INDUCTION OF LABOUR – HOW LONG DOES IT TAKE?

U Mahmood, H Abu, U Fahy.

Midwestern Regional Maternity Hospital, Limerick.

Aim:  We wished to determine the rate, outcome and time-scale of induction of labour in our unit.

Method:  This was a prospective study undertaken in November 2008.  Details in relation to age, parity, gestation, reason for induction, mode of delivery and timing of interventions were recorded.

Results:  104/384 women had induction of labour in November 2008, giving an induction rate of 27%.  Of 100 pregnancies studied, gestational age ranged from 36-41.57 weeks. Mean maternal age was 30 years and 53% were primigravida. Reasons for induction included post-dates (46%), prolonged prelabour membrane rupture (PPROM) (9%), maternal condition (10%), poor obstetric history (5%), fetal reason (4%), fetal demise (1%) and miscellaneous reasons (25%).  There were 48 private patients. 

Prostaglandin E2 tablets were administered in 90 patients while 10 were suitable for ARM.  37% women required 3mgs prostaglandin E2 while 6% had 12mgs administered.  51% required oxytocin.  33/51 (65%) who were treated with oxytocin were primiparous. 

Overall 19% of patients delivered by caesarean section while 22% had instrumental delivery.  Caesarean section was performed in 24.5% of primigravida and 32% had instrumental delivery.

The mean time from hospital admission to delivery was 29.53 hours.  An average of 21.6 hours elapsed from first vaginal assessment until delivery, while mean time spent in the labour ward prior to delivery was 6.81 hours. 14% of patients remained undelivered at 48 hours. Public patients spent a significantly longer time in hospital awaiting birth relative to private patients (32.9 vs 24.85hours (p=0.004)). There was no statistical difference in time spent in the delivery suite.

Conclusions:  Women spent a significant amount of time in hospital as a result of induction of labour.  Duration of induction was shorter for private patients. This may be due to better case selection by experienced clinicians or may be driven by health insurance restrictions. 

SYNTOCINON FOR 3RD STAGE – Naughty or NICE ?

T Maguire,  R Hearty

Dept of Obstetrics & Gynaecology, Lagan Valley Hospital, Lisburn, N Ireland

Background

Postpartum haemorrhage (PPH) is defined as blood loss more than 500mls and occurs in 4% deliveries. Traditional active management of third stage involved the use of syntometrine. The NICE guideline on intrapartum care (2007) recommended routine use of syntocinon for third stage. The new recommendations were implemented in our unit and the results audited after 6 months.

Aims

The aim of this audit was to determine if the change in practice had any effect on the incidence of PPH.

Methods

We looked at rates of PPH, Manual Removal Of Placenta (MROP), actual blood loss and length of third stage for all women delivering in the period from 1/3/08 to 31/8/08 (after implementation of the new policy) and compared this to a similar period in 2007. We also looked at the additional uterotonic drugs used in the women with PPH  in both groups.

Results

	 
	2007
	2008

	No. of deliveries
	611
	598

	PPH
	15 (2.45%)
	35(5.85%)

	MROP
	6 (0.98%)
	4(0.67%)

	Average blood loss (all women)
	287.64mls
	325.17mls


	
	2007
	2008

	C/Section 
	3 (20%)
	6 (17.14%)

	NVD 
	8 (53.33%)
	22 (62.86%)

	Instrumental 
	4 (26.67%)
	7 (20%)

	Length of third stage
	17 minutes
	12 minutes


Additional Uterotonics required in women with PPH
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Summary / Conclusions

There was a rise in the incidence of PPH associated with the change in practice. More additional uterotonics were required in the women with PPH who had syntocinon for routine management of third stage.

The findings of our audit have resulted in a return to routine use of syntometrine for active management of third stage.
COMPLICATIONS RELATED TO CHORIONICITY IN TWIN PREGNANCY.

SEAN DALY, JENNIFER HOGAN, NADINE FARAH, ZITA GAVIN JOHN O'LEARY, BERNARD STUART, 
Coombe Women and Infant's University Hospital Dublin, Dublin, University Of Dublin, Ireland;  
AIMS: Twin pregnancy is associated with multiple complications when compared to a singleton pregnancy. In particular preterm delivery, small birth weight and an increased risk of perinatal death. Monochorionic twins are at even greater risk of these Perinatal outcomes. We sought to investigate what are the risks of monochorionic pregnancy when compared to dichorionic pregnancy.

METHODS: We analyzed a database  of all 972 twin pairs delivered in our teaching hospital in Dublin where there are over 7,500 babies born each year. We included all twins over a period of 8 years where one twin weighed more than 500g in order to establish the complication rate related to chorionicity. Odds ratios were used to express risk.

RESULTS: Chorionicity was assigned using information on the sex of the babies, the ultrasound findings and the pathology reports. In 15 cases (1.5%) it was impossible to assign chorionicity. There were 750 dichorionic pairs (77%) and  205  monochorionic twin pairs (21.5%). The OR of delivering at less than 30 weeks was 3.2 (2.2-4.7) for monochorionic twins and the chances of delivering a baby weighing less than 1000g was 4.1 (2.7-6.2). The risk of perinatal death when the pregnancy is monochorionic is 3.0 (1.8-4.6). 

CONCLUSION: Monochorionic twins are more likely to result in perinatal death, delivery before 30 weeks and delivering of a baby weighing less than 1000g. 

ADVANCED MATERNAL AGE AND MODE OF DELIVERY – ISSUES OF CONSENT AND CHOICE?

ND Kroon1, T Nandy2
1 National Maternity Hospital, Dublin

2 Rotunda Hospital, Dublin

Objective:

The objective of the study was to establish the effect of maternal age over 40 on the mode of delivery and fetal outcome, in nulliparous women, compared with a cohort of 25 year olds.

Method:

Data was collected retrospectively using clinical notes of two cohorts of nulliparous women who delivered within the National Maternity Hospital from September 2006 to February 2008. Data collected included patient demographics. Mode of delivery was recorded, and classified according to the Robson 10 Groups.

Results:

107 Older women (40+ years of age) and 181 25-year old women (control group), all nulliparous, were analysed. The demographics of the two groups were similar except that the younger group were of more varied origin. The caesarean section rate in the test group was 39.3% compared with 17.7% amongst the controls, and the instrumental delivery rate was 36% and 18% respectively. In older women who labour spontaneously (Robson group 1) the likelihood of emergency caesarean section is twice that compared with the control group, and that of instrumental delivery is significantly higher (50% vs. 14.5%). Older women who are induced (Robson group 2a) are also more likely to have a caesarean section (33% vs 20%) or an instrumental delivery (48% vs 37% ).There were twice as many admissions to SCBU in the test group,  presumably due to preterm deliveries in this group.

Conclusion:

Given the high intervention rates at delivery we suggest adequate counselling and consent for operative vaginal delivery and caesarean section in the antenatal period, such that women can make informed choices.

FACTORS AFFECTING SECONDARY RECURRENT MISCARRIAGE

PV Ooi, N Russell, K O’Donogue

Anu Research Centre, UCC Department of Obstetrics and Gynaecology; Cork University Maternity Hospital (CUMH), Cork

Aims: Secondary recurrent miscarriage is defined as three or more consecutive pregnancy losses after a delivery of a viable infant. The aims of this study were to determine if secondary recurrent miscarriage is associated with (i) gender of previous baby, maternal age, pregnancy to miscarriage interval and duration of miscarriage history (ii) increased risk of other pregnancy complications.

Methods: Retrospective review of 66 cases of secondary recurrent miscarriage from the pregnancy loss clinic.

Results: The median age at first miscarriage was 37years (range 21-41) and the median duration of miscarriage history was 2years (range 1-8). All patients had routine recurrent miscarriage investigations and 21% (n=12) had an abnormal result. These included 2 prothrombin gene mutation and 3 factor V Leiden heterozygotes, one with a combination of both, 3 decreased luteal phase progesterones, 2 chromosomal abnormalities, and one polycystic ovarian syndrome combined with hypothyroidism.  Thirty three (63%) of these women gave birth to a male child (or children) prior to the recurrent miscarriages compared to 19 (37%) who gave birth to a female child. The majority of these women had a history of uncomplicated full term, normal birth-weight vaginal deliveries.  
Conclusion: There is a high incidence of thrombophilia in this population. However, secondary recurrent miscarriage does not seem to be associated with adverse fetal outcomes. The results of this study suggest that a previous male child may be associated with an increased risk of secondary recurrent miscarriage. Further investigations at molecular level should help to further investigate these findings.
BENCHMARKING CARE FOR VERY LOW BIRTHWEIGHT INFANTS IN IRELAND AND NORTHERN IRELAND

B.P. Murphy, K Armstrong, C.A. Ryan, J. Jenkins, Cork University Maternity Hospital and Antrim Area Hospital, Antrim 

Benchmarking is that process through which best practice is identified and continuous quality improvement pursued through comparison and sharing. The Vermont Oxford Neonatal Network, (VON) is the largest international external reference centre for benchmarking care of very low birth weight (VLBW) infants. This report focuses on outcome data from 2004 - 2007 to compare survival outcomes and key morbidities across Ireland and benchmark all-Ireland’s results against the VON database.

Methods

A standardised database for VLBW infants in 14 participating centres across Ireland and Northern Ireland was created from which is generated annual all-Ireland reports.

Results

Data on 697 babies was submitted in 2004, increasing to 763 babies in 2007 with centres caring from a minimum of 10 to a maximum of 120 VLBW infants per year. In 2007, crude mortality rates in VLBW infants across the 13 Irish neonatal units varied from 4% to 19%. Standardised mortality ratios indicate that the number of deaths observed was not significantly different from number of deaths expected, based on the characteristics of infants treated. There was no difference in the incidence of severe intraventricular haemorrhage between all-Ireland and VON groups (5% versus 6% respectively) in 2007. The all-Ireland rates for chronic lung disease of 15 to 21%% are lower than rates seen in VON group (24 -28%). The rate of late onset nosocomial infection at 25-26% in the all-Ireland group is double the corresponding incidence in VON.

Discussion
This is the first all-Ireland international benchmarking report in any medical specialty. Survival, severe intraventricular haemorrhage and chronic lung disease compare favourably with international standards but the rate of nosocomial infection in Irish neonatal units is concerning. Benchmarking clinical outcomes is critical both for local and national quality improvement and to inform decisions concerning neonatal intensive care service provision in Ireland.

Vitamin D Deficiency In Very Low Birth Weight Infants – Is It An Issue?

McCarthy R1, Oyefeso O1, Brady J2, McKenna MJ2, Murray B2, Murphy N3, Molloy EJ1,3,4
1Dept Neonatology, National Maternity Hospital, Dublin; 2Metabolism Laboratory, St Vincent's University Hospital, Dublin; 3Dept Endocrinology, Children’s University Hospital, Dublin; 4UCD School of Medicine & Medical Sciences, University College Dublin

Aim: Vitamin D plays an important role in both skeletal and non-skeletal health.  There is little data on vitamin D status in preterm very low birth weight (VLBW) infants who are at particular risk of bone disease.  Our aim was to assess vitamin D status in a cohort of such infants.

Methods: Serum 25-hydroxy-vitamin D 25(OH) D levels were assessed in 57/101 preterm VLBW infants (birth weight (1.5kg or (32 weeks gestation), admitted to a tertiary referral NICU 1 Jun to 31 Dec 2008.

Results:
	25(OH) Status
	Total

(n)
	GA

(wks)
	B Wt

(kg)
	Gender

(M/F)
	25(OH)D

(nmol/l)
	ALP

(IU/l)
	Calcium

(mmol/l)
	Phosphate

(mmol/l)

	<50nmol/l
	40

(70.2%)
	29.5

(24.4-33.6)
	1.25

0.48-1.80)
	17/23

(43/58%)
	35.8

(21.9-49.9)
	1091

(501-2745)
	2.63

 (2.07-2.82)
	2.00

(0.92-2.57)

	(50nmol/l
	17

(29.8%)
	28.4

(25.0-32.0)
	1.22 (0.56-1.64)
	10/7

(59/41%)
	59.2

(50.2-92.4)
	861

(491-2194)
	2.70 (2.583.23)
	2.19

(1.39-2.76)

	Combined


	57

(100%)
	29.1

(24.4-33.6)
	1.24

(0.48-1.80)
	27/30

(47/53%)
	40.7

(21.9-92.4)
	949

(491-2745)
	2.66

(2.07-3.23)
	2.03

(0.92-2.76)


Values are median (range); n = number; GA = gestational age at birth; B Wt = birth weight; ALP = alkaline phosphatase

There was no correlation between 25(OH)D and gestational age (r=-0.17), birth weight (r=-0.04) or gender (r=0.17); nor day of life (r=0.34), corrected gestational age (r=0.19), serum alkaline phosphatase (r=-0.19), calcium (r=0.56) and phosphate (r=0.24) at time of sampling.

Conclusions: (i) Due to the increased risk of bone disease in VLBW infants, as well as potential long term effects of vitamin D on non-skeletal health, early recognition of vitamin D deficiency is important.

(ii) Of the infants assessed, 70% were vitamin D deficient (25(OH)D <50nmol/l) and 25% were vitamin D insufficient (25(OH)D 50-70nmol/l), suggesting vitamin D deficiency is an issue for VLBW infants.

(iii) Further research is required to investigate the response to vitamin D supplementation before guidelines can be set regarding the management of vitamin D deficiency in this population
POTENTIAL HAZARD OF THE NEOPUFF T-PIECE RESUSCITATOR IN THE ABSENCE OF FLOW LIMITATION

CP Hawkes, OA Oni, EM Dempsey, CA Ryan

Neonatology Department, Cork University Maternity Hospital

Background: We have observed that, through increasing gas flow, excessive ventilatory pressures can inadvertently be provided using the Neopuff T-piece resuscitator despite the presence of a maximum pressure release valve.

Aims: (i) To show variations in Peak Inspiratory Pressure (PIP) , Peak End Expiratory Pressure (PEEP) and maximum pressure (Pmax) at different gas flow rates (ii) To assess PIP, PEEP and Pmax at maximum flow rate when the Neopuff is preset to function at 5l/min (iii) To assess maximum PIP and PEEP at flow rate of 10 l/min with a simulated leak of 50%.

Methods: 5 Neopuffs were set to a PIP of 20cmH2O, PEEP of 5cmH2O and a Pmax of 30cmH2O at a gas flow of 5L/min. PIP, PEEP and Pmax were recorded at flow rates of 2, 10 and 15L/min and maximum flow. A 50% air leak at mask level was simulated and the maximum achievable pressure was measured at 10L/min flow.

Results: At gas flow of 15L/min, PEEP increased to 20.4 (95% CI 19.7-21.1), PIP to 28.2 (95% CI 27.6-28.8) and the Pmax to 39.6cmH2O (95% CI 37.7-41.5). At maximum flow (85L/min) a PEEP of 79.2 (95% CI 50.5-90.7) and PIP of 101.6cmH2O (95% CI 69.3-115.1) were generated. At 10L/min flow, with an air leak of 50%, the maximum PEEP and PIP were 20.8 (95% CI 18.8-22.8) and 68.6cmH2O (95% CI 66.3-70.9).
Conclusion: We have shown that the maximum pressure relief valve can be overidden by increasing the rate of gas flow and harmful PIP and PEEP can inadvertently be provided. In the presence of a 50% gas leak at mask level, adequate ventilatory pressures can be provided at 10L/min gas flow. We recommend that gas flow metres should be limited to a flow rate of 10L/min as an added safety mechanism for this device.
PROSPECTIVE COMPARISON OF ALBUMIN 5% VERSUS 20% INFUSION IN NEONATES IN A PAEDIATRIC CRITICAL CARE UNIT

E Low1, M Healy2, E Molloy1,3. 

1Neonatology, Our Lady's Children's Hospital, Dublin, Ireland; 

2Critical Care Medicine, Our Lady's Children's Hospital, Dublin, Ireland; 

3School of Medicine and Medical Sciences, University College Dublin, Ireland. 


Aims: Hypoalbuminaemia is associated with increased mortality in intensive care patients. Neonates are frequently hypoalbuminaemic and the management of this condition is controversial. A prospective study was conducted comparing neonates who were receiving 5% versus 20% albumin infusion in a Paediatric Critical Care Unit.

Methods: Neonatal patients (<44 weeks corrected gestation age) admitted to the Paediatric Critical Care Unit of a tertiary paediatric hospital who received albumin administration were prospectively enrolled for the study.

Results: 75 episodes of albumin administration (5% v 20% albumin=48 v 27 episodes) were included. 18 infants had 5% albumin and 13 had 20% albumin infusion. Serum albumin levels in all infants were significantly increased following albumin administration of either type [5% Pre-infusion v Post (Mean±SD)=24.2±6.3 v 26.3±5.4g/L:p=0.0008; 20% Pre-infusion v Post (Mean±SD)=23.2±6.2 v 25.7±4.5g/L;p=0.007].There were significant differences between albumin types in post-infusion urinary output (5% albumin=2.8±2.0 versus 20% albumin=4.6±2.2ml/kg/h;p=0.0008). The CRP rose in patients receiving 5% albumin (Pre v Post=44.5±64.9 v 65.2±76.4;p=0.03) but was not changed in the 20% albumin group. Platelets were also decreased but not to any clinically significant level following 5% but not 20% albumin infusion (Pre 5% v Post=182.5±115 v 159.1±115.2;p=0.008). Haematocrit also fell from 36.8±7.0 to 34.8±5.8(p=0.004) which may have no clinical significance and was unchanged in the 5% albumin group. White cell count, absolute neutrophil count and coagulation screen were unchanged in all infants pre and post infusion. There were no adverse events associated with albumin administration


Conclusions: Administration of either 5% or 20% albumin to neonates results in a significant increase in serum albumin levels. 5% albumin was associated with increased CRP, decreased platelets and a less significant increase in urine output than 20% albumin infusion. Randomised controlled trials are required to evaluate the use of albumin in the management of neonatal hypoalbuminaemia in an intensive care setting.
TPN in Preterm and Extremely Low Birth Weight infants – Are we providing adequate nutrition?
Dr L. McGrory, Dr J. Mallon, Dr C. Mayes.

Royal Jubilee Maternity Hospital, Belfast

Aims: 1. Comparison of calories provided by TPN with and without the use of insulin against Tsang standards.  2. Review of calorie delivery when established on enteral feeds and associated growth velocity.
Methods: We retrospectively identified infants from the NICU admission book with birth weights of less than 1000g, throughout 2007. Each infant’s TPN and fluid prescriptions were reviewed and calorie delivery at days 0, 1 and transition (defined as 50% of fluid requirement tolerated enterally) calculated. For babies requiring insulin, daily calorie delivery was calculated. The day of first feed, type of milk commenced and time to establish full enteral feeds were noted. We also calculated calorie delivery and growth velocity once full enteral feeds had been established for one week.
Results: A total of 40 babies were identified. Of these, 15 were excluded (9 deaths, 2 transfers in, 2 transfers out and 2 unknown). This left 25 infants. As day 0 can be of variable length, we averaged calorie delivery over day 0 and 1. 

	
	Day 0 – 1* 

 (%)
	Transition( 

(%)
	Full feeds ( (%)
	Growth velocity# (%)

	Below range
	11 (44)
	0
	0
	8 (32)

	In range
	12 (48)
	3 (12)
	24 (96)
	10 (40)

	Above range
	2 (8)
	22 (88)
	1 (4)
	7 (28)


Table 1. Number of infants in each subgroup. *40-60kcal/kg/day, +75-100kcal/kg/day, (105-150kcal/kg/day, #15-25g/kg/day.

13 infants (52%) required insulin.  All infants met the minimum calorie target, with a mean calorie prescription of 95kcal/kg/day. Enteral feeds were commenced between day 1 and 16 with 100% use of human milk. Days to establish full feeds ranged from 10 to 45.
Conclusions: Appropriate nutrition must be a priority in NICU. We postulate that 44% of infants did not meet their energy requirements on day 0-1 as they would usually commence 10% Dextrose on admission to NICU.  There can be a variable length of time before TPN is started and lipids are not always commenced on day 0. We must ensure that the prescription of both is prompt and appropriate. Hyperglycaemia is being treated with insulin while providing adequate calories. Our disappointing growth velocity statistic may reflect the variation at which full enteral feeds were achieved.

QUANTIFYING BRUISING IN EXTREMELY LOW BIRTH WEIGHT INFANTS 

Kieran E, Molloy EJ

Dept. of Paediatrics, National Maternity Hospital, Holles St.; UCD School of Medicine and Medical Sciences, University College Dublin, Ireland

AIMS:

Extremely low birth weight (ELBW) infants have a high risk of bruising during delivery either vaginally or by caesarean section.  Severe bruising has been associated with IVH in a previously by Szymonowicz W et al (1984) but has not previously been quantified.  Recent evidence from animal studies has suggested that limb ischaemia is associated with a systemic inflammatory response and increased brain injury. We aimed to quantify the degree of bruising in ELBW and associations with inflammation and abnormal cerebral imaging.

METHODS:

Using a Lund and Browder burns scale we evaluated the bruise surface area for each ELBW. Mode of delivery, antenatal history, and postnatal outcome were examined. 

RESULTS:

17 infants <1kg were evaluated over a 6 month period. Infants were divided into those with <10% and >10% bruising. There were no significant differences in gestation, birthweight, antenatal steroid doses, CRP, IT ratio, Hb and K. 

	Bruising
	% bruising
	Breech
	C-Section
	Apgar 1
	Mortality
	IVH

	<10% n=9
	4.2+/-3.8
	1
	5
	7
	0
	0

	>10% n=8
	23.0+/-4.9
	7
	1
	5
	3
	Gr IV  n=4

	p value
	<0.0001
	0.0004
	0.07
	0.03
	0.04
	0.01


CONCLUSIONS

Bruising at birth >10% of surface area in ELBW is associated with breech presentation and lower 1st minute Apgar scores. In addition significantly bruised infants have a higher mortality and IVH rates.
IRISH NEONATAL MORTALITY STATISTICS FOR 2007

Walsh, B. and Gormally, S., Department of Paediatrics, Our Lady of Lourdes Hospital, Drogheda

Aims:
To determine the exact cause of neonatal deaths in Ireland for 2007.

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

Results:   22 of the 26 centres replied giving a response rate of 82%.  The number of births in 2007 in Southern Ireland was 69, 686.  The overall number of neonatal deaths for 2007 was 162.    32% had post mortem performed.  The principle causes of death were Congenital Malformations 44% (n=72), Prematurity 37% (n=60) and Asphyxia 7% (n=12).  This compares to figures of 39%, 40% and 8% for 1987 and 32%, 45% and 9% for 2004.  The overall Neonatal Mortality Rate (NMR) for 2007 was 2.4/1000 compared to 2.9/1000 for 2004, and 5.3/1000 in 1987.  The Corrected NMR was 1.3/1000 compared to 1.9/1000 for 2004, and 3.3/1000 in 1987.

Conclusions: The NMR and CNMR, have declined steadily over the past 20 years in Ireland. There has been little change in the main categories for mortality. In 2007 lethal congenital malformations were the leading cause of neonatal mortality, followed by prematurity.
THE NEED TO TARGET THE 20 WEEK ANOMALY SCAN
Ismail SK, Wong VV, Gejdel S, Ismail KI, Slevin J, Burke G

Mid-Western Regional Maternity Hospital, Limerick, Ireland

Aim

The aim of the study was to determine the value of an anomaly scan at 20 weeks. 
Method 

An audit of 262 anomaly scans. Data were stratified according to the referral indication.  The indication groups were (1) advanced maternal age, (2) maternal medical conditions, (3) previous fetal anomaly, (4) multiple gestation, (5) family history of congenital anomaly, (6) abnormality on earlier scan, (7) maternal request.

Results 

There were 11 (4%) anomalies in this group, of which 9 (82%) were detected. There were no anomalies among 96 patients scanned for maternal request alone.

	Group
	N
	Anomaly present
	Anomaly detected

	1
	50
	3 (6%)
	100%

	2
	36
	1 (3%)
	100%

	3
	26
	2 (8%)
	0%

	4
	20
	0 (0%)
	n/a

	5
	27
	1 (4%)
	100%

	6
	7
	4 (57%)
	100%

	7
	96
	0 (0%)
	n/a

	Total
	262
	11 (4%)
	9/11 (82%)


Anomalies detected in Group 1 were anencephaly, encephalocoele and enlarged liver, spleen and heart.  In Group 2, a renal transplant mother had a fetus with severe ventriculomegaly. Two anomalies in Group 3 were not detected: arthrogryphosis and VSD.  In Group 5, a cleft lip and palate was correctly diagnosed.  Anomalies detected during earlier scans, Group 6, included multicystic kidney, two cases of gastroschisis and ascites due to fetal anaemia.  

Conclusion

In a routine two scan programme, the value of an additional anomaly scan at 20 weeks is questionable, except in targeted groups.  Such screening should be concentrated on patients with a suspicious earlier scan, a previous anomaly and advanced maternal age. 
IS ADMITTING SUSPECTED UTI IN PREGNANCY- WASTING MONEY?

Singh S, Kennelly M, Crowley P

The Coombe Women and Infants University Hospital

Urinary tract infections are frequently encountered medical complications of pregnancy. They are also the most common bacterial infections that affect this group. Our aim in this review is to analyse the percentage of admissions with clinically suspected urinary tract infections that were actually confirmed microbiologically with this diagnosis.

It was a retrospective review of charts of 87 women admitted to the Coombe Women and Infants University Hospital beginning from July 2007 to June 2008. Women included in the study were between 24 and 42 weeks gestation admitted to the antenatal ward with symptoms suggestive of a UTI +/- positive dipstick.

