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ComMBINED CLiINICAL DATA
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f. TOTAL MOTHERS ATTENDING Totals 2007

Mothers who have delivered babies- weighing '>500 grams 8257
Mothers who have delivered babies weighing <500 grams {including miscarriages} 866
Hydatidiform Moles * 12
Ectopic Pregnancies 133
Total Mothers 9290

*This figure includes complete & Partial Hydatidform Moles

2. MATERNAL DEATHS Torals 2007

Maternal Deaths 0

‘3. BIRTHS Totals 2007

Singietons 8058
Twins 387
Triplets I
Quadrupiets 0
Total Babies Delivered weighing> 500 grams 8456

4. OBSTETRIC OUTCOME 2006

Spontaneous Vaginal Delivery 54%
Forceps 3%
Ventouse | 4%
Caesarean Section 27.1%
induction of Labour 20%

5. PERINATAL DEATHS

Antepartum Deaths 47
Intrapartum Deaths 2
Stillbirchs 49
Early Neonatal Deaths 27
Late Neonatal Deaths 6
Congenital Anomalies 29
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6. PERINATAL MORTALITY RATES

Overall Perinatal Mortality Rate per 1.000 Births 2.0
Perinatal Mortality Rate Corrected For Lethal Congenital Anomalies 5.6
Perinatal Mortality Rate Including Late Neonatal Deaths 9.7
Perinatal Mortality Rate Excluding Unbooked Cases 7.8
Corrected Perinatal Mortality Rate Excluding Unbooked Cases 4.7

7. AGE OF WOMEN

r Primips Multips Total Mothers Delivered>5002_)
<20 yrs - 353 S 385
20-24 yrs 892 444 1336
25-29 yrs 1028 1013 2041
30-34 yrs 1051 1465 2516
35-39 yrs 456 1190 | 646
Ul 40+ yrs 90 243 333
L]
N Total 3870 4187 8257
-
L.
© Q8. PARITY
£
v
< N Torals 2007 % from Total Mothers Delivered >500z |
= Para 0 3870 '46.9%
gl FPara | 2553 30.9%
Ball Para 2-4 1718 20.8%
Wl Para 5+ 116 1:4%
=l i
-4 Total 8257 100%
b~ - :
E 9. COUNTRY OF BIRTH & NATIONALITY
m — -~ ———
ol [ 2006 % 2007 %
pull Irish 5001  70% 5425  65.70%
< Eu European 681 9.5% 1284  15.55%
o) Orther Nationality 1417 19.7% 1398  16.93.%
2 Unknown 85 1.2% 150 1.82%
>
ol Total 7184 100% 8157 100%
2 *Plzase note that Romania and Bulgaria joined the EU from the [st January 2007




L 349 4.9% 484 5.9%
2 1420 19.8% 1654 20.0%
3 1195 16.6% 1385 16.8%
4 45| 6.3% 555 6.7%
5 462 6.4% 523 6.3%
6 205 2.9% 279 3.4%
7 2343 32.6% 2594 31.4%
8 0 0% 0 0%

9 3 0.04% I 0.01%
10 756 10.5% 782 9.5%
TOTAL 7184 100% 8257 100%

* Socio Economic Group of Mother

Weights Total5§2007,
500 - 999 gms 64
1,000 - 499 8l
1,500 - 1,999 132
2,000 - 2,499 353
2,500 - 2,999 1096
3,000 - 3.499 2799
3,500 - 3,999 2681
4,000 - 4,499 : 1054
4,500 - 4,999 183
>5,000 13
Total 8456

12. GESTATIONAL AGE
REmips) fvicips] e 2y

<26 weeks 13 14 27
26 - 29 weeks + 6 days 30 33 63
30 - 33 weeks + 6.days 85 57 i42
34 - 36 weeks + 6 days 188 91 379
37 - 41 weeks + 6 days 3428 4014 7442
42 + weeks 126 78 204
Total 3870 4387 8257
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13. PERINEAL TRAUMA AFTER ALL VAGINAL DELIVERIES (Numbers & Percentages)

Brimips Kultips potaisy200 /2

Episiotomy & Extended Episiotomy 850 180 1030
{14.1%} {3%} {17.1%}
First Degree Laceration 308 442 750
{5.1%} {7.3%} {12.4%}
Second Degree Laceration 802 699 1501
{13.3%}  {11.6%} {24.9%}
Third Degree Anal Sphincter/Mucosa 88 30 118
_ {1.5%} {0.5%} {1.9%}
Fourth Degree 7 4 i
{0.11%}  {0.7%} {0.18%}
Other 430 750 1180
-{Lacerations/Grazes not requiring sutures} {7.1%}  {12.4%} {19.6%} i
Intact 304 1133 1437
{5.0%}) {18.8%}) {23.8%}
Totals 2789 3238 6027
{46.3%} {53.7%} {100%}

4. THIRD DEGREE TEARS

Primips Mulcips Totals
Occurring Spontaneously 28 12 50
Associated with Episiotomy 12 I 13
Associated with Forceps 3 0 I
Associated with Ventouse 32 7 39
Associated with Ventouse & Forceps 5 0 5
Associated with O.P position 13 3 16

I'5. PERINATAL MORTALITY IN ANTEPARTUM NORMALLY FORMED INFANTS

Primips Multips Totals
Hypoxia 5 I 6
Cord Accident ] 5 11
Infection I 3 4
Abruption 4 4 8
Feto Maternal Haemorrhage 0 ! |
Unexplained 0 4 4
Total 16 I8 34
Autopsy Totals
Autopsy Rate 24/34 70.60%
Total Autopsy Rate including all Stillbirths 33/49 67.3%




16. PERINATAL MORTALITY IN CONGENITALLY MALFORMED INFANTS

Primips Muldps Totals
Other CNS Lesions 2 I 3
Cardiac 2 0 2
Renal 0 0 0
Chromosomal 0 12 12
Multiple 2 4 6
Other 3 3 6
Totals 9 20 29

Brimips Multips jlotals!
Congenital 3 3 i4
Prematurity ! 3 4
Infection i I 2
Hypoxia | | 2
Cord Haematoma | I 2
TTTS | 0 |
Abruption 2 0 2
Totals i0 17 27
Autopsy Totals t4/27
Autopsy Rate 15.9%

Overall Autopsy Total for all perinatal deaths 47/76
Overall Autopsy Rate 61.8%

18, HYPOXIC ISCHAEMIC ENCEPHALOPATHY

I9. SEVERE MATERNAL MORBIDITY

Primips Kultips Aotals)
Transfusion > 5 Units 3 5 8
Transfers to Mater Hospiral 3 3 6
Peripartum Hysterectomy 0 3 3
Uterine Rupture. 0 J I
Eclampsia 0 0 0
Pulmonary Embolus 0 0 0
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20. FINANCIAL INFORMATION: Summary of Financial Position - 3|1 December 2007

€000 €000
SATARIESTAN BVVAGES)
Medical 2,206 -
Nursing 20,206 - i
Other 18,984
48,396 ’
Medical and surgical appliances 2,419
Medicines _ .. 1,271
Laboratory ' "2,068 - ‘ - -
Other non pay , 8216
: 13,974
. NeerE . |
HSE Revenue Alfocation o (50.830) -
Patient. Income (9.273)
Other Income ‘ (2.256)
) N g (62:359)
Net deficit 2007 ' ‘ T

ROTUNDA HOSPITAL Clinical Report 2007
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Introduction
The Master
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007 was the 263rd year of unbroken service for the Rotunda. It also marked the
2250th Anniversary Year of the 'new’ Rotunda Hospital which opened on the Parnell

Square site on 8th December 1757. During the year 8257 women delivered 8456
babies greater than 500g. This represented a 15% increase in activity compared to 2006,
which already had seen a 7% rise compared to 2005. The overall perinatal mortality rate
for the year was 9.0 per 1,000 and when congenirtal abnormalities and unbooked patients
were excluded, the corrected perinatal mortality rate was 4.7 per 1,000. In the light of
such increased activity these are excellent results by any standards. This was the busiest
year on record for the hospital and | would like to thank all of the staff for their ongoing

" support and commitment to providing the best possible care to-our patients, -

Although the building is 250 years old there has been an important tradition of upgrading
and improving the hospital facilities. The new Mosse Suite was opened on the Prenatal
Ward and there were two new purposé-built isolations rooms opened on the general
postnatal ward. Due to the increased activity the parents room in the Neonatal Intensive
Care Unit was moved and this was turned into a new three bedded ward. A new sluice
and storage area was also completed for the NICU to meet with the ever increasing
rigorous hygiene standards. A new air conditioning system was installed in the general
out-patient department for the benefit of both patients and staff. We were delighted to
receive approval during the year for funding to develop the new front reception and
emergency room. This development will have a huge impact on care for our patients. The
emergency room will have its own dedicated waiting area and there will be individual
rooms with state of the art facilities to assist with providing appropriate care and
confidentiality for our patients.

