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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 and a fetus weighing 
less than 500 grams. 

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 weighing 500 grams or more who shows 
no sign of life. 

FIRST WEEK NEONATAL DEATH (N.N.D.): Death within seven days 
of a live-born baby weighing 500 grams or more 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 of birthweight 500 grams or more. 

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 
C.A.N.C. Combined antenatal care 
C.L. 95% Confidence limits 
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 
I.U.G.R. Intrauterine growth retardation 
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 
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 
L. T. I. Urinarv tract infection 
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1969—Professor T. N. A. Jeffcoate—"The Changing Face of Obstetrics." 
University of Liverpool. 

1970—Professor N. Butler —"British Perinatal Survey." 
University of Bristol 
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University of Aberdeen. 

1972—Professor C. A. Janeway —"The Immunological Relationship 
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University of Southern 
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London 
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Gynaecologists 
London 
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Mortality Statistics" 

-"Ethics of Assisted Reproduction" 



Preface 
This is my last clinical report and I would like to start by thanking those 

People who have helped me compile it: the Assistant Masters, P. Crowley, 
. Kieran, B. Molloy and R. Patton; A.T. Greene (Diabetes); E. Griffin 

SPediatric Department); F. Martin (Pathology); R. Mulcahy (Cardiac 
isease); P. O Connell (Paediatric Assessment Unit); R. Grant (Social 

Services Department); M. Mason (Physiotherapy and Parenteral); J. Kel-
leher (Radiology); and B. Stuart (Ultrasound). The data could not have 
been produced without the wholehearted support of Miss Hennessy and 
her staff in the Medical Records Department to whom a very special word 
of thanks is due. Finally, the Medical Secretary, Miss Jacintha Ward typed, 
and re-typed, the manuscripts with speed and unerring accuracy. 

I would like to take this opportunity of expressing my personal appreci
ation to all members of staff, medical, para-medical and lay who have nelped 
maintain the high standards and reputation of the hospital throughout the 
last seven years. The Matron, Miss A.M.I. O'Dwyer, her predecessor Miss 
R. Kelly, and the Secretary/Manager, Miss M. SmithwicK have been very 
supportive at all times and the rapport which we had helped to create a 
relaxed atmosphere. I would like to particularly thank the following heads 
of departments without whose advice and co-operation the hospital would 
not have functioned so well: Miss M. Moran (Assistant Matron); Mrs. P. 
McCombe and Miss J. McNamara (Unit Nursing Officers); Miss M. Beirne 
and her predecessor Miss M. McCabe (Principal Tutors) and all the other 
Sisters and Tutors; Miss M. Kilduff (Home Sister); Miss A. Bergin (Night 
Superintendent); Mrs. S. Thornton (Ultrasound); Mrs. G. Rhatigan (Senior 
Radiographer); Mr. J. Ryan (Accountant); Ms. M. Mason (Senior Physio
therapist); Miss C. Gregg (Head Medical Social Worker); Miss J. Priestley 
(Personnel Officer); Miss J. O'Sullivan (Patient Services Officer); Miss K. 
Keady (Catering Officer); MissM. Kiely (Chief Pharmacist); Mr. I. Lapsley 
(Maintenance Superintendent); Mr. T. O'Leary (Supplies Officer); Mrs. 
M. O'Halloran (Domestic Supervisor); Mr. B. Hickey (Chief Technol
ogist); and Dr. F. Hannigan (Principal Biochemist). 

A particular word of thanks is due to the members of the hospital Board 
who nave given their free time to supervise the running of the hospital. 
Their wholehearted commitment to trie wellbeing of the hospital and its 
patients was most welcome. 

I would like to conclude by wishing my successor, Dr. J.E. Drumm, 
every success in the coming years. Several problems remain to be resolved 
and others will arise; I trust that all staff will support him throughout his 
mastership. 
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Introduction 
A new definition of perinatal mortality is used throughout this year's 

report. Perinatal mortality has been defined as the number of babies 
weighing 500 grams or more who were stillborn or died within seven days 
of delivery. Data pertaining to the annual reports between 1978 and 1983 
have been modified from those previously published to take account of the 
new definition. 

The report contains two forms of data: first, it presents the report for 
the year 1984 and, secondly, it analyses the clinical results during the seven 
years of my mastership. 

1984 
Six thousand three hundred and three babies were born during the year 

which was two per cent less than in 1983. Eighty-six of the 6,303 babies 
died so that the perinatal mortality rate was 13.6 per thousand which was 
similar to that of the previous year. However, fetal malformations only 
accounted for 27 per cent of perinatal deaths so that the number of 
normal babies who died was greater than in recent years. This was clearly 
disappointing. The stillbirth rate for normal infants was the worst since 
1978; this rate has increased annually over the past three years while the 
neonatal death rate has remained constant. The high stillbirth rate demands 
urgent appraisal and reduction. 

The highlight of the year was the opening, on the 3 May, by the Minister 
of Health, Mr. Barry Desmond, of the new Intensive Care Unit in the 
Neonatal Department. The money necessary to build the new unit was 
obtained from the sale of the old Coombe Hospital site and it was fitting 
that this money was used to improve the welfare of sick babies. A total of 
£100,000 was donated by the Hospital Development Trust to buy new 
equipment for the Intensive Care Unit. Without the support of the Develop
ment Trust, which obtained its money by private donations and convenants, 
this equipment could not have been bought and I would like to express my 
gratitude to all those who have supported the Trust. 

The 12th Guinness Lecture was given by Professor Callum Macnaughten. 
His lecture "Ethical Problems in Assisted Fertilization", was most stimulat
ing and attracted a wide audience of both medical and lay people. We were 
privileged that Professor Macnaughten, as President of the Royal College 
of Obstetricians and Gynaecologists, accepted our invitation and I hope 
that it will help to further strengthen the long association between the 
Royal College and Ireland. 

Three Consultant Obstetrician/Gynaecologists retired in 1983 and 1984 
but only one of these has been replaced so that the Consultant staff has 
been effectively reduced by 20 per cent. I have no doubt that this will 
inevitably lead to a reduction in the quality of service which the hospital 
provides to the public; this is a very serious matter. The failure to replace 
two of the three Consultants was due to the policy of Comhairle na Ospideal 
to nominate one Consultant per 1,000 deliveries in the Dublin Maternity 
Hospitals. This guideline is totally inadequate: it bears no relation whatever 



to recent developments in obstetrics; it takes no account of gynaecological 
practice; and, finally, the figure is totally out of keeping with that rec
ommended in other European countries and by the World Health Organis
ation. In the past seven years the perinatal mortality rate in this hospital 
has fallen significantly but, as will be clearly demonstrated in the seven 
year analyses, this reduction has been entirely due to a fall in the neonatal 
death rate. There has been no improvement whatever in the stillbirth rate 
and far greater attention to the needs of the pregnant woman are required 
if the stillbirth rate is to be lowered. The reduction in Consultant replace
ments can ony lead to a worsening of the problem that already exists. 

The work of the Research Unit continued. Dr. Gray presented several 
papers in the United Kingdom prior to taking up a new appointment in 
Toronto. His assessment of the neonatal cerebral circulation nas provided 
new, important information concerning the development of intra-ventricu
lar haemorrhage. Dr. B. Stuart, who presented papers in London and 
Copenhagen on Doppler ultrasound in the study of fetal blood flow, was 
appointed to a Working Group of the E.E.C. on perinatal monitoring. Dr. 
P. O'Connell and Dr. N. Duignan were invited to present the results of 
their studies on breech delivery to the IXth European Perinatal Congress 
in Dublin. Dr. Duignan continued to serve as Members Representative on 
the Council of the Royal College of Obstetricians and Gynaecologists and 
as Regional Adviser for that College in Ireland. 

Several long serving members of staff retired during 1984. Three consult
ants, Drs. L. Lynch, P. Guinan and S. Boyle retired after 46, 35 and 34 
years of service respectively to the hospital. They had all served the hospital 
loyally during their lone association and I wish them well in their retirement. 
Other staff members who retired were John Dowling (Laboratory Technol
ogist), Catherine Gregg (Head Medical Social Worker) and Rose Foley 
(Seamstress/Linenkeeper) who had worked in the hospital for 39, 35 and 
31 years respectively. I would like to thank them all for their outstanding 
service to the hospital over the years. 

Dr. B. Stuart was appointed Consultant Obstetrician/Gynaecologist in 
March 1984 as a replacement for Dr. Troy who had retired the previous 
year and Miss M. Beirne was appointed Principal Tutor in place of Miss 
M. McCabe. Three new Board Members were also elected; Canon John 
Crawford, Mr. David Cox and Mr. Sean McEvoy. All are welcome. 

Regretfully, two members of the staff died during 1984. Miss Rita 
Murphy, Sister in Charge of the Out-Patients, had worked in the hospital 
from 1967 and Michael Kirwan had been a Theatre Attendant since 1971. 
Two former members of staff, Eileen Tobin and Nancy McLoughlin also 
died, as did Dermot Guinan, a member of the Board. I would like to extend 
my condolences to the members of all these families. 

1978-84 
A separate chapter summarising perinatal mortality between 1978 and 

1984 has been included. In addition, seven year summaries of all the 
complications of pregnancy are included at the end of each individual 
chapter. Changes in perinatal mortality during the seven year period have 
been assessed by comparing the outcome of the pregnancies between 1978-
80 with 1982-84. The statistical methods used to make these comparisions 
are detailed on page 32 and the main findings are summarised at the end 
of the report. 

NIALL DUIGNAN 
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Statistical Summary 

Mothers delivered of infants weighing 500 grams 
or more 

Abortions 

Hydatidiform moles 

Ectopic pregnancies 

Primigravidae 

Multiparae 

Booked cases 

Non-booked cases 

Maternal Deaths 

Infants delivered weighing 500 grams or more 

Sets of twins 

Sets of triplets 

Perinatal Deaths 

Booked cases 

Non-booked cases 

6,226 

713 

7 

17 

1,916 

4,310 

6,176 

50 

1 

6,303 

77 

Nil 

86 

79 

7 
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Statistical Analysis of Hospital Population 1984 
Age-Group 

< 20 years 
20-24 years 
25-29 years 
30-34 years 
35-39 years 
40+ years 

0 
1 ,2 ,3 , 
4+ 

500-1,000 g. 
1,001-1,500 g. 
1,501-2,000 g. 
2,001-2,500 g. 
2,501-3,000 g. 
3,001-3,500 g. 
3,501-4,000 g. 
4,001-4,500 g. 
4,501+ g. 

20-23 weeks 
24-27 weeks 
28-31 weeks 
32-36 weeks 
37-396 weeks 
40-406 weeks 
41-416 weeks 
42+ weeks 

Not known 

Parity 

Birth Weight 

Gestation 

Socio-Economic Group 

Total 

273 
1,396 
2,138 
1,504 

757 
158 

1,916 
3,526 

784 

23 
34 
73 

178 
836 

2,130 
2,125 

761 
143 

A 
30 

283 
2,347 
1,885 
1,446 

295 

345 
852 
913 

1,920 
470 
342 
730 
520 
118 

16 

% Hospital 
Population 

4.4 
22.4 
34.3 
24.2 
12.2 
2.5 

30.7 
56.7 
12.6 

0.3 
0.6 
1.1 
2.8 

13.3 
33.9 
33.7 
12.1 
2.2 

0.3 

0.5 
4.5 

37.2 
29.9 
22.9 

4.7 

5.5 
13.7 
14.7 
30.8 
7.5 
5.5 

11.7 
8.4 
1.9 
0.3 
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Perinatal Mortality 

Number of infants born weighing 500 grams or more 

Perinatal Deaths ... 

Stillbirths 
Neonatal deaths ... 

Booked Patients ... 
Non-booked Patients 

Perinatal mortality calculated for infants 500 grams or 
more and including late neonatal deaths 

Perinatal mortality calculated for infants 1,000 grams or 
more 

Perinatal mortality calculated for infants born after 28 
weeks gestation 

imber 

6,303 

86 

59 
27 

6,253 
50 

70 

Rate 

13.6 

9.3 
4.3 

12.6 
140 

14.7 

10.5 

11.1 

Analysis of Perinatal Mortality 

Antepartum Deaths 

Intrapartum Deaths 

Neonatal Deaths 

Congenital Malformations 

42 

7 

14 

23 

Congenital Malformations accounted for 27 per cent of total fetal losses. 
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Statistical Analysis of Perinatal Deaths 1984 
Age-Group 

< 20 years 
20-24 years 
25-29 years 
30-34 years 
35-39 years 
40+ years 

0 
1,2,3, 
4+ 

500-1,000 g. 
1,001-1,500 g. 
1,501-2,000 g. 
2,001-2,500 g. 
2,501-3,000 g. 
3,001-3,500 g. 
3,501-4,000 g. 
4,001-4,500 g. 
4,501+ g. 

20-23 weeks 
24-27 weeks 
28-31 weeks 
32-36 weeks 
37-396 weeks 
40-406 weeks 
41-416 weeks 
42+ weeks 

Not known 

Total 

273 
1,396 
2,138 
1,504 

757 
158 

Parity 

1,916 
3,526 

784 

Birth Weight 

23 
34 
73 

178 
836 

2,130 
2,125 

761 
143 

Gestation 

4 
13 
30 

283 
2,347 
1,885 
1,446 

295 

Economic Group 

345 
852 
913 

1,920 
470 
342 
730 
520 
118 
16 

Perinatal 
Deaths 

2 
22 
20 
24 
12 
6 

29 
46 
11 

20 
11 
15 
15 
10 
5 
6 
4 
0 

4 
12 
10 
27 
23 
5 
4 
1 

9 
13 
9 

30 
3 
2 

11 
8 
1 
0 

Perinatal 
Mortality 

Rate 

7.3 
15.7 
9.3 

15.9 
15.8 
37.9 

15.1 
13.0 
14.0 

869 
321 
205 

84 
11.9 
2.3 
2.8 
5.2 
0 

1,000 
923 
333 

95 
9.7 
2.6 
2.7 
3.3 

26.0 
15.2 
9.8 

15.6 
6.3 
5.8 

15.0 
15.3 
8.4 
0 
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Perinatal Mortality 1978 
The definition of perinatal mortality used in this year's Report is different 

to that used in previous reports from this hospital. The current Report 
summarises all mothers who delivered infants weighing 500 grams or more 
regardless of gestation and the perinatal mortality rate includes all stillborn 
infants and also all infants dying in the first seven days of life. Data referring 
to previous years reports have been modified to take account of the new 
definition. During 1984 the perinatal mortality rate was 13.6 with fetal 
malformations accounting for only 27% of total fetal losses. This incidence 
of congenital malformation was lower than that usually recorded as shown 
in the Comparative Table. If lethal fetal abnormalities were excluded the 
perinatal mortality rate was 10.1 per thousand which was considerably 
worse than that noted in 1982. Data relating to perinatal mortality in the 
7 years 1978-84 are summarised in the next chapter. 

The tables on pages 11 and 13 summarise the hospital population with 
reference to age, parity, birth weight, gestation and socio-economic group 
and the effect of these factors is shown in the perinatal mortality rate in 
these tables. Once again the perinatal mortality rate noted amongst mothers 
of socio-economic group 1 was unexpectedly high. 

Wigglesworth (Lancet 1980, ii: p. 684) suggested the following classifi
cation of cause oi death: 

1. Normally formed, macerated SB 
2. Congenital malformations (SB or NND) 
3. Conditions associated with immaturity (NND) 
4. Asphyxial condition developing in labour (fresh SB, NND) 
5. Specific conditions other than above 

In his suggested classification all normally formed fresh stillbirths of any 
birthweight and all early neonatal deaths in term infants, including cases 
of trauma, should be assigned to the asphyxial group, unless a specific 
condition was diagnosed during life or at necropsy. Using this classification 
the perinatal mortality rate per thousand births during 1984 could be 
classified as follows: 

1. Normally formed, macerated SB 5.9 
2. Congenital malformations 3.6 
3. Immaturity 1.9 
4. Asphyxia in labour 1.4 
5. Specific conditions 0.8 

Clearly the rate of 5.9 per thousand recorded for normally formed, 
macerated stillbirths is exceptionally high and suggests, once more, that 
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earlier recognition of the fetus at risk in utero is necessary if we are to 
lower our perinatal mortality rate further. 

PERINATAL MORTALITY BY DAY OF THE WEEK 

It has been suggested that perinatal mortality may vary on different days 
of the week. The table on page 16 summarises the number of deliveries 
each day together with the number of babies weighing less than 2,500 grams 
born each day and the number of stillbirths and neonatal deaths born each 
day. For the purpose of this particular exercise bank holidays have been 
included with Sundays. 

As the table shows the number of deliveries on Saturdays and Sundays 
was considerably less than those recorded on other days of the week. On 
the other hand the perinatal mortality rate was greatly increased on Fridays, 
Saturdays and Sundays. More low-birth babies were delivered on Saturdays 
than on any other day of the week but the number of cases involved in one 
year's report was too small to make any meaningful comment. Nonetheless, 
the figures are similar to those reported from the Dublin Maternity Hospi
tals at last year's European Perinatal Conference. The explanations remain 
controversial. 

STILLBIRTHS 

Fifty nine of the 6,303 babies weighing more than 500 grams were stillborn 
so that the stillbirth rate was 9.3 per thousand. Ten of the 59 stillbirths (17 
per cent) had lethal congenital malformations. If these are excluded the 
stillbirth rate for normal infants was 7.8 per thousand which is worse than 
that noted in the previous two years. The time at which intra-uterine death 
occurred is summarised in the following table: 

Dead on referral 2 
Dead on admission to hospital 31 
Died in antenatal ward 9 
Died in labour 7 
Congenital malformation ... 10 

ANTEPARTUM DEATHS 

Forty-two intra-uterine deaths occurred during the ante-natal period and 
the main clinical cause of death is summarised in the following table which 
should be considered in conjunction with the classification described by 
Wigglesworth, already referred to: 

CLASSIFICATION 
Cause unknown 10 
Placental insufficiency 11 
Ante-partum haemorrhage 9 
Multiple pregnancy 5 
Hydrops fetalis 3 
Diabetes Mellitus ... 1 
Hypertension 1 
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Perinatal Mortality by Day of the Week 



Cause Unknown (10) 
On ten occasions no cause could be found for the intra-uterine deaths. 

While in Case 1 the membranes had ruptured prematurely at 23 weeks 
gestation this was not felt to be the cause of the intra-uterine death and it 
therefore has been included under this heading. There was no evidence of 
infection or of cord prolapse. In Case 7 the knot in the cord was not felt 
to have been of any importance. 

Less than 37 weeks 
(1) B.67201. Para 0+1. Age 33. S.E.3. Gestation 23 weeks. Booked at 15 weeks gestation. 

Normal ante-natal course until admitted with premature rupture of membranes at 23 weeks 
gestation. F.H.H. on admission but I.U.D. one week later. Spontaneous labour and breech 
delivery of stillborn female infant weighing 600 grams. 

Post-mortem: Not performed. 

(2) B.13312. Para 2+0. Age 30. S.E.4. Gestation 33 weeks. Non-smoker. Booked at 13 
weeks. Uneventful pregnancy until 33 weeks. Admitted with absent movements. F.H.N.H. 
Prostaglandin induction. Spontaneous breech delivery of macerated male infant weighing 
1.785 kilograms. 

Post-mortem: Maceration. 

(3) B.71211. Para0+0. Age 22. S.E.8. Gestation 36 weeks. Booked at 26 weeks. Hydramnios 
noted. At 34 weeks no fetal movements for a few days. F.H.N.H. Prostaglandin induction. 
Delivered macerated stillborn male infant weighing 2.7 kilograms. X-Ray = no skeletal 
abnormality. No obvious abnormality. 

Post-mortem: Refused. 

Greater than 37 weeks 
(4) B.69528. Para 0+0. Age 23. S.E.4. Gestation 38 weeks. Booked at 14 weeks. Uneventful 

A.N.C. until 38 weeks when complained of feeling no life for a few days. F.H.N.H. 
Prostaglandin induction. Delivered stillborn male infant weighing 3.2 kilograms. 

Post-mortem: Maceration. 

(5) B. 17298. Para 5+0. Age 35. S.E.7. Gestation 39 weeks. Ante-natal care was uneventful. 
Admitted from home at 39 weeks with a history of contractions and a show. F.H.N.H. 
Spontaneous delivery of a stillborn female infant weighing 3.6 kilograms with early signs of 
maceration. 

Post-mortem: Refused. 

(6) B.33326. Para 3+0. Age 38. S.E.2. Gestation 39 weeks. Last pregnancy 1978. Booking 
visit at 12 weeks. Normal ante-natal record until 39 weeks. F.M.NT7. C.T.G. confirmed 
I.U.D. Normal delivery of stillborn male infant weighing 3.03 kilograms. 

Post-mortem: Maceration. 

(7) B.64254. Para l+0. Age 34. S.E.4. Gestation 39 weeks. Blood Group A2B Rhesus 
Positive. Serum contained And Ai. P.O.H. 1983 T + 7 induced normal delivery of male 
infant weighing 9 lbs 14 ozs. Booked at 18 weeks gestation. Normal ante-natal course until T 
- 6 weight loss at this visit of 1.2 kilograms in previous week. Admitted 3 days later c/o no 
F.M. for 3 days. F.H.N.H. Prostaglandin induction. Delivered a stillborn male infant weighing 
4.33 kilograms. True knot in cord and cord entwined around R leg. 

Post-mortem: Maceration. 

(8) B.62656. Para l+0. Age 23. S.E.5. Gestation 39 weeks. Non-smoker. Booked at 13 
weeks. Suspected I.U.G.R. at 29 weeks. Serial scans showed good growth. Admitted at term-
3 with absent movements x 24 hours in labour. Spontaneous delivery of macerated male 
infant weighing 3.690 kilograms. 

Post-mortem: Early maceration. 

(9) B.69532. Para 0+0. Aee 34. S.E.4. Gestation 40 weeks. Booked at 16 weeks, dates 
certain C.A.N.C.—defaulted because of mother's death. Admitted at term. B.P. 140/90. B.P. 
settled. Retained because found to have breech presentation. Spontaneous version to cephalic 
presentation. T+4 reactive C.T.G. Head high. T+5 S.R.6.M. Immediate auscultation 
F.H.N.H. Clear liquor subsequently meconium stained. PGE2 infusion. Spontaneous vertex 
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delivery 11 hours after S.R.O.M. Delivered male infant weighing 4.026 kilograms. No cord 
prolapse. 

Post-mortem: Intra-uterine anoxia. 

(10) B.70019. Para 0+0. Age 22. S.E.3. Gestation 41 weeks. Booked at 14 weeks. Breech 
presentation from 32 weeks. E.C.V. failed. Pelvimetry at 36 weeks. Normal size and shape. 
S.O.L. awaited—Elective L.S.C.S. arranged for T+14 if not delivered. Admitted at T+12 
in labour. F.H.N.H. on admission. F.M. felt previous day. Delivered stillborn male infant 
weighing 3.61 kilograms. 

Post-mortem: Intra-uterine Anoxia. 

Placental Insufficiency (11) 
Once again placental insufficiency was the single most common cause of 

normal stillborn infants. Only two of the cases (11 and 12) were less than 
31 weeks gestation. Case 16 was noted to have a tight nuchal cord but this 
baby also had evidence of intra-uterine growth retardation and has therefore 
been classified under this heading. Case 19 had no ante-natal care whatever 
and this patient obviously needed adequate contraceptive advice. Case 20 
was of note in that a C.T.G. performed 24 hours prior to intra-uterine 
death was seen to be normal. It is hoped to commence shortly a randomised 
trial on routine ultrasound scanning in pregnancy to see if this would have 
any effect on reducing the high number of fetal losses each year associated 
with unrecognised intra-uterine growth retardation. Clearly the recognition 
of this problem continues to be the single most important factor that 
requires improvement in coming years if we are to reduce our perinatal 
losses. 

(11) B.65827. Para l+0. Aee 38. S.E.2. Gestation 27 weeks. Booked at 14 weeks by dates. 
P.V. bleeding by one week before booking associated with crampy abdominal pains. Scan: 
viable pregnancy 12 weeks size. Admitted at 27 weeks by dates. F.M.N.F. x 3 days. I.U.D. 
confirmed. PGE infusion. Delivered female infant weighing 570 grams. Two vessels only in 
cord. 

Post-mortem: Maceration. 

(12) B.71266. Para 6+1. Age 47. S.E.3. Gestation 28 weeks. Booked 30 weeks by unsure 
dates. Size = 24 weeks and scan = 25 weeks. History of early pregnancy bleed. Admitted 28 
weeks by dates with no fetal movement. F.H.N.H. on scan. PGE induction. Delivered 
macerated female infant weighing 600 grams. No retroplacental clot. 

Post-mortem: Refused. 

(13) B.63279. Para 1+1. Age 34. S.E.I. Gestation 31 weeks. Previous mid-trimester abortion 
followed by I.U.D. at 34 weeks from I.U.G.R. First seen at 10 weeks. Shirodkar Suture at 
15 weeks. Good clinical and ultrasound growth until 28 weeks when B.P.D. 8.1 (liquor 
adequate but trunk thin). Immediate admission. F.M. chart and C.T.G.'s good but ultrasound 
showed asymmetrical I.U.G.R. Commenced on Bethamethasone —B.r. rose to 180/120. 
Drug stopped for 24 hours. At 31 weeks Shirodkar removed. S.V.D. fresh stillborn male 
infant weighing 1.24 kilograms. Placenta 260 grams, numerous haemorrhage areas, skeletal 
survey — no bone abnormality. 

Post-mortem: Intra-uterine anoxia. 

Cause of death: Acute onset of retarded intra-uterine growth, eventually associated with 
severe hypertension. 

(14) B.43088. Para 4+0. Age 31. S.E.I. Gestation 33 weeks. Booked at 14 weeks. Unsure 
of dates. Four ante-natal visits. At 29 weeks thought to be a bit small and c/o little movement. 
Scan B.P.D. = 6.4 (24). Admitted at 33 weeks with pains. No F.H. Scan confirmed I.U.D. 
Spontaneous delivery of macerated female infant weighing 850 grams. Cord tightly around 
trunk and neck. 

Post-mortem: Maceration. 

(15) B.72377. Para 3+0. Age 26. S.E.I. Gestation 34 weeks. Dates uncertain. Attended 
booking clinic at 30 weeks. Size compatible with 26 weeks. Seen again 2 weeks later when 
pregnancy appeared to be progressing satisfactorily. No fetal movement at 34 weeks. I.U.D. 
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confirmed on scan. Coagulation screen normal. Prostaglandin induction. Delivered macerated 
female infant weighing 1.81 kilograms. 

Post-mortem: Maceration. 

(16) B.69661. Para 0+0. Age 26. S.E.4. Gestation 34 weeeks. Uncertain dates. Attended 
booking clinic at 19 weeks by scan. Seen at 25, 28 and 32 weeks. DNA at 34 weeks. Admitted 
in labour at 34 weeks with vaginal bleeding and history of absent fetal movements for 
preceding 12 hours. Spontaneous delivery of stillborn female infant weighing 1.62 kilograms. 
Nuchal cord noted (tight x 2). No retroplacental clot. 

Post-mortem: Intra-uterine anoxia. 

(17) B.48267. Para 1+1. Age 28. S.E.4. Gestation 36 weeks. First seen at 12 weeks — scan 
confirmed dates. Raised B.P. first visit. Nausea, vomiting and weight loss up to 22 weeks. 
Poor fetal movements. Scans at 22, 31 and 34 weeks, noted apparent S.F.D. but growing; 
excess liquor. Admitted at 34 weeks for raised B.P. Fetal movements to 36 weeks then 
stopped. Delivered stillborn female infant weighing 1.35 kilograms. Skeletal survey — 
maturity 30 weeks. 

Post-mortem: Maceration. 

(18) B.21440. Para 3+1. Age 36. S.E.4. Gestation 37 weeks. Attended booking clinic at 16 
weeks. Regular attender. Glycosuria on two occasions and random blood sugar normal at 32 
weeks. Reduced liquor noted on scan at 37 weeks. I.U.D. 3 days later. Prostaglandin pessary 
induction. Fresh stillborn female infant weighing 2.1 kilograms. No nuchal cord. Placenta 
small and gritty. Skeletal survey — no bone abnormality. 

Post-mortem: Intra-uterine anoxia. 

(19) N.B.34211. Para 8+9. Age 30. S.E.7. No ante-natal care. No dates. Admitted in labour 
with I.U.D. Spontaneous vertex delivery of female infant weighing 2.211 kilograms, with 
advanced maceration. X-ray maturity = $1 weeks approximately. 

Post-mortem: Maceration. 

(20) B.36842. Para 3+2. Age 28. S.E.7. Gestation 37 weeks. Previous stillbirth at T + 10 
— tight nuchal cord. Booked at 12 weeks. Scan = dates. Good attender. Normal weight gain. 
At 37 weeks transverse lie and adequate liquor volume. Admitted for assessment including 
ultrasonic localisation of placental site C.T.G. normal. F.H.N.H. 24 hours following CTG. 
Prostaglandin induction. Delivered macerated stillborn female infant weighing 2.72 kilograms. 

Post-mortem: Maceration. 

(21) B.70500. Para 0+0. Age 22. S.E.5. Gestation 38 weeks. Booked at 15 weeks gestation. 
Normal ante-natal course. Admitted at T — 11 in labour. F.H.N.H. thick meconium. 
Delivered stillborn female infant weighing 2.5 kilograms. 

Post-mortem: Intra-uterine anoxia. 

Antepartum Haemorrhage (9) 

Nine stillbirths were associated with antepartum haemorrhage which was 
considerably greater than that noted in previous years. With two exceptions 
(28 and 30) all occurred in women of socio-economic group 4-8 while one 
case followed a road traffic accident (27). 

(22) B.35661. Para 2+1. Age 30. S.E.8. Gestation 26 weeks. Booked at 7 weeks gestation. 
Shirodkar Suture inserted at 14 weeks because of past history of premature labour and 
mid-trimester abortion. Normal pregnancy until A.PH. at 26 weeks gestation. F.H.N.H. 
Spontaneous delivery of stillborn male infant weighing 910 grams following removal of suture. 

Post-mortem: Not performed. 

(23) B.68162. Para 0+0. Age 21. S.E.8. Gestation 32 weeks. Booked at 12 weeks. C.A.N.C. 
All well until 26 weeks. Admitted with heavy painless bleed. Not placenta praevia. Bleeding 
settled. Allowed home, readmitted at 32 weeks. No fetal movements for 3 days. F.H.N.H! 
Rapidly delivered stillborn male infant weighing 992 grams. Placenta largely infarcted. 

Post-mortem: Maceration. 

(24) B.13061. Para 3+2. Age 30. S.E.4. Gestation 33 weeks. Booked at 16 weeks. Well to 
32 weeks when Hb. noted to be 9.7 g/dl. Admitted at 33 weeks with major concealed 
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abruption. F.H.N.H. A.R.M. Normal delivery of a stillborn female infant weighing 2.12 
kilograms. 12 oz retroplacental clot. Routine resuscitation. Four unit transfusion under CVP. 

Post-mortem: Intra-uterine anoxia. 

(25) B. 11246. Para 5+0. Age 36. S.E. 7. Gestation 33 weeks. Smoked 20/day. Booked at 
18 weeks. Normal ante-natal course until admitted at 33 weeks with backache and faintness. 
F.H.N.H. Classical abruptio placentae. Transfused 6 units. Spontaneous delivery 8 hours 
after admission of a fresh stillborn male infant weighing 2.693 kilograms. Two litres retropla
cental clot. Puerperal Hb. 11.2 g/dl. 

Post-mortem: Intra-uterine anoxia. 

(26) B.47806. Para 2+1. Age 24. S.E.4. Gestation 34 weeks. Smoked 20/day. Booked at 13 
weeks. Normal ante-natal course until admitted at 34 weeks with A.P.H., pain and shock. 
Classical abruptio placentae. Transfused 6 units. Spontaneous delivery 8 hours after admission 
of a fresh stillborn male infant weighing 2.430 kilograms. Retroplacental clot. Puerperal Hb. 
10.1 g/dl. 

