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Glossary of Terms 
BOOKED PATIENT: A patient who is seen once at the antenatal clinic, 
other than the occasion on which she is admitted. This includes patients 
seen by the Consultant staff in their Consulting rooms. 

ABORTION: Expulsion of products of conception before the end of the 
28th week of pregnancy. 
MATERNAL MORTALITY: Death of a patient, booked or unbooked, 
for whom the hospital has accepted responsibility, during pregnancy or 
within six weeks of delivery whether in the hospital or not. 

Maternal mortality is calculated against the total number of mothers in 
the hospital including abortions, ectopic pregnancies and hydatidiform 
moles. 

STILLBIRTH (S.B.): A baby born after the end of the 28th week of 
pregnancy who shows no sign of life. 

FIRST WEEK NEONATAL DEATH (N.N.D.): Death of a baby born 
alive after the end of the 28th week of pregnancy, within 7 days, either in 
the hospital or after transfer to another hospital. 

PERINATAL MORTALITY: The sum of stillbirths and first week neo
natal deaths as defined. 
CALCULATION OF PERINATAL MORTALITY RATE: The perinatal 
mortality rate refers to the number of perinatal deaths (S.B. and 1st week 
N.N.D.) per 1,000 total births at or over 28 weeks. 

Abbreviations used throughout report: 
A.N.C. Antenatal course 
A.P.H. Antepartum haemorrhage 
A.R.M. Artificial rupture of membranes 
B./N.B. Booked/non-booked 
B.P.D. Biparietal diameter 
C. A.N.C. Combined antenatal care 
C.P.A.P. Continuous positive airway pressure 
C.T.G. Cardiotogograph 
C.V.P. Central venous pressure 
D.I.C. Disseminated intravascular coagulation 
F.H.H./N.H. Fetal heart heard/not heard 
F.M.N.F. Fetal movement not felt 
G.T.T. Glucose tolerance test 
I.P.P.V. Intermittent positive pressure ventilation 
I.U.D. Intrauterine death 
L.S. Lecithin/sphingomyelin 
L.S.C.S. Lower segment Caesarean Section 
M.S.U. Mid-stream urinalysis 
P.E.T. Pre-eclamptic toxaemia 
P.G.E. Prostaglandin 
P.P.H. Postpartum haemorrhage 
P.R.O.M. Premature rupture of membranes 
R.D.S. Respiratory distress syndrome 
R.I.U.G. Retarded intrauterine growth 
S.C.B.U. Special Care Baby Unit 
S.E. Socio-economic group 
S.R.O.M. Spontaneous rupture of membranes 
S.V.D. Spontaneous vertex delivery 
U.T.I. Urinary tract infection 
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Introduction 
The number of deliveries recorded during 1982 dropped by 5 per cent. 

Seventy four of the 6,902 babies delivered after 28 weelcs gestation died so 
that the perinatal mortality rate was 10.7/1,000. This is the lowest figure 
recorded in the hospital and represents a significant drop on 1981. Thirty-
one of the 74 perinatal deaths (42%) were due to lethal congenital malfor
mations; the perinatal mortality rate for normal infants was therefore only 
6.2/1,000. It is gratifying to note that the reduction in the normal perinatal 
death rate was entirely due to a reduction in the number of normal stillborn 
infants. I have previously commented that further reduction in perinatal 
mortality is dependant on lowering the number of normal stillbirths, and I 
hope that the reduction noted during 1982 will be further magnified in the 
coming years. It is also gratifying to record that the perinatal mortality rate 
calculated for infants weighing over 500 grams also dropped significantly 
compared to figures previously recorded. During the year a total of 30 
babies showed signs of cerebral irritation following delivery; it is planned 
in future reports to give a more detailed analysis of these cases but it is 
gratifying to record that fewer babies had to be referred to the Central 
Remedial Clinic than ever before. I hope that this reduction in morbidity 
will further improve. 

The perinatal mortality for the past ten years is summarised on page 14. 
When congenital malformations are excluded it can be seen that only 1 out 
of every 999 normal live born infants died. It is difficult to see how this 
figure can be reduced further and it is for this reason that further advances 
are dependent on reducing the normal stillbirth rate. 

The presentation of this year's report has been altered somewhat. Where 
necessary separate tables have been included for primigravidae and multi-
parous patients respectively; these tables readily identify the effect which 
parity alone has on obstetric outcome, both on the occurrence of ante-natal 
complications and in problems arising with delivery. 

Grants totalling £6,352,334 were received from the Department of 
Health. The cost per occupied bed was £84.00 per day. This can be 
compared with the figure of £74.00 in 1981 and represents an increase of 14 
per cent. 

The active research work in the hospital continued during the year. The 
most notable feature was the decision by the Hospital Board to set up a 
Development Trust for the purpose of raising funds towards research. I 
have no doubt that this is one of the most important decisions that the 
Board has ever taken. It marks a significant alteration in the attitude of the 
hospital towards research. I have no doubt whatever that the involvement 
of tne hospital in more active research will have a most beneficial effect, 
not only on the patients, but on hospital staff and the hospital's reputation. 

The hospital was well represented at the World Congress in San Fran
cisco. The Master was an invited speaker and four other members of staff 
also attended. The Guinness Lecture was given by Mr. J. Jordan and his 
outstanding dissertation on ovarian cancer was not only very informative 
but attracted a large audience. 

Miss Rita Kelly who had given the hospital over 30 years service and had 
been Matron from 1954 retired during the year. On behalf of the Board, 
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the Consultants and all other members of staff I would like personally to 
thank her for her outstanding service and we all wish her well in her 
retirement. She was replaced by Miss O'Dwyer whom we wholeheartedly 
welcome. 

I am grateful for the help given to me by the Assistant Masters in the 
compilation of this report. In addition I would like to thank the following 
who helped to prepare special sections: J. Clinch (Induction of Labour), J. 
Drumm (Ultrasound and Haemolytic Disease), M. I. Drury (Diabetic 
Clinic), A. T. Greene (Infertility and Diabetic Clinic), E. Griffin (Paediatric 
Department and Haemolytic Disease), M. Hooper (Varicose Vein Clinic), 
F. Martin (Pathology Department), R. Mulcahy (Cardiac Department), P. 
O'Connell (Paediatric Assessment Unit), Miss Gregg (Social Services 
Department), Miss Mason (Physiotherapy Department) and Mrs. Rhatigan 
(Radiology Department). 

I would like to conclude by expressing my thanks to the members of the 
Hospital Board who have unflinchingly given of their free time to supervise 
the running of the hospital; to Miss Smithwick, the Secretary/Manager, 
with whom it has always been a pleasure to work and also to my new 
secretary Miss Ward who has been responsible for preparing this report. 
My final word of thanks goes to the staff of the Medical Records Depart
ment. The accurate recording of data is an essential part of any hospital 
practice and without the effort of all the staff in the Medical Records 
Department the data could not accurately be recorded. I am hopeful that 
we will shortly have the facility of computerisation to enable an even more 
detailed analysis to be performed. 

NIALL DUIGNAN. 
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Comparative Table for 1 

1973 1974 1975 1976 1977 

Babies born 7,631 7,721 7,301 7,111 7,099 

Perinatal deaths 161 179 132 117 113 

Mortality rate 21.4 23.2 18.1 16.5 15.9 

Mothers delivered 8,428 8,494 7,970 7,809 7,781 

Maternal deaths 1 Nil Nil 2 2 

Caesarean section % 6.3 6.7 6.5 7.9 7.9 

Forceps % 13.4 14.1 12.6 9.9 8.7 

Induction % 40.6 44.0 36.0 28.6 29.8 



Statistical Summary 

Mothers delivered after 28 weeks gestation ... 6,816 
Mothers delivered before 28 weeks gestation ... 75 
Hydatidiform Moles 10 
Ectopic Pregnancies 9 

Mothers delivered after 28 weeks gestation 
Primigravidae 
Multiparae 
Booked cases 
Non-booked cases 

6,816 
1,961 
4,855 
6,750 

66 

Maternal Death 1 

Infants delivered over 28 weeks gestation 
Sets of twins 
Sets of triplets 

6,902 
82 
2 

Perinatal Deaths 
Booked cases 
Non-Booked cases 

74 
67 
7 
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Perinatal Mortality 

Number of infants born after 28 weeks 

Perinatal Deaths ... 

Booked Patients ... 

Non-booked Patients 

Stillbirths 

Neonatal Deaths ... 

imber 

6,902 

74 

6,750 

66 

47 

27 

Rate 

10.7 

9.7 

106.0 

6.8 

3.9 

Perinatal mortality calculated for infants 
1,000 grams or more 10.1 

Perinatal mortality calculated for infants 
500 grams or more 12.0 

Analysis of Perinatal Mortality 

Antepartum Deaths 

Intrapartum Deaths 

Neonatal Deaths 

Congenital Malformations 

33 

2 

8 

31 

Congenital Malformations accounted for 42 per cent of total fetal losses. 
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< 20 years 
20-24 years 
25-29 years 
30-34 years 
35-39 years 
40+ years 

0 
1,2, 
4+ 

3, 

< 1 
1,001-1 
1,501-2 
2,001-2 
2,501-3 
3,001-3 
3,501-4 
4,001-4 
4,501 + 

,000 g. 
,500 g. 
,000 g. 
,500 g. 
,000 g. 
,500 g. 
,000 g. 
,500 g. 
g-

28-31 weeks 
32-36 weeks 
37-396 weeks 
40-406 weeks 
41-416 weeks 
42+ weeks 

Statistical Analysis of Perinatal Deaths 
Age-Group 

Parity 

Birth Weight 

Gestation 

Total 
Births 

347 
1,502 
2,252 
1,750 

811 
154 

1,961 
4,017 

838 

12 
41 
80 

227 
920 

2,457 
2,266 

729 
170 

31 
323 

2,539 
2,119 
1,544 

346 

Perinatal 
Deaths 

4 
10 
25 
20 
13 
2 

19 
43 
13 

7 
15 
13 
11 
9 
9 
7 
2 
1 

16 
25 
18 
5 
7 
3 

Perinatal 
Mortality 

Rate 

11.5 
6.6 

11.1 
11.4 
16.0 
12.9 

9.6 
10.7 
15.5 

583 
365 
160 
48.4 
9.7 
3.6 
3.0 
2.7 
5.8 

516 
77.3 
7.0 
2.3 
4.5 
8.6 

Comment: The above tables apply only to patients of greater than 28 
weeks gestation. It was interesting to note that the perinatal mortality rate 
for primigravidae was less than that noted for multigravid patients. It is 
gratifying too that the perinatal mortality rate of the low birth weight 
infants weighing less than 2,000 g. was lower than that recorded in previous 
years. 
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Analysis of Perinatal Mortality 
1973 1974 1975 1976 

Total Perinatal Deaths 

Mortality Rate 

Antepartum deaths ... 

Percentage of Total ... 

Intrapartum deaths ... 

Percentage of Total ... 

Neonatal deaths 

Percentage of Total ... 

Fetal Abnormalities 

Percentage of Total ... 

161 

21.4 

41 

26 

12 

7 

44 

27 

64 

40 

179 

23.2 

65 

36 

10 

6 

43 

24 

61 

34 

132 

18.1 

42 

31 

5 

5 

23 

17 

62 

47 

117 

16.5 

44 

37 

8 

7 

29 

25 

36 

31 

PERINATAL MORTALITY EXCLUDING CONGENIT 

Total Normal Babies 7,567 7,660 7,239 7,075 

Stillbirth Rate 7.0 9.8 6.5 7.3 

Neonatal Death Rate 5.9 5.7 3.2 4.1 

Perinatal Mortality Rate 12.9 15.5 9.7 11.4 



Stillbirths 
Forty-seven of the 6,902 babies born after 28 weeks gestation were 

stillborn, so that the stillbirth rate was 6.8 per thousand. Twelve of the 47 
stillbirths (25 per cent) were due to congenital malformations. When lethal 
malformations were excluded the stillbirth rate was 5.0 per thousand and 
it is gratifying to record this substantial drop compared to the figures noted 
in previous years. Nonetheless if perinatal mortality is to drop still further 
then it is essential that the normal stillbirth rate improve. 

The time at which intra-uterine death occurred is summarised in the 
following table: 

Dead on referral 
Dead on admission to hospital 
Died in antenatal ward ... 
Died in labour 
Congenital malformation 

2 
19 
12 
2 

12 

ANTEPARTUM DEATHS 

Thirty-three intra-uterine deaths occurred during the ante-natal period 
and these accounted for 42 per cent of the perinatal deaths: 

CLASSIFICATION 

Cause unknown 
Antepartum haemorrhage 
Haemolytic disease 
Multiple pregnancy 
Placental insufficiency 
Cord accident 
Congenital malformation 

7 
12 
4 
4 
3 
3 

12 

Cause Unknown (7) 
No definitive cause for intra-uterine death could be discovered in 7 of the 

47 stillbirths. Three of these died before 37 weeks and 4 afterwards. It 
should be noted that fetal abnormality was suspected in Case No. 1. This 
was not confirmed despite post-mortem examination and chromosome 
analysis. The mild hypertension noted in Case No. 3 was felt not to be 
contributory to the intra-uterine death. Although Case No. 5 was found to 
have a large ventricular septal defect this was not felt to be contributory in 
causing the intra-uterine death. 

15 



Less than 37 weeks (3) 
(1) B.8755. Para 7+1. Age 36. S.E.3. Gestation 29 weeks. Uneventful pregnancy until 

admitted with vaginal bleeding at 23 weeks. Ultrasound scan showed an apparent hydropic 
placenta but investigations were normal. S.R.O.M. at 25 weeks followed by premature labour 
at 29 weeks. Spontaneous delivery of abnormal looking stillborn male infant weighing 1.56 
kilograms. 

Post-mortem: Intra-uterine anoxia. No significant fetal abnormality. Chromosome analysis 
normal. 

(2) B.61013. Para l+0. Age 22. S.E.2. Gestation 29 weeks. Booked at 7 weeks. Uneventful 
pregnancy. Last seen in Out-patient Clinic at 24 weeks when all appeared satisfactory. 
Defaulted on next visit and subsequently admitted at 29 weeks following a fall on her back at 
home. On admission, fundal size of 24 weeks noted although B.P.D. compatible with 30 
weeks. Five days later while still in hospital resting, fetal heart not detectable. I.U.D. 
confirmed by ultrasound scan. Prostaglandin infusion. Stillborn female infant delivered 
weighing 964 grams. 

Post-mortem: Refused. 

(3) B.38457. Para 2+0. Age 32. S.E.4. Gestation 32 weeks. Booked at 13 weeks gestation. 
C.A.N.C. Next seen at 32 weeks when B.P. 150/80. Urinalysis normal. One week later 
admitted with lower abdominal pain and history of F.M.N.F. for previous 4 days. F.H.N.H. 
on admission. Spontaneous labour and delivery of macerated stillborn male infant weighing 
1.55 kilograms, skeletal survey: Normal. 

Post-mortem: Maceration. 

Over 37 weeks (4) 
(4) B.60442. Para 0+0. Age 26. S.E.7. Gestation 37 weeks. Smokes 15-20 daily. Booked at 

14 weeks. Nine ante-natal visits - normal. At 37 weeks F.H.N.H Medical induction with 
prostaglandin and syntocinon. Spontaneous delivery of macerated female infant weighing 2.32 
kilograms. 

Post-mortem: Maceration. 

(5) 36194. Para 2+0. Age 26. (Innupta). Gestation 41 weeks. Booked at 11 weeks gestation. 
Seven failed appointments. Last seen at 40 weeks. N.A.D. Admitted at 41 weeks. F.H.N.H. 
Spontaneous delivery of female infant weighing 3.29 kilograms. 

Post-mortem: Maceration. Congenital Cardiac Lesion, large ventricular septal defect. 

(6) B.56686. Para 3+1. Age 37. S.E.2. Gestation 41 weeks. Booked at 13 weeks gestation. 
Normal antenatal care until admitted at term because of reduced fetal movement. Vertex 
free, cervix closed and unsuitable for induction. Previous Caesarean section for unstable lie. 
Assessed with daily C.T.G.'s and I.U.D. 24 hours after apparently normal C.T.G. Labour 
induced with prostaglandin infusion. Spontaneous delivery of female stillborn infant weighing 
3.62 kilograms. 

Post-mortem: Refused. 

(7) B.21525. Para 3+0. Age 33. S.E.2. Gestation 41 weeks. Booked at 18 weeks gestation. 
Normal antenatal course. Admitted for induction at 41 weeks gestation. F.H.N.H. on 
admission. Subsequent medical induction of labour. Normal delivery of macerated stillborn 
male infant weighing 3.28 kilograms. 

Post-mortem: Intra-uterine anoxia. 

Antepartum Haemorrhage (12) 
Twelve stillbirths were directly due to antepartum haemorrhage. Eleven 

of these were due to accidental haemorrhage, while one (8) was associated 
with placenta praevia and premature labour at 28 weeks gestation. 

(8) N.B.33865. Para 5+0. Age 39. S.E.5. Gestation 28 weeks. Previous Caesarean section 
for placenta praevia. Admitted at 28 weeks with painless vaginal bleeding having spent the 
previous seven weeks in a country hospital with mid-trimester bleeding. Ultrasound scan 
snowed placenta praevia. Bleeding settled initially but six days after admission went into 
spontaneous labour and passed complete gestation sac and fetus. Stillborn female infant 
weighing 1.134 kilograms. 

Post-mortem: Intra-uterine anoxia. 
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(9) B.6816. Para 3+2. Age 33. S.E.4. Gestation 29 weeks. Booked at 11 weeks. Normal 
ante-natal course until 29 weeks when developed A.P.H. F.H.N.H. on admission. PGE 
infusion. Spontaneous delivery of stillborn female infant weighing 907 grams. Large retropla-
cental clot. 

Post-mortem: Intra-uterine anoxia. 

(1(V) B.61338. Para 0+0. Age 19. Gestation 29 weeks. Normal antenatal course until admitted 
with lower abdominal pain at 29 weeks. F.H.N.H. on admission. Subsequent delivery of 
stillborn male infant weighing 1.24 kilograms. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(11) B.62230. Para 0+0. Age 26. S.E.I. Gestation 34 weeks. Booked at 10 weeks gestation. 
Aamited to hospital at 33 weeks with B.P. 160/110. Ultrasound scan suggested R.I.U.G. One 
week after admitted developed severe abruptio placentae with immediate disappearance of 
F.H. AR.M. Syntocinon. C.V.P. Fresh stillborn male infant weighing 1.53 kilograms deliv
ered. Large retroplacental haemorrhage. 

Post-mortem: Intra-uterine anoxia. 

(12) B.20041. Para 5+3. Age 41. S.E.I. Gestation 35 weeks. Booked at 12 weeks gestation. 
Father diabetic. Six antenatal visits normal. At 35 weeks concealed abruption. F.H.N.H. 
Spontaneous delivery of stillborn male infant weighing 2.5 kilograms. Large retroplacental 
clot and infarcted areas. Transfused 4 units of blood. 

Post-mortem: Refused. 

(13) B.58517. Para 0+1. Age 21. S.E.5. Gestation 36 weeks. Booked at 8 weeks. Normal 
antenatal course until I.U.D. at 36 weeks gestation. Admitted to hospital one week later. 
PGE induction and delivered macerated stillborn female infant weighing 2.72 kilograms. 
Liquor noted to contain old blood. 

Post-mortem: Maceration. 

(14) B.24452. Para 3+0. Age 29. S.E.3. Gestation 37 weeks. Booked at 16 weeks gestation. 
C. A.N.C. Emergency admission at 37 weeks with severe abdominal pain. F.H.N.H. Clinically 

Elacental abruption. Spontaneous delivery of male stillborn infant weighing 3.31 kilograms. 
arge retroplacental clot. 
Post-mortem: Intra-uterine anoxia. 

(15) B.63335. Para 0+0. Age 19. S.E.5. Gestation 37! weeks. Emergency admission at 37 
weeks gestation with classical abruption. F.H.40 on admission to hospital but stopped a few 
minutes later. A.R.M. Subsequent delivery of stillborn female infant weighing 2.6 kilograms. 
Large retroplacental haemorrhage. 

Post-mortem: Refused. 

(16) B.5377. Para 5+4. Age 34. S.E.3. Previous abruptio and stillbirth in 1973, but 2 
subsequent full term normal pregnancies. Hyperthyroidism in 1978 but not on treatment since 
1980. Normal antenatal course until admission at 39 weeks gestation with large abruptio 
placentae. F.H.N.H. on admission. Spontaneous delivery of male stillborn infant weighing 
J. 18 kilograms. 

Post-mortem: Intra-uterine anoxia. 

(17) N.B.63287. Para 2+0. Age 31. S.E.2. Gestation 39 weeks. Emergency admission from 
country hospital because of I.U.D. and prolonged labour associated with progressive maternal 
dyspnoea. Following admission to the Coombe labour was accelerated with oxytocin and a 
vacuum delivery of stillborn male infant weighing 3.46 kilograms. There was a small retropla
cental clot. Mother developed tachycardia but her recovery was otherwise uneventful. 

Post-mortem: Intra-uterine anoxia. 

(18) B.51492. Para l+0. Age 26. S.E.3. Gestation 40 weeks. Booked at 13 weeks gestation. 
Antenatal visit at 40 weeks gestation. Patient complained of lower abdominal pain and the 
uterus was found to be tender. Admitted to hospital immediately but F.H.N.H. in admission 
room. Labour induced and subsequent delivery of stillborn male infant weighing 4.19 kilo
grams. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(19) B.35548. Para 3+1. Age 27. S.E.3. Gestation 39 weeks. Normal pregnancy until 38 
weeks when admitted with false labour. Noted then to have polyhydramnios and unstable lie. 
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G.T.T. performed because of previous large babies, was normal. During routine C.T.G. F.H. 
could not be detected. Subsequent spontaneous labour 48 hours later and delivery of stillborn 
male infant weighing 4.44 kilograms. Retroplacental clot noted. 

Post-mortem: Intra-uterine anoxia. 

Haemolytic Disease (4) 
It is disappointing to record four deaths directly due to haemolytic disease 

during 1982. It is noteworthy that in one instance (20) the patient was not 
first seen until 30 weeks gestation, at which time she had a severely affected 
fetus, while in another instance (23) the fetus was dead by the time the 
mother was referred to this hospital. Case 21 died before intra-uterine 
transfusion could be commenced and in Case 22 intra-uterine death 
occurred despite the fact that repeated amniocenteses suggested that the 
baby was only mildly affected. 

(20) B.63046. Para 2+0. Age 34. S.E.I. Gestation 32 weeks. Booked 30 weeks with Anti-C 
+ D antibodies. Homozygous husband. Amniocentesis done and result suggested a severely 
affected fetus. Admission arranged with a view to doing I.U.T. F.H.N.H. on admission. 
Prostaglandin induction. Delivered macerated male stillborn infant weighing 1.53 kilograms. 

Post-mortem: Refused. 

(21) B.62105. Para 4+i. Age 34. Gestation 28 weeks. Booked at 9 weeks gestation. Anti C 
+ D antibodies. Husband homozygous. Amniocentesis at 22, 24 and 26 weeks gestation 
suggested severely affected fetus. Ultrasound examination revealed hydropic placenta with 
fetal ascites. I.U.T. at 28 weeks but F.H.N.H. following day. Prostaglandin induction. 
Spontaneous delivery of stillborn male infant weighing 1.10 kilograms. 