As mentioned in previous reports our Development Control Plan has been put on hold.
The KPMG report commenced in June 2007. They have undertaken ‘to do a
comprehensive review of maternity services in the Dublin and Eastern region. It is
expected that this report will be completed and published in 2008. As mentioned
previously we hope that this review will lead to a significant improvement in the delivery
of services, matched by a significant increase in funding. Funding for ‘demand led' services
such as ours must be given the same level of funding priority as cancer and cardio-vascular
services.

Professor Tom Matthews, Consultant Neonatologist retired during the year after many
years of loyal service to the Hospital. We wish him a very happy and healthy retirement.
Dr.Adrienne Foran was appointed to replace Tom and we wish her well in her new post.

During the year the Rotunda continued its excellent track record of training and remining
midwives of the very highest standard. The Direct Entry Midwifery Training Programme
commenced and the new recruits were welcomed to the Hospitzl. In addition the traditional
two year Midwifery Diploma programme was changed to an 18 month training programme
and the new recruits were also welcomed to the Hospital during the year. Our DOMINO
programme continues to go from strength and the continued feedback from our patients has
been extremely positive.



Additional staff were recruited to this programme and the teams involvement with the linked
Early Transfer Home Programme has been really important in dealing with the increased
activity during the year. 1 would like to thank Pauline Treanor, our Director of Midwifery and
Nursing, and her staff for their commitment in continuing to provide excellent standards of
midwifery and nursing care.

In 2007 we continued to welcomé undergraduate students from the Royal College of
Surgeons in Ireland and Trinity College and all the DGO students successfully completed the
résidential Diploma in Gynaecology and Obstetrics Course. The summer student
programme continues to be a success and we welcomed students from Germany, Holland
and the Czech Republic. The Ninian Falkiner Lecture for 2007 was delivered by Professor
John Kingdom and he gave an excellent lecture on 'Placenal Insufficiency — It is Preventable’.
The Bartholomew Mosse Memorial Lecture was delivered by Professor Henry Halliday who
gave a superb talk on ‘The History of Surfactant Therapy',

During 2007 the hospital staff had excellent output with respect to publications and
presentations at national and international meetings. As per previous years | am pleased to
report that several members of staff won prizes at national and international academic
meetings.

The Friends of the Rotunda continue their important work to raise funds for hospital
research and other necessary projects. The Golf Classic at Royal Dublin again proved to be
a very successful day. The Race Day at Leopardstown was very popular as always and the
monies raised contributed to the Hep C research project. The monthly car draw continued
during the year and the monies raised from this contributed to the air conditioning system
in the out-patient department.

The GP Liaison Committee is now in its sixth year and the hospital staff continue to work
dosely with our GP colleagues. There was continued GP representation on our Leadership
and Partnership Committee linked to the Hospital Accreditation process. Unfortunately we
did not have a GP Study Evening during the year but this will be arranged in 2008. The hospital
is keen to continue pushing the combined antenatal care model becween'the GP and the
Hospital for low risk healthy women, [n addition we hope to increase the number of our
evening outreach clinics, the combined care model between the midwife and our GP
colleagues. As always we are very grateful to our GP colleagues for their support.

I would like to acknowledge again and thank Pauline Treanor, our Director of Midwifery and
Mursing and Fintan Fagan our Secretary/General Manager for their outstanding commitment
to the Hospital and for their personal support during the year. The Executive Management
Team remain committed to maintaining the highest pessible standards and we were pleased
to be rated in the ‘good’ category, in the Hygiene Audic Hygiene and cleanliness are
considered as extremely important by the hospital staff. This was also rated very highly in
our own Patient Satisfaction Surveys which we continue to conduct or a twice yearly basis.
With quality of patient care in mind we completed and published our new five year strategic
plan 2007 to 201 |. The ‘Rotunda Delivery’ official news letter for the hospital was published
on a quarterly basis and proved to be a very successful method of circulating news and
developments. ' '
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final year as Master.

The Hospital celebrated its 250th Anniversary on the Parnell Square Site on 8th
December 2007. There was an academic evening of lectures at the Garte Theatre and
speakers included Professor Alan Browne, Mr. Michael Colgan, Dr. Jimmy Gardiner,
Professor Tom Matthews, the Knight of Glin Desmond Fitzgerald and Mr. Alan Stanford.
We welcomed her Excellency President Mary McAleese to:a formal supper in the Pillar
Room which was attended by approximately 250 guests. The hospital also presented
specially commissioned Rotunda medals for all babies born on 8th December 2007.

2007 was our busiest year on record and the excellent results are continued proof of the
Rotunda team’s commitment to providing the best possible care to all our mothers and
babies. | am very grateful to all members of staff for continuing to keep the ‘Rotunda
spirit’ very much alive. | would also like to thank the Board of Governors for their
ongoing support and encouragement and advice. | look forward to 2008 which will be my

Dr. Michael Geary
Master
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DuBLIN MATERNITY HOSPITALS
ComBINED CLINICAL DATA
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|. TOTAL MOTHERS ATTENDING Totals 2007

Mothers who have delivered babies weighing >500 grams 8257
Mothers who have delivered babies weighing <500 grams {including miscarriages} 866
Hydatidiform Moles * 12
Ectopic Pregnancies 133
Total Mothers 9290

*This figure includes complete & Partial Hydatidform Moles

2. MATERNAL DEATHS Totals 2007

Maternal Deaths 0

3. BIRTHS Totals 2007
Singletons 8058
Twins 387
Triplets Il
Quadruplets ¢]
Total Babies Delivered weighing> 500 grams 8456

4, OBSTETRIC QUTCOME. 2006

Spontaneous Vaginal Delivery 34%

Forceps 3%

Ventouse 14%

Caesarean Section 27.1%
Induction of Labour 20%

5. PERINATAL DEATHS

Antepartum Deaths 47
Intrapartum Deaths 2
Stillbirths 49
Early Neonatal Deaths 27
Late Neonazal Deaths 6
Congenital Anomalies 29
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6. PERINATAL MORTALITY RATES

Overall Perinatal Mortality Rate per 1,000 Births 9.0
Perinatal Mortality Rate Corrected For Lethal Congenital Anomalies 5.6
Perinatal Mortality Rate Including Late Neonatal Deaths 9.7
Perinatal Mortality Rate Excluding Unbooked Cases 7.8
Corrected Perinatal Mortality Rate Exciuding Unbooked Cases 4.7

7. AGE OF WOMEN

f : Primips Muliips = _ _Total Methers Delivered>500;;_]
<20 yrs 353 32 385

20-24 yrs 892 444 1336

25-29 yrs 1028 1013 204|

30-34 yrs 1051 1465 25016

35-39 yrs 456 1190 1646

40+ yrs 90 243 333

Total 3870 4387 8257

B. PARITY

[ Totals 2007 % from Total Mothers Delivered >500g |
Para 0 3870 46.9%

Para | 2553 " 30.9%

Para 2-4 1718 20.8%

Para 5+ 116 |.4%

Total B257 100%

9. COUNTRY OF BIRTH & NATIONALITY

[ 2006 % 2007 % ]
Irish 5001 70% 5425  65.70%
Eu European 681 9.5% 1284  15.55%
Other Nationality 1417 19.7% 1398 1693.%
Unknown 85 1.2% 150 1.82%
Total 7184 100% 8257 100%

*Please note that Romanio and Bulgaria joined the EU from the Ist january 2007




10. SOCIO-ECONOMIC GROUP

[ 349 4.9% 484 5.9%
2 1420 19.8% 1654 20.0%
3 1195 16.6% 1385 16.8%
4 451 6.3% 535 6.7%
5 462 6.4% 523 6.3%
6 205 2.9% 279 3.4%
7 2343 32.6% 2594 31.4%
8 0 0% 0 0%