87 patients were included in the study. Of these 44(50.5%) had IV antibiotics, 28(32.18%) had oral and 15(17.24%) had no antibiotic treatment at all. The most common antibiotic prescribed IV was Co-amoxyclav (40.9%) followed by cephradine (15.9%) and cefotaxime (15.9%). Interestingly only 21(24.13%) had a positive MSU confirmed. As would be predicted, E.coli was the most common uropathogen (57.1%) followed by enterococcus (14.28%), Klebsiella (4.76%) and pseudomonas (4.76). Only 4 patients were documented to have severe infection/pyelonephrits, who genuinely required admission.

Admitting patients with suspected UTI is costly affair. It is difficult to quantify the cost of lab and and other collateral expanses like staffing, antibiotics. It is clear that hospital bed charge for one night is 500 euros for public patient, which hospital has to pay. There is a major discrepancy between clinically perceived UTI and laboratory confirmation. In our study it is clear if we had managed these cases carefully at outpatients setting, we would have saved reasonable amount of money, and beds would have been available for patients who really in need,without compromising patients safety.   

HAEMOSTATIC LOWER SEGMENT SUTURES FOR PLACENTA PREVIA

Hala Abu, Gerard Burke
Mid-Western Regional Maternity Hospital, Limerick

Background:  Heavy bleeding from the placental bed in the lower uterine segment is frequently encountered during Caesarean sections for placenta previa.  We have developed a specific suturing technique to deal successfully with this problem.  

Case report: A nulliparous patient had a diagnosis of major posterior placenta previa following admission because of antepartum haemorrhage at 29 weeks.  Between one third and one half of the placenta was in the lower segment.  A lower segment Caesarean section was performed at 37 weeks following repeated episodes of bleeding.  A healthy male infant weighing 0000 grammes was delivered.  Following delivery of the placenta, significant bleeding occurred from the placental bed in the lower segment.  This was quickly arrested by administering intra-myometrial prostaglandin F2 alpha and by placing a series of wide and deep figure of eight Vicryl sutures directly into the back of the lower uterine segment through the serosa, effectively ligating arterial vessels in the lower segment.  The dimensions of the bites of the figure of eight sutures were about 2 cm by 2 cm.  Total blood loss was approximately 500 ml.  Operating time was 25 minutes.

Conclusion: We have developed a surgical method for dealing successfully with placental bed bleeding in cases of placenta previa.  We have also used this technique successfully in cases of atonic postpartum haemorrhage, where the broad figure of eight sutures were placed in the upper segment directly over the placental bed.  In such cases, the suturing results in a partially trussed and bound uterus, with haemostasis achieved by compressing the intra-myometrial arterial vessels.  The technique is easy to perform and to teach and is an alternative to B-Lynch and other types of uterine compression suturing.  

OBSTETRIC ANAL SPHINCTER INJURY MANAGEMENT AND DOCUMENTATION

Obstetric anal sphincter management injury and documentation

K McNamara, H McMillan, S O’Sullivan

Department of Obstetrics & Gynaecology, Cork University Maternity Hospital

AIM:We aimed to perform a retrospective audit of obstetric anal sphincter injury (OASI) management and its documentation in CUMH. 

METHODS:We studied a 6 month period April-September 2008. We identified patients with OASI from the birth register. Details of OASI management were collected manually from patient charts. The standard for comparison was based on the RCOG Guideline 20071.  
RESULTS:During the study period, 39 women with 3rd (n=33) or 4th (n= 6) degree tears were identified of which 26/39 were nulliparous. These injuries were classified as shown below.
	Documented type of OASI
	Number
	Percentage 

n=39

	3a
	16
	41%

	3b
	2
	5%

	3c
	4
	10%

	3 (not sub-classified)
	11
	28%

	4
	6
	16%


Gestation at delivery ranged from 35-42 weeks with 37 women delivering at term. There were 17/39 (44%) normal deliveries, 13/39(33%) NB forceps and 9/39(23%) vacuum deliveries. Inductions were performed in 4/39 (36%) women. Birthweight ranged from 2450g - 5120g, with 16% weighing more than 4kg. The method of repair was not documented in 10 cases(26%). It was performed in theatre in 21 cases(54%) and with regional anaesthesia in 34(87%) cases. An overlapping repair was performed in 11(28%) cases and an end-to-end repair in 18(46%) cases. 35(90%) women were prescribed antibiotics and 34(87%) women laxatives. 38/39(97%) women were referred for physiotherapy. Only 11/39(28%) were referred to the perineal or gynaecology clinic for follow-up.

CONCLUSION:There is a wide variation in the management of OASI in Cork. By introducing a standardised proforma we hope that this will improve management, particularly in the important area of follow-up, as well as documentation. We plan to repeat this audit six months after the introduction of the proforma.

REFERENCE: The Management of third- and fourth-degree perineal tears. RCOG March 2007

MATERNAL MORBID OBESITY AND THE RISK OF CAESAREAN DELIVERY 

Maher N,  Farah N, Barry S, Fattah C, Stuart B, Turner MJ

UCD School of Medicine and Medical Science, Coombe Women and Infants

University Hospital, Dublin 8, Ireland.

Aims: To evaluate whether morbidly obese women have an increased risk of obstetric complications and caesarean delivery.

Methods: A retrospective study was conducted comparing morbidly obese, obese and nonobese women with a singleton pregnancy delivered at our Hospital between the 1st January and the 31st December 2007. The hospital computerized database was used to extract information regarding maternal demographics, obstetric and medical history and perinatal outcomes. Morbid obesity was defined as a Body Mass Index (BMI )(weight [kg] divided by height2 [m2]) greater than 39.9.

Results: In the study group 1.2% (n=96) of the women were morbidly obese. The average age in the morbidly obese mothers was 39.3 years (range 18-41) and the majority of which were Caucasians (85.6%). In 23 women a Glucose Tolerance Test (GTT) was no carried out. When compared to the other BMI groups the morbidly obese women had a higher incidence of pregnancy induced hypertension (12.5% vs 10.5%), preclampsia (14.6% vs 7.1%) and of fetal macrosomia (birthweight > 4.5 kg) (6.2% vs 2.4%). The morbidly obese women also had a higher induction rate (45.4% vs 25.9%), caesarean section rate (51.6% vs 22.1 %) and a lower VBAC rate (22.7% vs 47.6%).

Conclusion: Maternal morbid obesity in early pregnancy is strongly associated with a number of pregnancy complications and an increased caesarean delivery rate.Women who are obese and, in particular, morbidly obese should be followed up closely during pregnancy and delivery.

A REVIEW OF THE CURRENT USE OF PALIVIZUMAB IN NEONATAL UNITS IN IRELAND 

S. Kingston1, B.P. Murphy2

1School of Medicine, University College Cork; 2Cork University Maternity Hospital

Aims

Respiratory syncytial virus (RSV) is the leading cause of bronchiolitis in infants. Palivizumab is a humanised monoclonal antibody approved as an immunoprophylactic agent for RSV infection in infants with prematurity and/or chronic lung disease. No formal national guidelines exist in Ireland regarding the administration of palivizumab. This study examines the current use of palivizumab across neonatal units in Ireland. 
Methods

A questionnaire was administered to one consultant neonatologist in each of the twenty neonatal centres in Ireland regarding palivizumab administration, selection of candidates for prophylaxis, infection control policies and perceived impact of palivizumab. A response rate of 90.0% was achieved.

Results

There was variation with regard to site and timing of palivizumab administration. Mixed opinions were reported as to the definition of chronic lung disease and the appropriate oxygen saturation levels at which to commence oxygen. Ten centres had in house protocols for palivizumab prescription, three centres used the American Association of Paediatrics guidelines, two centres preferred the Joint Committee on Vaccination and Immunisation guidelines and three centres did not have a set protocol. There was little consistency found between the in house protocols, with each centre having a different threshold for palivizumab prescription. Four participants felt its use had impacted on hospital admissions and 61 percent believed it is cost effective.

Conclusions

All participants are in concordance that there is a need to implement a national protocol on palivizumab prescribing. In view of this, agreement on the definition of chronic lung disease is also imperative.

AN AUDIT CYCLE OF AN ADVANCED NEONATAL NURSE PRACTITIONER (ANNP) LED RESPIRATORY SYNCYTIAL VIRUS (RSV) IMMUNOPROPHYLAXIS CLINIC

Denise Quinn (ANNP), Sandra Kilpatrick (Neonatal Pharmacist), Dr G Preston, Dr M Hogan.

Neonatal Unit, Craigavon Area Hospital, N Ireland 

Aims:To demonstrate how an audit cycle of an ANNP led RSV immunoprophylaxis clinic can improve standards.

Methods: An audit cycle of the following standards was completed at the end of each RSV season 

· Patient compliance 

· Waiting times                                                                                                                                        

· Readmission rates

· Patient safety

· Costs

· Eligible patients offered prophylaxis

Results: Patient compliance has increased from 86% to 100%. Average waiting times have been reduced from 90 minutes to less than 5 minutes from appointment time. Readmission rates of infants with RSV positive secretions have been 0% for this past three consecutive years. Costs have increased on a yearly basis as more infants have been eligible for RSV prophylaxis. However the cost per patient has decreased from £3,058 per patient to £2,259 per patient through utilisation of the more cost effective 100mg vials and cohorting of patients.

The multidisciplinary approach to the clinic has improved patient safety with all syringes now individually labelled and dispensed from pharmacy. All eligible infants have been offered prophylaxis.

Conclusion; The co-ordination and running of the clinic has evolved to improve the defined standards through the use of yearly audit cycles.  

Anecdotal evidence would suggest that other high risk infants between 32 weeks and 35 weeks gestational age and less than 6 months postnatal age are being readmitted to hospital with RSV positive bronchilitis. An audit of these infants is planned for this year to establish whether these infants should be offered prophylaxis in accordance with the American Academy of Pediatrics guidelines.

PROGNOSIS AND NEUROLOGICAL OUTCOME IN MILD TO MODERATE ISOLATED FETAL VENTRICULOMEGALY: A SYSTEMATIC REVIEW

JP Devaseelan, RJMS, Belfast, C Cardwell, Queen’s University, Belfast, B Bell, Craigavon Area Hospital, Portadown, SSC Ong, RJMS, Belfast.

Department of Obstetrics and Gynaecology, Royal Jubilee Maternity Service, Grosvenor Road,

Belfast BT12 6BA

AIMS: 

We aimed to ascertain risk of aneuploidy, infection and neurological abnormality for the fetus diagnosed with isolated borderline ventriculomegaly. We also aimed to compare the neurological outcome between symmetrical vs. asymmetrical and stable vs. progressive ventriculomegaly.  

METHODS:

 A systematic review was conducted. Literature was identified by searching two bibliographical databases MEDLINE and EMBASE between 1994 and 2007 without language restrictions. The data extracted was inspected for clinical and methodological heterogeneity. Overall rates and confidence intervals for each prognostic factor were calculated. Where there was comparative data, the odds ratio was calculated. 

RESULTS: 

The search strategy yielded 2150 relevant citations of which 28 studies (1496 pregnancies) were included in the review. The overall rate of infection was 1.5% and chromosomal abnormality was 5% (95% CI 3, 7) respectively. The risk of neurological abnormality regardless of karyotype or infection screen was 14% (95% CI 10, 18) and this reduced to 12% (95% CI 9, 15) when both chromosomes and infection screen were normal. The risk of neurological abnormality was significantly lower in stable compared to progressive ventriculomegaly [Odds ratio: 0.29 (95% CI 0.15, 0.58); heterogeneity I² = 0%; p = 0.54]. No significant differences were detected when symmetrical vs. asymmetrical ventriculomegaly were compared [Odds ratio: 0.91 (95% CI 0.34, 2.41); heterogeneity I2=0%; p= 0.96].

CONCLUSION: 

This systematic review provides the physician with some estimates of prognosis in cases of isolated borderline ventriculomegaly. 
THE LENGTH OF PREGNANCY AMONG TWIN GESTATIONS. 

NADINE FARAH, JENNIFER HOGAN, BERNARD STUART, SEAN DALY, 1

Coombe Women and Infant's University Hospital,Dublin, Ireland; 
AIMS: Twin pregnancies are associated with preterm birth. What is more difficult to predict is what is the average gestational age at delivery for twin pregnancies at gestational ages during the pregnancy.

METHODS: We analyzed a database of all 972 twin pairs delivered in our institution over a period of 8 years where one twin weighed more than 500g. We stratified the pregnancies into  groups  24, 28, 32, 36 and 36+ weeks.

RESULTS: There were 4.9% of babies delivered by 28 weeks, between 28 and 32 weeks 4.5% of the population delivered. Between 32 and 36 weeks  28.8% delivered and between 36 and 38 weeks a further 34.3% were born. After 38 weeks 27.3 % were born with 0.8% delivered after 40 weeks.

CONCLUSION: This data is very useful for counselling women who are expecting twins as greater than 90% of pregnancies that reach 24 weeks will deliver after 32 weeks when neonatal morbidity is significantly reduced.

Gestational age at delivery in twins

	Gest Age in Days (weeks)
	No. of babies delivered (% of Total)

	168 (24)
	16 (0.8%)

	196 (28)
	80 (4.1%)

	224 (32)
	186 (9.6%)

	238 (34)
	352 (18.1%)

	252 (36)
	746 (38.3%)

	266 (38)
	1412 (72.6%)

	273 (39)
	1844 (94.8%)

	280 (40)
	1928 (99.1%)

	280+
	1944 (100%)


ANTENATAL SHARED CARE – SELF FLAGELLATION?

E. Boggs SPR, A. Alkabaza SPR, A. Harper Consultant

Royal Jubilee Maternity Service, Belfast.

BACKGROUND:

Increasing birth rates have impacted on antenatal clinic attendances. In Royal Jubilee Maternity, Belfast, there are 24,000 antenatal clinic attendances annually, with a further 22,000 at the emergency admissions unit.

This represents ~900 bookings per consultant per year.

Antenatal clinics need to balance patient experience and foetal – maternal outcomes against acceptable workloads and opportunities for training. 

The crudest measure of foetal outcome is stillbirths, at 3.4 per 1000 births, this compares favourably with the UK average of 4.1 per 1000 births. (CEMACH 2005)

AIM:

Assess the relevance of the 29 and 35 week visits. Identify reasons for visits outside ‘shared care’ framework. Ultimately, to reduce unnecessary visits, and improve clinic efficiency.

METHODS:

Standards were taken from RJMH Antenatal Care guidelines, 2004, recommending visits at booking, 29,35 and 41 weeks gestation. (Recent NICE guidelines recommend booking and 41weeks with low risk patients being seen in midwife-led clinics between)

This was a prospective study over one week. One pro forma generated per patient consultation.

RESULTS:
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Expected attendances per week ~500, we achieved 412 data sheets, representing a capture rate of 77%.

79% of patients at 29 weeks had no significant fetomaternal problems, whereas at 35 weeks 45% were deemed not to have problems.

24% of patients outside the 29/35/41 week framework had no reason to be at clinic. 

CONCLUSIONS:

In low risk shared care, the 29 week visit seems appropriate to drop from the hospital schedule. Whereas the 34 week visit should be retained.

A policy of antenatal clinic referrals at 29 weeks with EDC and placental location problems could be initiated. Overall the number of clinic attendances should reduce, with no significant difference to fetomaternal outcomes.

IMAGE QUALITY ASSOCIATED WITH THE USE OF A MAGNETIC-RESONANCE-COMPATIBLE INCUBATOR IN NEONATAL NEUROIMAGING
Kevin O’Regan1, Nalini Pandit2, Michael Maher1, Noel Fanning1, Peter Filan2
1Department of Radiology, Cork University Hospital, 2Department of Neonatology, Cork University Maternity Hospital.

Aims

Magnetic Resonance (MR)-compatible incubators provide an imaging / transport system that facilitate reduced infant handling, have inbuilt continuous patient monitoring and contain specific neonatal imaging coils. Reducing infant handling in the MRI suite will reduce infant stress levels and movement. This will result in less motion artefact. The use of specific neonatal neuroimaging MR sequences will also result in better image quality. The aim of this study was to compare MR image quality following the introduction of an MR-compatible incubator to previous standard MR imaging protocols. 

Methods
Two radiologists retrospectively evaluated neonatal MRI brain examinations performed at our unit during an 18-month period. Image quality was subjectively graded 1-3 based on the clarity of the tissue interfaces (1=good quality, 2=diagnostic but suboptimal, 3=non diagnostic). Signal-to-Noise Ratio (SNR), an objective measure of image quality, which compares the signal of the brain tissue to that of background noise, was calculated in a standard sequence (T2 axial FSE) for each study. 
Results
48 infants underwent MRI brain examination: 21 using standard MR equipment and sequences, 18 in the MR-compatible incubator with standard MR sequences and 9 in the MR incubator with modified MR sequences. Mean gestational age was 38 (30-42) weeks. Mean postnatal age at the time of scan was 13 (1-56) days. The commonest indications for scanning included neonatal encephalopathy (n=16), hydrocephalus (n=4), meningoencephalitis (n=3), central hypotonia (n=2). Motion artefact was immediately reduced following introduction of the incubator (71-46%). SNR improved significantly following modification on MR imaging sequences.

	
	Standard MR Group

(n=21)
	Incubator Group with   standard MR protocol

(n=18)
	Incubator Group with   modified MR protocol

(n=9)

	Diagnostic Study (Grade 1/2)
	42%
	67%
	89%

	Signal-to-Noise Ratio (n=39)
	71
	76
	213 (p=0.02)


Conclusions

This study demonstrates that use of the MR compatible incubator reduces motion artefact and therefore increases the likelihood of obtaining diagnostic MR images. If MR scanning parameters are modified, SNR is significantly improved leading to acquisition of higher quality scans.  

Maternal Bioelectrical Impedance Analysis (BIA) is a better predictor of birth weight than Body Mass Index (BMI)

S. Barry, C. Fattah, N. Farah, B. Stuart, MJ. Turner

UCD School of Medicine and Medical Science, Coombe Womens and Infants University Hospital, Dublin 8, Ireland.
Aims: Increasing Body Mass Index (BMI) has been associated with both increased fetal weight and high birth weight. This study compared BMI with Bioelectrical Impedance Analysis (BIA) as a predictor of birth weight in women who delivered a live baby at term. 

Methods: The study was prospectively designed. One hundred women after a singleton pregnancy were recruited on their second day postpartum. Women with diabetes mellitus or significant co-morbidities were excluded. Each woman had height measured electronically and weight and body composition measured by Bioelectrical Impedance Analysis (Tanita), using a multifrequency, eight electrode system. Body Mass Index was calculated postpartum and for the first antenatal visit.

Results: The mean birth weight was 3580g (± 490g SD). The mean BMI at booking was 25.9 kg/m2 (± 4.9 SD). Correlation analysis was performed between birth weight and BMI at booking, postnatal BMI, bone mass, upper limb fat mass, lower limb fat mass and trunk fat mass. Fetal weight did not correlate with maternal BMI at booking. Fetal weight did correlate with postnatal BMI (p=0.001), trunk fat mass (p=0.007), lower limb fat mass (p=0.02), upper limb fat mass (p=0.0001) and most significantly with bone mass (p=0.0001). Stepwise multiple regression analysis revealed that the only significant predictor of fetal weight was maternal bone mass (r = 0.45, p=0.0001). We performed further analysis using combined variables and found that using stepwise multiple regression analysis, bone mass combined with upper limb fat mass increased the r value to 0.52 (p=0.0001).

Conclusion Maternal bone mass measured by BIA, and not BMI, is the most useful component of maternal body composition for predicting birth weight. Also, combining bone mass with upper limb fat mass increased our ability to predict fetal weight. The relationship between maternal body composition and fetal weight is more complex than hitherto suspected.
THE PREDICTIVE VALUE OF MIDDLE CEREBRAL ARTERY INDICES FOR FETAL ANAEMIA AT THE TIME OF THE FIRST INTRAUTERINE TRANSFUSION.

HM Ryan, SM Cooley, N Russell, R Mahony, S Carroll, F Mc Auliffe, P Mc Parland 

National Maternity Hospital, Holles Street, Dublin 2, Ireland.

Aim: To investigate the validity of the Mari “action line” in rhesus isoimmunisation and intrauterine blood transfusion.

Methods: The first Irish intrauterine transfusion (IUT) was performed in the National Maternity Hospital in 1990. Since then more than 220 transfusions have been undertaken, establishing our unit as the National Referral Centre for Intrauterine Transfusion in Ireland.

Middle Cerebral Artery peak systolic velocity (MCA PSV) has replaced amniocentesis in the detection of fetal anaemia. The Mari paper in 2000 suggested a 12% false positive intervention rate in the prediction of moderate/severe anaemia. Small numbers were involved (n=35). We evaluated our experience since 2000 using MCA PSV in the prediction of fetal anaemia by correlating the last MCA PSV performed with the fetal haemoglobin at the first IUT.

All cases requiring IUT between January 1st 2000 and January 31st 2009 were identified from a register in the fetal medicine unit and the notes were reviewed to determine the gestation at IUT, antibody type, MCA value prior to transfusion and fetal haemoglobin at the first IUT.

Results: 54 women underwent fetal blood sampling (FBS) for suspected fetal anaemia during the study period. Mari et al in 200 defined moderate fetal anaemia as a fetal Hb 2-7g/dL less than expected for gestation and severe fetal anaemia as fetal Hb >7g/dL less than expected for gestation. The median gestation in our cohort was 28.2 weeks. In all cases the fetal haemoglobin was less than 2 standard deviations (SDs) below the mean expected for that gestation when a cut-off of 1.55MoMs was used in MCA analysis as advised by the Mari paper. The sensitivity of the Mari action line was 100% for fetal anaemia. However when the degree of fetal anaemia was assessed the false positive rate for fetal anaemia 5-7g/dL less than expected for gestation was 18.5% and for severe fetal anaemia where the fetal haemoglobin is 8-10g/dL less than expected is 53.7%.

Conclusion: Whilst our data was consistent with the Mari data the results suggest that using MCA PSV 1.55MOMs as the action line may identify many cases with moderate anaemia some of whom are unlikely to need immediate intervention. Therefore FBS may not always be warranted when the Mari action line is exceeded and that the action line warrants further refinement.

ASSESSMENT OF PLACENTAL PERFUSION USING THREE-DIMENSIONAL POWER DOPPLER ULTRASOUND IN NORMAL PREGNANCY AND PRE-ECLAMPSIA

J. Costa, H. Rice, D. Spence, C. Cardwell, A. Hunter, S. Ong.

Royal Jubilee Maternity Hospital, Belfast.

Aims: To test the hypothesis that (1) placental perfusion, as determined by 3D ultrasound, decreases from the basal plate towards the chorionic plate. (2)  That placental perfusion is different in normal pregnancy compared to pregnancies complicated by pre-eclampsia. 

Methods: 9 women with normal pregnancy and 9 women with pre-eclampisa were studied. Three dimensional power Doppler ultrasound was used to acquire individual placental volumes. Rotational measurements of placental volume were acquired using virtual organ computer aided analysis (VOCAL TM). The power Doppler signal were then semi-quantified within the ‘histogram facility’, which generates the three indices of perfusion, namely vascular index (VI), flow index( FI) and vascular flow index (VFI). The student’s t test was used to test for statistical significance.  

Results: In both normal pregnancy and pre-eclampsia, we were unable to demonstrate a change in perfusion parameters from the basal plate towards the chorionic plate. For normal pregnancy, the mean (Standard error) for VFI from the basal plate towards chorionic plate was recorded as 19.2 (3.7), 8.9 (4.03) and 18.9 (7.7)

Although not statistically significant, VI, FI and VFI were lower in pre-eclampsia compared to normal pregnancy in all regions of the placenta. 
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Conclusion: Although all three (VI, VFI, FI) of the perfusion parameters were lower in pre-eclampsia compared to normal pregnancy in all regions of the placenta, statistically significant differences could not be demonstrated. A decrease in perfusion from the basal plate towards the chorionic could not be demonstrated either. A larger study is planned. However, given the high variability of the readings, a similar conclusion may be reached.

KELL ISOIMMUNISATION: A CONDITION OF INCREASING IMPORTANCE

D Sweetman, Neonatology, R Collins, Haematology, JF Murphy, Neonatology

National Maternity Hospital, Holles Street, Dublin 2, Ireland

Introduction:  The relative importance of Kell antibody has increased since the reduction in Rhesus isoimmunisation.  Although uncommon it is potentially a serious problem for the affected fetus because in addition to haemolysis it also causes bone marrow suppression.  Women may become sensitised following a blood transfusion.

Aims:  There is very little Irish data on Kell isoimmunisation.  In particular we do not have information on how frequently the fetus is affected.  We carried out this study in order to establish the frequency of the condition and the spectrum of severity in those affected.

Methods: The records of the Blood transfusion department NMH were examined for the period 1984-2006 and those with anti-Kell antibodies identified.  The case notes of any affected infants were subsequently examined. 

Results: During the study period there were 176,000 births.  Of these there were 117 women who were anti-Kell antibody positive.  Among the 117 anti-Kell antibody positive pregnancies there were 16 affected fetuses.  Of these 16 affected fetuses the outcome was as follows- 3 intrauterine deaths, 4 fetuses required intra-uterine transfusions, 1 required a top-up transfusion after birth, 7 infants had prolonged hyperbilirubinaemia  requiring phototherapy, 1 infant had long-term neurological sequelae.

Discussion: This study gives an insight into the uncommon but important problem of Kell isoimmunisation.  It is encountered in 1 in every 1,504 pregnancies.  The data indicates that 13.6% of women with anti-Kell antibodies will have an affected fetus.  In the 22-year epoch, 16 affected fetuses were encountered.  If this were extrapolated to the whole country it would suggest that we could expect 5.4 affected fetuses annually.

