominal ultrasound. If these criteria are not met a repeat ultrasound scan should be arranged for 7-10 days time.
Results 

46 patients met the criteria for diagnosis in a sample of patients that attended the EPAU between July and August 2012. In total 29 (63%) did so on their first visit. However 10 (34.5%) of these patients requested a repeat scan to confirm the diagnosis. The average number of hospital presentations, including visits to the ER, to reach a definitive diagnosis was 2 (range 1-4 visits). 
Conclusions

These results show that even when the ultrasound diagnosis is clear one third of patients will request a repeat scan to allay their fears around misdiagnosis. It highlights the importance of confidence in the diagnosis and that even when the diagnosis is clear mechanisms should be in place to meet the patient's requirement for repeat ultrasound. 

TWO CASES OF PRIMARY HYPERPARATHYROIDISM IN PREGNANCY
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Abstract

Primary hyperparathyroidism (PHPT) is the third most common endocrine disorder (approximately 1:1000), affecting mostly women over the age of 50. It is, thus, reported to be very rare in pregnancy. When it does occur in pregnancy, it is often associated with significant maternal and fetal morbidity and mortality, due to unstable calcium homeostasis. The definitive treatment for PHPT is surgery, which is recommended in the 2nd trimester when occurring during pregnancy. It has been argued that levels in pregnancy are greatly underestimated, and it is hoped that the two cases presented will go someway towards highlighting this. 
Case 1 is a 32 year-old Caucasian woman, Para 1+5 (4 miscarriages and 1 ectopic pregnancy). The patient was fully investigated after the 3rd failed pregnancy, and treated successfully for hypothyroidism. During her 6th pregnancy, she suffered from renal calculi and was diagnosed with early onset pre-eclampsia. Despite treatment and constant monitoring, hypertension and proteinuria remained difficult to control. Intermittent Absent End Diastolic Flow (AEDF) was detected in week 30 and she had an emergency lower segment Caesarean section (LSCS) at 30+6 weeks gestation. During her admission, it became apparent that she had consistently high serum calcium levels. In 16 readings from 5 days pre-LSCS to 10 days post-LSCS, the average serum adjusted calcium was 3.0mmol/L (N=2.17-2.51mmol/L). Her high levels dated back to at least 2010. Her iPTH was found to be 111.4ng/L (N=15-65ng/L), and an ultrasound scan was suggestive of adenoma of the right inferior parathyroid gland. A parathyroidectomy was performed successfully.
Case 2 is a 29 year-old African woman, Gravida 2 Para 1+0. She had been diagnosed with PHPT during her first pregnancy, but she suffered no complications and delivered normally at 40+4 weeks. She then presented 4 years later during her second pregnancy with symptoms suggestive of hypercalcaemia. Her adjusted serum calcium levels were elevated each time they were checked (mean 2.86mmol/L), as was her iPTH (mean 86.2ng/L). Despite a negative ultrasound scan, a neck exploration was performed at 27+0 weeks gestation, and an enlarged right inferior parathyroid gland was excised. Her iPTH level was 7.1ng/L post-operatively, and her adjusted serum calcium had fallen to 2.38mmol/L the next day. 
The first case shows how diagnosis can be difficult to establish in this age-group. It is unclear if the patient's hypercalcaemia is related to her history of miscarriage and pre-eclampsia. However, these are recognised complications of PHPT and, in light of the patient's extremely high calcium levels, may be related to it. The fact that the patient was asymptomatic is also worth noting. Case 2 highlights how surgery can be safely performed in the 2nd trimester, with an immediate drop in serum calcium levels. It also shows how the path from diagnosis to surgery may be long and hastened by risk situations, such as pregnancy.