Post-mortem: Intra-uterine anoxia. 

(27) B.70559. Para 0+1. Age 20. S.E.5. Gestation 37 weeks. Booked at 26 weeks. Admitted 
at 37 weeks from Richmond Hospital following R.T.A. with abruptio placentae. Delivered 
stillborn male infant weighing 2.260 kilograms. 

Post-mortem: Refused. 

(28) B.70814. Para 2+1. Age 23. S.E.3. Gestation 38 weeks. Smoked 20/day. Booked at 16 
weeks. At 38 weeks abdominal pain and syncope at home. On admission very shocked. 
Clinical abruptio placentae. F.H.N.H. Transfused 6 units. A.R.M. Normal delivery 3 hours 
after admission of stillborn female infant weighing 2.83 kilograms. Four litres of blood behind 
baby. Puerperal Hb. 13 g/dl. 

Post-mortem: Intra-uterine anoxia. 

(29) B.61994. Para 2+0. Age 31. S.E.4. Gestation 40 weeks. Chronic Schizophrenia. On 
multiple psychotrophic drugs. Smoked 20/day. Booked at 18 weeks. Uneventful pregnancy. 
At 40 weeks admitted with 4 hour history of abdominal pain and faintness. Classical abruptio 
placentae. F.H.N.H. Transfused a total of 6 units. Normal delivery 2\ hours after admission 
of a fresh stillborn female infant weighing 3.30 kilograms, with large retroplacental clot. 

Post-mortem: 1. Asphyxial haemorrhage in the pleura and pericardium. 
2. Congestion and oedema of all the organs. 
3. Complete atelectasis. 

(30) B.66813. Para 7+1. Age 40. S.E.3. Gestation 40 weeks. All previous S.V.D. at term. 
Booked at 23 weeks. Routine bloods revealed Anti-K + Anti Be antibodies. Husband Kell 
negative. Slight A.P.H. at 34 weeks. Admitted at term. F.H.N.H. and I.U.D. confirmed by 
scan. Labour induced by Syntocinon infusion and macerated male infant weighing 3.78 
kilograms delivered 10 hours later. 

Post-mortem: Maceration. 

Multiple Pregnancy (5) 

There were five ante-partum deaths noted in twin pregnancies. Two of 
these occurred at 23 weeks gestation following premature labour; two twins 
(33 and 34) died at 32 weeks gestation following the development of 
hydramnios. No apparent cause for these intra-uterine deaths was found 
but this patient has subsequently had a normal healthy child. The fifth 
death was a case of a macerated first twin. 

(31 and 32) B.59489. Para 1+1. Age 35. S.E.2. Gestation 23 weeks. Seen at 11 weeks. Scan 
showed twin pregnancy. Very slight bleeding at 13 weeks. Admitted in labour at 23 weeks. 
Vaginal delivery of stillborn male infant weighing 510 grams and stillborn female infant 
weighing 510 grams. Clinical diagnosis — previable twins. 

Post-mortem: Twin 1 — Intra-uterine anoxia. 
Twin 2 — intra-uterine anoxia. 

(33 and 34) B.64621. Para 0+1. Age 27. S.E.2. Gestation 32 weeks. Booked at 13 weeks. 
Twin pregnancy noted at 31 weeks when uterine size was found to be large for dates. Liquor 

20 



normal at that time. Developed hydramnios within the next 10 days and admitted to hospital 
in premature labour. Two days after admission I.U.D. of both twins. Subsequent spontaneous 
delivery of macerated male infants weighing 1.61 and 1.78 kilograms respectively. No apparent 
cause for I.U.D.'s. 

Post-mortem: Twin 1 — Maceration. 
Twin 2 — Maceration. 

(35) B.21255. Para 3+0. Age 35. S.E.4. Gestation 38 weeks. Booked at 18 weeks gestation. 
Ultrasound scan — twin pregnancy — dates confirmed. C.A.N.C. Reviewed at 31 weeks — 
normal, rescanned at 37 weeks — mild I.U.G.R. Admitted at 38 weeks in spontaneous labour. 
Cervix 7 cm dilated. A.R.M. — copious dark brown liquor — F.H.N.H. in first baby. Normal 
delivery shortly after of macerated baby weighing 2.921 kilograms. Second baby live born 
male infant weighing 2.631 kilograms. 

Post-mortem: Maceration. 

Cord Accident (2) 
Two intra-uterine deaths have been attributed as being due to cord 

accident. There seemed little doubt that in Case 36 this was the correct 
diagnosis. However, it could be argued that Case 37 was not due to a cord 
accident though no other cause of death could be identified. 

(36) B.39473. Para 3+1. Age 40. S.E.I. Gestation 33 weeks. Booked at 25 weeks. Three 
ante-natal visits. Sudden cessation of fetal movements at 33 weeks. PGE induction. Normal 
delivery of stillborn female infant weighing 1.928 kilograms. Cord tightly around neck and 
left leg x 2. Indentation in leg practically through calf muscles. 

Post-mortem: Maceration. 

(37) B.51994. Para 2+1. Age 26. S.E.4. Gestation 39 weeks. Booking clinic at 16 weeks 
and thereafter C.A.N.C. Seen on 4 occasions from 32 to 39 weeks. Pregnancy uneventful 
apart from feeling very uncomfortable at last visit. Admitted in labour 2 days following ante
natal visit. No F.H. heard. S.R.O.M. Stale meconium stained liquor. Rapid labour (30 mins). 
Delivered stillborn male infant weighing 3.49 kilograms. No obvious cause for stillbirth. No 
retroplacental clot. Placenta normal. True knots x 2 in cord (not tight). 

Post-mortem: 1. Asphyxial haemmorhages of the pleura and pericardium. 
2. Congestion and oedema of all the organs. 
3. True double knot in the umblical cord. 
4. Normal placenta. 

Hydrops Fetalis (3) 
Three deaths were associated with hydrops fetalis. Cases 38 and 40 were 

due to haemolytic disease. However, Case 39 was not associated with 
haemolytic disease and despite intensive investigation no particular cause 
for the hydrops was discovered. The patient herself developed massive 
oedema and gave rise to considerable concern prior to making a full 
recovery. 

(38) B.62558. Para 2+0. Age 23. S.E.2. Gestation 30 weeks. Booked at 14 weeks gestation. 
Anti c + D antibodies. Given anti-D following first delivery. In second pregnancy found to 
contain anti c + D antibodies. Spontaneous labour at 37 weeks and baby required one 
exchange and one top-up transfusion. Current pregnancy normal until 24 weeks gestation 
when sudden increase in uterine size. Amniocentesis showed severely affected fetus. I.U.T.'s 
at 27 and 29 weeks gestation at which time considerable fetal ascites was present. I.U.D. at 
30 weeks. PGE infusion and spontaneous delivery of male infant weighing 2.38 kilograms. 

Post-mortem: Hydrops. 

(39) B.71271. Para l+0. Age 25. S.E.4. Gestation 32 weeks. Oriental. Booked at 21 weeks. 
Scan done at patient's request showed fetal ascites at 28 weeks. Blood Group O Rhesus 
Positive. No antibodies. VDRL and TPHA negative. Fetus appeared otherwise normal. 
Admitted with gross oedema and vomiting at 32 weeks. No F.R Labour induced with I.V. 
PGE. Normal delivery of stillborn male infant weighing 2.250 kilograms with massive oedema. 
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Post-mortem: 1. Prematurity and stillbirth. 
2. Severe maceration. 
3. Massive fetal hydrops, non-haemolytic type, no cause found. 
4. Massive ascites and pleural effusions were part of this oedematous process. 

(40) B.63968. Para 3+0. S.E.4. Gestation 34 weeks. Blood Group O Rhesus Negative. Two 
previous babies jaundiced after delivery but alive and well. Third pregnancy ended in a 
stillbirth which was attributed to the rhesus incompatibility. In this pregnancy she was 
transferred from another hospital at 34 weeks with severe rhesus incompatibility and a slowing 
fetal heart. On admission F.H.N.H. I.V. prostaglandin induction and a stillborn female infant 
weighing 2.48 kilograms was delivered spontaneously. 

Post-mortem: Refused. 

Diabetes Mellitus (1) 
One intra-uterine death occurred in association with clinical diabetes 

mellitus. Although stabilisation had been poor initially following admission 
to hospital at 10 weeks gestation her control appeared to have been 
satisfactory. In the week prior to intra-uterine death the glycosylated 
haemoglobin level had risen slightly even though frequent daily blood sugar 
levels were within the normal range. 

(41) B.70033. Para 0+0. Age 28. S.E.4. Gestation 32 weeks. Diabetes 9 years. Booked at 
10 weeks — very poor control. Admitted for stabilization which took 7 weeks to attain. From 
20 weeks she was relatively stable on an out-patient basis and was seen weekly. Smoked 
20/day. Scan confirmed I.U.D. Prostaglandin induction. Delivered stillborn male infant 
weighing 1.984 kilograms. Placenta normal. 

Post-mortem: 1. Prematurity. 
2. Severe maceration. 
3. Haemorrhagic effusion of the pleural and peritoneal cavities. 
4. Atelectasis. 
5. Interstitial cell hyperplasia of the testes. 

Hypertension (1) 
One stillbirth was noted in association with hypertension. This patient 

had previously had a renal transplant and during the pregnancy showed 
evidence of rejecting the transplanted kidney. The intra-uterine death 
appeared to be associated with the evidence of rejection. It is my under
standing that this is the first intra-uterine death noted amongst patients 
who have had a renal transplant in this country. 

(42) B.29444. Para 2+0. Age 37. S.E.7. Gestation 27 weeks. Renal transplant two years 
previous for chronic pyelonephritis. Booked at 15 weeks gestation. B.P. 160/85 treated 
with hypotensives and steroids. Hypertension well controlled and the fetal growth seemed 
satisfactory. However, I.U.D. at 11 weeks gestation. Subsequent spontaneous delivery of 
stillborn male infant weighing 624 grams. 

Comment: This patient appeared to be in the early stages of rejecting the renal transplant 
when the I.U.D. occurred. 

Post-mortem: Not performed. 

Congenital malformations. 
Ten stillbirths were associated with lethal congenital malformations with 

anomalies of the central nervous system being by far the most common. 

Central Nervous System il) 
(43) B.71210. Para 0+0. Age 22. S.E.7. Gestation 28 weeks. Attended booking clinic at 22 

weeks when all appeared satisfactory. U.T.I, at 27 weeks. Admitted in labour at 28 weeks 
with S.R.O.M. Scan confirmed ane'ncephaly. S.V.D. stillborn anencephalic female infant 
weighing 910 grams. 

Post-mortem: Refused. 
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(44) B.68427. Para 0+0. Age 28. S.E.3. Gestation 30 weeks. Booked at 16 weeks. Hydra-
mnios at 28 weeks and anencephaly diagnosed. Spontaneous labour at 30 weeks with delivery 
of stillborn male infant weighing 1.250 kilograms with anencephalus and spina bifida. 

Post-mortem: Anencephalus/spina bifida. 

(45) B.7496. Para 6+0. Age 40. S.E.4. Gestation 32 weeks. Booked at 16 weeks. Admitted 
with S.R.O.M. at 32 weeks. Scan showed anencephaly. Labour accelerated with I.V. prosta
glandin. Delivered stillborn female anencephalic infant weighing 1.450 kilograms. 

Post-mortem: Anencephalus. 

(46) B.59740. Para 7+0. Age 43. S.E.2. Gestation 34 weeks. Booked at 22 weeks gestation. 
Previous repair operation. Essential hypertension 150/100. Uneventful ante-natal course until 
30 weeks when hydramnios noted. I.U.D. at 34 weeks gestation. Transverse lie. At 36 
weeks gestation lie became longitudinal. Prostaglandin infusion and spontaneous delivery of 
macerated female stillborn infant weighing 1.85 kilograms. 

Post-mortem: 1. Maceration. 
2. Microcephalus. 
3. Cardiac anomaly — V.S.D. 

(47) B.71168. Para 0+0. Age 22. S.E.6. Gestation 35 weeks. Normal ante-natal care. 
Admitted in early labour with hydramnios. Scan showed anencephaly. Delivered stillborn 
anencephalic female infant weighing 1.12 kilograms. Manual removal of placenta. 

Post-mortem: Anencephalus and spina bifida. 

(48) B.55631. Para 2+0. Age 23. S.E.9. Gestation 38 weeks. Booking clinic at 20 weeks. 
Anencephaly diagnosed on ultrasound scan at 33 weeks. Prostaglandin infusion. Delivered 
stillborn anencephalic infant weighing 1.830 kilograms. 

Post-mortem: Anencephalus. 

(49) B. 15344. Para0+2. Age 32. S.E. 4. Gestation 41 weeks. Booked at 14 weeks gestation. 
Sent for scan because of history of molar pregnancy. Scan showed anencaphaly. PGE induction 
at 41 weeks. Normal delivery of stillborn female infant weighing 2.5 kilograms with crania-
bifida and meningo-encephalocoele. 

Post-mortem: 1. Crania-bifida and meningo-encephalocoele. 
2. Maceration. 

Renal Tract (2) 
(50) B.39675. Para 2+0. Age 30. S.E.I. Gestation 28 weeks. Booked at 8 weeks gestation. 

On multivitamins prior to and during early pregnancy because of previous baby with neural 
tube defect. Fetal ascites picked up on ultrasound scan at 23 weeks. Developed PET at 27 
weeks gestation and subsequent IUD at 28 weeks. Delivered stillborn male infant weighing 
2.45 kilograms. 

Post-mortem: 1. Congenital cystic kidneys, glomerular type. 
2. Meconium peritonitis. 
3. Normal placenta. 

(51) B.41148. Para. 3+(). Age 30. S.E.3. Gestation 35 weeks. Booked at 15 weeks. Slight 
bleeding at 32 weeks. Scan = fundal placenta. Thought to be small for dates at 33 weeks and 
started on fetal movement chart. Admitted at 35 weeks with absent movements and no F.H. 
In labour. Normal delivery of stillborn male infant weighing 2.100 kilograms. 

Post-mortem: Potters syndrome and early maceration. 

Multiple Anomalies (1) 
(52) B. 15548. Para. 3+2. Age 48. S.E.7. Gestation 36 weeks. Non-smoker. Booked with 

uncertain dates. Scan = 23 weeks. At 35 weeks noted small for dates. Admitted with small 
A.P.H. at 36 weeks. Scan confirmed I.U.G.R. with plenty of liquor. Diagnosis of F.A. being 
considered. Oestriols = 16. I.U.D. 3 days after admission. PGE induction. Delivered stillborn 
female infant weighing 1.54 kilograms. 

Post-mortem: Intra-uterine anoxia and multiple congenital anomalies. V.S.D. and horse
shoe kidney. 
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INTRA-PARTUM DEATHS 

Intra-Partum Deaths 1978-84 

Total babies 
Deaths: 

<37 weeks 
>37 weeks 

1978 

7,547 

3 
3 

1979 

7,660 

1 
1 

1980 

7,731 

Nil 
5 

1981 

7,300 

3 
5 

1982 

6,915 

1 
1 

1983 

6,467 

2 
Nil 

1984 

6,303 

2 
5 

Total 

49,923 

12 
20 

The were 7 intra-partum deaths during the year which was the worst 
figure for several years. Three of these cases (52, 53 and 54) occurred 
amongst mothers with twin pregnancies. In Case 53 there had Seen some 
irregularity of the fetal heart rate prior to delivery but in the other 2 cases 
the fetal heart rate had been recorded as normal at all times and the fresh 
stillbirth was totally unexpected. The stillborn twin was the smallest of the 
twins in each particular case possibly signifying some antecedent hypoxia 
prior to labour. Case 56 was a routine assisted breech delivery. The labour 
and delivery had been uncomplicated and once again the stillbirth was 
unexpected. Case 57 was a baby with intra-uterine growth retardation 
associated with a large volume of clear liquor. There was no evidence of a 
chromosome anomaly in this particular case. Case 58 was associated with 
the dehiscence of a previous lower segment Caesarean section. Oxytocin 
had not been administered to this patient prior to the uterine rupture. Case 
59 appeared to be due to a very tight nuchal cord which caused a sudden 
fetal death. There had been no premonition of the fetal distress on the fetal 
heart monitor trace prior to its sudden drop. 

(53) B.69822. Para 0~°. Age 19. S.E.7. Gestation 33 weeks. Booked at 16 weeks. Twin 
pregnancy diagnosed at 22 weeks. Both B.P.D. concordant then and at 30 weeks. Admitted 
at 31 weeks with discomfort and vomiting. Increasing polyhydramnios. Spontaneous labour 
at 33 weeks. Twin 1 cephalic F.H. heard with Sonicaid 80 during contractions, recovering to 
120. Unable to push. Forceps delivery 5 minutes after full dilatation. Twin 1 weighed 1.247 
kilograms, showed no sign of life at delivery. Twin 2 weighed 1.93 kilograms, well. No 
evidence of abruptio placentae. 

Post-mortem: Refused. 

(54) B.72026. Para 0+0. Age 33. S.E.4. Gestation 36 weeks. Booked at 24 weeks gestation. 
Uneventful ante-natal care. Admitted in premature labour at 36 weeks gestation. Undiagnosed 
twins. Twin I S.V.D. female infant weighing 2.2 kilograms which survived. Twin II assisted 
breech delivery fresh stillborn female infant weighing 1.65 kilograms. The F.H. of second 
twin had been normal prior to delivery. 

Post-mortem: Refused. 

(55) B.67401. Para 3*1. Age 32. S.E.6. Gestation 37 weeks. Booking clinic at 10 weeks. 
Uneventful pregnancy until 33 weeks when twins diagnosed. Admitted at T-18 with S.R.O.M. 
and cord prolapse. Transferred to O.T. but no cord pulsation. Second twin F.H. satisfactory. 
Allowed to labour. Assisted breech delivery. Twin I fresh stillborn male infant weighing 2.82 
kilograms. Spontaneous vertex delivery Twin II — male infant weighing 3.02 kilograms with 
Apgar scores of 9 and 10. 

Post-mortem: Refused. 

(56) B.70023. Para 0"°. Age 25. S.E.4. Gestation 39 weeks. Booked at 12 weeks. Breech 
presentation. Pelvimetry. Marginally narrow inlet, but overall size and shape within normal 
limits. Admitted in labour at T - 5. F.H. tracing excellent throughout except during last five 
minutes when type 2 dips noted. Second stage: 20 minutes. Assisted breech delivery. Forceps 
to A.C.H. Fresh stillborn male infant weighing 2.86 kilograms. 

Post-mortem: Intra-partum asphyxia. 

(57) B.70908. Para 0'°. Age 25. S.E.4. Gestation 41 weeks. Booked at 10 weeks. B.P. 
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150/85. I.U.G.R. first suspected at 33 weeks gestation even though ultrasound showed 
adequate liquor. B.P. stable 140/85. Labour induced at 41 weeks gestation. Excess clear liquor 
drained following A.R.M. Type 2 dips. pH 6.95. Emergency L.S.C.S. Delivery of fresh 
stillborn female infant weighing 1.96 kilograms. 

Post-mortem: Intra-partum asphyxia. 

(58) B.8219. Para 6+0. Age 38. S.E.4. Gestation 40 weeks. Previous obstetric history 
uneventful apart from L.S.C.S. at 34 weeks for placenta praevia. Since then two normal 
vaginal deliveries. Booked at 15 weeks. Normal antenatal course until admission at 36 weeks 
with a substantial, painless A.P.H. Clinically thought to have a placenta praevia but not 
confirmed by scan. Spontaneous labour at term. A.R.M. to accelerate. A.P.H. after labouring 
for 6 hours. Tender, tense uterus. Fetal heart absent. Clinically thought to be an abruption 
as lie remained longitudinal and liquor remained clear. Subsequently developed shoulder tip 
pain and required laparotomy for intra-peritoneal bleeding. Findings: Fetus weighing 3.912 
kilograms and placenta lying free in peritoneal cavity. Ruptured uterus through lower segment 
scar. Sub-total hysterectomy and right oophorectomy performed. Post-operative course satis
factory. 

Post-mortem: Intra-uterine anoxia. 

(59) B.67007. Para 0+0. Age 23. S.E. 1. Gestation 41 weeks. Booked at 24 weeks (confirmed 
ultrasonically). Uneventful pregnancy. Induced at T + 13 (no liquor). Monitored. Nine hours 
after induction cervix was thin and 2 to 3 cm dilated. Liquor clear and FH normal. FH 
suddenly noted to be 40 and disappeared before L.S.C.S. could be performed. Subsequently 
delivered stillborn female infant weighing 4.25 kilograms. Very tight nuchal cord. 

Post-mortem: Intra-uterine anoxia. 

NEONATAL DEATHS 

Twenty-seven of the 6,244 live-born infants died in the first week of life 
so that the neonatal death rate was 4.3 per thousand. Thirteen of the 27 
deaths (48 per cent) were due to lethal congenital malformations. There 
were thus only 13 early neonatal deaths amongst the 6,231 normal live born 
infants weighing more than 500 grams. 

The main causes of neonatal death were as follows: 
Cerebral anoxia 2 
Respiratory dysfunction 7 
Intraventricular haemorrhage 5 
Congenital malformations 13 

Cerebral Anoxia (2) 

Two neonatal deaths were due to cerebral anoxia in infants delivered at 
39 and 41 weeks gestation respectively. Both of these babies had shown 
evidence of fetal distress and both had had an emergency Caesarean 
section performed. Case 60 was admitted to hospital with an accidental 
haemorrhage. Fetal heart rate was 90 and an immediate Caesarean section 
was performed. Nonetheless, the baby was born in poor condition and died 
within 3 days. Case 61 developed fetal distress in labour and this case 
should be considered in conjunction with the 7 intra-partum deaths that 
have previously been described. 

(60) B.56951. Para l+0. Age 31. S.E.4. Gestation 39 weeks. Uneventful ante-natal care. 
Admitted at 39 weeks with abdominal pain and vomiting. Very tender. F.H. 90. A.R.M. Cx 
1 cm dilated — blood and meconium. Emergency L.S.C.S. Delivered live male infant weighing 
3.72 kilograms with Apgar scores of 1. Large retroplacental clot. Baby died 3 days later. 

Post-mortem: Severe cerebral anoxia. 

(61) B.68410. Para 0+0. Age 24. S.E.8. Gestation 41 weeks. Smoked 10/day. Booked at 10 
weeks. Admitted at 41 weeks in labour. Meconium stained liquor. F.H. = 140 with loss of 
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variability and abrupt tall to 50/minute. Emergency L.S.C.S. and delivery of male infant 
weighing 4.46 kilograms in poor condition. Resuscitated then N.N.D. at one hour. 

Post-mortem: Intra-partum asphyxia — cerebral anoxic damage. 

Respiratory Dysfunction (7) 
The number of neonatal deaths due to respiratory dysfunction is consider

ably greater than that in recent years but this is largely due to the new 
definition used. Six of the seven cases were born prior to 28 weeks gestation 
with one case being allegedly only 20 weeks. All these babies showed 
immediate evidence of respiratory dysfunction following delivery. 

(62) B.69823. Para (T°. Age 19. S.E.8. Gestation 20 weeks. Booked at 18 weeks gestation. 
Emergency admission with vaginal bleeding 1 week later with delivery of live-born male infant 
weighing 650 grams which died shortly after delivery. 

Post-mortem: Not performed. 

(63) B.32372. Para l+0. Age 32. S.E.4. Gestation 24 weeks. Booked at 8 weeks gestation. 
Normal ante-natal course until vaginal bleeding at 24 weeks. Spontaneous labour and delivery 
of live-born infant weighing 750 grams which died shortly after delivery. 

Post-mortem: Prematurity. 

(64) B.71802. Para 0+0. Age 20. S.E.8. Gestation 24 weeks. Smoked 20/day. Booked at 19 
weeks by scan. At 24 weeks admitted with 24 hour history of pains. Cervix 7-8 cms on 
admission. S.R.O.M. and spontaneous breech delivery of female infant weighing 600 grams. 
Apgar 1,1. N.N.D. 10 minutes. No retroplacental clot. 

Post-mortem: Refused. 

(65) B.30957. Para 3+2 . Age 28. S.E.8. Gestation 24 weeks. Booked at 9 weeks gestation. 
Unevental ante-natal course until admitted with vaginal bleeding at 24 weeks gestation. 
Spontaneous delivery of male infant weighing 670 grams which died shortly after delivery. 

Post-mortem: Pulmonary Immaturity and Atelectasis. 

(66) B.67827. Para 0+1. Age 35. S.E.I. Gestation 26 weeks. Booked at 6 weeks. Normal 
ante-natal course until premature labour at 26 weeks. Delivered live female infant weighing 
590 grams. Lived for 11 hours. 

Post-mortem: Prematurity and R.D.S. 

(67) B.65295. Para 1~°. Age 23. S.E.5. Gestation 28 weeks. Admitted at 7 weeks with 
imcomplete abortion 1st twin. PV blood loss until 19 weeks but satisfactory progress until 
admitted in labour at 28 weeks. Spontaneous delivery of a live-born male infant weighing 
1.02 kilograms. N.N.D. at 60 hours. 

Post-mortem: Pulmonary hyaline membrane disease. 
Cerebral I.V.H. 

(68) B.61959. Para l+0. Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour at 26 weeks 
gestation. Twin I male infant weighed 870 grams born before arrival. N.N.D. 2 days. 

Post-mortem: 1. Pulmonary immaturity and hvaline membrane disease. 
2. Small cerebral I.V.H. 

Comment: Twin II also died but the main cause of death was a large cerebral I.V.H. 

Intra-ventricular Haemorrhage (5) 
The number of deaths due to intra-ventricular haemorrhage was consider

ably greater than previously recorded mainly because of the change of 
definition used in this year's report. Four of the five cases were less than 
28 weeks gestation. Case 73 is of interest in that this baby was born at 34 
weeks gestation, a time at which intra-ventricular haemorrhage is extremely 
uncommon in our hospital. This patient was unbooked, admitted in labour 
and the baby had developed fetal distress prior to delivery by Caesarean 
section. 
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(69) B.51976. Para l+0. Age 31. S.E.I. Gestation 24 weeks. First seen at 14 weeks with 
bleeding. Settled in hospital. Re-admitted at 20 weeks with bleeding. Discharged after 2 
weeks. Re-admitted at 24 weeks with further bleeding and pains. Eventually went into labour 
and delivered a live male infant weighing 624 grams. Placenta showed complete separation. 
Transfused 2 units of blood. Baby survived 48 hours. 

Post-mortem: Cerebral haemorrhage — I.V.H. 

(70) N.B.70192. Para5+0. Age 31. S.E.7. Gestation 26 weeks. Twin pregnancy. Transferred 
from another hospital at 24 weeks with an A.P.H. and S.R.O.M. Continued to pass blood 
stained liquor. Took own discharge. Returned 4 days later and delivered twin female infants 
both weighing 1.1 kilograms. Twin 1 died 2 days later. Twin 2 survived. 

Post-mortem: 1. Cerebral haemorrhage — I.V.H. 
2. Pulmonary atelectasis. 

(71) B.59538. Para l+0. Age 27. S.E.2. Gestation 26 weeks. Booked at 19 weeks gestation. 
Emergency admission at 26 weeks with ruptured membranes and prolapsed arm. Emergency 
L.S.C.S. and delivery of male infant weighing 1.06 kilograms born with Apgar scores of 2 
and 9. N.N.D. 7 days. 

Post-mortem: 1. Intra-ventricular cerebral haemorrhage. 
2. Pulmonary emphysema. 

(72) B.61959. Para l+0. Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour at 26 weeks 
gestation. Twin II breech delivery of male infant weighing 860 grams which died 3 days after 
delivery. 

Post-mortem: Cerebral I.V.H. 
2. Pulmonary immaturity and hyaline membrane disease. 

Comment: Twin I also died but the main cause of death was respiratory dysfunction. 

(73) N.B.70554. Para l+0. Age 22. S.E.3. Gestation 34 weeks. Admitted with S.R.O.M. 
and irregular contractions. C.T.G. occasional Type I dips and later prolonged Type II dips. 
Delivered by emergency L.S.C.S. of male infant weighing 1.675 kilograms, born with Apgar 
scores of 5 and 9 respectively. Baby died 14 hours after delivery. 

Post-mortem: Cerebral haemorrhage and hyaline membrane disease. 

Congenital Malformations 

Congenital malformations accounted for 13 of the 27 early neonatal 
deaths. The site of the abnormality was as follows: 

Central Nervous System 
Renal Tract 
Respiratory Tract 
Gastro-Intestinal Tract 
Cardio-Vascular System 
Multiple Anomalies ... 

Central Nervous System (5) 
(74) B.70511. Para 0+0. Age 29. S.E.2. Gestation 28 weeks. Booked at 23 weeks. Spon

taneous labour 28 weeks and delivered an anencephalic female infant weighing 624 grams 
who died shortly after birth. 

Post-mortem: Refused. 

(75) B.64952. Para 0*2. Age 20. S.E.4. Gestation 28 weeks. Booked clinic at 14 weeks 
following threatened abortion at 9 weeks. Anencephaly diagnosed at 17 weeks. Several 
admissions with mid-trimester bleeding. Prostaglandin induction. Delivered female anence
phalic infant weighing 794 grams, with Apgar scores of 1 and 1. 

Post-mortem: Refused. 
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(76) B.47636. Para 2+2. Age 25. S.E.7. Gestation 37 weeks. Smoked 20/day. Booked at 22 
weeks. Brief admission with depression and marital problems. Spontaneous labour at 37 
weeks. Hydrocephalus diagnosed and confirmed by ultrasound. Hydrocephalus drained. 
Spontaneous vaginal delivery of female infant weighing 2.41 kilograms with massive hydro
cephalus. N.N.D. minutes. Mother had spontaneous symphysiotomy. 

Post-mortem: Hydrocephalus. 

(77) B.40250. Para 4+1. Age 28. S.E.7. Gestation 39 weeks. Booked at 32 weeks. Scan? 
hydrocephaly with ? normal spine. S.O.L. at 39 weeks. Delivered live-born male infant 
weighing 3.44 kilograms. Died at 5 minutes. 

Post-mortem: Hydrocephalus and myelomeningocoele. 

(78) B.62607. Para l+0. Age 21. S.E.8. Gestation 40 weeks. Booked at 30 weeks. Spon
taneous labour at term. Spontaneous delivery of female anencephalic infant weighing 2.410 
kilograms. Died at 12 minutes. 

Post-mortem: Anencephalus. 

Renal Tract (3) 

(79) N.B.71291. Para 0*°. Age 24. S.E.4. Gestation 32 weeks. Booked for delivery in 
Newry. Admitted with contractions. Orcipienline and Dexamethasone given. Progressed in 
labour. Assisted breech delivery of a live female infant weighing 1.57 kilograms who collapsed 
at 25 minutes of age and failed to respond to resuscitation. 

Post-mortem: 1. Bilateral renal agenesis 
2. Severe pulmonary haemorrhage 
3. Prematurity. 

(80) B.63325. Para 0+0. Age 21. S.E.4. Gestation 34 weeks. Smoked 5/day. Booked at 13 
weeks. Suspected I.U.G.R. at 29 weeks. Scan S.F.D. No urine in fetal bladder. Scantv liquor. 
Breech. Spontaneous labour at 34 weeks. L.S.C.S. for fetal bradycardia. Live mafe infant 
weighing 1.51 kilograms. Renal agenesis. Neonatal death at 36 hours. 

Post-mortem: Refused. 

(81) B.64820. Parar0 . Age 29. S.E.4. Gestation 34 weeks. Booked at 20 weeks. C.A.N.C. 
Admitted at 34 weeks with no fetal movement. Clinically S.F.D. C.T.G. — irregular F.H. 
with dropped beats. Emergency Caesarean section. Delivered live female infant weighing 
1.24 kilograms. Lived 53 minutes. 

Post-mortem: 1. Congenital cystic kidneys, aglomerular type 
2. Imperforate anus 
3. Prematurity 
4. Generalised congention and oedema. 