Conclusion: This study highlights the problem of Kell isoimmunisation.  As its relative importance has increased, those involved in perinatal medicine, both obstetrics and neonatology, need to have an understanding of its clinical significance and likely outcome.         
INCIDENCE OF HYPOTHERMIA IN INFANTS ADMITTED TO THE NICU AND THE EFFECT OF THE ENVIRONMENTAL TEMPERATURE AT DELIVERY

S Tabassum, C Mc Dermott, I Farombi-Oghuvbu, T Clarke

Department of Paediatrics, The Rotunda Hospital, Dublin 1.
Introduction: 


Delivery room temperature should be maintained at 25°C or higher, (WHO)
. It is recommended to keep preterm babies in thermal plastic bag from neck down (NRP) and to keep delivery room temperatures >26°C
.
Aim:
To determine the following
· The incidence of hypothermia in infants admitted to NICU at the Rotunda;
· The Delivery and Theatre room temperature at birth

· Association between room temperature and the infant’s temperature on admission.

Method: 

All in-born babies, admitted directly from delivery suite or theatre to the NICU during 2 months period, (15/09/08 to 15/11/08) were studied prospectively.
Results: 

Eighty-eight babies were included in study, median gestational age 35 weeks (range 25-42),   median birth weight 2100g (range 760-5140). Room temperature of delivery/theatre ranged 19 – 26.6 °C.
Forty-three (48%), babies were hypothermic on admission. Of 62 babies whose delivery area ambient temperature was available 59% (37/62) babies were born in temperature <25°C; 50% of these (31/62) were hypothermic. 74% (23/31) of the babies who were hypothermic at admission also had low delivery ambient temperature. 

Seven out of 88 infants in the study were less than 28 weeks GA; all were placed in thermal bags at delivery. 71% (5/7) had rectal body temperature <36.5°C at admission. Ambient temperature was low (range 22-24.4°C) in 5 infants and not recorded in 2 infants.

Conclusion:


The incidence of hypothermia is high in infants admitted to NICU. Frequently delivery and theatre room temperature are lower than WHO recommendations. Approximately three-quarters of infants who were hypothermic on admission had low ambient theatre/delivery room temperatures. Staff awareness is important and strict adherence to the guidelines about ambient theatre/delivery room temperature is required, particularly for the preterm infants.
References:

Neonatal Respiratory Extracorporeal Membrane Oxygenation (ECMO) Referrals from Ireland

EL-Khuffash A, Kieran E, Molloy EJ. 

Dept of Paediatrics, National Maternity Hospital, Holles St., Dublin; UCD School of Medicine and Medical Sciences, University College Dublin, Ireland.

AIMS:

Extracorporeal membrane oxygenation (ECMO) is a complex technique for providing life support in neonatal respiratory failure.  The UK Collaborative ECMO trial demonstrated cost-effectiveness and substantial improvements in neurological morbidity and mortality Currently, infants requiring ECMO in Ireland are referred to one of various centres in the UK and Scandinavia. We aimed to review the number of infants referred from Ireland for respiratory ECMO.  

METHODS: 

All infants with a non-cardiac condition referred from Ireland for ECMO were reviewed for diagnosis and outcomes.

RESULTS:
11 infants required ECMO and referred to the Scandinavian team for ECMO although one infant improved and did not require ECMO. Four infants died: one infant died prior to arrival of the ECMO team, 3 infants had fatal diagnoses and one infant with Congenital diaphragmatic hernia received pre-op ECMO.  The median (interquartile range) gestational age was 39.7 (38.3 – 40.7) weeks and birthweight of 3.7 (3.2-4.0) kg. The median age at the decision to transfer for ECMO was 13h (4-123) and the team arrived at 23 h (12-132). All infants had a normal cranial ultrasound and echo prior to ECMO and 2 infants had an abnormal MRI post-ECMO. The time on ECMO was 9 days (3-17) and total length of hospital stay was 32 d (23-36). There were no pre-ECMO clinical or biochemical predictors of mortality.

CONCLUSIONS:

Neonatal respiratory ECMO is unavailable in Ireland and recently infants have been transferred on ECMO support by the transport ECMO team from the Karolinska Institute in Sweden. Mortality has been associated with unsurvivable diagnoses. Continuing audit of infants requiring ECMO is essential to ensure optimal outcomes.

therapeutic hypothermia IN Northern Ireland in the post toby era

B Sweeney, D G Sweet.
Royal Jubilee Maternity Hospital, Belfast 

Aims: Perinatal asphyxia causing encephalopathy occurs in approximately 2/1000 births, may account for up to 30% of cases of cerebral palsy, and results in a significant health care burden.  The TOBY trial aimed to establish if total body cooling improved survival & neuro-developmental outcomes and recruitment ended in November 2006.  Data from TOBY and similar trials suggests that hypothermia may be a beneficial therapy. Neonatologists in Northern Ireland have offered therapeutic cooling to asphyxiated term infants since early 2008 and this is a review of our experience.
Methods: Babies offered cooling were identified retrospectively from the NICU admission book and the national TOBY cooling register. Data was collected on condition at birth, their neonatal management and course and subsequent outcome. 

Results: In 2008 therapeutic cooling was offered to 12 term babies (7 females & 5 males) who had evidence of a significant asphyxial insult at birth. Mean (SD) gestation was 40 (±0.86) weeks and birth weight 3.30 (±0.47) kg. Mean (SD) cord pH was 6.8 (±0.24) and median APGAR scores were 2, 3 and 4 at 1, 5 and 10 minutes respectively. Three babies were born in the Royal Maternity Hospital (RMH), the remainder were outborn and transferred in from other hospitals. Cooling was started before 6 hrs of age in all babies. Median (range) time to initiation of cooling was 4 (2.5-6) hours. Many babies were initially over-cooled, the target temperature of 33-340C was reached between 3 and 18hrs after starting cooling. Two babies died < 32hrs of age. Four required full tube feeding at discharge and 6 had a normal suck. Two died since discharge. Median (range) duration of stay in RMH was 10.5 (2-35) days. 

Conclusion: Despite accepting referrals from multiple centres for therapeutic cooling we have been able to initiate cooling within 6 hours in all cases.  Attempting to start cooling prior to transfer has resulted in a number of admissions being profoundly hypothermic on arrival in RMH, highlighting the importance of having a low reading rectal thermometer in all units.   

STEREOLOGY OF THE PLACENTA IN NORMAL, TYPE 1 AND TYPE 2 DIABETIC PREGNANCIES. 

M Higgins1,  P Felle2, EE Mooney3, J Bannigan2, F Mc Auliffe1
Obstetrics and Gynaecology1, Anatomy2, University College Dublin; Pathology3 National Maternity Hospital Dublin Ireland

Pre-gestational diabetes mellitus (PGDM) affects less than 1% of all pregnancies but is a significant cause of fetal morbidity and mortality. The placenta is the essential link between mother and the developing fetus in utero and placental disease can affect fetal outcome. The aim of this study was to assess placental structure in type 1 (T1) and type 2 (T2) diabetic pregnancies compared to normal non diabetic controls. 

Stereology is a well developed scientific method of defining three dimensional structures from two dimensional images. The placenta from each consenting woman was collected immediately after delivery and sampled in a systematic random fashion to obtain a series of images for analysis. Stereological analysis was performed using a computerised stereology programme (Image Pro 6.2, Media 
Cybernetics, Inc, Silver Spring MD, USA) to assess volume and length of placental components; statistical analysis used ANOVA and t tests.

Ten non diabetic, eight T2 and ten T1 women consented to the study. There was no difference between the groups regarding maternal age, neonatal birth weight, or placental weight. Terminal villi volume was significantly increased in both diabetic groups compared to controls (volume: 23% ND, 33% T2, 35% T1; p<0.05). Capillary volume and length was increased in T1 diabetic pregnancies compared to non diabetic controls (volume: 6% ND, 10% T1; length 46.km ND, 88.7km in T1; p<0.05 for both)

Placental terminal villi allow for gaseous exchange in the third trimester. Delayed villous maturation (DVM) of the placenta is a subjective histopathological diagnoisis whose features includes increased terminal villous volume. We have previously shown that a subjective diagnosis of DVM is associated with maternal diabetes and increase perinatal mortality. This study objectively confirms the association between maternal diabetes and increased terminal villous volume. Furthermore, capillary volume and length is increased in the placenta of normally grown infants of T1 diabetic mothers compared to non diabetic controls.   Further studies investigating the association between diabetes and markers of haematopoesis are ongoing. 
ADVERSE PREGNANCY OUTCOMES IN WOMEN WITH A BMI OF 40 OR MORE

VV Wong, U Tahir, CE Law, K Field, G Burke

Mid-Western Regional Regional Maternity Hospital, Limerick

Objective: To assess the pregnancy outcomes of women with morbid obesity.

Methods and materials:  A prospective study of women with body mass index (BMI) 40 and above who delivered at the Regional Maternity Hospital, Limerick between January 2007 to December 2008.  Parameters analysed includes hypertensive disorders, carbohydrate metabolism disorders, mode of delivery, delivery complications, anaesthesia problems and neonatal outcomes.

Results: A total of 84 women were identified (0.8% of the hospital population) with a mean age was 30.2 years, mean BMI was 41.8 and mean birth weight was 3.69 Kg. 31% had hypertensive disorders and half of these treated with antihypertensives. 35.7% had carbohydrate metabolism dysfunction and 15.5% had co-existing hypertension and diabetes.    Labour was induced in 34.5% at a mean gestation of 40 weeks and 2 days. 27.6% had caesarean delivery because of failed induction of labour. The caesarean rate was 41.7% (25% elective, most commonly because of previous caesarean section). 31.4% Of caesarean sections involved at least two senior doctors present and the mean operating time was 59.2 minutes. 29.8% Had babies weighing more than 4 kg with 6% weighing more than 4.5 kg.  A significant wound infection occurred in 20%. The rate of conversion from regional to general anaesthesia was 5.7%. 28.6% of patients had instrumental vaginal delivery and 2% had shoulder dystocia. Primary PPH occurred in 13%. The admission rate to the neonatal unit was 16.7%.

Conclusion: A BMI of more than 40 was associated with a very high prevalence of hypertensive disorders and of carbohydrate metabolsim dysfunction. The caesarean rate was increased and the operations were complicated by longer operating time, more conversions to general anaesthesia and more wound infections. The mean birthweight of 3.69 kg suggests that more vaginal deliveries might have been achieved with less obstetric intervention, especially induction of labour.

IS INCREASING BODY MASS INDEX (BMI) ASSOCIATED WITH INCREASED MATERNAL PERINEAL TRAUMA FOLLOWING CHILDBIRTH?

Broderick, V., Farah, N., Walsh, C., Fattah, C., Barry, S., Stuart, B., Turner, M.J.

UCD School of Medicine and Medical Science, Coombe Womens and Infants University 

Hospital, Dublin 8, Ireland.
Aims

           To examine the relationship between increasing BMI and maternal perineal trauma following childbirth.

Methods

BMI was calculated at the booking antenatal visit and women were categorised using the WHO recommendations. Obstetric data was computerised using the EuroKing System. All women who delivered a baby weighing ≥500g from January 2005 to June 2008, and whose BMI were calculated at the first antenatal visit, were included.

Results

Of the 14883 women studied, 6076 (40.8%) were primigravidas and 8807 (59.2%) were multigravidas. Based on a BMI > 29.9kg/m2, 676 (11.1%) of primigravidas and 1571 (17.8%) of multigravidas were obese. Based on the BMI categorisation, the caesarean section rate increased as BMI increased, due mainly to an increase in emergency caesarean sections in primigravidas and in elective caesarean sections in multigravidas.


Increasing BMI was associated with an increased incidence of babies weighing 4.0 - 4.5kgs and > 4.5kgs in both primigravidas and multigravidas. However, the increased number of bigger babies was not associated with an increase in the rates of episiotomy or 3rd/4th degree tears in those mothers having a vaginal delivery.


In the different BMI categories, caesarean section rates and instrumental vaginal rates were higher in primigravidas than multigravidas although mean birth weights were similar in the different categories. Based on BMI, obesity is commoner in multigravidas but is more likely to be associated with maternal trauma in primigravidas who labour.

Conclusions

Future efforts to avoid obstetric complications associated with maternal obesity should focus on primigravidas. Obstetric interventions in multigravidas who are obese may be counterproductive and lead to unnecessary operative intervention.

Table 1: Caesarean section rates in BMI categories

	BMI (kg/m2)
	<18.5
	18.5-24.9
	25.0-29.9
	30.0-34.9
	>35.0

	Elective CS Primips
	2.9%
	4%
	4.3%
	4.5%
	6.8%

	Emerg CS Primips
	7.9%
	13.6%
	19.4%
	31.1%
	37.1%

	Total CS Primips
	10.8%
	17.6%
	31.2%
	35.5%
	43.9%

	Elective CS Multips
	11.6%
	8.1%
	11.1%
	13.9%
	20.6%

	Emerg CS Multips
	7.3%
	5.8%
	6.9%
	10.1%
	11.4%

	Total CS Multips
	18.9%
	13.9%
	18%
	24%
	32%


PSYCHOLOGICAL SERVICES FOR WOMEN GIVING BIRTH IN THE COOMBE WOMEN’S HOSPITAL

Dr Aileen McAuliffe, MRCPsych, Senior registrar
Dr Noirin Russell, MRCPI, Specialist Registrar, Obstetrics and Gynaecology

Dr Joanne Fenton, MD, APBN, Consultant Psychiatrist

Objectives: The childbearing years are recognised as the peak incidence of mental health problems in a woman’s life. It was with this in mind that we undertook to investigate the level of service provision in the Coombe Women’s Hospital. We set out to review all the case notes of women in 2006 who indicated at their booking clinic that they suffered from some form of psychological distress. We specifically investigated what action if any was taken and whether they were referred to the Mental Health Liaison Clinic.

Methodology: Using the hospital’s electronic records we were able to determine that in 2006, 499 women out of 4188 assessed at a booking clinic answered yes to the psychological problems section of the Questionnaire. We performed a review of these 499 women’s charts.

Results :  Out of those women, 67 were referred to Dr Fenton’s Mental Health Liaison Clinic.  Of most importance were the 37 women who reported that they were depressed at the time of booking. 23 of these were not referred.

113 women indicated that they had experienced Post Natal Depression in the past. In 77 of these charts there was no mention at all made by the doctor of this history. 15 were referred to Dr Fenton. 2 patients were offered. There appeared to be no system in place to flag up concerns for potential further episodes of Postnatal depression.

1 woman reported that she had suffered puerperal psychosis. There was no reference to this at all in the doctor’s notes. 

Conclusions :  We believe there is loss to follow up occurring as evidenced by the doctor omitting to address concerns reported at the midwife booking clinic. Future service development should attempt to minimise this loss to follow-up. The use of the term Postnatal Depression needs to be amended to provide for a more meaningful assessment of the patient’s needs. 

LATE PRETERM INFANTS AT THE CWIUH IN THE 21ST CENTURY

Awadalla A., Baunok A., Sheehan K.,Miletin J, Sheridan-Pereira M., Coombe Womens and Infants University Hospital, Dublin

AIMS: To evaluate morbidity of late preterm (34+0 - 36+6) births at the CWIUH in 2007 and its contribution to overall premature morbidity and NICU/SCBU bed-days. 

METHODS: Cases were identified from the hospital database. Data was collected on maternal (age, parity, marital status) and fetal factors (gestational age, sex, weight, multiple pregnancy) and neonatal outcomes (admission/first week readmission, length of stay, respiratory distress, hypoglycaemia, sepsis, hypothermia, hyperbilirubinaemia or neuromorbidity).

RESULTS: 365/8325 (4.4%) livebirths were late preterms and they accounted for 66% of all preterm births (553). Single-parenthood (>40%) and males (58%) were over represented. 188 (51.5%) were admitted to the neonatal unit including   sets of twins and triplets. 10 babies were readmitted in the first week of life.

 Unit days and mean length of stay were calculated. ,respiratory morbidity, hypoglycaemia, neonatal sepsis, hypothermia, hyperbilirubinaemia, neuromorbidity and congenital anomalies were identified. 

CONCLUSION: Though late Preterm infants have lower morbidity risks compared to more immature preterms their proportionate contribution to neonatal workload remains high. Best evidence care pathways for this group need to be developed to provide quality care, which is effective and efficient. Obstetric prematurity needs to be audited as the continuum of morbidity is frequently underestimated.

WATERBIRTHS – 9 YEARS EXPERIENCE IN A MIDWIFERY-LED UNIT (MLU) 

Roberta Jess, Ward Manager (MLU), Dr Michelle Feeney, Dr Jenny Hughes, Dr Tim McCormick, Dr Martina Hogan, Craigavon Area Hospital, Northern Ireland

Background

The use of hydrotherapy in labour has a number of beneficial effects including pain relief, relaxation and increased wellbeing for women. Are these benefits outweighed by perceived maternal and perinatal risks?
Methods

Maternal and neonatal outcomes have been retrospectively analysed among low risk women. Comparative maternal outcomes and neonatal admissions were audited following chart reviews.

Results

 5,119 women gave birth in MLU: 3,661 (71.5%) had a dry land birth and 1,458 (28.5%) a waterbirth. The overall transfer rate to D/S was 2.57%, with 0.6% following water births. The main indication was suturing of anal sphincter tears (1.26%) of which 0.21% followed water birth. 1.9% of water births had a postpartum haemorrhage compared with 1.7% after land births. 0.91% of women had a manual removal of placenta with no difference between either group.

2.6% of waterbirth babies required admission to the Neonatal Unit (NNU) compared to 3.1% of dry land births. Leading reasons for admission in both groups was respiratory difficulty and polycythaemia. More infants were admitted with polycythaemia following waterbirth. There was 1 death from Group B Streptococcal infection following land birth.

Discussion

Most women opted for physiological management of 3rd stage among the waterbirth category. A reduction in PPH and NNU admissions was observed following a change in practice in the early years. Anal sphincter tears during waterbirth occurred much less frequently compared with land birth, supporting the theory that waterbirth reduces perineal trauma.

Conclusion

Waterbirths compromise 28.5% of births in the MLU. This audit has shown that waterbirth is an acceptable and safe mode of birth in Craigavon Area Hospital, and supports the joint RCOG / RCM Statement (2004).

OBSTETRIC AND NEONATAL DASHBOARDS  - AN ESSENTIAL COMMUNICATION AND STRATEGIC TOOL

Dr Nicola-Anne Henderson, Registrar, Obstetrics and Gynaecology

Dr Joanne McKenna, Registrar, Obstetrics and Gynaecology 

Dr Tim McCormick, Consultant, Obstetrics and Gynaecology

Dr Martina Hogan, Consultant Paediatrician 

Craigavon Area Hospital, Southern Trust HSCNI, Lurgan Road, Portadown, Co. Armagh, BT63 5QQ 

Objective

Demonstrate that use of Dashboards is beneficial to Neonatal and Obstetric Care

Methods

Our routine neonatal and obstetric data is now displayed on dashboards in the delivery suite, midwifery led unit and neonatal unit. Dashboards aim to provide good quality, relevant, real-time information in which local activity levels are compared with National and Royal College standards and numerics. Captured data is displayed in readily digestible, visual formats, facilitating information dissemination across multidisciplinary teams, improving cohesion and reinforcing the link between local practice and outcome. Dashboards are also a driver for immediate targeted intervention, strategic service planning and are integral in performance management and the delivery of quality care. They form a core element in Lord Darzi’s Next Stage Review and the Health Informatics Review.

Neonatal dashboards monitor unit capacity, outcomes, incidents and attendance at mandatory educational sessions. Critical incident forms are completed in breaches of clearly defined standards. Midwifery led dashboards record unit activity, delivery modes and interventions. Obstetric dashboards resolve unit activity and capacity, intervention rates, adverse incidents and important quality outcome standards.

Results

The Neonatal dashboard has been used in the successful business case for an additional 10 neonatal nurses to meet capacity demands. MLU dashboards have been a catalyst to increase MLU delivery activity in 2008/9. Obstetric dashboards are currently utilised in strategically changing the delivery of care, promoting normality and reducing interventions, with a goal of reducing Caesarian Section and maternal morbidity rates.

We present examples of current dashboards, details of consequent ongoing programs of service change, and information from staff feedback questionnaires.  

Discussion

The Dashboard is a valuable tool for multidisciplinary team communication, particularly for junior medical staff working shifts who may be unable to attend all updates and training sessions. 

On going monitoring of department compliance with national standards is now part of routine practice.

IMPLEMENTATION OF REACH OUT AND READ PROGRAMME (ROR) ASSOCIATED WITH SIGNFICANT INCREASE IN LITERACY ORIENTED ACTIVITIES AMONG ROTUNDA PAEDIATRIC OUTPATIENTS

L Brennan, S Mulvany, L Kyne*, M McEvoy, Y Masuya, T Clarke

Paediatrics Departments; the Rotunda Hospital, Parnell Street, Dublin 1; the Children’s University Hospital, Temple Street*, Dublin 1

Aims:  ROR is an inexpensive, internationally established early childhood literacy promotion programme.  At clinic visits paediatricians and nurses give families new, developmentally appropriate books to take home and encourage them to read regularly with their young children.  The Rotunda paediatric outpatient department (POPD) incorporated the first programme in Ireland in October 2007 (cost: €2500 per annum provides 1000 books).  To evaluate its impact we surveyed convenience samples of patients over 3 months corrected age in the waiting room pre and post ROR initiation. 

Methods:  Parents were surveyed regarding their child’s daily activities, focusing on those associated with language development.  All but one parent approached agreed to participate; 38 surveys were completed at baseline and 38 after ROR establishment.  Using EpiInfo, responses were compared pre- and post-ROR (Chi Square or Fisher Exact).  Responses were sub-analysed by medical cardholder status.  

Results:  There was a significant increase in literacy oriented home activities among medical cardholders post-ROR.  Those with books at home for their child increased from 55.6% to 92.9% (Fischer 0.02); those who listed reading as one of parents’ or child’s three favourite shared activities increased from 0% to 33.3% (Fisher 0.01) & 0 to 20% (Fisher 0.08) respectively; those who included reading as part of bedtime routine increased from 0% to 33.3% (Fisher 0.01); parents who read to their child increased from 50% to 71.4% (P 0.22); parents who reported their child’s doctor or nurse discussed language development increased from 5.6% to 26.7% (Fisher 0.12). 

Conclusion:  There was a significant increase in literacy promoting activities reported among medical cardholders after incorporation of ROR into Rotunda POPD routine practice.  As ROR is inexpensive and easy to implement, clinics serving disadvantaged populations should consider adding it to their practice. 
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CONGENITAL HEART DISEASES IN NEWBORNS - POSTNATAL DIAGNOSIS AT ROTUNDA HOSPITAL

R Agouba, S Saleemi, JD Corcoran, I Farombi-Oghuvbu, Dept. of Neonatal Paediatrics, Rotunda Hospital, Dublin 1

Background: 


Early diagnosis of congenital heart disease (CHD) significantly reduces morbidity and mortality and improves out-come in newborn. Current practice is towards improving prenatal detection of CHD1. However, not all CHD are detected on prenatal scanning. Echocardiography in neonatal unit has a high yield for diagnosis of structural and functional cardiac abnormalities, often resulting in a change in clinical management. It can be reliable tool in the hands of neonatologist2. 

Objectives:

· To assess role of post-natal echocardiography in diagnosis of CHD at the Rotunda Hospital. 

· To assess the concordance of echocardiography findings done by neonatologists in Rotunda Hospital with those done by cardiologists. 

Methods: 


Retrospective study (January 2007 – December 2007). The charts of all newborns with CHD were reviewed. Postnatal diagnoses were recorded. Postnatal ECHO findings in Rotunda Hospital were compared with the findings by cardiologists. 

Results:


A total of 8257 life infants were born during the study period. Forty-three infants were identified with structural CHD. Fifteen infants were excluded as there was no complete data in 13 infants and 2 infants had echocardiography done by either only the cardiologist or the neonatologist. 

Of the remaining 28 infants diagnosed postnatally, there was 89% concordance (25/28 infants) in echocardiography findings by neonatologists and cardiologists. Findings on 5 out of these 25 infants were partially non-concordant, but they were referred early to the cardiologists, so their management was unaffected.The findings on the remaining 3 infants (11%) were non-concordant. 

Conclusion:


Echocardiography is a very valuable tool in NICU.  It can be a reliable tool in hands of neonatologists who are and should be aware of their limitations.   

References:

1-Early prenatal diagnosis of major heart defects. Curr. Opin Obstet Gynecol 2001.

2-Evaluation of echocardiography on the neonatal unit.- Archives disease in childhood 2003:88:F287
A 5-YEAR RETROSPECTIVE ANALYSIS OF THE INCIDENCE OF, AND RISK FACTORS ASSOCIATED WITH THE DEVELOPMENT OF CONJUGATED HYPERBILIRUBINAEMIA IN VERY LOW BIRTH WEIGHT INFANTS.

Ahmareen O, Gibbons C, Kirkham C, Corcoran D., Rotunda Hospital, Dublin

Aims:

Cholestatic jaundice is a well-described complication of prematurity. Its aetiology and management differs from infants born at term. Our aim is to assess the incidence of cholestasis (conjugated bilirubin ≥ 30micromol/l) in a retrospective cohort of VLBW infants (<1.5kg) at a large single neonatal unit and to identify co-morbidities and other clinical and laboratory associations.  

Methods:
All babies born weighing <1.5Kg in the Rotunda Hospital (n=536) between years 2003-2007 were included in a case control study. A case cohort of 101 infants with a conjugated hyperbilirubinaemia of ≥ 30micromol/l was identified. 435 infants were controls. Infants were identified using the Vermont Oxford Network. The statistical procedures used included 2-tailed t-test and partial correlation analysis controlling for gestation.

Results:

The incidence of conjugated hyperbilirubinaemia in our population was 19%. We found that lower gestational age did not increase the risk of cholestatic jaundice. When controlled for gestation, days of total parenteral nutrition were correlated with the risk of jaundice (r =0.28, p< .0001) and necrotizing enterocolitis was also correlated with conjugated hyperbilirubinaemia (r =0.52, p< .0001). Late onset sepsis was not found to be statistically significant.