9 3 0.04% | 0.01%
10 756 10.5% 782 9.5%
TOTAL 7184 100% 8257 100%

* Socio Economic Group of Mother

I'l. BIRTH WEIGHT

500 - 999 gms

1,000 - 1,499 8I
1,500 - 1,999 132
2,000 - 2,499 353
2,500 - 2,999 1096
3,000 - 3,499 2799
3.500 - 3,999 2681
4,000 - 4,499 1054
4,500 - 4,999 - 183
>5,000 13
Total 8456

12, GESTATIONAL AGE
Emﬂjn Gﬁmﬁ;}a mw

<26 weeks

26 - 29 weeks + 6 days 30 33 63
30 - 33 weeks + 6 days 85 57 142
34 - 36 weeks + 6 days 188 191 379
37 - 41 weeks + 6 days 3428 4014 7442
42 + weeks 126 78 204
Total 3870 4387 8257
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3. PERINEAL TRAUMA AFTER ALL VAGINAL DELIVERIES {(Numbers & Percentages)

Primips Rultips hTota 2007
Episiotomy & Extended Episiotomy 850 180 1030
{14.1%} {3%} {17.1%}
First Degree Laceration 308 442 750
{5.1%} {7.3%} {12.4%}
Second Degree Laceration - 802 699 1501
{13.3%}  {11.6%} {24.9%}
Third Degree Anal Sphincter/Mucosa 88 30 118
{1.5%} {0.5%} {1.9%}
Fourth Degree 7 4 I
{0.11%}  {0.7%)} {0.18%}
Other i 430 . 750 1180
{Lacerations/Grazes not requiring sutures} {7.1%} {12.4%) {19.6%}
Intact 304 1133 1437
{5.0%} {18.8%} {23.8%}
Totals 2789 3238 6027
{46.3%} {53.7%} {100%}

|4. THIRD DEGREE TEARS

Primips Multips Totals
Occurring Spontaneously 28 22 50
Associated with Episiotomy 12 [ 13
Associated with Forceps I 0 I
Associated with Ventouse 32 7 39
Associated with Ventouse & Forceps 5 0 5
Associated with O.P. position 13 3 |6

5. PERINATAL MORTALITY IN ANTEPARTUM NORMALLY FORMED INFANTS.

Primips Multips Totals
Hypoxia 5 | 6
Cord Accident- 6 5 11
Infection | k] 4
Abruption 4 4 8
Feto Maternal Haemorrhage 0 i [
Unexplained 0 4 4
Total 16 18 34
Autopsy Totals
Autopsy Rate 24/34 70.60%
Total Autopsy Rate including all Stillbirchs 33/49 67.3%



16. PERINATAL MORTALITY IN CONGENITALLY MALFORMED INFANTS

Primips Multips Totals
Other CNS Lesions 2 | 3
Cardiac 2 0 2
Renal 0] 0 0
Chromosomal 0 12 12
Multiple 2 4 6
Other 3 3 6
Totals 9 20 29

Primips} Multips iTotals)
Congenital 3 I 14
Prematurity [ 3 4
Infection I { 2
Hypoxia J . 2
Cord Haematoma I 1 2
TTTS | 0 I
Abruption 2 0 2
Totals 10 17 27
Autopsy Totals 14/27
Autopsy Rate 15.9%

Overall Autopsy Total for all perinatal deaths 47/76
Overall Autopsy Rate 61.8%

18. HYPOXIC ISCHAEMIC ENCEPHALOPATHY

19, SEVERE MATERNAL MORBIDITY

Prinips tAtltips J[otals]
Transfusion > 5 Units 3 5 8
Transfers to Mater Hospiral 3 3 6
Peripartum Hysterectomy 0 3 3
Uterine Rupture 0 | |
Eclampsia 0 0 0
Pulmonary Embolus 0 0 0
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20. FINANCIAL INFORMATION: Surmmary of Financial Position - 31 December 2007

€000 €000

SAPARIESIANDIVVAGES]
Medical 9,206
Nursing 20,206
Other 18,984

48,396
Medical and surgical appliances 2419
Medicines 1,271
Laboratory 2,068
-Other-non pay - - . 8216 _.

' 13,974

HSE Revenue Allocation (50,830)
Patient Income (9.273)
Other Income {2.256)

(62,359)
Net deficit.: 2007 I
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Introduction
The Master

cccccccccccccccccccccccccccccccccccccccccccc R e T T PPN

007 was the 263rd year of unbroken service for the Rotunda. It also marked the
2250th Anniversary Year of the ‘new’ Rotunda Hospital which opened on the Parnell

Square site on 8th December 1757. During the year 8257 women delivered 8456
babies greater than 500g. This represented a 15% increase in activity compared to 2006,
which already had seen a 7% rise compared to 2005. The overall perinatal mortality rate
for the year was 9.0 per 1,000 and when congenital abnormalities and unbooked patients
were excluded, the corrected perinatal mortality rate was 4.7 per 1,000, In the light of
such increased activity these are excellent results by any standards. This was the busiest
year on record for the hospital and | would like to thank all of the swaff for their ongoing
support and commitment to providing the best possible care to our patients,

Although the building is 250 years old there has been an important tradition of upgrading
and improving the hospital facilities. The new Mosse Suite was opened on the Prenatal
Ward and there were two new purpose-built isolations rooms opened on the general
postnatal ward. Due to the increased activity the parents reom in the Neonatal Intensive
Care Unit was moved and this was turned into a new three bedded ward. A new sluice
and storage area was also completed for the NICU to meet with the ever increasing
rigorous hygiene standards. A new air conditioning system was installed in the general
out-patient department for the benefit of both patients and staff. Ve were delighted to
receive approval during the year for funding to develop the new front reception and
emergency room. This development will have a huge impact on care for our patients. The
emergency room will have its own dedicated waiting area and there will be individual
rooms with state of the art facilities to assist with providing appropriate care and
confidentiality for our patients.

As mentioned in previous reports our Development Control Plan has been put en hold.
The KPMG report commenced in June 2007. They have undertaken to do a
comprehensive review of maternity services in the Dublin and Eastern region. It is
expected that this report will be completed and published in 2008. As mentioned
previausly we hope that this review will lead to 2 significant improvement in the delivery
of services, matched by a significant increase in funding. Funding for ‘demand led’ services
such as ours must be given the same level of funding priority as cancer and cardio-vascular
services.

Professor Tom Marthews, Consultant Neonatologist retired during the year after many
years of loyal service to the Hospital. We wish him a very happy and healthy retirement.
Dr. Adrienne Foran was appointed to replace Tom and we wish her well in her new post.

During the year the Rotunda continued its excellent track record of wraining and retaining
midwives of the very highest standard. The Direct Entry Midwifery Training Programme
commenced and the new recruits were welcomed to the Hospital. In addition the traditional
two year Midwifery Diploma programme was changed to an |18 month training programme
and the new recruits were also welcomed to the Hospital during the year. Our DOMINO
programme continues to go from strength and the continued feedback from our patients has

o been extremely positive.

ROTUNDA HOSPITAL Clinical Report 2007




Additional staff were recruited to this programme and the teams involvement with the linked
Early Transfer Home Programme has been really important in dealing with the increased
activity during the year. | would like to thank Pauline Treanor, our Director of Midwifery and
Nursing, and her staff for their commitment in continuing to provide excellent standards of
midwifery and nursing care.

In 2007 we continued to weicome undergraduate students from the Royal College of
Surgeons in Ireland and Trinity College and all the DGO students successfully compieted the
residential Diploma in Gynaecology and Obstetrics Course. The summer student
programme continues to be a success and we welcomed stedents from Germany, Holland
and the Czech Republic. The Ninian Falkiner Lecture for 2007 was delivered by Professor
John Kingdom and he gave an excellent lecture on ‘Placental Insufficiency ~ It is Preventable’.
The Bartholomew Mosse Memorial Lecture was delivered by Professor Henry Halliday who
gave a superb talk on 'The History of Surfactant Therapy'.

During 2007 the hospital staff had excellent output with respect to publications and
presentations at national and international meetings. As per previous years | am pleased to
report that several members of staff won prizes at national and international academic
meetings.