Post-mortem: (i) Maceration, (ii) Haemolytic Disease. 

(22) B.32834. Para 3+0. Age 33. S.E.7. Gestation 38 weeks. Booked at 13 weeks. Found to 
have Anti c + E antibodies. Last pregnancy delivered at 38 weeks and baby had phototherapy. 
Had amniocentesis X 3 and these suggested a mildly affected fetus. Induction arranged for 38 
weeks. Seen 4 days before planned induction date when F.M.N.F. I.U.D. confirmed with 
ultrasound. Prostaglandin induction. Delivered macerated male stillbirth weighing 3.54 
kilograms. 

Post-mortem: (i) Maceration, (ii) Rhesus Disease. 

(23) N.B.63968. Para 2+0. Age 36. S.E.5. Gestation 38 weeks. Admitted from country 
hospital at 38 weeks because of rhesus iso-immunization. F.H.N.H. on admission. PGE2 
induction. Normal delivery of stillborn female infant weighing 3.06 kilograms. 

Post-mortem: (i) Maceration, (ii) Rhesus Disease. 

Multiple Pregnancy (4) 
There were four deaths in association with multiple pregnancy. In two 

instances the first of twins died and the other two deaths were due to the 
loss of two of three triplets. It is noteworthy that in Cases 24 and 25 the 
second twin had to be delivered by Caesarean section and both survived. 
In the triplet pregnancy it had been planned to induce labour at 36 weeks 
gestation. There was uncertainty about the dates which made assessment 
difficult and in the event two oi the triplets were found to be dead born 
following spontaneous labour at about 35 weeks gestation. 

(24) B.54302. Para 4+0. Age 35. S.E.5. Gestation 30 weeks. Booked at 11 weeks gestation. 
An ultrasound scan noted a twin pregnancy. Admitted to hospital at 25 weeks gestation with 
symptoms suggestive of peptic ulcer and spent 5 weeks in hospital during which time serial 
ultrasound scans revealed satisfactory fetal growth. Discharged at 29 weeks gestation but 
premature labour 5 days later. Spontaneous delivery of macerated female stillborn infant 
weighing 567 grams. Transferred to hospital and required classical Caesarean section for 
transverse lie of 2nd twin associate with a constriction ring. Second twin weighed 1.77 kilogams 
and survived. 

Post-mortem: Maceration. 
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(25) B. 19485. Para 4+0. Age 34. S.E.3. Gestation 33 weeks. Booked at 13 weeks gestation 
when multiple pregnancy diagnosed on ultrasound scan. Subsequent scans showed satisfactory 
growth until 32 weeks. Admitted to hospital with abdominal discomfort and vaginal shows 
and discharged after 1 week. Subsequent scan at 33 weeks revealed retarded intra-uterine 
growth of 1st twin and patient re-admitted to hospital. F.H.N.H. two days later. Subsequent 
spontaneous delivery of macerated female fetus weighing 1.87 kilograms. Transverse lie of 
2nd twin with substantial A.P.H. Cervix only 6 cms. dilated. Emergency Caesarean section 
performed. Live female infant weighing 2.35 kilograms delivered in good condition. 

Post-mortem: (i) Maceration. 
(ii) Cleft Palate. 

(26 & 27) B.30894. Para 2+1. Age 27. S.E.4. Gestation ? 35 weeks. Booked at ? 17 weeks 
gestation. Ultrasound scan revealed triplet pregnancy each fetus having a bi-parietal diameter 
consistent with 17 - 18 weeks gestation. Admitted to hospital at 24 weeks gestation for rest. 
Intermittent contractions subsequently and superficial thrombophlebitis at 29 weeks. Static 
growth of one fetus noted on scan at 3l weeks gestation. It was planned to deliver this mother 
at about 36 weeks gestation but in the event she went into labour spontaneously at 35 weeks. 
Triplet I: Assisted breech delivery of stillborn male infant weighing 1.62 kilograms showing 
early maceration. Triplet II: Kielland's forceps delivery of live born female infant weighing 
2.15 kilograms with Apgar scores of 8 and 9. Triplet III: F.H.N.H. Forceps delivery of 
macerated male infant weighing 1.58 kilograms. 

Post-mortem: Triplet I: Intra-uterine anoxia. 
Triplet III: Maceration. 

Placental Insufficiency (3) 
There were 3 intra-uterine deaths directly due to placental insufficiency. 

Case 28 had a particularly severe history but it is pleasing to record that she 
has since had a spontaneous delivery at 38 weeks gestation of a live -born 
infant, following prolonged bed-rest in hospital. In Case 29 the fact that the 
cord was found to be tightly bound around the shoulders was felt to be 
non-contributory in causing the intra-uterine death. In Case 30 the placental 
insufficiency haa not been clinically suspected. 

(28) B.310. Para 0+5. Age 31. S.E.3. Gestation 36 weeks. Booked at 11 weeks gestation. 
Previous history of 3 early abortions and 2 I.U.D.'s at 27 weeks, one associated with severe 
P.E.T. Pregnancy appeared to be progressing normally until I.U.D. at 36 weeks gestation. 
Prostaglandin induction and subsequent spontaneous delivery of macerated stillborn male 
infant weighing 1.81 kilograms. 

Post-mortem: Refused. 

(29) B.48792. Para 0+1. Age 26. S.E. (Innupta). Gestation 39 weeks. Booked at 17 weeks 
gestation. Good attender. Normal ante-natal care until admitted in spontaneous labour at 39 
weeks. F.H.N.H. on admission and no fetal movements felt for previous 24 hours. Spontaneous 
delivery of stillborn male infant weighing 2.35 kilograms. Cord tightly around shoulders. 
Retained placenta removed manuallly. 

Post-mortem: Maceration. 

(30) B.61386. Para 0+0. Age 22. S.E. (Innupta). Gestation 42 weeks. Booked at 30 weeks 
gestation. Normal ante-natal course until I.U.D. noted when she attended the ante-natal clinic 
at 42 weeks gestation. Fetal movements not felt for previous three days. Prostaglandin infusion 
and subsequent spontaneous delivery of macerated stillborn infant weighing 2.18 kilograms. 

Post-mortem: Maceration. 

Cord Accident (3) 
Three intra-uterine deaths were felt to be directly due to cord being 

tightly round the baby's neck. In one instance post-mortem examination 
revealed the presence of clots in the cord. 

(31) B.7174. Para 4+0. Age 37. S.E.3. Gestation 37 weeks. Booked at 9 weeks. Uneventful 
pregnancy apart from "spotting" at 4 weeks. Last clinic visit at 36 weeks. Good attender. 
Admitted at term minus 16 with contractions. History of lack of fetal movements for 4 days 
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rior to onset of labour. F.H.N.H. Spontaneous rupture of membranes. Thick meconium. 
pontaneous delivery of macerated male infant weighing 2.53 kilograms. Cord with true knot 

tightly around neck X 4. 
Post-mortem: Maceration. 

(32) B.36842. Para 2+1. Age 26. S.E.4. Gestation 41 weeks. Booked at 14 weeks gestation. 
Uneventful ante-natal course. Admitted at 41 weeks gestation in spurious labour. Vertex high 
and free. F.H.N.H. two days later. Prostaglandin infusion. Subsequent spontaneous delivery 
of stillborn female infant weighing 3.94 kilograms. Cord x 2 tightly around neck. Clots noted 
in one segment of the cord. 

Post-mortem: Intra-uterine anoxia with early maceration. 

(33) B.63577. Para 0+0. Age 23. S.E.2. Gestation 41 weeks. Booked at 12 weeks gestation. 
Uneventful anti-natal course. F.H.N.H. at 41 weeks gestation when attended clinic. Prostag
landin induction and spontaneous delivery as face presentation of stillborn male infant 
weighing 3.11 kilograms. Cord tightly around neck 4 times. Meconium + + . 

Post-mortem: Refused. 

Congenital Malformations 

Twelve stillbirths were directly due to lethal congenital malformations, 
11 of which occurred in the central nervous system. 

Central Nervous System (11) 
(34) B.25191. Para 2+0. Age 35. S.E.2. Gestation 30 weeks. Booked at 12 weeks gestation. 

Anencephaly diagnosed at 29 weeks. Subsequent prostaglandin infusion and spontaneous 
delivery of macerated anencephalic female infant weighing 1.19 kilograms. 

Post-mortem: (i) Anencephaly 
(ii) Bilateral adrenal agenesis 

(35) B.7700. Para 1+2. Age 39. S.E.3. Gestation 33 weeks. Booked at 16 weeks. Scan 
showed anencephaly. X-ray confirmed. Breech delivery female anencephalic infant weighing 
2.12 kilograms. 

Post-mortem: Anencephalus. 

(36) B.16721. Para 2+1. Age 31. S.E.3. Gestation 33 weeks. Booked at 11 weeks gestation. 
Combined ante-natal care. I.U.D. at 33 weeks gestation. Prostaglandin infusion and sponta
neous delivery of stillborn female anencephalic infant weighing 936 grams. 

Post-mortem: Refused. 

(37) B.62837. Para 0+0. Age 28. S.E.I. Gestation 34 weeks. Booked at 18 weeks. Normal 
ante-natal course to 34 weeks when hydramnios developed. Scan demonstrated anencephalic 
fetus. Prostaglandin induction. Spontaneous delivery female anencephalic stillbirth weighing 
1.21 kilograms. 

Post-mortem: Anencephalus. 

(38) B.10700. Para 3+0. Age 32. S.E.4. Gestation 34 weeks. Booked at 10 weeks gestation. 
Anencephaly diagnosed on scan at 27 weeks. Spontaneous labour at 34 weeks. Assisted breech 
delivery of anencephalic stillborn female infant weighing 992 grams. 

Post-mortem: Anencephalus. 

(39) N.B.57752. Para 4+0. Age 36. S.E.3. Gestation 34 weeks. Diabetic on treatment with 
oral hypoglycaemic agents since previous confinement 18 months previously. Admitted from 
another hospital at 33 weeks gestation with A.P.H. and ? S.R.O.M. Spontaneous labour 4 
days later. Breech delivery of abnormal female stillborn infant weighing 2.21 kilograms. 

Post-mortem: Hydro-microcephalus with single ventricle; Cleft lip and palate; Rudimentary 
left ear; Grossly enlarged liver. 

(40) B.61431. Para 2+0. Age 30. S.E.3. Gestation 38 weeks. Booked at 14 weeks gestation. 
Spontaneous labour and delivery of female stillborn anencephalic fetus weighing 2.8 kilograms 
at 38 weeks. 

Post-mortem: Anencephalus and Spina Bifida. 
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(41) B.2015. Para 2+0. Age 30. S.E.3. Gestation 38 weeks. Uneventful pregnancy, apart 
from positive serology, for which adequate treatment was prescribed. Excess liquor noted at 
34 weeks. Ultrasound scan showed anencephalic fetus with hydramnios. Failed prostaglandin 
induction. Spontaneous delivery at 38 weeks of macerated male anencephalic fetus weighing 
2.9 kilograms. 

Post-mortem: Refused. 

(42) B.58463. Para l+0. Age 29. S.E.3. Gestation 40 weeks. Previous Caesarean section 
following failed induction of labour. Booked at 18 weeks gestation. Essential hypertension 
treated with Betaloc. Admitted at 40 weeks for assessment. F.H.N.H. on admission. Prostag
landin induction and subsequent spontaneous delivery of stillborn female infant weighing 2.15 
kilograms. 

Post-mortem: Meningo-encephalocele with early maceration. 

(43) N.B.61739. Para 0+0. Age 20. S.E.6. Gestation 41 weeks. Transferred from country 
hospital at term because of hydrocephalic fetus. Subsequent spontaneous labour at 41 weeks 
gestation. Hydrocephalus tapped during labour. Spontaneous vaginal delivery of stillborn 
female hydrocephalic infant weighing 3.85 kilograms. 

Post-mortem: Refused. 

(44) B.55716. Para l+0. Age 18. S.E.4. Gestation 42 weeks. Booked at 11 weeks gestation. 
Anencephaly diagnosed at zO weeks by scan. Prostaglandin induction at 42 weeks. Normal 
delivery of stillborn female anencephalic infant weighing 2.24 kilograms. 

Post-mortem: Anencephalus. 

Bile Duct Atresia (1) 
(45) N.B.65341. Para 4+3. Age 42. Gestation 32 weeks. Transferred from another hospital 

for management of severe P.E.T. Treated with I.V. Hydralazine. Ultrasound scan revealed 
gross fetal ascites but no obvious fetal abnormality. Amniocentesis performed in order to 
aspirate the fetal ascetic fluid. Subsequent I.U.D. Prostaglandin induction and spontaneous 
del livery of stillborn female infant weigning 1.984 kilograms. Skeletal survey was normal. 

Post-mortem: Hepatic necrosis and intra-hepatic bile duct atresia. 

INTRAPARTUM DEATHS 

Comparative Table for 10 Years 

Babies born 
Intra-partum deaths: 
<37 weeks 
>37 weeks 

1973 

7631 

5 
7 

1974 

7721 

2 
8 

1975 

7301 

1 
4 

1976 

7111 

3 
5 

1977 

7099 

Nil 
3 

1978 

7516 

3 
3 

1979 

7642 

1 
1 

1980 

7712 

Nil 
5 

1981 

7274 

3 
5 

1982 

6902 

1 
1 

It is gratifying to record only two intra-partum deaths during 1982; a 
similar figure was recorded two years ago. There was no satisfactory 
explanation for the death in Case 46. The fetal heart-rate throughout the 
first stage of labour was perfectly normal. It dropped transiently in the 
second stage but the baby was delivered spontaneously within a few minutes 
but unfortunately was stillborn and did not respond to resuscitation. There 
was no evidence of any nuchal cord or of retroplacental haemorrhage. The 
patient had not had an epidural and did not suffer from supine hypotension. 
In Case 47 the brow presentation was not noted until the second stage of 
labour. The fetal heart rate had been recorded as normal and the stillbirth 
was totally unexpected. 
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In addition to the two intra-partum deaths two of the neonatal deaths (48 
& 49) were due to cerebral anoxia following hypoxia during labour and 
these deaths should be considered in conjunction with the intra-partum 
stillbirths. 

(46) B.62535. Para 0+0. Age 25. S.E.I. Gestation 30 weeks. Booked at 10 weeks gestation. 
Uneventful pregnancy until z9 weeks gestation when complained of generalised aches accom
panied by marked heart-burn and occasional vomiting. Admitted to Hospital. M.S.U. normal. 
Subsequent premature labour. F.H. = 115 during early labour. No decelerations on monitor. 
In second stage F.H. dropped to 104/min. Episiotomy followed by spontaneous delivery of 
fresh stillborn male infant weighing 1.70 kilograms a few minutes later. Placenta delivered 
immediately but no evidence of retroplacental clot. Despite intensive resuscitation for 15 
minutes the baby did not respond. 

Post-mortem: Intra-uterine anoxia. 

(47) B.61782. Para 0+0. Age 26. S.E.3. Gestation 38 weeks. Normal ante-natal course until 
admitted to hospital with urinary tract infection at 38 weeks gestation. Spontaneous rupture 
of membranes the following day, followed by labour. Delay in second stage and Wow 
presentation diagnosed. Arrangements made for Caesarean section. L.S.C.S. and delivery of 
fresh stillborn male infant weighing 2.21 kilograms. Liquor meconium stained. Skeletal X-ray 
normal. 

Post-mortem: Intra-partum asphyxia. 

NEONATAL DEATHS 

Twenty-seven of the 6,855 live-born infants died in the first seven days of 
life; thus the neonatal death rate was 3.9 per thousand which is the lowest 
ever recorded. Nineteen of the 27 deaths (70 per cent) were due to lethal 
congenital malformations and only 8 of the 6,836 normal live-born infants 
died in the first week of life, so that the neonatal death rate for normal 
live-born infants was 1.2 per thousand. It is difficult to see the neonatal 
death rate for normal infants dropping much further and improvements in 
perinatal death rates will have to oe brought about by reducing the stillbirth 
rate. 

The main causes of neonatal death were as follows: 
Cerebral Anoxia 2 
Respiratory Dysfunction 2 
Intraventricular Cerebral Haemorrhage 2 
Septicaemia 1 
Necrotising Enterocolitis 1 
Congenital Malformations ... 19 

Cerebral Anoxia (2) 
Two babies died as a result of cerebral anoxia and these two neonatal 

deaths should be considered in conjunction with the intra-partum deaths 
already mentioned. In Case 48 the anoxia occurred secondary to a maternal 
grand-mal type convulsion. Subsequently an E.E.G. showed the mother to 
nave Epilepsy. The convulsion was felt to be epileptiform in nature rather 
than due to eclampsia. The cerebral anoxia in Case 49 was associated with 
a dificult delivery in an undiagnosed second twin. 
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(48) B.31822. Para 1+1. Age 28. S.E.3. Gestation 39 weeks. Booked at 14 weeks gestation, 
when ultrasound scan revealed bi-parietal diameter consistent with an 18 week pregnancy. 
Labour induced at 43 weeks by ultrasound scan. 9 hours later had a grand mal type convulsion 
followed by cyanosis and circulatory failure. Intubated immediately. F.H. = 60. Vacuum 
extraction performed with delivery of female infant weighing 4.58 kilograms with Apgar scores 
of 2 and 4. Baby showed immediate signs of cerebral irritation and subsequently died 24 after 
delivery. The mother subsequently developed coagulation failure associated with a primary 
atonic post-partum haemorrhage for which she required fresh frozen plasma and 7 units of 
blood. Interestingly in her first pregnancy this patient had an almost identical episode shortly 
after delivery and required a total of 42 units of blood. 

Post-mortem: (i) Pulmonary oedema and haemorrhage. 
(iij Cerebral anoxia. 

(49) B.36548. Para 0+1. Age 24. S.E.5. Gestation 40 weeks. Booked at 15 weeks gestation. 
Uneventful ante-natal course. Admitted at term in labour. Five hours later spontaneous 
delivery of live female infant weighing 2.32 kilograms. Good Apears. Ergometnne witheld. 
Undiagnosed second twin then delivered to shoulders. Some delay in delivery of head by 
Mauriceau Smellie Viet manoeuvre. Apgar 1. Did not respond to resuscitation. N.N.D. 
minutes. Weight 1.67 kilograms. 

Post-mortem: Cerebral anoxia. 

Respiratory Dysfunction (2) 
There were 2 deaths from respiratory dysfunction in 1982 and this is the 

smallest number ever recorded. Neither of these patients had been given 
Dexamethasone. In Case 50 labour started unexpectedly and in Case 51 it 
had been intended to administer Dexamethasone a few days later but the 
C.T.G. showed decelerations so that delivery was brought forward. 

(50) B.35767. Para 3+0. Age 30 S.E.3. Gestation 28 weeks. Chronic hypertension and 
obesity. Booked at 13 weeks gestation. B.P. 165/100. Threatened abortion at 17 weeks 
gestation. Settled with conservative management. Recurrence of vaginal bleeding at 28 weeks 
gestation and re-admitted to hospital. Spontaneous labour two days later with spontaneous 
vertex delivery of live born female infant weighing 1.14 kilograms. Baby immediately devel
oped respiratory distress and despite attempts at resuscitation baby died 24 hours after 
delivery. 

Post-mortem: (i) Pulmonary hyaline membrane disease and atelectasis 
(ii) Pneumothorax and pneumo-mediastinum. 

(51) B.26178. Para l+0. Age 26. S.E.4. Gestation 29 weeks. Booked at 15 weeks gestation. 
Chronic renal disease and previous I.U.D. at 32 weeks gestation. Admitted electively to 
hospital at 16 weeks gestation because of poor obstetric history. Serial ultrasound assessment 
of fetal growth showed normal pattern until 26 weeks gestation when fetal growth virtually 
ceased. Subsequently CTG showed decelerations and Caesarean section performed with 
delivery of live born female infant weighing 610 grams. Baby developed early respiratory 
distress and died two days after delivery. 

Post-mortem: Hyaline membrane disease and atelectasis. 

Intraventricular Cerebral Haemorrhage (2) 
There were two deaths from intraventricular cerebral haemorrhage and 
both of these occurred in premature breech presentation; interestingly 
enough one of the babies was delivered vaginally and the other by Caesarean 
section. 

(52) N.B.65327. Para 0+0. Age 18. flnnupta). Gestation 29 weeks. Emergency admission 
at 29 weeks gestation with pyrexia, abdominal pain and urinary frequency. Clinical diagnosis 
of actute pyelitis and commenced on intra-venous ampicillin. Five hours following admission 
has spontaneous breech delivery of live born female infant weighing 950 grams with Apgar 
scores of 2 and 3. The baby's condition never stabilised and she died 3 hours after delivery. 

Post-mortem: Intra-ventricular cerebral haemorrhage. 
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(53) B.52525. Para 1+1. Age 35. S.E.2. Gestation 31 weeks. Booked at 11 weeks gestation. 
Anti-A antibodies. Emergency admission at 31 weeks with substantial ante-partum haemor
rhage. F.H. heard. Breech presentation. Emergency Caesarean section and delivery of female 
infant weighing 1.52 kilograms. The baby had respiratory and cerebral symptoms and died 
two days after delivery. 

Post-mortem: (i) Intra-ventricular cerebral haemorrhage 
(ii) Pulmonary hyaline membrane disease. 

Septicaemia (1) 
There was one death from septicaemia which may have been related to 

premature rupture of the membranes, although mother did not develop any 
signs of genital infection. 

(54) B.48168. Para 2+0. Age 29. S.E.I. Gestation 29 weeks. Booked at 14 weeks gestation. 
Emergency admission at 29 weeks gestation. Premature labour with ruptured membranes. 
Labour progressed despite Alupent. Received two doses of Dexamethasone prior to assisted 
breech delivery of male infant weighing 1.32 kilograms with Apgar scores of 6 and 8. Following 
delivery the baby showed clinical signs of intra-ventricular naemorrhage and respiratory 
problems. The main complication was Septicaemia due to Pseudomonas infection. Death 
occurred two days after delivery. 

Post-mortem: (i) Septicaemia 
(ii) Pulmonary hyaline membrane disease. 

Necrotising Enterocolitis (1) 
One baby died as a result of necrotising enterocalitis. This patient went 

into premature labour and delivered at home. It is unusual for a baby of 36 
weeks gestation weighing 2.7 kilograms to develop necrotising enterocolitis 
and it is worth speculating that had this delivery taken place in hospital the 
baby might not nave died. 

(55) B.47358. Para 2+0. Age 20. S.E.5. Gestation 36 weeks. Booked at 11 weeks by scan. 
Unsure of dates. Uneventful ante-natal care apart from U.T.I, which was treated. Admitted 
at 36 weeks by scan, having delivered live female infant weighing 2.7 kilograms at home. 
N.N.D. 2 days in another hospital. 

Post-mortem: Necrotising enterocolitis. 

Congenital Malformations 

Nineteen of the 27 neonatal deaths (70 per cent) were due to lethal 
congenital malformations. The site of the abnormality was as follows: 

Central Nervous System 
Chromosome Abnormality 
Cardio-Vascular System 
Multiple Abnormalities 
Renal Tract 

12 
3 
2 
1 
1 

Central Nervous System (12) 
(56) B.40878. Para 1+2. Age 27. S.E.2. Gestation 29 weeks. Booked at 6 weeks gestation. 
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Previous Spina Bifida and mid-trimester abortion. Shirodkar suture inserted at 14 weeks 
gestation. Premature labour at 29 weeks and spontaneous delivery of live born female infant 
weighing 1.24 kilograms. Died shortly after delivery. 