Conclusion:

Conjugated hyperbilirubinaemia is a common complication of prematurity, and associated with total parenteral nutrition & necrotizing enterocolitis. Contrary to previous studies, we did not find a positive correlation between cholestatic jaundice and lower gestational age.  Further research is planned to address the pathophysiological effect of this jaundice with a view to formulating guidelines to aid its management in the NICU setting.
SPONDYLOEPIPHYSEAL DYSPLASIA CONGENITA IN A NEONATE

 Ahmareen O1 ., Whelan A1., Foran. A1.,  Lynch S. A2., Clarke T1. 

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

Spondyloepiphyseal dysplasia refers to a heterogeneous group of disorders characterized by shortening of the trunk & to a lesser extent, the limbs. SED congenita (SEDC) is an autosomal dominant, non-lethal form characterized by typical skeletal dysplasias, vertebral changes & ocular manifestations. 

We report a girl who was born at 39 weeks gestation by emergency LSCS for fetal distress. An antenatal diagnosis of skeletal dysplasia was made at 24 weeks following ultrasound. The child’s father has a skeletal dysplasia and is 103 cms in height. He was born with a cleft palate and spent the first 3 months in hospital because of respiratory difficulties. Following review of the father a diagnosis of SEDC was made based on autosomal dominant nature of the condition, cleft palate, normal development, club foot, inguinal & umbilical herniae, hip dislocation and the typical skeletal changes on X-ray. The family were counseled that the child would be affected by the same disorder.

Our patient, his daughter, at 4 months shows typical features of the condition. Dysmorphic features noted include: malar hypoplasia, cleft palate, micrognathia, prominent eyes, marked head lag, small thorax, marked lumbar lordosis, short limbs and systolic murmur.  The patient was extensively investigated: Skeletal survey: the vertebrae have abnormal configuration -flattened oval, particularly in thoracic spine, rhizomelic shortening of limbs & underdevelopment of pubic bones. Karyotype: normal. Echo: 2 small muscular VSDs. Ultrasound: both hips dislocated. 

Spranger and Wiedemann first described SEDC 1966. SEDC is a rare genetic disorder with an estimated prevalence of approximately 3.4 per million population. The incidence rate is approximately 1 per 100,000 live births. In Ireland, there have been 5 cases between 2000 & 2009 giving a similar estimated incidence. The gene for SEDC is known as COL2A1; mutations in this can cause different skeletal dysplasias including: Sticklers syndrome, Kniest dysplasia, achondrogenesis type II as well as SEDC. High myopia (sometimes leading to retinal detachment) and deafness both sensorineural and conductive are often seen in these syndromes.   

This case represents the sixth case of SEDC we are aware of in Ireland.
THE PATTERN OF NEONATAL DEATH 2002-2007; STRATEGIES FOR REDUCTION OF NEONATAL MORTALITY , IN A LARGE MATERNITY HOSPITAL.

Al Daysaai F, Aslam S, Corcoran D, Clarke T.

Department of Paediatrics, Rotunda Hospital, Dublin 1.

Aim: 

To describe the main causes of neonatal mortality and to review potential interventions to reduce neonatal mortality in a large maternity hospital.   

Method: 
A retrospective review of neonatal deaths (>500 gram weight) in a recent six year period (2002-2007) was performed.
Results: 
There were 164 neonatal deaths, 138 early and 26 late, in a population of 42,373 live births. Neonatal mortality was 3.87/1000 live births. Corrected neonatal mortality rate, omitting lethal congenital malformations, was 2.17/1000 live births.  

Sixty neonates died due to prematurity.       41 were < 26 weeks (68.1%).  38/60 (63.3%) were 

500 – 749g birth weight, 12 (20%) 750 - 1000g and 10 (16.6%) >1000 grams. The main causes of mortality between 27-30 weeks gestation were pulmonary hypoplasia with PPROM (4), NEC (3),  intraventricular haemorrhage (3), coagulopathy (2), and air leaks, pneumothorax / PIE (3). There were only two deaths between 30 to 36 weeks gestation.    

During the 6 years, 22 deaths were due to HIE. 10 were due to other specific diagnoses including metabolic disorders (4) and SIDS (2), 72 deaths were due to congenital malformations, including trisomies 18 (6.7%) and 13 (3.6%) and neural tube defects (6 %).

Corrected neonatal mortality rate 2.17 is similar to 2.18 in 1991-1996, (Finan et al, IJMS 1999). Deaths due to extreme immaturity increased, although survival rate improved, and deaths due to HIE also increased.

Conclusion:
The high percentage of deaths due to malformations may be because the hospital is a tertiary referral centre.  We feel that there is some room for improvement in management of immature infants > 750 grams. Ongoing meticulous audit of deaths due to HIE is important.
WHO’S BEST INTEREST?
Katey Armstrong1, Colin P Hawkes1, Anthony Ryan1, Annie Janvier2 and Eugene M Dempsey1. 1Neonatology, Cork University Maternity Hospital, Ireland and 2Neonatology, McGill University, Montreal, QC, Canada. 

Background: Resuscitation is often initiated without consideration of underlying medical conditions or circumstances.

Objective: To study the attitudes towards resuscitation at different ages of life across a variety of healthcare professionals involved directly or indirectly with resuscitation decisions.

Design/Methods: An anonymous questionnaire was posted to health care professionals, including medical students, junior doctors and consultants in Neonatology, Paediatrics, Obstetrics and Emergency Medicine. Questions addressed eight resuscitation scenarios. 
-3 infants (24 week preterm, term with malformation, 2mth with meningitis) with 50% survival. Among survivors there is a 25% chance of serious disability, 25% chance of mild disability -7 y cerebral palsy with learning difficulty. New head trauma: 50% survival, 50% chance to recover back to baseline
-13 y with AML (CNS involvement): 5% survival and 20% impairment.
-35 y with brain cancer: 5% survival, 100% serious sequelae
-50 y with multiple trauma: 50% survival, 50% serious abnormal outcomes.
-80 y with dementia and new stroke: 50% survival and 50% return to baseline
Respondents were asked if they would intubate the patients, and about resuscitation decisions, if it was in the patients best interest and if it was their own family member.

Results: There were 128 (64%) responses to date. The vast majority of respondents (85.2%) would always resuscitate the 2 mth old, followed by the 7 yr old (81.2%) and 50 yr old (67.1%). Although similar outcomes are presented for the three infants, 53.9% felt it was always in the best interest of 2mths old to be resuscitated compared to only 21% for the preterm infant. Medical students were less likely to concur with parents refusal to resuscitate at 24 weeks (13% vs. 28%, p value 0.03) and more likely to advocate intervention if it was their own child at 24 wk (66% vs.28%), term ( 43%vs. 20%, p value 0.006).

Conclusions: Despite similar outcomes, the extreme preterm infant and term newborn infant would appear to be devalued compared to older infants and children. The preterm infant and term infant is less likely to be always resuscitated compared to adults with worse outcome. Medical students have a more vitalistic approach to resuscitation.
	Scenario
	Always Resus
	Best Interest
	Resuscitate First

	24 week
	55
	21
	7.8

	Term
	51.6
	19.5
	0.7

	2 month old
	85.2
	53.9
	44.1

	7 yr old
	81.2
	49
	34.6

	13 yr old
	60
	44.5
	4.7

	35 yr old
	57.8
	21
	0.7

	50 yr old
	67.1
	53.9
	3.9

	80 yr old
	29.6
	10.1
	0.7


all values are in percentages
AN AUDIT OF RESULTS OF ROUTINE GROWING BLOODS IN WELL PRETERM INFANTS

N Azizah1¹,  H Mabul¹, J O’Conor¹, T Stack¹

¹ Regional Maternity Hospital Limerick.

Aims: To analyse the results of routine growing bloods in well preterm infants to determine the frequency of resulting medical intervention

Methods: This prospective study examined the results of all routine bloods, performed on 50 babies in the NICU between March and December 2008. Samples were analysed on babies who were preterm, on full enteral feeds, not on medication except for vitamin supplementation and assessed to be clinically well. Samples analysed included full blood count (FBC), Urea and electrolytes (U&E), calcium, phosphate, alkaline phosphatase, magnesium, serum bilirubin and liver function tests.

Results: Babies ranging in gestational age from 27+6 to 36+2 weeks were included. 164 samples were collected and 485 analyses performed. 59 out of 86 FBCs showed abnormalities with indices outside of the normal laboratory range, however only 3 of these required intervention (top-up transfusion). 10 of the 78 U&Es performed revealed abnormalities which prompted repeat sampling only in 3 cases but no further intervention was required.  No abnormal results were detected when calcium, phosphate, alkaline phosphatase and liver function tests were analysed. 1 abnormal magnesium level was detected in the 58 measured. No intervention was necessary in this case. 28 of 46 measurements of serum bilirubin were abnormally elevated and in 2 cases these babies required phototherapy. 

Conclusions: Only 1% of all investigations performed led to medical intervention. These interventions were RBC transfusion and phototherapy. Blood letting can lead to iatrogenic anaemia and unnecessary pain for babies; it also potentiates the risk of infection. This practice is also associated with significant financial cost. We conclude that there is little to support the practice of routine growing bloods in well growing preterm infants. 

The National increase in Gastroschisis Repairs

Barrett M.J1, Kinsella CBK2, Malone F2, Flood K2, Soha S2, Foran A1.

1Dept. Neonatology, Children’s University Hospital, Temple Street, Dublin.

2 Dept. Foetal Medicine, Rotunda Hospital, Dublin.

Aims: 

(1) Documenting incidence and rates of Gastroschisis repair in Irish tertiary level paediatric hospitals over the last 8 years. 

(2) Documenting incidence of antenatal diagnosed Gastroschisis at the Rotunda Maternity, Ireland during the same time period.

Methods: 

Retrospective review of patients diagnosed antenatally at the Rotunda Maternity and of babies admitted for Gastroschisis repair in the period 1999-2006 to all Irish tertiary level paediatric hospitals. Patients were identified using foetal medicine database, ultrasound anomaly register, theatre records, the hospital inpatient enquiry system (HIPE) and were cross-referenced with ICU datasets and patient case notes.

Results:  

	Year
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	Gastroschisis repairs
	11
	19
	11
	9
	13
	19
	18
	18
	

	National Births1
	53,354
	54,239
	57,882
	60,521
	61,517
	61,684
	61,042
	64,237
	

	Rate of repairs  per 10,000 births
	2.06
	3.50
	1.90
	1.48
	2.11
	3.08
	2.94
	2.80
	

	Antenatal dx 
	2
	0
	0
	1
	2
	4
	4
	3
	10

	Births at Maternity
	6,334
	6,310
	6,600
	6,971
	6,790
	6,731
	6,804
	7,325
	8,325

	Rate of gastroschisis per10,000 in Maternity
	3.15
	0
	0
	1.43
	2.94
	5.94
	5.88
	4.09
	12.01


Discussion:

While the actual number of Gastroschisis repairs is relatively small the observed rise in recent years nevertheless represents a sizeable increase on the annual number of cases (usually one or two prior to 1994) 2.  This study also highlights the need for a prospective collection of socio-demographic data for these infant mother pairs.

References:

1. Irish Central Statistics Office. http://www.cso.ie/statistics/bthsdthsmarriages.htm

2. McDonnell R, Delany V, Dack P, Johnson H. Changing trend in congenital abdominal wall defects in eastern region of Ireland. Irish Medical Journal 2002 Sep; 95(8):236,238.
Infant safety during air travel 

Barrett MJ, Molloy EJ

Dept of Paediatrics, National Maternity Hospital, Holles St., Dublin; UCD School of Medicine and Medical Sciences, University College Dublin, Ireland.

AIM:

The gold standard of infant air travel safety is the use of an approved child restraint system (CRS), which is designed to protect an infant in cases of non-fatal or survivable airplane incidents, in which infants are at the highest relative risk of serious injury. The Federal Aviation Authority (FAA) and AAP encourage and insist, respectively, on CRS use. Analysis of airplane crashes in which there were fatalities and survivors from 1976-1979 has revealed a relative mortality risk of 5.9 (United States) and 9.6 (worldwide) in children compared to restrained adults. We aimed to document current international infant safety practices by commercial airlines.

METHODS:

Systematic review of commercial airline websites exposing their current infant safety practices. The three groups analysed were: ‘ten transatlantic low fare carriers’, ‘top ten international airlines 2008’ and ‘Top 10 US Domestic September 2007-August 2008’.

Results:

	Groups
	Mandatory CRS
	Encourage

CRS
	Discount without

CRS
	Discount

with CRS
	CRS supplied by airline
	Website info on CRS

	Transatlantic
	No 10/10 
	No  5/10
	No  0/10
	No  7/10
	No10/10
	No 6/10

	
	Yes 0/10
	Yes 5/10
	Yes10/10
	Yes 3/10
	
	Yes4/10

	
	
	
	
	
	
	

	International
	No 10/10
	No  8/10
	No  0/10
	No  0/10
	No10/10
	No 5/10

	
	Yes 0/10
	Yes 2/10
	Yes10/10
	Yes10/10
	
	No 5/10

	
	
	
	
	
	
	

	US Domestic
	No 10/10
	No  2/10
	No  1/10
	No  5/10
	No10/10
	No 2/10

	
	Yes 0/10
	Yes 8/10
	Yes 9/10
	Yes 4/10
	
	Yes8/10

	
	
	
	
	UK 1/10
	
	


Key: 
CRS –Child Restraint System; UK- Unknown 

CONCLUSION

CRS use is not mandated nor is it requested by the airline authorities. US based airline carriers lead the way with provision of information but have the least financial incentives. Parents who plan to use a CRS face a paucity of information. 
MENKES DISEASE PRESENTING WITH SEVERE NEONATAL HYPOTHERMIA

Barrett MJ.*, Monavari AA. •, Devany D.ˆ, Ryan S.ˇ, O’Donnell B ͌, Murphy JF*
Departments of *Neonatology, •Metabolism, ˆPathology, ˇRadiology, ͌ Dermatology

The Children’s University Hospital, Temple Street, Dublin 1

Introduction: Neonatal hypothermia is a major cause of neonatal morbidity, mortality and manifest significant pathology. There is limited evidence concerning the safest and most effective method of re-warming severely hypothermic newborns. Slow re-warming has been advocated as it replicates the normal physiological process in a neonate, which minimises a negative therapy impact.
Case: A 2.8kg eight-day-old male presented with a 2 day history of poor feeding, pallor and cold extremities. Clinically had severe hypothermia (25.2º), bradycardia (60 B.P.M), acidosis (Ph 7.16) with decreased perfusion and profound hypotonia. Requiring resuscitation with intubation, volume expansion, pressor support and rewarming using internal and external modalities.

Infection, endocrine and cardiac investigations were non-diagnostic. Metabolic investigations revealed pathologically low serum copper and caeruloplasmin levels. Radiology revealed bilateral uncomplicated duplex kidneys and Magnetic Resonant Angiography revealed tortuous vessels, both intra and extracranially with a double loop configuration of middle cerebral arteries bilaterally. Electron microscopy of hair shaft revealed pili torti and trichorrhexis nodosa. Later, Menke’s disease was confirmed by a genetic deletion on exon 6-9 of ATP7A gene on the X chromosome. External warming was necessary due to temperature instability which resolved on initiation of copper histadine injections.
Follow up clinics demonstrated delayed development, hypotonia and failure to thrive. He was readmitted at 7 months of age with lower respiratory tract infection and had developed progressive cardiac failure with resultant multisystem failure despite intensive support.

Conclusion: This report reveals the clinical variability of Menkes disease with an acute presentation in the neonatal period. Menkes disease should be considered in any infant presenting with significant hypothermia.

CLINICAL AND HISTOPATHOLOGICAL CORRELATION OF ISOLATED ACUTE DEEP WHITE MATTER (WM) INJURY ON MRI IN TERM INFANTS PRESENTING WITH NEONATAL ENCEPHALOPATHY. 

Barrett MJ1, Mooney EE2, O’Donoghue V³, Twomey A1
Department of ¹Neonatology, ²Pathology and ³Radiology National Maternity, Holles Street, Dublin

Method: From our cohort of infants with neonatal encephalopathy we identified 5 infants with acute changes noted on early MRI that were exclusively confined to the deep white matter. This type of injury has previously been described mainly in the preterm population. 

Results: Gestational age ranged from 36 - 39 weeks. All infants had a 5 min Apgar of ≥7. Of three infants with cord blood gases, none had a cord pH ≤ 7.0. Four infants were well at birth and transferred to the postnatal ward. Three infants had mild encephalopathy on presentation, of which 2 developed seizures. One patient developed seizures day 4 of life. One patient had no neurological symptoms but had an abnormal cranial ultrasound (performed because of a concern regarding sepsis). In all cases, diffusion MRI demonstrated patchy restricted diffusion in WM. These findings indicate injury was acute in nature and timed the insult to the perinatal period. Infection and metabolic disease were excluded in all cases. Follow up MRI at 2 years old demonstrated WM signal abnormality in the same location and in some cases, the appearances resembled that of periventricular leucomalacia. Placental histopathology revealed 4(80%) infants had moderate to severe chronic lymphocytic villitis, a finding only noted in 10% of a normal population. Three of the 4 cases had severe villitis with associated stem vessel obliteration (found in only 2% of a normal population). At follow up, 3 children had normal neuropsychological assessments and 2 infants had evidence of cerebral palsy 

Conclusion: We report 5 cases of isolated acute injury to the deep WM in term infants presenting with neonatal encephalopathy. 80% of patients had a single finding on placental histology. With better imaging techniques and by correlating clinical and pathophysiological findings, we may gain a better understanding of this complex group of patients.
THE DEVELOPMENT OF ACUTE THYROTOXICOSIS IN A TWIN PREGNANCY.

JP Beirne (ST1), F Conway (Senior Sister, Maternity Unit), H Courtney (Consultant Endocrinologist), RG White (Consultant O&G).

Mater Infirmorum Hospital, Belfast Health and Social Care Trust, 47-51 Crumlin Road, Belfast, BT14 6AB.

BACKGROUND:

Hyperthyroidism is the second most common endocrine disorder seen in pregnancy, second to Diabetes Mellitus.  It complicates around 0.1 – 0.4% of pregnancies.  The autoimmune condition Graves’ Disease accounts for about 85% of these cases.  The remainder includes De Quervain’s thyroiditis, toxic multinodular goitre, and toxic adenoma.  

Uncontrolled hyperthyroidism, especially in the second and third trimesters, can lead to significant maternal, fetal, and neonatal morbidity and mortality.  If left untreated miscarriage occurs in up to 26% of cases, premature labour in up to 25%, fetal mortality may be as high as 24%, and neonatal thyrotoxicosis in as many as 12%.

CASE REPORT:

We describe a case of acute thyrotoxicosis, presenting at 28 weeks gestation, in a 26 year-old P3+1, with elevated BMI, dichorionic diamniotic twin pregnancy.  We outline the initial presentation, management, and post-natal care.  We report the refractory nature of her condition and its complications, namely pre-eclampsia.  We detail the fetal surveillance and summarise the initial neonatal care.  

This case required intensive multidisciplinary and joint endocrine-obstetric-neonatal management in a specialist unit.  Ultimately, treatment with anti-thyroid drugs and inpatient management successfully prolonged the pregnancy to 34+4 weeks gestation.  Delivery by caesarean section was carried out due to the unstable nature of her condition.

DISCUSSION:

Acute thyrotoxicosis in pregnancy is a rare but interesting topic.  It is often difficult to differentiate hyperthyroidism from the hypermetabolic state of pregnancy.  Once diagnosed, urgent treatment to maintain clinical euthyroidism is the goal standard.  

The various management options, their indication, and their adverse effects are outlined within this discussion.  We hope that this report will be of educational benefit for all involved in maternity and neonatal care.
AUDIT OF CAESAREAN SECTION INCISION SITES

E.W.BOGGS, SUPERVISOR: P.P.FOGARTY

ULSTER HOSPITAL, DUNDONALD, CO. DOWN. N. IRELAND.

BARKGROUND: 

Caesarean section is the most common surgical procedure in the world. 
A surgical incision should balance the need for access, against the desire to preserve abdominal wall function. Factors to consider include speed of entry, body habitus, previous scar, and cosmesis. The incision has implications for infection, haematoma, and nerve damage.

AIMS:

To acertain current positioning of C/S incisions. Identify confounding factors that may influence this decision; patients BMI, elective vs emergency procedures, grade of operator.

METHODS:

Sources of evidence sought via Ovid/PubMed/RCOG. Transverse lower abdominal incision is preferred to reduce post operative pain, and incisional hernia. 80% of respondents to an RCOG survey use Pfannenstiel incision.

Pfannenstiel described a ‘transverse skin incision, centred above the symphsis pubis, 2-5 cms above the symphsis and usually 10-15cms in length.’

A prospective observational study identified patients at day 2 post Caesarean, risk factors recorded from notes, and verbal consent obtained for taking incision measurements. 

RESULTS:

Data collected for 40 patients . Based on Pfannenstiel’s three criteria, results as follows:

1. Incision 2-5cm  above symphsis pubis –  39/40 or 97.5%

2. Incision 10-15cm in length – 3/40 or 7.5%

3. Centred above symphsis -  29/40 or 72.5%
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Results for confounding factors show almost normal distribution curves for BMI, elective vs emergency procedures, and grades of staff performing operation.

Conclusions:

Questionable relevance of a 19th century gynaecological description to 21st century obstetric practice, hence only 7.5% of incisions 15cm or less. Operators should modify their incisions to individual circumstances, and not have ‘standard’ incision for each procedure.

Pre-operative wound marking, or intra-operative placement guides may aid centring of incisions and avoid excessively large incisions.   
FETAL MRI – INDICATIONS, FINDINGS, AND EFFECT ON MANAGEMENT

Boyle M, Robinson I, Kent E, Foran A , Malone F, Barry–Kinsella C, Ryan S

Departments of Neonatology & Fetal Medicine, The Rotunda Hospital
Department of Radiology, The Children’s University Hospital, Temple St.
Purpose

We aimed to review the indications for and the findings of Fetal MRI and to assess the effect of the Fetal MRI on prognosis and management 

Materials and Methods, 

All Fetal MRIs done over a 3-year period referred from the Rotunda Hospital were identified from radiology records and the indications and findings were reviewed. The significance of the findings were assessed and the effect on prognosis and or management was recorded. The findings were compared with postnatal data where these were available.

Results 

13 fetal MRIs were done at mean gestational age 29.6 weeks (range 21 to 35) for further evaluation of obstetric ultrasound findings, of the brain 10, thorax 2, and placenta 1.

6 had a change in diagnosis or a narrowing of the differential diagnosis. In 7 there was no change in diagnosis. The prognosis was altered in 5, 4 had severely abnormal findings with worsening of prognosis and prognosis was improved in 1. In 8 the prognosis was not altered and confirmed a bad likely outcome. MRI findings led to intrapartum surgery in 1 patient and to referral and delivery in a tertiary rather than local centre in 4 patients. 

Conclusion. 

Fetal MRI is useful for further evaluation of obstetric ultrasound findings and leads to change in prognosis and or management in a significant number of patients.

TO ADMIT OR NOT TO

Chawda N, Prasad K, Thomas M

Our Lady of Lourdes Hospital, Drogheda.

Aim: To look at usefulness of admitting all  babies born to diabetic mother to SCBU for initial management.

Methods :  We did a  retrospective chart review of all babies born to diabetic mother admitted to SCBU at level 3 regional hospital between 01/01/08  to 31/12/08.Data collection  done through  HIPE records and admission records with maternal & babies chart.

Results: During the study period we had 4334 deliveries. Of these 490 were admitted to SCBU. 37 babies fulfilled criteria for study. Of these  12 were born to mothers with IDDM, 25 to gestational diabetes.35 mothers were on insulin during pregnancy and 2 were diet controlled.33 babies were born by LSCS, 3 were SVD and 1 foreceps assisted.

Babies demoghraphic: Of the 37 babies 21 were males and 16 females. Weight range were between 2.03 kgs to 4.66 kgs. Gestation ranged from 28 wks to term.

16 babies had blood sugar ( Haemecue ) < 2.6 mmol/l on admission, of these 8 were < 2.0mmol/l. 10 babies recieved bolus. One of them had severe TTN / PPHN, 4 had mild TTN and 1 died  due to sepsis. Of the 37, 29 babies were back to Mother at 24 hrs of age.

Conclusion : Majority of babies were discharged back at 34 hrs. None of them had further problems. If blood sugar can be adequately measured in post natal ward lot of these admissions can be avoided.
AN AUDIT OF SYPHILIS SEROLOGY IN PREGNANT WOMEN ATTENDING THE ROTUNDA HOSPITAL 2005-08.

V. Ciprike1, V. Jackson1, J.S. Lambert1, 3, 4, S. Coulter-Smith1, M. Cafferkey1, 2, M. Brennan1, K.B Grundy1, M. Eogan1

1. The Rotunda Hospital, Parnell Square, Dublin 1. Ireland

2. The Rainbow Clinic, The Children’s University Hospital, Temple Street, Dublin 1, Ireland

3. The Catherine McAuley Research Centre, Mater Misericordiae University Hospital, Nelson Street, Dublin 7. Ireland 

4. University College Dublin, Dublin, Ireland

Untreated syphilis during pregnancy is associated with congenital syphilis which can result in premature delivery, stillbirth and foetal or neonatal infection. In Ireland, screening for maternal syphilis in pregnancy is routine and enables prompt maternal treatment and prevention of vertical transmission. The aim of this audit was to determine the seroprevalence of syphilis in women attending the Rotunda Maternity hospital over a 4-year period.