UMBILICAL ARTERY DOPPLERS IN A LOW RISK POPULATION
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Abstract

Assessment of fetal wellbeing is a vital component in obstetric practice. In the monitoring of the high risk fetus, Doppler ultrasound of the umbilical artery has been proven to be useful and predictive of poor perinatal outcome. Changes in the resistance indices and waveforms allows timely delivery of these fetuses. However, studies examining umbilical artery indices in the low risk population is lacking. We aimed to examine and construct reference intervals for umbilical artery Doppler indices from 15 to 40 weeks in a low-risk population.

This was a prospective, cross-sectional study involving low-risk women attending Cork University Maternity Hospital conducted concurrently with a primary study to construct normograms for fetal biometry. Women were recruited from their first trimester dating scan and randomly allocated to a single scan between 14-40 weeks gestation. Scans were performed by a sole researcher. Gestation was calculated using the estimated due date assigned by dating scan. Recruits were Irish Caucasian women with a singleton pregnancy. Women with conditions affecting placental function including hypertension, pre-eclampsia, renal disease, autoimmune disorders and diabetes mellitus were excluded as were fetuses with congenital anomalies. Umbilical artey Dopplers were sampled using the Voluson E8 ultrasound by GE Healthcare.
Nine-hundred-and-fifteen women were recruited. Seven-hundred-and-ninety-three women met the inclusion criteria and were scanned as per protocol. Women in gestational week 14 were not included in this dataset due to technical difficulties and presence of absent end diastolic flow. Median maternal age was 32 (range 17-44). Median BMI was 24.7 (range 17.1-48.6). Nulliparous women constituted 46.5% (369/793) of recruits, 32.6% (261/793) were expecting their second child, 18.3% (145/793) were expecting their third or fourth child, while only 2.3% (18/793) were grand multiparous. Reference intervals for umbilical artery resistance index (RI), pulsatility index (PI) and systolic/diastolic (S/D) ratio were generated for this population. The following table shows the calculated percentiles for each gestational week.

We have constructed Irish Caucasian specific reference intervals for umbilical artery Doppler indices from 15 to 40 weeks in a low-risk population using up-to-date ultrasound equipment.

UNIVERSAL SCREENING FOR GESTATIONAL DIABETES, IS A GLUCOSE CHALLENGE A SUITABLE ALTERNATIVE TO THE ORAL GLUCOSE TOLERANCE TEST
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Abstract

Gestational diabetes mellitus(GDM) occurs in 2-9% of pregnancies. Women diagnosed with GDM are commenced on capillary blood glucose monitoring and 80-90% are controlled with diet. GDM is diagnosed with an oral glucose tolerance test(OGTT). Screening programmes remain controversial with WHO advocating screening 2hour 75g OGTT based on maternal characteristics (e.g. BMI>30). In the USA all women are screened with a 50g glucose challenge(GCT), those with abnormal results undergo a 75g 3hour OGTT. Compliance rates with screening are poorly studied. A Swedish group showed that 30.7% of women fulfilling local criteria were offered screening. The AtlanticDIP study offered OGTTs to 5,500 women, 44% attended with 25.9% refusing screening and 30% consenting but not attending for the test.

A study analysing cost-effectiveness of screening estimated GCT had blood-test acceptance rates (%of women invited for test who will attend) of 70 compared with 40 for OGTT. Sensitivity and specificity of GCT can be improved by using a threshold value of 7.8mmol/L for low-intermediate risk women and 7.1mmol/L for high-risk women achieving an 82.6% detection rate with 16% false positive rate. Given the poor uptake of OGTT and missed opportunities for screening in existing programmes there is a need to establish an acceptable, easily administered screening test for GDM. We developed a pilot study to test whether GCT would be a suitable alternative to OGTT by assessing patient acceptability and positive result rates.
In liaison with the endocrinology service a consecutive cohort of 120women attending a low-risk antenatal clinic were offered a non-fasting 50g 1hour oral glucose challenge coinciding with planned antenatal clinic visits and routine blood tests at 28weeks. The threshold for diagnosis of GDM was 7.8mmol/L and these women were referred to the diabetic service and commenced on capillary glucose monitoring. Women with a result of between 7.0 and 7.8mmol/L were given oral and written advice regarding diet. 
All 120 accepted and underwent a GCT. Average age of the women was 34.3. One patient had a previous diagnosis of GDM. Average result was 6.04mmol/L (range 3.81-10.04mmol/L). Thirty-two(26.6%) patients had a result>7.0mmol/L and 19(15.8%)>7.5mmol/L. Sixteen(13%) patients had a result>7.8mmol/L, of these 3(2.5%) were commenced on insulin. 
Patient compliance was exceptionally high at 100%. GCT is cheaper, more convenient and less labour-intensive than OGTT. It can be easily integrated into a routine visit and performed with routine blood tests. While a 13%diagnosis rate is higher than that quoted in the literature, most (81.3%or 13/16) were controlled with diet, a low cost intervention.
Larger numbers and analysis of outcomes may show whether this approach is a feasible alternative to OGTT.