Respiratory Tract (2) 

(82) B.43713. Para 3+0. Age 33. S.E.2. Gestation 39 weeks. Uneventful ante-natal course. 
Spontaneous vertex delivery of female infant weighing 2.74 kilograms, bathed in meconium 
with multiple abnormalities. Baby died in unit after 9 hours. 

Post-mortem: Congenital Anomalies — Left diaphragmatic hernia 
Bilateral cleft palate. 

(83) B.64401. Para l+0. Age 28. S.E.I. Gestation 42 weeks. L.S.C.S. 1982 — breech — 
small for dates. Normal pregnancy throughout. Surgical induction at T+14. Forceps delivery 
of a male infant weighing 2.89 kilograms. N.N.D. 6 hours. 

Post-mortem: Diaphragmatic hernia with gastric necrosis. 

G.I.T. (I) 

(84) N.B.69813. Para T\ Age 26. S.E.2. Gestation 30 weeks. Transferred from another 
hospital at 26 weeks with A.P.H. and ruptured membranes. Continued to drain liquor and 
intermittent A.P.H. U.S. suggested exomphalos. At 30 weeks spontaneous labour. Assisted 
breech delivery of infant weighing 1.361 kilograms, of indeterminate gender with exomphalos. 
N.N.D. 2 minutes. 

Post-mortem: 1. Exomphalos. 
2. Pulmonary Hypoplasia. 
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Cardio-Vascular System (1) 

(85) B.68383. Para 3+2. Age 33. S.E.3. Gestation 37 weeks. Unsure of dates. Booked at 19 
weeks by scan. Hb. 8.5 g/dl on booking. Admitted in spontaneous labour at 38 weeks. Normal 
delivery of female infant weighing 2.050 kilograms. Baby had cyanotic congenital heart disease 
and was transferred to Crumlin. 

Post-mortem: Congenital heart. 

Multiple Anomalies (1) 

(86) N.B.69962. Para 3+0. Age 39. S.E.2. Gestation 32 weeks. Transferred by country 
hospital for management of severe hydramnios at 30 weeks. Twenty-four hours following 
admission onset of premature labour and tocolysis commenced. X-ray and ultrasonic scanning 
revealed no evidence of F/A. Amniocentesis necessary 11 days following admission. Labour 
commenced 14 days following transfer. S.V.D. of live female infant weighing 2.7 kilograms 
born with multiple abnormalities. 

Post-mortem: Refused. 

29 



Analysis of Perinatal Mortality 1978-84 

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 

1978 

135 

17.8 

57 

43 

6 

4 

35 

26 

37 

27 

1979 

134 

17.4 

57 

43 

2 

2 

27 

20 

48 

35 

1980 

119 

15.3 

52 

44 

5 

4 

16 

13 

46 

39 

1981 

110 

15.0 

41 

37 

8 

7 

26 

24 

35 

32 

1982 

82 

11.8 

35 

43 

2 

3 

14 

17 

31 

37 

1983 

88 

13.6 

42 

48 

2 

2 

12 

14 

32 

36 

PERINATAL MORTALITY EXCLUDING CONGENITAL MALFORMATIONS 

1984 

86 

13.6 

42 

49 

7 

8 

14 

16 

23 

27 

Total 

754 

15.0 

326 

44 

32 

4 

144 

19 

252 

33 

Total Normal Babies 7,510 7,612 7,685 7,265 6,884 6,435 6,280 49,671 

Stillbirth Rate ,.. 8.4 7.7 7.5 6.7 5.6 6.7 7.8 7.2 

Neonatal Death Rate 4.6 3.5 2.1 3.5 2.0 1.9 2.2 2.9 

Perinatal Mortality Rate 13.0 11.2 9.6 10.2 7.6 8.7 10.0 10.1 



Statistical Analysis of Perinatal Deaths 1978-84 

<20 years 
20-24 years 
25-29 years 
30-34 years 
35-39 years 
40+ years 

Total mothers delivered: 49,300 
Total babies born: 49,923 

Total perinatal deaths: 754 

Age Group 

1 
.1 

2,448 
1,354 
6,653 
2,383 
5,316 
1,146 

% Hospital 
population 

5 
23 
34 
25 
11 
2 

Perinatal 
Deaths 

45 
153 
209 
206 
101 
40 

Perinatal 
Mortality 

Rate 
18.3 
13.4 
12.5 
16.6 
18.9 
34.9 

Parity 

0 
1,2,3 
4+ 

500-1,OOOg. ... 
1,001-1,500g.... 
l,501-2,000g.... 
2,001-2,500g.... 
2,501-3,000g.... 
3,001-3,500g.... 
3,501-4,000g.... 
4,001-4,500g.... 
4,501g. + 

20-23 weeks ... 
24-27 weeks ... 
28-31 weeks ... 
32-36 weeks ... 
37-41 weeks ... 
42+ weeks ... 

1 
2 
3 
4 
5 
6 
7 
8 
9 
not known 

14,610 
28,710 
5,980 

Birth 

181 
338 
533 

1,661 
6,735 

17,530 
16,332 
5,524 
1,089 

30 
58 
12 

Weight 

0.4 
0.7 
1.1 
3.3 

13.4 
35 
33 
11 
2.1 

Gestation 

221 
124/ 
261 

1,860 
45,340 

2,316 

0.3 

0.5 
3.7 

90.9 
4.6 

Socio-Economic Group (1983-84) 

749 
1,796 
1,644 
3,973 

970 
702 

1,377 
988 
261 
146 

5.9 
14.3 
13.0 
31.5 
7.7 
5.6 

10.9 
7.8 
2.1 
1.2 

229 
393 
132 

151 
149 
107 
97 
88 
91 
45 
21 

5 

22 
95 

115 
213 
273 
36 

20 
25 
15 
58 
11 
10 
23 
14 
3 

— 

15.6 
13.6 
22.0 

834 
440 
200 

58.3 
13.0 
5.1 
2.7 
3.8 
4.5 

1,000 
766 
440 
114 

6.0 
15.5 

26.7 
13.9 
9.1 

14.5 
11.3 
14.2 
16.7 
14.1 
11.4 
— 
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Perinatal Mortality 1978-84 
Between 1978 and 1984 a total of 49,300 mothers delivered 49,923 infants 

weighing more than 500 grams; 754 babies were born dead or died within 
seven days of delivery. This chapter presents a general review of perinatal 
mortality during the seven years of my mastership and compares the 
outcome of the first three years (1978-1980) with that of the last three years 
(1982-84). Separate analyses of perinatal mortality in relation to specific 
obstetric complications are made in subsequent chapters. 

Ninety five per cent confidence limits for perinatal mortality during each 
three year period were established using the following formula: 

Confidence limit = P±1.96 v P(l-P) 

where P = perinatal mortality and n = number of babies (Black and 
MacFarlane, 1982). Changes m perinatal mortality were deemed to be 
significant (p<0.05) only when confidence limits during each three year 
period did not overlap. 

The incidence of pregnancy complications during the seven years was 
also assessed. The rates noted between 1978-80 were compared with those 
recorded between 1982-84 using the Chi-square test and the following 
formula with one degree of freedom: 

2 = (ad-bc)2(a+b + c + d) 
(a+b)(c+d)(b + d)(a+c) 

where a=total mothers delivered between 1978-80; 
b = number of patients with specific complication between 1978-80; 
c=total mothers delivered between 1982-84; and 
d = number of patients with specific complication between 1982-84. 

Results 

The statistical analysis on page 31 presents an overall summary of 
perinatal mortality between 1978 and 1984 in relation to maternal age, 
parity, socio-economic group, as well as gestation and birth weight. 

Maternal age: 
Perinatal mortality was lowest in mothers aged 25-29 years. The mortality 

rate in this age group was found to be significantly lower (p<0.05) than 
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that recorded in mothers aged 35-39 years and over 40 years; the rates 
noted for mothers in other age groups were not significantly higher than 
that found in mothers aged 2>29 years. 

Table I compares perinatal mortality and maternal age in the two periods 
1978-80 and 1982-84: 

TABLE I 

Perinatal mortality and maternal age between 1978-80 and 1982-84 

1978-80 
Age (yrs) Mothers PND* PMR ± CLf 

<20 1,142 24 21.0 ± 8.3 
20-24 5,381 80 14.8 ± 3.2 
25-29 7,725 109 14.1 ± 2.6 
30-34 5,668 110 19.4 ± 3.5 
35-39 2,213 44 19.8 ± 5.8 
40+ 505 21 41.5 ±17.3 

Total 22,634 388 17.1 ± 1.6 

1982-84 
Mothers PND* PMR ± CLt Significance 

928 14 15.0 ± 7.8 N.S. 
4,315 49 11.3 ± 3.1 N.S. 
6,514 67 10.2 ± 2.4 N.S. 
4,896 65 13.2 ± 3.1 N.S. 
2,317 47 20.2 ± 5.7 N.S. 

463 14 30.2 ±15.5 N.S. 
19,433 256 13.1 ± 1.5 <0.05 

*PND = Perinatal deaths 
tPMR±CL = Perinatal Mortality Rate ± Confidence Limits 

This table demonstrates that the perinatal mortality between 1982-84 was 
significantly lower (p<0.05) than that noted between 1978-80. However, 
no significant reduction was recorded in any single age group, probably 
due to the fact that the number of mothers in each age group was fairly 
small and the confidence limits for perinatal mortality were correspondingly 
high. Nonetheless, the overall significant reduction was gratifying. 

Parity: 
As expected the lowest perinatal mortality was recorded in mothers 

having their second, third or fourth child. Perinatal mortality in this group 
was not different to that in primigravidae but was significantly Tower 
(p<0.05) than the rate amongst the para 4+ group of mothers. Likewise, 
the rate in primigravidae was significantly lower (p<0.05) than that of the 
para 4+ mothers. 

Table II summarises perinatal mortality in relation to parity in the two 
periods 1978-80 and 1982-84. The perinatal mortality rate was significantly 
lower (p<0.05) amongst primigravidae in the latter three years as well as 
being reduced overall. Trie reductions noted in parous mothers was not 
significant. 

TABLE II 

Perinatal mortality and parity age between 1978-80 and 1982-84 

1978-80 
Parity Mothers PND PMR ± CL 

0 6,631 125 18.8 ± 3.2 
1,2,3 13,243 190 14.3 ± 2.0 
4+ 2,760 73 26.4 ± 5.9 

Total 22,634 388 17.1 ± 1.6 

1982-84 
Mothers PND PMR ± CL Significance 

5,868 71 12.1 ± 2.7 <0.05 
11,173 137 12.2 ± 2.0 N.S. 
2,392 48 20.0 ± 5.6 N.S. 

19,433 256 13.1 ± 1.5 <0.05 

Gestation: 
The lowest perinatal mortality was, as expected, found between 37 and 

41 weeks gestation. The rate at this gestation was significantly lower 
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(p<0.05) than that found at all other gestation periods; it is of interest to 
note that the perinatal mortality rate beyond 42 weeks gestation was 
significantly worse than between J7 and 41 weeks. 

Table III summarises perinatal mortality and gestational age at delivery 
between 1978-80 and 1982-84. The perinatal mortality rate was lower 
between 1982-84 for all gestations beyond 23 weeks; however, this reduction 
was significant (p<0.05) only between 32 and 36 weeks and after 42 weeks 
gestation. 

TABLE III 
Perinatal mortality and gestation between 1978-80 and 1982-84 

1978-80 
Gestation Deliveries PND PMR ± CL 
20-23wks 13 13 1,000 
24-27wks 55 45 818 ±101 
28-31wks 129 62 480 ± 86 
32-36wks 677 102 150 ± 26 
37-41wks 21,113 139 6.5 ± 1.0 
42+ 951 27 28.3 ± 10 

Total 22,938 388 16.9 ± 1.6 

1982-84 
Deliveries PND PMR ± CL Significance 

6 6 1,000 N.S. 
46 35 760 ±123 N.S. 
97 34 350 ± 94 N.S. 

901 81 89 ± 18 <0.05 
17,686 93 5.2 ± 1.0 N.S. 

949 7 7.3 5.4 <0.05 
19,685 256 13.0 ± 1.5 <0.05 

Socio-economic Group: 
The data relating to socio-economic groups and perinatal mortality (page 

31) only consider the years 1983 and 1984; such information prior to those 
years was not recorded. The lowest perinatal mortality was found in mothers 
of socio-economic group III; their rate was significantly lower (p<0.05) 
than that recorded in socio-economic group I but no different to that found 
in any other group. 

Birth Weight: 
Perinatal mortality was lowest in babies of birthweight 3,501-4,000g; the 

rate in babies of this birthweight (2.7 ±0.7) was significantly lower (p<0.05) 
than that of babies in all lighter birth weight groups but not significantly 
lower than that of heavier babies. 

Table IV summarises the mortality rate in normal stillborn infants 
delivered between 1978-80 and 1982-84. Babies with lethal congenital 
malformations have been omitted from this table. 

TABLE IV 
Normal stillbirths and birth weight between 1978-80 and 1982-84 

1978-80 
Total 

Weight (g) Normal S.B. MR ± CL 
Births 

500-1000 71 31 436 ± 115 
1001-1500 129 22 170 ± 64 
1501-2000 207 19 91 ± 39 
2001-2500 778 24 30 ± 11.9 
2501-3000 3,104 35 11.2 ± 3.7 
3001-3500 8,014 33 4.1 ± 1.3 
3501-4000 7,484 10 1.3 ± 0.8 
4001-4500 2,533 2 0.7 ± 1.0 
4501+ 487 2 4.1 ± 5.6 

Total 22,807 178 7.8 ± 1.1 

1982-84 
Total 

Normal S.B. MR ± CL Significance 
Births 

60 30 500 ± 126 N.S. 
108 15 138 ± 65 N.S. 
208 20 96 ± 40 N.S. 
611 22 36 ± 14 N.S. 

2,632 13 4.9 ± 2.6 N.S. 
6,879 15 2.1 ± 1.0 N.S. 
6,491 10 1.5 ± 0.9 N.S. 
2,155 7 3.2 ± 2.3 N.S. 

455 Nil Nil N.S. 
19,599 132 6.7 ± 1.1 N.S. 
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There was no significant reduction in the stillbirth rate for normal infants 
during the two periods examined. However, if the infants weighing 2,501-
3,500 were considered together instead of in two groups as in the table, 
then the reduction in the stillbirth rate (from 6.1 ± 1.4 to 2.9± 1.0) amongst 
these infants was significant (p<0.05). 

Table V summarises the mortality rate in normal live-born infants 
delivered between 1978-80 and 1982-84. Live-born infants who died of 
lethal congenital malformations have been excluded from this table. 

TABLE V 

Normal neonatal deaths and birth weight between 1978-80 and 1982-84 

1978-80 
Total 

Weight (g) N ^™ a l NND MR ± CL 
Births 

500-1000 40 31 775 ± 129 
1001-1500 107 21 196 ± 75 
1501-2000 188 6 31 ± 2 4 
2001-2500 754 4 5.3 ± 5.1 
2501-3000 3,069 6 1.9 ± 1.5 
3001-3500 7,981 3 0.3 ± 0.3 
3501-4000 7,474 2 0.2 ± 0.3 
4001-4500 2,531 2 0.7 ± 1.0 
4501+ 485 1 2.0 ± 3.9 

Total 22,629 76 3.3 ± 0.7 

1982-84 
Total 

NLi\eal N N D M R ± C L Significance 
Births 

30 17 566 ± 177 N.S. 
93 9 96 ± 59 N.S. 

192 5 26 ± 22 N.S. 
589 2 3.3 ± 4.4 N.S. 

2,619 1 0.3 ± 0.7 N.S. 
6,864 1 0.1 ± 0.2 N.S. 
6,481 1 0.1 ± 0.2 N.S. 
2,148 1 0.4 ± 0.8 N.S. 

455 1 2.1 ± 4.2 N.S. 

19,467 38 1.9 ± 0.6 <0.05 

There was a significant reduction (p<0.05^) in the neonatal death rate of 
normal infants during the periods examined. This reduction was evident, 
not in a definite birth weight group, but in the total number of neonatal 
deaths. Although the neonatal death rate of low birth weight infants was 
reduced in the second three year period the reduction in this group of 
infants was not significant, probably due to the small number of babies. 

Congenital Malformations 
Lethal congenital malformations have long been the major cause of 

perinatal death in the hospital. Table VI summarises the perinatal deaths 
due to major fetal abnormality in the seven years. 

TABLE VI 

Perinatal mortality and congenital malformations 1978-84 

1978 1979 1980 1981 1982 1983 1984 Total 
Deliveries 7,547 7,660 7,731 7,300 6,915 6,467 6,303 49,923 
Fetal abnormality 37 48 46 35 31 32 23 252 
P.M.R. 4.9 6.2 5.9 4.6 4.4 4.9 3.6 5.0 

1978-80 1982-84 
P.M.R. ± CL. 5.7 ± 0.9 4.3 ± 0.9 

Two hundred and fifty-two of the 49,923 infants born between 1978-84 
died because of a major congenital anomaly, a rate of 5.0/1,000. Although 
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the perinatal mortality rate associated with congenital defects fell from 5.7 
between 1978-80 to 4.3 between 1982-84 this decrease was not statistically 
significant. 

Intra-partum Deaths 
Table VII summarises intra-partum deaths during the seven years. 

TABLE VII 

1978 1979 1980 1981 1982 1983 1984 Total 
Babies born 7,547 7,660 7,731 7,300 6,915 6,467 6,303 49,923 
Deaths: 

<37 weeks 3 1 Nil 3 1 2 2 12 
>37 weeks 3 1 5 5 1 Nil 5 20 

The deaths included under this heading include all normal stillborn 
infants in whom the fetal heart was present on admission to the delivery 
suite. The number of intra-partum deaths was low with the overall rate 
during the seven years being 0.64 per thousand. There was no significant 
change in the rate of intra-partum deaths during the seven years. 

Comment: 
A significant reduction in perinatal mortality occurred during the seven 

years with the rate dropping from 17.1 between 1978-80 to 13.1 between 
1982-84. This reduction was due to a significant improvement in the outcome 
of primigravid mothers and to a significant reduction in the neonatal death 
rate of normal infants; the decrease in perinatal morality associated with 
congenital malformations was not significant. Although the neonatal death 
rate of low birth weight infants fell considerably during the seven years the 
reduction was not found to be significant probably due to the relatively small 
sample size. The reduced neonatal death rate was probably responsible for 
the significant improvement in the outcome of infants delivered between 
32 and 36 weeks gestation as the stillbirth rate was unaltered. 

The reduction in perinatal mortality, and particularly in neonatal deaths, 
was achieved, as will be seen later in the report, without any increase in 
the rate of Caesarean section; more details are included in the appropriate 
chapter. It is important that such facts are clearly recorded because recent 
years have witnessed a general rise in the Caesarean section rates in other 
countries with little objective evidence to support such a need. 

The raised perinatal mortality in infants of more than 42 weeks gestation 
was disturbing. Prolonged pregnancy has been the commonest indication 
for induction of labour in this hospital throughout the seven years yet this 
practice has apparently failed to reduce perinatal mortality amongst these 
subjects to a satisfactory level. However, it should be noted that in the last 
three years (1982-84) the perinatal mortality rate in pregnancies progressing 
beyond 42 weeks gestation was not significantly higher than that in the 
pregnancies of 37-41 weeks gestation. One hopes that this recent trend is 
maintained in coming years. 

It was disappointing to find that the stillbirth rate for normal infants did 
not improve significantly. The fact that the rate for infants weighing 2,501-
3,500 grams did fall significantly suggests some improvement did occur; the 
lack of any reduction in other birth weight ranges implies that obstetricians 
have made no advance in the recognition and early delivery of the at risk 
baby. This is clearly disappointing and demands urgent assessment if 
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perinatal mortality is to be reduced further in the coming years. One of the 
major problems, in our experience, has been the inability to recognise 
intra-uterine growth retardation and to plan preterm delivery in these 
subjects. It has been suggested that routine ultrasound scanning might 
reduce fetal loss from this complication and it is hoped to shortly commence 
a randomised trial of routine scanning to assess this claim. The routine 
measurement of fundal height at each antenatal visit, combined with more 
time given to each mother, might help to reduce the number of intrauterine 
deaths. 

Perhaps the most alarming finding was the high perinatal mortality in 
mothers of socio-economic group I. These subjects are the most advantaged 
and should have the lowest perinatal mortality rate; clearly the management 
of these patients needs to be monitored more closely. It is true that the 
data relating to socio-economic groups only cover the years 1983 and 1984 
but the trend has been consistent in the two study years. 

One of the few gratifying findings in this seven year review was the low 
rate of intra-partum fetal death. The rate of 0.6 per thousand compares 
very favourably with the rate of 1.2 per thousand recorded recently in a 
Scottish perinatal mortality survey (Mcllwaine and Smalls, 1985). The good 
intra-partum results have been achieved without any significant rise in the 
incidence of operative delivery as will be demonstrated in subsequent 
chapters. It is difficult to expect any further reduction in the rate of intra
partum fetal loss but equally it is important that present standards are 
maintained. 

References: Black, N. and MacFarlane, A. (1982): Methological Kit: Monitoring Perinatal 
Mortality Statistics in a Health District. Community Medicine, 4, 25. 
Mcllwaine G. and Smalls, M. (1985): Perinatal Mortality and Labour. In: The 
Management of Labour, p.301 (Ed. J. Studd). Blackwell Scientific Publications, 
London. 
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Cerebral Irritation 
Thirty two of the 6,303 babies delivered during the year developed 

cerebral irritation exhibiting one or more of the following signs: (1) abnor
mal muscle tone, (2) altered primitive reflexes, or (3) seizures. Nine infants 
had seizures giving an incidence of 1.4/1,000 births. In 12 cases the liquor 
was meconium stained and 11 babies were delivered by Caesarean section. 
It should be noted that, in three instances, babies delivered by elective 
Caesarean section developed cerebral irritability. 

TABLE I 

Main clinical features amongst babies developing Cerebral Irritation 

The main clinical features of the 32 cases are summarised in Table I and 
the relationship between cerebral irritation, parity and gestational age are 
shown in Tables II and III. As reported in 1983 the incidence of cerebral 
irritability was highest in primigravidae and in pregnancies progressing 
beyond 42 weeks gestation. The numbers are too small, however, to draw 
any meaningful conclusions. 
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TABLE II 

Parity and Cerebral Irritation 

Parity 
0 
1-3 
4+ 

Gestation 

Total Births 
1,916 
3,526 

784 

Cerebral Irritation 
17 
10 
5 

TABLE III 

Analysis of Cerebral Irritation According to Gestation 

Total Births Cerebral Irritation 

Incidence 
0.8% 
0.3% 
0.6% 

Incidence 
<37 330 1 0.3% 
37-396 2,347 12 0.5% 
40-406 1,885 7 0.4% 
41-416 1,446 8 0.5% 
42+ 295 4 1.3% 

Total 6,303 32 0.5 
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Paediatric Department 
The highlight of the year was the opening, in May, of the new intensive 

care unit. The facilities provided by this upgraded department will be of 
great benefit to babies and staff. It is anticipated that an increasing number 
of mothers, in whom premature delivery is anticipated, will be transferred 
to the Coombe Hospital so that their babies can be treated in the new unit. 
This will undoubtedly increase the workload in both the obstetric and 
paediatric departments in coming years. 

Nine-hundred and eighty-eight of the 6,244 live born infants (15.8 per 
cent) were admitted to the Special Care Unit for observation and treatment. 
This number remains depressingly high and I feel that the rate of admission 
should be reduced. 

Outcome of infants weighing between 500 and 1500g. 

Fifty seven of the 6,303 babies delivered during 1984 weighed 1500g or 
less; 16 were stillborn and 4 babies born with congenital defects died after 
delivery. Twenty six of the 37 normal live born infants survived, so that 
the survival rate for such infants was 70 per cent. Clinical details of the 26 
survivors are summarised in the following tables. 

TABLE I 
Summary of infants weighing 500—1500 g. 

Total 
57 

STILLBORN 
Normal Abnormal 

4 12 

LIVEBORN 
Abnormal-NND Normal Survived 

4 37 26 

TABLE II 
Liveborn Survivors 

N = 26 
1.18 ±0.21 
(0.73 — 1.48) 

30.2 ± 3.0 
(25 - 37) 

12M 14F 

28.2± 6.5 
(19-38) 

10 

67 ± 27 
(22 - 143) 

AGA = 15 
1.19 ±0.18 
(0.73-1.42) 

28.7 ± 1.95 
(25-31) 

6M9F 

28.2 ± 6.7 
(19-38) 

4 

72 ± 21 
(38 - 120) 

SGA = 11 
1.16 ±0.26 
(0.73-1.48) 

32.2 ± 3.12 
(26-37) 

6M5F 

28.4 ± 6.5 
(19-38) 

6 

61 ± 34 
(22 - 143) 

Birthweight (Mean ± SD) 
Range (kg.) 

Gestation (Mean ± SD) 
Range (weeks) 

Sex 

Maternal Age (Mean ± SD) 
Range (years) 

Smokers 

Duration of stay 
(Mean ± SD) 
Range (days) 
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N 

15 AGA 
11 SGA 

TABLE III 
Maternal Complications During Pregnancy 

Recurrent p E T Multiple 
Bleeding Pregnancy 

0 1 5 
0 3 3 

Heart 
Disease 

0 
0 

TABLE IV 
Mode of Delivery 

N 

15 AGA 
IISGA 

Apgar Score 

15 AGA 
IISGA 

Resuscitation 

15 AGA 
IISGA 

SVD 

7 
3 

Forceps 

0 
0 

Breech 

5 
3 

Elective 
L.S.C.S. 

1 
5 

TABLE V 
Condition at Birth and Resuscitation 

1 Min. 

6 ±2.2 
7.6 ±1.4 

Mucous Extraction+0: 

4 
5 

5 

8.7 
9.5 

Bag 

Mins. 

± 1.2 
± 0.6 

& Mask 

3 
2 

Emergency 
L.S.C.S. 

2 
2 

Intubation 

8 
4 

TABLE VI 
Respiratory Complications 

15 AGA 
IISGA 

*IRDS 

13 
5 

Apnoea 
Early Late 

9 3 
5 0 

Pneumothorax 

2 
1 

*BPD/*PIE 

2 
1 

Pneumonia 

4 
2 

*IRDS—Idiopathic Respiratory Distress Syndrome 
*BPD—Bronchopulmonary Dysplasia 
*PIE—Pulmonary Interstitial Emphysema 

TABLE VII 
Management of Respiratory Disorders 

0^ Onlv CPAP 
Only 

IPPV 

<7 days >7 days 

Theophylline U.A.C. 

15 AGA 4 
11 SGA 3 
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Outborn Babies 500-1500g. 

Twelve of the 48 outborn infants transferred to the Coombe Hospital 
weighed less than 1500g and 10 of them survived. Three of the twelve were 
transported by the Coombe Hospital transport team who travelled up to 
80 miles to collect the babies; one was transported by the referral hospital 
paediatric team (St. James's); and eight were transported by a nurse 
supplied by the referral hospital. The two babies who died both had had 
severe asphyxia at birth at 27 and 29 weeks respectively and one also had 
pulmonary hypoplasia. 

In many instances the duration of stay was longer than desirable and this 
was mainly due to the fact that the referring hospitals were unable to take 
back babies who did not require acute medical help but required extra time 
in order to achieve a reasonable weight before discharge home. It would 
be anticipated that with more paediatricians being appointed to units 
delivering babies that such babies could be returned at an earlier stage and 
this would also facilitate parents who often have to travel long distances to 
visit their baby. 

There were 10 liveborn survivors 7 of whom were appropriate for ges
tational age and 3 small for gestational age: the following tables describe 
the details related to these babies. 

TABLE XII 
Liveborn Survivors 500—1500g. 

Mean birthweight (grams) 
± SD 
Range 

Mean gestation (weeks) 
± SD 
Range 

Mean Maternal Age (vears) 
± SD 
Range 

N = 10 
1231 
165.4 

(1000-1460) 
29.9 
2.13 

(28 - 34) 

26.9 
± 5.89 
(18 - 34) 

Mean duration of stay (days) 58.8 
± SD ±29 
Range (1-89) 

AGA = 7 
1225 
152 

(1040 - 1430) 

28.7 
0.75 

(28 - 30) 

26.7 
± 6.36 
(18 - 34) 

58.7 
±33.5 
(1 - 89) 

SGA = 3 
1243 
231.1 

(1000-1460) 

32.6 
32.6? 
(31 - 34) 

27.3 
±5.8 
(23 - 34) 

59 
±20.5 
(38 - 79) 

TABLE XIII 
Maternal Complications During Pregnancy 

Recurrent 
Bleeding PET Multiple 

Pregnancy 
Prolonged 

ROM Other 

7 AGA 
3SGA 

*UTI 
tNephrotic Syndrome 

TABLE XIV 
Mode of Delivery 

SVD Breech Ventouse 
L.S.C.S. 

Emergency 
7 AGA 
3SGA 
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TABLE XV 

Condition on Arrival 

N=10 AGA SGA = 3 

Mean temperature (0°C) 36.44 
± SD 2.4 
Range (30—38.8) 

Mean systolic B.P. (mmHg) 63 
± SD 11.6 
Range (50—92) 

Dextrostix (mean) (MMOL/L) 6.6 
± SD 3.3 
Range (3.7—13.7) 

Initial pH (Mean) 7.31 
± SD 0.08 
Range (7.18—7.42) 

36.1 
2.9 

(30—38.8) 

61.8 
13.8 
(50—92) 

37 
0.55 

(36.5—37.6) 

65.6 
4 

(62—70) 

6.1 
3.4 
(3.7- -13.7) 

7.7 
3.4 
(3.7- -9.7) 

7.30 
0.09 
(7.18—7.42) 

7.37 
0.03 
(7.35—7.40) 

N 

7 AGA 
3 SGA 

N 

7 AGA 
3 SGA 

N 

7 AGA 
3 SGA 

N 

7 AGA 
3 SGA 

7 AGA 
3 SGA 

TABLE XVI 

Respiratory Disorders 

RDS Apnoea Pneumonia 
Early Late 

4 
2 

5 
0 

0 1 
0 1 

Pneumothorax 

2 
0 

TABLE XVII 

Management of Respiratory Disorders 

02 Only 

3 
1 

Affected 

5 
2 

CPAP Only 
<7 days 

0 1 
0 1 

TABLE XVIII 

Patent Ductus Arteriosus 

Fluid Restriction Only 

3 
2 

TABLE XIX 

Jaundice and Anaemia 

[PPV 
>7 days 

2 
0 

Indomethacin 

2 
0-

BPD/PIE 

2 
0 

Theophylline 

5 
11 

Surgery 

0 
0 

Phototheraphy Exchange Transfusion Top-Up Transfusion 

5 
3 

NEC 
I 

2 2 
0 

1 
1 

TABLE XX 

Other Problems 

I.V.H. Hypoglycemia 
II III IV Shunt 

1 0 1 0 
0 

0 
1 

6 
3 

Hypocalcemia 

3 
1 

Note: 1 baby had documented septicimia, due to staph, albus. 
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Congenital Abnormalities 
The following table summarises the number, type and outcome of babies 

born with congenital malformations. 