Data on all syphilis serology positive women (TPPA) between 1st Jan 2005 and 31st Dec 2008* was retrospectively gathered from the hospital’s patient administration system (PAS) and patient charts. Data collected included demographics, antenatal registration, laboratory, and medical history and delivery information. Data was analysed using SPSS v15.0

During the review period 36 372* women booked for antenatal care at the Rotunda. Of these 119 (0.33%) had positive treponemal serology at their booking visit; 45% of women were newly diagnosed at antenatal screening and 57% of all seropositive women received treatment during pregnancy. There was one miscarriage, one stillbirth, but no cases of congenital syphilis. The majority of women were from Eastern European countries including Romania (13%), Moldova (10%) and Latvia (9%). Subsequent screening of partners, where applicable, allowed further identification of both active and latent infections. Of particular note are 4 cases where the woman and/or male partner had high syphilis serology titres suggesting the infection occurred during the pregnancy.

The incidence of syphilis in Ireland has increased in recent years, largely due to immigration from countries of high prevalence. Antenatal screening is not only essential for identifying infected women and reducing the risk of vertical transmission but also provides an opportunity for contact tracing and treatment of infected partners. 

*2008 data is provisional at this stage

Phototherapy Cessation and Rebound Jaundice

AC Cleanthous, JF Murphy

Dept. of Neonatology, The National Maternity Hospital, Holles Street

Rebound jaundice is an ill-defined, imprecise phenomenon.  It is based on the expectation that the serum bilirubin (SB) will increase/rebound after phototherapy is discontinued.  The frequency and magnitude of the post phototherapy cessation increase in SB is not well documented.  However, concerns about this potential complication lead to repeated SB estimations and the delayed hospital discharge of otherwise healthy infants.

We mounted this study to examine and quantify the relevance of rebound jaundice.

The study group consisted of a cohort of term infants who required phototherapy for neonatal jaundice.  A total of 125 infants were included in the study.  The infants had an SB estimation prior to discontinuing phototherapy and a further SB performed 6-12 hours after stopping phototherapy.  Of the 125 infants in the study, 99 infants were DCT negative and 26 infants were DCT positive.  For the DCT negative infants the pre phototherapy cessation SB mean value was 237±39μmol/l and the post phototherapy cessation SB mean value was 235±40μmol/l.  For the DCT positive infants the pre phototherapy cessation SB mean value was 173±66μmol/l and the post phototherapy SB mean value was 177±67μmol/l

Table

Pre Phototherapy Cessation SB     
Post Phototherapy Cessation SB

DCT Neg Infants         237±39


235±40  (P=0.36)     

DCT Pos Infants
173±66                                 
177±67  (P=0.05)

In the case of DCT negative infants post phototherapy rebound jaundice was not encountered as a problem, the latter level being lower.  In DCT positive infants there was a modest mean rise in SB after stopping phototherapy.

In conclusion DCT positive infants should continue to be checked for rebound jaundice.  In the case of DCT negative infants there is the potential to rationalise the practice.
ELEVATED TROPONIN IS ASSOCIATED WITH NEONATAL TERM BRAIN INJURY

Delany A, Walsh A, Donoghue V, Twomey A, Molloy EJ.

Dept of Paediatrics & Radiology, National Maternity Hospital, Holles St., Dublin; UCD School of Medicine and Medical Sciences, University College Dublin, Ireland.

AIMS
Troponin is a sensitive marker of asphyxia in term infants mirroring the myocardial injury sustained in global hypoxia-ischemia. In addition troponin is a sensitive marker of severity of stroke in adults and neonatal encephalopathy. We aimed to examine the relationship between Troponin-T in infants with asphyxia and brain injury on MRI.

METHODS:

Serum troponin was sampled in infants requiring resuscitation at birth and/or neonatal encephalopathy in a tertiary referral neonatal centre from July 2006-July 2008. Infants with congenital defects, evidence of infection and maternal drug addiction were excluded from the study. Infants were retrospectively divided into those with normal and abnormal MRI and/or cranial ultrasounds. Birth history, clinical parameters and brain imaging were evaluated.

RESULTS:

102 term infants with asphyxia had serum troponin-T measured of which 57 were excluded as the samples were hemolysed, unavailable or unsuitable. 20 infants with abnormal cerebral imaging had mean (+/-SD) troponin 0.4+/-0.3ng/mL (Normal <0.1 ng/mL). 25 infants with normal cerebral imaging had mean troponin of 0.1+/-0.07ng/mL (p=0.01 versus infants with brain injury). Gestation, birthweight and Apgar scores were similar in both groups. Troponin did not correlate with cardiac involvement such as inotrope use or bradycardia.

Conclusions

Infants with brain injury on MRI or cranial ultrasound following perinatal asphyxia had significantly elevated serum troponin. Further studies combining troponin and MRI may assist in classification of neonatal brain injury to define aetiology, prognosis and response to treatment.

PRENATAL DIAGNOSIS OF CONGENITAL CARDIAC DEFECTS

M Dempsey, K Flood, R Agouba, E Kent, I Faroumbi, M Geary, FD Malone, C Barry

Rotunda Hospital, Dublin

Aim: 

To determine rate of diagnosis of major and minor congenital cardiac defects since the introduction of routine second trimester antenatal ultrasound screening in 2007.

Method:

Retrospective observational study from January to December 2007. Patients were identified from the Neonatal Anomaly Register. Information was obtained from the Viewpoint Ultrasound Register and individual maternal chart review.

Results:

In 2007, there were 8456 babies > 500g delivered in the Rotunda Hospital. Forty-four congenital heart defects were recorded in the neonatal register (5.2/1000 births). Analysis excluded defects that could not be detected antenatally (n=7) and those where no anomaly scan was performed (n=6). Of the remaining 31 cases, 12 were classified as major and 19 as minor. Of the 12 major cardiac anomalies, 42% were diagnosed antenatally with 100% concordance with neonatal diagnosis. Of the 19 minor cases, 16% were detected antenatally. Of the 7 undiagnosed major cases (2 pulmonary atresia,1 rhabdomyoma, 1 hypoplastic right ventricle, 1 aortic stenosis, 1TOF, left ventricle hypoplasia).  4 had normal four chamber view and outflow tracts observed. Outflow tracts were not visualized in two cases and in the other patient views were suboptimal due to increased maternal BMI. 

Conclusion: 

Routine anomaly scanning detects approximately half of major congenital cardiac malformations. Minor malformations are less likely to be diagnosed in the antenatal period.
ACUTE ACALCULOUS CHOLECYSTITIS PRESENTING AS NECROTISING ENTEROCOLITIS

J Dixon, D Millar

Royal Jubilee Maternity Service, Belfast

We report a case of acute acalculous cholecystitis (ACC) in a preterm neonate and review the current literature regarding neonatal ACC.  ACC is extremely rare in the newborn period and there are only a few case reports worldwide. In adult patients this condition can arise after positive-pressure ventilation, total parenteral nutrition, bile stasis and opioid therapy.

Our case was a twin baby born at 35weeks gestation with multiple congenital anomlies.  He was ventilated in the postoperative period after oesophageal atresia and tracheo-oesophageal fistula repair and had commenced feeds via a transanastomotic tube. He was also known to have co-arctation of the aorta which was due to be repaired, bilateral anotia and a left sided facial palsy.

He developed vomiting, abdominal tenderness and guarding with a mass in the right flank. Blood work revealed a raised C-reactive protein and thrombocytopenia. Abdominal Xray showed dilated loops with a possible area of pneumotosis. A clinical diagnosis of necrotising enterocolitis was made and he was placed nil orally and commenced on intravenous antibiotics.

Laparotomy the next day revealed normal bowel with a tense, distended, oedematous gall bladder. This was treated conservatively with intravenous antibiotics for two weeks. Blood cultures subsequently grew streptococcus salivaris. 

He made good clinical recovery and a follow up ultrasound scan is due 2 months post-laparotomy.

SUSPECTED PE/DVT DIAGNOSIS AMONG ER ATTENDANCE JAN-DEC 2007

C. Durnea, U. Durnea, M. Geary

Rotunda Maternity Hospital, Dublin

Aims:  Venous thromboembolism (VTE) in pregnancy remains the main direct cause of maternal death in the UK and Ireland. The subjective, clinical assessment of deep venous thrombosis (DVT) and pulmonary thromboembolism (PTE) is particularly unreliable in pregnancy and a minority of women with clinically suspected VTE have the diagnosis confirmed when objective testing is employed.

The objective of our audit was to find possible common trends and mistakes in diagnosing VTE at the level of emergency room (ER).

Methods: The inclusion criteria for our audit were presenting complaints of chest pain, shortness of breath (SOB), leg/calf pain or referral from GP/other hospital with suspected VTE. 

Results: A total number of 118 patients with above complaints attended ER of the Rotunda maternity hospital in 2007.  54 (46%) of them required admission to the hospital
Among them there were 73 patients with chest related symptoms: 42 patients with chest pain, 26 with SOB, 2 with chest tightness and three referrals with query PE from GP/other hospital.

11 out of 32 patients with chest pain/SOB were admitted with query PE and started on therapeutic LMWH (Innohep) and discharged later after negative subsequent CTPA.

The pO2 saturation was performed in 27 cases and was >98% in all cases.

ABG analysis was done in 16 cases with no abnormal results spotted.

28 patients with chest complaints were diagnosed with various medical conditions: 

14 cases of UTI , 8 cases cardiac pathology, 2 patients with asthma attack, 1 patient with muscular back pain, 1 case of heartburn, 1 case of URTI requiring iv antibiotics, 1 patient with anaemia required haemotransfusion.

Likewise, 45 patients attended with suspected DVT:  22 patients with leg/calf pain and 23 referrals from GP/other hospital.

22 (49%) patients with suspected DVT were admitted. Subsequent venous Doppler US was performed in 10 cases and confirmed the diagnosis in 6 cases.   5 out of 6 patients with confirmed DVT had risk factors present (past history of DVT, FVL, and IVDA) 

None of the patients discharged home was readmitted later with VTE.

Interestingly, most of the patients discharged from ER were discussed with senior colleagues (Registrar, Consultant on call)

Conclusions:

· A thorough history and examination can help to rule out other medical conditions

· ABG may not be very helpful when pO2 is normal 

· DVT is most likely in the presence of risk factors, positive past medical or family history 

· Unnecessary admissions with patient being discharged next day were most likely in cases when the decision was taken alone by the SHO in the ER. Closer communication initially between senior and junior NCHD may decrease unnecessary admissions. 
MACROSOMIA: AN AUDIT OF OUTCOME OF DELIVERY OF BABIES WITH BIRTH WEIGHT >4.5KG

DM Elamin, M Parker, Altnagelvin Area Hospital, Londonderry

Background: fetal macrosomia represents a continuing challenge in obstetrics. The management of fetal macrosomia diagnosed antenatally represents a dilemma to the obstetrician.  The delivery of macrosomic infant has potentially serious consequences for the infant and the mother. 

Aim: to study the outcomes of delivery of macrosomic babies (>4.5Kg ) in the obstetric unit at Altnagelvin Area Hospital. 

Objectives:  to assess common risk factors, antenatal detection, mode of delivery, person conducting the delivery, the incidence and severity of shoulder dystocia and the major maternal and fetal complications.

Methods: a retrospective audit, cases identified from the delivery suite register. Maternal obstetric notes reviewed. A proforma was completed to collate information.  Audit was conducted in the period from 1st April 08 to 31st December 08

Results: 45 patients delivered a baby weighing ≥ 4.5Kg.  macrosomia was suspected in 62% of the cases.  The induction rate was 48% of those deemed suitable for vaginal delivery and the main indication was post dates.  The mode of delivery was 62.2% vaginal delivery, 13.3% elective caesarean section and 24.4% emergency caesarean section. Mild shoulder dystocia was encountered in 7 cases. In 6 of cases the documentation was adequate as the HELPERR shoulder dystocia sheet was completed. One patient has a 3rd degree tear. One baby admitted to neonatal unit because of transient tachypnoea of new born. Cord blood pH was measured in 17 cases; this is an improvement to similar audit done in this unit 10 yrs ago where no pH was checked.

Conclusion: in comparison with contemporary practice there is room for improvement.  The induction of labour for fetal marosomia alone did not improve outcome but was associated with a significantly higher emergency caesarean section rate. The optimal route of delivery for babies with suspected macrosomia remains controversial.
RECURRENT PARTIAL MOLAR PREGNANCY IN TWO SUCCESSIVE PREGNANCIES: CASE REPORT

DM Elamin, M Parker, Altnagelvin Area Hospital, Londonderry

Hydatidiform mole (HM) is an abnormal pregnancy with excessive proliferation of placental villi. The common form of this condition occurs in 1 in every 1500 pregnancies in western societies. Recurrent mole account for 2% of all molar cases and a few of them occur in more than one family member.

Case report

A 33 years old primigravida with no significant past medical history was seen in the antenatal clinic at Altnagelvin Area Hospital at around 14 weeks pregnant in May 2008.  Ultrasound suspected molar pregnancy. The histology of suction evacuation of the uterus confirmed the presence of partial molar pregnancy. The patient was registered with the Regional Trophoblastic Tumor Screening and Treatment Centre for follow up. The patient was compliant with the follow up. In October 2008 follow up was considered complete and the patient embarked immediately on another pregnancy. In view of her recent past history the patient was seen when she was 6 weeks pregnant. Ultrasound showed fetal heart beats and patient advised to return in 2 weeks time for repeat ultrasound scan, which showed no fetal heart beats and the scan was suggestive of a molar pregnancy. Subsequent histology confirmed the partial hydatiform mole and the patient was registered again with the regional centre for follow up.

Discussion

A number of issues were raised with this case for discussion which include; patient who is on the 6 month follow up can start a new pregnancy once follow up is complete, the role of ultrasound in early pregnancy in subsequent conception for early diagnosis of the condition, the screening of an autosomal recessive mutation that causes the condition to develop, the counselling about the risk of invasive trophoblastic diseases in subsequent attempt for pregnancy.

Conclusion

Although most molar pregnancies are sporadic, a familial syndrome of recurrent hydatidiform mole has been described. Highly recurrent HMs are not androgenic but have bi-parental genomic combination.  Studies including several hundred patients have consistently shown that persistent trophoblastic disease does not occur among those with spontaneous regression of human chorionic gonadotrophin to undetectable levels, with the exception of a single case report.

BODY MASS INDEX (BMI) IN WOMEN BOOKING FOR ANTENATAL CARE:COMPARISON BETWEEN SELFREPORTED AND DIGITAL MEASUREMENT 

Fattah C, Farah N, O`Toole F,  Barry S,  Stuart B, Turner MJ.

UCD School of Medicine and Medical Science, Coombe Womens and Infants University Hospital, Dublin. 

Maternal obesity is associated with increased pregnancy complications for both the mother and baby. Conventionally obesity is diagnosed using the WHO classification of Body Mass Index (BMI) based on height and weight (kg/m²). The World Health Organization (WHO) classifies a BMI > 29.9 kg/m² as obese. 
We compared selfreported BMI with digital measurement of BMI in women booking for antenatal care in the first trimester of pregnancy. The women reported their height and weight and the measurements were converted to centimetres and kilograms respectively to calculate the selfreported BMI. Their height was measured digitally (Seca 242) and weight was measured digitally (TANITA MC 180). Measured BMI was calculated. 

Of the 100 women, the mean gestation was 10.9 weeks. Agreement analysis for selfreported and digital measurements of BMI is shown in Table 1. In total, 22% were misclassified if the BMI was based on selfreporting. Selfreporting also underestimated the prevalence of obesity by 4%. Selfreporting of BMI was inaccurate because 59% of women underreported their weight (p<0.001).

Our results are consistent with previous studies outside of pregnancy. These finding have important implication for both clinical practice and research. We strongly recommend that selfreporting of BMI in pregnancy is abolished. 

Table I  Statistical agreement analysis for selfreported and measured BMI








     Measured






  Normal
   Overweight
Obese

 


    

   (n=51)
        (n=29)          (n=20)


    Normal
(n=59)
               47

          12                   0


Selfreported  
  Overweight 
(n=25)
      
   4

          16                   5


    Obese
(n=16)
                0

           1
       15

INSTRUMENTAL DELIVERY WHEN THERE IS FETAL DISTRESS: 
DECISION TO DELIVERY INTERVAL (DDI)

Dr Forson W, Ulster Hospital Belfast

Aims /objectives

· To find out the Decision to delivery interval

· Find out the choice of instrument

· Relationship between outcome and DDI

Standards 

· For fetal distress a target of 30mins was set

· If  bradycardia or prolonged deceleration then the target was 20mins 

Background

There has been guidance on DDI for caesarean sections but not much in the literature regarding instrumental deliveries. The intention has been to look at data relating to instrumental deliveries and provide some evidence and guidance on DDI

Materials and method

· Retrospective review of instrumental deliveries over a 1 year period

· Search was done from delivery records and notes reviewed. 256 notes

Results

· The average DDI for fetal distress was 22.58 (range 5-94). 

· Where there was bradycardia the average time was 18.93 minutes range 6-43. 

Summary and Conclusion

· The outcome in terms of PH, APGAR at 1min and 5min was not significant for all types of indications. However, for babies admitted to the neonatal unit 16/176 (9.1%) the average time DDI was 25.40 ranges 9-89.
· The targets set were achieved but it will appear that beyond 20mins outcome may be slightly worse.
HOW SUCCESSFUL IS VAGINA BIRTH AFTER ONLY ONE DELIVERY BY CAESAREAN SECTION

W. Forson; A. McNaughton; C. Bryson

Ulster Hospital Belfast

Aims & Objectives

Our aim was to find out what the success rate was for women who had one previous caesarean as their only mode of delivery.

Background

Success of vaginal birth after caesarean (VBAC) has been quoted as 72-78%. This success is influenced by several factors prominent among them being previous vaginal delivery. 

Material & Methods

A retrospective review of hospital notes of women who had delivered for the second time where the index delivery was a caesarean. The first 100 notes were reviewed.

Results

The success achieved overall was 30% (Compare RCOG 72-76%)

Women who had previously been in labour and had an emergency caesarean section were more likely to accept VBAC (78%) and more likely to succeed 45.4%. 

Indeed this was the case in women whose previous indication was positional cephalo-pelvic disproportion.

The overall caesarean section rate was 81.8%, the large majority being elective caesarean section. The highest indication for elective caesarean was maternal request.

Summary & Conclusion

This study though very small will appear to indicate that for this peculiar group of women success may not be as high. With current studies indicating VBAC may not be as safe, it is imperative that women are selected carefully and counselled appropriately before embarking on VBAC

References 

1. RCOG Green top guideline Feb 2007

2. Landon et al N Engl J Med 2004;351:2581-9 
BABIES CRY LESS WITH MATERNAL ADMINISTERED DEVELOPMENTALLY APPROPRIATE COMFORT TECHNIQUES (DACTS) DURING POSTNATAL NEWBORN SCREENING EXAMINATION (NSE).  Ganda AJ, Natchimuthu K, Ryan CA. Department of Paediatrics and Child Health, Cork University Maternity Hospital, Wilton, Cork. 

Background: Many babies appear to experience discomfort during postnatal NSE.  Our observation is that such discomfort can be diminished by involvement of a parent to comfort, contain and support the baby undergoing NSE. The objective of this study was to document infant crying during NSE before and after training examining doctors (EDs) in maternal-directed developmentally appropriate comfort techniques (DACTs).

Methods: The NSEs of 20 normal newborn babies were video-recorded following informed maternal and ED consent.  EDs were then trained in simple maternal directed DACT’s. Maternal involvement included firm but gentle containment of the baby’s head, avoiding stroking, gentle reassuring voices and mindful responses to infant distress. A further 14 NSEs were recorded following the demonstrations of these techniques.  The recordings were analysed by an independent experienced occupational therapist Kannan Natchimuthu (KN), using a validated assessment tool.

Results: The mean length of crying was significantly longer (p= 0.001) in the pre-DACT group (82.2: range 0-198 seconds) compared to the post-DACT infants (18.1: range 0-123 seconds). Only 1 of 20 infants in the pre-DACT did not cry during NSE compared to 8 of 14 babies in the post-DACT group. 
Table 1




Pre-DACT

Post-DACT





(N=20)


(N=14)

Length of NSE (min)

10.4


9.1

Length of crying (sec)

82.2(0-198)

18.1(0-123)

Crying at anytime

19(95%)

6(43%)

Crying during hip examination
6(20%)


3(21%)

Crying during eye examination
9(45%)


0(0%)

Mother satisfied


18(90%)

14(100%)

Conclusion:
Newborn Infants cry less and mothers were more satisfied when incorporating simple DACTs during NSE.  In addition to reducing stress, examination using DACTs may be more effective in that the examining doctor may be less likely to miss a significant anomaly while examining a quiet baby.
C-reactive protein in term neonates: importance of repeat samples in the evaluation of early-onset sepsis

Gill I, Cunningham K, Molloy EJ

Department of Paediatrics, National Maternity Hospital, Dublin; UCD School of Medicine and Medical Sciences, Dublin, Ireland

AIMS:

Sepsis commonly induces a systemic proinflammatory response. C-reactive protein is routinely used to guide diagnosis and treatment of neonatal sepsis and inflammation. Early onset sepsis is difficult to diagnose as infants are frequently culture-negative due to maternal antibiotic treatment and small blood samples are available for blood culture. We aimed to explore the role of CRP and other inflammatory markers in the diagnosis of term neonatal sepsis differentiate it from SIRS.

METHODS:

All term neonates admitted to a tertiary paediatric intensive care unit and evaluated for early-onset sepsis including a CRP were included.  Routinely measured inflammatory markers such as CRP, Full blood count, immature-to-mature neutrophil (IT) ratio, cultures (Blood, CSF or urine) were assessed.

RESULTS:

95 term infants were eligible for study inclusion and none had a positive blood culture. There were 30 infants with >1 abnormal CRP (>10mg/dl) and of these 16 had a normal 1st CRP.  In the entire group 81 had a normal 1st CRP and it was repeated in only 45 cases. There were significant differences in birthweight but not gestation between the groups although paradoxically those with a lower birthweight had normal CRPs. The IT ratio and CRPs between the groups were significantly different.

	CRP
	Birthweight
	Gestation
	CRP
	IT ratio

	mg/dl
	kg
	weeks
	1st
	2nd
	Normal <0.2

	Normal       n=65
	3.4+/-0.5
	39.4+/-2
	1.4+/-2.1
	3.6+/-2.8
	0.15+/-0.1

	Abnormal  n=30
	3.8+/-0.8
	39.3+/-1.4
	18.7+/-21.6
	37.9+/-33.6
	0.5+/-0.4

	p value
	0.01
	0.81
	<0.0001
	<0.001
	<0.001


CONCLUSION:

CRP is a valuable adjunct in the diagnosis of neonatal sepsis. However the first CRP cannot be used in isolation for the diagnosis of early-onset sepsis in term infants. Serial FBC and CRP samples in addition to the clinical condition of the infants are essential in the management of term infants with possible early-onset sepsis. 

JAUNDICE IN PRETERM INFANTS ≤30 WEEKS GESTATION

C Habana, JFA Murphy

Dept. of Neonatology, The National Maternity Hospital, Dublin 2

Some studies on Preterm infants suggest that serum bilirubin levels≥85µmol/l may be associated with an adverse neurodevelopmental outcome.  Others have suggested that moderately high bilirubin levels may have a beneficial antioxidant effect.  A recent randomised trial found no significant difference in terms of death/and or developmental delay in infants assigned to maintenance of serum bilirubin≤85µmol/l or ≤137µmol/l. 

In this study we have examined the pattern of jaundice in a cohort of infants≤30 weeks gestation.  Currently all infants ≤30 weeks gestation are routinely commenced on phototherapy within the first 24 hours after birth. 

A total of 99 infants≤30 weeks gestation were included in the study. The maximum daily bilirubin levels were (Table 1): 

Table 1
                                      Days of Age

_____________________________________________________

                    

2
3
4
5
6
7
8
9


Mean








Bilirubin
        79        94      94      89       91     94       96       94  

(µmol/l)

______________________________________________________  

On sub-analysis the infants≤26weeks gestation had lower serum bilirubin concentrations than those 27-30 weeks gestation (Table 2):

 Table 2                                                               Days of Age

                                                2
    3
 4
5
6
7
8
 9

____________________________________________________________

                 Infants≤26wks       72   89   85       83      82      88       87      85

Mean

Bilirubin

(µmol/l)   Infants27-30wks    93  106  110    101    112     108    114     103

The findings from our study indicate that we are currently managing relatively aggressively with phototherapy.  Another point to emerge is that the bilirubin levels in those≤26wks are consistently lower than those 27-30wks.  Possible explanations include a thinner skin which readily transmits light or that the infants are utilising bilirubin as an antioxidant.
EFFECTIVENESS OF IBUPROFEN VERSUS INDOMETHACIN IN THE TREATMENT OF PATENT DUCTUS ARTERIOSUS IN PRETERM INFANTS: A RETROSPECTIVE STUDY

C Halling, E Woolhead, I Farombi-Oghuvbu, Department of Paediatrics, Rotunda Hospital, Dublin

BACKGROUND: 

Patent ductus arteriosus (PDA) remains a common problem for preterm infants and is a significant cause of mortality and morbidity. PDA is medically treated with either Ibuprofen or Indomethacin. To date, there is no firm conclusion as to which medical agent has a higher success rate of ductal closure. 

OBJECTIVE:

To compare the effectiveness of Ibuprofen with Indomethacin in the treatment of patent ductus arteriosus in preterm infants

METHODS:

Retrospective review of the medical treatment of infants with PDA over two time periods. In the first 9-month period (October 2005 - June 2006), our centre used both Indomethacin and Ibuprofen (Group 1). In the second period (October 2006 - June 2007), Ibuprofen was primarily used (Group 2). Clinical data were collected from retrospective chart reviews of the suitable infants.

RESULTS:

There were 21 infants in Group1 with median gestational age (GA) 26 weeks (range 25 – 31) and median weight 920g (range 650-1700). 3 babies did not receive medical treatment. Of the18 infants that were treated, 10 received Ibuprofen and 8 infants were treated with Indomethacin. 7 infants in this group subsequently required surgical ligation. Three of these had received Ibuprofen; the remaining 4 were treated with Indomethacin. 