UTERINE ARTERIO-VENOUS MALFORMATION
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Abstract

This is the case of a 20 year old Para 0+1 with a history of severe menorrhagia (haemoglobin 4.4g/dL requiring blood transfusion). She has a previous history of a salpingectomy for an ectopic pregnancy.
After medical management for menorrhagia only worked intermittently, diagnostic imaging was performed. Ultrasound revealed an abnormal vascular area 1x1cm above the cervix. Colour Doppler and MRI confirmed a diagnosis of an arteriovenous malformation (AVM).
The options for treating AVM's are limited, especially when trying to preserve fertility. Arterial embolisation was the treatment of choice. Under conscious sedation, the nidus of the AVM was embolised. It was performed under fluoroscopic guidance using N-Butyl cyanoacrylate (NBCA). After the embolisation the patients's pain was managed with patient controlled analgesia (PCA).
Discussion

Uterine Arteriovenous malformations (AVM) are uncommon but should be considered in women with profuse uterine bleeding. AVM's are commonly classified into congenital or acquired.
Congenital AVMs result from an abnormality in embryological development, resulting in multiple abnormal connections between arteries and veins which tend to have multiple feeding arteries and draining veins.
Acquired AVM's are multiple arteriovenous connections between intramural arterial branches and the myometrial venous plexus, usually having a single or bilateral feeding arteries without being supplied by extra uterine arteries and do not have a nidus.1
Bleeding is thought to occur when the sloughing of the endometrium disrupts the vascular wall of the malformation. This can be iatrogenic at curettage or physiologic during menses.2
As AVM's often present with life-threatening haemorrhage, hysterectomies are usually performed. However, with the help of interventional radiology, these abnormal connections can be obliterated using embolisation techniques. 
As in this case, the femoral artery is punctured and a catheter is threaded into the uterine artery. The choice of embolic agent may differ between cases. NBCA was chosen here as there is less reported pain with it when compared to ethanol. The aim of embolisation is to reduce haemorrhage in these patients while maintaining fertility.There are case reports of pregnancy post embolisation, providing adequate circulation is established post treatment.




Conclusion
 
Recognition of AVM's as a cause of menhorrhagia, although rare, is important. These abnormalities can be treated safely and effectively with embolisation, but uterine curettage can precipitate massive uterine bleeding. 
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VITAMIN B12 DEFICIENCY AND RECURRENT PREGNANCY LOSS :IS THERE AN ASSOCIATION ?
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Abstract

The importance of preconceptual folic acid has been established. However the metabolism of folate and Vitamin B12 is interlinked. Weak association has been described between Vitamin B12 deficiency and recurrent pregnancy loss1. This has led to the implementation in some centers of routine B12 levels in patients with recurrent pregnancy loss. Our goal is to determine the value of such testing and its role in the management of these cases

To determine whether the incidence of folate and/or Vitamin B12 deficiency is higher in patients with recurrent pregnancy loss than the reported national incidence of deficiency

Retrospective review of all new referrals to the recurrent miscarriage clinic at the Rotunda Hospital Dublin. Vitamin B12 and folate levels were assessed at the initial consultation.