Anencephaly 
Spina Bifida and Hydrocephalus 
Spina Bifida 
Hydrocephalus 
Nervous System—Other 
Eye Anomalies 
Congenital Heart Disease 
Cleft Lip and/or Palate 
Oesophagus 
Gastrointestinal Tract 
Undescended Testis 
Hypospadias and Epispadias 
Urinary System 
Congenital Dislocation of the Hip 
Unstable Hip 
Talipes Equinovarus 
Metatarsus Varus 
Talipes Calcaneovalgus 
Limbs Anolamies 
Pierre-Robin Syndrome 
Treacher-Collins Syndrome 
Osteogenesis Imperfecta 
Diaphragmatic Hernia 
Exomphalos 
Down s Syndrome 
Patau's Syndrome 
Translocation 14/17 
Klinefelter's Syndrome 
Laurence-Moon-Biedl Syndrome 
Mytonic Dystrophy 
Arthrogryposis 
Cleft Lip and 
Hypospadias 
Urinary and 
Gastrointestinal Tract 
Hypospadias and 
Urinary 
Hypospadias and 
Gastrointestinal Tract 
Multiple Anomalies 
Congenital Hypothyroidism 
Galactosaemia 
Congenital Adrenal Hyperplasia 

740 
741.0 
741.9 
742.3 
742 
743 
745 
749 
750 
751 
752.5 
752.6 
753 

Total 
8 
9 
2 
1 
3 
1 

29 
4 

10 
3 

15 
14 
11 

754.30 
754.3 1 38 
754.50 51 
754.52 36 
754.60 23 
755 5 
756.03 1 
756.04 1 
756.50 1 
756.6 1 
756.70 2 
758 
758.1 
758.5 
758.71 

8 
1 
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Late Neonatal Deaths 
There were 8 late neonatal deaths, five of them being associated with 

congenital defects. The case summaries are as follows: 

(87) Para 0"rl. Age 24. Gestation Term + 15 days. Birth weight 3.15 kilograms. Apgar 
Score: 5 at 1 and 8 at 5 minutes. Breech presentation. Failed E.C.V. at term. Admitted at 
Term + 7 days with mild hypertension. Spontaneous onset of labour. At ARM, liquor was 
meconium stained. Assisted breech delivery of male infant. Suctioned and intubated at birth. 
Required full ventilation with high pressures and rates from birth. Chest X-ray showed severe 
meconium aspiration. Baby developed bilateral pneumothoraces requiring drainage. Despite 
full support there was gradual deterioration in respiratory condition, with added complication 
of Pseudomonas chest infection. Died on day 11. 

Post-mortem: Generalised visceral congestion and oedema. Pneumonitis and hyaline 
membrane disease of lungs. 
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(88) Para 0+0. Age 22. Gestation Term. Birth weight 3.25 kgs. Apgar score: 8 at 1 and 9 
at 5 minutes. S.V.D. Female infant with Spina Bifida and hydrocephalus. Large lumbar 
myelomeningocoele present. Conservative course taken. Baby gradually deteriorated. Died 
on day 29. 

(89) Para 3+2. Age 33 years. Gestation Term. Birth weight 2.05 kgs. Apgar score: 8 at 1, 
5 at 3 and 8 at 5 minutes. S.V.D. Intubated at delivery. Cyanosed on day 1. Diagnosis of 
congenital heart disease made and baby commenced on Prostaglandin infusion. Transferred 
to Our Lady's Hospital, Crumlin where diagnosis of Pseudotruncus Arteriosus was made. No 
active management was indicated. Baby transferred back to Coombe Hospital. Died on day 
8. 

(90) Para 4+5. Age 37 years. Gestation Term. Birth weight 3.6 kgs. Apgar score: 9 at 1 and 
10 at 5 minutes. Hypertensive throughout pregnancy. Treated with a Beta Blocker S.V.D. 
Female infant. Absent femoral pulses noted on routine examination on day 5. Diagnosis of 
Coarctation of Aorta with early cardiac failure made. Digitalised and transferred to Our 
Lady's Hospital, Crumlin. In spite of surgery baby continued to deteriorate. Died on day 17. 

(91) Para l+0. Age 37 years. Gestation 31 weeks. Birth weight 1.2 kgs. Apgar scores: 2 at 
1, 4 at 5 and 6 at 10 minutes. Previous baby born at 32 weeks gestation. Early neonatal death. 
No post-mortem. Polyhydramnios noted in this pregnancy. Emergency Caesarian section 
because deceleration in foetal heart rate noted during a scan. Admitted to S.C.B.U. Congenital 
myotonic dystrophy diagnosed. Ventricular dilatation present. Required full ventilatory 
support and exchange transfusion for jaundice. No improvement in condition over 2 weeks 
therefore ventilatory support gradually withdrawn and baby died within 24 hours. 

Post-mortem: Consistent with diagnosis of Myotonic Dystrophy. 

(92) Para 2+0. Age 19 years. Gestation 31 weeks. Birth weight 1.36 kgs. Apgar score: 9 at 
1 and 10 at 5 minutes. Mother had two previous premature deliveries. Heroin addict. Breech 
delivery. Admitted to S.C.B.U. Developed severe RDS requiring full ventilation. Subsequent 
course complicated by pneumothorax, patent ductus arteriosus with cardiac ventricular 
dilatation, convulsions, and jaundice necessitating exchange transfusion. Died on day 29. 

Post-mortem: Cerebral haemorrhage and cyst formation. Pulmonary atelectasis. Candida 
both lungs and stomach. Blood culture sterile. 

(93) Para 2+0. Age 19 years. Gestation: unsure of dates, 34 weeks by Dubowitz score. Birth 
weight 2.96 kgs. Apgar score: 9 at 1 and 10 at 5 minutes. Second child had convulsions at 6 
weeks of age. S.V.D. Female infant. Admitted to S.C.B.U. at delivery because of prematurity 
and tachypnoea. Chest X-Ray showed shallow pneumothorax. Treated with oxygen by hoocl. 
Transferred to post natal ward at 3 days and home at 1 week. At 2 weeks of age weight gain 
less than expected. Examination normal. 2 days later readmitted to S.C.B.U. from clinic 
because mother complained that baby was sleepy, vomiting and had heavy breathing. Examin
ation normal apart from pallor. Chest X-Ray snowed slight infiltrate right lower lobe. Baby 
fed well in unit and appeared healthy. 2 days later found dead in cot. No response to 
resuscitation. Fed at least 2 hours prior to this and had been well 15 minutes before when 
seen on routine nursing round. 

Post-mortem: Acute pulmonary oedema following aspiration of gastric contents. 

(94) Para 0+0. Age 35 years. Gestation Term + 3 days. Birth weight 4.33 kgs. Apgar score: 
7 at 1 and 8 at 5 minutes. Cephalic presentation. Ventouse extraction. Male infant with large 
lumbar myelomeningcoele and hydrocephalus. Conservative course taken. Baby gradually 
deteriorated. Died on day 19. 
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Paediatric Assessment Unit 
The Paediatric Assessment Unit is responsible for the later care and 

management of infants who have required neonatal special care, and who 
are considered to be at risk for future development. It is particularly 
concerned with the early detection of disorder or dysfunction which could 
contribute to later handicap, and to treatment aimed at preventing or 
ameliorating handicap. Sucn infants include the very low birth weight 
premature infant, infants whose intra-uterine growth has been retarded, 
and in particular the infant who has suffered perinatal asphyxia or shown 
evidence of cerebral dysfunction. Present day perinatal care, with its policy 
of vigorous intervention and the use of life support mechanisms, has ensured 
that many more of these problem babies now survive. 

The Paediatrician is responsible for evaluating the special needs of these 
babies and for correlating ancillary services. Management of patients is 
on an ambulatory care basis, the assessment clinic providing paediatric 
assessment, dietry and haematologic assessment at each visit. Assessment 
of motor function and neurodevelopment training is provided by the 
physiotherapy services. If special investigations or assessments are required, 
or if long-term management is necessary, patients are referred to other 
centres. Through the services offered, parents are enabled to care for their 
children in their own homes. The role of the assessment unit is therefore 
supportive to the family, and greatly reduces the need for in-patient care. 

Figures for 1984 are shown with the figures for 1983 in parenthesis:— 

Number of patients attending 589 (668) 
Total number of visits 1,148 (1,217) 
Additional visits for haematologic and dietetic 
assessments 50 (31) 
Number of patients attending physiotherapy 256 (228) 
Referrals to other hospitals or units 244(219) 

Although the number of patients was less than last year, the number of 
visits to the clinic was essentially the same, and the number of referrals to 
physiotherapy and to other hospitals was somewhat hieher. This reflects 
the changing pattern, in that more babies with problem potential are 
surviving and they require more in-depth assessment than was hitherto 
necessary. Further confirmation that we have more problem babies lies in 
the fact that this year the number of referrals for long-term care increased 
for the first time in some years. 

Low birth weight babies, both those who are an appropriate weight for 
gestational age and those whose are small for gestational age, continue to 
be our major concern. As the incidence of severe birth asphyxia in term 
infants becomes less, the small babies assume a proportionately greater 
share of the total. A combination of medical skills and high technology 
ensures the survival of many immature infants who would hitheto have 
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died. Ultrasound particularly by identifying the small poorly grown infants 
plays an important role in their survival. The future of these infants is in 
the dedicated care of people other than their parents, and depends on the 
marshalling of the full resources of the special care unit. Their follow 
through care, though less dramatic is equally important. The infant is 
returned to the care of the parents and now the emphasis is on the quality 
of survival. At this stage the parents need all the advice and support possible 
because ultimately the most important single factor in outcome is the quality 
of parenting. 

The following table illustrates the distribution of patients according to 
birth weight, with figures for 1983 in parenthesis:— 

<1.00 kilogram = 15 (16) 
1.01-1.50 kilograms = 82 (68) 
1.51-2.00 kilograms = 106(113) 
2.01-2.50 kilograms = 91 (127) 

>2.51 kilograms = 294 (343) 
Not weighed = 1 (1) 

The following table illustrates the distribution according to gestational 
age in babies under 1,500 grammes birth weight, with figures for 1983 in 
parenthesis:— 

26 weeks 7 (6) 
27 weeks 11 (12) 
28 and 29 weeks 22 (13) 
30 weeks 25 (16) 

There is an increasing realisation that patterns of growth and develop
ment in premature babies are different, and that the differences are not 
just a function of time. Equating a premature baby with a term baby by 
adjusting for days or weeks is a simplistic approach to a complex situation. 
After birth the immature brain through the senses is exposed to many new 
stimuli which induce maturational change. In addition the process of 
adaptation to extra-uterine life induces organisational changes in the central 
nervous system. The inevitable response to these demands is irregular brain 
development which in turn reads out in irregular patterns of development. 
Whereas in the normal term infant development proceeds in an ordered 
and measurable way, progress in a premature infant is much more erratic 
with periods of apparent stasis followed by sudden bursts of activity. It is 
as though more effort is required to achieve a co-ordinated move forward. 

Effective parents respond intuitively to their child's stage of development, 
gearing their overtures to the child's state of receptivity, and their stimu
lation and teaching to the child's capacity to respond. However, even 
experienced parents because of the irregularity of development may have 
difficulty in responding to their premature infant, and one of the functions 
of the developmental paediatrician is to indicate to the parents the appro
priate level or stimulation, and the areas which require particular emphasis. 

Infants of Gestation 30 weeks and less. 
For the report this year we have reviewed particularly outcome in the 

very immature low birth weight infant. A brief account of the course of 
growth and development up to 2 years of age is given for the 13 infants of 
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gestational age 26 to 30 weeks who were born in 1982, and who therefore 
reached 2 years of age during 1984. We also reviewed the obstetrical 
histories to assess the mode of onset of the premature labour, paying 
particular attention to the presence or absence of antepartum bleeding and 
premature rupture of membranes. These will be compared later with factors 
operative in the premature infants who were more severely affected and 
who required long-term management. In view of the fact that the infants 
had experienced the whole range of complications associated with gross 
immaturity the extent of the postnatal problems appeared to bear very little 
relationship to outcome. Four of the 13 cases were infants transferred to 
the special care unit from other hospitals. The 3 cases marked with an 
asterisk required referral for long-term management, and 2 of these were 
transferred patients. 

26 Weeks Gestation 

*(\) Transfer/M/82. Birth weight 940 grammes. Retrolental fibroplasia diagnosed at 5 
montns of age. Blind. Neuromotor dysfunction. Walked 23 months, unsteady. At 2 years, 
developmental level 15 months, limited by loss of vision. Attends special class at Stewart's 
Hospital, Palmerstown. Mild to moderate mental handicap. Growth at 2 years:—Ht. 3rd 
centile, Wt. less than 3rd centile, H.C. 25-50th centile. Mother is a single parent, well 
motivated. 

Factors: A.P.H. Premature labour. 

(2) 5702/F/82. Birth weight 790 grammes. Grade II-III retrolental fibroplasia — acute 
stage. At 15 months retinae clear, short sighted. Neuromotor dysfunction. At 17? months 
developmental age 15-18 months, not walking but has walking pattern. At 2 years good catch 
up with development around 2 vear level. Growth:—Ht. 3-10th centile, Wt. 3-10th centile, 
H.C. 25-50th centile. 

Factors: Premature labour. 

28 Weeks Gestation 
(3) 55/F/82. Birth weight 1.33 kilogrammes. Grade II I.V.H. Extreme myopia. Very 

irregular development initially. At 1 year around 36 week level. Walked at 18 months. Catch 
up by 2 years. Speech good. Growth:—Ht., 3rd centile, Wt. 3rd centile, H.C. 3-10th centile. 

Factors: Premature labour. 

(4) 270/M/82. Birth weight 1.20 kilogrammes. Grade II I.V.H. bilateral. Very irregular 
development initially with neuromotor dysfunction. At 1 year around 40 week level. Walked 
18! months. At 2 years between 21 and 24 months level. Speech and adaptive good. Improving 
pattern. Growth:—Ht. 10th centile, Wt. 50th centile, H.C. 75-90th centile. 

Factors: Threatened abortion 14 weeks. Premature labour. 

(5) 2215/F/82. Birth weight 1.04 kilogrammes. Irregular developmental patterns. At 1 year 
sitting, not crawling. Otherwise development around age. Walked 15 months. At 2 years 
development around 21 month level. Active child short attention span. Poor eye contact. 
Referral to Child Guidance Centre, Orwell Road. Growth:—Ht. 10th centile, Wt. 10th 
centile, H.C. 10-25th centile. 

Fac/ors/Mid-trimester bleeding. Premature labour. 

29 Weeks Gestation 
*(6) Transfer/F/82. Birth weight 780 grammes. Twin II stillbirth. Septic arthritis of left hip 

associated with congenital dislocation. In harness up to 1 year. Referred to C.R.C. because 
of motor problems. Walked 20! months. At 2 years, development around 21 month level, 
with speech at 18 months. Slight shortening of left leg. Growth:—Ht. less than 3rd centile, 
Wt. less than 3rd centile, H.C. 10-25th centile. No evidence of cerebral palsy. 

Factors: Prolonged rupture of membranes greater than 24 hours. Probably relevant to 
septic arthritis. 
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(7) Transfer/M/82. Birth weight 1.29 kilogrammes. Irregular development initially. At 1 
year development around 40 week level. Walked at 16 months. Investigated in another 
hospital for failure to thrive. At 2 years development around 21 month level. Growth:— Ht. 
10th centile, Wt. 3rd centile, H.C. 10th centile. 

Factors: Premature labour. 

(8) 2200/M/82. Birth weight 1.02 kilogrammes. Grade II left I.V.H. Irregular development 
initially. Very active. Walked 13! months. At 2 years development around age, speech 
advanced at 30 month level. Growth:—Ht. 3-10th centile, Wt. 10th centile, H.C. 9/th centile. 

Factors: Premature labour. 

30 Weeks Gestation. 

(9) Transfer/F/82. Birth weight 1.35 kilogrammes. Marked neuromotor dysfunction up to 
40 weeks. At 1 year active infant with athetoidal movements. Walked at 14 months. At 2 
years development at 21 month level, speech at 18 months. Improving pattern. Growth:—Ht. 
3-10th centile, Wt.l0-25th centile, H.C. 10-25th centile. 

Factors:A.P.H. at 27 weeks. Premature labour. 

(10) 364/M82. Birth weight 780 grammes. Grade I left I.V.H. Very immature and dysma-
ture. Neuromotor dysfunction. Began to improve around 40 weeks. Walked 17 months, not 
seen at 2 years. At 2 years and 9 months very active, development up to age, with good 
speech. Growth:—Ht. 10th centile, Wt. 10th centile, H.C. 10th centile. 

Factors: Three episodes antepartum bleeding. L.S.C.S. forunreactiveC.T.G. andl.U.G.R. 

(11) 2768/M/82. Birth weight 1.30 kilogrammes. Grade I I.V.H. Bilateral herniorrhaphy 
at 3 months. With foster parents who wish to adopt. Steady progress. Walked at 16 months. 
At 2 years development between 21 and 24 month level. Growth:—Ht. less than 3rd centile, 
Wt. 3-10th centile, H.C. 25-50th centile. 

Factors: A.P.H. and prolapsed cord. Emergency L.S.C.S. 

*(12) 2849/M/82. Birth weight 690 grammes. Ischaemic brain cysts. Peripheral retinal pallor. 
Marked neuromotor dysfunction. Persistent primitive responses. Referred to C.R.C. Cerebral 
diplegia with left sided involvement. At 2 years development very irregular around 40 week 
level, though not sitting steady. Comprehension about 15 months. Growth: Ht., Wt., and 
H.C. considerably below the 3rd centile. Parenting problems as both mother and father are 
physically handicapped, though of normal intellect. 

Factors: L.S.C.S. for I.U.G.R. and abnormal C.T.G. 

(13) 7478/F/82. Birth weight 1.19 kilogrammes. Irregular development initially. Good 
progress. By 1 year development at 48 week level. Crawling and walking patterns present. 
D.N.A. further visitis. Growth at 1 year: Ht. less than 3rd centile, Wt 10-25th centile, H.C. 
3rd centile. 

Factors: A.P.H. and premature labour. 

The above histories are of necessity very brief. All the children had very 
irregular development initially with special areas of concern mainly in the 
fields of vision, hearing and motor development. Each required neurodevel-
opmental training until walking patterns were established. Many showed 
fluctuating signs of cerebral diplegia or hemiplegia. In our experience the 
40 week level of development when the child is beginning to achieve the 
upright position, is critical and if extensor patterns and spasticity become 
dominant at this time it is usually impossible to correct them later. We also 
find that persistence of primitive responses, when these are pathologic in 
character or inappropriate for the level of development, are signinciant 
indicators of outcome. 

Most of the children were showing improving patterns by 2 years of 
age, though some may take another year to catch up. Expressive speech 
development was generally surprisingly good at this time although examin-
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ation at 3 and 4 years of age using drawings suggest that cognitive thought 
and perceptual abilities are less mature than would appear from the level 
of speech. The smooth acquisition of speech is in sharp contrast to the 
frequent finding of speech and language problems in the more mature at 
risk infant. 

While no formal assessment of behaviour was carried out, our obser
vations suggest that these children are not subject to early behavioural 
dysfunction. The one case referred to the Child Guidance Clinic was the 
child of a single parent and was not typical. In this respect the premature 
infant differs from the more mature small for gestational age infant who is 
very prone to exhibit disordered behavioural patterns. These observations 
are particularly interesting when one considers the early separation experi
enced by mother and baby. They are however in line with the current 
reappraisal of early bonding, and the realisation that human behaviour has 
an intellectual as well as an instinctual component. 

Growth in these children is usually very irregular during the first year. 
Unlike the premature infant of 34 or 35 weeks gestation who shows catch 
up during the first year, these babies do not show catch up until well into 
the second and third years of life. Some have a very low growth potential 
and continue to remain small. If one was to characterise the course of 
development in these very premature infants one would describe them as 
small, active, somewhat immature types, who have a lower potential for 
ultimate growth and development. Unlike the more mature infant they are 
not prone to speech and language and early behavioural problems, which 
supports the concept that the timing of the insult in relation to critical 
periods of brain development is important in determining patterns of 
morbidity. 

Infants with Cerebral Irritation 
In line with the growing realisation of the importance of the long-term 

effects of perinatal asphyxia on cognitive development1, we have been 
looking more closely at our at risk infants, and we now follow a more 
detailed examination routine in the 2 year and older children. This involves 
a greater attention to speech and language and to early cognitive develop
ment. We look for information regarding comprehension, memory and 
concentration span, and test for counting, colours and matching shapes. A 
simple drawing exercise such as drawing mother's face can often provide 
an insight into possible perceptual problems in the 3 year old child. 

Two hundred and ninety-four infants of birth weight greater than 2.5 
kilogrammes attended during the year, and the greater part of these were 
being followed for reasons associated with fetal distress and perinatal 
asphyxia. Thirty-nine infants had seizures attributed to asphyxia. Nine had 
been born in 1984, 12 in 1983, 12 in 1982, 5 in 1981 and 1 in 1980. As was 
discussed in more detail last year, this group is particularly vulnerable for 
later problems, particularly when they enter the school system. We think 
it is important that parents should be aware of the possibility of future 
problems in the field of learning and cognitive activity. A greater realisation 
among parents and teachers would promote understanding and facilitate 
early remedial teaching, thereby reducing the incidence of frustration and 
aberrant school behaviour. 

For the past number of years we have been referring selected children 
for psychological assessment at 4 years of age. We are extremely grateful 
to the psychologists in Our Lady's Hospital, Crumlin for their co-operation 
and interest in our patients. Their reports have been very helpful in enabling 
us to advise parents with regard to management and to early schooling. 
They are also very helpful in assessing outcome and as such are an important 
indication of the efficacy of perinatal care. 
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Long-term Management. 
This year 9 patients required referral to the Central Remedial Clinic for 

long-term management, compared with 4 last year. Six were preterm and 
3 were term infants. In some cases the diagnosis is still evolving, but in 8 
of the 9 there is some manifestation of cerebral palsy varying from mild to 
severe. Most are not spastic or only very mildly so. Unfortunately the two 
with more severe spasticity were cases (3) and (5) who did not receive 
physiotheray over the critical period. 

As in the group of very premature infants, we have identified the factors 
associated with premature delivery and it is interesting to compare the two 
groups. In the preterm group the main findings are of a history of spon
taneous onset of premature labour with antepartum bleeding in 50% of 
cases. In the group of more seriously affected preterm infants the incidence 
of antepartum bleeding was 33%. However, the incidence of prolonged 
rupture of membranes in 5 out of 6, and the incidence of sepsis in the infant 
in 6 out of 6 is quite remarkable. The significance of infection in the etiology 
of cerebral palsy has been raised before, and the findings in this small group 
suggest it has a role to play. It is also worth noting that the patients who 
required referral were with one exception the more mature infants of 
around 32 weeks gestation, rather than the very immature ones. These 
findings, limited as they are, suggest that spontaneous premature labour 
has a better outcome even though the infant is very immature. They also 
suggest that conservative management of premature rupture of membranes 
in an effort to produce a more mature infant, may not be in the best 
interests of the baby in the long term. 

B.2610/F/83. Para l+0. Age 30. Maternal Ht. 5'2". Paternal Ht. 5'9f. Prolonged rupture 
of membranes for 9 days. Vaginal delivery at 26 weeks. Assisted breech with prolapsed cord. 
Baby: Birth asphxia. Apgars 2\ T. Severe R.D.S. requiring full ventilation. Metabolic 
acidosis with pH 7.076 Jaundice, 7 exchange transfusions. Grade III I.V.H. bilaterally 
with ventricular dilatation. Myoclonic jerks. Treated for suspected meningitis. Retrolental 
fibroplasia. Three major eye operations. Blind. Severe developmental delay and nueromotor 
dysfunction for which she required extensive neurodevelopmental training. Referred to 
C.R.C. at 15 months. At 21 months standing, nearly crawling. Speech and comprehension 
advanced at 30 month level. Remarkable in view of history. Provisional diagnosis — right 
hemiplegia or possibly asymmetric diplegia. Outlook guarded but hopeful. 

Factors: P.R.O.M. x 9 days. Sepsis. Dubowitz less than 28 weeks. 

B.5010/F/83. Para 3+0. Age 25. Maternal Ht. 5'7". Paternal Ht. 5'7". Gestation 31 weeks. 
Birth weight 1.56 kilogrammes. Prolonged rupture of membranes for 48 hours. Spontaneous 
vaginal delivery. Baby; Apgars 41,9s. Mixed metabolic and respiratory acidosis. pH 7.02 Mild 
R.D.S. Treated for suspected sepsis. Mild hypotonia at 9 weeks check. Seen in assessment 
clinic from 18 weeks. Delayed visuomotor development. Neuromotor dysfunction. Queries 
as hemiplegia initially. Received neurodevelopmental training. Referred to C.R.C. at 1 year. 
At 18 months development very irregular around 15 month level. Sitting and crawling with 
poor pattern of movement. Provisional diagnosis evolving cerebral diplegia. 

Factors: P.R.O.M. x 2 days. Sepsis. Dubowitz 31 weeks. 

B.3118/M/82. Para 0+0. Age 19 years. Maternal Ht. 5'1". Paternal Ht. 6'0". Gestation 29 
weeks by dates, 32 weeks by score. Birth weight 1.41 kilogrammes. Admitted at 19 weeks 
with bleeding P.V. Readmitted at 28 weeks with S.R.O.M. Large retroplacental clot. Vaginal 
delivery. Extended breech. Baby: Apgars 91,105. Low birth weight. Premature. Suspected 
sepsis. Recurrent apnoea. No I.V.H. on scan. Followed in assessment clinic from 19 weeks. 
Neuromotor dysfunction. Attending physiotherapy. D.N.A. for 8 months from 40 weeks of 
age. Follow up re-established through Public Health Nurse. At 18 months not sitting steady, 
not bearing weight. Definite signs of spasticity. Referred to C.R.C. At 2 years of age severe 
spastic diplegia, averge intellectual ability. Will require orthopaedic treatment. 

Factors: A.P.H. and S.R.O.M. Sepsis. Dubowitz 32 weeks. 

B.5641/M/82. Para 0+0. Age 33. Maternal Ht. 5'2". Paternal Ht. 6'0". Gestation 31 weeks. 
Birth weight 1.1 kilogramme. Small A.P.H. 2 weeks prior to delivery. S.V.D. Baby: Apgars 
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9\ 105. Dysmature infant. Metabolic acidosis. Thrombocytopenia and leucopenia associated 
with sepsis. Oedema and cardiomegaly of unknown etiology. Retrolental fibroplasia. Followed 
in the assessment clinic from 19 weeks. Development very irregular and delayed. Received 
extensive neurodevelopmental training. Retrolental fibroplasia regressed. Referred to C.R.C. 
at 21 months. Walking at 2 years. At 2 years general development around 18 month level. 
Provisional diagnosis — developmental delay with mild mental handicap. 

Factors: A.P.H. Sepsis. Dubowitz 32 weeks. 

B.5739/M/83. Para 3*°. Age 33 years. Maternal Ht. 5'2". Paternal Ht. 5'3". Gestation 31 
weeks. Birth weight 1.33 kilogrammes. Shirodkar suture at 20 weeks. Prolonged rupture of 
membranes x 4 days. Placenta smelly. Emergency Caesarean Section. Baby: Apgars 2\ 56, 
910. Mild R.D.S Query necrotising entercolitis. Sepsis. Recurrent apnoea. Grade I I.V.H. 
Seen in assessment clinic at 17 weeks. Did not attend clinic or physiotherapy again until 1 
year old, partly due to maternal illness. Found to have asymmetric diplegia. Referred to 
C.R.C. Provisional diagnosis — spastic diplegia. Beginning to crawl at 13 months. Outlook 
guarded. 

Factors: P.R.O.M. x 4 days. Sepsis. Dubowitz 32 weeks. 

B.7131/F/83. Para 1+1. Age 28 years. Maternal Ht. 5'3". Paternal Ht. 5'4". Gestation 29 
weeks by dates, 32 weeks by Dubowitz. Birth weight 1.46 kilogrammes. A.P.H. at 28 weeks. 
Prolonged rupture of membranes 24 hours. Group B Streptococci cultured from swab. 
Abnormal C.T.G. Caesarean Section for fetal distress. Baby: Apgars 61, 105. Postnatal 
intermittent pyrexia. Six week check N.A.D. Follow up in assessment clinic from 22 weeks. 
Neuromotor dysfunction with increased tone upper and lower limbs and tendency to scissors. 
Neurodevelopmental training. Referred to C.R.C. at 34 weeks. At 14 months still poor sitting 
pattern but beginning to crawl. Provisional diagnosis — mild spastic diplegia. Outlook 
guarded. 

Factors: A.P.H. P.R.O.M. x 24 hours. Sepsis. Dubowitz 32 weeks. 

B.2800/M/83. Para V°. Age 24. Maternal Ht. 5'5". Paternal Ht. 5'6". Gestation 39 weeks. 
Birth weight 3.175 kilogrammes. Purulent vaginal discharge at 29 weeks. Labour uneventful. 
S.V.D. Baby: Birth asphyxia. 3\ 9\ Intubated. Moderately cerebral x 48 hours. Six week 
check N.A.D. Attended'assessment clinic from 16 weeks. Found to have shortened left 
humerus and evolving signs of left hemiplegia. Referred to C.R.C. at 34 weeks. At 19 months 
development irregular around 15 month level. Provisional diagnosis — short left arm and left 
hemiparesis. 

Factors: Query sepsis. Dubowitz 39 weeks. 

B.7048/M/82. Para 0*°. Age 21. Maternal Ht. 4'11". Paternal Ht. 5'9". Gestation 38 weeks. 
Birth weight 2.49 kilogrammes. Apparently uneventful pregnancy and labour. Poor attender. 
S.V.D. Large infarcted area of placenta. Baby: Birth asphyxia. Apgars 3\ 85. Post mature 
appearance. Meconium aspiration. Cerebral Irritability. Thrombocytopenia. Platelet anti
bodies positive. Thrombocytopenia thought due to latent idiopathic thrombocytopenia in the 
mother. Mother referred for haematoldgic follow up. Unfortunately baby not referred to 
assessment clinic. Seen once at 15 months at parents request. In the meantime referred to 
C.R.C. 

Factors: Maternal haematologic disorder. Dubowitz not recorded. 

B.5237/M/83. Para 1+1. Age 32 years. Maternal Ht. 5'5". Paternal Ht. 6'0". Gestation 41 
weeks. Birth weight 3.93 kilogrammes. Admitted with crampy abdominal pain at 30 weeks 
gestation. Admitted at T+7 for induction. Forceps delivery. Baby: Birth asphyxia. Apgars 
I1, 25, 615. Oxygen by bagging. Intubated at 5 minutes. pH 7.13 at 20 minutes. Cerebral with 
seizures. Attended assessment clinic from 23 weeks. Neuromotor dysfunction with athetoidal 
type movements. Poor function in upper limbs. Received extensive neurodevelopmental 
training. Improving pattern at 1 year. Referred to C.R.C. at 2 years — evolving ataxic 
diplegia. Probably average intelligence. 

Factors: Unknown. Dubowitz 41 weeks. 

We would like to thank Dr. Ciaran Barry and the staff of the Central 
Remedial Clinic for their co-operation and for the care given to our patients. 
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Clinical Research 

Developmental paediatrics and childhood handicap is itself a rapidly 
developing area of paediatrics and there is a steady stream of recent 
publications on the subject. Much of it stems from the new technology now 
available but some is also a result of the acceptance that research in this 
area is difficult to control and does not eaily fall into the double blind cross
over type of category. The recent editorial from Martin Bax entitled 
"Criticisms, Contact and Control" is of great interest2. In the course of a 
reasoned argument he states that "we may have to accept the fact that 
there are certain types of evaluation which will have to be done on an 
uncontrolled basis.' This is of particular interest to us because of the 
difficulty in evaluating the benefits of early neurodevelopmental training in 
promoting normal movement patterns and in the prevention of spasticity. 
We have been active in this area from as early as 1974, sometimes in the 
face of criticisms. The difficulty has been to prove its therapeutic value so 
it is of importance therefore to have support from recent papers such as 
"Early Physiotherapy in the Treatment of Spastic Diplegia'^ 

The 9th European Congress of Perinatal Medicine was held in Dublin in 
September 1984. Dr. Pauline O'Connell participated in a workshop on The 
Management of Breech Delivery and presented a paper entitled "The 
Term Breech: Subsequent Growth and Development. ' Mr. John Connolly 
presented a paper entitled "The Term Breech: Results of Psychological 
Assessment at Four Years of Age". Both of these papers reported the 
results of the Coombe Breech Study, co-authors on each paper were doctors 
Ann Keane and Paul McCarthy. Dr. Ann Keane also presented the results 
of psychological assessment at 4 years from the Breech Study to the annual 
meeting of the Irish Perinatal Society in March 1984. 