There were 28 infants in Group 2 with median GA 27 weeks (range 24 -32) and median weight 950g (range 590-1700). Seventeen infants received Ibuprofen, 4 infants were treated with Indomethacin and the remaining 7 infants were not treated. Six of the treated infants required surgical ligation; they had all been treated with Ibuprofen.

CONCLUSION: 

Our preliminary results suggest that Indomethacin and Ibuprofen are equally effective at ductal closure. However, certain variables such as timing of medical treatment, gestation and birth weight of baby must be taken into consideration.  

THERAPEUTIC HYPOTHERMIA IN NEONATAL ENCEPHALOPATHY – THE CORK EXPERIENCE
CP Hawkes, CA Ryan, EM Dempsey, BP Murphy, PM Filan.
Department of Neonatology, Cork University Maternity Hospital.

AIM
In 2008 we introduced whole body hypothermia as standard care for infants with moderate or severe encephalopathy. The aim of this study is to describe our experience to date. 

METHODS
TOBY trial criteria were used to identify infants eligible for cooling as follows: 
Gestation ≥ 36 weeks with A) one of the following; apgar ≤ 5 or ongoing resuscitation at 10 minutes, pH < 7.0 or base deficit ≥ 16 mmol/L within 60 minutes and B) moderate or severe encephalopathy as assessed clinically. We use the Tecotherm system to achieve the target temperature range of 33 - 34°C for 72 hours. Infant demographics, clinical progress and hourly rectal temperatures were prospectively collected and submitted to the TOBY register. 

RESULTS
Over 10 months 8 babies were cooled. Mean gestation was 40.3 (39.1–42.3) weeks, mean birthweight 3928g, mean Apgars 35 and 410 and mean pH was 6.9 (6.5–7.0). Cooling commenced at a mean age of 130 minutes (30-330). The target temperature was achieved after a mean of 112 minutes. 61% (22–82) of cooling time was spent within the target parameters. Cooling was continued for a mean of 50 (4-72) hours. 7 neonates survived to discharge at a mean age of 14 (5-41) days. No serious side effects of cooling were observed. 2 infants proved difficult to maintain their temperature below 34°C. Serial EEG was performed on 7 infants. 5 infants established full oral feeding prior to discharge.

CONCLUSIONS
Our experience is that cooling therapy can be introduced as standard care for moderate and severe encephalopathy. However it does require new resources, staff training, protocol development and senior supervision in order that a high quality of care is provided. We also recommend that units who provide cooling enroll with the TOBY register.  

NEOPUFF OR NO PUFF? AN AUDIT ON THE USE OF THE NEOPUFF T-PIECE RESUSCITATOR

CP Hawkes, OA Oni, EM Dempsey, CA Ryan

Aims: In a tertiary neonatal unit with the Neopuff on each resuscitaire for the previous 18 months, we describe the ability of midwives in the labour (LWM) and postnatal wards (PNM), neonatal nurses (NN) and non-consultant hospital doctors (NCHD) to use this equipment correctly.
Methods: A convenience sample of staff members completed a questionnaire outlining their confidence in the use of the Neopuff using a Likert scale. They were then asked to set the Positive End Expiratory Pressure (PEEP), Peak Inspiratory Pressure (PIP) and the Maximum Peak Inspiratory Pressure (MPIP). Teaching was provided in the use of the equipment and the questionnaire was repeated. PNMs were also asked if they would prefer a Neopuff or a self-inflating bag to be available in an emergency situation.

Results: 10 NCHDs, 23 LWMs, 20 NNs and 18 PNMs were included. 10 (100%) NCHDs were confident and able to use the Neopuff. 14 (70%) NNs were confident in its use, while 12 (60%) could set the PIP and 10 (50%) could set the PEEP. 15 (65.2%) LWMs were confident in its use, while 21 (91.3%) could set PIP and 8 (34.8%) could set the PEEP. Only 3 (16.7%) PNMs were confident in the use of the Neopuff and could set both the PIP and PEEP. All PNMs would prefer to use the self-inflating bag than the Neopuff in an emergency situation.

Conclusions: Without regular training in using the Neopuff, staff deskill. Midwives on the post-natal ward, where the Neopuff is infrequently used, would prefer to use the self-inflating bag in an emergency situation. While the Neopuff does offer better ventilation pressure control, it is a technically more difficult device to use than the self-inflating bag. Its use should be restricted to areas where it is frequently used and staff should receive regular training.

TO REVIEW THE PRACTICE OF SWAB COUNTS AND THE CASES OF SWAB RETENTION IN CORK UNIVERSITY MATERNITY HOSPITAL
H. Hayes, E. Ni Mhurchu, Prof. R Greene. Cork University Maternity Hospital
AIMS: The aims of this audit are  
<!--[if !supportLists]-->1.     <!--[endif]-->To determine the changes introduced  to practice in the Labour Ward in CUMH  since the introduction of the new policy “Counting Sponges, Sharps, Instruments and Other Countable Items” in April ‘08.
<!--[if !supportLists]-->2.     <!--[endif]-->To collect 100 charts (50 pre-policy, 50 post-policy) to assess whether the swab-counting process is accurately documented on the delivery sheet.
<!--[if !supportLists]-->3.     <!--[endif]-->To collect the 8 charts in which there was a swab retained.
<!--[if !supportLists]-->4.     <!--[endif]-->To assess whether the swab-counting process was accurately documented on the delivery sheet in the 8 cases of swab retention.
METHODS: Audit application was registered in the Quality Control Unit in Cork University Hospital. Study design is a retrospective chart review. The charts were collected from the same week in two consecutive years, beginning from the 24th November. Study site was Department of Medical Records in Cork University Maternity Hospital. The study population includes all patients who undergo procedures which involves the use of countable items at Cork University Maternity Hospital, excluding those deliveries that proceeded to emergency caesarean section. Results were entered and further analysed using Microsoft Excel.
METHODS: Audit application was registered in the Quality Control Unit in Cork University Hospital. Study design is a retrospective chart review. The charts were collected from the same week in two consecutive years, beginning from the 24th November. Study site was Department of Medical Records in Cork University Maternity Hospital. The study population includes all patients who undergo procedures which involves the use of countable items at Cork University Maternity Hospital, excluding those deliveries that proceeded to emergency caesarean section. Results were entered and further analysed using Microsoft Excel.
RESULTS: To date 76 charts have been reviewed. The swab count was documented on the delivery sheet in 71% of the charts in both 2007 and 2008. Swab count documentation on the operative sheet increased from 45% to 47% after introduction of the new policy. In 2008 there was a 13% increase in co-signing of the swab count on the delivery sheet, while documentation of the number of swabs being used increased by 3%. Co-signing of doctors involved in the procedure also increased by 8%.  
CONCLUSION: While it is acknowledged that childbirth is not a surgical procedure and takes place in a different environment to a surgical theatre, swabs, needles, sutures, packs and instruments are used and a count of these items must be undertaken, as is routinely performed in the theatre setting. Our results to date imply that the introduction of the new swab counting policy has had a small but positive outcome on documentation of procedures in the labour ward and incidence of swab retention.  There remains significant room for improvement.  We would suggest an educational program and re-auditing in late 2009.
AUDIT OF THE INVESTIGATION AND MANAGEMENT OF OBSTETRIC CHOLESTASIS

Dr R Hearty, SpR Ulster Hospital, Dr C Harrity, SpR Ulster Hospital
Background
Obstetric cholestasis (OC) affects less than 1% of pregnancies and is associated with significajnt fetal risks including preterm delivery and intrauterine death. No specific fetal monitoring has been shown to predict or prevent fetal death. Current methods of monitoring include weekly measurements of LFTs  +/- bile acids, but there is no proven correlation between liver enzyme or Bile acid levels and fetal complications. It is important that other causes for itch and abnormal LFTs should be excluded, recommended investigations include a hepatitis screen, Epstein Barr virus, CMV, Autoimmune screen, and ultrasound scan of liver. Current treatment options include Ursodeoxycholic acid, Vitamin K, topical emollients and antihistamines, but there is no evidence that any treatment improves fetal outcome. There is Insufficient data regarding  early induction of labour for OC and the risks of iatrogenic prematurity, so timing of delivery  should be decided on an  individual basis 

Aims/Objectives
To detect all cases of OC diagnosed in UHD from Jan 06 – Dec 07
Identification of gestational age at delivery and rate of induction of labour to determine current patterns regarding timing of delivery
To discover the treatment options used, and ascertain current practise.
To analyze the perinatal outcomes in pregnancies complicated by OC

Patients/Methods
Retrospective analysis of deliveries during 2 year period (Jan 06 – Dec 07). 50 patient were identified who  had bile acid monitoring in response to symptoms suggestive of OC and abnormal LFTs. 8 patient were identified to have OC based on abnormal LFTs, exclusion of additional pathology, and raised bile acids > 14 micromol/l. Medical notes were examined to identify the presenting symptoms, investigations performed, clinical management and outcomes.

Results
The incidence of OC during the period studied was 0.% (8 cases/ deliveries). The patient age range was 20 to 38 (Mean 30.3). 5 patients (62.5%) were para 0, 3 (37.5%) para 1, no patients were para 2 or more. 2 patients (25%) had a previous pregnancy complicated by OC. The initial complaint in all patients was itch. Nausea was the second most common symptom (37.5%). No patients were clinically jaundiced or complained of dark urine/pale stools at the time of diagnosis. The onset of symptoms ranged from 30 to 39 weeks gestation (mean 34). Bile salt levels at the time of diagnosis ranged from 22 to 132 micromol/l (mean 67) at time of diagnosis. The level was >40 in 5 patients (60%). All 8 patients were monitored by weekly CTG, fetal USS assessment and umbilical artery Doppler. The main method of treatment was Ursodeoxycholic acid combined with chlorphenamine (7/8, 87.5%). 4 patients (50%) had additional vitamin K 10 mg od. 6 patients (75%) had labour induced, gestation 36+1 to 38+5. One patient (12.5%) went into spontaneous labour at 37+5 weeks gestation, and one patient (12.5%) had an elective C-Section at 39+4 weeks for breech presentation. Neonatal outcomes were good, with no SCBU admissions, and no neonatal mortality, with a mean weight of 3161g (range 2905g-3605g)

Discussion
The low incidence of OC in the population studied may reflect a low detection of the condition and that bile acid testing in the presence of abnormal liver function or persistent itch is underused. The majority of patients (75%) had labour induced by vaginal prostaglandin pessaries. A wide range was not in the timing of induction of labour which reflects the lack of evidence on this topic, and the need to consider each case individually. It is important to fully counsel patients regarding the risks associated with OC. Another important finding was the lack of clear documentation regarding this in the medical notes. Important factor to discuss are the risks of preterm labour and intrauterine death in the ante-natal period, the need to avoid COCP use post partum, and the risk of recurrence in future pregnancies.

RETROSPECTIVE AUDIT OF CHEST X-RAYS (CXR) TAKEN AT THE TIME OF ADMISSION TO a Neonatal Unit.

J Hegarty, B Sweeney, R Tubman.
Royal Jubilee Maternity Hospital, Belfast 

Aims: X-ray visualisation of correctly placed oro-gastric tubes (OGT) is an important and easy way to exclude oesophageal atresia in the sick neonatal population. It was noted that CXR taken at the time of admission to our unit frequently do not display the presence of an oro-gastric tube. This audit was designed to compare current practice in RJMS with a gold standard of 100% correct OGT placement on admission CXR. We also used this opportunity to review the quality of CXR taken in RJMS NICU. 
Methods: All infants admitted to NICU in 6 months (1st June 2008 to 30th November 2008 inclusive) were checked against the computed radiography system to see if they had had a CXR taken at admission. Each X-ray was reviewed for the presence & correct positioning of an OGT. Quality was determined as being good if there was a minimal degree of rotation and a complete view of lung fields.
Results: 227 infants were admitted to NICU in the 6 month period, of whom 172 had at least 1 CXR taken. In only 134 cases (78%) had an OGT been passed prior to CXR and this was only correctly sited 109 times (81%). 5 CXR demonstrated the presence of oesophageal atresia. On 2 occasions this had been diagnosed in the referring hospital prior to admission. The quality of 117 (68%) of the CXR was considered unacceptable, mostly due to overlying chest leads. 

Conclusion: These results are disappointing. Potentially 1.7 infants per year could have a delayed or missed diagnosis of oesophageal atresia if our current practice continues. It is considered the responsibility of the doctor ordering & interpreting the CXR to ensure correct positioning of infant and equipment. Feedback has however been given to the entire neonatal team to try to improve our standards which are currently being re-audited.
PROSPECTIVE EVALUATION OF PLACENTAL MATURITY IN A DIABETIC POPULATION

M Higgins1, EE Mooney2,  F Mc Auliffe1
Obstetrics and Gynaecology1,  University College Dublin; Pathology2 National Maternity Hospital Dublin Ireland

Pre-gestational Diabetes (PGDM) affects less than 1% of the population but is a significant cause of maternal and neonatal morbidity and mortality. A previous retrospective study showed an increased incidence of delayed villous maturation (DVM) in a PGDM population compared to non diabetic controls; DVM is a histologic placental diagnosis associated with increased risk of perinatal mortality. This study aimed to prospectively study the incidence of DVM in a non diabetic (ND) population compared to PGDM. In addition, we aimed to analyse possible antenatal ultrasound and clinical markers in the diabetic population for DVM. 

With institutional ethics approval the placentas of women with ND and PGDM pregnancies who consented to the study underwent detailed histo-pathological examination. The examining pathologist was blinded to the maternal group. Clinical data including birth weight, peri-natal outcome, and, in PGDM group, glycaemic control and ultrasound results were obtained. Statistical analysis was performed using SPSS version 13. 

77 ND women and 74 PGDM women consented to the study. Birth weight in infants of diabetic mothers was higher (3650g (2635-4875g) vs. 3440 (2140-4950g); p<0.01) and these infants were more likely to be admitted to the NICU (35% vs. 2%; p<0.01). The incidence of DVM in the PGDM group was higher than that in the ND group (21/74 (28.4%) vs. 11/77 (14.3%) p=0.02; RR 1.98). In the PGDM group clinical and ultrasound markers were compared between the DVM group (n=21) and the non DVM group (n=53). There was no difference in glycaemic control (HbA1c, fructosamine) or ultrasound findings such as liquor volume, middle cerebral artery pulsatility index, or MCA to Umbilical artery (UA) ratio. Umbilical artery PI was lower at 30 weeks in the DVM group (0.88 vs. 1.00, p=0.03) though this did not continue at 33 (0.86 vs. 0.95, p=0.11) or 36 weeks (0.85 vs. 0.92, p=0.16). 

DVM, a placental finding with an increased risk of perinatal mortality, is increased in PGDM population compared to non diabetic controls. There is no obvious association with glycaemic control. While UA PI was lower at 30 weeks in women subsequently diagnosed with placental finding of DVM, this association did not follow on in later gestations. Further studies are ongoing in this important area. 

TOTAL PARENTERAL NUTRITION IN VERY LOW BIRTH WEIGHT INFANTS IN IRELAND – HOW AGGRESSIVE ARE WE?
Hopewell J1, Miletin J1,2

1 Department of Paediatrics and Newborn Medicine, Coombe Women and Infants University Hospital, Dublin, Ireland

2  Neonatal Intensive Care Unit, Institute for the Care of Mother and Child, Prague, Czech Republic

Aims: Sub optimal nutrition in the first weeks of life in very low birth weight infants is a recognized risk factor for short term and long term morbidity in this group of patients. The aim of this study was to look at the current practice of TPN prescribing in neonatal units in Ireland and in particular, to look at the amount of amino acids, lipids and glucose prescribed in infants <1.5kg.
Methods: A postal questionnaire was administered to a Neonatologist from each neonatal unit in Ireland. Requested information included how the TPN was prescribed, the use of TPN in infants < 24 hours of age, along with the doses of amino acids, lipids and glucose prescribed in infants <1.5kg. Further information sought included the monitoring of infants on TPN and the action taken in relation to sepsis and hyperglycaemia. 

Results: The response rate was 96% (25/26). Parenteral nutrition use was reported by 17 (68%) respondents. TPN was used in the first 24 hours of life by 47%. All units started protein in the initial TPN prescription. 12.5% of respondents reported more than 2g/kg/day as a starting dose. The maximum dose of protein varied widely from 2.5 - 4g/kg/day. 87.5% started lipids with the first TPN prescription. Only 1 unit started with a higher dose (> 1g/kg/day). The maximum dose of lipids ranged from 2.5 – 4 g/kg/day. The initial glucose infusion rate was between 4 – 8 mg/kg/min.    

Conclusion: There is great variation between neonatal units in the prescribing of TPN, in particular regarding the maximum dose of protein and lipid used. Less than 50% of units commence TPN in the first 24 hours of life, despite recommendations of the early use of protein. Surprisingly, the preferred method of prescribing is still the manual, paper-based system.

ANTENATAL CORTICOSTEROIDS IN TWIN PREGNANCIES

N. Ibrahim, F.Sadiq, U. Fahy

Midwestern Regional Maternity Hospital, Limerick

Aims: The use of antenatal corticosteroids in multiple pregnancies is recommended, but there is no evidence to support a practice of prophylactic antenatal steroids in multiple pregnancy. Our aim was to review the management of twin pregnancies in our unit with particular emphasis on the use of antenatal steroids.

Methods: A retrospective case note review was conducted on twin pregnancies, which were delivered over a 2-year period from 1st December 2006 until 30th November 2008.

Results: 143 twin pregnancies were analysed. 87(60.8%) mothers received antenatal steroids between gestational ages 23-35 weeks. These were administered because of threatened preterm labour (30.1%), antepartum haemorrhage (3.5%) or other obstetric indication (13.9%)(eg IUGR, pre-eclampsia). A further 13.3% (19/143) had antenatal steroids administered without clear medical indication. 3 of these had further steroids given when they later presented. 

There were 283 live births, 3 stillbirths and 1 neonatal death.

37/143 (25.9%) pregnancies delivered before 34 weeks gestation with 3.5% delivering before 28 weeks gestation. 51.7% of pregnancies were delivered at more than 36 weeks gestation. Steroids were administered to 89%(33/37), 71.9%(23/32) and 42% of women who delivered before 34 weeks, 34-36 weeks and beyond 36 weeks respectively. Of those who had steroids without medical indication, 4/19 (21%) delivered before 34 weeks gestation, while the majority delivered beyond 36 weeks.  

147/283 babies were admitted to the neonatal care unit. Ventilatory support was required for 67%, 20% and 7% of babies born before 34, between 34-36 and beyond 36 weeks gestation respectively.

Conclusion: Our study shows that it is difficult to predict which twin pregnancies will deliver prematurely and hence benefit the most from antenatal steroids.  A satisfactory proportion (90%) of babies who delivered prematurely had antenatal steroids. The use of fetal fibronectin or measurement of cervical length might improve prediction of preterm labour and allow more focused administration of antenatal steroids in this group.

THE UPTAKE  AND SUCCESS OF VBAC AFTER A PREVIOUS PRE-TERM CAESAREAN SECTION.   6 YEAR ANALYSIS 

 Dr SN Johnson, Dr H McMillan, Dr A O'Neill, Dr R Roopnarinesingh, Dr M Geary. 

The Rotunda Hospital, Parnell Street, Dublin. 

AIM The aim of the study was to determine the uptake of VBAC & the outcome in terms of mode of delivery in women who have previously had pre-term Caesarean section. 

METHODS A retrospective analysis of the obstetric records of patients with pre-term Caesarean section with subsequent delivery, from January 2001 to December 2006,in the Rotunda was carried out. 

RESULT We identified 96 patients with a pre-term Caesarean section, who underwent a subsequent delivery in the Rotunda. Fifteen charts were missing. Of the remaining 81 patients, 34/81 ( 41.9%) accepted a trial of VBAC. A successful VBAC was achieved in 28/34 (82.4%), whereas 6/34 (17.6%) required an emergency Caesarean section in labour. There were no reported cases of uterine scar dehiscence. 

A repeat elective Caesarean section (ERCS)at term was performed for 29/81 (35.8%). In 4/29(13.8%) the indication was a previous Classical or T uterine incision. The remaining 25/29 ( 86.2%) were performed for maternal request. 

A semi-elective or emergency antepartum Caesarean section was performed 18/81(22.2%) for indications unrelated to the previous incision. 

CONCLUSION Kwee (2007) found that a VBAC rate of 61% can be achieved after previous pre-term Caesarean section However Kwee (2007) and Rochelson (2005) noted that pre-term Casearean section, even if a transverse incision, was a risk factor for uterine rupture. Our VBAC rate ( 82.4%) compares favourably. Thus VBAC after a preterm Caesarean section appears to be a safe and successful mode of delivery though there seems a poor uptake for trial of VBAC with many patients having ERCS for maternal request(In our series 30.8%(25/81) had ERCS for maternal request).This section of patients with more counselling ,could potentially improve the overall VBAC rate.

References:

Kwee A, Smink M, Laar RVD & Bruinse HW. Outcome of subsequent delivery after a previous early pre-term Caesarean section. Journal of Maternal-Fetal and Neonatal Medicine. 20(1): 33-37, 2007.
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DELAYED CORD CLAMPING – CURRENT PRACTICE AND KNOWLEDGE

Dr K Johnston, Ulster Hospital, Upper Newtownards Road, Dundonald, Belfast  BT16 1RH

AIMS

To identify the current practice and knowledge in a sample of doctors in Northern Ireland regarding the area of early versus delayed cord clamping.

METHODS

A questionnaire was distributed via the central teaching email list which includes the trainees and some consultants in obstetrics and gynaecology in Northern Ireland.  There were 23 respondents.  Questions included current practice, knowledge in this area, and desire for further information.

RESULTS

21/23 respondents did not routinely practice delayed cord clamping.  

12 stated they were unaware of any benefit, 9 did not want to delay the transfer of the baby to the paediatrician, 7 felt it was not practical, and 4 were concerned about inaccurate cord pH.

10/23 were aware of the benefit of increased haemoglobin in the neonate, with 2 of these respondents stated further benefits of decreased intraventricular haemorrhage and improved haemodynamic stability.

6/23 would consider delayed cord clamping at deliveries 25-34weeks, 7/23 at 34-37 weeks and 7/23 would consider at an elective caesarean.

2/23 had received teaching in this area, with 16 respondents requesting teaching in this area.

CONCLUSION

Very few doctors practice routine delayed cord clamping. Many doctors are unaware of any benefits of delayed cord clamping, and there is a significant number who do not wish to delay the transfer of the neonate to the paediatrician.  There appears to be a reluctance to consider this in preterm deliveries where there may be significant benefit.  Very few doctors had received teaching in this area, however the majority would like further information in this area.  Therefore by highlighting this area, I would hope to increase knowledge surrounding this area and the implementation of delayed cord clamping in appropriate situations.

CROHNS DISEASE’S PATIENT WITH HYPEREMESIS GRAVIDARUM

Dr Meeta Kamath, SpR Obs and Gynae, Dr Elaine Craig SpR Obs and Gynae, Dr John Collins , Consultant Gasrtoenterologist, Dr A Hunter, Royal Trust Hospitals- Royal Maternity Jubilee Services and Royal   Victoria Hospital
Introduction
A case report discussing investigation, management and treatment of a 32 year old with severe hypokalaemia and hypomagnesaemia in early pregnancy

Background

Crohn’s disease often affects women in the childbearing age. However, some studies show that women who had active Crohn’s disease during the time of conception or a flare-up during pregnancy had a higher incidence of low birth rate, pre-term birth, and more complications at birth.

Both obstetricians and gastroenterologists recommend women to treat active symptoms of Crohn’s disease before planning a pregnancy. This is because when the disease is in remission, there is a lower risk of premature delivery and other complications that may arise due to the symptoms of Crohn’s disease. 

Nausea and vomiting in pregnancy is common but only 5% of women develop hyperemesis gravidarum. Inflammatory bowel disease (IBS) (ulcerative colitis and Crohn's disease) may increase the incidence of miscarriage and relapse is more common in the first trimester and in the puerperium. The management and treatment of gastrointestinal ailments in pregnant women require special attention and expertise because of the safety of the mother, fetus and neonate remains the primary focus.

Summary

We present a case report of a 32 year old Para 1 at 8 weeks gestation, who presented to Accident and Emergency with a 24 hour history of severe, intractable nausea and vomited. This was complicated by a history of severe Crohn’s disease resulting in multiple bowel resections in the past and a history of dehydrated hereditary spherocytosis.
The patient was noted to be drowsy, dehydrated and unwell.  An urgent urea and electrolyte sample demonstrated the patient to be profoundly hypokalaemic (2.7mmol) and hypomagnesaemia 0.75mEq/L  intravenous potassium and magnesium sulphate  infusions were immediately started to correct the deficit.  The patient had extensive monitoring and blood investigations.
Correction occurred slowly over the next 2 days.  Nausea and vomiting gradually settled with use of antiemetics.  Patient was discharged day 8 and is to be followed up in the antenatal clinic.
Conclusion
This interesting case of Hyperemesis Gravidarum with Crohn’s disease highlights the importance of urgent U+ E assessment and rapid electrolyte correction in these patients. It also emphasizes the importance of multidisciplinary input in these patients at early stages. Also these patients require pre-natal counselling to reduce the complication rates.

AUDIT OF OBSTETRIC CHOLESTASIS MANAGEMENT AT ROYAL JUBILEE MATERNITY HOSPITAL, BELFAST

Dr. Khalifa,  Dr.L. Meehan , Dr. S. Tharma, Royal Jubilee Maternity Hospital, Belfast
INTRODUCTION

Obstetric Cholestasis (OC) affects 1% of women in the UK.  It presents  classically as puritis  with no rash and commonly presents in the third trimester.  The incidence of IUD in properly managed OC is the same as a normal pregnancy. Therefore induction for OC should be at 40+ weeks gestation.  There is currently no method of predicting IUD. 