The Friends of the Rownda continue their important work to raise funds for hospital
research and other necessary projects. The Golf Classic at Royal Dublin again proved to be
a very successful day. The Race Day at Leopardstown was very popular as always and the
monies raised contributed to the Hep C research project. The monthly car draw continued
during the year and the monies raised from this contributed to the air cc‘:nditioning system
in the out-patient department.

The GP Lizison Committee is now in its sixth year and the hospital staff continue to work
dosely with our GP colleagues. There was continued GP representation on our Leadership
and Partnership Committee linked to the Hospital Accreditation process. Unfortunately we
did not have a GP Study Evening during the year but this will be arranged in 2008. The hospital
is keen to continue pushing the combined antenartal care model between the GP and the
Hospital for low risk healthy women. In addition we hope to increase the number of our
evening outreach clinics, the combined care model between the midwife and our GP
colleagues. As always we are very grateful to our GP colleagues for their support.

I would like 1o acknowledge again and thank Pauline Treanor, our Director of Midwifery and
Nursing and Fintan Fagan our Secretary/General Manager for their outstanding commitment
to the Hospital and for their personal support during the year. The Executive Management
Team remain committed to maintaining the highest possible standards and we were pleased
to be rated in the 'good’ category, in the Hygiene Audit. Hygiene and cleanliness are
considered as extremely important by the hospital staff. This was also rated very highly in
our own Patient Satisfaction Surveys which we continue to conduct on a twice yearly basis.
With quality of patient care in mind we completed and published our new five year strategic
plan 2007 to 201 |. The ‘Rotunda Delivery' official news letter for the hospital was published
on a quarterly basis and proved to be a very successful method of circulating news and
developments,
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The Hospital celebrated it's 250th Anniversary on the Parnell Square Site on 8th
December 2007. There was an academic evening of lectures at the Gate Theatre -and
speakers included Professor Alan Browne, Mr. Michael Colgan, Dr. Jimmy Gardiner,
Professor Tom Matthews, the Knight of Glin Desmond Fizzgerald and Mr. Alan Stanford.
We welcomed her Excellency President Mary McAleese to a formal supper in the Pillar
Room which was attended by approximately 250 guests. The hospital also presented
specially commissioned Rotunda medals for all babies born on 8th December 2007.

2007 was our busiest year on record and the excellent results are continued proof of the
Rotunda team’s commitment to providing the best possible care to all our mothers and
babies. | am very grateful to all members of staff for continuing to keep the ‘Rotunda
spirit’ very much alive. | would also like to thank the Board of Governors for their
ongoing support and encouragement and advice. | look ferward to 2008 which will be my
final year as Master.

Dr. Michael Geary
Master
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ComMPARATIVE REsuULTS FoOR

-------------------------------------------------------------------------------------------

IS WM 1998 (999 2000 2001 2002 2003 2004 2005 2006 2007
6.387 6,334 6310 6600 6971 6790*% 6731 6804 7325 8456

Perinatal
Deaths

52 43'*4* 57+B* w+6* 58+8* 58+|2* 6|+[3* 6|+]0* 50+|3=|= 66+|0*

Perinatal
Mertality EN 6.7 9 9.1 83 10.3 11 98 86 9.0
Rate

SRRl 7.0cc 7,053 7,074 7271 7707 7577 7290 7518 8036 9.290
Attending
Maternal

Caesarean
Section 242 251 255 266 257 282 266 256 277 271
%

Forceps!
Ventouse 171 16l 203 158 I7.1 16 16.5 I53 168 17
%

55.3 534 525 484 47 46 48 467 47 47
2| 209 244 204 182 18 19 1920 20

* Unbocked
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STATISTICAL SUMMARIES

mddetdbvuvenrsasnsessannanssnanas tssangsattndonbunene decansacsese L R R S A R

I. TOTAL MOTHERS ATTENDING Torals 2007
Mothers who have delivered babies weighing >500 grams 8257
Mothers who have delivered babies weighing <500 grams {including miscarriages} 866
Hydatidiform Moles * 12
Ectopic Pregnancies 133
Total Mothers 9290

*This figure includes complete & Partial Hydatidform Moles

2. MATERNAL DEATHS Totals 2007

<o

Maternal Deaths

Singletons BOS8
Twins 387
Triplets I
Quadruplets 0
Total Babies Delivered weighing> 500 grams 8456

4. OBSTETRIC OUTCOME 2006 '

Spontaneous Vaginal Delivery : 54%
Forceps 3%
Ventouse 14%
Caesarezn Section 27.1%
Induction of Labour 20%

5. PERINATAL DEATHS.

Antepartum Deaths 47
Intrapartum Deaths 2
Stillbirths 49
Early Neonatal Deaths 27
Late Neonatal Deaths 6
Congenital Anomalies 29
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6. PERINATAL MORTALITY RATES

Overall Perinatal Mortality Rate per 1,000 Births 9.0
Perinatal Mortality Rate Corrected For Lethal Congenital Anomalies 5.6
Perinatal Mortality Rate Including Late Neonatal Deaths 9.7
Perinatal Mortality Rate Excluding Unbooked Cases 7.8
Corrected Perinatal Moruality Rate Excluding Unbooked Cases 4.7

7. STATISTICAL ANALYSIS OF HOSPITAL POPULATION

AGE AT DELIVERY 2001 2002 2004 2005
<20 © - 74% 7% TO0%  S3% 6.1% T 47%  47%
20-24 186% 182% 17.1% 17.4% 180% 165% 162%
25-29 248% 252% 249% 250% 23.0% 247% 24.7%
30-34 303% 302% 302% 31.2% 309% 29.8% 305%
35-39 159% 169% 17.5% 17.7% 185% 192% 19.9%
g >=40 30%  29%  33% 35% 35% 40%  4.0%
o
o~
Pt
o FPARITY 2005 2002 2003 2004 2005 2006 2007
S 4.1%  475% 483% 43.1% 455% 46.3% 46.9%
< I 30%  29.6% 29.1% 31.6% 295% 300% 309%
e 24 24.4% 22% 21.1% 23.6% 234% 223% 208%
o 7% 1.7% 15% 16% 6% 14% 1.4%
£
O
|
E BIRTHWEIGHT 2001 2002 2003 2004 2005 2006 2007
E (grams)
P 500-999 08% 06% 06% 08% 05% 08% 08%
(ol 1000-1499 b1% 08% 07% 09% 1.0% 09% 1.0%
ol 500-1999 I8% 12% 1.5% 1.4%  1.5% 14%  1.6%
20002499 42% 39% 38% 35% 37% 39% 42%
o) 25002999 13.5% 145% 132% 13.6% 149% 13.5% 13.0%
.l 3000-3499 328% 348% 343% 333% 326% 329% 331%
M 3500-3999 31.7% 305% 310% 31.9% 31.5% 324% 31.7%
gl 4000-4499 120% (1.5% 12.4% 125% 119% 120% 125%
O 21% 18% 20% 2.0% 21%  20% 22%
ol 5000 02% 02% 02% 03% 02% 02% 02%




GESTATION 2001 2002 2003 2004 2005 2006 2007
(Weeks)

<26 weeks 03% 02% 03% 03% 02% 03% 03%
26 - 29 weeks +6days 09% 05% 05% 07% 07% 07% 0.8%
30 - 33 weeks + 6 days  |.4% 1.2% (4%  1.3% 1.3% |.4% 1.7%
34 -36weeks +6days 42%  41%  39% 40% 44% 44%  4.6%
37 - 4] weeks + 6 days 89.2% 903% 90.0% 904% 902% 904% 90.1%
42 + weeks 40% 37%  39% 32%  32% 26%  2.5%
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FETAL Loss
The Master

NOTES ON PERINATAL MORTALITY

1. The overall rate applies to all babies greater than or equal to 500g who were
stillborn or died in the first seven days of life (76).

2. The uncorrected perinatal mortality is calculated when the 10 unbooked deaths
are excluded (76 — 10 = 66). Unbooked cases are those who presented 1o the
hospital for the first time in labour, have had no antenatal care or were transferred
‘in-from-another-hospital. -Late bookers are considered as booked cases:

3 The corrected perinatal mortality is the uncorrected perinatal deaths (66) less
the congenital abnormalities (26) = 40. (There were 29 congenital abnormalities,
3 already excluded as they were unbooked/inutero transfers). This gives an
uncorrected rate of 7.8 and a corrected rate of 4.7.