Post-mortem: (\) Spina Bifida and hydrocephalus 
(ii) Pulmonary atelectasis. 

(57) B.15143. Para 2+0. Age 38. S.E.3. Gestation 31 weeks. At 29 weeks size greater than 
dates. Polyhydramnios. Ultrasound scan showed anencephaly. Spontaneous breech delivery 
female anencephalic infant weighing 1.4 kilograms. N.N.D. minutes. 

Post-mortem: (i) Anencephalus 
(ii) Congenital Cardiac Anomaly. 

(58) B.20925. Para 2+3. Age 31. S.E. 3. Gestation 31 weeks. Booked at 11 weeks. Seven 
antenatal visits. Ultrasound scan—anencephaly. Prostaglandin induction. Spontaneous breech 
delivery female anencephalic weighing 1.1 kilograms. 

Post-mortem: Anencephalus and Spina Bifida. 

(59) B.58349. Para l+0. Age 20. S.E. (Innupta). Gestation unsure, ? 32 weeks. Seen once 
at ? 24 weeks. No further visits. Admitted to delivery suite fully dilated and delivered of live 
male anencephalic infant weighing 2.29 kilograms N.N.D. 5 minutes. 

Post-mortem: None. 

(60) B.62908. Para 0+0. Age 27. S.E.4. Gestation 33 weeks. Booked at 14 weeks. C.A.N.C. 
Regular attender. Seven year history of infertility. Early scan at 14 weeks suggested anence
phaly. Re-scanned at 33 weeks and X-ray confirmed anencephaly. Prostaglandin induction. 
Spontaneous delivery of live male infant weighing 1.38 kilograms. N.N.D. minutes. 

Post-mortem: Refused. 

(61) B.60502. Para 0+0. Age 24. S.E.7. Gestation ? 34 weeks. Booked at 21 weeks, by 
dates—irregular cycle—by scan 14-15 weeks. Admitted at 36 weeks, vomiting, ? U.T.I. Few 
fetal movements. Scan ? Meningocoele. Encephalocele confirmed on X-ray. After sponta
neous labour delivered live female infant weighing 2.9 kilograms. Large encephalocele. 
N.N.D. 

Post-mortem: Microcephalus and encephalocele. 

(62) B.25881. Para 2+0. Age 32. S.E. 3. Gestation 34 weeks. Booked at 18 weeks gestation. 
Polyhydramnios noted at 33 weeks. Scan ordered—spontaneous onset of labour in interim. 
Spontaneous delivery of male anencephalic infant weighing 1.41 kilograms. N.N.D. 10 
minutes. 

Post-mortem: (i) Anencephalus. 
(ii) Congenital Cardiac Anomaly. 

(63) B. 14708. Para 2+0. Age 34. S.E.3. Gestation 35 weeks. Booked at 10 weeks gestation. 
Anencephaly diagnosed at initial scan. Regular attender. Polyhydramnios confirmed on X-
ray. Spontaneous delivery live female infant weighing 1.56 kilograms. N.N.D. 

Post-mortem: Anencephalus. 

(64) B.59527. Para 0+0. Age 23. S.E. 3. Gestation 38 weeks. Uneventful pregnancy apart 
from p.v. bleeding at 10 weeKS. Breech presentation at 35 weeks. No excess liquor. Sponta
neous onset of labour at 38 weeks. Assisted breech delivery female infant with Apgar score 
of 3 at one minute and 0 at 5 minutes. Gross spina bifida and hydrocephaly. Weight 3.78 
kilograms. 

Post-mortem: Hydrocephalus and Spina Bifida. 

(65) B.30553. Para I*0, Age 28. S.E.I. Gestation 40 weeks. Uneventful pregnancy to 36 
weeks when hydrocephaly diagnosed on ultrasound scan. Spontaneous labour at term, live 
female infant delivered with gross Spina Bifida and hydrocephaly. Apgar scores 8 at 1 minute 
and 9 at 5 minutes, weight 2.77 kilograms. N.N.D. 3 hours. 

Post-mortem: (i) Hydrocephalus and Spina Bifida 
(ii) Gastric perforation 
(iii) Single cystic kidney. 

(66) B.30984. Para 2+1. Age 28. S.E.5. Gestation 41 weeks. Booked at 10 weeks gestation. 
Hydrocephalus diagnosed at 41 weeks gestation. Spontaneous onset of labour and hydro-
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cephalus tapped. Subsequent forceps delivery of live female infant weighing 3.62 kilograms 
with Spina Bifida and hydrocephalus. N.N.D. 50 minutes. 

Post-mortem: Hydrocephalus and Spina Bifida. 

(67) B.10418. Para 5+1. Age 39. S.E.3. Gestation 42 weeks. Booked at 13 weeks gestation. 
Thought to be small for dates at 34 weeks. Hydrocephalus diagnosed on scan. Spontaneous 
labour at 42 weeks. Assisted breech delivery of live female infant weighing 3.25 kilograms, 
with hydrocephaly and Spina Bifida. N.N.D. 24 hours. 

Post-mortem: Refused. 

Chromosome Abnormality (3) 
(68) B.53235. Para l+0. Age 29. S.E.3. Gestation 33 weeks. Uneventful pregnancy. Spon

taneous onset of labour at 3* weeks. Live male infant delivered with low Apgars, weighing 
1.14 kilograms. N.N.D. 5 hours. Edward's Syndrome. 

Post-mortem: Edward's Syndrome. 

(69) B.62249. Para 0+1. Age 26. S.E.I. Gestation 33 weeks. Booked at 5 weeks gestation 
and noted to be small for dates at 32 weeks. Subsequent scan confirmed retarded intra-uterine 
growth. Caesarean section performed at 33 weeks gestation with delivery of female infant 
weighing 1.12 kilograms which showed obvious abnormalities. N.N.D. 24 hours. 

Post-mortem: Patau's Syndrome with multiple congenital anomalies. 

(70) B.40318. Para 3+0. Age 30. S.E.3. Gestation 35 weeks. Booked at 18 weeks gestation. 
Admitted with ruptured membranes at 35 weeks. Breech delivery 48 hours after admission of 
live born male infant weighing 2.3 kilograms born with multiple congenital abnormalities. 
N.N.D. 1 hour. 

Post-mortem: Patau's syndrome, Multiple congenital anomalies. 

Cardio-Vascular System (2) 
(71) B.61028. Para 7+0. Age 37. S.E.3. Gestation 39 weeks. Uneventful ante-natal care. 

Admitted at 39 weeks gestation in labour. Spontaneous delivery of live born male infant 
weighing 3.48 kilograms, born with Apgar scores of 9 and 10. The following day the baby 
showed signs of congenital heart disease and died two days after delivery. 

Post-mortem: Cyanotic Congenital Heart Disease. 

(72) B.6682. Para 4+0. Age 33. S.E.4. Gestation 40 weeks. Booked at 17 weeks gestation. 
Admitted in labour at term. Normal delivery of live female infant weighing 3.9 kilograms, 
born with Apgar scores of 5 and 9. N.N.D. 

Post-mortem: Congenital Cardiac Anomaly—single ventricle. 

Multiple Abnormalities (1) 
(73) B.58513. Para l+0. Age 26. S.E.3. Gestation 35 weeks. Previous I.U.D. at 40 weeks 

gestation. Booked at 13 weeks gestation. Normal ante-natal course until 35 weeks when 
nydramnios noted. Premature labour at 35 weeks gestation. Assisted breech delivery of grossly 
abnormal male infant weighing 1.41 kilograms which died a few minutes after birth. X-ray 
showed osteogenesis imperfecta. 

Post-mortem: Osteogenesis Imperfecta and cardiomyopathy. 

Renal Tract (1) 
(74) B.51520. Para l+0. Age 26. S.E.4. Gestation 38 weeks. Booked at 13 weeks. Admitted 

at 34 weeks with A.P.H. Scan showed placenta praevia with breech presentation. Treated 
conservatively. Elective Caesarean section at 38 weeks. Delivered of male infant weighing 
2.83 kilograms with Apgar scores of 5 and 7. Baby slow to breathe. N.N.D. 4 hours. 

Post-mortem: (i) Polycystic kidneys 
(ii) Pulmonary atelectasis. 
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Paediatric Department 

Eight hundred and eighty-three of the 6,865 live born infants (12.8 per 
cent) were admitted to the Special Care Unit. This includes 6 live-born 
infants of under 28 weeks gestation. The gestation and mode of delivery of 
babies requiring admission to the Special Care Unit are summarised in 
Tables I and II. During the year a total of 30 babies showed signs of cerebral 
irritation; it is planned to give a more detailed analysis of these cases in 
subsequent reports but it is gratifying to record that only 4 babies had to be 
referred to the Central Remedial Clinic during the year. 

TABLE I 
Gestation of infants admitted to Special Care Baby Unit 

Gestation Total Births NoofBabiesadmitted P e r c e n t 

<28 weeks 
28—36 weeks 

3 7 _ 3 9 + 6 w e e k s 
40—40+6 weeks 
41—41+6 weeks 

42 + weeks 

14 
354 

2,539 
2,119 
1,544 

346 

6 
253 
376 
113 
110 
25 

43 
71 
15 
5 
7.1 
7.2 

Number of 
babies admitted 

530 
59 
21 
42 

231 

PerCe 

9.4 
13.3 
20.3 
24.4 
38.4 

TABLE II 
Mode of delivery of infants admitted to Special Care Baby Unit 

Total Births 

Spontaneous vertex delivery 5,583 
Forceps delivery 443 
Vacuum extraction 103 
Breech delivery 172 
Caesarean Section 601 

As well as treating ill babies in the Special Care Unit, the Paediatric Staff 
were asked to assess many minor proolems in the post-natal wards and a 
large number of these babies required careful follow-up in the out-patient 
clinic. Table III enumerates the more important conditions which infants, 
other than those admitted to the special care unit, presented with. The 
numbers in the table do not necessarily correspond to the total number of 
babies assessed as some babies had more than one of the tabulated 
conditions. 
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TABLE III 
Summary of neonatal problems that required special attention 

Condition 

Prolonged Rupture of Membranes ("24 hours) 
Birth Asphyxia (Apgar 7 @ 5 mins.) 
Cerebral Irritability 
Hypertonia 
Hypotonia 
Convulsions 
Hvponatraemia 
Electrolyte Disturbance-Transient 
Hypoglycaemia 
Hypocalcaemia 
Prematurity (37 weeks gestation) 
Small for Gestational Age (10th Centile) 
Hyaline Membrane Disease (I.R.D.S.) 
Transient Tachypnoea of Newborn 
Pulmonary Atelectasis 
Pneumothorax/Pneumomediastinum 
Meconium Aspiration 
Aspiration of Liquor 
Pneumonia 
Pulmonary Haemorrhage 
Hypothermia (35°C) 
Necrotizing Enterocolitis 
Jaundice-Physiological (S.B.R. 200) 
Jaundice-Of Prematurity 
Jaundice-Breast Milk 
Jaundice-Physiological, Treated 
Septic Spots 
Breast Abscess 
Abscess-Skin 
Conjunctivitis 
Staphylococcal Infections—Other 
Bronchiolitis 
Urinary Tract Infection 
Upper Respiratory Tract Infection 
Meningitis 
Monilia-Perineal 
Monilia-Oral 
Inguinal Hernia 
Pyloric Stenosis 
Dermatitis 
Feeding Problem 
Sternomastoid Tumour 

Total 

31 
107 
63 
3 
6 
7 
4 
1 

30 
66 

216 
89 
50 
61 
5 

22 
21 
0 

55 
0 

25 
10 

357 
73 
35 
52 
85 
8 
3 

148 
26 
14 
17 

324 
4 

203 
212 
14 
8 

195 
171 
11 

N.N.D. 

0 
6 
0 
0 
0 
0 
0 
0 
0 
0 

19 
2 

16 
0 
0 
1 
0 
0 
0 
0 
0 
0 
0 
1 
0 
1 
1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

Outcome of Infants weighing between 500 and 1500 g. 
A total of 66 infants weighing between 500 and 1500 g. were born during 

the year; thirteen of these were born before 28 weeks gestation and 53 
afterwards. Thirty of the 44 normal live-born infants survived. The survival 
rate amongst normal live-born infants of less than 28 weeks gestation was 
30% and after 28 weeks gestation was 77%. The clinical outcome of the 30 
survivors are summarised in Tables IV to XIV. 

TABLE IV 
Summary of infants weighing 500—1500 g. 

Total 
66 

STILLBORN 
Normal Abnormal 

10 4 

LIVEBORN 
Abnormal-NND Normal Survived 

8 44 30 
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TABLE V 
Liveborn Survivors 

N = 30 
Birthweight (Mean ± SD) 1.23 ± 0.2 
Range (0.86 — 1.5) 

Gestation (Mean ± SD) 30.3 ± 3.2 

Range (27 - 39) 

Sex 17M 8F 

Maternal Age (Mean ± SD) 28 ± 7 
Range (18 - 44) 
Smokers 9 

AGA = 22 
1.24 ± 0.2 
(0.86-1.5) 

28.8 ± 1.6 
(27 - 33) 

13M4F 

27.6 ± 8 
(18 - 44) 

SGA • 8 
1.20 ± 0.1 
(0.99-1.41) 

33: 
(27 

3.9 
39) 

4M4F 

29.1 ± 4 
(22 - 35) 

TABLE VI 
Maternal Complications During Pregnancy 

N 

22 AGA 
8 SGA 

N 
22 AGA 

8 SGA 

Recurrent 
Bleeding 

3 
2 

SVD 
9 
1 

PET Multiple 
Pregnancy 

6 3 
2 2 

TABLE VII 
Mode of Delivery 

UTI 

1 
0 

Forceps Breech Elective C.S. 
1 3 
0 3 

6 
3 

Heart 
Disease 

0 
0 

Emergency C.S. 
3 
1 

TABLE VIII 
Condition at Birth and Resuscitation 

Apgar Score 

22 AGA 
8 SGA 

Resuscitation 

18 AGA 
6 SGA 

*IRDS 

22 AGA 17 
8 SGA 1 

IMin. 

7 ± 3 
9 ± 1 

Mucous Extraction+02 

7 
5 

5 Mins. 

9 ± 2 
10 ± 0 

Bag & Mask 

6 
1 

TABLE IX 
Respiratory Complications 

Apnoea Pneumonia Pneumothorax 
Early Late 

7 3 7 
2 1 1 

4 
0 

Intubation 

5 
0 

*BPD/*PIE 

2 
0 

*IRDS—Idiopathic Respiratory Distress Syndrome 
*BPD—Bronchopulmonary Dysplasia 
*PIE—Pulmonary Interstitial Emphysema 
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TABLE X 
Management of Respiratory Disorders 

02 Only CPAP Only IPPV 
<7 days >7 days 

Theophylline 

22 AGA 
8 SGA 

10 
1 

TABLE XI 
Patent Ductus Arteriosus 

Affected Indomethacin Surgical Ligation 

22 AGA 
8 SGA 

TABLE XII 
Jaundice and Anaemia 

Phototheraphy Exchange Transfusion Top-up Transfusion 

22 AGA 
8 SGA 

17 

22 AGA 
8 SGA 

NEC 

0 
3 

Gr.l 

2 
0 

TABLE XIII 
Other Complications 

IVH 
Gr.ll 

3 
0 

Gr.lll 

0 
1 

Hypoglycaemia 

1 
3 

Hypocalcaemia 

4 
2 

22 AGA 
8 SGA 

TABLE XIV 
Septicaemia 

Staph. Albus Staph. Aureus 

3 0 
2 1 

E.Coli 

1 
0 
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Congenital Abnormalities 

Anencephaly 
Anencephaly & VSD 
Anencephaly & Adrenal Agenesis 
Spina Bifida 
Spina Bifida and Hydrocephalus 
Encephalocoele 
Cong. Heart Disease 
Spina Bifida & Hydrocephalus & 
Single Cystic Kidney 
Holoprosencephaly 
Downs Syndrome & Cot Death 
Downs Syndrome 
Patau's Syndrome 
Edward's Syndrome 
Musculoskeletal 
Dislocated Hip 
Unstable Hip 
Varus Feet 
Valgus Feet 
Limbs-Other 
Feet-Other 
Anomalies of Spine 
Anom. Skin, Hair, Nails 
Anom. Face, Ears, Neck 
Cleft Lip and/or Palate 
Anom. Tongue, Mouth, Pharynx, 
Stomach 
Gastrointestinal Trace 
Atresia of Bile Ducts 
Anomalies of Eye 
Anomalies of Urinary Trace 
Polycystic Kidney 
Hypospadias 
Genitalia 
Undescended Testes 
Arginosuccinic Aciduria 
Maple Syrup Urine Disease 
Phenylketonuria 
Cystic Fibrosis 
Epidermolysis Bullosa 

* Incidental finding at PM. 

740 
740, 745 
740,741 
741 
742.3 
742 
745 
741.0 

758,798 
758 
758.1 
758.3 
756 
754.30 
754.31 
754.4 
754.6 
755 
754.7 
756.1 
757 
744 
749 
750 

751 

743 
753 
753.1 
752.6 
752 
752.5 
270.60 
270.31 
270.1 
277 

Total 
11 
2 
1 
4 
4 
3 

44 
1 

1 
1 

13 
3 
1 
3 

20 
23 
42 
13 
4 
6 
1 
7 
3 
3 
2 

4 
1 
4 
3 
1 

18 
5 
6 
1 
1 
0 
7 
2 

Sur
vived 

0 
0 
0 
4 
3 
0 

40 
0 

0 
0 

12 
0 
0 
2 

20 
23 
42 
13 
4 
6 
1 
7 
3 
2 
2 

4 
0 
4 
3 
0 

18 
5 
6 
0 
1 
0 
7 
2 

Still
birth 

7 
0 
1 
0 
1 
1 
1* 
0 

1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 

0 
1* 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

Early 
N.N.D. 

4 
2 
0 
0 
0 
1 
3 
1 

0 
0 
0 
2 
1 
1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

0 
0 
0 
0 
1 
0 
0 
0 
0 
0 
0 
0 
0 

Late 
N.N.D 

0 
0 
0 
0 
0 
1 
0 
0 

0 
1 
1 
1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 

Late Neonatal Deaths 
There were five late neonatal deaths during the year. One baby was less 

than 28 weeks gestation (78); one was a cot-death (77); while two were due 
to congenital malformations (75 and 76). The number of late neonatal 
deaths remains very small and has not been affected by the advent of 
intensive care in the neonatal unit. 

(75) Para 11+1. Age 37. Gestation 40 weeks. Birth weight 3.68 kilograms. Apgar Score: 2 
at 1 and 7 at 5 minutes. Admitted in labour, SVD male infant, Spina Bifida and Hydrocephalus. 
Conservative management, baby died day 12. 

(76) Para 11+1. Age 38. Gestation 40 weeks. Birth weight 3.69 kilograms. Apgar score: 7 at 
1 and 8 at 5 minutes. Uneventful pregnancy, spontaneous onset of labour at term, SVD male 
infant. Multiple congenital abnormalities consistent with Patau's syndrome, confirmed by 
chromosomal analysis, baby died day 9. 
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(77) Para 3+0. Age 37 years. Gestation 35 weeks. Birth weight 2.2 kilograms. Apgar score 
5 at 1 and 8 at 5 minutes. Hypertension throughout pregnancy, admitted at 34 weeks, elective 
Caesarean section at 35 weeks because of hypertension. Male infant, responded to bagging. 
Down's syndrome. No problems apart from slow feeding and septic spots which were treated 
with cloxacillin. At 7 days of age baby was found dead m cot. Resuscitated initially but died 
approx. 1 hour later. Post mortem—consistent with "cot death". 

(78) Para 2+0. Age 29 years. Gestation 26 weeks. Birth weight 710 grammes. Apgar score 
9 at 1 and 10 at 5 minutes. Three admissions with vaginal bleeding at 14, 16 and 20 weeks. 
Scan confirmed Placenta Praevia. Detained in hospital until spontaneous delivery by the 
breech at 26 weeks. Female infant, 710 grammes with a large retroplacental clot. Initial 
problems were apnoea of prematurity which was treated with CPAP and then ventilation. The 
baby developed necrotising enterocolitis, hepatic renal failure associated with profound 
thrombocytopaenia and leucopaenia requiring exchange transfusions, platelet and leucocyte 
infusions. On the 6th day the baby died following massive pulmonary haemorrhage. 

(79) Para 1 +3. Age 25 years. Gestation 30 weeks. Birth weight 1.5 kilograms. Apgar score 
not recorded. The baby had moderate IRDS which responded well to ventilatory support and 
was weaned on the 6th day of life. On day 9 there was a clinical deterioration and later 
evidence of Sepsis. Following initial improvement on Penicillin and Gentamicin the baby 
deteriorated again and was commenced on Chloramphenicol. Following this the baby 
improved again only to collapse on day 15. At this time Chloramphenicol toxicity was 
suspected which was confirmed by blood levels. The baby died on 16th day and autopsy 
revealed no specific abnormality. 
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Paediatric Assessment Unit 
The Assessment Unit is concerned with the aftercare of infants who are 

considered to be at risk because of adverse factors affecting fetal or neonatal 
wellbeing. Its aim is to assist each infant to achieve his full potential for 
growth and development, and to ensure that by early intervention the 
effects of handicaps are minimised. Infants are recalled to the Clinic at key 
developmental ages and are followed to 3 years of age. At each visit, in 
addition to physical examination, assessment of growth, of behavioural 
development, of diet, and of haematologic status are carried out. Neuro
logical assessment and assessment by the physiotherapist are carried out 
where indicated. In selected patients, psychological assessment is carried 
out at 4 years of age. 

Figures for 198z are shown with the figures for 1981 in parenthesis:— 

Number of patients attending 738(815) 
Total number of visits 1,221 (1,292) 
Additional visits for haematologic and dietetic 
assessment 30 (43) 
Number of patients attending for physiotherapy ... 205 (274) 
Referrals to other hospitals or units 210(224) 

Although the total number of patients attending was less than last year, 
the total number of clinic visits was of the same order. These figures reflect 
the increased survival rate among the very low birth weight and other 
"problem" infants who require more intensive follow up than heretofore. 
A total of 210 infants of 2,000 ems. or less were seen m 1982, compared 
with 200 in 1981. In 12 birth weight was 1,000 gms. or less compared with 
6 in 1981. On the other hand, there were fewer well-grown babies presenting 
with neuromotor dysfunction; this must be interpreted as an expression of 
improved perinatal care. 

The following table illustrates the distribution of patients according to 
birth weight, with figures for 1981 in parenthesis:— 

< 1.00 kilogram = 12 (6) 
1.01-1.50 kilograms = 85 (100) 
1.51-2.00 kilograms = 113 (94) 
2.01-2.50 kilograms = 155 (158) 

>2.51 kilograms = 371 (452) 
Not weighed = 2 (5) 

Low Birth Weight Infants 
The figures for physiotherapy relate only to patients referred by us to 

one physiotherapist, Mrs. Coote. However, the situation with regard to 
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neurodevelopmental training is changing in that an increasing number of 
infants are being referred directly from the Paediatric Unit or from the 
Baby Clinic. In addition all of the physiotherapists are now involved in 
neurodevelopmental training, a measure of the broad interest in the tech
nique, and its general acceptance into treatment procedure. 