We are continuing to study growth patterns in at risk infants, and 
correlating them with progress in development. A considerable amount of 
growth data from both premature and small for gestational age babies has 
been gathered over the years, and we are extracting and organising these 
data. With the advent of new ultrasound equipment we hope to be able 
to link together prenatal and postnatal patterns, and to relate them to 
developmental outcome. 

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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Maternal Deaths 
Number of cases 1 

Total pregnancies 7,040 

Maternal mortality rate 0.14/1,000 

Comment: The one maternal death during 1984 was non-obstetrical in 
origin. The mother, a 24 year old gravida 3, died following a road traffic 
accident at 32 weeks gestation. 

(B) 39717. Para 2~°. Age 24. S.E. . Gestation 32 weeks. Booked at 16 weeks gestation. 
Normal antenatal course. Last seen at 32 weeks gestation but killed in road traffic accident 
three days later and admitted to another hospital. 

Maternal Deaths 1978-84 

1978 1979 1980 1981 1982 1983 1984 Total 
Total mothers 8,267 8,385 8,336 8,039 7,610 7,153 7,040 54,830 
Maternal deaths 2 2 1 1 1 2 1 1 0 
Incidence 0.24 0.24 0.12 0.12 0.13 0.27 0.14 0.18 

Comment: There were 10 maternal deaths among the 54,830 mothers 
treated in the hospital between 1978 and 1984. The causes of death were 
as follows: 

Cerebral/subarachnoid haemorrhage 2 
Aspiration of vomitus 1 
Road traffic accident 1 
Assault 1 
Viral encephalitis 1 
Viral pneumonia 1 
Anaesthetic accident 1 
Haemorrhage/pulmonary embolus 1 
Clostridium welchii septicaemia 1 

Three of the 10 deaths were associated with obstetric complications. Two 
mothers died after Caesarean section, one as a result of severe haemorrhage 
and pulmonary emboli and one after an anaesthetic accident; the other 
mother died from Clostridium welchii septicaemia which occured in associ
ation with a chorio-adenoma destruens. The fact that two maternal deaths 
occurred among the 3,796 mothers delivered by Caesarean section further 
emphasises the need to maintain a low rate of operative delivery. 
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Cardiac Disease 
Number of cases 19 
Incidence per cent 0.3 
Perinatal deaths Nil 

Comment: Nineteen patients with heart disease were identified in the 
year. No maternal deaths occurred and no patient gave rise to significant 
complications during the course of pregnancy or after delivery. The attached 
table records the type of cases encountered. 

Mitral valve disease (1 post valvotomy) 4 
Mild aortic stenosis 2 
Ventricular septal defect (1 repaired) 3 
Artrial septal defect 3 
Patent ductus (both repaired) 2 
Ebstein's anomaly 1 
Fallot's tetraology (previous operation) 1 
Mitral valve prolapse 1 
Supreventricular tachycardias 2 

Cardiac Disease 1978-84 

Total Babies 
No. of cases 
Incidence per cent 
Perinatal deaths 
Mortality rate 

1978 

7,457 
16 
0.2 

Nil 
Nil 

1979 

7,564 
15 
0.2 

Nil 
Nil 

1980 

7,613 
16 
0.2 

Nil 
Nil 

1981 

7,233 
16 
0.2 

Nil 
Nil 

1982 

6,828 
9 
0.1 

Nil 
Nil 

1983 

6,379 
19 
0.3 

Nil 
Nil 

1984 

6,226 
19 
0.3 

Nil 
Nil 

Total 

49,300 
110 

0.22 
Nil 
Nil 

The incidence of cardiac disease was low and unchanged throughout the 
seven years. It is gratifying to record that there were no maternal or 
perinatal deaths; indeed, none of the mothers with cardiac disease gave 
cause for concern. 
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Gestational Diabetes 

Number of cases 
Incidence per cent ... 

Perinatal deaths 

... 22 

... 0.35 

... Nil 

Comment: The number of patients with recognised gestational diabetes 
was considerably less than that recorded in previous years. There were 
no perinatal deaths associated with this complication. Seventeen patients 
delivered vaginally and five required Caesarean section for other compli
cations. 

Comment: The incidence of gestational diabetes was 0.9 per cent during 
the seven year period. However, the rate fell from 1.18 per cent between 
1978-80 to 0.58 per cent between 1982-84; this decrease was highly sig
nificant (x2=41.24; p<0.001). It is likely that the lowered incidence was 
due, not to the reduction in the number of mothers with this complication 
but, more likely, to a reduced awareness by the obstetrician. It is disturbing 
to note the marked reduction because it suggests that such cases are not 
being diagnosed. While there was no significant change in the perinatal 
mortality rate during the seven years it is important that mothers with the 
potential for gestational diabetes should be adequately investigated. 
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Clinical Diabetes Mellitus 

Number of cases 9 
Incidence per cent 0.14 
Stillbirth 1 
Neonatal death Nil 
Perinatal deaths 1 Rate: 111/1,000 

Comment: The nine diabetic patients delivered during the year consisted 
of one primigravid and eight multiparous women. The one perinatal death 
was unexpected and no definite cause could be found. However, this 
mother's diabetes was very labile in the first trimester and had been difficult 
to control initially. Subsequent to her initial hospitalisation at 10 weeks 
gestation the diabetes appeared well controlled and the patient was seen 
weekly. This case stresses the importance of pre-conception control and 
very early referral to the diabetic clinic. 

The outcome of the nine cases was as follows: Spontaneous labour at 
term (2); induction at term followed by vaginal delivery (5); repeat elective 
Caesarean section at 38 weeks (1); intrauterine death at 33 weeks (1). 

PERINATAL DEATHS 

Normal Infant 

41 B.70033. Para 0+0. Age 28. S.E. 4. Gestation 32 weeks. Diabetes 9 years. Booked at 10 
weeks — very poor control. Admitted for stabilization which took 7 weeks to attain. From 
20 weeks she was relatively stable on an out-patient basis and was seen weekly. Smoked 
20/day. Clinic visit at 32 weeks was normal. F.M.N.F. 2 days later. Scan confirmed I.U.D. 
Prostaglandin induction. Delivered stillborn male infant weighing 1.984 kilograms. Placenta 
normal. 

Post-mortem: 1. Prematurity 
2. Severe maceration 
3. Haemorrhagic effusions of the pleural and peritoneal cavities 
4. Atelectasis 
5. Interstitial cell hyperplasia of the testes 

Clinical Diabetes Mellitus 1978-84 

1978 1979 1980 1981 1982 1983 1984 Total 
7,457 7,564 7,613 7,233 6,828 6,379 6,226 49,300 

11 19 12 19 10 11 9 91 

0.14 0.25 0.15 0.26 0.14 0.17 0.14 0.18 

Nil Nil 2 1 Nil Nil 1 4 

Nil Nil 166 52 Nil Nil 111 43 

Total mothers 

Number of cases 

Incidence per cent 

Perinatal deaths 

Mortality rate 
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Comment: The above table summarises the outcome of clinical diabetes in 
the past seven years. The incidence and perinatal mortality were unchanged 
during this period. Mothers are seen jointly by an obstetrician and a 
physician and the diabetic state is rigidly controlled by frequent daily blood 
sugar estimations taken by the mother combined with regular estimation 
of glycoslyated haemoglobin. Our current policy is to allow pregnancy to 
progress to 40 weeks gestation and to aim for a vaginal delivery unless the 
pregnancy has been complicated. Four stillbirths occurred among the 91 
pregnancies: one intrauterine death occurred at 30 weeks in a Class F 
diabetic with severe hypertension; one death occurred in an undiagnosed 
diabetic at 28 weeks; one death occurred at 37 weeks, two days prior to 
planned Caesarean section; and one death occurred at 33 weeks as described 
in the 1984 summary. It is of interest that none of the perinatal deaths was 
due to a congenital malformation. 
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Haemolytic Disease of the Newborn 
Number of cases 83 

Incidence per cent 1.3 

Number of babies delivered 83 

Stillbirths 2 

Neonatal deaths Nil 

Perinatal deaths 2 Rate: 24/1,000 

Comment: The incidence of haemolytic disease was the highest since 
1974. All infants included in this section had either a positive direct Coombs 
test or positive elution studies for immune isoagglutinins. The types of 
haemolytic disease were similar to those reported in recent years. 

Type of 
Haemolytic 

disease 

Rhesus Disease 
Anti-D 
Anti-C 
Anti-E 

ABO 
Incompatibility 
Anti-A 
Anti-B 

Total: 

Number of 
babies affected 

17 
3 
0 

50 
13 

83 

Number of 
babies given 

exchange 
transfusions 

7 
0 
0 

2 
0 

9 

Number of 
babies given top-

up transfusions 

8 
1 
0 

3 
1 

13 

Number of 
babies given 
phototherapy 

11 
1 
0 

26 
8 

46 

PERINATAL DEATHS 

Normal Infants 

(38) B.62558. Para 2+0. Age 23. S.E.2. Gestation 30 weeks. Booked at 14 weeks gestation. 
Anti c + D antibodies. Given anti-D following first delivery. In second pregnancy found to 
contain anti c+D antibodies. Spontaneous labour at 37 weeks and baby required one exchange 
and one top-up transfusion. Current pregnancy normal until 24 weeks gestation when sudden 
increase in uterine size. Amniocentesis showed severely affected fetus. I.U.T.'s at 27 and 29 
weeks gestation at which time considerable fetal ascites was present. IUD at 30 weeks. PGE 
infusion and spontaneous delivery of male infant weighing 2.38 kilograms. 

Post-mortem: Hydrops. 

(40) NB.63968. Para 3+ 0 . Age 38. S.E.4. Gestation 34 weeks. Blood Group O Rhesus 
Negative. Two previous babies jaundiced after delivery but alive and well. Third pregnancy 
ended in a stillbirth which was attributed to the rhesus incompatibility. In this pregnancy she 
was transferred from another hospital at 34 weeks with severe rhesus incompatibility and a 
slowing fetal heart. On admission F.H.N.H. I.V. prostaglandin induction and a stillborn 
female infant weighing 2.48 kilograms was delivered spontaneously. 

Post-mortem: Refused. 
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Haemolytic Disease of the Newborn 1978-84 

1978 1979 1980 1981 1982 1983 1984 Total 
Total Babies 7.547 7,660 7,731 7,300 6,915 6,467 6,303 49,923 
No. of Cases 64 50 72 50 48 66 83 433 
Incidence per cent 0.8 0.6 0.9 0.6 0.6 1.0 1.3 0.8 
Perinatal deaths 1 6 2 2 4 4 2 21 
Mortality rate 15 120 27 40 83 60 24 48 

Comment: Four hundred and thirty three infants suffered from haemo
lytic disease during the seven years of whom 21 died. There was a significant 
increase in the incidence of haemolytic disease between 1978-80 and 1982-
84 (x2=4.2; p<0.05). However, the perinatal mortality rate was unchanged. 
Intrauterine transfusions were commenced in this hospital in 1981; the need 
for such a procedure continues and it likely that a few cases will occur each 
year. Plasmapheresis has not been employed as a method of treatment in 
the past three years. 
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Anaemia 

Number of cases... 
Incidence per cent 
Number of babies 
Stillbirths 
Neonatal deaths ... 
Perinatal deaths ... 

303 
4.8 

311 
7 
3 

10 Rate: 32/1,000 

Comment: The incidence of anaemia was similar to that recorded previ
ously. The perinatal mortality rate in this group was almost three times 
higher than in the total hospital population. Five of the deaths were due 
to lethal malformation. Three of the normal babies died from abruptio 
placentae, while one stillbirth and one neonatal death occurred in twins of 
very low birthweight. 

PERINATAL DEATHS 

Normal Infants 

(24) B.13061. Para 3+2. Age 30. S.E.4. Gestation 33 weeks. Booked at 16 weeks. Well to 
32 weeks when Hb. noted to be 9.7 g/dl. Admitted at 33 weeks with major concealed 
abruption. F.H.N.H. A.R.M. Normal delivery of a stillborn female infant weighing 2.120 
kilograms. 12oz retroplacental clot. Routine resusitation. Four unit transfusion under CVP. 

Post-mortem: Intra-uterine anoxia. 

(25) B. 11246. Para 5+0. Age 36. S.E. 7. Gestation 33 weeks. Smoked 20/day. Booked at 18 
weeks. Normal ante-natal course until admitted at 33 weeks with backache and faintness. 
F.H.N.H. Classical abruptio placentae. Transfused 6 units. Spontaneous delivery 8 hours 
after admission of a fresh stillborn male infant weighing 2.693 kilograms. Two litres retropla
cental clot. Puerperal Hb. 11.2g/dl. 

Post-mortem: Intra-uterine anoxia. 

(27) B.70559. Para 0+1. Age 20. S.E. 5. Gestation 37 weeks. Booked at 26 weeks. Admitted 
at 37 weeks from Richmond Hospital following R.T.A. with abruptio placentae. Delivered 
stillborn male infant weighing 2.260 kilograms. 

Post-mortem: Refused. 

(39) B.71271. Para l+0. Age 25. S.E. 4. Gestation 32 weeks. Oriental. Booked at 21 weeks. 
Scan done at patient's request showed fetal ascites at 28 weeks. Blood Group O Rhesus 
Positive. No antibodies. VDRL and TPHA negative. Fetus appeared otherwise normal. 
Admitted with gross oedema and vomiting at 32 weeks. No F.H. Labour induced with I.V. 
PGE. Normal delivery of stillborn male infant weighing 2.250 kilograms with massive oedema. 

Post-mortem: 1. Prematurity and stillbirth 
2. Severe maceration 
3. Massive fetal hydrops, non-haemolytic type, no cause found 
4. Massive ascites and pleural effusions were part of this oedematous process. 
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(53) B.69822. Para 0+0. Age 19. S.E. 7. Gestation 33 weeks. Booked at 16 weeks. Twin 
pregnancy diagnosed at 22 weeks. Both B.P.D concordant then and at 30 weeks. Admitted 
at 31 weeks with discomfort and vomiting. Increasing polyhydramnios. Spontaneous labour 
at 33 weeks. Twin I cephalic F.H. heard with Sonicaid 80 during contractions, recovering to 
120. Unable to push, horceps delivery 5 minutes after full dilatation. Twin I weighed 1.247 
kilograms, showed no sign of life at delivery. Twin II weighed 1.93 kilograms, well. No 
evidence of abruptio placentae. 

Post-mortem: Refused. 

(70) N.B.70192. Para5+0. Age 31. S.E. 7. Gestation 26 weeks. Twin pregnancy. Transferred 
from another hospital at 24 weeks with an A.P.H. and S.R.O.M Continued to pass blood 
stained liauor. Took own discharge. Returned 4 days later and delivered twin female infants 
both weighing 1.1 kilogram. Twin I died 2 days later. Twin II survived. 

Post-mortem: 1. Cerebral haemorrhage—I.V.H. 
2. Pulmonary atelectasis. 

Congenital malformations 

Case. Nos. 44, 49, 76 and 85. 

Anaemia 1978-84 

Total Mothers 
No. of Cases 
Incidence per cent 
Perinatal deaths 
Mortality rate 

1978 
7,457 

406 
5.4 
4 
9.6 

1979 
7,564 

505 
6.7 

10 
19.5 

1980 
7,613 

378 
4.9 

16 
40 

1981 1982 1983 1984 Total 
7,233 6,828 6,379 6,226 49,300 

411 373 355 303 2,731 
5.7 5.4 5.6 4.8 5.5 

11 7 6 10 64 
26.7 18.2 16.6 32 23.4 

Comment: A total of 2,731 mothers developed anaemia during the seven 
year period. This was largely due to iron deficiency; megaloblastic anaemia 
was uncommon, presumably as a result of the routine administration of folic 
acid which has been practised for some considerable time. The incidence of 
anaemia did not change significantly (x2=2.693; p=N.S.), during the seven 
years but was significantly lower (x -122.7; p<0.001) than that evident 
during the previous mastership (1972-77) when the overall rate was 7.5 per 
cent. The lower incidence of anaemia in the past seven years may reflect 
an improvement in the general nutrition of mothers attending the hospital. 
This suggestion can, however, merely be speculative. Sixty-two of the 2,731 
cases (2.3 per cent) occurred in association with multiple pregnancies. 
Twenty-one (33 per cent) of the 64 perinatal deaths were due to congenital 
malformations of which 11 were neural tube defects. There was no sig
nificant improvement in perinatal mortality among anaemic mothers during 
the seven years. 
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Bacteriuria 

Number of cases 390 
Incidence per cent 6.2 
Number of babies delivered 393 
Stillbirths 5 
Neonatal deaths 3 
Perinatal deaths 8 Rate: 20.2/1,000 

Comment: Only one of the perinatal deaths was likely to be related to 
the maternal condition (42) where intrauterine growth retardation and 
intrauterine death occurred at 27 weeks in a patient with a renal transplant. 

PERINATAL DEATHS 
Normal Infants 

(22) B.35661. Para 2+1. Age 30. S.E. 8. Gestation 26 weeks. Booked at 7 weeks gestation. 
Shirodkar Suture inserted at 14 weeks because of past history of premature labour and 
mid-trimester abortion. Normal pregnancy until A.P.H. at 26 weeks gestation. F.H.N.H. 
Spontaneous delivery of stillborn male infant weighing 910 grams following removal of suture. 

Post-mortem: Not performed. 

(37) B.51994. Para 2+1. Age 26. S.E. 4. Gestation 39 weeks. Booking clinic at 16 weeks 
and thereafter C.A.N.C. Seen on 4 occasions from 32 to 39 weeks. Pregnancy uneventful 
apart from feeling uncomfortable at last visit. Admitted in labour 2 days following ante-natal 
visit. No F.H. heard. S.R.O.M. Stale meconium stained liquor. Rapid labour (30 mins). 
Delivered stillborn male infant weighing 3.49 kilograms. No obvious cause for stillbirth. No 
retroplacental clot. Placenta normal. True knots x 2 in cord (not tight). 

Post-mortem: 1. Asphyxial haemorrhages of the pleura and pericardium. 
2. Congestion and oedema of all the organs. 
3. True double knot in the umbilical cord. 
4. Normal placenta. 

(42) B.29444. Para 2+0. Age 37. S.E. 7. Gestation 27 weeks. Renal transplant two years 
previous for chronic pyelonephritis. Booked at 15 weeks gestation. B.P. 160/85 treated 
with hypotensives ana steroids. Hypertension well controlled and the fetal growth seemed 
satisfactory. However, I.U.D. at zv weeks gestation. Subsequent spontaneous delivery of 
stillborn male infant weighing 624 grams. 

Comment: This patient appeared to be in the early stages of rejecting the renal transplant 
when the I.U.D. occurred. 

Post-mortem: Not peformed. 

(53) B.69822. Para 0+0. Age 19. S.E. 7. Gestation 33 weeks. Booked at 16 weeks. Twin 
pregnancy diagnosed at 22 weeks. Both B.P.D. concordant then and at 30 weeks. Admitted 
at 31 weeks with discomfort and vomiting. Increasing polyhydramnios. Spontaneous labour 
at 33 weeks. Twin 1 cephalic F.H. heard with Sonicaid 80 during contractions, recovering to 
120. Unable to push. Forceps delivery 5 minutes after full dilatation. Twin I weighed 1.247 
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kilograms, showed no sign of life at delivery. Twin II weighed 1.93 kilograms, well. No 
evidence of abruptio placentae. 

Post-mortem: Refused. 

(59) B.67007. Para 0+0. Age 23. S.E. 1. Gestation 41 weeks. Booked at 10 weeks (confirmed 
ultrasonically). Uneventful pregnancy. Induced at T + 13 (no liquor). Monitored. Nine hours 
after induction cervix was thin and 2 to 3 cm dilated. Liquor clear and FH normal. FH 
suddenly noted to be 40 and disappeared before L.S.C.S. could be performed. Subsequently 
delivered stillborn female infant weighing 4.25 kilograms. Very tight nuchal cord. 

Post-mortem: Intra-uterine anoxia. 

(68) B.61959. Para l+0. Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour at 26 weeks 
gestation. Twin I male infant weighed 870 grams born before arrival. N.N.D. 2 days. 

Post-mortem: 1. Pulmonary immaturity and hyaline membrane disease 
2. Small Cerebral I.V.H. 

Comment: Twin II also died but the main cause of death was a large cerebral I.V.H. 

(72) B.61959. Para l+0. Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour and 26 weeks 
gestation. Twin II breecn delivery of male infant weighing 860 grams which died 3 days after 
delivery. 

Post-mortem: 1. Cerebral I.V.H. 
2. Pulmonary immaturity and hyaline membrane disease. 

Comment: Twin I also died but the main cause of death was respiratory dysfunction. 

Case No. 74. 

Congenital Malformations 

Bacteriuria 1978-84 

1978 1979 1980 1981 1982 1983 1984 Total 

Total mothers 
Number of cases 
Incidence per cent 
Perinatal deaths 
Mortality rate 

7,457 7,564 7,613 
606 694 577 

8.1 9.2 7.6 
6 22 19 
9.6 31.1 32 

7,233 
332 

4.6 
14 
41 

6,828 6,379 6,226 49,300 
569 444 390 3,612 

8.3 7.0 6.2 7.3 
6 4 8 79 

10.4 8.8 20.2 22 

Comment: All patients have a routine colony count taken at their first 
ante-natal visit. Tne incidence of bacteriuria and urinary tract infection fell 
significantly (x2 = 14.244; p < 0.001) and the perinatal mortality rate was 
also significantly reduced (p <0.05). No particular reasons for these changes 
were evident. 
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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. 

15 
0.78 
0 

15 
2 

Nil 
2 

Mult. 

76 
1.8 
1 

77 
8 
7 

15 

Total 

91 
1.49 
1 

92 
10 
7 

17 Rate: 184/1,000 

Comment: The incidence of abruption remained similar to last year. The 
number of emergency Caesarean sections performed for large abruptions 
and fetal distress was 22 with one neonatal death. Thirty three of the 93 
cases delivered before 37 weeks gestation 8 of these were less than 28 weeks 

festation. Eight of the live born babies weighed less than 2.5 kilograms. 
'here was no case of renal failure following the abruption. 

PERINATAL DEATHS 
Normal Infants 

(17) B.48267. Para 1 +1. Age 28. S.E.4. Gestation 36 weeks. First seen at 12 weeks — scan 
confirmed dates. Raised B.P. first visit. Nausea, vomiting and weight loss up to 22 weeks. 
Poor fetal movements. Scans at 22, 31 and 34 weeks, noted apparent S.F.D. but growing; 
excess liquor. Admitted at 34 weeks for raised B.P. Fetal movements to 36 weeks then 
stopped. Delivered stillborn female infant weighing 1.35 kilograms. Skeletal survey — 
maturity 30 weeks. 

Post-mortem: Maceration. 

(22) B.35661. Para 2+1 Age 30. S.E.8. Gestation 26 weeks. Booked at 7 weeks gestation. 
Shirodkar Suture inserted at 14 weeks because of past history of premature labour and 
mid-trimester abortion. Normal pregnancy until A.P.H. at 26 weeks gestation. F.H.N.H. 
Spontaneous delivery of stillborn male infant weighing 910 grams following removal of suture. 

Post-mortem: Not performed. 

(23) B.68162. Para0+0. Age 21. S.E. 8. Gestation 32 weeks. Booked at 12 weeks. C.A.N.C. 
All went well until 26 weeks. Admitted with heavy painless bleed. Not placenta praevia. 
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Bleeding settled. Allowed home. Readmitted at 32 weeks. No fetal movements for 3 days. 
F.H.N.H. Rapidly delivered stillborn male infant weighing 992 grams. Placenta largely 
infarcted. 

Post-mortem: Maceratiom. 

(24) B.13061. Para 3+2. Age 30. S.E.4. Gestation 33 weeks. Booked at 16 weeks. Well to 
32 weeks when Hb. noted to be 9.7 g/dl. Admitted at 33 weeks with major concealed 
abruption. F.H.N.H. A.R.M. Normal delivery of a stillborn female infant weighing 2.12 
kilograms. 12oz retroplacental clot. Routine resuscitation. Four units transfusion under CVP. 

Post-mortem: Intra-uterine anoxia. 

(25) B.11246. Para 5+0. Age 36. S.E.7. Gestation 33 weeks. Smoked 20/day. Booked at 18 
weeks. Normal ante-natal course until admitted at 33 weeks with backache and faintness. 
F.H.N.H. Classical abruptio placentae. Transfused 6 units. Spontaneous delivery 8 hours 
after admission of a fresh stillborn infant weighing 2.693 kilograms. Two litres retroplacental 
clot. Puerperal Hb. 11.2 g/dl. 

Post-mortem: Intra-uterine anoxia. 

(26) B.47806. Para 2+1. Age 24. S.E.4. Gestation 34 weeks. Smoked 20/day. Booked at 13 
weeks. Normal ante-natal course until admitted at 34 weeks with A.P.H., pain and shock. 
Classical abruptio placentae. Transfused 6 units. Spontaneous delivery 8 hours after admission 
of a fresh stillborn male infant weighing 2.430 kilograms. Retroplacental clot. Puerperal Hb. 
10.1 g/dl. 

Post-mortem: Intra-uterine anoxia. 

(27) B.70559. Para 0+1. Age 20. S.E.5. Gestation 37 weeks. Booked at 26 weeks. Admitted 
at 37 weeks from Richmond Hospital following R.T.A. with abruptio placentae. Delivered 
stillborn male infant weighing 2.260 kilograms. 

Post-mortem: Refused. 

(28) B.70814. Para 2+1. Age 23. S.E.3. Gestation 38 weeks. Smoked 20/day. Booked at 16 
weeks. At 38 weeks abdominal pain and syncope at home. On admission very shocked. 
Clinical abruptio placentae. F.H.N.H. Transfered 6 units. A.R.M. Normal delivery 3 hours 
after admission of stillborn female infant weighing 2.83 kilograms. Four litres of blood behind 
baby. Puerperal Hb. 13 g/dl. 

Post-mortem: Intra-uterine anoxia. 

(29) B.61994. Para 2+0. Age 31. S.E.4. Gestation 40 weeks. Chronic Schizophrenia. On 
multiple psychotrophic drugs. Smoked 20/day. Booked at 18 weeks. Uneventful pregnancy. 
At 40 weeks admitted with 4 hour history of abdominal pain and faintness. Classical abruptio 
placantae. F.H.N.H. Transfused a total of 6 units. Normal delivery 2\ hours after admission 
of a fresh stillborn female infant weighing 3.30 kilograms, with large retroplacental clot. 

Post-mortem: 1. Asphyxial haemorrhage in the pleura and pericardium 
2. Congestion and oedema of all the organs 
3. Complete atelectasis 

(60) B.56951. Para l+0. Age 31. S.E.4. Gestation 39 weeks. Uneventful ante-natal care. 
Admitted at 39 weeks with abdominal pain and vomiting. Very tender. F.H. 90. A.R.M. Cx 
1 cm dilated — blood and meconium. Emergency L.S.C.S. Delivered live male infant weighing 
3.72 kilograms with Apgar scores of 1. Large retroplacental clot. Baby died 3 days later. 

Post-mortem: Severe cerebral anoxia. 

(63) B.32372. Para l+0. Age 32. S.E.4. Gestation 24 weeks. Booked at 8 weeks. Spon
taneous labour and delivery of live-born infant weighing 750 grams which died shortly after 
delivery. 

Post-mortem: Prematurity. 

(65) B.30957. Para 3+2. Age 28. S.E.8. Gestation 24 weeks. Booked at 9 weeks gestation. 
Uneventful ante-natal course until admitted with vaginal bleeding at 24 weeks gestation. 
Spontaneous delivery of male infant weighing 670 grams which died shortly after delivery. 

Post-mortem: Pulmonary immaturity and atelectasis. 

(67) B. 62595. Para l+0. Age 23. S.E.5. Gestation 28 weeks. Admitted at 7 weeks with 
incomplete abortion 1st twin. PV blood loss until 19 weeks but satisfactory progress until 
admitted in labour at 28 weeks. Spontaneous delivery of a live-born male infant weighing 
1.02 kilograms. N.N.D. at 60 hours. 
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Post-mortem: Pulmonary hyaline membrane disease 
Cerebral I.V.H. 

(69) B.51976. Para l+0. Age 31. S.E.I. Gestation 24 weeks. First seen at 14 weeks with 
bleeding. Settled in hospital. Re-admitted at 20 weeks with bleeding. Discharged after 2 
weeks. Re-admitted at 24 weeks with further bleeding and pains. Eventually went into labour 
and delivered a live male infant weighing 624 grams. Placenta showed complete separation. 
Transfused 2 units of blood. Baby survived 48 nours. 

Post-mortem: Cerebral harmorrhage — I.V.H. 

Congenital Malformations 

Case Nos. 52, 76 & 85 

Abruptio Placentae 1978-84 

Total mothers 
Number of cases 
Incidence 
Perinatal deaths 
Perinatal mortality 

1978 
7,457 

97 
1.3 

32 
rate 329 

1979 
7,564 

94 
1.2 

23 
244 

1980 
7,613 

102 
1.3 

23 
225 

1981 
7,233 

130 
1.8 

32 
246 

1982 
6,828 

130 
1.9 

19 
146 

1983 
6,379 

109 
1.7 

13 
119 

1984 
6,226 

91 
1.5 

17 
184 

Total 
49,300 

753 
1.5 

159 
211 

Comment: The cases recorded above relate to all instances where a 
retroplacental clot was noted at delivery. The incidence of abruptio pla
centae rose significantly (x2= 11.915; p < 0.001) during the seven years, 
but the perinatal mortality rate fell significantly (p < 0.05). All severe cases 
of abruptio placentae were managed by artificial rupture of the membranes 
and the rapid, liberal transfusion of fresh blood under central venous 
pressure control. The use of fresh whole blood, whenever possible, virtually 
abolished the occurance of coagulation defects and only three cases 
occurred during the seven years. One patient developed oliguria following 
an abruption; she had been undertransfused without central venous press
ure monitoring. 
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Placenta Praevia 

Prim. Mult. Total 
Number of cases... 

Incidence per cent 

Stillbirths 

Neonatal deaths ... 

Perinatal deaths ... 

5 

0.26 

Nil 

Nil 

Nil 

19 

0.44 

Nil 

Nil 

Nil 

24 

0.38 

Nil 

Nil 

Nil 

Method of delivery: 

L.S.C.S 3 18 21 

Vaginal 2 1 3 

Comment: The incidence of placenta praevia appears to be decreasing 
probably as a result of more accurate ultrasonic diagnosis. Eleven patients 
required blood transfusion and seven delivered after 37 weeks. Only three 
babies weighed less than 2.5 kilograms at birth. There were no perinatal 
deaths. 

Placenta Praevia 1978-84 
1978 1979 1980 1981 1982 1983 1984 Total 

Total mothers 7,457 7,564 7,613 7,233 6,828 6,379 6,226 49,300 
No. of cases 49 63 43 34 34 22 24 269 
Incidence % 0.6 0.8 0.5 0.4 0.5 0.3 0.3 0.5 
Perinatal deaths 7 2 2 1 1 Nil Nil 13 
Mortality rate 142 32 46 29 29 Nil Nil 5.4 

Comment: There were 269 cases of placenta praevia during the seven 
year period giving a rate of 0.5 per cent. As is evident from the table above 
the incidence of placenta praevia decreased significantly during the seven 
years (x2 = 13.864; p < 0.001). This decrease may be due to a more accurate 
diagnosis of the condition late in pregnancy. The perinatal mortality rate 
in association with placenta praevia was extremely low and while it appeared 
from the table to have improved in the latter part of the seven years this 
improvement was not significant. 