4. . There were 3 intrapartum deaths, cne of which occurred in a baby with Trisomy
18 at 38 weeks gestation. The other two occurred in babies at 22 and 23 weeks
gestation. The first was associated with placental abruption and the PM revealed
a normally formed baby. The second was associated with choricamnionitis but
post mortem was declined. | am happy to report that there were no
intraparcum stillbirths in normally formed babies at term.

STILLBIRTHS

Congenital 15
Cord I
Abruption 8
Hypoxia 6
Infection 4

|

4

FMH

Unexplained
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Congenital 15

Age 34, Two previous full-term normal deliveries. First child diagnosed with
cerebral palsy — no cause found. Booked at 14 weeks gestation. Dates confirmed
by ulerasound. Anatomy scan at 20 weeks revealed bitateral coroid plexus cysts.
The rest of fetal anatomy normal. Further review at 24 weeks revealed evidence
of IUGR. On return for follow-up visit at 28 weeks, IlUD noted. Amniocentesis
performed - revealed Trisomy 18. Labour induced and spontanecus vaginal
delivery of a stillborn mate infant weighing 780g. Post-mortem performed which
confirmed Trisomy 18. Cause of death Trisomy 18.

Age |8. Previous first trimester miscarriage. Booked at |0 weeks gestation. EDD
confirmed by ultrasound. Cigarette smoker 20 per day. Brother has IDDM.
Normal anatomy scan at |9 weeks gestation. Uneventful antenatal care. Presented
at 29 weeks with clinical evidence of an abruption. Intra-uterine death confirmed
by ultrasound. Subsequent spontaneous onset of labour. Spontaneous vaginal
delivery of a stillborn male infant weighing 1090g. Post-mortem performed. No
fetal abnormality noted. Chromosomes normal. Placental examination revealed
wide spread placental infarction with background chronic utero-placental
insufficiency. Several fetal abnormalities noted including bowel atresia and
significant limb abnormalities including oliogodactyly, normal Karyotype 46 XY.
Cause of death - due to placental abruption in a baby with multiple abnormalities,

Age 25. Booked at || weeks gestation. Previous termination of pregnancy in
2002. History of depression. EDD confirmed by ultrasound. Uneventful antenatal
care. Routine anatomy scan at 20 weeks revealed sub-optimal views of the fetal
heart. Re-assessed at 24 weeks and concern re hypoplastic left heart. Paediatric
cardiology review confirmed diagnosis of hypoplastic left ventricle. Subsequent
intrauterine death at 27 weeks gestation. Labour induced and spontaneous vaginal
delivery of a stillborn male infant weighing 1.26 kilograms. Post-mortem declined.
Cause of death congenital hypoplastic left heart.

Age 34. Previous ventouse delivery at 36 weeks gestation. History of
dermatomyositis. on low dose stercids. Booked at |2 weeks gestation. Significant
bilateral hydronephrosis noted at anatomy scan at 2|1 weeks. No other obvious
abnormality seen at the time. Presented two weeks later at 23 weeks with
reduced fetal movements. intrauterine death confirmed by ultrasound. Labour
induced and vaginal breech delivery of a stillborn male infant weighing 520g.
Significant general hydrops noted. Post-mortem declined. Placental examination
revealed evidence of a fresh retroplacental haemorrhage. Chromosome analysis
subsequently revealed Trisormny |3.

Age 24. Primigravid. Past history of depression. Father has IDDM. Cigarerte
smoker of ten per day. Booked at 20 weeks gestation. EDD calculated by ultrasound.
GTT at 28 weeks normal. Uneventful antenatal care until 34 weeks gestation when
presented in labour. Reported no fetal movements for three to four days. IUD
confirmed by ultrasound. Spontaneous vaginal delivery of a female infant weighing
2130g. Post-mortem performed revealing coarctation of the aorta and ventricular
septal defect and increased coiling index in the cord also noted. IUD bloods normal.
Cause of death congenital cardiac abnormalities.
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Age 31. Previous full term normal delivery. Previous first trimester spontaneous
miscarriage. Booked at 16 weeks gestation. EDD confirmed by ultrasound. Normal
anatomy scan. Uneventful antenatal care until 38+ weeks gestation when presented
with reduced feal movements. Intrauterine death diagnosed by ultrasound. Labour
induced and spontaneous vaginal delivery of a stillborn female infant weighing 3920g.
Post-mortem performed which showed no cbvious fetal abnormality. Evidence of
significant amniotic band syndrome which caused stricture of the umbilical cord.
Hypoxic changes also noted. Cause of death cord accident associated with severe
amniotic band syndrome. IUD bloods normal.

Age 38. Two previous full-term normal deliveries. Booked at |4 weeks gestation.
EDD confirmed by ultrasound. Anatormny scan at 20 weeks revezled bilateral
ventriculomegaly and congenital diaphragmatic hernia. Amniocentesis performed
which revealed Trisomy (8. Spontaneous onset of labour at 38 weeks gestation.
Vaginal breech delivery of a fresh stillborn female infant weighing 1.96 kitograms.
Postmortemn declined. Cause of death - Trisomy 18.

Age 39. Three previous full.term normal deliveries. Two early spontanecus
miscarriages. Booked at |17 weeks gestation. EDD confirmed by ultrasound.
Anatomy scan at 22 weeks showed evidence of early IUGR. Subsequent scans
showed continued poor fetal growth with absent end diastolic flow. Borderline
ventriculomegaly and ventricular septum defect also noted. Amniocentesis
performed which revealed evidence of Trisomy 9. Intrauterine death diagnosed at 29
weeks gestation. Induction of labour and subsequent vaginal delivery of a female
infant weighing 810 grams. Postmortem declined. Cause of death - Trisomy 9.

Age 28, Previous emergency caesarean section for hypertension at 36 weeks
gestation. Newly arrived to the country and no antenatal care. Unbooked. Turned
up to hospital at 28 weeks gestation. Ultrasound revealed an intrauterine death with
gross hydrops and probable cystic hygroma. Amntiocentesis performed which
revealed normal chromosomes 46)X0X. Labour induced and spontaneous vaginal
delivery of a stillborn female infant weighing 1.33 kilograms. Post-mortem confirmed
significant hydrops. No obvious congenital malformations. Congenital myeloid
leukaemia noted with marked myeloid infiltration of most of the internal organs.
Placenta and cord examination normal. IUD bloeds normal. Cause of death
Congential myeloid leukaemia.

Age 26. Two previous full term normal deliveries. One previous first trimester
miscarriage. Late booker at 21 weeks gestation. EDD calculated by ultrasound.
Cigarette smoker of 10 per day. Poor attender for antenatal care. Presented to
ER at 36 weeks gestation with abdominal pains. Intrauterine death diagnosed by
vltrasound. Labour induced and subsequent spontaneous vaginal delivery of a
stillborn female infant weighing 2.52 kilograms. Post-mortem revealed evidence of
feral hypoxic changes. Horse shoe kidney and bicoruate uterus noted. Placental
examination normal. Increased coiling index in the cord with thrombus in the cord
vessels. Chromosomes revealed 45XO. Cause of death - hypoxia secondary to
cord torsion in a baby with 45XO.




Age 39. Three previous vaginal deliveries and subsequent emergency caesarean
secrion at 3! gestation. History of gestational diabetes managed with insulin.
Booked at 15 weeks gestation. EDD confirmed by ultrasound. Attended the
Diabetic Clinic and managed with insulin. Attended regufarly. Ultrasound ac 28
weeks revealed a very short femur length, echogenic bowel, talipes and a large
ventricular septal defect. Amniocentesis performed which revealed Trisomy 21.
Presented at 33 weeks with no fetal movements. Intrauterine death diagnosed by
ultrasound. labour induced and subsequent spontaneous vaginal delivery of a
stillborn female infant weighing 1.15 kilograms. Post-mortem declined. Cause of
death - Trisomy 21,

Age 37. Previous SVD at 39 weeks. Nuchal Scan at || weeks revealed large cystic
hygroma. Amniocentesis subsequently performed to reveal Trisomy 18. Anatomy
scan revealed cleft lip and large V5D, abnormal hands. Spontaneous labour at 37
weeks gestation, Intrauterine death diagnosed at presentation. Vaginal breech
delivery of a stillborn male infant weighing 1.98 kilograms. Postmortem declined.
Cause of death - Trisomy 18.