AIMS

· To establish how the disease is diagnosed, monitored and managed

· To assess whether current management concurs with RCOG Guidelines

METHODOLOGY  

Retrospective chart review of 44 cases over a 2 year period   Jan 2006- Jan 2008

RESULTS

Presentation: puritis and no rash and no previous history of OC.

Investigations:     all  had LFTs checked antenatally and were abnormal in majority of cases..  

Liver USS:  30% cases 

Monitoring:  LFTs follow-up , CTG and USS  -  was variable                                            

Treatment:   Emollients -27%,   Anti-histamines- 79%,   Vitamin K- 48%

                      Urso-deoxy-cholic acid - 54%%,   Betamethasone - 20%,

                      S-Adenosyl Methionine - 0%,   Dexamethasone - 0%         
Problems encountered:  included meconium staining and abnormal CTGs.

Delivery Mode:  the majority were induced at  >38weeks gestation and resulted in NVD

CONCLUSIONS

Obstetric cholestasis is being identified and followed up with LFTs.   LFTs are shown in all cases to be abnormal.  Follow up investigations to rule out other causes of abnormal LFTs and  itch were done in only 1/3 of cases.   Monitoring of pregnancies with OC was haphazard  and postnatal follow up was poor.  Only 15% of suspected cases had their diagnosis confirmed.  Obstetric outcome was good but counselling for patients was not recorded in 91% of cases.  The majority of postnatal ladies were seen by a junior member of Medical staff.

NEONATAL PROTEUS SEPSIS AND ADVERSE NEURO DEVELOPMENTAL OUTCOME- A TWENTY YEAR REVIEW IN A MATERNITY HOSPITAL.

Khan R A1, Meenan AM2, Sheridan-Pereira M1, 1-Department of Neonatology and Fetal Medicine, 2-Department of Microbiology, Coombe Women and Infant University Hospital, Dublin.

Background:

Proteus organisms are implicated as rare but serious causes of infections in newborn.Proteus mirabilis causes 90% of Proteus infections.Proteus vulgaris and Proteus penneri are easily isolated from individuals in long term care facilities and hospitals.  

Method:

A Retrospective study was conducted over 20 years time from Jan 1988 till April 2008.Both electronic and paper laboratory and patient record were reviewed. Variables studied were age at onset, sex, gestation, treatment and its duration, sign and symptoms, analysis of cerebrospinal fluid, urine and Neuroimaging. All data was collected on Microsoft excel sheet version 2007. 

Result:

During twenty years study period 146,699 babies were delivered and only four cases were identified with proteus infections. All of them were proteus mirabilis. The only affected female was dysmorphic. Mean Birth weight was 2337gms (ranges 1040- 4160gms). Mean gestation was 34 weeks ( 27,30,39,42 weeks). Average day of life of acquiring infection was 6.7 days( ranges from 3-12 days). Pyrexia, tachycardia, tachypnea, hyperglycemia, mottled skin and apnoeas were the most frequently encountered sign and symptoms. There were no cases of Meningitis or urinary infection. Following onset of infection, two babies required mechanical ventilated. One isolate was ampicillin resistant and all babies received cefotaxime for 9-14 days. One male infant (now 6 weeks) developed hydrocephalus and parenchymal damage. Two other infants had abnormal neuro development at their three year assessment. The term dysmorphic baby n was in neonatal unit at onset of sepsis. 

Conclusion:

Proteus Mirabilis septicaemia without meningitis has serious implications. Since three of the four affected infants are impaired. Of note at three year neuro developmental assessment the twenty nine week gestation male infant was normal and thirty week male infant had sign motor co-ordination problems. The full term infant have more significant sequel.
APLASIA CUTIS CONGENITAL AND HYDROCEPHALOUS -CASE REPORT
A. Mallappa1, D. Sweet2
1ROYAL BELFAST HOSP FOR SICK CHILDREN, 2Neonatology, ROYAL MATERNITY HOSPITAL, Belfast, UK
Aplasia cutis congenita is a rare condition in which areas of skin are absent at birth, most frequently affecting the scalp as small lesions.

We report here a case of a newborn male who presented with complete lack of skin on limbs/abdomen/back/neck.
His antenatal scans had showed gross ventriculomegaly with reduced cortical thickness, Foetal ECHO was normal.

During the stay in NICU he had had a MRI brain which showed massive hydrocephalus with a small amount of cerebral cortex.
The genetic workup which included chromosomal analysis showed a normal male karyotype.
His skin-biopsy was suggestive of cutis aplasia congenita.
He had two separate skin grafts done in view of extensive denuded areas of skin.
Over the course of stay in NICU he had multiple seizures which were treated with phenobarbitone. He is also under follow-up with Neurosurgical team for his hydrocephalous; a possibility of shunt was discussed with parents which was refused by them.

He was discharged to children's hospital for palliative care.

CEREBELLAR HAEMORRHAGE IN EXTREMELY PRETERM INFANTS

LK McCarthy, V Donoghue, JFA Murphy, The National Maternity Hospital, Holles Street, Dublin 2.

Background: Cerebellar Haemorrhage (CBH) is an under diagnosed condition in preterm infants. Diagnosis has been improved by the use of the mastoid fontanelle view in cranial ultrasound scanning. Previous studies have shown that cerebellar injury may contribute to longterm neurodevelopmental disability in survivors.

Objective: To present a series of ELBW infants with CBH.

Design/Methods: CBH were identified by viewing the posterior fossa through the mastoid fontanelle in ELBW infants undergoing routine cranial ultrasound scanning. All scans were performed by the same consultant Pediatric Radiologist (V.D.) The presence and the extent of CBH was documented.


Results: Over a four year epoch there were nine documented cases of CBH.

Table 1.  Clinical & Ultrasound Findings in ELBW infants with CBH

	              Gestation    BW      Sex     Extent        Timing    Seizures    Associated     Hydrocephalus   Outcome/Age

               (weeks)      (g)                   CBH            (Hrs)                            IVH                                           (Days)
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	1       23+6          610       M      Extensive       72           Yes            Grade 3             No                Death  54

2       24+0          520       M      Extensive       48           Yes            Grade 4             Yes               Death   3

3       24+0          800       M      Extensive       48           Yes            Grade 4             Yes               Death   3

4       25+0          860       M      Extensive       72           Yes            Grade 3             No                Death  36

5       24+2          680       M      Extensive       192         Yes            Grade 4             Yes               Death  12

6       25+4          650       M      Extensive       72           Yes            Grade 3             Yes               Death  28

7       24+0          750       M      Extensive       72           Yes            Grade 3             Yes               Death   4

8       24+5           530       M      Extensive       72           No             Grade 3             No                Death   3
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Mean Gestational Age 24+5 weeks (23+6 - 25+4). Mean BW 691g (520-860g). All of the cases were male and all had extensive CBH on imaging. 8/9 cases of CBH occurred early in the first 72 hours of life and all had associated severe IVH. Seizures occurred in 8/9 cases with hydrocephalus in 6/9 infants.  All infants died.

Conclusions: In this series CBH represented a major event. When it occurred it was extensive in nature. It developed early usually in the first 72 hours of life and appeared to be invariably associated with IVH. Clinical manifestations, in particular seizures were common. Males predominate in this series. The outcome was devastating as all of the infants in our series died. There is no clear explanation as to the pathogenesis of these injuries. The cerebellum's blood supply is provided by branches from the vertebral basilar system. It is possible that CBH results from re-perfusion injuries as is proposed in IVH as the timing of these injuries is similar; however this is yet to be substantiated.  CBH is a marker for poor prognosis. In clinical terms it provides additional guidance when counseling parents about the continuation of intensive care.




VENTRICULAR RESERVOIRS AN EVOLVING TREATMENT FOR NEONATAL HYDROCEPHALUS

LK McCarthy, D Alcott, JFA Murphy

The National Maternity Hospital, Holles St. & The Children’s University Hospital, Temple St.

The management of neonatal hydrocephalus is problematic particularly in the preterm infant.  Despite the improved survival of extremely preterm infants the occurrence of severe IVH and development of post haemorrhagic hydrocephalus is one of the most serious complications of preterm birth.  There are several challenges associated with the insertion of ventriculoperitoneal (VP) shunts particularly in very small infants with blood-stained proteinacious CSF following IVH.  Even when faced with a rapidly enlarging head shunt insertion often has to be deferred due to prematurity and LBW.

The insertion of a ventricular reservoir offers the patient an effective temporizing measure for the daily removal of CSF while awaiting VP shunt insertion.  To date the technique has been discouraged due to high rates of infection.  We describe the re-introduction of the procedure under neurosurgical guidance.

The threshold for reservoir insertion is based on cranial ultrasound measurements to determine the ventricular index (V.I).  This is the distance between the midline and the most lateral point of the lateral ventricle in millimetres measured in the coronal plane at the foramen of Monro.  This measurement is then plotted on the V.I graph.  A value >4mm above the 97th centile is the trigger for reservoir insertion.  10mls/kg of CSF is removed via the reservoir daily to alleviate the increasing hydrocephalus.  Aseptic technique is vitally important and the CSF is sent for microscopy and gram stain to ensure prompt management of infection.  This technique is recommended until the infant reaches approximately three kilograms in weight.  At this point a VP shunt is inserted.

National Maternity Hospital Cases

Infant 1
BW 1.062kg

Gestation 28+2 weeks

Antenatal diagnosis of aqueductal stenosis

Ventricular Reservoir insertion at 19 days life (33 weeks CGA)

Daily ventricular taps of 10mls/kg CSF under aseptic technique

VP shunt insertion at 87 days life (40+4 weeks CGA) and weight of 2.9 kg

Infant 2
BW 950g 

Gestation 27+3 weeks

Posthaemorrhagic Hydrocephalus following bilateral grade 3 IVH

Ventricular reservoir insertion at Day 35 of life (32+3 weeks CGA)

Daily ventricular taps of 10mls/kg CSF

VP shunt insertion at 12 weeks (39+3 weeks CGA)

Ventricular reservoir insertion offers the potential for an effective intermediate intervention in the containment of hydrocephalus until the preterm infant is deemed suitable for a permanent VP shunt placement.

ACUTE IN-UTERO TRANSFERS

Dr. L. McGrory, Dr. C. Harrity, Dr T. Mc Cormick, Dr. M. Hogan

Craigavon Area Hospital, Northern Ireland

Aim: Acute antenatal in utero transfers between consultant–led obstetric units have increased over the past few years, but they are not without risk. Arranging transfer is also time consuming for clinical staff. National statistics reveal 25% of transferred cases remain undelivered after 96 hours. Utilising audit, we aimed to review the management of in-utero transfers from our hospital 

Methods: All cases of in-utero transfer from Craigavon Area Hospital in 2008 were identified from the maternity transfer log and case notes were reviewed. The British Association of Perinatal Medicine framework for in-utero transfers has been adapted locally and was used as a reference standard. 

Results: We identified 28 women who required in-utero transfer during 2008, including 6 multiple pregnancies. Gestational ages ranged from 24 weeks to 37 weeks. All required transfer because of a lack neonatal intensive care cots, and threatened or imminent delivery. 25% of cases were clinically assessed by a Consultant Obstetrician. 59% were transferred out of hours. Arranging each transfer necessitated contacting up to 8 hospitals. 3 cases required transfer to a perinatal center in Dublin. 60% of transfers did not deliver within 96 hours of arriving at the recipient unit. There were no adverse events during transfer, but 5 subsequent neonatal deaths occurred (34 babies), all unrelated to the transfer process. This statistic reflects the high risk nature of populations requiring transfer. 

Discussion:  While the majority of transfers were precipitated by threatened preterm labour, more than 50% of cases did not deliver within 96 hours: a higher percentage than national statistics. 40 hours of dedicated obstetric consultant presence in delivery suite (from November 2008) may reduce unnecessary transfers, and patient testing for cervical fibronectin may more accurately resolve the diagnosis of or potential for preterm labour. Obstetric staff always undertook the responsibility for locating a recipient unit, but a central bed bureau could streamline the transfer process.
THE IMPACT OF MATERNAL OBESITY ON EMERGENCY CAESAREAN SECTION: A SMALL COMPARISON STUDY

Dr L. McGuckin, Dr Meeta Kamath, Department of Obstetrics and Gynaecology, Royal Jubilee Maternity Hospital, Grosvenor Road, Belfast

Aims

Obesity in pregnancy has many adverse outcomes for both mother and baby, and also impinges on NHS service delivery. The aims of this study where to compare the outcomes of obese (BMI >40) and non obese (BMI<30) mothers who required emergency caesarean section.

Methods

The sample for this study consisted of a random sample of twenty women with a BMI>40 and twenty women with a BMI <30, all of whom required emergency caesarean section. The outcome measures recorded where induction rate, indication for induction, indication for caesarean section, time of delivery, duration of operative time, time for ‘ready anesthetic’, birth rate and maternal and fetal complications.

Results

The rate of induction was higher for women who were obese(50% vs 20%). The indication for induction within this group was predominately for gestational diabetes, pregnancy induced hypertension and preeclampsia.

The indication for caesarean section for obese mothers was similar to non obese mothers. There were more ‘out of hours’ caesareans for obese women(65% vs 40%).

The average operative duration and time for ‘ready anesthetic’ was longer for obese mothers. There was also a higher maternal complication rate(80% vs 40%), 44% of complications found in obese women where infective and 25% where attributed to post partum haemorrhage.

Conclusion

Obese women in this study are more likely to require induction of labour, require longer operative and anesthetic times and develop post operative complications. This study would suggest that as rates of obesity in the population increase, maternity units will experience a greater workload.
CLINICAL HIP SCREENING IS POOR AT DETECTING BILATERAL DEVELOPMENTAL DYSPLASIA OF THE HIP (DDH)

McHale SM1, Donohue VB2, Murphy JF1

Depts of Neonatology1 Radiology2    
The National Maternity Hospital, Holles Street.
Background: The accuracy of clinical screening for DDH is debatable. The Barlow-Ortolani manoeuvre was introduced as part of routine newborn screening in the UK in 1969 and in Ireland shortly afterwards. In spite of widespread screening however, the incidence of surgery has remained high. Confusion persists. 

Aim: We prospectively examined the relationship between a positive clinical hip test and the subsequent accuracy on hip ultrasound. As part of this evaluation we sought to examine the robustness of clinical hip testing in the identification of bilateral DDH.  
Method: The study period was January 2005 to December 2008. Over 32,000 babies were born at the NMH during this period. Where a positive clinical diagnosis of DDH was made it was checked later by a senior doctor. A hip ultrasound was performed within 24-48 hours of the diagnosis being made in all infants (VD). Once DDH was confirmed by ultrasound, a Pavlik harness was applied by a physiotherapist and referral to a Paediatric Orthopaedic Centre was made.

Results: In our study cohort we encountered 30 cases where ultrasound examination revealed bilateral DDH. Of these 30 cases ultrasound-confirmed cases the clinical examination had identified bilateral DDH in 12/30 cases, and unilateral DDH in 18/30. Of the 18 unilateral cases identified clinically, 14 were deemed left-sided and 4 right-sided.
Table:  Bilateral DDH Cases: Ultrasound and Corresponding Clinical Detection
	          
	Bilateral DDH on ultrasound
	Bilateral DDH clinically
	Unilateral DDH clinically 

	
	
	
	Right-sided
	Left-sided

	Infants (No.)
	30
	12
	4
	14


Discussion: Among cases with bilateral DDH, the bilaterality of the condition was detected clinically in only 40% of cases.  Furthermore there was a clinical preponderance in the diagnosis of left-sided DDH, and a failure to detect right-sided DDH in 18/30 cases.  The inability to identify the bilaterality of the condition may be inherent in the technique and the proficiency of the right-handed individual. Left-sided DDH accounts for about 70% of cases of DDH according to the literature. Perhaps this prevalence of left-sided hip dysplasia is partly due to the clinician’s technique and a deficiency in diagnosing right-sided DDH.

Conclusion: We have shown that clinical screening has a difficulty in detecting bilateral DDH.  Most of the deficiency is due to an inability to identify right DDH. 
CASE REPORT :  THROMBOEMBOLIC DISEASE AND CAVAL FILTERS 

Dr.L C Meehan,  Dr. S Tharma, Royal Jubilee Maternity Hospital, Belfast

A 26 year old para 0+1 lady was transferred from a peripheral hospital at 38+1 weeks  with  a left femoral vein thrombus and was for insertion of an IVC filter.   She had a 3 week history of left groin pain and in the third week had developed discoloration of the left leg.  A Doppler USS and D- dimer were negative  so therapeutic clexane was stopped.  

Further pain and purplish discoloration to the left leg developed and a subsequent Doppler diagnosed an extensive left femoral vein thrombus.  180 mg clexane subcutaneously was recommended. 

She received only 100mg clexane  the day prior to and the evening of caval insertion. She had an elective C/S at 39+6 weeks to facilitate clexane therapy and epidural analgesia was used.   Therapeutic clexane  was omitted on the day of delivery but 40mg clexane was to be given  6 hours post caesarean section.  Gradually increased  clexane doses were to be administered  (by 20mg daily) until clexane reached 100mg bd,   then the filter was removed..

A  baby girl was delivered weighing  3520gms

The filter was removed day 8.  Clexane was changed to warfarin. 

Doppler USS is a quick user friendly way of diagnosing DVT. It is 95% sensitive and 96% specific.  If there is any doubt venography is advocated or continued therapeutic clexane and repeat Doppler in 10 days if there is a continued high suspicion.

IVC Filters are advised when thrombus recurs despite therapeutic clexane or when the thrombus is extensive prior to delivery - there is usually a 2 week window to deliver and then it is removed.  Studies have shown no additional benefit of permanent filters once the acute risk has gone.

CASE REPORT   -   ESSENTIAL HYPERTENSION

Dr. LC Meehan,  Dr. S Tharma, Royal Jubilee Maternity Hospital, Belfast
A 24 year old lady para 2+0 booked at 10 weeks gestation with BP 200/119. She had essential HT and following an emergency caesarean section at 32 weeks in her last pregnancy, she was advised to have no further pregnancies.  Current medication was Bisoprolol 10mg bd , Irbesartan 300mg od, Amlodipine 10mg od  and Doxazocin 4mg bd. She also smoked 10/day. Medication was changed to Labetalol 200mg tid and methyldopa  500mg tid.

Aspirin was commenced at 15+ weeks. It is known that women with pre-existing hypertension requiring treatment are at additional risk of pre-eclampsia .  The time to start aspirin is as soon as pregnancy is confirmed.  Uterine dopplers at 20-22 weeks gestation are now advised as a way of predicting the early onset of severe pre-eclampsia. .

Betnasol was given at 25 weeks gestation.

At 27+6 weeks current treatment was maximal -  Methyldopa 1000mg qid, Labetalol  300mg qid , Doxazocin 4mg bd, Nifedipine SR 30mg qid  and aspirin 75mg od. 

Intractable hypertension is a reason to deliver and as this lady became symptomatic delivery was required.  Fetal assessment showed an appropriately grown fetus ( 80th centile) with normal dopplers.

An emergency C/S  and sterilisation was carried out at 28+1 weeks.

A baby boy weighing 1432gms was delivered.

Medication was subsequently adjusted - Doxazocine 4mg bd  and  PRN Nifedipine.  Labetalol and Methyldopa were changed to Bisoprolol 10 mg qid, Amlodipine 10mg od and Irbesartan 300mg qid . 

Placental pathology did not suggest a pre-eclamptic state as spiral arteries were well developed.  There was a small retroplacental clot.  Abruptions can occur with any hypertensive state in pregnancy and this may have been a reflection of this lady’s developing symptoms at 27+ weeks which resulted in her timely delivery.
IMPACT OF CONGENITAL HEART DISEASE ON PERINATAL SERVICES.

DR S MILLAR, DR F CASEY, DR D SWEET

ROYAL MATERNITY JUBILEE HOSPITAL (RMJH), NORTHERN IRELAND

Aim: -

To determine numbers, time of diagnosis, delivery and management of babies with congenital heart disease in Regional Neonatal Intensive Care Unit (NICU).

Standard: -

· All major congenital cardiac conditions antenatally diagnosed.

•     All planned deliveries occur when planned.

•     All planned deliveries take place during working hours i.e. 09:00-17:00.

•     Minimum time in NICU post-discharge of mother.

Methods: -

Coding system in RMJH and Heartsuite (Paediatric cardiology coding) used to identify babies with major Congenital Heart Disease, Dysrhythmias, Trisomy-21, -18 and -13 over 5 years.

216 patients identified, of these 204 charts were available for retrospective review. 179 had a congenital cardiac condition. The remaining 25 had no cardiac diagnosis or had Trisomy-21, -18 or -13 with no documented cardiac defect. 

Charts were reviewed for date of birth, gestation, birth-weight, sex, time of diagnosis, delivery details including time of induction and delivery, whether antenatally or postnatally transferred from District General Hospital, investigations and management relevant to the cardiac condition, associated anomalies and time spent in Regional NICU.

Results: -

· 64% of congenital cardiac conditions diagnosed postnatally, at least 35% of these with significant congenital heart disease.

· 44% of planned deliveries were due to cardiac condition.

•     8% delivered later than planned

–6% due to lack of neonatal cots.

•     17% IOL of planned deliveries occurred between 12:01 and 00:00.

•     36% planned deliveries delivered between 17:01 and 08:59.

· 539 days taken in NICU due to cardiac conditions over the five-year period, i.e. 108 days/year. 

Conclusions: -

Congenital Heart Disease has a significant impact on Regional Perinatal Services. Increasing antenatal detection rates will lead to more neonates with severe congenital heart disease being delivered in tertiary centres. This increased demand needs to factored into resource planning for such centres.

INITIAL EXPERIENCE OF ROUTINE PHOSPHATE SUPPLEMENTATION TO IMPROVE BONE MINERALIZATION IN PRETERM BABIES

C Mitchell1, DL Armstrong 2

1. School of Medicine, Queen’s University, Belfast. 2. Altnagelvin Area Hospital, Derry
AIMS. To establish whether the introduction of routine supplementation with phosphate for “at risk” preterm babies is tolerated and results in any reduction in neonatal bone disease.  

METHOD. This was a retrospective review. Since 1st August 2007 all ELBW babies or those born under 28 weeks gestation received routine additional phosphate [1mmol/kg/day] once full enteral feeding was established.  Other babies deemed at risk of rickets of prematurity also received regular supplemental phosphate. From 1st August 2005 to 1st September all babies born under 30 weeks or with a birth weight of 1200g who had been admitted to Altnagelvin Neonatal Unit were identified using the ward admission book. This gave a treatment group [Aug 2007 –Sept 2008] who were compared to those babies born between Aug 2005 and July 2007. Parameters that were compared included gestation, birth weight, antenatal steroid administration and biochemical evidence of rickets as suggested by serum Alkaline Phosphatase levels. 

RESULTS. 101 babies were identified [59 pre and 42 post treatment]. There were no differences in gestational age or birth weight [pre-treatment 27.5 weeks and 980g, post treatment 26.8 weeks and 970g]. Mean alkaline phosphatase pre-treatment was 410 U/L [range 83-1078]. Mean alkaline phosphatase level post treatment was 396 [range 170-779]. This result was not significant [p=0.7]. Routine treatment with supplemental phosphate was not associated with any adverse effects.

CONCLUSION. Routine supplementation of at risk babies was not associated with any side effects. This treatment may be beneficial in the management and prevention of rickets of prematurity. 

NORMOCAPNIA AND SEVERE HYPOCAPNIA ARE UNCOMMON IN INFANTS WITH HYPOXIC-ISCHAEMIC ENCEPHALOPATHY (HIE). 
M Nadeem1, DM Murray2, GB Boylan2, CA Ryan1. 

1 Neonatal Intensive Care Unit, CUMH. 

2 Dept of Paediatrics and Child Health, University College Cork. 

Introduction: Abnormal pCO2 levels (high or low) during self-ventilation or mechanical ventilation in  infants with HIE may be associated with adverse outcome.   
Aim: To describe pCO2 patterns during self-ventilation and mechanical ventilation in infants with hypoxic-ischaemic encephalopathy.  
Methods: Serial blood gases, taken within 72 hours of birth, were collected from a cohort of 52 term infants with hypoxic-ischaemic encephalopathy. Normocapnia, moderate hypocapnia (pCO2 less than3.3kPa), severe hypocapnia (less than 2.6 kPa) and hypercapnia (pCO2 more than 6.6 kPa) were examined in relation to mechanical or self-ventilation 

Results: 535 blood gases were collected from the 52 term infants. Mean (SD) pCO2 values did not differ significantly between self ventilated and mechanically ventilated infants [(5.62 (2.04) and 5.26 (2.35)] respectively (p = 0.74). Only 6/52 infants had no documented episodes of hypocapnia or/and hypercapnia. Normal pCO2 levels occurred in 407 (76.1%) samples, 220 (54.1%) during mechanical ventilation and 187(45.9%) during self-ventilation (p = 0.8). Moderate hypocapnia episodes were documented in 29 (5.4%) samples. Incidence of moderate hypocapnia did not differ between periods of self-ventilation and during mechanical ventilation [9/29 (31%) vs 20/29 (69%), (p = 0.12)]. Episodes of severe hypocapnia occurred in only 5 (0.9%) samples in mechanically ventilated infants. Episodes of hypercapnia were recorded in 94 (17.6%) samples, no difference was found between rates of hypercapnia during periods of mechanical ventilation vs self-ventilation [47(50%) vs 47(50%), (p = 0.25)]. 

Conclusion: While 3/4 of samples were normocapniac, only 11% of infants maintain normocapnia throughout the first 72 hours after delivery. Severe hypocapnia was uncommon and occurred only in ventilated infants.

NEONATAL GASTROSCHISIS: AN INSTITUTIONAL EXPERIENCE

Neary E¹, Barrett M.J1, Clarke T¹, Foran A1.

1Dept. Neonatology, Children’s University Hospital, Temple Street, Dublin.