70 



Antepartum Haemorrhage of Unknown Origin 

Number of cases 

Incidence per cent 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Caesarean section 

Vaginal delivery 

Prim. 
... 46 

2.4 

2 

Nil 

2 

5 

... 43 

Mult. 
84 

2.0 

Nil 

Nil 

Nil 

9 

80 

Total 
133 

2.1 

2 

Nil 

2 Rate:15.0/1,000 

14 

123 
Comment: This chapter includes all women who had vaginal bleeding for 

which no definite cause was found. Twenty nine of the 133 mothers 
delivered before 37 weeks gestation including one stillbirth. Thirty nine 
infants weighed less than 2.5 kilograms. There were no neonatal deaths. 

PERINATAL DEATHS 
Normal Infants 

(16) B.69661. Para 0+0. Age 26. S.E. 4. Gestation 34 weeks. Uncertain dates. Attended 
Booking Clinic at 19 weeks by U/S scan. Seen at 25, 28 and 32 weeks. DNA at 34 weeks. 
Admitted in labour at 34 weeks with vaginal bleeding and history of absent fetal movement for 

Rreceding 12 hours. Spontaneous delivery of stillborn female infant weighing 1.62 kilograms. 
fuchal cord noted (tight x 2). No retroplacental clot. 
Post-mortem: Intra-uterine anoxia. 

(30) B.66813. Para 7+1. Age 40. S.E. 3. Gestation 40 weeks. All previous S.V.D at term. 
Booked at 23 weeks. Routine bloods revealed Anti-K + Anti Bg antibodies. Husband Kell 
Negative. Slight A.P.H. at 34 weeks. Admitted at term. F.H.N.H. and I.U.D. confirmed by 
scan. Labour induced by Syntocinon infusion and macerated male infant weighing 3.78 
kilograms delivered 10 hours later. 

Post-mortem: Maceration. 

Antepartum Haemorrhage of Unknown Origin 1978-84 

Total mothers 
No. of cases 
Incidence % 
Perinatal deaths 
Mortality rate 

1978 1979 1980 1981 1982 1983 1984 
7,457 7,564 7,613 7,233 6,828 6,379 6,226 

124 129 127 140 160 149 133 
1.6 1.7 1.6 1.9 2.3 2.3 2.1 
3 3 1 6 1 4 2 

23 23 7 43 6 27 15 

Total 
49,300 

962 
1.9 

20 
20.8 

Comment: This heading includes all women for whom no definitive cause 
for anteparum haemorrhage could be identified. The incidence of this 
complication increased significantly during the seven year period 
(X2=18.665; p<0.01). It may well be that some cases of revealed accidental 
haemorrhage in whom no retroplacental clot was found following delivery 
have been included under this heading; this could account for the fact that 
the perinatal mortality was higher than the hospital average. No significant 
trend in the perinatal mortality rate occurred during the seven years. 
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Department of Diagnostic Ultrasound 
The purchase of a second real-time scanner has resulted in a change in 

the practice of scanning within the hospital as a machine is now frequently 
available in the out-patient department for use by the clinical staff. This 
practice means that initial investigatory and reassurance scans are fre
quently perfomed as an extension of the obstetrician's palpation. Numbers 
are not available for the O.P.D. scans or for the scans performed in the 
neonatal intensive unit. During 1984, 3,941 patients were referred to the 
Ultrasound Department where 6,913 scans were performed. 

The main indications for ultrasonic examinations were as follows: 

Gestational age 2,883 
Growth 781 
First trimester bleeding 663 
A.P.H 415 
I.U.G.R 332 
Multiple pregnancy 270 
Diagnosis of pregnancy /exclude pregnancy 588 
Assessment of ovarian size 311 
Liquor volume 131 
Neonatal ... 138 

There has been a dramatic increase in the workload of the Department 
because of the wide range of measurements being used in the assessment 
of fetal wellbeing, where a single examination will involve measuring up to 
7 different parameters. 

It is beyond the scope of one Nurse to continue this service. More trained 
personnel need to be made available to the Department. 
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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 accompanied 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). 

Essential 
Hypertension Pre-Eclampsia Late Pregnancy 

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

Method of delivery: 
S.V.D. 
L.S.C.S. 
Forceps 
Breecn 
Vacuum 

Liveborn infants < 2.5kg 

81 
1.3 

20 (1.0%) 
61 (1.4%) 
2 

83 
1 
0 
1 

12.0 
0 

38 (47%) 

56 
15 (18.5%) 
6 
3 
3 

12 (14%) 

158 
2.5 

87 (4.5%) 
71 (1.6%) 
8 

166 
3 
0 
3 

18.0 
0 

80 (51%) 

106 
36 (23%) 
18 
4 
2 

30 (18%) 

182 
2.9 

81 (4.2%) 
101 (2.3%) 

4 
186 

3 
0 
3 

16.1 
0 

87 (48%) 

143 
15 (8.2%) 
19 
5 
4 
4 (2.1%) 

Comment: During 1984 there was no significant alteration in the incidence 
of hypertensive disease in pregnancy. Pre-eclampsia and late pregnancy 
hypertension were more commonly found amongst primigravid patients 
than amongst multiparous women while the incidence of essential hyperten
sion was no different in the two groups of mothers. The rate of induction 
of labour was very high in each group while the incidence of Caesarean 
section was increased considerably in patients with essential hypertension 
and pre-eclampsia but not in those with late pregnancy hypertension. Many 
of these Caesarean sections were performed because of premature delivery 
and it should be noted that the incidence of low birth weight infants was 
high both in patients with hypertension and with pre-eclampsia while it was 
quite low in those with late pregnancy hypertension. Seven stillbirths 
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occurred amongst these groups of women three of which were due to lethal 
congenital malformation (39, 50 and 51). Three of the four remaining 
stillbirths (13,17 and 57) were associated with retarded intra-uterine growth 
secondary to the hypertensive disease. Delivery was being considered in 
two of these instances (13 and 17) while Case 57 developed fetal distress 
following induction of labour at 41 weeks. In Case 9 there was no evidence 
of placental insufficiency and no definitive cause for that intra-uterine death 
was found. 

PERINATAL DEATHS 

Normal Infants 

(9) B.69532. Para 0+0. Age 34. S.E.4. Gestation 40 weeks. Booked at 16 weeks. Dates 
certain. C.A.N.C. — defaulted because of mother's death. Admitted at term. B.P. 140/90. 
B.P. settled. Retained because found to have breech presentation. Spontaneous version to 
cephalic presentation. T+4 reactive C.T.G. Head high. T+5 S.R.O.M. Immediate auscul
tation F.H.N.H. Clear liquor subsequently meconium stained. P.G.E.2 infusion. Spontaneous 
vertex delivery 11 hours after S.R.O.M. Delivered male infant weighing 4.026 kilograms. No 
cord prolapse. 

Post-mortem: Intra-uterine anoxia. 

(13) B.63279. Para 1+1. Age 34. S.E.I. Gestation 31 weeks. Previous mid-trimester abortion 
followed by I.U.D. at 34 weeks from I.U.G.R. First seen at 10 weeks. Shirodkar Suture at 
15 weeks. Good clinical and ultrasound growth until 28 weeks when B.P.D. 8.1 (liquor 
adequate but trunk thin). Immediate admission. F.M. chart and C.T.G.'s good but ultrasound 
showed asymmetrical I.U.G.R. Commenced on Bethamethasone — B.P. rose to 180/120. 
Drug stopped for 24 hours. At 31 weeks Shirodkar removed. S.V.D. fresh stillborn male 
infant weighing 1.24 kilograms. Placenta 260 grams, numerous haemorrhagic areas. 

Skeletal survey: No bone abnormality. 
Post-mortem: Intra-uterine anoxia. 
Cause of death: Acute onset of retarded intra-uterine growth, eventually associated with 

severe hypertension. 

(17) B.48267. Para 1+1. Age 28. S.E.4. Gestation 36 weeks. First seen at 12 weeks — scan 
confirmed dates. Raised B.P. first visit. Nausea, vomiting and weight loss up to 22 weeks. 
Poor fetal movements. Scans at 22, 31 and 34 weeks, noted apparent S.F.D. but growing; 
excess liquor. Admitted at 34 weeks for raised B.P. Fetal movements to 36 weeks then 
stopped. Delivered stillborn female infant weighing 1.35 kilograms. Skeletal survey — 
maturity 30 weeks. 

Post-mortem: Maceration. 

(57) B.70908. Para 0+0. Age 25. S.E.4. Gestation 41 weeks. Booked at 10 weeks. B.P. 
150/85. I.U.G.R. first suspected at 33 weeks gestation even though ultrasound showed 
adequate liquor. B.P. stable 140/85. Labour induced at 41 weeks gestation. Excess clear liquor 
drained following A.R.M. Type 11 dips. pH 6.95. Emergency L.S.C.S. Delivery of fresh 
stillborn female infant weighing 1.96 kilograms. 

Post-mortem: Intra-partum asphyxia. 

Congenital Malformations 
Cases Nos. 39, 50 and 51. 

Essential Hypertension 1978-84 

Total Mothers 
No. of cases 
Incidence % 
Perinatal deaths 
Mortality rate 

1978 
7,457 

132 
1.7 
9 

68 

1979 
7,564 

86 
1.1 
7 

81 

1980 
7,613 

117 
1.5 
4 

33 

1981 
7,233 

109 
1.5 
4 

30 

1982 
6,828 

91 
1.3 
4 

44 

1983 
6,379 

59 
0.9 
3 

50 

1984 Total 
6,226 49,300 

81 675 
1.3 1.4 
1 32 

12.3 47 
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Comment: Six hundred and seventy five of the 49,300 mothers delivered 
during the seven years were noted to have essential hypertension giving a 
rate of 1.4 per cent. However, the incidence of this disease decreased 
significantly during the seven years (x2 = 6.485; p< 0.02). One hundred 
and thirty eight of the 675 (20%) mothers were delivered by Caesarean 
section but nonetheless the perinatal mortality rate during the seven years 
was extremely high. While it might appear from the table that the perinatal 
mortality improved during the seven years the drop in the number of deaths 
was not significant. Clearly, improved ante-natal diagnosis of retarded 
intra-uterine growth, and prompt delivery, should lead to a reduction in 
the number oi perinatal deaths associated with this complication. 

Pre-Eclampsia 1978-84 

Total Mothers 
No. of cases 
Incidence % 
Perinatal deaths 
Mortality rate 

1978 

7,457 
242 
3.2 

5 
20 

1979 

7,564 
201 
2.8 

8 
38 

1980 

7,613 
230 
3.0 

7 
30 

1981 

7,233 
252 
3.4 

9 
34 

1982 

6,828 
217 
3.1 

2 
8.9 

1983 

6,379 
213 
3.3 

2 
9.3 

1984 

6,226 
158 
2.5 

3 
18.9 

Total 

49,300 
1,513 

3.0 
36 

23.7 

Comment: One thousand five hundred and thirteen mothers developed 
pre-eclampsia during the seven years, an incidence of 3.0 per cent. This 
can be compared to the incidence of 5.26% recorded between 1971-77. 
There was no significant change in the incidence of pre-eclampsia during 
the seven years (x2 = 0.098; p = N.S.). There were 36 perinatal deaths 
giving a rate of 23.7/1,000. While the number of perinatal deaths was lower 
in the last three years the change in perinatal mortality was not significant. 

Late Pregnancy Hypertension 1978-84 

Total mothers 
No. of cases 
Incidence % 
Perinatal deaths 
Mortality rate 

1978 

7,457 
328 
4.4 

Nil 
Nil 

1979 

7,564 
340 
4.5 

4 
11.6 

1980 

7,613 
317 
4.1 

2 
6.3 

1981 

7,233 
329 
4.1 

4 
10.2 

1982 

6,828 
259 
3.7 

1 
3.8 

1983 

6,379 
214 
3.3 

1 
4.6 

1984 

6,226 
182 
2.9 

3 
16 

Total 

49,300 
1,969 

3.9 
15 

7.6 

Comment: The overall incidence of this complication was 3.9 per cent 
but it dropped from 4.4 to 2.9 per cent between 1978 and 1984. The 
reduction in this complication was significant (x2 = 14.788;p<0.001). There 
were only 15 perinatal deaths and the perinatal mortality rate did not 
significantly alter throughout the period. This complication of pregnancy 
remains an innocuous one and the high induction rate noted during 1984 
seems totally inappropriate. 
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Eclampsia 
Number of cases 2 
Primigravidae 1 
Multigravidae 1 
Incidence per cent 0.03 
Perinatal deaths Nil 

Method of delivery: 
Caesarean section 2 

Comment: Two cases of eclampsia occurred during the year. During 
reversal of general anaesthesia following Caesarean section for dystocia at 
9 cms dilation, a primigravida had a generalised convulsion. Her blood 
pressure immediately following the seizure was 200/140. Antenatally her 
highest blood pressure was 150/100. Ergometrine had not been given prior 
to the convulsion. 

A multigravida had a convulsion during labour and was subsequently 
delivered by repeat Caesarean section. The highest recorded blood pressure 
in this case was 150/100 with +1 proteinuria. 

Both mothers were normotensive without medication within twelve 
hours of the episode. 

Eclampsia 1978-84 
1978 1979 1980 1981 1982 1983 1984 Total 

Total mothers 7,457 7,564 7,613 7,233 6,828 6,379 6,226 49,300 
Number o f cases 7 4 7 8 7 3 2 3 8 
Incidence % 0.09 0.05 0.09 0.1 0.1 0.04 0.03 0.07 
Perinatal deaths Nil 1 2 Nil Nil Nil Nil 3 
Maternal deaths Nil Nil Nil Nil Nil Nil Nil Nil 

Comment: There were only 38 cases of eclampsia among the 49,300 
mothers delivered. The incidence was no different to the rate of 0.08 per 
cent recorded in the previous seven years. Mothers who suffered from 
eclampsia prior to delivery were not necessarily delivered by Caesarean 
section. Our standard therapy has been to treat these patients with intra
venous hydralazine and either valium or heminevrin when necessary. 
Magnesium sulphate was not given on any occasion. There were no maternal 
deaths from ecalmpsia in the seven years. 
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Multiple Pregnancy 
Number of cases 
Number of babies 
Incidence per cent 
Stillbirths 
Neonatal deaths 
Perinatal deaths 

77 
154 

1.2 
8 
3 

11 Rate: 71/1,000 

Comment: Five sets of twins were less than 28 weeks and 36 sets were 
less than 36 weeks gestation. Two of the stillbirths (31 & 32) were only 23 
weeks and all but one were less than 38 weeks gestation. There were no 
major congenital malformations. On two occasions both twins were stillborn 
while the first twin died in 5 of the other 6 cases. 

Ultrasound scanning of all patients with early pregnancy bleeding has 
yielded information on the natural history of multiple conception. Whereas 
77 sets of twins were delivered during 1984 ultrasound detected 159 cases 
of multiple conception (true incidence 1:40 conceptions). The outcome of 
these cases was as follows: 

Both twins aborted 10 
One twin aborted 73 
Twins delivered 76 

It therefore appears that multiple conception is much commoner than was 
thought and that approximately 50% abort one or both twins in early 
pregnancy. 

PERINATAL DEATHS 
Normal Infants 

(31 & 32) B59489. Para 1+1. Age 35. S.E.4. Gestation 23 weeks. Seen at 11 weeks. Scan 
showed twin pregnancy. Very slight bleeding at 13 weeks. Admitted in labour at 23 weeks. 
Vaginal delivery of stillborn male infant weighing 510 grams and stillborn female infant 
weighing 510 grams. Clinical diagnosis — previable twins. 

Post-mortem: Twin I—Intra-uterine anoxia 
Twin II-Intra-uterine anoxia. 

(33 & 34) B.64621. Para 0+1. Age 27. S.E.2. Gestation 32 weeks. Booked at 13 weeks. 
Twin pregnancy noted at 31 weeks when uterine size was found to be large for dates. Liquor 
normal at that time. Developed hydramnios within the next 10 days and admitted to hospital 
in premature labour. Two days after admission I.U.D. of both twins. Subsequent spontaneous 
delivery of macerated male infants weighing 1.61 and 1.78 kilograms respectively. No apparent 
cause for I.U.D.'s. 

Post-mortem: Twin I—Maceration. 
Twin II-Maceration. 
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(35) B.21255. Para 3"°. Age 35. S.E.4. Gestation 38 weeks. Booked at 18 weeks gestation. 
Ultrasound scan — twin pregnancy — dates confirmed. C.A.N.C. Reviewed at 31 weeks — 
normal. Rescanned at 37 weeks — mild I.U.G.R. Admitted at 38 weeks in spontaneous 
labour. Cervix 7 cm dilated. A.R.M. — copious dark brown liquor — F.H.N.H. in first baby. 
Normal delivery shortly after of macerated baby weighing 2.921 kilograms. Second baby live 
born male infant weighing 2.63 kilograms. 

Post-mortem: Maceration. 

(53) B.69822. Para 0*°. Age 19. S.E.7. Gestation 33 weeks. Booked at 16 weeks. Twin 
pregnancy diagnosed at 22 weeks. Both B.P.D concordant then and at 30 weeks. Admitted 
at 31 weeks with discomfort and vomiting. Increasing polyhydramnios. Spontaneous labour 
at 33 weeks. Twin 1 cephalic F.H. heard with Sonicaid 80 during contractions, recovering to 
120. Unable to push. Forceps delivery 5 minutes after full dilatation. Twin 1 weighed 1.247 
kilograms, showed no sign of life at delivery. Twin II weighed 1.93 kilograms, well. No 
evidence of abruptic placentae. 

Post-mortem: Refused. 

(54) B.72026. Para 0"°. Age 33. S.E.4. Gestation 36 weeks. Booked at 24 weeks gestation. 
Uneventful ante-natal care. Admitted in premature labour at 36 weeks gestation. Undiagnosed 
twins. Twin I S.V.D. female infant weighing 2.2 kilograms which survived. Twin II assisted 
breech delivery fresh stillborn female infant weighing 1.65 kilograms. The F.H of second twin 
had been normal prior to delivery. 

Post-mortem: Refused. 

(55) B.67401. Para 3+1 . Age 32. S.E.6. Gestation 37 weeks. Booking clinic at 10 weeks. 
Uneventful pregnancy until 33 weeks when twins diagnosed. Admitted at T — 18 with 
S.R.O.M. and cord prolapse. Transferred to theatre but no cord pulsation. Second twin F.H. 
satisfactory. Allowed to labour. Assisted breech delivery. Twin I — fresh stillbirth male infant 
weighing 2.82 kilograms. Spontaneous vertex delivery Twin II — male infant weighing 3.02 
kilograms with Apgar scores of 9 and 10. 

Post-mortem: Refused. 

(68) B.61959. Para l+0. Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour at 26 weeks 
gestation. Twin I male infant weighed 870 grams born before arrival. N.N.D. 2 days. 

Post-mortem: 1. Pulmonary immaturity and hvaline membrane disease. 
2. Small cerebral I.V.H. 

Comment: Twin II also died but the main cause of death was a large cerebral I.V.H. 

(70) N.B.70192. Para 5*°. Age 31. S.E.7. Gestation 26 weeks. Twin pregnancy. Transferred 
from another hospital at 24 weeks with an A.P.H. and S.R.O.M. Continued to pass blood 
stained liquor. Took own discharge. Returned 4 days later and delivered twin female infants 
both weighing 1.1 kilogram. Twin I died 2 days later. Twin II survived. 

Post-mortem: Post-mortem: 1. Cerebral haemorrhage — I.V.H. 
2. Pulmonary atelectasis. 

(72) B.61959. Para 1*° Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour at 26 weeks 
gestation. Twin 11 breech delivery of male infant weighing 860 grams which died 3 days after 
delivery. 

Post-mortem: 1. Cerebral I.V.H. 
2. Pulmonary immaturity and hyaline membrane disease 

Comment: Twin I also died but the main cause of death was respiratory dysfunction. 
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Multiple Pregnancy 1978-84 

Total mothers 
Number of cases 
Incidence % 
Total babies 
Perinatal deaths 
Mortality rate 

1978 

7,457 
89 

1.2 
179 

6 
33 

1979 

7,564 
95 
1.2 

191 
9 

47 

1980 

7,613 
117 

1.5 
235 

11 
46 

1981 

7,233 
67 
0.9 

134 
8 

60 

1982 

6,828 
85 
1.2 

172 
7 

40 

1983 

6,379 
82 

1.3 
170 

9 
52 

1984 

6,226 
77 

1.2 
154 
11 
51 

Total 

49,300 
612 

1.2 
1235 
61 
49 

Comment: The above table summarises the outcome of multiple preg
nancy during the past seven years. The 612 cases of multiple pregnancy 
consisted of 61 twin and 11 triplet pregnancies. The incidence did not 
change significantly (x2=0.485; p=N.S.) and was consistent with the gener
ally quoted figure but, as is evident from the data included in the 1984 
report, the true incidence of multiple pregnancy is probably twice as 
high. Unfortunately, there was no improvement whatever in the perinatal 
mortality associated with multiple pregnancy during the seven years. 
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Breech Delivery 

Number of mothers 
Incidence per cent 

Multiple pregnancies 

Number of babies delivered 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Singleton Breech Delivery 
Primigravidae: 

Number of cases 

Incidence per cent 

Stillbirth 

Neonatal deaths 

Perinatal deaths 

Multigravidae: 

Number of cases 

Incidence per cent 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

145 

2.3 

13 

150 

9 

5 

14 

49 

2.5 

3 

1 

4 

83 

1.9 

4 

2 

6 

Rate: 

Rate: 

Rate: 

93/1,000 

81/1,000 

72/1,000 

Comment: The incidence of breech delivery was 2.3 per cent. There were 
14 perinatal deaths among the 150 breech delivered babies: four were due 
to congenital malformation (44, 46, 79 and 84); four died prior to labour 
(1, 10, 12 and 17); three died in labour (54, 55 and 56); and there were 
three neonatal deaths (63, 68 and 72). 

It was particularly disappointing to record three intrapartum deaths. Two 
of these three stillbirths occurred in twin pregnancies and it may be that 
fetal distress was inadvertently missed in these cases. One intrapartum 
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death (56) occurred in a primigravid mother in whom fetal distress occurred 
immediately prior to delivery. There was no evidence of a traumatic 
intracranial haemorrhage at post-mortem. The three neonatal deaths were 
all associated with complications of prematurity: two died from respiratory 
complications (63 and 68) and one from a large intraventricular haemor
rhage. Four of the 14 deaths occurred in twin pregnancies (54, 55, 68 and 
70). 

A breech presentation was found in 146 singleton term pregnancies and 
in 48 preterm births; 49 of the 146 term babies (33 per cent) and 13 of the 
48 preterm infants (27 per cent) were delivered oy Caesarean section. 

PERINATAL DEATHS 
Normal Infants 

(1) B.67201. Para 0+1. Age 33. S.E.3. Gestation 23 weeks. Booked at 15 weeks gestation. 
Normal ante-natal course until admitted with premature rupture of membranes at 23 weeks 
gestation. F.H.H. on admission but I.U.D. one week later. Spontaneous labour and breech 
delivery of stillborn female infant weighing 600 grams. 

Post-mortem: Not performed 

(10) B.70019. Para 0+ 0 . Age 22. S.E.3. Gestation 41 weeks. Booked at 14 weeks. Breech 
presentation from 32 weeks. B.C.V. failed. Pelvimetry at 36 weeks. Normal size and shape. 
S.O.L awaited—Elective L.S.C.S. arranged for T+14 if not delivered. Admitted at T+12 in 
labour. F.H.N.H. on admission. F.M. felt previous day. Delivered stillborn male infant 
weighing 3.61 kilograms. 

Post-mortem: Intra-uterine anoxia 

(12) B.71266. Para 6+1. Age 47. S.E. 3. Gestation 28 weeks. Booked at 30 weeks by unsure 
dates. Size =24 weeks and scan=25 weeks. History of early pregnant bleed. Admitted 28 
weeks by dates with no fetal movement. F.H.N.H. on scan. PGE induction. Delivered 
macerated female infant weighing 600 grams. No retroplacental clot. 

Post-mortem: Refused. 

(17) B. 48267. Para 1+1. Age 28. S.E.4. Gestation 36 weeks. First seen at 12 weeks — scan 
confirmed dates. Raised B.P. first visit. Nausea, vomiting and weight loss up to 22 weeks. 
Poor fetal movements. Scans at 22, 31 and 34 weeks, noted apparent S.F.D. but growing; 
excess liquor. Admitted at 34 weeks for raised B.P. Fetal movements to 36 weeks then 
stopped. Delivered stillborn female infant weighing 1.35 kilograms. Skeletal survey — 
maturity 30 weeks. 

Post-mortem: Maceration. 

(54) B.72026. Para 0+0. Age 33. S.E.4. Gestation 36 weeks. Booked at 24 weeks gestation. 
Uneventful ante-natal care. Admitted in premature labour at 36 weeks gestation. Undiagnosed 
twins. Twin I S.V.D. female infant weighing 2.2 kilograms which survived. Twin II assisted 
breech delivery fresh stillborn female infant weighing 1.65 kilograms. The F.H. of second 
twin had been normal prior to delivery. 

Post-mortem: Refused. 

(55) B. 67401. Para 3+ 1 . Age 32. S.E.6. Gestation 37 weeks. Booking clinic at 10 weeks. 
Uneventful pregnancy until 33 weeks when twins diagnosed. Admitted at T - 1 8 with S.R.O.M 
and cord prolapse. Transferred to theatre but no cord pulsation. Second twin F.H. satisfactory. 
Allowed to labour. Assisted breech delivery Twin I fresh stillbirth male infant weighing 2.82 
kilograms. Spontaneous vertex delivery Twin II — male infant weighing 3.02 kilograms with 
Apgar scores of 9 and 10. 

Post-mortem: Refused. 

(56) B. 70023. Para 0+0. Age 25. S.E.4. Gestation 39 weeks. Booked at 12 weeks. Breech 

f)resentation. Pelvimetry: Marginally narrow inlet, but overall size and shape within normal 
imits. Admitted in labour at T - 5 . F.H. tracing excellent throughout except during last five 

minutes when type 2 dips noted. 2nd stage: 20 minutes. Assisted breech delivery. Forceps to 
A.C.H. Fresh stillborn male infant weighing 2.86 kilograms. 

Post-mortem: Intra-partum asphyxia. 
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(63) B. 32372. Para l+0. Age 32. S.E.4. Gestation 24 weeks. Booked at 8 weeks gestation. 
Normal ante-natal course until vaginal bleeding at 24 weeks. Spontaneous labour and delivery 
of live-born infant weighing 750 grams which died shortly after delivery. 

Post-mortem: Prematurity. 

(68) B. 61959. Para l+0. Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour at 26 weeks 
gestation. Twin I male infant weighed 870 grams born before arrival. N.N.D 2 days. 

Post-mortem: 1. Pulmonary immaturity and hyaline membrane disease 
2. Small cerebral I.V.H. 

Comment: Twin II also died but the main cause of death was a large cerebral I.V.H. 

(72) B. 61959. Para l+0. Age 33. S.E.4. Gestation 26 weeks. Uncertain dates and scan at 
first visit showed twin pregnancy of 19 weeks gestation. Premature labour and 26 weeks 
gestation. Twin II breecn delivery of male infant weighing 860 grams which died 3 days after 
delivery. 

Post-mortem: 1. Cerebral I.V.H. 
2. Pulmonary immaturity and hyaline membrane disease 

Comment: Twin I also died but the main cause of death was respiratory dysfunction. 

Congenital Malformations 

Case Nos. 44, 46, 79 and 84. 

Singleton Breech Delivery 1978-84 

Total Babies 
No. of Cases 
Incidence % 
Perinatal deaths 
Mortality rate 

1978 
7,547 

186 
2.4 

19 
102 

1979 
7,660 

160 
2.1 

24 
150 

1980 
7,731 

127 
1.6 

12 
94 

1981 
7,300 

144 
1.9 

19 
131 

1982 
6,915 

124 
1.8 

13 
104 

1983 
6,467 

105 
1.6 

12 
114 

1984 Total 
6,303 49,923 

132 978 
2.1 1.9 

10 109 
113 111 

Comment: The incidence of vaginal breech delivery during the seven 
year period was 1.9 per cent and ranged from 1.6 to 2.4 per cent. There 
was no significant change in the incidence of breech delivery in the seven 
year period (x2 = 2.86; p = N.S.). Similarly, the mortality rate following 
breech delivery was unaltered. There were 109 perinatal deaths among 
the 978 breech deliveries. The majority of these were due to congenital 
malformations (51), while intrauterine death had occurred prior to the 
onset of labour in a further 29 cases. The remaining 28 perinatal deaths 
were associated with the following factors: labour and delivery (9); 
prematurity/respiratory dysfunction (10); intraventricular cerebral haemor
rhage (7); septicaemia (ll and haemolytic disease (1). The labour related 
deaths occurred at the following gestations: 26,27,28,28,29,30,31,34 and 
39 weeks respectively. The 7 deaths due to intraventricular haemorrhage 
occurred following delivery at 26, 28, 28, 28, 28, 29 and 31 weeks respect
ively. It is of interest to record that three premature infants delivered by 
Caesarean section between 1978-84 died from intraventricular cerebral 
haemorrhage. 
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External Version 

Number of cases 

Incidence per cent 

Perinatal deaths 

Primigravidae 

Multigravidae 

63 

1.0 

Nil 

6 

57 

Comment: There were no complications following this procedure which 
was carried out without anaesthetic or tocolytic agents. One case was a 
shoulder presentation and was delivered by L.S.C.S. There were no major 
congenital malformations in this group. 

PRESENTATION AT DELIVERY 

CEPHALIC 

Vaginal Delivery 
51 

L.S.C.S. 
6 

BREECH/OBLIQUE LIE 

Vaginal Delivery 
2 

L.S.C.S. 
3 

External Version 1978-84 

Total mothers 
No. of cases 
Incidence % 
Perinatal deaths 
Mortality rate 

1978 
7,457 

112 
1.5 

Nil 
Nil 

1979 
7,564 

82 
1.1 
2 

24 

1980 
7,613 

54 
0.7 
4 

74 

1981 
7,233 

55 
0.7 
2 

35 

1982 
6,828 

82 
1.2 

Nil 
Nil 

1983 
6,379 

127 
1.9 
2 

15 

1984 Total 
6,226 49,300 

63 575 
1.0 1.2 

Nil 10 
Nil 17.3 

Comment: External cephalic version was performed, when indicated, 
without general anaesthetic or tocolytic agents. The incidence increased 
significantly during the seven years(x = 7.747; p < 0.01). The presentation 
remained cephalic in 535 of the 575 cases but reverted to a breech presen
tation in 40 patients. Only 33 of the 535 patients in whom a cephalic 
presentation persisted required a Caesarean section, whereas 23 of the 
other 40 mothers needed surgery; this difference was highly significant 
(X2 = 66.082; p < 0.001). Only one of the 10 perinatal deaths could be 
attributed to the procedure of external cephalic version; this patient suffered 
an accidental haemorrhage the day after the procedure. 
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Induction of Labour 
Number of cases 
Incidence per cent 
Multiple pregnancy 
Number of babies delivered 
Stillbirths 
Neonatal deaths 
Perinatal deaths 

... 1,162 
18.6 
22 

... 1,184 
21 
2 

23 Rate: 19.4/1,000 

TABLE I—PARITY 

Total cases 
Incidence % 

Total babies 

Prim. 

343 
17.9 

351 

TABLE II—INDICATIONS FOR INDUCTION 

Prim. 

Mult. 

819 
19.0 

833 

Mult. 

Post 40 weeks gestation... 
P.E.T./hypertension 
Retarded intra-uterine growth 
A.P.H 
Diabetes 
Bad obstetric history 
Decreased fetal movement 
Antibodies 
Multiple pregnancy 
Incipient labour. 
Short labours ... 
Abnormal C.T.G. 
Miscellaneous ... 

211 (11.0%) 
63 (3.3%) 
21 
10 
— 
— 
6 
1 
5 
2 

— 
9 

15 

490(11.4%) 
90(2.1%) 
48 
25 

8 
11 
12 
13 
14 
7 
9 

10 
96 

Total (mothers) 343 833 

Figures in brackets refer to the incidence in all patients of that parity. 

TABLE III—MODE OF DELIVERY 

Spontaneous vertex 
Forceps/Vacuum 
Breech ... 
Caesarean section 

Total (babies) ... 