National B12 levels and folate levels were accepted as 6% based on new nutritional data2.We evaluated the folate and cobalamin status in 98 non-pregnant women with a history of recurrent spontaneous miscarrages (three or more consecutive) of unknown etiology. Low Vitamin B12 was defined as serum value less than 190ng/l, and serum folate values less than 4.5ug/l were considered deficient. 
In total 7.1%n (n=7) patients were Vitamin B12 deficient and only one patient was folate deficient. This compares with a national incidence of 6%. These levels were not statistically different.

Serum concentrations of folic acid and vitamin B12 are not significantly altered in women with unexplained recurrent miscarriage and we propose that routine testing is not warranted
.1 Renznikoff- Etievant.MF,.J.Zittoun.,C.Vaylet.,P.Prenetp.,J.MiliezLow Vit B(12) level as a risk factor for early and very early recurrent abortion.European Journal of obstetrics, gynecology and reproductive biology. Sep(2002).

2. S. M. Hopkins, B. A. McNulty, J. Walton, A. Flynn, A. M. Molloy, J. M. Scott, A. P. Nugent, M. J. Gibney. Folate and vitamin B12 status in a representative sample of Irish adults. Proceedings of the Nutrition Society (2011), 70 (OCE3), E65
WOMEN'S DISCONTENT WITH CAESAREAN SECTION AS A MODE OF DELIVERY; A QUALITATIVE STUDY
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Abstract

Women's Discontent with Caesarean Section as a Mode of Delivery; a Qualitative Study

Background

Rates of Caesarean section (CS) have increased substantially in Ireland and internationally over the last three decades. The reason for this increase is multifactorial; in particular, the increasing number of maternal requests is often cited in the obstetric discourse. Whereas concepts of 'informed choice' and 'women centered care' have become central tenets of maternity care, women's experience of decision making has been neglected in the literature, particularly in the Irish context. Thus, the main aim of this study was to explore the experience of decision making regarding mode of delivery in women who had delivered by CS. 

Methods

An interpretative phenomenological analysis (IPA) wascarried out, as it has an idiographic approach which allows for an in-depth examination of women's individual experiences using a small sample. Specifically, IPA was used to identify subordinate themes which were subsequently grouped into superordinate themes to elucidate what is important to each woman but also identify the meaning of these phenomena in a social context. Purposive sampling was used to recruit women who had undergone an elective or emergency CS. Six women participated in semi-structured interviews, of whom 3 had an elective and 3 had an emergency CS. 

Results

Three superordinate themes emerged from the analysis; (1) lack of information, (2) discontent with Caesarean section as mode of delivery and (3) the baby as a priority. Discontent arose when the mode of delivery impacted negatively on the women and conflicted with their personal expectations of birth.Women experienced what was described as a "strategic lack of communication" from the range of healthcare professionals they encountered during their maternity care. Women's preference for vaginal delivery was superseded by clinical factors and the decision to deliver by CS in all cases was taken by health professionals. This left the women feeling anxious and disengaged from the decision making and childbirth experience. Information regarding a CS was primarily sourced by the women from family, friends and the media resulting in inaccurate or unrealistic expectations. Women found the actual experience of a CS to be a physically traumatising and painful experience. However women emphasised that their personal expectations and experience were less important to them than the welfare of their baby. 
Conclusion 

The NICE guidelines state that pregnant women should be supported in effective ways in order for women to make informed decisions before and during labour. Although this study was based in a single maternity hospital the agreement of the findings with related literature suggests that they are not isolated. Lack of knowledge about the practicalities of CS may mean that women are inappropriately prepared for labour and postnatal recovery. The provision of information during the antenatal period describing the CS procedure and postoperative recovery may lessen the gap between women's expectations and experiences therefore reducing discontent with CS as a mode of delivery. 
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