The number of referrals to other hospitals and units was 210. This number 
reflects the increasing complexity of the cases and the more active manage
ment of potential handicaps. They include referral for specialist opinion in 
fields such as audiometry and opthalmology, psychology, neurology and 
neurosurgery as well as for E.E.G., X-Ray and ultrasound examinations. 

1982 was a special year in that it marked the 10th year of operation of the 
Assessment Clinic. The Assessment Clinic originated as a direct develop
ment from a perinatal research study initiated in 1963 during the Mastership 
of Dr. Joseph Stuart. The purpose of this study was to examine the effects 
of iron deficiency in the mother during pregnancy on the subsequent growth 
and development of her child. The study was carried out over a period of 
8 years under the aegis of the Medical Research Council and received 
financial support from the Department of Health. It was prospective and 
longitudinal and the infants were followed at regular intervals from birth to 
3 years of age. A considerable volume of data regarding growth, behavioural 
development, epiphyseal maturation, haematologic parameters and dietary 
intake was gathered on both study and control infants. During 1971 with 
the help and support of Dr. Clinch who was then Master, the transition 
from a Research Study to a service commitment was accomplished. The 
principles and methods of the Study were incorporated into the develop
ment of the Assessment Clinic, and the data furnished the norms upon 
which our present assessments are based. The transition was a very gratify
ing one to all concerned in that it was a fulfilment of what should be the 
underlying purpose of all clinical research, that of integration into current 
medical practice. 

At that time we commented about the proposed service. "In the modern 
concept of Obstetrical care, responsibility to the mothers and their infants 
does not cease at the time of delivery. More especially is that responsibility 
extended to those infants who are considered to be "at-risk", and it is only 
by the combined efforts of obstetrical and neonatal care that such infants 
can be helped to attain their optimal development. 

It is hoped that this service, situated as it is within the hospital, with easy 
access to obstetrical and neonatal records, and with readily applicable 
standards for growth and development of Irish children now available, will 
contribute to this aim." 

1973 was the first full year of operation of the clinic and in the intervening 
10 years a total of 9,508 patients have attended. The total number of visits 
amounted to 12,830, giving an average of 1,283 assessments per year. 

The years 1973 to 1982 have been years of unusual growth and develop
ment for this country. Entry into the E.E.C. in 197? brought us into an 
expanded scene, and the resultant economic advantages meant that money 
was available for the second line industries such as medicine. This in turn 
enabled us to keep pace with the major scientific advances which were 
taking place elsewnere. For many complex reasons this era came to a 
sudden end in 1982. So it is perhaps an opportune time to review the 10 
years from our own particular viewpoint. 

It has been a time of significant advances in perinatal medicine. Most 
important of all has been the new emphasis on fetal health, a moving away 
from the mechanics of delivery to the concept of fetal and maternal 
wellbeing. This has been an expression of the increasing ability on the part 
of the Obstetrician to monitor the fetus during pregnancy, with the help of 
ultrasound, amniocentesis, hormone levels, cardiotochography and fetal 

34 



movement patterns. With the use of these diagnostic aids it is now possible 
to evaluate fetal growth and fetal developmental status or maturity in a 
way which would have been inconceivable 10 years ago. During labour 
also, the ability to monitor cardio-respiratory activity and metabonc status 
and the use or partograms to facilitate systematic analysis of progress in 
labour have all been important advances. 

For the Paediatrician, advances have been even more significant. Increase 
in intensive care facilities and better staffing, ensuring attendance at deliv
eries and immediate resuscitation have been important factors in improving 
outcome for the newborn. In the intensive care unit the introduction of 
assisted ventilation in the form of continuous positive airways pressure and 
intermittent positive pressure ventilation, ana continuous monitoring of O2 
levels have been vital developments during this period. Following on the 
control of respiratory function has been the ability to sustain the metabolic 
process with parenteral nutrition, thus improving the life giving supports to 
the immature and sick newborn. 

Further advances became possible with the availability of various thera-

Eeutic and diagnostic aids. Phototherapy in the management of neonatal 
yperbilirubinaemia was introduced in the earlier years. More recently the 

advent of computerised axial tomography provided a revolutionary though 
limited diagnostic tool followed soon by real time ultrasound scanning with 
its great advantages of non-invasiveness and convenience of use. This 
procedure has now become invaluable in many conditions, but particularly 
in the diagnosis and management of intracranial haemorrhage and its 
complications. The role of the neonatal cardiologist in the management of 
the immature neonate, and the skills of the neonatal surgeons have all 
played their part in surviving infants and thereby reducing neonatal 
mortality. 

It is also worthwhile recording that during this decade perinatal medicine 
became established as an entity in this country. The coming together of the 
two specialities at a professional level was stimulated by the formation of 
the Irish Neonatal Society, which held its first meeting in the Coombe 
Hospital in 1973. This was followed by joint meetings between the Society 
and the Paediatric and Obstetrical sections of the Royal Academy of 
Medicine in Irealnd in 1975 and in 1977. In 1975 the Neonatal Society 
became the Irish Perinatal Society. As such it plays a significant part in the 
medical scene and is notable not only for bringing together obstetricians 
and paediatricians, but also colleagues north and south of the border. 

During the 10 year period the perinatal mortality rate in the Coombe 
Hospital has more than halved, falling from a level of 21.4 per 1000 in 1973 
to 10.7 per 1000 in 1981. By any standards that is a remarkable achievement 
over a relatively short period of time. In the social context, the improvement 
in perinatal mortality took place against a background of rising standards 
of living, with better housing and hygiene and nutrition, all factors which 
play an important role in patient health. Nevertheless the main credit must 
go to improvement in the medical services, and to improved standards of 
medical care. These figures bring us into line with international standards 
of obstetrical care. They could not have been achieved without enlightened 
policy making and without adequate staffing and resources. In these days 
when it has become fashionable to decry the hospital services, it is important 
to recall the struggle which was necessary to bring Irish medicine on a level 
with international standards, and also to realise how easily that parity could 
be lost again. In the current phase of rapid technological development 
constant pressure will be necessary to maintain levels of service. 

In the held of developmental paediatrics the most significant advance has 
been one of acceptance of the value of continuing assessment. Develop
mental assessment has been integrated into paediatric practice in North 
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America for very many years. In 1948 Arnold Gesell and Catherine Ama-
truda published their book entitled "Developmental Diagnosis". It was the 
fruit of 25 years of research into child development during the first 3 years 
of life. However it is only within the last 10 years that the importance of 
developmental assessment has received general approbation in these 
islands. Each year 10 Junior Paediatric stair have a 5 week attachment to 
the Assessment Unit. It is a matter of record that in the early days it was 
difficult to get Junior Staff to assist in the clinic. Now they welcome the 
experience it affords, both from the point of view of assessment itself and 
also for the opportunity of counselling parents of babies with handicap or 
potential handicap. 

Also important has been the acknowledgement of neurodevelopmental 
training as an integral part of the treatment of neuromotor dysfunction, 
and the recognition of its role in promoting positive patterns of develop
ment. Considering the present widespread acceptance of these methods it 
is difficult to appreciate the scepticism which prevailed among paediatricians 
at the time. In 1975 the International Cerebral Palsy Society held a meeting 
in the Central Remedial Clinic in Dublin, at which a paper on the Bobatn 
Methods and on the work of the Western Cerebral Palsy Centre in London 
was presented by Mrs. Jenny Bryce. It was during the course of that meeting 
that the concepts espoused from the Centre began to gain general recog
nition. In the Assessment Unit we were very fortunate, from 1974 on, to 
have the services of a physiotherapist trained in the methods of Bobath and 
of Milani-Comparetti. However, it is interesting to recall that initially it 
took a whole year's correspondence to gain Departmental approval for one 
session a week for this physiotherapist. 

The Assessment Unit is primarily concerned with perinatal morbidity as 
opposed to mortality. While advances have been made in our understanding 
of morbidity and in its recognition and management, we are still some 
distance away from achieving a satisfactory definition or classification of 
the morbid state. Much of the difficulty arises from our lack of knowledge 
of the long term effects of anoxia particularly on the more subtle aspects of 
cognitive function. In assessing the three year old child, it is possible to 
identify early manifestations of cognitive disorder, such as difficulties with 
colour recognition or with enumeration. Sometimes the drawing of a face 
with bizarre placement of features makes one suspect serious perceptual 
difficulties, Psychological assessment at 4 years of age goes some part of 
the way towards identifying these problems. At present it is available for a 
limited number of our patients, but would be of benefit to many more. In 
time perhaps we may attach significance to these long term effects of birth 
asphyxia and perinatal deprivation, than to deficits in motor function. 

Long Term Management 
Only four patients required referral for long term management to the 

Central Remedial Clinic this year. This is a considerable improvement on 
previous years and is very heartening particularly when one considers the 
increased incidence of very low birth weight infants. Two were preterm 
breeches, and two were very premature at 27 and 29 weeks gestation. No 
full term infant required referral. 

One term baby with severe developmental dealy, anomalies and deafness 
suggestive of Treacher Collins Syndrome was referred to the St. John of 
God's Centre. One child born to a mother with P.K.U. who had develop
mental delay and poor head growth was referred also to the St. John of 
God's Centre for praticipation in a stimulatory programme. 

A brief history of the four babies referred to the Central Remedial Clinic 
is given here. We would like to take this opportunity of thanking Dr. Barry 
and his team for their co-operation and frequent reports. 
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B.6934/M/80. Para 0+1. Age 21. Height 57" Paternal height 6T Gestation 29 weeks. Birth 
weight 1.30 kilograms. Previous abortion at 9/52. Admitted at 27 weeks gestation with 
S.R.O.M. Stabilised with Orciprenaline and received Dexamethasone. However spontaneous 
labour after 12 days, liquor was foul smelling. Vertex delivery. Apgar scores 3 at 1 minute, 
and 8 at 5 minutes. Intubated immediately. Admission to Special Care Baby Unit, full 
ventilation and septic work-up. Further complications included pneumothoraces and recurrent 
pneumonia, and jaundice. Discharged at 8 weeks of age. First seen in Assessment Clinic at 23 
weeks. Alert ana sociable. Early signs of neurological instability were minimal, limited to 
increase in tone in upper and lower limbs when stressed. He received neurodevelopmental 
training and made good progress. No abnormal pattern noted at 8 months. However, by 1 
year he was not yet sitting steady. Did not attend physio, for three months, due to distance 
and bad weather. Reappeared with abnormal walking pattern and tendency to scissors. 
Because scissoring persisted referred to C.R.C. at 17 months with diagnosis of mild diplegia. 
At 2 years considered not to have diplegia, but an unusual gait. Assessed again 2 years when 
development was around 21 month level, with speech at 15 months. He was apprehensive 
with poor eye contact, and not constructive in play. Growth had improved to trie 50-75th 
centiles. This history illustrates the importance of following these low birth weight infants 
closely around the time of walking. He has done fairly well considering the stormy postnatal 
period. 

B.2802/F/81. Para 1+1. Age 32. Height 5'8". Paternal height 5'9". Gestation 36 weeks. Birth 
weight 2.35 kilograms. Pregnancy uneventful. Second twin. Breech delivery with forceps to 
after-coming coming head. First twin had Potter's Syndrome, i.e. renal hypoplasia. Died 24 
hours after delivery. Apgar Scores 8 and 10. Wet Lung, oxygenation failed to improve. On 
C.P.A.P. and then on full ventilation. Pneumothorax and pulmonary haemorrhage. At 3 
weeks of age noted to have abnormal neurological findings. Very hypotonic with marked head 
lag. Head circumference increased rapidly to greater than the 97th centile. Ultrasound showed 
bilateral ventricular dilatation. Attended Assessment Clinic from 15 weeks. Neuromotor 
dysfunction with increased tone upper and lower limbs, head lag and hypotonia of trunk. 
Delayed visuomotor development. Developmental pattern continued very irregular. Received 
neurodevelopmental training, and beginning to show improvement. Referred to Central 
Remedial Clinic for long term management, at 10 months, continued to attend Assessment 
Clinic at intervals. Walked at 20 months at which time developmental attainment around 15 
month level with moderate quality of performance. This baby also had a number of referrals 
for investigation of possible hydrocephalus and possible renal abnormality. 

B.4183/F/81. Para 2+0. Age 27. Height 5'6". Paternal height 5'6". Gestation 30 weeks. Birth 
weight i.54 Kilograms. Mother has epilepsy and has been on anti-convulsants for 3|years, 
Phenobarbitone and Epanutin. Prior to delivery she had a pyrexia and was on antibiotic 
therapy. Baby was a premature breech delivered at 30 weeks by Caesarean Section, because 
of prolonged rupture of membranes and fetal distress. Apgar Scores 2 at 1 minute, 3 at 5 
minutes. Intubated immediately. Hypothermia with respiratory acidosis. Blood cultures 
positive for Group B Haemolytic Strep Septicaemia. Other problems included R.D.S. and 
gastroenteritis with E Coli 0119. Home at 8 weeks. Seen in Assessment Clinic from 16 weeks. 
Neurological findings with moro persisting to 38 weeks of age and increased extensor tone. 
Very little progress, by 43 weeks still around 12 week level. Referred to Central Remedial 
Clinic at 38 weeks, but continued to attend Assessment Clinic at intervals. By 19 months gross 
motor delay, not yet sitting steady. However, brighter and some features at 13 month level. 
At 19 month some investigations for maturation were carried out which showed delayed bone 
age and serum folate levels at the lower end of normal. Thyroid function studies were normal. 
This little girl continues to show moderately severe motor and mental delay. 

B.4801/M/81. Para 0+0. Age 25. Maternal height 5'4". Paternal height 6 T . Gestation 27 
weeks. Birth weight 1.09 kilograms. Forceps delivery at 27 weeks. There had been antepartum 
haemorrhage with large clot. Hypothermic on admission to Special Care Baby Unit. Severe 
R.D.S. On intermittent positive pressure ventilation. Other postnatal problems included 
severe and persistent jaundice requiring 9 exchange transfusions, P.D.A., hypocalcaemia and 
hypoglycaemia. Discharged at 3 months. Followed in the Assessment Clinic from 25 weeks of 
age. Alert, sociable, mila signs of neuromotor instability and slower visuomotor development. 
Good progress with neurodevelopmental training. At 48 weeks, rolling trying to pull to sit and 
holding crawling position. However, right hand function better than left, and up on toes in 
standing. Referred to Central Remedial Clinic for evaluation as possible mild left hemiplegia. 
Report, at 18 months, performing at 15 month level with typical toddler gait. May have mild 
left sided weakness. Progress excellent considering perinatal history. Bears out findings of 
study on preterm infants that A.P.H. is a significant factor in handicap. 

Clinical Research 
During the 10 year period of studies on special categories of at risk infants 

were carried out. These included studies on:— 

37 



(1) Blood Group Incompatability and Associated Speech Delay. 
(2) Neuromotor dysfunction in Term Infants. 
(3) Infants presenting as a Breech at Term — a prospective longitudinal 

study of growth and development to include psychological assessment 
at 4 years. 

(4) The relationship between Fetal Growth Patterns and Morbidity. 
(5) Follow-up Studies of Very Low Birth Weight Infants born before 

and after the Introduction of Intensive Care (Dr. P. H. Gray). 

Fetal growth and fetal growth potential have been recurrent themes 
running through the various reports. New observations of growth relation
ships have been a part of each of the foregoing studies with the exception 
of the first one. Experience over the years has confirmed the relationship 
between disordered growth and neonatal morbidity and we hope to explore 
this more fully in the future, and examine and define growth patterns and 
growth standards for the low birth weight and the inappropriately grown 
infant. 

Breech Study 
The Breech Project is now in its final stages. The psychological assessment 

at 4 years of age on study and control groups are now completed. These 
assessments have been carried out under the direction of Dr. Paul McCarthy 
and Mr. John Connolly, B. A., M. Psych. of the Irish Foundation for Human 
Development, and we thank them for their interest and co-operation. Also 
with their assistance, Dr. Anne Keane has been entering the completed 
data for the study on data sheets for computer analysis. 

We are also following a special group of preterm breech. These are, 
unlike the term breech, a hign risk group. Their main problems appear to 
be those arising from prematurity, rather than from the mode of delivery. 

A paper entitled "A relationship between fetal growth patterns and 
morbidity in the infant" was presented to the 10th International Congress 
of the International Association for Child and Adolescent Psychiatry in 
July 1982. 

We would like to record grateful appreciation to our secretary, Miss 
Bernadette Thompson, nurse, Mrs. Terry Ryan, dietitian, Mrs. Yvonne 
Walsh and haematology technologist, Mrs. Mary McKeown. In particular 
we thank Mrs. Joy Coote and the other members of the Physiotherapy 
Department. 
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Deliveries less than 28 weeks weighing 500 
grams and over 

Number of infants 
Incidence per cent ... 

Dead born 

Live born 

Survived 

13 
1.6 

4 

9 

3 

Comment: Twelve mothers delivered 14 infants weighing over 500 grams 
before 28 weeks gestation; four of these were dead born and 3 of the live 
born survived. In 10 instances premature labour was associated with vaginal 
bleeding; one mother delivered twins at 25 weeks gestation; and 1 mother 
had a missed abortion in association with severe hypertension. 

Dead Born 
B.58368. Para 0+1. Age 22. Gestation 25 weeks. Booked at 10 weeks gestation. Admitted 

with vaginal haemorrhage at 23 weeks gestation and progressed to spontaneous delivery of 
dead born male infant weighing 624 grams. 

B.47028. Para 4+1. Age 32. Gestation 26 weeks. Booked at 14 weeks gestation. Severe 
hypertension. Admitted to hospital and remained in hospital thereafter. Early retarded 
intra-uterine growth evident on serial scans and I.U.D. at 26 weeks gestation. Subsequent 
spontaneous delivery of dead born male infant weighing 709 grams. This mother had previously 
had two stillbirths and one neonatal death associated with severe hypertension. 

B. 65054. Para 2+0. Age 24. Gestation 26 weeks. Booked at 26 weeks gestation. Admitted 
to hospital the following day with vaginal haemorrhage. Spontaneous delivery of dead born 
female infant weighing 800 grams. 

B. 30957. Para 2+1. Age 27. Gestation 27 weeks. Booked at 22 weeks gestation. Recurrent 
mid trimester bleeding. Spontaneous delivery at 27 weeks gestation of dead born female infant 
weighing 907 grams. 

Live Born Infants 
N.B.52853. Para 3+0. Age 35. Gestation 24 weeks. Emergency admission at 24 weeks 

gestation with vaginal haemorrhage. Spontaneous delivery the following day of live born 
female infant weigning 510 grams. Apgar scores of 3 and 1. N.N.D. 2 hours. 

N.B.65193. Para 0+0. Gestation 25 weeks. Emergency admission at 25 weeks gestation with 
vaginal haemorrhage. Spontaneous delivery of live born female infant weighing 750 grams 
born with apgar scores of 2 and 6. Died at 4 weeks of age. 

B.63183. Para 0+0. Gestation 26 weeks. Booked at 9 weeks gestation. Emergency admission 
at 26 weeks gestation with vaginal haemorrhage. Progressed into labour. Spontaneous delivery 
of live born female infant weighing 790 grams. Apgar scores of 3 and 10. Baby survived. 

B.40504. Para 2+1. Age 28. Gestation 27 weeks. Booked at 11 weeks gestation. Vaginal 
bleeding at 27 weeks and spontaneous delivery of a live born female infant weighing 980 
grams. Apgar scores of 9 and 10. Baby survived. 

39 



B. 16056. Para 3+0. Age 30. Gestation 27 weeks. Booked at 18 weeks gestation. Vaginal 
haemorrhage at 27 weeks gestation. Spontaneous delivery at home of live born male infant 
weighing 850 grams. Baby survived. 

B.61788. Para 2+0. Age 29. Gestation 26 weeks. Booked at 12 weeks gestation. Recurrent 
vaginal bleeding. Placenta praevia noted at 19 weeks and admitted to hospital. Anaemia— 
transfused 4 units of blood. Premature labour at 26 weeks gestation and spontaneous breech 
delivery of a live born female infant weighing 710 grams. Apgar scores or 9 and 10. N.N.D. 
10 days. 

B.6406. Para 3+1. Age 37. Gestation 27 weeks. Booked at 12 weeks gestation. Admitted to 
hospital with vaginal haemorrhage at 25 weeks. Subsequent delivery at 27 weeks gestation of 
a live born male infant weighing 910 grams. N.N.D. 5 hours. 

B.55979. Para l+0. Age 17. Gestation 25 weeks. Booked at 14 weeks gestation. Emergency 
admission at 25 weeks gestation. Premature labour asociated with twin pregnancy. Spon
taneous delivery of live born infants weighing 700 grams and 620 grams respectively. N.N.D. 
minutes. 
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Maternal Death 

Number of cases 1 
Maternal mortality rate 0.13 

There was 1 maternal death during 1982. The patient, a 17 year old 
primigravida, had a Hydatidiform Mole evacuated at 14 weeks gestation 
and subsequently had a currettage performed. Histological examination of 
the mole initially suggested it to be benign but subsequent currettings 
suggested the possibility of malignant change. The patient was, therefore, 
followed-up carefully with fortnightly estimations of Beta H.C.G. The 
levels initially dropped but subsequently began to rise again. Eight weeks 
after passing the original mole an ultrasound scan confirmed a recurrent 
mole and the patient was admitted to hospital for further evacuation. 
However, three attempts at medical induction of labour with a combination 
of intravenous prostaglandin and oxytocin failed. Following consultation 
the patient was therefore commenced on chemotherapy. Five days after 
completion of the first course of chemotherapy she developed a pyrexia 
with signs of septicaemia which was presumed to be due to the Clostridial 
infection. Despite intensive resuscitation and an emergency hysterectomy 
the patient died from septicaemia within 36 hours of developing the pyrexia. 
Histological examination of the uterus revealed a chorio-adenoma des
truens with necrosis and Clostridium welchii infection. Post mortem examin
ation revealed a secondary nodule in the right lung. 

Comment: This patient's demise was sudden and dramatic. It proved 
impossible to induce labour when the mole recurred and no attempt at 
vaginal delivery was made. Nonetheless the patient developed a sponta
neous Clostridial septicaemia which proved rapidly fatal. The hysterectomy 
was performed in an attempt to remove the source of infection but this 
proved of no avail. At the time of operation it was found that the molar 
tissue had perforated the uterus. 
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Cardiac Department 
Number of cases 9. 
Incidence per cent 0.13 
Perinatal deaths Nil 

Nine patients were seen with heart disease or a previous history of heart 
disease during 1982. These included three patients with repaired congenital 
lesions including one atrial septal defect, one patent ductus and one coarc
tation of the aorta. One patient had had a successful mitral valvotomy, 
leaving only five patients with congenital or acquired valvular disease, the 
lowest figure ever recorded since records of cardiac cases commenced. Two 
patients had mitral regurgitation, one mild pulmonary stenosis and two had 
combined mitral and aortic valve disease of moderate severity. No maternal 
deaths were recorded. There were no perinatal deaths. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 27 36 36 30 18 16 15 16 16 9 
Incidence % 0.3 0.4 0.4 0.4 0.25 0.21 0.19 0.19 0.22 0.13 
Perinatal deaths 1 Nil Nil 1 Nil Nil Nil Nil Nil Nil 
Mortality Rate 37.0 Nil Nil 33 Nil Nil Nil Nil Nil Nil 

42 



Latent Diabetes Mellitus 

Number of cases 48 

Incidence per cent 0.7 

Number of babies delivered 48 

Stillbirth 1 

Neonatal deaths Nil 

Perinatal deaths 1 Rate: 20.8/1,000 

Comment: The incidence of latent diabetes was much less than that 
recorded in earlier years. It should be stated that there has been no change 
in the policy of assessing the incidence of the condition and the low 
incidence noted this year is unusual. Three of the 48 cases occurred amongst 
primigravidae, two of whom required delivery by caesarean section for 
other indications. Eleven of the 45 multiparous mothers were delivered by 
caesarean section, though in none was latent diabetes mellitus the indica
tion. The one perinatal death was due to a lethal congenital malformation. 