Age 32. Primigravid. Booked at 12 weeks gestation. Dates confirmed by
ultrasound. Uneventful antenatal care until 23 weeks when presented with no fetal
movements for | day with background of reduced fetal movements for 4 days.
Intrauterine death diagnosed by ultrasound. Labour induced and spontaneous
vaginal delivery of a stillborn male infant weighing 735 grams. Post-mortem
performed. Ventricular septal defect and bilatera! significant hydronephrosis noted.
Cord stricture and torsion present with thrombus in the cord vessels. IUD bloods
normal. Cause of death — cord accident in a fetus with cardiac and renal
abnormalities.

Age 24. Primigravid. Late booker at 2] weeks gestation. Normal anatomy scan.
Uneventful antenatal care until presented at 32 weeks with reduced fetal movements
for 3 days. Intrauterine death diagnosed by ultrasound. Labour induced and
spontaneous vaginal delivery of a stillborn male infant weighing 2.4 kilograms. Post-
mortem performed. Large vascular tumour in liver noted with massive bleeding.
Evidence of secondary congestive cardiac failure with hypoxic changes. 1UD bioods
nermal. Cause of death - congenital abnormality — most likely
haemangioendothelioma.

Age 24. 30. Primigravid. Booked at |8 weeks gestation. Anecephaly noted on scan.
Spontaneous onset of labour at 29 weeks gestation. Spontanecus vaginal delivery of
a stillborn female infant weighing 720 grams. Post-mortem performed. Anencephaly
confirmed. Neo additional abnormalities seen. UD bloods normal. Cause of death
— anencephaly.
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Age 33. Spontaneous miscarriage at & weeks gestation. Booked at 12 weeks
gesation. EDD confirmed by ultrasound. Uneventful antenatl care 'until 24+ weeks
gestation when presented with no fetal movements. IUD confirmed by ultrasound.
Labour induced and spontaneous vaginal delivery of a stillborn male infant weighing
580g. Post-mortem performed. No fetal abnormality noted. Placental examination
normal. Cord examination revealed worsion with cord arterial thrombosis. IUD bloods
normal. Cause of death - due to cord accident.

Age 33. One previous full term normal delivery. History of postnatal depression.
In-utero transfer from another hospital at 20+ weeks because of Anti D level
of 30 iu and suspected a cardiac twin pregnancy. Weekly surveiliance with normal
MCA dopplers. Intrauterine death at 32 weeks gestation, Labour. induced and
spontaneous vaginal délivery of a stillborn female infant weighing 2.07 kilograms.
Post-mortem performed. Mo fetal abnormality noted. Chromosomes 46XY.
Placental examination confirmed the presence of a mono-chorionic diamniotic
presentation with artery to artery anastamosis between the umbilical cords of the
two twins. The smaller twin in separate mass noted to have been a cardiac.
Umbilical cord revealed reduced coiling with thrombosis. Cause of death - due to
cord accident.

Age 37. Four previous full term normal deliveries. Booked at |6 weeks gestation.
EDD confirmed by ultrasound. MNormal anatomy scan at 20 weeks. Uneventful
antenatal care. Reduced fetal movements.at 39 weeks gestation. IUD confirmed by
ultrasound. Labour induced and spontaneous vaginal delivery of a stillborn male infant
weighing 3.1 kilograms. Post-mortem revealed no obvicus fetal abnormality. Placental
examination normal. IUD bloods normal. Cord examination revealed decreased
coiling index with cord vessel thrombosis. Cause of death - cord accident.

Age 9. Primigravid. Booked at 13 weeks by ultrasound. Normal anatomy scan at
22 weeks. Regular uneventful antenatal care. Presented to ER at 39+ weeks with
abdominal pain. Fetal heart not detected. Intrauterine death confirmed by ultrasound.
Noted to be in spontaneous labour. Subsequent spontaneous vaginal delivery of a
stillborn male infant weighing 3120g. Post-mortem performed. No obvious fetal
abnormality noted. UD bloods normal. Placental examination normal. Torsion of the
umbilical cord noted. Cause of death — cord accident secondary to torsion,

Age 27. Primigravid. Booked at 12 weeks gestation. EDD confirmed by
ultrasound. Normal anatomy scan at 22 weeks. Regular uneventful antenatal care
until 38 weeks gestation when presented with mild pains. CTG on admission
normal. Admitted to prenatal ward to await spontaneous onset of labour. CTG
the following morning performed — unable to detect fetal heart. Intrauterine death
diagnosed by ultrasound. Subsequent spontaneous labour and spontaneous vaginal
delivery of a stillborn female infant weighing 3160g, Coroners post-mortem
performed. No obvious fetal abnormality seen. |UD bloods normal apart from
mildly elevated AST (uncertain significance). Placental examination revealed
evidence of chronic utero-placental insufficiency. Cord examination showed
reduced coiling index with thrombus present in the umbilical vessel. Cause of
death - likely cord accident with associated background CUPI.



Age 39. Primigravid. Booked at |8 weeks gestation. EDD confirmed by uvltrasound.
Normal anatomy scan. Regular uneventful antenatal care. Presented at 36 + weeks
with reduced fetal movements. Intrauterine death diagnosed by ultrasound. Pre-
eclampsia diagnosed also, labetalol infusion required and transferred o HDU. Labour
induced and subsequent spontaneous vaginal delivery of a stillborn male ‘infant
weighing 2160g. Post-mortem performed. No fetal abnormalities séen. Hypoxic
changes noted. Placental examination showed some evidence of chronic utero-
placenzal insufficiency with infarction. Cord examination revealed completely
uncoiled cord with evidence of cord vessel thrombosis. Cause of death - cord
accident with background CUPI.

Age 26. Five previous full-term normal deliveries. Late booker at 26 weeks
gestation. EDD calculated by ultrasound. Unevenful antenatal care. Admitted in
spontaneous labour at 39 weeks gestation. |Intrauterine death diagnosed.
Subsequent spontaneous vaginal delivery of a male infant weighing 2.95 kilograms.
Post-mortem performed. No evidence of fetal abnormality. Hypoxic changes
present. Placental examination normal. Hyper-coiled cord with thrombus in the
umbilical vein. IUD bloods normal. Cause of death — cord accident.

Age 27. Primigrivid. Late booker at 2| weeks gestation. Anatomy scan at
booking normal. EDD confirmed by ultrasound. Complained of reduced fetal
movements at 25 weeks for a 10 day period. Incrauterine death diagnosed by
ultrasound. labour induced and subsequent spontanecus vaginal delivery of a
stillborn female infant weighing 560 grams. Postmortem performed. No fetal
abnormality seen. Placental examination normal. Cord examination revealed
increased coiling index with thrombus in the cord vessels. Umbilical cord torsion
also noted. IUD bloods normal. Cause of death - cord accident.

Age 29. One previous first trimester spontaneous miscarriage. Booked at (2
weeks gestation. EDD confirmed by ultrasound. Uneventful antenatal care on a
regular basis. Last seen in the Antenatal Clinic at term + & and all findings
reassuring. Presented 24 hours later with non-substantial antepartum
haemorrhage. No fetal movements overnight. Intrauterine death diagnosed by
ultrasound. Labour induced and ventouse delivery for failure to advance in the
second stage. Stillborn male infant weighing 3.06 kilograms. Postmortem declined.
No obvious external fetal abnormality. IUD bloods normal. Placental examination
normal. Cord examination revealed reduced coiling index with thrombus in both
corgd vessels. Cause of death - cord accident.