Aims: (1) Document antenatal, maternal and perinatal history in cohort with gastroschisis.

(2) Document co-morbidities and clinical course of the cohort.

Methods: Retrospective cohort review of neonates admitted to Temple Street Hospital with gastroschisis in the period January-December 2007. 

Results: Ten patients were identified. Nine cases had an antenatal diagnosis. Mean maternal age 23.6 (18-29) years. Three mothers were primigravida. Three mothers admitted to previous illicit drug usage. There was a history of smoking in 3 cases. Occupation was not documented in any. Nine mothers were unmarried. One mother had concurrent hepatitis C. Mean gestation was 35 (32-37) weeks. Eight were spontaneous deliveries. Five were small for gestational age. Eight were female. Mean intensive care stay was 12.3 (5-30) days. Mean duration of parenteral nutrition was 32.9 (11-90) days. Ten experienced line sepsis, 6 of whom had broviac lines. Two developed necrotising enterocolitis and 1 had associated bowel atresia. Mean length of stay was 85 (17-199) days. All were followed up and 3 required subsequent readmissions.

	Year
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	Gastroschisis Repairs
	1
	5
	1
	2
	3
	7
	10
	11
	10


Our institution experienced increases annually of gastroschisis in the previous 9 years. This mirrors the national experience.

Discussion: Given the length of hospital stay, congenital and acquired co-morbidities for each of these patients post repair this rise has significant resource, financial and manpower implications. This study provides us with data that can be provided to parents regarding the clinical course of gastroschisis in our institution. The need for a prospective collection of socio-demographic data for these infant mother pairs is highlighted.

1. Barrett MJ et al. Increasing incidence of Gastroschisis in Ireland – a worrying trend. Irish Paediatric Society Meeting 2008
MANAGEMENT OF NEONATAL ABSTINENCE SYNDROME: A NATIONAL SURVEY AND REVIEW OF PRACTICE

Dr Michael J O’Grady, Dr Jayne Hopewell, Dr Martin J White.

Coombe Womens and Infants University Hospital, Dublin, Republic of Ireland

Aim: 

To ascertain the present management of neonatal abstinence syndrome (NAS) in neonatal units in the United Kingdom (UK) and Ireland. 

Methods: 

Postal questionnaire to 235 neonatal units, with telephone follow-up of non-respondents. 

Results:

The response rate was 90 %, 96 % of respondents had a formal NAS guideline. The median number of infants treated annually for NAS was 6 (range 1-100). The method of Finnegan was the most widely used scoring system (52 %). Morphine sulphate was the most commonly used first-line agent for both opiate (92 %) and polysubstance (69 %) withdrawal. Dosing regimens varied widely. Units using a maximum daily morphine dose of < 400 µg/kg/day were more likely to require addition of a 2nd agent (76% vs. 58%, p = 0.027). Phenobarbitone was the drug of choice to treat seizures secondary to both opiate and polydrug withdrawal in 73 % and 81% of units respectively. Twenty nine percent of units allowed infants to be discharged home on medication. Fifty eight percent of these allowed administration of opiates in the community and in almost half of cases this was managed by a parent. Mothers on methadone whose serology was positive for Hepatitis B and/or C were 4 times more likely to be discouraged from breastfeeding.

Conclusions:

The majority of units currently use an opiate as the drug of first choice as recommended. Doses utilised and second agents added vary significantly between units. Many of our findings reflect the lack of high-quality randomised studies regarding management of NAS.

NATURAL HISTORY OF ANENCEPHALY

N. Obeidi, N. Russell, JR Higgins, K. O’Donoghue
Organisation
Anu Research Centre, UCC Department of Obstetrics and Gynaecology.

Cork University Maternity Hospital (CUMH), Wilton.Cork.

Aims:  Anencephaly is a neural tube defect that occurs due to failure of neural tube closure at the cranial end of the embryo. Ireland has amongst the highest incidence of neural tube defects worldwide. We aimed to investigate the natural history of these pregnancies from diagnosis to delivery and to determine timing of death
Methods:  This was a retrospective review of all cases of anencephaly (n=24) diagnosed between 2003 and 2008 in tertiary-referral university teaching hospitals in Cork.
Results:  The majority of cases (23/24; 96%) were diagnosed antenatally at a median gestation of 20.4weeks (range 13.4–28.4). The median maternal age was 30years (range 17–41) and 54% were primigravidae. Five pregnancies were complicated by polyhydramnios; three by preterm labour, and three deliveries were complicated by shoulder dystocia. The median gestation at delivery was 34weeks (range 22+5-42+6). In 71% of cases, labour was induced, and the median induction-to-delivery interval was 31 hours (range 2hours-12days). Six patients (25%) had an prelabour intrauterine fetal death and eight patients (33%) had an intrapartum fetal death.  Median neonatal survival time was 60 minutes (range 10 minutes-8 days). Six parents agreed to donate neonatal organs for transplantation. 
Conclusion:  This study provides useful information for health professionals caring for patients with a diagnosis of anencephaly. The majority of these infants die prior to delivery but short-term survival is possible.
LARGE UMBILICAL CORD CYST:  A CASE REPORT – Poster requested

Rupak Kumar Sarkar, Dan McKenna

Department of Obstetrics and Gynaecology. Cork University Maternity Hospital. Ireland

A 35 year old primiparous lady was referred to the Perinatal medicine clinic at 22 weeks of gestation, on detection of a small umbilical cord cyst on ultrasound at a routine  antenatal visit. 

She had  no  relevant medical or surgical history of note. Findings included a 3 x 3 cms cyst  approximately 2.5 cms away from the abdominal  umbilical cord insertion. Amniocentesis  was performed  which was  negative for Trisomy 13,18,21 and X- chromosome anuploidy.

Serial scans were performed  every 4 weeks to monitor cyst size and fetal growth She was admitted at 28 weeks gestation with a NSAPH, and received antenatal corticosteroids.

Total diameter of the umbilical cord cyst reached 12 cms x 7 cms in  diameter , and following discussion at  a multidisciplinary meeting she was delivered by elective caesarean section at 37 weeks gestation of a healthy male infant weighing 2910 grams.

Placental  histology  revealed a single umbilical artery . 

Histology of the cord cyst is awaited.

Current literature review suggests that  there can be two types of cysts-true cysts and pseudo cysts. Cysts are found in 0.4% of pregnancies. True cysts are small remnants of the allantois (ie, allantoid cysts) or the umbilical vesicle. Cysts have an epithelial lining, occur at the fetal end of the cord, and usually resolve during the first trimester. True cysts can be associated with hydronephrosis, patent urachus, omphalocele, and Meckel diverticulum

False cysts can be as large as 6 cm and represent liquefaction of Wharton jelly. They do not have an epithelial lining and are most commonly found at the fetal end of the cord. Pseudocysts are associated with chromosomal anomalies, omphalocele, and patent urachus.  Of cord cysts of any type, 20% are associated with structural or chromosomal anomalies.

SUCCESSFUL OUTCOME OF PREGNANCY WITH SEVERE HYPERTRIGLYCERIDEMIA: A CASE REPORT.

RK Sarkar (1), C Vaughan (2), K O’Donoghue (1) LC Kenny (1)

(1)Department of Obstetrics and Gynaecology, Cork University Maternity Hospital, Cork

(2) Department of Medicine/Cardiology, Mercy University Hospital, Cork.Ireland.

A 35 year old lady of SE Asian origin, attended the combined Perinatal Medicine/Cardiology clinic at 8weeks gestation in her second pregnancy.  Details of her previous pregnancy were limited due to loss of medical records, but she was delivered by Caesarean Section (CS) at 39weeks with acute pancreatitis related to undiagnosed hypertriglyceridemia.  While she made an uneventful recovery, no further investigations were performed.

This pregnancy was managed with weekly monitoring of fasting cholesterol and triglycerides levels, serum amylase and liver function tests as well as surveillance of fetal growth from the late second trimester. Very low fat diet was advised. Oral glucose tolerance test was normal at 28weeks. Fish Oils (Omacor, 3g/day) and therapeutic low molecular weight heparin were started at 34 weeks, when CL was 24mmol/l and TG levels were 66mmol/l. While she had recurrent abdominal pain in the third trimester, ultrasound of abdomen was normal. She did not develop stigmata of chronic hyperlipidemia. In view of rising triglycerides which peaked at 68mmol/l at 36 weeks she was delivered of a healthy 4.2kg female infant by elective caesarean section at 37 weeks. Triglyceride levels had returned to normal at her 3 month postnatal follow-up. Pancreatic enzyme deficiency is suspected as an underlying aetiology and genetic studies are ongoing 

Pregnancy is a physiological condition where plasma triglyceride levels are moderately increased. The risk of acute pancreatitis threatens the life of both mother and fetus. Early recognition of severe hypertriglyceridemia and appropriate management are essential for a successful pregnancy outcome.
FETAL SURVEILLANCE USING PATTERN RECOQNITION SOFTWARE   

A Saxena1, F Kurugollu 2, S Ong1

1Royal Jubilee Maternity Hospital, Belfast, 2 School of electronics and computer science, Queen’s University Belfast 

Aims: The biophysical profile uses a number of parameters, one of which is fetal movements. We aim to revisit the biophysical profile using pattern recoqnition software. 

Methods: Nine women with a normal pregnancy between 24 to 36 weeks gestation were studied. These patients were scanned for one minute (Voluson E8 machine; GE, Kretz) and fetal movements were recorded onto DVD. These one minute recordings were evaluated using a form of pattern recoqnition software called optic flow motion analysis.
Results: 
DVD sequence

Clinicians observation 
Computer detection

Proportion

(seconds)

of motion (seconds)
of motion (seconds)
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0.58
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0.46
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19
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0.52

61


18



12


0.67
Conclusion: Pattern recognition software was only able to detect fetal movement in 56.7% (range 42 to 75%) of cases. Further work is required. 
.
Conclusion: Optic flow is also known as dense motion field analysis. Block based motion analysis is also called motion estimation.  This uses vectors for block of pixels and is widely used in current video compression standards. Our preliminary data suggests that of the two methods of analysis, block based motion analysis shows greater promise. We plan to conduct a larger study to investigate its potential further.
NEURODEVELOPMENTAL OUTCOME AT 2 YEARS OF AGE OF INFANTS BORN AT THE THRESHOLD OF VIABILITY

D Sweetman, M. Slevin, J. Murphy, A Twomey, Dept of Neonatology, National Maternity Hospital, Holles Street, Dublin 

Introduction: We recently reported on the survival of infants born at the threshold of viability (≤ 26 weeks gestation) in our institution.1 We now report on the neurodevelopmental outcome at 2 years corrected gestational age of the surviving cohort. 

Methods: The study group consisted of all liveborn, normally formed infants with a birthweight ≥ 401g or a gestational age of 22 weeks or more, who were inborn between Jan. 2001 and Dec. 2006. Infants were followed to 2 years corrected gestational age and underwent a detailed neurological and psychological assessment (Bayley Scale of Infant Development-II). Infants were then categorised into 4 groups. Category 1 (severely affected) included infants who were blind, deaf, had evidence of severe cerebral palsy and/or significant developmental delay (Bayley Mental score 2 or more standard deviations below the mean). Category 2 included infants with a Bayley Mental score 1-2 standard deviations below the mean or infants with mild-moderate cerebral palsy without evidence of cognitive delay. Category 3 included infants with motor delay and/or abnormalities of tone but with a Bayley Mental score within the average range. Category 4 (normal) included infants with no developmental delay or tone abnormalities and with normal Bayley Mental and Motor scores.

Results: A total of 117 infants were born during the study period of which 56 (48%) survived to discharge. No infant ≤ 23 wks gestation survived to discharge. Survival to discharge of infants offered active resuscitation in the delivery room was 44% at 24 wks, 60% at 25 wks and 70% at 26 wks respectively. One infant died of complications related to prematurity prior to follow up. Of the 55 remaining survivors, 43 (78%) infants were followed up. A total of 20 infants (46%) were classified as neurologically normal (category 4). Eleven infants (26%) were severely affected (category 1). Six infants (14%) were classified in category 2 and 6 infants (14%) were classified in category 3. Although numbers are small, 33% of infants born at a gestational age of 24 wks were severely affected decreasing to 17% at 26 wks gestational age. Corresponding figures for infants considered to be normal were 33% and 48% respectively. If infants with a severe IVH (Grade 3 or 4) and/or PVL were considered (n=9), 22% of these infants were severely affected on follow up but interestingly, 45% were classified as normal. 

Conclusions: No infant at 23 wks or less survived to discharge. Survival to discharge at 24 wks was 44% increasing to 70% at 26 wks. At 2 years corrected gestational age, approximately one half of the surviving cohort was found to be neurologically normal while approximately one quarter were classified as severely disabled. With advancing gestational age, there was a decrease in the percentage of infants considered severely disabled with a corresponding increase in the percentage classified as normal. Severe IVH/PVL did not predict poor neurodevelopmental outcome with 45% of these infants being classified as normal on follow up suggesting that gestational age at birth still remains the strongest predictor of long-term neurodevelopmental outcome. 

1 C Vavasseur, T O’Carroll, A Twomey.  Resuscitation of Infants at the threshold of Viability.  Irish Medical Journal, Jan 2008; 102(1)

HOW EFFECTIVE IS VERY LOW DOSE DEXAMETHASONE IN REDUCING VENTILATION REQUIREMENTS IN EXTREMELY LOW BIRTH WEIGHT BABIES?

K. Tanneya, J.W. Davisa, H.L. Hallidayb, D.G. Sweeta
aRegional Neonatal Unit, Belfast and bDept. of Child Health, Queen’s University Belfast
Aims: Dexamethasone (DEX) is used in extremely low birth weight (ELBW) babies with evolving bronchopulmonary dysplasia (BPD), to wean from mechanical ventilation. There are few studies exploring how low a dose is effective. The smallest possible cumulative dose is desirable as DEX may have effect on neurodevelopmental outcome. In our unit, when deemed essential to treat with postnatal DEX, we use a very low dose regimen starting at 50 mcg/kg/day or less. This study aimed to describe the efficacy of this very low dose DEX regimen in ventilator-dependent babies with developing BPD. 

Methods: 16 babies who had received 50 mcg/kg/day or less of DEX to wean from mechanical ventilation were retrospectively reviewed.  Clinical course, ventilation history and DEX dosing regimen were recorded. Sequential Oxygenation Indices (OI) were calculated using blood gases and ventilation data.

Results: Mean (SD) gestation was 25 (1.3) weeks and birthweight 679 (126) g. Mean (SD) total DEX dose was 234 (56) mcg/kg over an average 7 days. The median (IQR) age for starting DEX was 30 (20-37) days, with initial FiO2 of 0.49 (0.37 - 0.58). Of the 16 babies, 11 were extubated by the end of the DEX course, with 1 extubation failure and 1 death.  OI decreased significantly during DEX therapy: median (IQR) OI 3 days before DEX was 10.4 (9.0 - 13.4); on day of starting DEX OI was 14.9 (7.7 - 18.0) and on day 3 of DEX therapy OI decreased to 6.0 (4.4 - 7.5); ( P < 0.01). 

Conclusion: DEX Doses as low as 50 mcg/kg/day can facilitate extubation in ELBW babies and may help minimise potential side effects of postnatal steroid use. Further randomised trials are required to explore the role of very low dose DEX in extremely low birth weight babies.

NEONATAL BLOOD STREAM INFECTION WITH GRAM-NEGATIVE BACILLI (GNB BSI): 20 YEARS AT THE COOMBE WOMEN & INFANTS UNIVERSITY HOSPITAL

Villoslada J., Meenan A.M., Sheridan-Pereira M., Coombe Women and Infants University Hospital
Aims: To document the incidence, pattern and outcome of both early (EONS) and late onset (LONS) GNB BSI over 2 decades.

Methods: GNB BSI cases as defined by CDC criteria were identified from the microbiology records from 1989-2008 at the CWIUH. The clinical data (obstetrical history, gestation, birthweight, morbidity, mortality) was extracted from the babies’ records.

Results: Of 111 babies with 114 GNB BSI episodes (Table 1)-44 had EONS and 67 LONS. E. coli predominated (74/111). Blood was sterile in 94% (105) within 48 hours of antibiotic therapy. Meningitis was suggested in 8 CSF analyses however only one was culture positive.

Postnatal E.coli BSI occurred in 5 mothers. 2 of 3 babies who had a second episode of GNB BSI had same organism recurrence. 2 babies had concurrent BSI with Group B Streptococcus. 46% of LONS GNB BSI occurred in babies 25-29 weeks gestation with 36% being <1kg.All babies >2kg survived and mortality was similar in EONS (15%) and LONS (17%).

The commonest clinical signs and symptoms were respiratory (72%), cardiovascular (60%), gastrointestinal (54%) and neurological (46%) with pyrexia in only 32% of cases. Risk factors for EONS were present in 78% of infants and 73% of mothers received intrapartum antibiotics

	 
	Total births(N=145,283)
	GNB BSI x1 episode(N=111)
	Incidence
	Deaths
	%

	1989-1993
	33,413
	18
	~1.07/2000
	1
	6

	1994-1998
	33,304
	27
	~1.62/2000
	2
	7

	1999-2003
	37,596
	31
	~1.65/2000
	6
	19

	2004-2008
	40,970
	35
	~1.7/2000
	5
	14


Conclusion: EONS & LONS GNB BSI- commonly E.coli remains an important cause of morbidity and mortality particularly among VLBW and ELBW infants and mothers. Whilst incidence is unchanged there is an observed trend of higher mortality in the last decade.

MONOCHORIONIC MONOAMNIOTIC TWINS: A CASE REPORT AND A REVIEW OF THE LITERATURE.

C Walsh, N Farah, S Daly.

Coombe Women and Infants University Hospital.

Case report: Miss L.P, 34 year old, from Ghana attended our hospital with unsure dates for booking. She is a Para 1+3 with a previous lower segment caesarean section in 2001 for failure to advance in the first stage in labour. At the booking scan she was diagnosed with a monochorionic monoamniotic pregnancy. For her antenatal care she attended the multiple pregnancy clinic and was followed by regular scans. She had dexamethasone at 31+3 weeks gestation and was delivered by elective caesarean section at 32 weeks gestation. Her antenatal care is discussed and the literature reviewed.

IS LOW BODY MASS INDEX (BMI) A HIGH RISK FOR PREGNANCY?

CE Walsh, N Farah, S Barry, C Fatah, B Stuart, MJ Turner
UCD School of Medicine and Medical Science, Coombe Women and Infants University Hospital
Aims:

The purpose of this study is to review the clinical outcome of all women with a low BMI (<18.5kg/m2) who delivered a baby weighing 500g or more in 2007.
Methods: All obstetric data was collected prospectively on the hospital’s Euroking IT system and was analysed using SPSS (version 15).The outcomes in the low BMI group were compared with the rest of the obstetric population.
Results: Of the 8369 women delivered, 165(2.0%) had a low BMI (range 14.8-18.4 kg/m2). Of the 165, 52.7% were primigravid compared with 40%. The induction rate was 13 (15.0%) compared with 25.9%. Of the deliveries only 8 (4.8%) were preterm.
The mode of delivery is shown in Table 1.

Table 1: Mode of delivery

	
	Low BMI
	Rest of population

	
	
	%
	n
	%

	SVD
	110
	66.6%
	4867
	59.3%

	Instrumental
	26
	15.8%
	1516
	18.5%

	Elective LSCS
	15
	9.0%
	770
	9.4%

	Emergency 

LSCS
	14
	8.5%
	1051
	12.8%

	Total
	165
	
	8204
	


Conclusion: Previous studies have reported an increased obstetric and neonatal risk for mothers with a low BMI. However, we found in our population the risk of obstetric intervention is low and the perinatal outcome is excellent.
Only two available – twins are still a concern, particularly in IVF patients! 

VV Wong, C Hughes, E Mocanu

Human Assisted Reproduction Ireland, Rotunda Hospital, Dublin, Republic of Ireland

Introduction: Multiple pregnancies arising from assisted reproduction are known to be associated with increased medical, psychological, economical and social risks.  Elective single embryo transfer when a choice of embryos exists should always be considered.  No clear answer exists what should be the conduct when only 2 embryos are available, none to freeze. 

Materials and methods: We identified all cycles of IVF/ICSI treatments performed at the HARI Unit, Rotunda Hospital from 01/01/2005 to 31/12/2007 that resulted in only 2 embryos available for transfer.  Parameters analyzed were: age, laboratory procedure, clinical pregnancy, viability and multiple pregnancies. 

Results: A total of 787 cycles were identified.  Clinical pregnancy rates per transfer were 35.8% overall, 39.2% (<35y), 34.9% (35-40y) and 19.5% (>40y).  Twin rates in the 3 groups were 24.8%, 13.7% and 0%, respectively.  Twin pregnancy rates were higher in IVF compared with ICSI 70% vs.30%(<35y), 81% vs.19% (35-40y).  In the 35-40y IVF group 2 sets of triplets were noted.  Miscarriage rates were comparable 8.2%(<35y) vs. 9.8% (35-40y). A very high miscarriage rate was evident in the over 40 group (87%).  

Discussion: We established that in women less than 40 when only two embryos are available for transfer the multiple pregnancy rates are high.  A group at particular risk of a multiple pregnancy is the IVF patients.  Single embryo transfer should be considered for IVF patients below 40 years old particularly if 2 good quality embryos are available.  Patients over 40 with only 2 embryos available for transfer should be counseled about the high risk of miscarriage most likely due to embryo quality.    

NATIONAL SURVEY REGARDING NEONATAL BLOOD CULTURE SAMPLING

E.Woolhead, F.A.AliAlDaaysi, T.Clarke. Rotunda Hospital, Dublin.

Aim: Blood culture is the gold standard for identifying bacteraemia. False-positive cultures are common and associated with prolonged hospitalisation. The aim of the study was to determine current practice nationally regarding neonatal blood culture sampling.

Methodology: All 21 Maternity Hospitals in the Republic of Ireland and four neonatal/paediatric wards in Children’s Hospitals were surveyed.  Questionnaires were posted to the 25 Senior Nurses. 

Results: 92% response rate with 57% completed by senior nurses. 70% reported insufficient training regarding sampling technique. Where training is provided, 87% was informal. Majority of cultures are performed by Registrars/SHOs. Surprisingly, 30% stated blood culture is not a sterile procedure. Two-thirds (66%) require an assistant. 53% have a policy regarding skin preparation, using either alcohol or chlorhexidine. 

The target blood volume varies significantly; 39% require 0.5ml, 35% 0.6 to 1ml and 13% > 1ml; one institution requires < 0.5ml blood. The amount of blood actually obtained is different, over half (53%) obtained 0.5ml, 13% <0.5ml over 75% of the time, while 30% never obtain >1ml. Most obtain one peripheral sample only (87%). 

Regarding technique, 26% use a cannula and aspirate the sample with a needle and syringe, 30% use a cannula and syringe. 17% allow the hub to fill and insert the stylet into the culture bottle. One unit uses a butterfly while the remainder use a combination. 

In response to an “open” question, the most frequent problems noted were regarding contamination, managing clinically ill culture negative infants, and lack of an agreed policy resulting in clinicians “doing their own thing”. 

Conclusion: There is significant variation in practice nationally. Lack of guidelines and staff training regarding sampling and aseptic technique may result in false positive/negative results, highlighting the need for evidence based guidelines and formal staff training.

AUDIT OF GENETIC AMNIOCENTESIS IN THE ULSTER HOSPITAL

DC Wylie, A Morsy, P Fogarty

Ulster Hospital, Northern Ireland

Introduction

Genetic amniocentesis is the commonest invasive prenatal diagnostic procedure in the UK.  Approximately forty procedures are performed in the Ulster Hospital each year.  It is performed to obtain amniotic fluid for karyotyping, and the majority are undertaken between 15 and 16 weeks gestation.  

Aims

The aims of this study were as follows:

1 – To establish miscarriage rates following genetic amniocentesis.

2 – To evaluate other complications eg multiple punctures and bloody taps.

3 – To evaluate patient satisfaction with the procedure. 

RCOG Standards (Amniocentesis and chorionic villus sampling, January 2005)

Methods

The charts of every patient who had genetic amniocentesis performed over a thirty-month period from January 2006 to June 2008 were analysed.  A proforma was used to collect the data; a telephone survey was conducted which took five minutes.  The results were recorded anonymously

Results

There were eighty procedures performed in the thirty-month period.  The maternal age ranged from 21 to 45 years (mean 38.95).  The gestational age ranged from 14 to 30 weeks (mean 17.8 weeks).  The reasons for amniocentesis included maternal age (55%, n=44), triple test result (27.5%, n=22), abnormal findings on ultrasound scanning (8.7%, n=7), family history of genetic abnormality (5%, n=4) and maternal anxiety (1.3%, n=1).  

98.8% (n=79) of patients had a single successful puncture, one patient had two attempts.  42.5% (n=31) of patients had a transplacental tap.  

One tap yielded cloudy fluid, resulted in SROM/miscarriage. The rest were all clear (97%). There was an abnormal karyotype in 7.5% (n=6) of patients.  Five of these (83.3%) opted for termination of pregnancy.  The other patient decided to proceed with the pregnancy however intrauterine death was diagnosed at 37 weeks (triploid fetus)

The patient satisfaction survey included thirty patients.  All were happy with the timing and location of the procedure.  Three patients (13%) reported some mild abdominal cramping following the procedure but did not seek medical attention.  All the patients surveyed were satisfied with the discussion of results by telephone, and preferred this to waiting for an appointment.  All the patients interviewed opted for PCR analysis, as they wanted the results quickly.  The overall impression of the service was very positive.  Most of the comments related to how the staff put them at ease and they appreciated the emotional support from the midwifery staff.  
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Thermal protection of newborn: A Practical Guide. Department Of Reproductive Health and Research WHO. WHO/RHT/MSM/97.2 


Knobel RB, et al Journal of Perinatology (2005) 25, 304-308
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