PERINATAL DEATHS 

Congenital Malformation 

Case No. 39 

COMPARATIVE TABLE FOR TEN YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 

Number of cases 132 126 134 142 108 101 97 71 107 48~~ 
Incidence per cent 1.8 1.6 1.8 2.0 1.5 1.4 1.27 0.9 1.5 0.7 
Perinatal deaths 6 4 1 3 Nil 2 3 2 3 1 
Mortalityrate 44.4 31.7 7.4 21 Nil 19.2 31.2 28.2 27 20.8 
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Clinical Diabetes Mellitus 

Number of cases 10 

Incidence per cent 0.14 

Perinatal deaths Nil 

Method of delivery: 

Spontaneous 2 

Induction 3 

Caesarean section 5 

Preterm delivery (37 weeks) 3 
Comment: The ten diabetics comprised 1 primigravida and 9 multiparous 

mothers. The primigravida developed severe P.E.T. at 38 weeks gestation 
and had to be delivered by caesarean section because of failure of labour 
to progress despite acceleration. Two of the 9 multiparous patients went 
into spontaneous labour at 36 and 38 weeks respectively; labour was 
induced in 3 at 38, 39 and 40 weeks respectively and all these patients 
delivered vaginally. Four patients had to be delivered by caesarean section 
because of fetal distress (1), severe P.E.T. (1), previous caesarean sections 
(1) and intractable vomiting (1). There were no perinatal deaths. The more 
rigid control of the diabetic state has meant that women are allowed 
progress beyond 38 weeks gestation when control is satisfactory. 

COMPARATIVE TABLE FOR TEN YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 9 9 9 10 12 11 19 12 19 10 
Incidence per cent 0.1 0.1 0.1 0.14 0.17 0.15 0.25 0.15 0.26 0.14 
Perinatal deaths 1 1 Nil 2 Nil Nil Nil 2 1 NiJ 
Mortality rate 111 111 Nil 200 Nil Nil Nil 166 53 Nil 
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Haemolytic Disease of the Newborn 
Number of cases 48 

Incidence per cent 0.69 

Number of babies delivered 48 

Stillbirths 4 

Neonatal deaths ... Nil 

Perinatal deaths 4 Rate: 83/1,000 

Comment: The incidence of haemolytic disease ws similar to that recorded 
the previous year. The types of haemolytic disease encountered are sum
marised in the table below, which only includes those babies in whom the 
Coombes test was positive. Mothers with antibodies which might have 
given rise to haemolytic disease, but with babies who were subsequently 
found to be Coombes negative, are not included in the table. 

Type of 
Haemolytic 

disease 
Rhesus 
Anti-A 
Anti-B 
Others 

Total: 

Number of babies 
affected 

9 
30 
6 
3 

48 

Number of babies 
exchanged 

9 
0 
0 
0 
9 

Number of babies 
given simple 
transfusions 

1 
0 
0 
0 
1 

Number of babies 
given 

phototherapy 
3 

18 
5 
0 

26 

Two of the four stillbirths (20 and 21) occurred very early in the third 
trimester. 

Case 20 was not seen until 30 weeks gestation and intra-uterine death 
occurred before the patient could be properly managed. Case 21 was a 
severe case of haemolytic disease, in whom plasmapheresis was not consid
ered. The other two stillbirths (22 and 23) occurred at 38 weeks gestation. 
In Case 22 repeated amniocenteses suggested that the baby was only mildly 
affected, but intra-uterine death occurred 4 days before planned induction. 
Case 23 was referred from another hospital but the baby was already dead 
when first seen. 

PERINATAL DEATHS 

Normal Infants 

(20) B.63046. Para 2+0. Age 34. Gestation 32 weeks. Booked at 30 weeks. Noted to have 
Anti-C -I- D antibodies. Husband homozygous. Amniocentesis suggested severely affected 
fetus. Admission arranged for I.U.T. but F.H.N.H. on admission. Prostaglandin induction. 
Delivered macerated male stillborn infant weighing 1.53 kilograms. 

Post-mortem: Refused. 
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(21) B.62105. Para 4+1. Age 34. Gestation 28 weeks. Booked at 9 weeks gestation. Anti C 
+ D antibodies. Husband homozygous. Amniocentesis at 22, 24 and 26 weeks gestation 
suggested severely affected fetus. Ultrasound examination revealed hydropic placenta with 
fetal ascites. I.U.T. at 28 weeks but F.H.N.H. following day. Prostaglandin induction. 
Spontaneous delivery of stillborn male infant weighing 1.10 kilograms. 

Post-mortem: (i) Maceration (ii) Haemolytic Disease. 

(22) B.32834. Para 3+0. Age 33. S.E. 7. Gestation 38 weeks. Booked at 13 weeks. Found to 
have Anti c + E antibodies. Last pregnancy delivered at 38 weeks and baby had phototherapy. 
Had amniocentesis x 3 and these suggested a mildly affected fetus. Induction arranged for 38 
weeks. Seen 4 days before planned induction date when F.M.N.F. I.U.D. confirmed with 
ultrasound. Prostaglandin induction. Delivered macerated male stillborn infant weighing 3.54 
kilograms. 

Post-mortem: (i) Maceration (ii) Rhesus Disease. 

(23) N.B.63968. Para 2+0. Age 36. S.E. 5. Gestation 38 weeks. Admitted from country 
hospital at 38 weeks because of rhesus isoimmunization. F.H.N.H. on admission. PGE2 
induction. Normal delivery of stillborn female infant weighing 3.06 kilograms. 

Post-mortem: (i) Maceration (ii) Rhesus Disease. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 59 129 83 63 53 64 49 71 50 48 
Incidence % 0.78 1.7 1.15 0.9 0.75 0.85 0.64 0.9 0.69 0.69 
Perinatal deaths 6 8 4 3 4 1 5 1 2 4 
Mortality rate 101 62 47.6 47 74 15.6 65.4 14.0 40 83 
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Anaemia 
(A Haemoglobin reading of less than 10 grams per cent on one occasion) 

Number of cases 373 
Incidence per cent 5.4 
Number of babies delivered 383 
Stillbirths 6 
Neonatal deaths 1 
Perinatal deaths 7 Rate: 18.2/1,000 

Comment: The incidence of anaemia was similar to that recorded previ
ously. Ten of the cases were associated with multiple pregnancy. None of 
the perinatal deaths was related to the anaemia. 

PERINATAL DEATHS 

Normal Infants 

(10) B.61338. Para 0+0. Age 19. Gestation 29 weeks. Normal antenatal course until admitted 
with lower abdominal pain at 29 weeks. F.H.N.H. on admission. Subsequent delivery of 
stillborn male infant weighing 1.24 kilograms. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(16) B.5377. Para 5+4. Age 34. S.E. 3. Previous abruptio and stillbirth in 1973 but 2 
subsequent full term normal pregnancies. Hyperthyroidism in 1978 but not on treatment since 
1980. Normal antenatal course until admission at 39 weeks gestation with large abruptio 
placentae. F.H.N.H. on admission. Spontaneous delivery of male stillborn infant weighing 
3.18 kilograms. 

Post-mortem: Intra-uterine anoxia. 

(19) B.35548. Para 3+1. Age 27. S.E. 3. Gestation 39 weeks. Normal pregnancy until 38 
weeks when admitted with false labour. Noted then to have polyhydramnios and unstable lie. 
G.T.T. performed because of previous large babies, was normal. During routine C.T.G. F.H. 
could not be detected. Subsequent spontaneous labour 48 hours later and delivery of stillborn 
male infant weighing 4.44 kilograms. Retroplacental clot noted. 

Post-mortem: Intra-uterine anoxia. 

(18) B.51492. Para l+0. Age 26. S.E. 3. Gestation 40 weeks. Booked at 13 weeks gestation. 
Antenatal visit at 40 weeks gestation. Patient complained of lower abdominal pain and the 
uterus was found to be tender. Admitted to hospital immediately but F.H.N.H. in admission 
room. Labour induced and subsequent delivery of stillborn male infant weighing 4.19 kilo
grams. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(25) B. 19485. Para 4+0. Age 34. S.E. 3. Gestation 33 weeks. Booked at 13 weeks gestation 
when multiple pregnancy diagnosed on ultrasound scan. Subsequent scans showed satisfactory 
growth until 3z weeks. Admitted to hospital with abdominal discomfort and vaginal shows 
and discharged after 1 week. Subsequent scan at 33 weeks revealed retarded intra-uterine 
growth of 1st twin and patient re-admitted to hospital. F.H.N.H. two days later. Subsequent 
spontaneous delivery of macerated female fetus weighing 1.87 kilograms. Transverse lie of 
2nd twin with substantial A.P.H. Cervix only 6 cms. dilated. Emergency caesarean section 
performed. Live female infant weighing 2.35 kilograms delivered in good condition. 

Post-mortem: (1) Maceration (ii) Cleft Palate. 
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Congenital Malformations 

Case 45 and 58. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 468 610 728 649 550 406 505 378 411 373 
Incidence per cent 6.2 8.0 10.0 9.2 7.8 5.4 6.7 4.9 5.7 5.4 
Perinatal deaths 16 26 16 16 9 4 10 16 11 7 
Mortality rate 33.2 40.7 21.6 24 16.1 9.63 19.5 40 26.7 18.2 
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Bacteriuria 

(A positive result is represented by a colony count of over 100,000 
organisms per ml. in a pure culture whether symptomatic or asymptomatic.) 

Number of cases 
Incidence per cent 
Number of babies delivered ... 
Stillbirth 
Neonatal deaths 
Perinatal deaths 

... 569 
8.3 

... 576 
1 
5 
6 Rate: 10.4/1,000 

Comment: The incidence of bacteriuria was similar to that reported most 
years apart from 1981. Twenty of the 576 babies weighed less than 2.5 
kilograms while 52 of the 569 mothers (9 per cent) developed anaemia. 
One of the neonatal deaths (51) was associated with placental insufficiency 
secondary to chronic renal disease. 

PERINATAL DEATHS 
Normal Infants 

(51) B.26178. Para l+0. Age 26. S.E. 4. Gestation 29 weeks. Booked at 15 weeks gestation. 
Chronic renal disease and previous I.U.D. at 32 weeks gestation. Admitted electively to 
hospital at 16 weeks gestation because of poor obstetric history. Serial ultrasound assessment 
of fetal growth showed normal pattern until 26 weeks gestation when fetal growth virtually 
ceased. Subsequently C.T.G. snowed decelerations and caesarean section performed with 
delivery of live born female infant weighing 610 grams. Baby developed early respiratory 
distress and died two days after delivery. 

Post-mortem: Hyaline membrane disease and atelectasis. 

(55) B.47358. Para 2+0. Age 20. S.E. 5. Gestation 36 weeks. Booked at 11 weeks by scan. 
Unsure of dates. Uneventful ante-natal care apart from U.T.I, which was treated. Admitted 
at 36 weeks by scan, having delivered live female infant weighing 2.7 kilograms at home. 
N.N.D. 2 days in another hospital. 

Post-mortem: Necrotising enterocolitis. 

Cases 45, 61,64,72. 

Congenital Malformations 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 

Number of cases 
Incidence per cent 
Perinatal deaths 
Mortality rate 

616 
8.1 

18 
28.6 

465 
6.1 

30 
61 

507 
7.0 

15 
29.3 

413 
5.9 

14 
34 

420 
6.0 
9 

21.3 

606 
8.1 
6 

9.69 

694 
9.2 

22 
31.1 

577 
7.6 

19 
32 

332 569 
4.6 8.3 

14 6 
41 10.4 
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Abruptio Placentae 

(This includes all patients in whom a retroplacental clot was found at 
delivery). 

Number of cases 
Incidence per cent 
Twins 
Number of babies delivered 
Stillbirths 
Neonatal deaths 
Perinatal deaths 

Prim. 

26 
1.32 

— 
26 
3 

— 
3 

Mult. 

95 
1.95 
2 

97 
9 
2 

11 

Total 

121 
1.77 
2 

123 
12 
2 

14 Rate: 113/1,000 

Comment: The incidence of abruptio placentae continues to rise, though 
it is important to stress that this chapter includes all the women in whom 
retroplacental clot was noted at delivery. While the incidence continues to 
rise tne perinatal mortality rate was lower than that previously recorded 
and this suggests that a larger number of mild cases of accidental haemor
rhage are now included in this chapter. Thirty-four (28%) of the 121 cases 
delivered before 37 weeks gestation and 24 live-born baoies weighed less 
than 2.5 kilograms at birth, of whom only one (Case No. 53) died. None of 
the patients developed coagulopathy or renal failure. 

PERINATAL DEATHS 
Normal Infants 

(8) N.B.33865. Para 5 +0. Age 39. S.E.5. Gestation 28 weeks. Previous Caesarean section 
for placenta praevia. Admitted at 28 weeks with painless vaginal bleeding, having spent the 
previous seven weeks in a country hospital with mid-trimester bleeding. Bleeding settled 
initially but six days after admission went into spontaneous labour and passed complete 
gestation sac and fetus. Stillborn female infant weigning 1.134 kilograms. 

Post-mortem: Intra-uterine anoxia. 

(9) B.6816. Para 3+2 Age 33. S.E.4. Gestation 29 weeks. Booked at 11 weeks. Normal 
ante-natal course until 29 weeks when developed A.P.H. F.H.N.H. on admission. PGE 
infusion. Spontaneous delivery of stillborn female infant weighing 907 grams. Large retro
placental cfot. 

Post-mortem: Intra-uterine anoxia. 

50 



(10) B.61338. Para 0+o. Age 19. Gestation 29 weeks. Normal antenatal course until admitted 
with lower abdominal pain at 29 weeks. F.H.N.H. on admission. Subsequent delivery of 
stillborn male infant weighing 1.24 kilograms. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(11) B.62230. Para 0+0. Age 26. S.E.I. Gestation 34 weeks. Booked at 10 weeks gestation. 
Admitted to hospital at 33 weeks with B.P. 160/110. Ultrasound scan suggested R.I.U.G. 
One week after admission developed severe abruptio placentae with immediate disappearance 
of F.H. A.R.M. Sytocinon. C.V.P. Fresh stillborn male infant weighing 1.53 kilograms 
delivered. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(12) B.20041. Para 5+3. Age 41. S.E.I. Gestation 35 weeks. Booked at 12 weeks gestation. 
Father diabetic. Six antenatal visits normal. At 35 weeks concealed abruption. F.H.N.H. 
Spontaneous delivery of stillborn male infant weighing 2.5 kilograms. Large retroplacental 
clot and infarcted areas. Transfused 4 units of blood. 

Post-mortem: Refused. 

(13) B.58517. Para 0+1. Age 21. S.E.5. Gestation 36 weeks. Booked at 8 weeks. Normal 
antenatal course until I.U.D. at 36 weeks gestation. Admitted to hospital one week later. 
PGE induction and delivered macerated stillborn female infant weighing 2.72 kilograms. 
Liquor noted to contain old blood. 

Post-mortem: Maceration. 

(14) B.24452. Para 3+0. Age 29. S.E.3. Gestation 37 weeks. Booked at 16 weeks gestation. 
C. A.N.C. Emergency admission at 37 weeks with severe abdominal pain. F.H.N.H. Clinically 

Elacental abruption. Spontaneous delivery of male stillborn infant weighing 3.31 kilograms. 
arge retroplacental clot. 
Post-mortem: Intra-uterine anoxia. 

(15) B.63335. Para 0+o. Age 19. S.E.5. Gestation 37 weeks. Emergency admission at 37 
weeks gestation with classical abruption. F.H.40 on admission to hospital out stopped a few 
minutes later. A.R.M. Subsequent delivery of stillborn female infant weighing 2.6 kilograms. 
Large retroplacental haemorrhage. 

Post mortem: Refused. 

(16) B 5377 Para 5+4. Age 34. S.E.3. Previous abruptio and stillbirth in 1973, but 2 
subsequent full term normal pregnancies. Hyperthyroidism in 1978 but not on treatment since 
1980. Normal antenatal course until admission at 39 weeks gestation with large abruptio 
placentae. F.H.N.H. on admission. Spontaneous delivery of male stillborn infant weighing 
3.18 kilograms. 

Post-mortem: Intra-uterine anoxia. 

(17) N.B.63287. Para 2+0. Age 31. S.E.2. Gestation 39 weeks. Emergency admission from 
country hospital because of LUX), and prolonged labour associated with progressive maternal 
dyspnoea. Following admission to the Coombe labour was accelerated witn oxytocin and a 
vacuum delivery of stillborn male infant weighing 3.46 kilograms. There was a small retropla
cental clot. Mother developed tachycardia but her recovery was otherwise uneventful. 

Post-mortem: Intra-uterine anoxia. 

(18) B.51492. Para l+0. Age 26. S.E.3. Booked at 13 weeks gestation. Antenatal visit at 40 
weeks gestation. Patient complained of lower abdominal pain and the uterus was found to be 
tender. Admitted to hospital immediately but F.H.N.H. in admission room. Labour induced 
and subsequent delivery of stillborn male infant weighing 4.19 kilograms. Large retroplacental 
clot. 

Post-mortem: Intra-uterine anoxia. 

(19) B.35548. Para 3+1. Age 27. S.E.3. Gestation 39 weeks. Normal pregnancy until 38 
weeks when admitted with false labour. Noted then to have polyhydramnios and unstable lie. 
G.T.T. performed, because of previous large babies, was normal. During routine C.T.G. 
F.H. could not be detected. Subsequent spontaneous labour 48 hours later and delivery of 
stillborn male infant weighing 4.44 kilograms. Retroplacental clot noted. 

Post-mortem: Intra-uterine anoxia. 

(53) B.52525. Para 1+1. Age 35. S.E.2. Gestation 31 weeks. Booked at 11 weeks gestation. 
Anti-A antibodies. Emergency admission at 31 weeks with substantial ante-partum haemor-
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rhage. F.H. heard. Breech presentation. Emergency Caesarean section and delivery of female 
infant weighing 1.52 kilograms. The baby had respiratory and cerebral symptoms and died 
two days after delivery. 

Post-mortem: (i) Intra-ventricular cerebral haemorrhage. 
(ii) Pulmonary hyaline membrane disease. 

Congenital Malformations 

Case No. 74. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 62 68 40 56 45 76 84 91 116 121 
Incidence per cent 0.82 0.89 0.56 0.8 0.64 1.02 1.11 1.18 1.59 1.77 
Perinatal deaths 19 26 12 18 9 13 14 18 22 14 
Mortality rate 306.4 371 292 300 196 166 166 233 189 113 
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Placenta Praevia 
Prim. Mult. Total 

Number of cases 

Incidence per cent 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Method of delivery: 

L.S.C.S 

Vaginal 

.. 2 

.. 0.1 

.. 

.. 

.. 

.. 2 

.. 

31 

0.63 

-

1 

1 

29 

2 

33 

0.48 

-

1 

1 Rate: 30/1,000 

31 

2 

Comment: The incidence of this condition has altered little in the past 
ten years. The one neonatal death had polycystic kidneys. Fourteen of the 
patients required blood transfusions. Twelve patients delivered before 
thirty seven weeks gestation and four of these baoies weighed less than 2.5 
kilograms at birth. 

PERINATAL DEATH 
Congenital Malformation 

Case No. 74. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 

Number of cases 48 69 54 57 61 47 63 43 34 33 
Incidence % 0.6 0.9 0.8 0.8 0.9 0.6 0.83 0.56 0.47 0.48 
Perinatal deaths 2 4 2 3 3 5 2 2 1 1 
Mortality rate 42 56 37 53 49 106 32 46 29 30 
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Antepartum Haemorrhage of Unknown Origin 
Prim. Mult. Total 

Number of cases 

Incidence per cent 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

42 

2.14 

-

-
-

118 

2.45 

-

1 
1 

160 

2.34 

-

1 

1 Rate: 6.25/1,000 

Method of delivery: 

Caesarean section 7 13 20 

Vaginal delivery 35 105 140 

Comment: This chapter includes all women who had vaginal bleeding 
after 28 weeks gestation and in whom a definitive diagnosis was not made. 
It seems likely that many of them were comprised of small incidences of 
revealed accidental haemorrhage. Nineteen of the 160 mothers delivered 
before 37 weeks gestation and nineteen live-born infants weighed less than 
2.5 kilograms at birth. The one perinatal death (Case No. 70) was in no 
way related to the antepartum haemorrhage. 

PERINATAL DEATH 

Congenital Malformation 

Case No: 70. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 167 188 145 136 158 124 129 127 140 160 
Incidence % 2.2 2.5 2.0 1.9 2.2 1.6 1.7 1.6 1.92 2.3 
Perinatal deaths 9 15 17 12 12 3 3 16 1 
Mortality rate 52 78 114 87 73 23 23 7.8 43 6.25 
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Department of Diagnostic Ultrasound 
During the year 4392 patients had 7860 examinations. For the 4th year 

in succession the number of examinations performed and patients scanned 
has increased. In the last year the number of examinations nas increased by 
25 per cent and the number of patients by 18 per cent. This represents an 
enormous amount of work and includes 3584 BPD measurements, 989 CRL 
measurements and 981 neonatal scans. 

lain indications for ultrasonic examinations wc 

Gestational age assessment 
Neonatal examinations 
Fetal growth 
First trimester bleeding 
Small for dates 
Multiple pregnancy 
Placental localisation 
Liquor volume assessment 
Hypertensive disorders 
Gynaecological tumours 
Fetal abnormality 
Bad obstetric history 
Diagnosis of pregnancy 
Localisation of I.U.CD. 
Pre Shirodkar suture 
Ectopic pregnancy 
Clinical and Latent Diabetes 
Hydatidiform mole 
Intra-uterine death 
Rhesus 
Maternal kidneys 
Gallstones 

ire as follows 

2,444 
981 
549 
462 
432 
353 
317 
282 
169 
108 
98 
97 
76 
58 
54 
51 
45 
37 
36 
26 
12 
7 

The number of neonatal scans has increased by 155 per cent and the main 
indications were screening the preterm infant for evidence of intraventri
cular haemorrhage (890 scans). The number of examinations performed to 
determine gestational age increased by over 90 per cent. This was probably 
due, in part, to an increasing awareness of the importance of an accurate 
knowledge of gestational age. Another factor which may be responsible for 
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the rise is the increased number of patients who cannot, for various reasons, 
give accurate menstrual histories. 

The Department continues, on a limited basis to perform scans for several 
hospitals, who have not yet purchased ultrasonic equipment. Furthermore, 
babies are also referred from several city hospitals for assessment. 