Prim. 

231 (66%^ 
87(25%' 

4 ( 1% 
29 ( 8% 

351 

Mult. 

773 (93%) 
30 ( 4%) 
11 ( 1%) 
19 ( 2%) 

833 
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TABLE IV—CAESAREAN SECTION 

Indication for Induction Prim. Mult. 
Past 40 weeks gestation... ~. ~. ~ ~ 18 (8.5%) 12 (2.4%) 
A.P.H 1 — 
Retarded intra-uterine growth 3(14.2%) 2(4.1%) 
P.E.T./hypertension 6 (9.5%) 4 (4.4%) 
Multiple pregnancy* ... ... ... ... ... 1 1 
Total (mothers and babies) 29 19 

*The Caesarean section was necessary to deliver the second twin only in each case so that 
the total number of mothers and babies was identical. The figures in brackets show the 
incidence of Caesarean section in mothers induced for that particular indication. 

Comment: The incidence of induction of labour dropped considerably 
during 1984 though the rate of 18.6 per cent still seems quite high. It is of 
interest to note that the rate of induction was similar for both'primigravidae 
and multiparous patients and the indications for induction were also similar. 
There was a marked difference in the incidence of Caesarean section 
amongst induced primigravidae and multiparous patients in whom the rates 
were 8.4% and 2.3% respectively. The reduction in the induction rate was 
due to a decrease in the percentage of patients induced because they were 
post-term. 

PERINATAL DEATHS 
Normal Infants 

(2) B.13312. Para 2+0. Age 30. S.E.4. Gestation 33 weeks. Non-smoker. Booked at 13 
weeks. Uneventful pregnancy until 33 weeks. Admitted with absent movements. F.H.N.H. 
Prostaglandin induction. Spontaneous breech delivery of macerated male infant weighing 
1.758 kilograms. 

Post-mortem: Maceration. 

(3) B.71211. Para0+0. Age 22. S.E.8. Gestation 36 weeks. Booked at 26 weeks. Hydramnios 
noted. At 34 weeks no fetal movements for a few days. F.H.N.H. Prostaglandin induction. 
Delivered macerated stillborn male infant weighing 2.7 kilograms. X-Ray=no skeletal abnor
mality. No obvious abnormality. 

Post-mortem: Refused. 

(4) B.69528. Para 0+0. Age 23. S.E.4. Gestation 38 weeks. Booked at 14 weeks. Uneventful 
A.N.C. until 38 weeks when complained of feeling no life for a few days. F.H.N.H. 
Prostaglandin induction. Delivered stillborn male infant weighing 3.2 kilograms. 

Post-mortem: Maceration. 

(11) B.65827. Para l+0. Age 38. S.E.2. Gestation 27 weeks. Booked at 14 weeks by dates. 
P.V. bleeding by one week before booking associated with crampy abdominal pains. Scan: 
viable pregnancy 12 weeks size. Admitted at 27 weeks by dates. F.M.N.F. x 3 days. I.U.D. 
confirmed. PGE infusion. Delivered female infant weighing 570 grams. Two vessels only in 
cord. 

Post-mortem: Maceration. 

(15) B.72377. Para 3+0. Age 26. S.E.I. Gestation 34 weeks. Dates uncertain. Attended 
booking clinic at 30 weeks. Size compatible with 26 weeks. Seen again 2 weeks later when 
pregnancy appeared to be progressing satisfactorily. No fetal movement at 34 weeks. I.U.D. 
confirmed on scan. Coagulation screen normal. Prostaglandin induction. Delivered macerated 
female infant weighing 1.81 kilograms. 

Post-mortem: Maceration. 

85 



(17) B.48267. Para 1+1. Age 28. S.E.4. Gestation 36 weeks. First seen at 12 weeks — scan 
confirmed dates. Raised B.P. first visit. Nausea, vomiting and weight loss up to 22 weeks. 
Poor fetal movements. Scans at 22, 31 and 34 weeks, noted apparent S.F.D. but growing; 
excess liquor. Admitted at 34 weeks for raised B.P. Fetal movements to 36 weeks then 
stopped. Delivered stillborn female infant weighing 1.35 kilograms. Skeletal survey — 
maturity 30 weeks. 

Post-mortem: Maceration. 

(27) B.70559. Para 0+1. Aee 20. S.E.5. Gestation 37 weeks. Booked at 26 weeks. Admitted 
at 37 weeks from Richmond Hospital following R.T.A. with abruptio placentae. Delivered 
stillborn male infant weighing 2.260 kilograms. 

Post-mortem: Refused. 

(33 & 34) B.64621. Para 0+1. Age 27. S.E.2. Gestation 32 weeks. Booked at 13 weeks. 
Twin pregnancy noted at 31 weeks when uterine size was found to be large for dates. Liquor 
normal at that time. Developed hydramnios within the next 10 days and admitted to hospital 
in premature labour. Two days after admission I.U.D. of both twins. Subsequent spontaneous 
delivery of macerated male infants weighing 1.61 and 1.78 kilograms respectively. No apparent 
cause for I.U.D.'s. 

Post-mortem: Twin 1. Maceration. 
Twin 2. Maceration. 

(38) B.62558. Para 2+0. Age 23. S.E.2. Gestation 30 weeks. Booked at 14 weeks gestation. 
Anti c+D antibodies. Given anti-D following first delivery. In second pregnancy found to 
contain anti c+D antibodies. Spontaneous labour at 37 weeks and baby required one exchange 
and one top-up transfusion. Current pregnancy normal until 24 weeks gestation when sudden 
increase in uterine size. Amniocentesis showed severely affected fetus. I.U.T.'s at 27 and 29 
weeks gestation at which time considerable fetal ascites was present. I.U.D. at 30 weeks. 
P.G.E. infusion and spontaneous delivery of male infant weighing 2.38 kilograms. 

Post-mortem: Hydrops. 

(39) B.71271. Para l+0. Age 25. S.E.4. Gestation 32 weeks. Oriental. Booked at 21 weeks. 
Scan done at patient's request showed ascites at 28 weeks. Blood Group O Rhesus Positive. 
No antibodies. V.D.R.L. and T.P.H. A. negative. Fetus appeared otherwise normal. Admitted 
with gross oedema and vomiting at 32 weeks. No F.H. Labour induced with I.V. P.G.E. 
Normal delivery of stillborn male infant weighing 2.250 kilograms with massive oedema. 

Post-mortem: 1. Prematurity and stillbirth. 
2. Severe maceration. 
3. Massive fetal hydrops, non-haemolytic type, no cause found. 
4. Massive ascites and pleural effusions were part of this oedematous process. 

(40) N.B.63968. Para 3+0. Age 38. S.E.4. Gestation 34 weeks. Blood Group O Rhesus 
Negative. Two previous babies jaundiced after delivery but alive and well. Third pregnancy 
ended in a stillbirth which was attributed to the rhesus incompatibility. In this pregnancy she 
was transferred from another hospital at 34 weeks with severe rhesus incompatibility and a 
slowing fetal heart. On admission F.H.N.H. I.V. prostaglandin induction and a stillborn 
female infant weighing 2.48 kilograms was delivered spontaneously. 

Post-mortem: Refused. 

(41) B.70033. Para 0+0. Age 28. S.E.4. Gestation 32 weeks! Diabetes 9 years. Booked at 
10 weeks — very poor control. Admitted for stabilisation which took 7 weeks to attain. From 
20 weeks she was relatively stable on an out-patient basis and was seen weekly. Smoked 
20/day. Clinic visit at 32 weeks was normal. F.M.N.F. 2 days later. Scan confirmed I.U.D. 
Prostaglandin induction, Delivered stillborn male infant weighing 1.984 kilograms. Placenta 
normal. 

Post-mortem: 1. Prematurity. 
2. Severe maceration. 
3. Haemorrhagic effusions of the pleural and peritoneal cavities. 
4. Atelectasis. 
5. Interstitial cell hyperplasia of the testes. 

(57) B.70908. Para 0+0. Age 25. S.E.4. Gestation 41 weeks. Booked at 10 weeks. B.P. 
150/85. I.U.G.R. first suspected at 33 weeks gestation even though ultrasound showed 
adequate liauor. B.P. stable 140/85. Labour induced at 41 weeks gestation. Excess clear liquor 
drained following A.R.M. Type 2 dips. pH 6.95. Emergency L.S.C.S. Delivery of fresh 
stillborn female infant weighing 1.96 kilograms. 

Post-mortem: Intra-partum asphyxia. 
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(59) B.67007. Para 0+0. Age 23. S.E.I. Gestation 41 weeks. Booked at 10 weeks (confirmed 
ultrasonically). Uneventful pregnancy. Induced at T+13 (no liquor). Monitored. Nine hours 
after induction cervix was tnin and 2 to 3 cm dilated. Liquor clear and F.H. normal. F.H. 
suddenly noted to be 40 and disappeared before L.S.C.S. could be performed. Subsequently 
delivered stillborn female infant weighing 4.25 kilograms. Very tight nuchal cord. 

Post-mortem: Intra-uterine anoxia. 

Congenital Malformations 
Case Nos. 39, 46, 47, 48, 49, 50, 75 and 83. 

Induction of Labour 197884 

Total mothers 
No. of cases 
Incidence % 
Perinatal mortality 
L.S.C.S. — Incidence % 

1978 
7,457 
1,794 

24.1 
17.8 
7.3 

1979 
7,564 
1,752 

23.2 
17.4 
7.6 

1980 
7,613 
1,593 

20.9 
15.3 
7.8 

1981 
7,233 
1,669 

23.1 
15.0 
8.7 

1982 
6,828 
1,683 

24.6 
11.8 
8.6 

1983 
6,379 
1,587 

24.9 
13.6 
7.6 

1984 Total 
6,226 49,300 
1,162 10,078 

18.6 20.4 
13.6 15.0 
6.3 7.6 

Comment: The incidence of induction of labour remained fairly constant 
during the seven years even though the rate during 1984 was the lowest 
since 1971. No correlation existed between the incidence of induction and 
either the annual perinatal mortality rate or the incidence of Caesarean 
section. The incidence of induction of labour continued to be high; the 
majority of cases both in primigravidae and in multiparous patients were 
performed because pregnancies had progressed beyond 40 weeks gestation. 
A more rational and scientific approach to the need for induction of labour 
in post-term pregnancies seems necessary. The fact that no correlation was 
found between overall perinatal mortality and the annual rate of labour 
induction suggests that many cases were induced unnecessarily. The con
tinued high stillbirth rate of normal infants further suggests that adequate 
means of identifying the at-risk fetus have not been achieved. 
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Prolapse and Presentation of the Cord 
Number of cases 20 
Primigravidae... 
Multigravidae... 
Incidence per cent 
Perinatal deaths 

2 
18 
0.3 
1 Rate: 5.0/1,000 

Method of delivery: 

Primigravidae Multigravidae 
Caesarean section 2 10 
Vaginal delivery 0 8 

Comment: The successful outcome to most of these obstetrical emerg
encies was marred by one perinatal death; this patient was admitted 
to hospital with a cord prolapse and although the diagnosis was made 
immediately there was insufficient time to perform an emergency Caesarean 
section. 

PERINATAL DEATHS 
Normal Infants 

(55) B.67401. Para 3 + 1. Age 32. S.E.6. Gestation 37 weeks. Booking clinic at 10 weeks. 
Uneventful pregnancy until 33 weeks when twins diagnosed. Admitted at T-18 with S.R.O.M. 
and cord prolapse. Transferred to O.T. but no cord pulsation. Second twin F.H. satisfactory. 
Allowed to labour. Assisted breech delivery. Twin I fresh stillbirth male infant weighing 2.82 
kilograms. Twin II — Spontaneous vertex delivery — male infant weighing 3.02 kilograms 
with Apgar scores of 9 and 10. 

Post-mortem: Refused. 

Prolapse and Presentation of the Cord 1978-84 

1978 1979 1980 1981 1982 1983 1984 Total 
Total babies 
Number of cases 
Incidence % 
Perinatal deaths 
Mortality rate 

7,547 7,660 7,731 7,300 6,915 6,467 6,303 
27 21 25 24 33 20 20 
0.3 0.2 0.3 0.3 0.4 0.3 0.3 
2 2 4 2 Nil 1 1 

74 95 160 83 Nil 50 50 

49,923 
170 

0.3 
12 
70 

Comment: There was no significant change in the incidence of cord 
prolapse (x2=0.849; p=N.S.). While the number of perinatal deaths fell 
during the seven years the reduction in perinatal mortality was not sig
nificant. It is gratitying to note the very low perinatal mortality associated 
with this obstetric emergency and it is a tribute to the prompt and correct 
treatment which these mothers obtained from the midwives and medical 
staff. 
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Forceps Delivery 

Prim. Mult. Total 
Number of cases 

Incidence per cent 

Twins 

Number of babies 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Indications: 
Failure to advance 

Fetal distress ... 

Deep transverse arre 

Dural tap 

Prolapsed cord 

Maternal distress 

P. E. T. /hypertension 

Failed ventouse 

Elective 

I.U.D 

Type of analgesi 
Regional block 

Local infiltration  

  ... 354 

18 

5 

356 

4 

Nil 

4 

202 

133 

st/P.O.P. 13 

4 

1 

Nil 

1 

2 

Nil 

Nil 

a used: 
134 

220 

112 

2.5 

2 

112 

1 

1 

2 

67 

31 

4 

2 

2 

2 

1 

Nil 

2 

1 

42 

69 

466 

7.4 

7 

468 

5 

1 

6 Rate: 12.8/1,000 

269 

164 

17 

6 

3 

2 

2 

2 

2 

1 

176 

289 

Comment: The incidence of forceps delivery at 7.4 per cent showed an 
increase of 0.9 per cent on the preceding year. The cause was an increase 
in those performed for failure to progress in primigravidae. There were 
two intrapartum deaths in the group (5 J & 59). Three babies had died prior 
to labour (33, 34 & 42). The neonatal death in the group was due to a 
congenital abnormality (83). None of the deaths was due to traumatic 
intracranial haemorrhage. Fourteen babies weighed less than 2.5 kilograms 
and 11 babies were delivered prior to the 37th week of pregnancy. Five of 
the 466 babies showed transient signs of cerebral irritation. 
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PERINATAL DEATHS 

Normal Infants 
(33 & 34) B.64621. Para 0+1. Age 27. S.E. 2. Gestation 32 weeks. Booked at 13 weeks. 

Twin pregnancy noted at 31 weeks when uterine size was found to be large for dates. Liquor 
normal at that time. Developed hydramnios within the next ten days and admitted to hospital 
in premature labour. Two days after admission I.U.D. of both twins. Subsequent forceps 
delivery of macerated male infants weighing 1.61 and 1.78 kilograms respectively. No apparent 
cause for I.U.D.'s. 

Post-mortem: Twin I — Maceration. 
Twin II — Maceration. 

(42) B.29444. Para 2+0. Age 37. S.E. 7. Gestation 27 weeks. Renal transplant two years 
previous for chronic pyelonephritis. Booked at 15 weeks gestation. B.P. 160/85 treated 
with hypotensives and steroids. Hypertension well controlled and the fetal growth seemed 
satisfactory. However, I.U.D. at 27 weeks gestation. Subsequent spontaneous delivery of 
stillborn male infant weighing 624 grams. 

Comment: This patient appeared to be in the early stages of rejecting the renal transplant 
when the I.U.D. occurred. 

Post-mortem: Not peformed. 

(53) B.69822. Para 0+0. Age 19. S.E. 7. Gestation 33 weeks. Booked at 16 weeks. Twin 
pregnancy diagnosed at 22 weeks. Both B.P.D. concordant then and at 30 weeks. Admitted 
at 31 weeks with discomfort and vomiting. Increasing polyhydramnios. Spontaneous labour 
at 33 weeks. Twin 1 cephalic F.H. heard with Sonicaid, 80 during contractions, recovering to 
120. Unable to push. Forceps delivery 5 minutes after full dilatation. Twin I weighed 1.247 
kilograms, showed no sign of life at delivery. Twin II weighed 1.93 kilograms, well. No 
evidence of abruptio placentae. 

Post-mortem: Refused. 

(59) B.67007. Para 0+0. Age 23. S.E. 1. Gestation 41 weeks. Booked at 10 weeks (confirmed 
ultrasonically). Uneventful pregnancy. Induced at T + 13 (no liquor). Monitored. Nine hours 
after induction cervix was thin and 2 to 3 cm dilated. Liquor clear and FH normal. FH 
suddenly noted to be 40 and disappeared before L.S.C.S. could be performed. Subsequently 
delivered stillborn female infant weighing 4.25 kilograms. Very tight nuchal cord. 

Post-mortem: Intra-uterine anoxia. 

Congenital Malformations 
Case No. 83. 

Forceps Delivery 1978-84 
1978 1979 1980 1981 1982 1983 1984 Total 

Total babies 7,547 7,660 7,731 7,300 6,915 6,467 6,303 49,923 
Number of cases 579 559 569 475 441 422 466 3,511 
Incidence % 7.8 7.3 7.3 6.5 6.4 6.5 7.4 7.0 
Perinatal deaths 6 7 8 1 3 1 6 3 2 

Comment: Three thousand five hundred and eleven babies were delivered 
by forceps delivery during the 7 years giving and incidence of 7.0 per cent. 
There was a significant decrease in the rate of forceps delivery during the 
7 year period (%2 = 6.604; p < 0.02). However, the incidence of vacuum 
extraction increased significantly during the same time so that the overall 
rate of operative vaginal delivery was unchanged (%2 = 0.172; p = N.S.). 
The incidence of 7 per cent recorded during the seven years was almost 
half the rate noted in the years 1971-77 and this trend is to be welcomed. 
None of the 32 perinatal deaths was due to traumatic intra-cranial haemor
rhage. 
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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 ... 

Dural tap 

Induction of labour 

Prolonged labour ... 

Type of analgesia used: 

Reginal block 

Local infiltration ... 

Prim. 
55 

2.8 

55 

Nil 

Nil 

Nil 

26 

24 

1 

2 

10 

12 

22 

33 

Mult. 
43 

0.9 

43 

Nil 

Nil 

Nil 

14 

29 

2 

Nil 

9 

7 

13 

30 

Total 
98 

1.5 

98 

Nil 

Nil 

Nil 

40 

53 

3 

2 

19 

19 

35 

63 

Comment: Ninety eight Ventouse deliveries were performed during 
the year, an incidence of 1.5%. As with forceps deliveries the principal 
indications were failure to progress (54%) and fetal distress (41%). Epidural 
analgesia was used in 36 per cent of cases — as with forceps deliveries three 
times the overall hospital rate. Labour had been induced in 19 per cent of 
cases and was prolonged also in 19 per cent. There were no perinatal losses 
in the group. Two babies weighed less than 2.5 kgs and one was born prior 
to 37 weeks gestation. One of the 98 babies delivered showed signs of 
cerebral irritation. 

Total babies 
Number of cases 
Incidence % 
Perinatal deaths 

Vacuum Extraction 1978-84 
1978 1979 1980 1981 1982 1983 

7,547 7,660 7,731 7,300 6,915 6,467 
74 40 58 73 103 106 
0.9 0.5 0.7 1.0 1.5 1.6 

Nil Nil Nil Nil 3 Nil 

1984 
6,303 

98 
1.5 

Nil 

Total 
49,923 

552 
1.1 
3 
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Comment: Five hundred and fifty two babies were delivered by vacuum 
extraction during the seven year period—an incidence of 1.1 per cent. The 
main indications for vacuum delivery were fetal distress and failure to 
advance in the second stage in association with a malposition of the occiput. 
The incidence of vacuum extraction increased during the seven year period 
(X2=82.799; p<0.001). However, it should be noted that during the same 
period there was a significant decrease in the number of forceps deliveries 
so that the overall operative vaginal delivery rate was unaltered during the 
7 years (^2 = 0.172; p=N.S.). None of the three perinatal deaths which 
occurred in the seven years was due to the vacuum delivery; two of the 
babies had been dead before labour commenced and the one neonatal 
death was due to cerebral anoxia which occurred following a maternal 
grand mal convulsion in labour. 
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Caesarean Section 

Number of cases... 
Incidence per cent 

Twins 

Number of babies delivered 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Main indications in each case: 

Primigravidae 
Total: 122 (6.4%) 

Fetal distress 

Failure to progress 

Breech 

P.E.T 

Placenta praevia... 

Failed induction ... 

I.U.G.R 

Abruption 

Others 

Multigravidae 
Total: 273 (6.3%) 

Repeat elective ... 

Fetal distress 

Failure to progress 

Abruption 

Unstable lie 

P.E.T 

93 

. 395 
6.3 

6 

401 

2 

6 

8 

. 53 

. 13 

. 23 

6 

4 

4 

4 

3 

. 11 

. 74 

. 46 

. 28 

. 20 

. 10 

. 15 

Rate: 19.9/1,000 



Placenta praevia 

Cord prolapse 

I.U.G.R 

Face/brow 

Rhesus 

Others ... 

15 

12 

8 

7 

5 

26 

Comment: The incidence of Caesarean section was the lowest since 1973. 
The drop was entirely due to a reduction in the number of Caesarean 
sections performed in primigravidae. It was gratifying to note that the 
number of operations performed for failure to progress in labour was small. 
If the Caesarean section rate in primigravidae can be maintained at its 
present level, then it seems likely that the number of repeat elective 
operations subsequently necessary will diminish and thereby give rise to a 
further reduction in the overall incidence of Caesarean section. Six of the 
perinatal deaths followed emergency operations performed for fetal distress 
or malpresentation in labour. 

Caesarean Section 1978-84 
1978 

Total mothers 7,457 
No. of cases 541 
Incidence % 7.3 
Perinatal deaths 9 
Mortality rate 16.5 
Maternal deaths Nil 

1979 

7,564 
568 

7.6 
16 
27.6 

1 

1980 

7,613 
598 

7.8 
12 
19.8 
1 

1981 

7,233 
628 

8.7 
6 
9.5 

Nil 

1982 

6,828 
582 

8.5 
5 
8.6 

Nil 

1983 

6,379 
484 

7.6 
8 

16.4 
Nil 

1984 

6,226 
395 

6.3 
8 

19.9 
Nil 

Total 

49,300 
3,796 

7.6 
64 

16.8 
2 

Comment: The incidence of Caesarean section was 7.6 per cent. While 
there were small fluctations in the rate from year to year there was no 
significant increase in the incidence during the seven years (x2 = 0.005; p 
= N.S.). It is gratifying to note that the incidence was unchanged because 
many factors in current obstetric practice tend to cause an increase in the 
number of Caesarean sections ana such an increase should not be allowed 
to occur. The maternal deaths were due to an anaesthetic accident and 
severe haemorrhage with bilateral pulmonary emboli. Such tragic events 
further emphasise the need to maintain Caesarean section rates at as low 
a level as possible. 
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Labour Following Previous Caesarean Section 

Number of cases 
Incidence per cent ... 

Twins 

251 
4.0 

2 

Number of babies delivered ... 253 

Stillbirths 

Neonatal deaths 

Perinatal deaths 

Method of delivery: 

Spontaneous 

L.S.C.S 

Forceps/Vacuum ... 

Breech 

Labour induced 

Prolonged labour ... 

3 

1 

4 Rate: 15.9/1,000 

192 

27 

32 

2 

51 

24 

Comment: Two hundred and fifty one patients who had previously had 
a lower segment Caesarean section were allowed to labour. Twenty seven 
patients (10.7%) subsequently required emergency repeat Caesarean sec
tion. Thirty two patients (12.3%) had instrumental deliveries but 192 
patients (76.4%) delivered spontaneously. Labour was induced in 51 cases 
(20%) and prolonged in 24 (9.5%). Scar dehiscence occurred once; this 
patient required subtotal hysterectomy (Case 58). The other three perinatal 
deaths were unrelated to labour or the mode of delivery (Cases 12, 20 & 
83). 

PERINATAL DEATHS 

Normal Infants 

(12) B.71266. Para 6+1 Age 47. S.E.3. Gestation 28 weeks. Booked 30 weeks by unsure 
dates. Size = 24 weeks and scan = 25 weeks. History of early pregnant bleed. Admitted 28 
weeks by dates with no fetal movement. F.H.N.H. on U/S. PGE induction. Delivered 
macerated female infant weighing 600 grams. No retroplacental clot. 

Post-mortem: Refused. 
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(20) B.36842. Para 3+2. Age 28. S.E. 7. Gestation 37 weeks. Previous stillbirth at T + 10 
tight nuchal cord. Booked at 12 weeks. U/S = dates. Good attender. Normal weight gain. At 
37 weeks transverse lie and adequate liquor volume. Admitted for assessment including 
ultrasonic localisation of placental site. C.T.G. normal. F.H.N.H. 24 hours following CTG. 
Prostaglandin induction. Delivered macerated stillborn female infant weighing 2.72 kilograms. 

Post-mortem: Maceration. 

(58) B.8219. Para 6+0. Age 38. S.E. 4. Gestation 40 weeks. Previous obstetric history 
uneventful apart from L.S.C.S. at 34 weeks for placenta praevia. Since then two normal 
vaginal deliveries. Booked at 15 weeks. Normal antenatal course until admission at 36 weeks 
with a substantial, painless A.P.H. Clinically thought to be have a placenta praevia but not 
confirmed by scan. Spontaneous labour at term. A.R.M. to accelerate. Two hours later ex 6 
cms dilated. A.P.H. after labouring for 6 hours. Tender, tense uterus. Fetal heart absent. 
Clinically thought to be an abruption as lie remained longitudinal and liquor remained clear. 
Subsequently developed shoulder tip pain and required laparotomy for intra-peritoneal 
bleeding. Findings: Fetus and placenta lying free in peritoneal cavity. Ruptured uterus 
through lower segment scar. Sub-total hysterectomy and right oophorectomy performed. Post
operative course satisfactory. 

Post-mortem: Intra-uterine anoxia. 

Congenital Malformations 

Case No. 83. 

Labour Following Previous Caesarean Section 1979-84 

Total mothers 
Number of cases 
Incidence % 
S.V.D. 
L.S.C.S. 
Forceps/Vacuum 
Breecn 
Scar Rupture 

*This figure includes 

1979 

7,564 
261 

3.4 
188 

J O 

33 
4 
1 

1980 

7,613 
278 

3.6 
204 

40 
34 
4 

Nil 

1981 

7,233 
256 

3.5 
199 
35 
21 
2 
2 

eighteen twins so that 1,595 babies 

1982 

6,828 
271 

3.9 
176 
46 
44 

9 
1 

1983 

6,379 
260 

4.0 
190 
37 
34 
4 
2 

were delivered. 

1984 

6,226 
251 

4.0 
192 
27 
32 
2 
1 

Total 

49,300 
1,577* 

3. 
1149 
223 
198 
25 
7 

Comment: The table above refers to the number of women who, having 
had a previous Caesarean section, were allowed into labour in the past 6 
years; data relating to 1978 were not available. One thousand one hundred 
and forty nine of the 1,577 patients (73%) delivered spontaneously; 223 
patients (14%) required emergency Caesarean section; and 198 (12%) 
needed an operative vaginal delivery. Scar dehiscence occurred on only 7 
occasions an incidence of 0.4% and only 1 perinatal death was associated 
with this uterine rupture. Four of the 7 cases of uterine rupture were treated 
by hysterectomy; trie other three had the scar resuturea and this included 
one woman who developed a vesico-vaginal fistula following a vaginal 
delivery. The low incidence of scar dehiscence and the high rate of vaginal 
delivery clearly indicates that, with proper supervision, patients who have 
had one previous Caesarean section for reasons other than disproportion 
can safely be allowed to labour with a high prospect of successful vaginal 
delivery. While it is easier to manage these patients following the spon
taneous onset of labour it should be recorded that in 321 of the 1,577 cases 
(20%) labour had been induced. 
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Thrombosis 
Ante-Natal: 

Superficial 6 
Deep Venous Thrombosis 3 
Pulmonary Embolism 0 

Puerperal: 
Superficial 35 
Deep Venous Thrombosis 2 
Pulmonary Embolism 1 

Comment: There were 3 cases of ante-natal deep venous thrombosis. In 
one of these patients, a previouspregnancy had been complicated by ante
natal deep venous thrombosis. Two patients had deep venous thrombosis 
in the puerperium; both had had a spontaneous vaginal delivery. 

Thrombosis 1978-84 

1978 1979 1980 1981 1982 1983 1984 Total 
Total mothers 7,457 7,564 7,613 7,233 6,828 6,379 6,226 49,300 
Superficial thrombosis 31 41 52 41 31 31 41 268 
Deep venous thrombosis 4 11 7 1 1 4 7 5 49 
Incidence per cent 0.46 0.68 0.7 0.7 0.58 0.59 0.7 0.6 
Pulmonary embolus Nil Nil 1 Nil Nil 1 13 

Comment: Three hundred and seventeen mothers suffered from throm
botic disease between 1978 and 1984. There was no significant difference 
in the incidence of thrombosis in 1978-80 and 1982-84. The overall incidence 
of deep venous thrombosis was 0.09 per cent and only three mothers 
developed a pulmonary embolus. Thirty of the 49 cases of deep venous 
thrombosis presented in the antenatal period; the other 19 cases occurred 
following delivery. Two pulmonary emboli occurred post-natally in women 
who had had a spontaneous vaginal delivery; the other was associated with 
a maternal deatn following Caesarean section. 
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Management of Labour 

The general principles of labour ward management were unaltered during 
the year. The randomised trial of primigravid deliveries in the Birthing 
Chair was continued and an evaluation of the consumers' opinion of our 
management of labour was undertaken. Regrettably there were seven intra
partum deaths during 1984 a figure that was considerably higher than that 
recorded in the preceding years. 

Continuous fetal heart rate monitoring 
Continuous fetal heart rate monitoring was used selectively to monitor 

1,615 mothers during labour; this comprised 27 per cent of the mothers 
who went into labour and was similar to the incidence recorded in the 
previous few years. Three hundred and thirty-four (21 per cent) of the 
monitored patients had a pH performed and 108 (6.7 per cent) were 
delivered by Caesarean section. It is gratifying to record that the incidence 
of Caesarean section amongst the monitored patients dropped by over 2 

Eer cent in 1984. It is apparent that the selective use of continuous fetal 
eart rate monitoring combined with the estimation of fetal scalp pH has 

not led to a rise in the incidence of Caesarean section in our practice. 

Epidural Analgesia 
Epidural analgesia was administered to 704 mothers (11.3 per cent); this 

represented a 2 per cent rise on the incidence recorded the previous year. 
Four hundred and twenty-six of the 704 mothers (60.5 per cent) delivered 
spontaneously; 176 (25 per cent) were delivered with the aid of forceps; 67 
(9.5 per cent) were delivered by Caesarean section; while 35 (5 per cent) 
were delivered by vacuum extraction. The mothers delivered by Caesarean 
section included 35 who had an elective operation performed under epidural 
anaesthetic rather than under a general anaesthetic. An increasing number 
of patients have asked for this form of anaesthesia at the time of elective 
Caesarean section and we have endeavoured to comply with their wishes. 

Prolonged Labour 
(Labour lasting longer than 12 hours) 

Primigravidae: 
Number of cases 
Incidence 
Multigravidae: 
Number of cases 
Incidence 

139 
9% 

102 
2% 
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There was a small increase in the incidence of prolonged labour amongst 
primigravidae but the rate was unaltered in multiparous patients. None of 
the perinatal deaths were attributed to the prolonged labour. 

Transverse and oblique lie in labour 
Number of cases 
Incidence per cent 
Perinatal death 

0.1 
Nil 

Method of delivery: 
Caesarean section 
Ventouse 

Comment: The absence of any perinatal deaths in this section was 
gratifying. The difficulty in operative delivery was demonstrated by the fact 
that a lower segment operation could not be carried out in two of these 
patients who required the classical form of operation. 