Age 34. One previous full term normal delivery. Late booker at 24 + weeks
gestation. Presented at 27 weeks with no fetal movements for | day. Intrauterine
death diagnosed by ultrasound. Labour induced and spontaneous vaginal delivery
of a stillborn male infant weighing 1.23 kilograms, Postmortem performed. No
obvious fetal abnormality seen. Placental examination normal. |UD bloods normal.
Cord examination revealed increased coiling index with cord torsion noted and
thrombi in both cord vessels. Cause of death - cord accident.
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Age 30. Previous spontaneous vaginal delivery at 37+ weeks gestation. History
of Hashimotos Thyroiditis. Subsequent hypothyroidism ~ on Eltoxin 1200mg per
week. Booked at 12 weeks gestation. EDD confirmed by ultrasound. Normal
anatomy scan at 20 weeks gestation. Uneventful antenatal care until 38 weeks
gestation when presented with reduced fetal movements for one day. Intrauterine
death diagnosed by ultrasound. Labour induced and spontanecus vaginal delivery
of a stillborn infant weighing 3.18 kilograms. Post-mortem performed. No obvious
fetal abnormality seen. Placental examination normal. IUD bloods normal. Cord
examination revealed a true knot in the cord. Cause of death - cord accident.

Abruption 8

Age 26, One previcus full term normal delivery. Unbooked. One attendance
through the Emergency Room. A scan suggested approximately-20-weeks: Multiple
appointments for antenatal care arranged but did not amend. Known smoker of
approximately 10 cigarettes per day. Spontaneous vaginal delivery at home at
approximately 36 weeks gestation. Sullborn female infant weighing 2.45 kilograms.
Coroners post-mortem. No fetal abnormality noted. Retroplacental haemorrhage
noted with more than 50% involvement. Infarction present. Evidence of chronic utero-
placenaal insufficiency. IUD bloods normal. Cause of death hypoxia associated with
placental abruption.

Age 22. Primigravid. Unbooked. Transferred from a General Hospital at
uncertain gestation with significant vaginal bleeding and pain. Palpated at 20 to 22
weeks gestation. Cervix 4 to 5 centimetres dilated. Placental abruption clinically
suspected. Syntocinon commenced and not for continuous monitoring. No fetal
heart one hour after admission. Subsequent spontaneous vaginal delivery of a
stilborn male infant weighing 880g. Coroners post-mortem performed. No
obvious fetal abnormality. Hypoxic changes noted. Significant retroplacental
haemorrhage noted. Cause of death - hypoxia secondary to placental abruption.

Age 15. Primigravid. Unbooked. No antenartal care. Presented as suspected
28-30 weeks gestation with abdominal pains. Examination revealed fully dilated
with breech visible on the perineum. No fetal heart detectable. Subsequent
spontaneous vaginal breech delivery of a stillborn male infant weighing 1060g.
Coroners post-mortem performed. No fetal abnormality seen. Acute hypoxic
changes noted in the fetus. IUD bloods normal. Placental examination revealed
multiple infarcts with retro-placental haemorrhage. Cause of death - acute
perinatal asphyxia secondary to retro-placental haemorrhage,

Age 30. Two previous full-term normal deliveries. Booked at |8 weeks gestation.
Anatomy scan at booking normal. Light pv bleeding at 20 weeks gestation. Nil of
note found. Presented with pain and bleeding at 23 weeks gestation. Subsequent
spontaneous vaginal delivery of a stillborn male infant weightin 600 grams.
Postmortem performed which showed no evidence of fetal abnormality. Placental
examination revealed evidence of ascending infection with secondary congenital
pneumonia. Retroplacental haemorrhage also noted. Cause of death - extreme
prematurity associated with placental abruption (associated congenital
prieumonia). IUD bloods normal.




Age 34. Previous emergency caesarean section at 32 weeks gestation.

- Spontaneous miscarriage at 9 weeks gestation. Late second trimester miscarriage
at 22 weeks gestation. Known epilepsy and on Lomictal. Booked at |5 weeks
gestation. EDD confirmed by ultrasound. Normal anatomy scan at 2| weeks
gestation. Presented at 22 weeks gestation with abdominal pain and bleeding.
Cervix noted to being fully dilated with bulging membranes. Subsequent
spontaneous vaginal delivery of a stillborn male infant weighing 550 grams.
Postmortem performed. No fetal abnormality seen. Placental examination
revealed fresh retroplacental haemorrhage. 1UD bloods normal. Cause of death -
extreme preterm delivery secondary to placental abruption.

Age 36. Previous SVD at 26 weeks gestation. Subsequent neonatal death on day
I, secondary to prematurity. History of postnatal depression. Knoewn smoker of
ten to twenty per day. Booked at 9 weeks gestation as calculated by ultrasound.
Normal anatomy scan at 20 weeks gestation. Uneventful antenatal care until 23
weeks gestation when presented to the ER with regular pains and antepartum
haemorrhage. Bulging membranes noted. Admitted for observation and antenatal
steroids. Fetal heart present. Subsequent rapid onset of labour and delivered three
to four hours later. Spontanecus vertex delivery of a stillborn female infant
weighing 570g. (Intrapartum death). Postmortem performed. No obvicus fetal
abnormality seen. Placental examination revealed fresh retro-placental
haemorrhage. Evidence of some chorial haemorrhage also present. IUD bloods
normal. Cause of death - placental abruption.

Age 31. Two previous first trimester miscarriages and previous ectopic pregnancy.
Previous salpingectomy for ectopic pregnancy. History of manic depression and
irritable bowel syndrome. Booked at 13 weeks gestation. EDD confirmed by
ulcrasound.  Uneventful antenatal care until 31 weeks gestation when presented
with no fetal movements for one day. Intrauterine death diagnosed by ultrasound.
Labour induced and subsequent spontaneous vaginal delivery of a stillborn female
infant weighing 1.48 kilograms. Post-mortem performed. No obvious feral
abnormalities seen. IUD bloods normal. Placental examination revealed evidence
of a retro-placental haemorrhage. Cord examination revealed increased coiling
index but no thrombis present. Cause of death - hypoxia secondary to placental
abruption.

Age 28. Primigravid. Booked at 14 weeks gestation. EDD confirmed by
ultrasound. Uneventful antenatal care ill 39+ weeks gestation when presented
with no fetal movements for one day. Intrauterine death diagnosed by ultrasound.
Labour induced and a subsequent spontaneous vaginal delivery of a stillborn female
infant weighing 3.5 kilograms. Post-mortem performed. No obvious fetal
abnormal seen. [UD bloods normal. Placental examination revealed retro-
placental haemorrhage. Cord examination revealed increased ¢oiling index but no
thrombus present. Cause of death - placental abruption.
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Age 36. Primigravid. Booked at 16 weeks gestation. Dates confirmed by
ultrasound. Uneventful antenatal care. Normal anatomy scan at 22 weeks
gestation. Incidental finding of IUD at 32 weeks visit. Labour induced and
spontaneous vaginal delivery of a stillborn male infant weighing 1330g. Post-
mortem declined. 1UD bloods normal. Chromosomes normal. Placental
examination revealed evidence of chronic utero-placental insufficiency. Cause of
death hypoxia associated with CUPI.

Age 35. Primigravid. Known IDDM for 15 years. Cigarette smoker of less than
10 per day. Booked at 9 weeks gestation. Early scan at six weeks confirmed dates.
Attended the joint Diabetic Clinic very regularly and was compliant with insulin
care. Presented with no fetat movements at 38 weeks. Intrauterine death
diagnosed by ultrasound.. Labour induced and spontanecus vaginal delivery of a
female infant weighing 4.3 kilograms. Severe shoulder dystocia encountered. Post-
mortem declined. Placental examination revealed underlying changes consistent
with sub-optimal control. In addition thrombosis noted in the umbilical cord vein.
IUD bloods normal. Exact cause of death - unclear but probably associated with
sub-optimal control of diabetes.

Age 27. Primigravid. Booked at |5 weeks gestation. EDD confirmed by
ultrasound. Uneventful combined antenatal care. Presented in preterm labour at
31 weeks gestation. No fetal heart detected on arrival. Intrauterine death
diagnosed by ultrasound. Subsequent spontaneous vaginal delivery of a stillborn
male infant weighing |.2| kilograms, Postmortem declined, Placental examination
revealed hypoxic changes with background evidence of chronic utero placental
insufficiency. IUD bloods normal apart from equivocal lupus anticoagulant. Cause
of death - hypoxia secondary to CUPI.