The Radiographers who attend the Medical Ultrasound Course organised 
by the School of Radiography, St. Vincent's Hospital continue to attend 
this department for theoretical and practical training. 
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Essential Hypertension 
Pre-Eclampsia 

Late Pregnancy Hypertension 
Essential Hypertension: (A diastolic blood pressure reading of 90 mm. Hg. 
or greater on two or more occasions before the 20th week of pregnancy). 
Pre-Eclampsia: (A diastolic blood pressure reading of 90 mm. Hg. or 
greater on two or more occasions after the 20th week of pregnancy accom
panied by albuminuria or marked oedema, or both). 
Late Pregnancy Hypertension: (A diastolic blood pressure reading of 90 
mm. Hg. or greater on two or more occasions after the 20th week of 
pregnancy with no albuminuria or oedema). 

Number of cases 
Incidence per cent 
Primigravidae 
Multigravidae 
Twins 
Number of babies 
Stillbirths 
Neonatal deaths 
Perinatal deaths 
P.M.R. 

Method of delivery: 
Spontaneous 

Forceps 
Breecn 
Vacuum 

Essential 
Hypertension 

90 
1.30 

16 
74 
2 

92 
1 
2 
3 

32.6/1,000 

63 
22 
7 
0 
0 

Pre-Eclampsia 

217 
3.14 

111 
106 

7 
224 

2 
0 
2 

8.9/1,000 

135 
49 
32 
6 
2 

Late Pregnancy 
Hypertension 

259 
3.75 

78 
181 

2 
261 

1 
0 
1 

3.83/1,000 

205 
25 
19 
7 
5 

Comment: There was an 18% reduction in the incidence of hypertension 
in pregnancy during 1982 compared with 1981 and the perinatal mortality 
rate declined by 57% from an overall rate of 24.6% in 1981 to 10.6 in 1982. 
Whereas the perinatal loss associated with essential hypertension remains 
unchanged there was a dramatic decrease in the perinatal mortality asso
ciated with both pre-eclampsia and late pregnancy nypertension. 

The only stillbirth (42) associated with essential hypertension was due to 
a congenital malformation, though both neonatal deaths died as a result of 
respiratory dysfunction following delivery prior to 30 weeks gestation (50 
& ol). The two perinatal deaths in the patients with pre-eclampsia were 
due to accidental haemorrhage (2) and bile duct atresia (45). The one 
stillbirth in the patients with late pregnancy hypertension was due to 
congenital malformation (35). 
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PERINATAL DEATHS 

Normal Infants 

(2) B.61013. Para l+0. Age 22. S.E.2. Gestation 29 weeks. Booked at 7 weeks. Uneventful 
pregnancy. Last seen in Out-patient Clinic at 24 weeks when all appeared satisfactory. 
Defaulted on next visit and subsequently admitted at 29 weeks following a fall on her back at 
home. On admission, fundal size of 24 weeks noted although B.P.D. compatible with 30 
weeks. Five days later while still in hospital resting, fetal heart not detectable. I.U.D. 
confirmed by ultrasound scan. Prostaglandin infusion. Stillborn female infant delivered 
weighing 964 grams. 

Post-mortem: Refused. 

(50) B.35767. Para 3+0. Age 30. S.E.3. Gestation 28 weeks. Chronic hypertension and 
obesity. Booked at 13 weeks gestation. B.P. 165/100. Threatened abortion at 17 weeks 
gestation. Settled with conservative management. Recurrence of vaginal bleeding at 28 weeks 
gestation and re-admitted to hospital. Spontaneous labour two days later with spontaneous 
vertex delivery of live born female infant weighing 1.14 kilograms. Baby immediately devel
oped respiratory distress and despite attempts at resuscitation baby died 24 hours after 
delivery. 

Post-mortem: (i) Pulmonary hyaline membrane disease and atelectasis 
(ii) Pneumothorax andpneumo-mediastinum. 

(51) B.26178. Para l+0. Age 26. S.E.4. Gestation 29 weeks. Booked at 15 weeks gestation. 
Chronic renal disease and previous I.U.D. at 32 weeks gestation. Admitted electively to 
hospital at 16 weeks gestation because of poor obstetric history. Serial ultrasound assessment 
of fetal growth showed normal pattern until 26 weeks gestation when fetal growth virtually 
ceased. Subsequently CTG showed decelerations and Caesarean section performed with 
delivery of live born female infant weighing 610 grams. Baby developed early respiratory 
distress and died two days after delivery. 

Post-mortem: Hyaline membrane disease and atelectasis. 

Congenital Malformations 
Case Nos: 35,42 and 45. 
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Eclampsia 
Number of cases 
Primigravidae 
Multigravidae 
Incidence per cent 
Perinatal deaths 

Method of delivery: 
Caesarean section 
Vacuum 

7 
6 
1 
0.1 
Nil 

6 
1 

Comment: The incidence of eclamptic fits has remained unchanged since 
1981. There were no perinatal deaths. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases "~3 6 3 10 8 7 4 7 8 1~~ 
Incidence % 0.03 0.07 0.04 0.14 0.11 0.09 0.05 0.09 0.1 0.1 
Perinatal deaths 1 1 1 2 1 Nil 1 2 Nil Nil 
Mortality rate 333 166 333 200 125 Nil 250 285 Nil Nil 

59 



Multiple Pregnancy 
Number of cases 
Sets of twins 
Sets of Triplets 
Number of babies 
Incidence per cent 
Stillbirths 
Neonatal deaths 
Perinatal deaths 

84 
82 
2 

170 
1.2 
4 
1 
5 Rate: 29.4/1,000 

Comment: The 84 cases of multiple pregnancy recorded in 1982 included 
2 sets of triplets. Forty-four per cent of tne twins and all of the six triplets 
weighed less than 2,500 grams, while 33.3 per cent of cases were delivered 
before 37 weeks gestation. In two incidences (24 and 25) the first twin was 
stillborn, while the second twin survived. One of the mothers with triplets 
was admitted to hospital for observation, and it had been planned to deliver 
her at about 36 weeks gestation; in the event two intra-uterine deaths 
occurred at 35 weeks gestation, and only one of the triplets survived. The 
one neonatal death occurred in the second twin, who suffered from retarded 
intra-uterine growth and in whom there was also difficulty with delivery. 

PERINATAL DEATHS 
Normal Infants 

(24) B.54302. Para 4+0. Age 35. S.E.5. Gestation 30 weeks. Booked at 11 weeks gestation. 
An ultrasound scan noted a twin pregnancy. Admitted to hospital at 25 weeks gestation with 
symptoms suggestive of peptic ulcer and spent 5 weeks in hospital during which time serial 
ultrasound scans revealed satisfactory fetal growth. Discharged at 29 weeks gestation but 
premature labour 5 days later. Spontaneous delivery of macerated female stillborn infant 
weighing 567 grams. Transferred to hospital and required classical Caesarean section for 
transverse lie of 2nd twin associated with a constriction ring. Second twin weighed 1.77 
kilograms and survived. 

Post-mortem: Maceration. 

(25) B.19485. Para 4+0. Age 34. S.E.3. Gestation 33 weeks. Booked at 13 weeks gestation 
when multiple pregnancy diagnosed on ultrasound scan. Subsequent scans showed satisfactory 
growth until 3z weeks. Admitted to hospital with abdominal discomfort and vaginal shows 
and discharged after 1 week. Subsequent scan at 33 weeks revealed retarded intra-uterine 
growth of 1st twin and patient re-admitted to hospital. F.H.N.H. two days later. Subsequent 
spontaneous delivery of macerated female fetus weighing 1.87 kilograms. Transverse fie of 
2nd twin with substantial A.P.H. Cervix only 6 cms. dilated. Emergency Caesarean section 
performed. Live female infant weighing 2.35 kilograms delivered in good condition. 

Post-mortem: (i) Maceration. 
(ii) Cleft Palate. 

(26 & 27) B.30894. Para 2+1. Age 27. S.E.4. Gestation ? 35 weeks. Booked at ? 17 weeks 
gestation. Ultrasound scan revealed triplet pregnancy each fetus having a bi-parietal diameter 
consistent with 17-18 weeks gestation. Admitted to hospital at 24 weeks gestation for rest. 
Intermittent contractions subsequently and superficial thrombophlebitis at 29 weeks. Static 

60 



growth of one fetus noted on scan at 31 weeks gestation. It was planned to deliver this mother 
at about 36 weeks gestation but in the event she went into labour spontaneously at 35 weeks. 
Triplet I: Assisted breech delivery of stillborn male infant weighing 1.62 kilograms showing 
early maceration. Triplet II: Kielland's forceps delivery of live born female infant weighing 
2.15 kilograms with Apgar scores of 8 and 9. Triplet III: F.H.N.H. Forceps delivery of 
macerated male infant weighing 1.58 kilograms. 

Post-mortem: Triplet I: Intra-uterine anoxia 
Triplet III: Maceration 

(49) B.36548. Para 0+1. Age 24. S.E.5. Gestation 40 weeks. Booked at 15 weeks gestation. 
Uneventful ante-natal course. Admitted at term in labour. Five hours later spontaneous 
delivery of live female infant weighing 2.32 kilograms. Good Apgars. Ergometnne witheld. 
Undiagnosed second twin then delivered to shoulders. Some delay in delivery of head by 
Mauriceau Smellie Viet manoeuvre. Apgar 1. Did not respond to resuscitation. N.N.D. 
minutes. Weight 1.67 kilograms. 

Post-mortem: Cerebral anoxia. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 95 103 94 107 71 89 94 116 65 84 
Incidence % 1.2 1.3 1.3 1.4 1.0 1.20 1.2 1.5 0.9 1.2 
Perinatal deaths 7 1 1 9 9 4 6 7 7 6 5 
Mortality rate 62.5 53.3 47.4 42.0 28.0 33.5 37.0 30.0 46.2 29.4 
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Breech Delivery 

Number of mothers ... 

Incidence per cent 

Twins 

Number of babies delivered 

Stillbirths 
Neonatal deaths 

Perinatal deaths 

Singleton Breech Delivery 
Primigravidae: 

Number of cases 

Incidence per cent 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Multigravidae: 

Number of cases 

Incidence per cent 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

168 

2.4 

22 

175 

6 

8 

14 Rate: 80/1,000 

36 

1.8 

Nil 

2 

2 Rate: 55/1,000 

87 

1.8 

5 

6 

11 Rate: 126/1,000 

Comment: The number of breech delivered infants increased slightly 
compared to that noted during 1981. In 7 of the 22 twin pregnancies both 
babies were delivered as a breech so that a total of 175 babies were born as 
breech deliveries. In singleton pregnancies the incidence of vaginal breech 
delivery was identical both in primigravidae and multigravidae. Nine of the 
13 perinatal deaths noted among singleton breech deliveries were due to 
lethal congenital malformations. In the other 4 incidences the causes of 
death were as follows; in one baby no definitive cause was found (2); one 
was due to severe haemolytic disease (20); one was due to intraventricular 
haemorrhage (52); the fourth was a premature infant who died from Proteus 
Septicaemia (D4). 
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Term Breech: 
Table 1 includes all singleton vaginal breech deliveries weighing more 

than 2.5 kilograms. There were no stillbirths and the two neonatal deaths 
(64 and 67) were both due to congenital malformations. Vaginal delivery 
per se was not responsible for any perinatal deaths among singleton term 
breech presentations during 198z. In addition to the 98 vaginal breech 
deliveries a further 86 babies presenting by the breech were delivered by 
Caesarean section so that the incidence of Caesarean section for breech 
presentation at term was 46%. 

Pre-term Breech: 
Twenty-five singleton babies weighing less than 2.5 kilograms were 

delivered by the breech and eleven of these died. However, in two incid
ences (2 and 20) intra-uterine death had occurred prior to the onset of 
labour and in a further seven (35, 38, 39, 57, 58, 70 and 73) the death was 
associated with a congenital malformation. Thus only two normal live-born 
pre-term breech delivered infants died (52 and 54). In addition to the 25 
vaginal deliveries a further 15 pre-term infants presenting by the breech 
were delivered by Caesarean section, so that the incidence of Caesarean 
section for pre-term breech presentation was 37% 

TABLE 1 

ANALYSIS OF PERINATAL DEATHS FOLLOWING SINGLETON BREECH 
DELIVERY 

Term: 
Pre-term: 
Total: 

No. 
98 
25 

123 

S.B. 
Nil 
5 
5 

N.N.D. 
2 
6 
8 

F/A 
2 
7 
9 

I.U.D. 
Nil 
2 
2 

P.N.M. 
20.4 
440 
105 

PERINATAL DEATHS 
Normal Infants 

(2) B.61013. Para l+0. Age 22. S.E.2. Gestation 29 weeks. Booked at 7 weeks. Uneventful 
pregnancy. Last seen in Out-patient Clinic at 24 weeks when all appeared satisfactory. 
Defaulted on next visit and subsequently admitted at 29 weeks following a fall on her back at 
home. On admission, fundal size of 24 weeks noted although B.P.D. compatible with 30 
weeks. Five days later while still in hospital resting, fetal heart not detectable. I.U.D. 
confirmed by ultrasound scan. Prostaglandin infusion. Stillborn female infant delivered 
weighing 964 grams. 

Post-mortem: Refused. 

(20) B.63046. Para 2+0. Age 34. S.E.I. Gestation 32 weeks. Booked at 30 weeks. Noted to 
have Anti-C+D antibodies. Husband homozygous. Amniocentesis suggested severely affected 
fetus. Admission arranged for I.U.T. but F.H.N.H. on admission. Prostaglandin induction. 
Delivered macerated male stillborn infant weighing 1.53 kilograms. 

Post-mortem: Refused. 

(49) B.36548. Para 0+1. Age 24. S.E. 5. Gestation 40 weeks. Booked at 15 weeks gestation. 
Uneventful ante-natal course. Admitted at term in labour. Five hours later spontaneous 
delivery of live female infant weighing 2.32 kilograms. Good apgars. Ergemetrine witheld. 
Undiagnosed second twin then delivered to shoulders. Some delay in delivery of head by 
Mauriceau Smellie Viet manoeuvre. Apgar 1. Did not respond to resuscitation. N.N.D. 
minutes. Weight 1.67 kilograms. 

Post-mortem: Cerebral Anoxia. 
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(52) N.B. 65327. Para 0+0. Age 18. (Innupta). Gestation 29 weeks. Emergency admission 
at 29 weeks gestation with pyrexia, abdominal pain and urinary frequency. Clinical diagnosis 
of acute pyelitis and commenced on intra-venous ampicillin. Five hours following admission 
had spontaneous breech delivery of live born female infant weighing 950 grams with Apgar 
scores of 2 and 3. The baby's condition never stabilised and she died 3 hours after delivery. 

Post-mortem: Intra-ventricular cerebral haemorrhage. 

(54) B.48168. Para 2+0. Age 29. S.E.I. Gestation 29 weeks. Booked at 14 weeks gestation. 
Emergency admission at 29 weeks gestation. Premature labour with ruptured membranes. 
Labour progressed despite Alupent. Received two doses of Dexamethasone prior to assisted 
breech delivery of mak infant weighing 1.32 kilograms with Apgar scores of 6 and 8. Following 
delivery the baby showed clinical signs of intra-ventricular naemorrhage and respiratory 
problems. The main complication was Septicaemia due to Pseudomonas infection. Death 
occurred two days after delivery. 

Post-mortem: (i\ Septicaemia 

(ii) Pulmonary hyaline membrane disease. 

Congenital Malformations 

Case No. 35,38,39,57,58,64,67,70 and 73. 
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External Version 

Number of cases 83 

Incidence per cent 1.2 

Perinatal deaths Nil 

Comment: The number of cases of external cephalic version was higher 
than that noted in previous years. Presentation reverted to breech in 5 of 
the 83 incidences and 2 of these mothers required Caesarean section; 
conversely 6 of the 78 women in whom the presentation remained cephalic 
were delivered abdominally. There were no complications relative to the 
performance of external cephalic version. 

PRESENTATION AT DELIVERY 

CEPHALIC 

Vaginal Delivery 
72 

L.S.C.S. 
6 

BREECH 

Vaginal Delivery 
3 

L.S.C.S. 
2 
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Amniocentesis 
Number of Patients 64 

Number of Amniocenteses 102 

Indications: 

Rhesus iso immunisation 78 

L/S ratio 24 

Comment: The number of amniocenteses performed continues to decline 
due to a reduction in the number performed in the management of rhesus 
disease. All patients had ultrasound prior to amniocentesis to locate the 
placenta and liquor pools. No morbidity to either mother or baby is known 
to have resulted from amniocentesis. 
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Varicose Vein Clinic 
The figures for the year 1982 were once again similar to recent years. 108 

patients were seen with an average of 3 visits per patient. Twenty-four 
patients had attended a varicose vein clinic in the past (Coombe or else
where). Forty-five patients were treated actively for Compression Scleroth
erapy. Three patients were treated primarily for superficial thrombophle
bitis and another three patients for varicose ulceration. 
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Induction of Labour 

Total cases 
Incidence % 
Total babies 

Number of cases 
Incidence per cent 
Multiple pregnancy 
Number of babies delivered 
Stillbirths 
Neonatal deaths 
Perinatal deaths 

TABLE I—PARITY 

. 1,683 

. 24.6 

. 23 

. 1,706 

. 21 
1 

. 22 

Prim. 
488 
24.8 

494 

TABLE III—MODE OF DELIVERY 

Spontaneous vertex 
Forceps/Vacuum 
Breecn ... 
Caesarean section 
Total (babies) ... 

Prim. 
. 308(63.0%) 
. 119(24.0%) 

6(1.0%) 
. 61*(12.5%) 
. 494 

Rate: 13/1,000 

Mult. 
1,195 

24.6 
1,212 

Mult. 
1,103(91.0%) 

61 ( 5.0%) 
17 ( 4.0%) 
31t (2.6%) 

1,212 

This figure includes 2 sets of twins and so represents 59 mothers. 
tThis figure includes one case of section for a second twin, the first having delivered 
spontaneously. 

TABLE IV—CAESAREAN SECTION 

Indication for Induction 
Past 40 weeks gestation 
P. E.T./Hypertension 
Retarded intra-uterine growth ... 
Antepartum haemorrhage 
Poor obstetric history ... 
Incipient labour 
Multiple pregnancy 
Age 
Breech presentation 
Non-reactive C.T.G. 
Reduced liquor volume 
Total (babies) ... 

Prim. Mult. 
35 (12.4%) 13 (2.0%) 
6(5.7%) 3(1.8%) 
2(9.5%) 5(12.0%) 

— 1 
— 5(14.0%) 
2 (20.0%) — 
2t(25.0%) U 
7* (50.0%) — 
1 (100.0%) — 
5(70.0%) 3(17.0%) 
1 (25.0%) — 

61 31 

Figures in brackets show the incidence of Caesarean section in patients induced for that 
particular indication. 

tThis figure represents two babies but only one mother. 
tSecond twin only. 
*This includes one set of twins and so represents six mothers. 
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Comment: For the second year in succession there has been an increase 
in the incidence of induction of labour. This was mostly due to more 
inductions being performed for uncomplicated post-maturity, both in pri-
migravidae and multigravidae. Other indications for the procedure 
remained as before apart from a greater number of cases induced for non-
reactive C.T.G.'s. 

In the 1981 clinical report it was regretted that there has been a "further 
increase" in the number of induced patients who had to be delivered by 
Caesarean Section. This trend has continued into 1982. It was restricted to 
primigravidae who had been induced for being past 40 weeks gestation; 
12.4 per cent of these required abdominal delivery, twice as many as in any 
previous year. The indication given for Caesarean section in the 35 patients 
was as follows: fetal distress 19, failure to advance 9, breech presentation 
2, cord prolapse 2, and 1 each of failed induction, cephalo-pelvic dispro
portion and failed forceps. It is not possible to state whether the increased 
incidence of Caesarean section was clue to the fact that patients were being 
allowed to go further past term than was the case in the past, whether 
menstrual data in some cases was not sufficiently accurate and patients 
were not actually overdue, or whether uterine stimulation after rupture of 
the membranes was either not effectively administered or was given in a 
dose which occasionaly caused uterine hypertonus. However, while it is 
obvious that such indications for induction as non-reactive cardiotocogra-
phy, breech presentation, age and retarded intra-uterine growth might need 
abdominal delivery early in labour it is disappointing that straight-forward 
post-maturity produced such a high incidence. 

Of the 21 stillbirths all were either dead before the induction was 
undertaken (4, 6, 7,10,11,13,15,18, 20, 21, 22, 23, 28, 30, 32 and 33) or 
congenitally malformed (34, 36, 37, 44 and 45). The one neonatal death 
(48) was in association with a maternal convulsion at full dilatation, which 
was subsequently discovered to be epileptiform in nature. 

PERINATAL DEATHS 
Normal Infants 

(4) B.60442. Para 0+o. Age 26. S.E.7. Gestation 37 weeks. Smokes 15/20 daily. Booked at 
14 weeks. Nine ante-natal visits — normal. At 37 weeks F.H.N.H. Medical induction with 
prostaglandin and syntocinon. Spontaneous delivery of macerated female infant weighing 2.32 
kilograms. 

Post-mortem: Maceration. 

(6) B.56686. Para 3+1. Age 37. S.E.2. Gestation 41 weeks. Booked at 13 weeks gestation. 
Normal antenatal care until admitted at term because of reduced fetal movement. Vertex 
free, cervix closed and unsuitable for induction. Previous Caesarean section for unstable lie. 
Assessed with daily C.T.G.'s and I.U.D. 24 hours after apparently normal C.T.G. Labour 
induced with prostaglandin infusion. Spontaneous delivery of female stillborn infant weighing 
3.62 kilograms. 

Post-mortem: Refused. 

(7) B.21525. Para 3+0. Age 33. S.E.2. Gestation 41 weeks. Booked at 18 weeks gestation. 
Normal antenatal course. Admitted for induction at 41 weeks gestation. F.H.N.H. on 
admission. Subsequent medical induction of labour. Normal delivery of macerated stillborn 
male infant weighing 3.28 kilograms. 

Post-mortem: Intra-uterine anoxia. 

(10) B.61338. Para0+0. Age 19. Gestation 29 weeks. Normal antenatal course until admitted 
with lower abdominal pain at 29 weeks. F.H.N.H. on admission. Subsequent delivery of 
stillborn male infant weighing 1.24 kilograms. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(11) B.62230. Para 0+0. Age 26 S.E.I. Gestation 34 weeks. Booked at 10 weeks gestation. 
Admitted to hospital at 33 weeks with B.P. 160/110. Ultrasound scan suggested R.I.U.G. 
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One week after admitted developed severe abruptio placentae with immediate disappearance 
of F.H. A.R.M. Sytocinon. C.V.P. Fresh stillborn male infant weighing 1.53 kilograms 
delivered. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(13) B.58517. Para 0+1. Age 21. S.E.5. Gestation 36 weeks. Booked at 8 weeks. Normal 
antenatal course until I.U.D. at 36 weeks gestation. Admitted to hospital one week later. 
PGE induction and delivered macerated stillborn female infant weighing 2.72 kilograms. 
Liquor noted to contain old blood. 

Post-mortem: Maceration. 

(15) B.63335. Para 0+0. Age 19. S.E.5. Gestation 37 weeks. Emergency admission at 37 
weeks gestation with classical abruption. F.H. 40 on admission to hospital but stopped a few 
minutes later. A.R.M. Subsequent delivery of stillborn female infant weighing 2.6 kilograms. 
Large retroplacental haemorrhage. 

Post-mortem: Refused. 