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 ± Manual Rotation 
Vacuum extraction ... 
Caesarean section 
Spontaneous delivery 
Induced labour 
Prolonged labour 

89 
4.6 

Nil 
Nil 
Nil 

45 
31 
6 
7 

19 
23 

66 
1.5 

Nil 
1 
1 

21 
16 
2 

27 
20 
8 

155 
2.4 

Nil 
1 
1 Rate: 6.4/1,000 

66 
47 
8 

34 
39 
31 

Comment: The malpositions were about three times as common in 
primigravidae. Labour had been induced in 25 per cent of cases. Forceps 
delivery, with or without manual rotation,was required in 66 patients (42 
per cent); the ventouse was employed in 47 cases (30 per cent); eight 
patients required Caesarean section (5.2 per cent); the remaining 34 patients 
delivered spontaneously. Regional block analgesia had been used in 50 
patients for relief of pain in labour (33 per cent), almost three times the 
overall rate in the hospital. The one perinatal death was an infant with 
hydrocephalus and myelomeningocoele (Case 77). 
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Number of cases... 
Incidence per cent 
Perinatal deaths ... 
Primigravidae 
Multigravidae 

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

Disproportion 

8 
0.13 

Nil 
2 
6 

4 
4 

Comment: There were only eight cases of disproportion treated during 
1984—the lowest figure recorded in the hospital. Both primigravidae hac 
an unsuccessful trial of labour. 

Face and brow presentation 

Face: 
Number of cases 
Incidence per cent 
Perinatal deaths 

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

Brow: 
Number of cases 
Incidence per cent 
Perinatal deaths 

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

12 
0.19 

Nil 

6 
6 

8 
0.14 

Nil 

2 
6 

Comment: No perinatal deaths occurred in this group and gestational 
age was greater than 37 weeks in all but one case which was 36 weeks. Two 
oi the brow presentations delivered vaginally. One of these was a premature 
baby which delivered spontaneously while the other was delivered with the 
aid of vacuum extraction which facilitated flexion of the fetal head. There 
were no fetal abnormalities. 

LABOUR 1978-84 
The following is a brief resume of changes that occurred in labour ward 

management during the seven years. Husbands were welcomed into the 
delivery suites in 1978 and the number attending has increased remarkably 
so that, as present, approximately 75 per cent of husbands are with their 
wives during labour and delivery; this trend is welcomed. The use of fetal 
blood sampling as an adjunct to fetal heart rate monitoring commenced in 
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1979. Fetal heart rate monitoring is used selectively to assess at risk fetuses; 
the number of monitored patients has increased from 17 per cent in 1980 
to 27 per cent in 1984. However, the rise in the number of monitored 
patients has not led to an increase in the incidence of Caesarean section. 

The use of epidural analgesia has increased from 5.2 per cent in 1980 to 
11.3 per cent in 1984; this increased use has largely been due to the 
improved staffing in the anaesthetic department. We are now able to 
provide an epidural anaesthetic to any patient who requires one. It is 
gratifying to note that, despite the rise in incidence of epidural analgesia, 
there has been no increase in the rate of operative vaginal delivery or of 
Caesarean section. 

A birthing chair was introduced into the delivery suite in 1983. This has 
provided a useful alternative to the more common prone/upright positions 
ior delivery. Currently a randomised trial of the possible benefits or delivery 
in a birthing chair are being assessed. In conjunction with this randomised 
trial a prospective assessment of mothers' opinions of labour ward practice 
was undertaken; the results of this study will be reported later. 

Much more needs to be done. Despite the changes in labour ward 
practice the hospital badly needs a new delivery suite that will provide 
pleasant, homely, individual rooms for each mother and father. This would 
enable parents to enjoy, in private, the delivery of their children in a 
relaxed, but carefully supervised environment. The sooner the public are 
provided with such a facility the better. 
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Manual Removal of Placenta 

Prim. Mult. Total 

Number of cases 
Incidence per cent 

Method of delivery: 
Spontaneous 
Breech 
Forceps 
Vacuum 

27 
1.40 

23 
— 
3 
1 

52 
1.20 

44 
2 
4 
2 

79 
1.26 

67 
2 
7 
3 

Comment: The incidence of this procedure is similar to the past three 
years. Four cases were associated with primary postpartum haemorrhage 
and three with puerperal pyrexia. 

Total mothers 
No. of cases 
Incidence % 
P.P.H. 

Manual Removal of Placenta—1978-84 

1978 1979 1980 1981 1982 1983 

7,457 7,564 7,613 7,233 6,828 6,379 
124 104 109 82 77 73 

1.6 1.4 1.4 1.1 1.1 1.1 
18 16 8 8 4 6 

1984 Total 

6,226 49,300 
79 646 

1.3 1.3 
4 64 

Comment: The placenta was retained and had to be removed manually 
in 646 of the 49,300 mothers delivered during the seven years giving a rate 
of 1.3 per cent. The incidence of manual removal dropped significantly 
during the period (x2 = 7.366; p < 0.01). The morbidity in association with 
manual removal was extremely low. Only 14 of the 646 mothers developed 
a puerperal pyrexia. On 64 occasions the manual removal was associated 
with a primary postpartum haemorrhage but the incidence of this associ
ation dropped significantly during the seven years (x2 = 5.11; 
p< 0.05). 
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Postpartum Haemorrhage 

Number of cases 
Incidence per cent 
Multiple pregnancy 

S.V.D. 
Placental fragments 
Whole placenta 
Traumatic 
Uterine atony 
Infection 

Total: 

Primary 
Seconclary 

45 
3 
5 

54 
1 

L08 

64 
43 

Prim. 

43 
2.24 

Nil 

MODE OF DELIVERY 

V.E. 
1 
1 

2 

1 

C.S. 
l 

8 
3 

12 

8 
6 

Forceps 
1 
1 

11 

13 

11 
2 

Mult. 

96 
2.22 
1 

Breech 
1 

1 

2 

1 
2 

Total 

Mult. 
1 

1 

2 

1 

139 
2.23 
1 

Total 
50 
5 
6 

74 
4 

139 

86 
53 

Comment: The incidence of postpartum haemorrhage remains similar to 
previous years. Labour was induced in 19 patients with prolonged labour 
in nine. Four cases were less than 28 weeks. Thirty nine patients required 
more than two units of blood and two needed hysterectomy. 

Postpartum Haemorrhage 1978-84 

Total mothers 
No. of cases 
Incidence per cent 
Primary 
Secondary 

1978 
7,457 

125 
1.7 

65 
68 

1979 
7,564 

151 
2.0 

65 
86 

1980 
7,613 

129 
1.7 

55 
74 

1981 
7,233 

176 
2.4 

72 
104 

1982 
6,828 

166 
2.5 

88 
78 

1983 
6,379 

164 
2.5 

81 
83 

1984 Total 
6,226 49,300 

139 1,050 
2.2 2.1 

86 512 
53 546* 

* Eight patients had both a primary and secondary haemorrhage. 

Comment: The incidence of postpartum haemorrhage during the seven 
years was 2.1 per cent. While tnere were variations from year to year the 
rate increased over the years (x2 = 19.250; p < 0.001). This increase was 
entirely due to a rise in the number of primary postpartum haemorrhages. 
The potential seriousness of secondary postpartum haemorrhage tends to 
be forgotten and this complication may sometimes cause considerable life-
threatening haemorrhage. Sixteen of the 1,050 cases (1.5 per cent) required 
hysterectomy for uncontrollable bleeding. 
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Puerperal Pyrexia 

Number of cases 
Incidence per cent 

A. Genital Infection 
Method of delivery: 

Spontaneous 
Breech 
Forceps 
Ventouse 
L.S.C.S 

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

155 
2.5 

Number of cases 6( 

30 
2 
8 
1 

19 

Number of cases 95 
32 
17 
17 
10 
19 

Comment: The incidence of puerperal pyrexia was the highest noted for 
several years. This was caused by an increase in both genital and non-
genital infections. Seventeen of the 395 (4.3%) mothers delivered by 
Caesarean section developed some wound infection. This incidence was 
too high and if it continues such cases will need careful reappraisal. 

Total mothers 
Number of cases 
Incidence % 

Puerperal Pyrexia 1978-84 

1978 1979 1980 1981 1982 
7,457 7,564 7,613 7,233 6,828 

111 112 150 99 143 
1.5 1.5 1.9 1.4 2.1 

1983 1984 Total 
6,379 6,226 49,300 

80 155 850 
1.2 2.5 1.7 

Comment: The incidence of puerperal infection was 1.7 per cent. How
ever, there was a significant increase in the incidence during the last three 
years (%2 = 5.108; p < 0.05). This increase was due to a rise in the rates 
of botn genital ana non-genital infection but the reasons for such a rise 
were not apparent. 
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Anaesthetic Department 

The further increase in the usage of epidural analgesia has been a feature 
in a year of consolidation in the anaesthetic department. The method is 
now sought by an increasing number of mothers and, where possible, their 
requests are met. Some patients ask for their epidural late in labour and a 
decision must be made whether they will have trie block in situ long enough 
to get genuine value from the technique. In some cases an earlier decision 
would help the patient to get more complete pain relief. Vigilance cannot 
be relaxed in the usage of epidural block and in this matter not only the 
medical but also the delivery suite staff are involved particularly in the 
continuous fetal monitoring required by all epidural patients. The nursing 
staff also help greatly in the decision as to who mignt benefit most from 
the technique, especially in long labours and in those patients in whom no 
decision has been made prior to labour. There are not many mothers for 
whom an epidural is absolutely contra-indicated, but the method will find 
its level of optimal usage perhaps in the not too distant future. This usage 
has increased from 6.5% m 1982 to 9.5% in 1983 and to 11.3% in 1984, in 
which year 704 epidurals were administered. A point will be reached 
beyond which it will not be practical to further increase the epidural rate, 
as the technique, carried out with the correct degree of care, makes heavy 
demands on personnel. 

The 24 hour in residence staffing system, which was achieved three years 
ago by the provision of a third anaesthetic registrar, has again proved its 
value. The anaesthetists in training, all of whom have had at least one years 
experience in the the training scheme in general hospitals, usually become 
rapidly adapted to the obstetric anaesthetic routine under consultant super
vision. This supervision is available at very short notice throughout their 
period of training in the maternity hospital and is essential to the good 
function of the anaesthetic department. 

During the year 395 Caesarean sections were performed of which 35 
were electively carried out under epidural block. This is a satisfactory 
number of epidural Caesarean sections which may increase. However, the 
figures emphasize the need for continuous clinical care and vigilance in the 
area of general anaesthesia, which is still the main burden of work and 
responsibility in the department. The assistance of the nursing staff in both 
the delivery suite and theatre cannot be overstressed. The provision of such 
routine essentials as Cricoid pressure in every obstetrical anaesthetic case 
and the immediate availability of resuscitative measures must never be 
taken for granted and are part of the essential back-up provided by the 
nurse or midwife in every anaesthetic area. 

Spinal anaesthesia was employed for 8 patients having Caesarean sections 
and for 7 gynaecological procedures. It has not increased in usage as much 
as might have been expected but it remains a most suitable method of 
anaesthesia and again proved its usefulness in a case of failed intubation 
with a most satisfactory outcome. 
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The continued help and co-operation by the Eastern Region of the 
National Anaesthetic Training Programme is of great benefit to the hospital. 
It is hard to envisage the progress that has been made, without the help of 
the Training Scheme. One hopes that the hospital in its turn reciprocates 
by helping to produce clinical anaesthetists who are competent and happy 
in all aspects of obstetric anaesthesia. 
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Physiotherapy and Parentcraft 

During 1984 there was one change in the physiotherapy staff; Mrs. Joan 
Barry left in June to be replaced by Miss Catherine Murphy. Mrs. Jacqueline 
O'Mahony and Miss Margaret Mason remained on the staff and Mrs. Joy 
Coote continued to do one session a week with the at-risk babies. Mrs. 
Brigid Connaughton continued to do locum sessions when required as she 
has done for the last 12 years. 

Physiotherapy students from U.C.D. attended the Coombe in order to 
gain clinical experience and observe in other departments. I would like to 
thank the staff in those departments who co-operated in the training of 
these students. 

ANTE-NATAL PHYSIOTHERAPY 
The ante-natal classes held in conjunction with the parentcraft depart

ment continued to be well attended. There are nine classes in each course, 
1 at 16-20 weeks and 8 continuing from 28-30 weeks. There are 3 ante
natal classes per day for primigravidae and 1 per week for multigravidae. 

During the classes expectant mothers are instructed in neuro-muscular 
control and controlled conscious breathing in response to the body's chang
ing demands of pregnancy, labour and the puerperium. They are also 
taught how to use these natural methods of pain relief in conjunction with 
other methods available in the labour ward. Women are also taught specific 
exercises for those structures which are under considerable strain during 
pregnancy and labour, i.e. the abdominal and pelvic floor musculature and 
the spinal column and the pelvic girdle. 

The parentcraft midwife describes the stages of labour to the women and 
she also covers all aspects of baby care with particular reference to breast
feeding and the emotional aspects of parenting. Ante-natal patients are 
also treated on an individual basis if indicated. Many women suffer from 
backache during pregnancy, some experiencing severe pain interfering with 
normal activities. The physiotherapist, skilled in mobilising and manipulat
ive techniques, can alleviate this condition quickly and effectively. 

Other conditions treated include other orthopaedic conditions such as 
symphysiotomy, and respiratory conditions and these may be on an in- or 
out-patient basis. 

POST-NATAL PHYSIOTHERAPY 
Post-natal exercise classes are held daily in the physiotherapy depart

ment. Women are advised to attend at least once during their stay in 
hospital. Each patient on the post-natal wards receives a list of exercises 
to be carried out at home. Any patient who continues to experience 
problems such as stress incontinence, back pain or poor abdominal tone 
may be referred for physiotherapy from the post-natal clinics. 
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Particular emphasis is placed on re-education of the pelvic floor muscles 
in the ante and post-natal classes particularly as more and more younger 
women are referred from the gynaecological clinics with stress incontinence. 
Post-natal exercises should be encouraged by everyone concerned with 
childbearing women and the importance of these should not be understated. 

Patients having Caesarean sections are routinely treated post-operatively 
and pre-operatively if elective section is indicated. Breathing exercises and 
mobilising exercises are taught so that the risk of pulmonary emboli and 
deep vein thrombosis are minimised. Effective coughing is taught so that 
secretions may be removed from the lungs. Patients who have had a 
Caesarean section are encouraged to attend the post-natal class and abdomi
nal and pelvic floor exercises are encouraged as soon as possible. 

Patients with open or infected wounds following abdominal delivery or 
bruised painful perineums following vaginal delivery may be treated by 
infra-reel or short-wave diathermy. 

GYNAECOLOGY 
All patients undergoing major surgery are treated pre- and post-operat

ively to minimise chest and circulatory disorders following surgery. Patients 
are also instructed in abdominal and pelvic floor exercises. 

Patients are also referred from the out-patient department with con
ditions such as P.I.D., backpain and stress and/or urge incontinence. 

PAEDIATRIC PHYSIOTHERAPY 
This area of physiotherapy continues to expand. Respiratory conditions 

such as infections, partial or complete collapse and secretions due to 
prolonged ventilation are treated by the appropriate physiotherapeutic 
techniques. 

Babies with orthopaedic conditions such as T.E.V. or T.C.V. which 
require regular stretching and possible strapping are treated initially as in
patient continuing on an out-patient basis until correction has been achie
ved; babies with congenital dislocation of the hip are fitted with a Pavlik 
harness and then reviewed regularly for adjustment of the harness; babies 
with torticollis require regular stretching and correct positioning to correct 
the deformity. Other conditions such as facial palsies and brachial plexus 
lesions are also treated and reviewed on a regular basis. 

The babies considered to be at-risk of developing neuromotor dysfunction 
are referred to physiotherapy from the S.C.B.U., the baby clinic, develop
mental assessment clinic or the post-natal wards. These will include babies 
weighing less than 1500 grams, premature SGA babies, asphyxiated babies 
showing subsequent cerebral signs and any babies with altered tone or 
abnormal primitive reflexes. All of these babies are assessed and then 
treated accordingly. With early diagnosis leading to early treatment we 
believe that handicap may be minimised in these babies. 

The number of treatments carried out by the physiotherapists continued 
to rise in 1984 with no corresponding increase in the number of staff. I 
would like to thank my staff wno continue to maintain a high standard of 
care for the patient despite grossly inadequate facilities and increasing 
pressures for more services. However, a more efficient service cannot be 
provided without more staff, more space, secretarial assistance and up to 
date equipment. 
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PHYSIOTHERAPY DEPARTMENT 1984 

In-Patients 
Paediatric Chests 
Paediatric Orthopaedic 
Neurological Assessments & Treatments 
Adult Chests 
Adult Orthopaedic (including 

mobilisations/manipulations) 
Adult Exercises 
Short Wave Diathermy 
Infra-Red 
Post-Natals 

TOTAL IN-PATIENTS: 

Out-Patients 
Paediatric Orthopaedic 
Neurological Assessments & Treatments 
Adult Orthopaedic 
Adult Exercises 
Short Wave Diathermy 
Infra-Red 
Interferential Therapy Paediatric 

Chest 

Ante-natal Classes 
Number Notified** 
Number of First Attendances 
Number of Return Attendances 
Refresher Class 
Film 

TOTAL OUT-PATIENTS: 

GRAND TOTAL: 

Total 
1,619 
1,507 
1,162 
3,271 

185 
2,026 

80 
444 

1,276 
11,570 

1,451 
1,491 

325 
372 
110 
221 

13 

1,135 
630 

6,620 
224 

1,546 
13,010 

24,580 

'Not Included 
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Department of Pathology 

The total units of work carried out during the past year was 305,475 
which shows an increase of 4 per cent on the preceding year. The breakdown 
into the various categories is as follows: 

Bacteriology 
Biochemistry 
Haematology 
Blood Bank 
Cytology ... 
Histology... 

Total: 

91,595 
88,459 
65,822 
38,447 
14,292 
6,860 

305,475 

There was a total of 86 deaths in the perinatal category, 68 of which had 
autopsies performed; they are set out in the table as follows: 

Category 

Stillbirths 

Neonatal Deaths 

Total: 

Total Number 
of Cases 

59 

27 

86 

Number of 
Autopsies 

47 

21 

68 

Percentage 
Autopsy Rate 

79.6% 

77.8% 

79% 

Congenital anomalies incompatible with life accounted for 48 per cent 
of the neonatal deaths and 17 per cent of stillbirths. As usual, the largest 
proportion of these involved the central nervous system. 

The main point of interest in relation to cervical cytology and dysplastic 
lesions is the sharp decrease in the number of cases of invasive carcinoma 
of cervix — there were only two for the year. There were 55 smears graded 
as CIN III; three of these were uterine adenocarcinomata which were 
confirmed on histology and the remainder were cervical lesions. Histologic 
examination was carried out in 41 of the 52 cervical cases, eleven are still 
under review. Punch biopsies were done in 18 cases, 10 had CIS and 8 
severe dysplasia. Cone biopsies were done in 19 cases; 2 had micro-invasive 
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carcinoma, 13 CIS, 3 severe dysplasia and 1 moderately severe dysplasia. 
There were 2 wedge biopsies done, 1 had invasive and another had micro
invasive carcinoma. One patient had a cervical polypectomy done — the 
lesion proved to be an invasive squamous carcinoma and another requiring 
hysterectomy had CIS. 

There were 28 new cases of malignant disease confirming uterine adeno
carcinoma (14), ovarian carcinoma (5), vulval squamous carcinoma (7), 
invasive squamous carcinoma of cervix (2). 
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Gynaecological Department 
Number of Admissions 
Deaths 
Number of Operations: 

Major 
Minor 
Evacuations 

Major Operations: 
Operations on Uterus: 

Tlysterectomy 
Myomectomy 
Gilliam Suspension 
Metroplastv 
Marshall Marchetti 

Operations on Tubes and Ovaries: 
Salpingo-oophorectomy ... 
Ovarian Cyst/Wedge Resection ... 
Salpingectomy ... 
Salpingostomy ... 
Tuoal Microsurgery 

Abdominal Wound Dehiscence 

Vaginal Operations: 
Vaginal Hysterectomy ... 
Repair Operation 
Vulvectomy 

Minor Operations: 
Investigational Procedures: 

Dilatation and Curettage... 
Dilatation and Curettage/Cautery/Biopsy/Rubins 
Laparoscopy 
Cystoscopy 
Cone Biopsy 

Therapeutic Procedures: 
Shirodkar Suture. 
Bartholin's Cyst/Abscess... 
Other Procedures 

Gynaecological clinics 
First Visits 
Return Visits 

215 
9 
7 
1 

10 

16 
19 
25 

1 
17 
2 

64 
72 
5 

776 
181 
243 
47 
33 

24 
30 

133 

1,992 
Nil 

461 
1,467 

517 

2,445 
3,229 

Comment: The overall number of operations performed for the year was 
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similar to that of previous years, though diagnostic Laparoscopics were 
increased by 46% compared with 1983. 

The out-patient department handled 354 more visits than during the year 
previous oi which 328 were first visits — a significant increase in work load. 
With the opening of a special cervical cytology session in 1985 it is likely 
that total attendances will continue to rise with a resulting pressure on in
patient beds and waiting lists for operations which are currently well 
controlled. It is possible that 1985 may see the development of a day-care 
unit for minor gynaecological procedures. 

There were 28 new cases of malignant disease comprising uterine adeno
carcinoma (14), ovarian carcinoma (5), vulval squamous carcinoma (7) and 
invasive squamous carcinoma of the cervix (2). 

Colposcopy Clinic 
Total Visits 414 

The number of patients attending the Colposcopy Clinic increased 
slightly. Patients found to have CIN III lesions are generally treated by 
cone biopsy though in certain circumstances are referred to other hospitals 
for laser therapy. A total of 55 smears were reported as positive during the 
year, three of which were due to uterine adeno-carcinoma and the others 
associated with abnormal lesions of the cervix; the treatment of these 
patients has already been summarised in the Pathology Department Report. 

Endocrine and Infertility Clinics 
Total Visits 811 

The number of patients attending this clinic diminished slightly during 
1984. The use of microsurgery continued to expand so that a total of 17 
patients were operated on. 

GYNAECOLOGICAL DEPARTMENT 1978-84 
1978 1979 1980 1981 1982 1983 1984 Total 

Gynaecological Visits 5/750 5̂ 399 5,262 5̂ 217 5̂ 425 5^10 5,674 38,037 
Colposcopy Clinics 428 435 381 376 502 391 414 2,927 
Endocrine/Infertility 922 924 1,136 877 896 1,040 811 6,606 
Clinics 
Total Patient Visits 7,100 6,758 6,773 6,470 6,823 6,741 6,899 47,564 
Major Operations 389 357 400 397 496 487 461 2,987 
Laparoscopics 77 86 84 146 153 163 243 952 
Positive Smears 72 60 61 63 56 66 55 433 
Malignant Disease 24 22 20 27 13 29 28 163 

Comment: The above table summarises the more important aspects of 
the gynaecological work carried out in the hospital in the past seven years. 
While there has been a significant drop in the number of deliveries the 
workload in the gynaecological department, on the other hand, has 
remained stable. Apart from providing a routine gynaecological service the 
hospital has continued to run special clinics in Colposcopy and Infertility. 
Patients attending these clinics are referred directly from General Prac
titioners as well as from some other hospitals. Cases of malignant disease 
refer to the number of new cases treated each year and these have remained 
remarkably constant. Major gynaecological surgery such as Radical Vulvec
tomy and Wertheims Hysterectomies have been performed in the depart
ment in recent years. Three years ago the use of microsurgery to treat some 
patients with tubal damage was introduced and this procedure has proved 
very successful with a pregnancy rate of over 30 per cent following surgery. 
Patients requiring microsurgery are referred from hospitals throughout the 
country. 
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Social Work Department 
Nineteen eighty-four saw an increase in the demands on the social work 

department. A total of 955 individual patients were seen by the two social 
workers. The range of problems for which assistance was sought was wide. 

As might be expected at a time of unprecedented levels of unemployment 
and with very many more families aependent upon low, means tested 
assistance payments, many of the patients seen by the social workers were 
under extreme financial pressures. The desperation which many women 
experienced exacerbated other problems which in better circumstances 
might have been tolerated. Many families had large bills for electricity and 
gas and were faced with the threat of disconnection. In the light of these 
and other difficulties marital disharmony was common as were child rearing 
difficulties in general. Depression was a frequent presenting problem. In a 
limited number of cases it was possible to make a small amount of assistance 
available to families through the Samaritan Fund provided by the hospital 
board. This for example was used to buy food and to help with transport 
costs incurred by families whose babies remained in hospital in the Special 
Care Baby Units. Equally the practical assistance which was offered as a 
result of the Linen Guild was very much appreciated. 

The problems associated with drug addiction continued to be a major 
cause for concern. Seven drug addicts were seen during the year. Of these 
four were delivered in 1984. Two mothers had miscarriages and one mother 
delivered in early 1985. Of the seven addicts four were aged 19 years and 
the other three were in their early twenties. In four cases the fathers of the 
baby were also addicted to drugs and in two cases the fathers were believed 
to be involved in drug pushing. Case conferences were convened to formu
late a policy for each family as the children were considered to be at risk. 
Follow-up procedures were co-ordinated. In all cases both ante-natally and 
at delivery we worked closely with the social workers in the Jervis Street 
Drug Unit. 

The social workers continued their involvement with their colleagues 
outside of the hospital and met regularly with the social workers in the 
other maternity hospitals to discuss matters of mutual interest. Rosaleen 
Maguire was elected to the council of the Federation of Services for 
Unmarried Parents and their Children and was invited to join the committee 
of the local School Street Project. One of the major issues addressed by 
the Federation of Services for Unmarried Parents and their Children was 
the question of the abolition of the Status of Illegitimacy which has recently 
been the subject of draft legislation. 

As in previous years the social workers continue to have an increasing 
involvement with single mothers and those having exta-marital pregnancies. 
Involvement with patients in these circumstances was directed towards the 
making of considered plans for their future and that of their baby including 
examining their financial and accommodation situation, their relationship 
with families and partners. 

There were 514 live 'illegitimate' births during the year. This figure 
represents an illegitimacy rate of 8%. 
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Total Number of live illegitimate 
births 514 

Total Number of live illegitimate 
births to married women 44 

Total Number of live illegitimate 
births to single women 470 

The trend towards normalisation of illegitimate pregnancies was reflected 
in the fact that only 30 single mothers did not inform either parent of their 
pregnancy. Special accommodation for single mothers was used on only 18 
occasions in the year. The fathers of the babies were told of the pregnancy 
in most instances and 63 couples were known to be cohabiting. 

The majority of mothers were experiencing their first pregnancies (388). 
Seventy-seven women were experiencing their second pregnancies. The 
majority of those with higher parities were married with a number of 
legitimate children prior to separation. 

The youngest mothers delivered were aged 15 years (4) and the oldest 
were aged 40 years (2). 

15 years old 
16 years old 
17 years old 
18-21 years.. 
22-29 years.. 
30-40 years.. 

4 
15 
22 

252 
175 
57 

The trend for mothers to keep and rear their babies continues. At the 
time of discharge from hospital only 65 babies were placed in either the 
care of an adoption society or of a family member with a view to the baby's 
adoption. There were 4 neonatal deaths noted and one baby was transferred 
permanently to another hospital; 444 babies were kept by their mothers. 
Most of these mothers returned to their family homes. In a significant 
number of cases this arrangement did not work out and the mothers moved 
to a relative or to a flat of their own at a later stage. A number of babies 
were considered to be at risk and the appropriate Community Care teams 
were involved. Suitable post natal accommodation for mothers not return
ing home continues to be a problem. 

In December 1984 Miss Gregg who had been Head Medical Social 
Worker for some years retired. We would like to take this opportunity to 
wish her a long and happy retirement. 
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Department of Radiology 

Obstetrical/Gynaecological General 

Maturity 
Position 
Fetal Abnormality 
Pelvimetry 
Salpingography 
Intra-uterine Exchange Transfusion 

195 

74 
58 

Chest 
Abdomen 
Spines 
Sacroiliac Joints 
Skull 
Sinuses 
Hips 
Pelvis 
Bones 
I.V.P. 
Port. Chest 
Port. Abdomen 

446 
35 

134 
55 
36 
2 
7 

21 
35 
45 
10 
6 

Chest 
Abdomen 
Spines 
Sacro-Iliac Joints 
Skull 
Hips 
Pelvis 
Bones 
Barium Meal 
Port. Chest 
Port. Abdomen 
Port. Bones 
Port. Skull 
Ultrasound Scan 
Port. Spine 

814 
127 
252 
59 
99 
680 
24 
64 
1 

1,297 
443 
5 
2 

138 
2 

Total 325 8 

Comment: The number of x-rays performed increased slightly on those of pr 
an increase of 357 paediatric x-rays. It is disappointing to note the relatively 
maturity — position — fetal abnormality. I feel that these should no longer be or 
by ultrasound examination. 



Research and Publications 

The Research Team continued their work. Dr. Gray concluded his study 
of the cerebral circulation in the neonate and left to take up another 
research appointment in Canada. Preparations were made for the study of 
the value of routine ultrasound in pregnancy and it is hoped to commence 
this prospective study in 1985. 

Research has progressed satisfactorily in the past seven years. The 
highlight was the award in 1978 of a Florence and William Blair Bell 
Research Fellowship to Dr. B. Stuart and a subsequent award in 1981 of 
the Blair Bell Memorial Lecture by the Royal College of Obstetricians and 
Gynaecologists. During the seven years more than 70 original papers were 
published by members of the staff and results of the research work were 
presented at international meetings in Canada, Denmark, the United 
Kingdom and the United States of America. The international recognition 
of research carried out at the Coombe Hospital is gratifying and warrants 
its continued support. 
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Bowman, P.R. (1984) Prediction of fetal weight from ultrasonic measure
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Summary 
Perinatal mortality fell significantly in the seven years. This reduction 

was due entirely to a fall in the neonatal death rate as no significant 
reduction was found in the mortality associated with either congential 
malformations or stillbirths. Perinatal mortality was significantly increased 
after 42 weeks gestation throughout the seven year period though this 
increase was not apparent in the last three years. It was particularly alarming 
to record the high mortality amongst mothers of socio-economic group 1. 
These mothers, being the most advantaged of all, should have the lowest 
mortality rate. The incidence of essential hypertension, late pregnancy 
hypertension, urinary tract infection and placenta praevia all dropped 
throughout the seven years while the number of mothers with accidental 
haemorrhage or antepartum haemorrhage of unknown origin increased 
significantly. The perinatal mortality associated with accidental haemor
rhage decreased significantly but there was no change in the rate associated 
with other complications. One would have anticipated an improvement in 
mortality in association with hypertensive disease because of the facility of 
earlier delivery of the compromised fetus; such an improvement however 
has not yet taken place. 

It was disappointing not to be able to record a reduction in the mortality 
rate of normal stillborn infants. Improved monitoring of the at risk fetus, 
together with the facility of premature delivery and survival, should have 
led to a reduction in this rate. A large number of normal stillbirths were 
associated with intra-uterine growth retardation which in many instances 
was not recognised. This suggests, to me, that our methods of ante-natal 
care and assessment need to be altered because it should be possible to 
reduce the stillbirth rate among normal infants by as much as 50 per cent. 
The routine measurement of fundal height at each antenatal visit, combined 
with more time given to each mother, might help to reduce the number of 
intrauterine deaths. 

The number of intra-partum deaths was low throughout the seven years. 
The rate of 0.6 per thousand births compared very favourably with data 
published from other centres and reflected well on the standard of care 
given by the midwives and medical staff. It was also gratifying to note that 
there was no increase in the incidence of Caesarean section and indeed the 
rate in 1984 was the lowest for seven years. It was also of interest to note 
that while the number of epidural anaesthetics had more than doubled 
during the seven years there was no increase in the incidence of operative 
vaginal delivery. I doubt if the rate of intra-partum deaths or the neonatal 
death rate can be reduced further. 

Although the incidence of manual removal of the placenta fell that of 
postpartum haemorrhage and puerperal pyrexia increased. The reasons for 
the increases were not apparent but the morbidity associated with each was 
very low. 
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