(18) B.51492. Para l+0. Age 26. S.E.3. Gestation 40 weeks. Booked at 13 weeks gestataion. 
Antenatal visit at 40 weeks gestation. Patient complained of lower abdominal pain and the 
uterus was found to be tender. Admitted to hospital immediately but F.H.N.H. in admission 
room. Labour induced and subsequent delivery of stillborn male infant weighing 4.19 kilo
grams. Large retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(20) B.63046. Para 2+0. Age 34. S.E.I. Gestation 32 weeks. Booked at 30 weeks. Noted to 
have Anti-C + D antibodies. Husband homozygous. Amniocentesis suggested severely 
affected fetus. Admission arranged for I.U.T. but F.H.N.H. on admission. Prostaglandin 
induction. Delivered macerated male stillborn infant weighing 1.53 kilograms. 

Post-mortem: Refused. 

(21) B.62105. Para 4+1. Age 34. Gestation 28 weeks. Booked at 9 weeks gestation. Anti-C 
+ D antibodies. Husband homozygous. Amniocentesis at 22, 24 and 26 weeks gestation 
suggested severely affected fetus. Ultrasound examination revealed hydropic placenta with 
fetal ascites. I.U.T. at 28 weeks but F.H.N.H. following day. Prostaglandin induction. 
Spontaneous delivery of stillborn male infant weighing 1.10 kilograms. 

Post-mortem: (i) Maceration. 
(ii) Haemolytic Disease. 

(22) B.32834. Para 3+0. Age 33. S.E.7. Gestation 38 weeks. Booked at 13 weeks. Found to 
have Anti c -I- E antibodies. Last pregnancy delivered at 38 weeks and baby had phototherapy. 
Had amniocentesis x 3 and these suggested a mildly affected fetus. Induction arranged for 38 
weeks. Seen 4 days before planned induction date when F.M.N.F. I.U.D. confirmed with 
ultrasound. Prostaglandin induction. Delivered macerated male stillbirth weighing 3.54 
kilograms. 

Post-mortem: [i) Maceration. 
(ii) Rhesus disease. 

(23) N.B.63968. Para 2+0. Age 36. S.E.5. Gestation 38 weeks. Admitted from country 
hospital at 38 weeks because of rhesus iso-immunization. F.H.N.H. on admission. PGE2 
induction. Normal delivery of stillborn female infant weighing 3.06 kilograms. 

Post-mortem: (i) Maceration. 
(ii) Rhesus disease. 

(28) B.310. Para 0+5. Age 31. S.E.3. Gestation 36 weeks. Booked at 11 weeks gestation. 
Previous history of 3 early abortions and 2 I.U.D.'s at 27 weeks, one associated with severe 
P.E.T. Pregnancy appeared to be progressing normally until I.U.D. at 36 weeks gestation. 
Prostaglandin induction and subsequent spontaneous delivery of macerated stillborn male 
infant weighing 1.81 kilograms. 

Post-mortem: Refused. 

(30) B.61386. Para 0+0. Age 22. S.E. (Innupta). Gestation 42 weeks. Booked at 30 weeks 
gestation. Normal ante-natal course until I.U.D. noted when she attended the ante-natal clinic 
at 42 weeks gestation. Fetal movements not felt for previous three days. Prostaglandin infusion 
and subsequent spontaneous delivery of macerated stillborn infant weighing 2.18 kilograms. 

Post-mortem: Maceration. 

70 



(32) B.36842. Para 2+1. Age 26. S.E.4. Gestation 41 weeks. Booked at 14 weeks gestation. 
Uneventful ante-natal course. Admitted at 41 weeks gestation in spurious labour. Vertex high 
and free. F.H.N.H. two days later. Prostaglandin infusion. Subsequent spontaneous delivery 
of stillborn female infant weighing 3.94 kilograms. Cord x 2 tightly around neck. Clots noted 
in one segment of the cord. 

Post-mortem: Intra-uterine anoxia with early maceration. 

(33) B.63577. Para 0+0. Age 23. S.E.2. Gestation 41 weeks. Booked at 12 weeks gestation. 
Uneventful ante-natal course. F.H.N.H. at 41 weeks gestation when attended clinic. Prostag
landin induction and spontaneous delivery as face presentation of stillborn male infant 
weighing 3.11 kilograms. Cord tightly around neck 4 times. Meconium + +. 

Post-mortem: Refused. 

(48) B.31822. Para 1+1. Age 28. S.E.3. Gestation 39 weeks. Booked at 14 weeks gestation, 
when ultrasound scan revealed bi-parietal diameter consistent with an 18 week pregnancy. 
Labour induced at 43 weeks by ultrasound scan. 9 hours later had a grand mal type convulsion 
followed by cyanosis and circulatory failure. Intubated immediately. F.H. = 60. Vacumn 
extraction performed with delivery of female infant weighing 4.58 kilograms with Apgar scores 
of 2 and 4. Baby showed immediate signs of cerebral irritation and subsequently died 24 hours 
after delivery. The mother subsequently developed coagulation failure associated with a 
primary atonic post-partum haemorrhage for which she required fresh frozen plasma and 7 
units of blood. Interestingly in her first pregnancy this patient had an almost identical episode 
shortly after delivery and required a total of 42 units of olood. 

Post-mortem: (i) Pulmonary oedema and haemorrhage. 
(ii) Cerebral anoxia. 

Congenital Malformations 
Cases 34,36, 37,44 and 45. 
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Management of Labour 
The general principles of labour management were unaltered during 

1982. It is gratifying to record that there were only 2 intra-partum deaths 
during the year. Labour was accelerated by A.R.M. or oxytocin infusion or 
both in 2,485 of the 4,834 (50 per cent) mothers who started labour 
spontaneously. 

Continuous fetal heart rate monitoring 
A total of 1,943 patients were managed with continuous fetal heart rate 

monitoring during the year; this amounts to 28 per cent of patients who 
went into labour and represents a slight increase on the figure recorded in 
the previous year. Three hundred and seventy one (19 per cent) of the 
monitored patients had a pH performed in addition to continuous fetal 
monitoring while 218 (11 per cent) of the monitored patients were delivered 
by Caesarean section. The incidence of pH measurements increased by 5 
per cent while the incidence of Caesarean section amongst the monitored 
patients remained unaltered. It is our policy to monitor patients selectively 
with the main criteria being as follows: fl) meconium stained liquor; (2) 
ante-partum haemorrhage; (3) suspected placental insufficiency; (4) pre
vious Caesarean section; (5) patients receiving epidural analgesia ana (6) 
patients in whom an irregularity in fetal heart rate is noted. 

Epidural Analgesia 
Epidural analgesia was administered to 444 mothers (6.5 per cent); this 

represents an increase of 1 per cent on the incidence recorded the previous 
year. 209 of the 444 mothers (47 per cent) delivered spontaneously; 127 (28 
per cent) were delivered with tne aid of forceps; /6 (17 per cent) were 
delivered by Caesarean section; while 32 (7 per cent) were delivered with 
theaidofventouse. 

Prolonged Labour 
(Labour lasting longer than 12 hours) 

Primigravidae: 
Number of cases 201 
Incidence 10% 
Multigravidae: 
Number of cases 134 
Incidence 3.3% 

Comment: The duration of labour exceeded 12 hours in 201 primigravidae 
who went into labour spontaneously; this represents a decrease of 3 per 
cent on the high figure recorded the previous year. In addition the induc-
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tion/delivery interval exceeded 12 hours in 91 of the 488 primigravidae ii 
whom labour was induced. There were no perinatal deaths recordei 

in 
recorded 

amongst these patients. The incidence of prolonged labour in multigravidae 
was, as expected, very low; in addition the induction/delivery interval 
exceeded 12 hours in 83 of the 1,195 multigravidae in whom labour was 
induced. 

Transverse and oblique lie in labour 
Number of cases 23 
Incidence per cent 0.34% 
Perinatal death Nil 

Method of delivery: 
Caesarean Section 21 
Breech 1 
Spontaneous vertex 1 

Comment: All cases occurred in multigravid patients. Five cases were of 
less than 37 weeks gestation. Cord prolapse occurred in only one case. 

Persistent posterior position of the occiput and transverse arrest 

Prim. Mult. Total 
Number of cases 
Incidence per cent 
Stillbirths 
Neonatal deaths 
Perinatal deaths 

Outcome: 
Forceps 
Vacuum extraction 
Caesarean section 
Spontaneous delivery 
Labour induced 
Prolonged labour 

Comment: The incidence of these malpositions has not changed signific
antly from that of the preceding year. However, it should be noted that the 
incidence in primigravidae was three times that noted in multigravid 
patients. Labour was induced in 30% of cases and was prolonged in 47 
instances (24%). Forceps delivery was required on 76 occasions (39%). In 
34% of patients vacuum extraction was performed. Caesarean section was 
necessary in only 9 cases. Lumbar epidural block provided pain relief in 40 

Eatients. Five babies weighed less than 2.5 kilograms and there were 5 live 
orn infants delivered prior to the 37th week of pregnancy. There were 2 

perinatal deaths. The stillbirth (46) occurred in the 2nd stage of labour and 
was not related to the persistent occipito posterior position; the neonatal 
death (61) was due to a major neural tube defect. 

102 
5.2 
1 
1 
2 

45 
43 
5 
9 
33 
31 

92 
1.9 

— 
— 
— 

31 
23 
4 
34 
26 
16 

194 
2.8 
1 
1 
2 

76 
66 
9 
43 
59 
47 
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Disproportion 

Number of cases 
Incidence per cent 
Perinatal deaths 
Primigravidae 
Multigravidae 

Management: 
Elective L.S.C.S 
Trial of labour 

18 
0.26% 

Nil 
7 

11 

14 
4 

Comment: 18 patients were recorded as having disproportion of which 7 
were new cases. All were delivered by Caesarean Section and there were 
no perinatal deaths. 

Face and brow presentation 

Face: 
Number of cases 12 
Incidence per cent 0.17 
Perinatal deaths 2 

Method of delivery: 
Vaginal 11 
L.S.C.S 1 

Brow: 
Number of cases 5 
Incidence per cent 0.07 
Perinatal deaths 2 

Comment: The two stillbirths noted in association with face presentation 
were due to cord accident (33) and a lethal congenital malformation (41). 
No cause for the intra-uterine death was noted in one of the brow presen
tations (3), while the other (47) was an intra-partum death. 

PERINATAL DEATHS 
Normal Infants 

(3) B.38457. Para 2+0. Age 32. S.E.4. Gestation 32 weeks. Booked at 13 weeks gestation. 
C.A.N.C. Next seen at 32 weeks when B.P. 150/80. Urinalysis normal. One week later 
admitted with lower abdominal pain and history of F.M.N.F. for previous 4 days. F.H.N.H. 
on admission. Spontaneous labour and delivery of macerated stillborn male infant weighing 
1.55 kilograms. Skeletal Survey: Normal. 

Post-mortem: Maceration. 

(33) B.63577. Para 0+0. Age 23. S.E.2. Gestation 41 weeks. Booked at 12 weeks gestation. 
Uneventful ante-natal course. F.H.N.H. at 41 weeks gestation when attended clinic. Prostag
landin induction and spontaneous delivery as face presentation of stillborn male infant 
weighing 3.11 kilograms. Cord tightly around neck 4 times. Meconium + +. 

Post-mortem: Refused. 

(46) B.62535. Para 0+0. Age 25. S.E.I. Gestation 30 weeks. Booked at 10 weeks gestation. 
Uneventful pregnancy until 29 weeks gestation when complained of generalised aches accom
panied by marked heartburn and occasional vomiting. Admitted to hospital. M.S.U. normal. 
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Subsequent premature labour. F.H. = 115 during early labour. No decelerations on monitor. 
In second stage F.H. dropped to 104/min. Episiotomy followed by spontaneous delivery of 
fresh stillborn male infant weighing 1.70 kilograms a few minutes later. Placenta delivered 
immediately but no evidence of retroplacental clot. Despite intensive resuscitation for 15 
minutes the baby did not respond. 

Post-mortem: Intra-uterine anoxia. 

(47) B61782. Para 0+0. Age 26. S.E.3. Gestation 38 weeks. Normal ante-natal course until 
admitted to hospital with urinary tract infection at 38 weeks gestation. Spontaneous rupture 
of membranes the following day, followed by labour. Delay in second stage and brow 
presentation diagnosed. Arrangements made for Caesarean section. L.S.C.S. and delivery of 
fresh stillborn male infant weighing 2.21 kilograms. Liquor meconium stained. Skeletal X-ray 
normal. 

Post-mortem: Intra-partum asphyxia. 

Congenital Malformations 
Case No: 41 and 61. 
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Prolapse and Presentation of the Cord 
Number of cases 32 
Primigravidae 10 
Multigravidae 22 
Incidence per cent 0.46% 
Perinatal mortality rate Nil 

Method of delivery: 

Caesarean section ... 
S.V.D 
Breech 
Forceps 

Primigravidae 
10 

— 

Multigravidae 
17 
1 
1 
3 

Comment: Although there was a slight increase in the incidence of cord 
prolapse and presentation it is gratifying to note that there were no perinatal 
deaths from this condition. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 
Number of cases 
Incidence % 
Perinatal deaths 
Mortality rate 

25 
0.29 
1 

40 

25 
0.3 
5 

200 

20 
0.3 
3 

130.4 

29 34 
0.28 0.41 
4 5 

125 135.1 

26 
0.5 
1 

38.4 

20 
0.35 
1 

45.5 

32 23 
0.43 0.32 
3 2 
90.9 80 

32 
0.46 
0 
0 
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Forceps Delivery 

Number of cases 

Incidence per cent ... 

Twins 

Triplets 

Number of babies 

Stillbirth 

Neonatal deaths 

Perinatal death 

Indications: 

Failure to advance ... 

Fetal distress 

A.P.H 

P. E.T ./Eclampsia 

Maternal distress 

Dural tap 

Type of analgesia used: 

Lumbar epidural 

Local infiltration 

Prim. 

.. 268 

.. 13.4 

.. 1 

.. — 

.. 269 

.. 1 

.. — 

.. 1 

.. 152 

.. 107 

.. 1 

.. 5 

.. 3 

.. 1 

.. 49 

.. 214 

Mult. 

173 

3.7 

— 

1 

174 

1 

1 

2 

100 
56 

1 

0 

4 

3 

45 

133 

Total 

441 

6.4 

1 

1 

443 

2 

1 

3 Rate: 6.8/1,000 

262 

170 

2 

5 

7 

4 

94 

347 

Comment: There has been a marginal decline in the incidence of forceps 
delivery this year. Two of the triplets were delivered by forceps. Rotational 
forceps deliveries accounted for 5.8% of the total, a figure similiar to that 
of 1981. Two babies were stillborn and in both cases death preceded 
delivery. The one neonatal death was due to a major neural tube defect 
and followed the tapping of a hydrocephaly in labour. There were no cases 
of traumatic intra-cranial haemorrhage. Fourteen live-born babies weighed 
less than 2.5 kilograms and all survived. Fourteen babies were also born 
prior to the 37th week of pregnancy, all of whom survived. 
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PERINATAL DEATH 

Normal Infants 

(11) B.62230. Para 0+0. Age 26. S.E.I. Gestation 34 weeks. Booked at 10 weeks gestation. 
Admitted to hospital at 33 weeks with B.P. 160/110. Ultrasound scan suggested R.I.U.G. 
One week after admitted developed severe abruptio placentae with immediate disappearance 
of F.H. A.R.M. Sytocinon. C.V.P. Fresh stillborn male infant weighing 1.53 kilograms 
delivered. Large retroplacental haemorrage. 

Post-mortem: Intra-uterine anoxia. 

(26 & 27) B.30894 Para 2+1. Age 27. S.E.4. Gestation ? 35 weeks. Booked at ? 17 weeks 
gestation. Ultrasound scan revealed triplet pregnancy each fetus having a bi-parietal diameter 
consistent with 17-18 weeks gestation. Admitted to hospital at 24 weeks gestation for rest. 
Intermittent contractions subsequently and superficial thrombophlebitis at 29 weeks. Static 
growth of one fetus noted on scan at 31 weeks gestation. It was planned to deliver this mother 
at about 36 weeks gestation but in the event she went into labour spontaneously at 35 weeks. 
Triplet I: Assisted breech delivery of stillborn male infant weighing 1.62 kilograms showing 
early maceration. Triplet II: Kielland's forceps delivery of live born female infant weighing 
2.15 kilograms with Apgar scores of 8 and 9. Triplet III: F.H.N.H. Forceps delivery of 
macerated male infant weighing 1.58 kilograms. 

Post-mortem: Triplet I: Intra-uterine onoxia 
Triplet III: Maceration. 

Congenital Malformation 

Case No. 66. 
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Vacuum Extraction 

Number of cases ... 

Incidence per cent 

Number of babies 

Stillbirths 

Neonatal deaths ... 

Perinatal deaths ... 

Indications: 

Fetal distress 

Failure to advance 

Maternal distress ... 

Induction of labour 

Prolonged labour ... 

Type of analgesia used: 

Lumbar epidural ... 

Local analgesia 

Prim. 
63 

3.2 

. 63 

— 

— 

— 

. 31 

. 33 

1 

. 18 

. 17 

. 21 

• 48 

Mult. 
40 

0.82 

40 

2 

1 

3 

18 

18 

2 

8 

13 

9 

25 

Total 
103 

1.5 

103 

2 

1 

3 

49 

51 

3 

26 

30 

30 

73 

Rate: 19.4/1,000 

— 

Comment: The use of the vacuum extractor increased considerably this 
year. As in previous years the main indications were second stage delay 
associated with malrotation of the occiput (49.5%) and fetal distress 
(47.5%). Sixty three patients (61%) were primigravidae. Local analgesia 
was used in 71% and epidural analgesia in the remaining 29%. 

Labour had been induced in 26 cases (25%) and was prolonged in 30 
patients (29%). There were three perinatal deaths, all amongst the 40 
multigravidae. The two stillbirths were known to be dead prior to the onset 
of labour. The neonatal death occurred at 24 hours of age following delivery 
by vacuum extraction because of a severe grand mal seizure in the mother. 

No babies weighed less than 2.5 kilograms or were born prior to 37 
weeks. 

PERINATAL DEATHS 

Normal Infants 

(11) B.62230 Para 0+0. Age 26. S.E.I. Gestation 34 weeks. Booked at 10 weeks gestation. 
Admitted to hospital at 33 weeks with B.P. 160/110. Ultrasound scan suggested R.I.U.G. 
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One week after admitted developed severe abruptio placentae with immediate disappearance 
of F.H. A.R.M. Sytocinon. C.V.P. Fresh stillborn male infant weighing 1.53 kilograms 
delivered. Large retroplacental haemorrhage. 

Post-mortem: Intra-uterine anoxia. 

(17) N.B.63287 Para 2+0. Age 31. S.E.2. Gestation 39 weeks. Emergency admission from 
country hospital because of I.U.D. and prolonged labour associated with progressive maternal 
dyspnoea. Following admission to the Coombe labour was accelerated with oxytocin and a 
vacuum delivery of stillborn male infant weighing 3.46 kilograms. There was a small retropla
cental clot. Mother developed tachycardia but her recovery was otherwise uneventful. 

Post-mortem: Intra-uterine anoxia. 

(48) B.31822. Para 1+1. Age 28. S.E.3. Gestation 39 weeks. Booked at 14 weeks gestation, 
when ultrasound scan revealed bi-parietal diameter consistent with an 18 week pregnancy. 
Labour induced at 43 weeks by ultrasound scan. 9 hours later had a grand mal type convulsion 
followed by cyanosis and circulatory failure. Intubated immediately. F.H.=60. Vacuum 
extraction performed with delivery of female infant weighing 4.58 kilograms with Apgar scores 
of 2 and 4. Baby showed immediate signs of cerebral irritation and subsequently died 24 hours 
after delivery. The mother subsequently developed coagulation failure associated with a 
primary atonic post-partum haemorrhage for which she required fresh frozen plasma and 7 
units of blood. Interestingly in her first pregnancy this patient had an almost identical episode 
shortly after delivery and required a total of 42 units of blood. 

Post-mortem: (i) Pulmonary oedema and haemorrhage 
(ii) Cerebral anoxia. 
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Caesarean Section 

Number of cases 

Incidence per cent 

Twins 

Number of babies delivered 

Stillbirth 

Neonatal deaths 

Perinatal deaths 

. 582 

. 8.5 

. 19 

. 601 

. 1 

4 

5 Rate: 8.6/1,000 

Main indications in each case: 

Primigravidae 
Total: 222 (11.3%) 
Fetal distress 

Failure to progress 

Breech 

Cord prolapse 

P.E.T./B.P 

R.I.U.G 

Abnormal C.T.G. 

Failed forceps 

Age 

Accidental 

Eclampsia 

Placenta Praevia 

Brow 

A.P.H 

Others 

.. 72 

. 54 

. 32 

. 12 

. 8 

6 

6 

6 

5 

4 

4 

1 

1 

. 1 

. 7 
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Multigravidae 
Total: 360 (7.4%) 

Repeat Elective 

Fetal distress 

Unstable lie 

Failure to progress 

Breech 

Placenta Praevia 

Cord prolapse 

Accidental 

P.E.T./B.P 

Abnormal C.T.G. 
R.I.U.G. 

Brow/Face 

Rhesus 

Failed forceps 

Others 

129 

51 

37 

24 

20 

20 

17 

11 

11 

9 
7 

4 

3 

2 

15 

Comment: The incidence of Caesarean section was similiar to that 
noted in 1981 and there was little alteration in the indications for Caesarean 
section. The indications listed above are the main indications and while a 
total of 52 Caesarean sections were performed for breech presentation per 
se, a further 49 babies presenting by the breech were delivered by Caesarean 
section for other reasons. There was one stillbirth and four neonatal deaths 
giving a perinatal mortality rate of 8.6/1,000. The stillbirth (47) might have 
been avoided by earlier recourse to operative intervention. Two of the 
neonatal deaths were due to prematurity (51 and 53) and the others (69 and 
74) to congenital malformations. Two hundred and thirty two of the 601 
babies (38.6%) were admitted to the S.C.B.U. for observation. 

PERINATAL DEATHS 

Normal Infants 

(47) B.61782. Para 0+0. Age 26. S.E.3. Gestation 38 weeks. Normal ante-natal course until 
admitted to hospital with unnary tract infection at 38 weeks gestation. Spontaneous rupture 
of membranes the following day, followed by labour. Delay in second stage and orow 
presentation diagnosed. Arrangements made for Caesarean section. L.S.C.S. and delivery of 
fresh stillborn male infant weighing 2.21 kilograms. Liquor meconium stained. Skeletal X-ray 
normal. 

Post-mortem: Intra-partum asphyxia. 

(51) B.26178. Para l+0. Age 26. S.E.4. Gestation 29 weeks. Booked at 15 weeks gestation. 
Chronic renal disease and previous I.U.D. at 32 weeks gestation. Admitted electively to 
hospital at 16 weeks gestation because of poor obstetric history. Serial ultrasound assessment 
of fetal growth showed normal pattern until 26 weeks gestation when fetal growth virtually 
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ceased. Subsequently CTCi showed decelerations and Caesarean section performed with 
delivery of live born female infant weighing 610 grams. Baby developed early respiratory 
distress and died two days after delivery. 

Post-mortem: Hyaline membrane disease and atelectasis. 

(53) B.52525. Para 1+1 Age 35. S.E.2. Gestation 31 weeks. Booked at 11 weeks gestation. 
Anti-A antibodies. Emergency admission at 31 weeks with substantial ante-partum haemor
rhage. F.H. heard. Breech presentation. Emergency Caesarean section and delivery of female 
infant weighing 1.52 kilograms. The baby had respiratory and cerebral symptoms and died 
two days after delivery. 

Post-mortem: (i) Intra-ventricular cerebral haemorrhage 
(ii) Pulmonary hyaline membrane disease. 

Congenital Malformations 

Case No: 69 & 74. 
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Labour Following Previous Caesarean Section 

Number of cases 
Incidence per cent 

Twins 

Number of babies delivered 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Method of delivery: 

Spontaneous 

L.S.C.S 

Forceps/Vacuum 

Breech 

Induction of labour 

Prolonged labour 

271 
4.0 

4 

275 

4 

1 

5 Rate: 18.4/1,000 

176 

46 

44 

9 

52 

37 

Comment: Two hundred and seventy one patients who had previously 
had a Caesarean section were allowed into labour; this represents an 
increase of 14% on the number recorded in 1981. Forty-six of the 271 
patients (17%) required repeat emergency Caesarean section; 176 (65%) 
delivered spontaneously; and 44 (16%) were instrumental deliveries. 
Labour was induced on 52 occasions (19%) and was prolonged in 37 
(13.6%). There was one case of scar rupture. This patient required a 
hysterectomy. None of the perinatal deaths were associated with the mode 
of delivery. 

PERINATAL DEATHS 

Normal Infants 

(6). B.36194. Para 2+0 Age 26. (Innupta). Gestation 41 weeks. Booked at 11 weeks 
gestation. Seven failed appointments. Last seen at 40 weeks. N.A.D. Admitted at 41 weeks. 
F.H.N.H. Spontaneous delivery of female infant weighing 3.29 kilograms. 

Post-mortem: Maceration 
Congenital Cardiac Lesion, large ventricular septal defect. 
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(8). N.B.33865. Para 5+0. Age 39. S.E.5. Gestation 28 weeks. Previous Caesarean section 
for placenta praevia. Admitted at 28 weeks with painless vaginal bleeding having spent the 
previous seven weeks in a country hospital with mid-trimester bleeding. Bleeding settled 
initially but six days after admission went into spontaneous labour and passed complete 
gestation sac and fetus. Stillborn female infant weighing 1.134 kilograms. 

Post-mortem: Intra-uterine anoxia. 

(32) B.36842. Para 2+1. Age 26. S.E.4. Gestation 41 weeks. Booked at 14 weeks gestation. 
Uneventful ante-natal course. Admitted at 41 weeks gestation in spurious labour. Vertex high 
and free. F.H.N.H. two days later. Prostaglandin infusion. Subsequent spontaneous delivery 
of stillborn female infant weighing 3.94 kilograms. Cord x 2 tightly around neck. Clots noted 
in one segment of the cord. 

Post-mortem: Intra-uterine anoxia with early maceration. 
Congenital Malformations 

Case No: 42 and 56. 
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Thrombosis 
Ante-Natal: 

Superficial 4 
Deep Venous Thrombosis 2 

Puerperal: 
Superficial 40 
Deep Venous Thrombosis 2 

Comment: There were 4 cases of deep veneous thrombosis and 44 of 
superficial phlebitis furing 1982, representing an incidence of 0.7 per cent. 
One baby (Case 22) was stillborn due to rhesus haemolytic disease. 

PERINATAL DEATH 
Normal Infant 

(22) B.32834. Para 3+0. Age 33. S.E.7. Gestation 38 weeks. Booked at 13 weeks. Found to 
have Anti c + E antibodies. Last pregnancy delivered at 38 weeks and baby had phototherapy. 
Had amniocentesis X 3 and these suggested a mildly affected fetus. Induction arranged for 38 
weeks. Seen 4 days before plannecfinduction date when F.M.N.F. I.U.D. confirmed with 
ultrasound. Prostaglandin induction. Delivered macerated male stillbirth weighing 3.54 
kilograms. 

Post-mortem: (i) Maceration. 
(ii) Rhesus disease. 
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Manual Removal of Placenta 

Number of cases 
Incidence per cent 
Twins 

Method of delivery: 
Spontaneous 
Breech 
Forceps 
Vacuum 

Prim. 

23 
1.17 

— 

10 
1 
4 
1 

Mult. 

54 
1.1 
1 

55 
5 

1 

Total 

77 
1.12 
1 

65 
6 
4 
2 

Comment: The incidence of this procedure remains fairly static. Four of 
the seventy-seven cases were associated with primary postpartum haemor
rhage. The overall morbidity remained low with three ot the 77 patients 
developing a puerperal infection. 

Number of cases 
Incidence per cent 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 

140 129 118 155 109 124 104 
1.9 1.7 1.6 2.2 1.6 1.6 1.4 

1980 

109 
1.4 

1981 1982 

82 77 
1.12 1.12 
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Postpartum Haemorrhage 

Number of cases 
Incidence per cent 
Twins 

Prim. 

... 51 

... 2.6 

... — 

Mult. 

115 
2.3 
2 

Total 

166 
2.4 
2 

Aetiology: 

MODE OF DELIVERY 

Placental 
fragments 

Whole placenta 
Traumatic 
Uterine atony 
Infection 

Total: 

Primary 
Secondary 

S.V.D. 

53 
3 
8 

62 
9 

135 

67 
68 

V.E. 

1 
1 

— 
4 

6 

5 
1 

C.S. 

3 
— 
1 
1 

5 

1 
4 

Forceps 

5 
— 
— 
10 

15 

11 
4 

Breech 

2 
— 
— 
1 

3 

2 
1 

Twins 

2 
— 
— 
— 

2 

2 
— 

Total 

69 
4 
9 

79 
9 

166 

88 
78 

Comment: The incidence of postpartum haemorrhage remains remark
ably constant. Labour was induced in 46 patients (2o%) and had been 
prolonged in 20 patients. Twenty two patients (13%) had previously had 4 
or more children. Ten patients required 4 or more units of blood. Three 
patients required hysterectomy, two for secondary postpartum haemor
rhage and one for primary. 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 

Number of cases 168 191 177 145 165 125 151 129 176 166 
Incidence % 2.2 2.5 2.4 2.1 2.3 1.7 2.0 1.7 2.4 2.4 
Twins 1 9 5 1 6 4 3 3 3 2 



Puerperal Pyrexia 

Number of cases 
Incidence per cent 

,. Genital Infection 
Method of delivery: 

Spontaneous 
Caesarean section 
Forceps 
Breech 

. Non-Genital Infection 
Respiratory tract infection 
Wound infection 
Breast lesions 
Urinary tract infection 
Other causes 

143 
2.0 

Number of cases 37 

23 
8 
4 
2 

Number of cases 106 
39 
17 
13 
7 

30 

Comment: The incidence of puerperal pyrexia was was somewhat higher 
during 1982, the increase being entirely due to the rise in the number of 
non-genital infections recorded. It was particularly noticeable that an 
increased number of women were recorded as suffering from respiratory 
tract infections following delivery by Caesarean section than had previously 
been the case. Haemolytic streptococci were only isolated in two of the 37 
genital infections, and as noticed heretofore E-coli, anaerobic organisms or 
proteus were far more commonly cultured. 

Number of cases 
Incidence % 

COMPARATIVE TABLE FOR 10 YEARS 

1973 1974 1975 1976 1977 1978 1979 1980 
153 81 91 82 130 111 112 150 

2.0 1.1 1.2 1.2 1.9 1.5 1.5 1.9 

1981 1982 
99 143 
1.3 2.0 
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Physiotherapy and Mothercraft 
During 1982 there was a complete change of full-time physiotherapy 

personnel. Miss Susan Meagher joined the department in January, Ms. 
Margaret Mason in March and Miss Mary Byrne in July. Mrs. Joy Coote 
continues to do one session per week with the 'at risk' babies. 

The workload of the physiotherapists includes ante-natal classes, post
natal classes, pre- and post-operative physiotherapy and paediatric 
physiotherapy. Adults ana babies are treated as in-patients and/or out
patients. Individual patients are treated ante-natally or post-natally for 
various disorders such as chest and orthopaedic disorders. Most of the 
patients with orthopaedic problems are suffering from pelvic arthropathy 
and can be helped by mobilising or manipulative techniques in which 
physiotherapists are skilled. Many more patients are being helped by these 
techniques and consequently the workload has increased. Other conditions 
treated? in the out-patient department with very limited facilities, include 
pelvic inflammatory disease, stress incontinence and urge incontinence. 

The physiotherapists also treat all patients undergoing major surgery, 
both pre- and post-operatively in order to minimise chest and circulatory 
disorders following surgery. Patients having caesarean sections are also 
included in these treatments. All patients undergoing vaginal surgery are 
instructed in pelvic floor exercises and all patients undergoing abdominal 
surgery are instructed in abdominal exercises. 

Patients with open or infected wounds following surgery, or bruised sore 
perineums following delivery are treated using either infra-red or short
wave diathermy. 

Paediatric physiotherapy constitutes a very large part of our workload. 
This includes treating babies in the special care oaby units with chest 
disorders such as pneumonia, cystic fibrosis and R.D.S. Babies considered 
'at risk', such as those weighing under 1,500 grams, those with birth 
asphyxia and premature babies are seen in the paediatric units from birth 
and followed up after discharge from hospital. The number of babies 
referred for neuro-developmental training continues to rise. As well as 
referral from the paediatric units babies are referred from the post-natal 
wards, the baby clinic and the developmental assessment clinic. 

Other paediatric conditions treated by the physiotherapist includes 
calcaneo-valgus and talipes equino-varus which may require regular strap
ping and stretching exercises in order to correct the deformity; congenital 
dislocation of the nips which require the babies to be fitted with a Pavlik 
harness; torticollis of the neck which requires stretching exercises and 
correct positioning. All babies with any 01 these conditions are reviewed 
regularly in the physiotherapy department and the parents are reassured 
and advised on how to position and handle the baby and taught how to 
carry out the appropriate exercises. 

ANTE-NATAL PHYSIOTHERAPY 
The ante-natal classes continued to be well-attended during 1982. There 

are three ante-natal classes per day and each course consists of eight classes 
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in which the mothers-to-be are prepared for childbirth and parenthood. 
The introductory class is given by an Assistant Master and the subsequent 
classes are given by a physiotherapist and a midwife. 

The physiotherapist gives advice on minimising the stresses and strains 
of pregnancy and teaches pelvic floor, abdominal and back exercises. She 
also instructs in neuro-muscular control and breathing control in response 
to the body's demands during pregnancy and labour. The midwife covers 
all aspects of baby-care with particular emphasis on breast-feeding. She 
also explains the stages of labour to the patients. 

POST-NATAL PHYSIOTHERAPY 
A post natal class is held daily in the physiotherapy gym and patients are 

encouraged to attend at least one before discharge. Each mother on the 
post-natal wards is given a list of exercises which may be done when she 
goes home. Attendance at the post-natal class is not as high as we would 
like, despite encouragement from staff, but due to the heavy workload and 
shortage of staff in the department it is impossible to provide a more 
efficient source for post-natal exercises. 

We would like to thank sincerely the hospital for the encouragement and 
help we have received in attending courses in this specialised area of 
physiotherapy. During the year members of staff attended courses on The 
Management of Cerebral Baby, Paediatric Intensive Care, Ante-Natal 
Education, Back Pain in Pregnancy and each member of staff attended the 
registration course leading to membership of the Association of Chartered 
Physiotherapists in Obstetrics and Gynaecology, Ireland. 

In-Patient Departmental Treatments 
Infra-red 
Shortwave Diathermy 
Faradism 
Paediatric tretments: 
Orthopaedics 
Chests 
Paediatric assessments and treatments 
Chest physiotherapy 
Post-natals ... 

Out-Patient Departmental Treatments 
Infra-red 
Shortwave Diathermy 
Faradism 
Paediatric treatments: 
Assessments and treatments 
Orthopaediatrics 
Ante-natal classes: 
Total number of primigravidae notified 
Total number of primigravidae attended 
Public 
Semi-private 
Private 
Attendance at refresher class 
Attendance at film 
Attendance at mothercraft class 
Total in-patients 
Total out-patients 

172 
... ... 151 

0 

887 
2,223 

633 
3,391 
1,515 

125 
155 

0 

1,597 
803 

1,167 
919 
474 
234 
211 
281 

1,038 
919 

10,740 
8,866 
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Department of Pathology 
The total units of work carried out during the past year was 284,028. This 

shows an overall decrease on the previous year's workload, with the 
exception of the histology/cytology department, where there was an 
increase in work units of approximately 15%. The breakdown into the 
various categories was as follows; 

Bacteriology 
Biochemistry 
Haematology 
Blood Bank 
Histology 
Cytology ... 

89,598 
71,003 
60,540 
41,809 
6,575 

14,503 

Total: 284,028 

There was a total of 83 autopsies performed during the year; 74 of these 
were in the perinatal category and they are set out in the table as follows: 

Category 

Stillbirths 

Neonatal Deaths 

Total: 

Total Number 
of Cases 

47 

27 

74 

Number of 
Autopsies 

37 

24 

61 

Percentage 
Autopsy Rate 

78.7% 

88.8% 

82.4% 

Congenital anomalies incompatible with life accounted for 66.6% of the 
neonatal deaths and 27.6% of the stillbirths. They include anomalies of the 
central nervous system (21), renal tract (1), cardiac (3), liver and biliary 
tract (1), skeletal system (1), chromosomal anomalies (3). 

The cytology service continues to expand and this is reflected in the 
increased number of smears examined. There were 19 Grade IV, 37 Grade 
III B, and 386 Grade III smears last year. Histologic examination of the 
lesions were carried out in 16 of the patients who had Grade IV smears: 1 
had invasive squamous carcinoma, 3 micro-invasive, 10 in-situ carcinoma, 
1 had severe dysplasia and 1 had an endocervical adenocarcinoma. The 37 
patients with Grade III B cytology were interesting in that 4 progressed 
during the year to Grade IV leisons, while' 5 regressed to normal. Of the 
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remaining 28 patients in this group, 11 had histology performed: 6 of these 
had in-situ carcinoma and 5 had severe dysplasia; 17 cases are still under 
review. 

The incidence of rhesus disease shows an increase on last year's figures. 
This year there were 8 new cases of Anti-D, 5 of Anti-C+D and 1 Anti-
D+E antibodies. Other antibodies encountered included Anti-E (5) Anti-
c+E (2), Anti-C+e (1), Anti-Cw+E (2), Anti-P (24), Anti-K (9), Anti-JKa 

(1), Anti-Lea (5), Anti-Lua (1), Anti-Bga (11), Anti-HI (8). 
During the year there were 13 new cases of malignant disease, compri

sing—uterine adenocarcinoma (6), cervical squamous carcinoma (4), vulval 
squamous carcinoma (2) endocervical adenocarcinoma (1). In addition, 
there were 14 cases of in-situ carcinoma of the cervix. 
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Gynaecological Department 
Number of Admissions 
Deaths 
Number of Operations: 

Major 
Minor 
Evacuations 

Major Operations: 
Operations on Uterus: 

Hysterectomy 
Hystertomy 
Myomectomy 
Gilliam Suspension 
Marshall Marchetti 
Pre Sacral Neurectomy ... 

Operations on Tubes and Ovaries: 
Salpingo-oophorectomy ... 
Ovarian CystAVedge Resection ... 
Salpingectomy ... 
Salpingostomy ... 
Tubal Microsurgery 
Tubal Ligation ... 

Abdominal Wound Dehiscence 

Vaginal Operations: 
Vaginal Hysterectomy ... 
Repair Operation 

Investigational Procedures: 
Dilatation and Curettage 
Dilatation and Curettage/Cautery/Biopsy/Rubins 
Laparoscopy 
Cystoscopy 
Cone Biopsy 
Shirodkar Suture 
Bartholin's Cyst/Abscess 
Other Procedures 

Gynaecological clinics 

First Visits 
Return Visits 

2,907 
Nil 

496 
1,473 

592 

235 
1 

11 
19 
1 
1 

21 
31 
16 
1 

11 
1 

11 

40 
96 

770 
252 
153 
40 
23 
33 
30 

167 

.. 2,146 

.. 3,279 

Comment: There was a slight increase both in the number of out-patient 
and in-patient attendances in the gynaecological department. To date only 
1 of the 11 patients on whom tubal microsurgery was performed has become 
pregnant. 
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During the year 13 new cases of malignant disease were encountered, 
comprising uterine (6), cervix (5) and vulva (2). In addition there were 14 
new cases of in situ carcinoma of the cervix. 

Colposcopy Clinic 
Total Visits 502 

The number of patients attending the colposcopy clinic was considerably 
greater than that recorded the previous year. It was noted that an increasing 
number of younger women were referred with positive smears and also that 
positive smears were more frequently noted in smears taken at post-natal 
clinics, both in the Coombe Hospital and those referred from other hospi
tals. The patients found to have invasive cervical carcinoma were all treated 
with radiotherapy. 

Endocrine and Infertility Clinics 
Total Visits 896 

The number of patients attending these clinics was similar to that noted 
in previous years. The clinics are run jointly by a Gynaecologist and an 
Endocrinologist. It is hoped to institute several research projects with the 
availability of finance from the Development Trust. The use of infusion 
pumps for the administration of LH-RH will hopefully be introduced 
shortly. 
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... 

... 

... 

... 

... 

... 

.. 278 

.. 203 

.. 173 

.. 161 

102 

62 

64 

41 

Social Service Department 
The following is an analysis of the work of this Department for 1982: 

Advice to Unmarried Mothers ... ... 658 

Extra Nourishment 

Baby Clothes 

Advice on Domestic Problems 

Housing 

Care of Children 

Samaritan Fund 

Adult Clothing and Bedding 

Home Visits 

During the year 658 single patients were interviewed: of these 22 married 
during their pregnancy — 32 were follow-up cases of the previous year — 
9 were confined elsewhere, whilst in 95 instances patients were due to be 
confined early in 1983. 

Of the 510 patients confined during 1982, 24 patients had had no Ante-
Natal Care. In 4 instances pregnancy terminated in Stillbirth, 2 as Neo
natal deaths. The Age Groups were as follows:— 197 patients were aged 
under 20 years, 189 between 20 and 25 years and 124 were 25 years or over. 

In only 87 cases was adoption arranged. Hence the overwhelming major
ity of patients kept their babies. They usually returned home except in 113 
cases when the patient had already had her own flat or house. 

As 226 of the 510 confined were unemployed during their pregnancy this 
meant that they were not in a position to provide the necessities for their 
babies when born. The Unmarried Mother s Allowance was useful in these 
instances except where inter-family conflicts developed. 

In the 68 cases of Cohabitation, difficulties regarding the baby's illegiti
macy caused many problems especially in the extra-marital cases, ft is 
essential for the child's future happiness that paternity in such cases be 
legally established and recognised. 

Although inevitably the majority of the work of the Department is with 
the single mothers due to the increasing numbers (Total 4J5 in 1979) there 
was an increase in the number of referrals from the Paediatric Staff. 117 
cases were notified either because of the babies' re-admission to the Unit 
or because a baby had special needs due to a medical or handicapped 
situation. Liaison was maintained with the Community and Health person
nel and with the Housing Deparment. 

In 173 instances help or advice was given to patients with domestic 
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problems. In 75 instances this was caused by desertion or separation and 
again this number showed an increase over 5J for 1979. 

Our thanks are due again to the Linen Guild for their continual interest 
and help in the welfare of our patients and for their layeties and Christmas 
Hampers. 

97 



Department of Radiology 

Obstetrical/Gynaecological General 

Maturity 
Position > 
Fetal Abnormality J 
Multiple 
Pelvimetry 
Fetal Death 
Salpingography 
Intra-uterine Exchange Transfusion 

183 

2 
116 

1 
34 
4 

Chest 
Abdomen 
Spines 
Sacro-Iliac Joints 
Skull & Pit. Fossa 
Sinuses 
Hips 
Pelvis 
Bones 
I.V.P. 
Port. Chest 
Port. Abdomen 
Cholecystogram 
Ultrasound 

395 
61 

128 
55 
35 
4 
2 

11 
36 
60 
15 
1 
2 
1 

Chest 
Abdomen 
Spines 
Sacro-Iliac Joints 
Skull 
Hips 
Pelvis 
Bones 
I.V.P. 
Barium Meal 
Port. Chest 
Port. Abdomen 
Port. Bones 
Port. Skull 
Port. Hip 
Ultrasound Scan 

702 
93 
213 
50 
69 
271 
33 
56 
3 
2 

1,234 
310 
9 
4 
1 
54 

Total 340 

Comment: The most notable feature of the above figures was the 25% redu 
the wider use of ultrasound. The number of neonatal scans included in the abo 
ultrasound department figures. 



Research and Publications 
Improvements in perinatal mortality and morbidity, as well as advances 

in gynaecological treatment, stem from original research work, both clinical 
and laboratory. Despite the achievements of the past few years further 
research is urgently needed, and with this in mind, the Coombe Hospital 
Development Trust was formed in 1982 with a view to raising a total of 
£750,000 over a five year period to facilitate research within the hospital. 
The Trust is confident of obtaining the support of many business concerns 
and individuals and it hopes that many past patients and other friends of 
the Coombe will give their support. 

Projects commenced in previous years were continued. Dr. Gray per
formed further studies in blood velocity in normal and ill neonates and is 
currently assessing if alterations in cerebral blood velocity precede the 
development of intraventricular haemorrhage. This particular study is being 
supported by a grant from the Coombe Hospital Development Trust. 
During the year Dr. Gray presented papers at the World Federation for 
Ultrasound in Medicine and Biology in Brighton and at the Eighth Euro
pean Congress of Perinatal Medicine in Brussels. 

Dr. Keane has almost concluded her follow-up study of breech born 
babies, the majority of whom have now had their psychological assessment 
at four years of age. It is anticipated that the results of this study will be 
available for publication in the coming year. 

PUBLICATIONS BY MEMBERS OF THE MEDICAL STAFF, 1982 
Briggs. L.P. & others (1982) Effect of preanaesthetic medication on anaes

thesia with ICI35868, British Journal of Anaesthesia: 3, 303. 
Briggs, L.P. & others (1982) Comparison of the effect of diisopropyl phenol 

(ICI 35868) and thiopentone on response to somatic pain. British 
Journal of Anaesthesia, 3, 307. 

Briggs, L.P. & others (1982) An adverse reaction to the administration of 
disoprofol (Diprivan) Anaesthesia, 11,1099. 

Duignan, N.M. (1982): The Management of Breech Delivery. Progress in 
Obstetrics and Gynaecology, 2,73. 

Duignan, N.M. (1982): The Treatment of Infertility: Ethical Issues in 
Reproductive Medicine. (Ed. M. Reidy) Gill and Macmillan, p 45. 

Duignan, N.M. and others (1982): The Effect of Epidural Analgesia on the 
Rate of Cervical Dilatation following Induction of Labour. Journal of 
Obstetrics and Gynaecology, 2, 230. 

Gray, P.H. (1982): Pure red-cell aplasia: occurrence in three generations. 
Medical Journal of Australia, 1,519-521. 

Gray, P.H., Griffin, E., FitzGerald, D. (1982): Evaluation of cerebral 
blood flow in the neonate by Doffler spectrum analysis. Ultrasound 
in Medicine and Biology, 8 (Supplement 1), 68. 
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