Age 35. Emergency Caesarean section at 38 weeks in 996, significant IUGR,
{birth weight 1.97kilograms). Subsequent spontaneous vaginal delivery in 2001 at
38 weeks gestation. Two first trimester spontaneous miscarriages. Booked at |7
weeks gestation. EDD confirmed by ultrasound. Normal anatomy scan at 22
weeks gestation. Uneventful antenatal care until 29+ weeks gestation when
presented with reduced fetal movements for several days. Intrauterine death
diagnosed by ultrasound. Labour induced and spontaneous vaginal delivery of a
stillborn male infant weighing 1.2 kilograms. Post-mortem declined. |UD bloods
normal. Cord examination normal. Placental examination revealed fresh placental
infarcts in 25% of surface area with background changes of chronic utero placental
insufficiency. Cause of death - hypoxia secondary to CUPI.

Age IB. Primigravid. Late booker at 2|1 weeks gestation. EDD calculated by
ultrasound. Uneventful antenatal care until presented at 3| weeks gestation with
history of no fetal movements for 2 weeks. Also presented with abdominal pain and
vaginal bleeding. Intrauterine death diagnosed by ultrasound. Cervix noted to be fully
dilated. Spontaneous vaginal delivery of a stillborn male infant weighing 1.0 kilograms.
Post-mortem performed. No obvious fetal abnormality seen. Hypoxic changes noted.
Placental examination revealed changes consistent with chronic uteroplacental
insufficiency. Cord examination revealed increased coiling index but no thrembus
present. IUD bloods normal. Cause of death — hypoxia secondary to CUPI,



Age 22. Primigravid. Unbooked. Self referral at uncertin gestation with crampy
abdominal pain for 3 days. Clinical evidence of pre-eclampsia and uterine fundus = 36
weeks, Reported no feml movements for 5 days. Intrauterine death diagnosed by
ultrasound. Labour induced and spontaneous vaginal delivery of a stillborn male infant
weighing 2.15 kilograms. Post-mortem performed. No obvious fetal abnormality seen.
Hypoxic changes noted with evidence of chances consistent with chronic uteroplacental
insufficiency. Significant placental infarction also noted. IUD bloods normal apart from
an equivocal lupus anticoagulant Cause of death — hypoxia secondary to CUPI/PET.

Infection 4

I

Age 33. Previous full term normal delivery. Booked at 15 weeks gestation. EDD
calculated by booking ultrasound. Uneventful antenatal care undl 37+ weeks when
presented with non-substantial antepartum haemorrhage. Admitted for observation.
Bleeding settled. Ulirasound completely normal. Discharged home after 24 hours. Re-
presented three days later at 38 weeks gestation with reduced fetal movements and
further non-substantial antepartum haemorrhage. IUD diagnosed. Labour induced and
spontaneous vaginal delivery of a stillborn male infant weighing 3.43 kilograms. Post-
mortem performed. No obvious fetal abnormality seen. Hypoxic changes noted and
evidence of group B septicaemia. Placental examination revealed old marginal retro
placental haemorrhage with evidence of group B infection. IUD bloods normal. Cause
of death group B surep infection secondary w old retro-placental haemorrhage.

Age 23. Primigravid. Booked at 20 weeks gestation. EDD confirmed by
ultrasound. Presented at 22 + 6 weeks with PPROM. Managed conservatively.
Bleeding and pains within 24 hours and subsequent spontaneous vaginal delivery of
a stillbeorn male infant weighing 590 grams. Postmortem declined. Placental
examination revealed evidence of florid chorioamnionitis. Retropiacental
haemorrhage also noted. Cause of death - late miscarriage secondary to
chorioamnionitis {(associated retroplacental haemorrhage). 1UD bloods normal.

Age 36. Previous elective caesarean section at 37 weeks gestation for PIH and
IUGR. History of hypertension while taking the OCF. Known asthmatic. Taking
inhalers as required. Non-smoker. Booked at |4 weeks gestation. EDD confirmed
by ultrasound. Normal anatomy scan at 20 weeks gestation. Schedule for serial
growth scans from 26 weeks onwards. However presented at 26 weeks with no fetal
movements for five days. Intrauterine death diagnosed by ultrasound. Labour
induced and spontaneous vaginal delivery of a stillborn male infant weighing 590g.
Post-mortem performed. No obvious fetal abnormality seen. Placental examination
revealed evidence of villiis and signs of placental failure. Electronmicroscopy
revealed evidence of viral infection {probably rotavirus). IUD bloods normal apart
from raised anticardiolipin antibodies. Cause of death - viral infection.

Age 42. Two previous full-term emergency caesarean sections. Booked at |14
weeks gestation. EDD calculated by booking ultrasound. Poor social
circumstances. Heavy cigarette smoker 20 per day and significant alcohol
consumption of 5 — 6 units per day. Normal anatomy scan. Uneventful antenatal
care until 32 weeks gestation when presented with confirmed PPROM-clear liquor
draining with no fetal movements for | week. Intrauterine death diagnosed by
ultrasound after admission, Delivered by LSCS. Stillborn male infant weighing
1.05 kilograms. Declined post-mortem. IUD bloods normal. Cord examination
normal. Placental examination revealed villitis secondary to a viral infection. Most
probably due to rotovirus. Cause of death - viral infection.
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Feto Maternal Haemorrhage |

Age 30. Two previous term vaginal deliveries. Two first trimester spontaneous
miscarriages. Booked at |4 weeks. EDD calculated by booking ultrasound. Normal
anatomy scan at 2| weeks. Uneventful antenatal care until 40 weeks clinic visit when
no fetal heart detected. IUD confirmed by ultrasound. Labour induced and
spontaneous vaginal delivery of a stillborn female infant weighing 3.49 kg
Postmortem performed. No feml abnormality seen. Placenta and cord examination
normal. Large feto-maternal haemorrhage noted. Kleihauer markedly positive.
Other IUD bloods normal. Cause of death - feto-maternal haemorrhage.

Unexplained 4

Age 314. Two previous full term normal deliveries. Booked at 17 weeks gestation.
EDD confirmed by ultrasound. Normal anatomy scan 22 weeks. ltchy hands and feet
on-a couple of occasions during pregnancy.” Liver function tests and fetal surveillance
normal. Routine visit at 40 weeks gestation all normal. Presented 24 hours later with
reduced fetal movements. [UD diagnosed by ultrasound. Labour induced and
spontaneous vaginal delivery of a male infant weighing 3980g. Post-mortem declined,
Placental examination revealed some evidence of chronic change and evidence of
impaired fetal circulation. Background cause for this unclear. Chromosome normal.
IUD bloods normal. Cause of death - remains largely unexplained.

Age 39. Para 4. Three previous full-term normal deliveries. One preterm delivery
at 29 weeks gestation — no obvious cause found. History of depression, drug abuse,
{ex IVDA), asthma and seizures associated with drug use. Known alcoholic consuming
20/30 units per day. Heavy cigarette smoker 30 cigarettes per day. Late booker at
23 weeks gestation. Attended regularly. Ultrasound revealed evidence of absent
end diastolic flow and umnbilical Doppler. Presented to the Mater Hospital at 35 weeks
with haemetemesis and transferred to the Rotunda. Intrauterine death diagnosed by
ultrasound. Induction of labour and subsequent spontmneous vaginal delivery of a
stillborn male infant weighing 1.93 kilograms. Postmortem revealed no congenital
malformation. Hypoxic changes noted. Placental examination revealed evidence of
villous dysmaturity and an uncoiled cord with no thrombus identified. Cause of death
- unexplained but possibly related to chronic alcoholism. 1UD bloods normal,

Age 24. Three full term normal deliveries. Family history — two sisters had unexphained
stilibirths. EDD calculated by ultrasound at 2| weeks gestation. Unbooked for antenatal
care as did nor attend the clinic at any stage. Ambulance admission at 40 weeks gesmdon
with pains and fem! heart not detected. Intrauterine death diagnosed by ultrasound. Noted
to have been 4 ems dilated and subsequent spontaneaus vaginal delivery of a stillborn female
infant weighing 3130g. Post-mortemn declined. Placentl and cord examination normal. [UD
bloods normal. Cause of death - unexplained.

Age 30. Unbooked. Elective caesarean section in [996 for breech presenation.
Five subsequent full term normal deliveries. Two spontaneous first trimester
miscarriages. Scan at 17 weeks gestation. EDD calculated by ultrasound. Mother
known diabetic on insulin. Despite multiple contacts very poor attender throughout
pregnancy. Did not attend for glucose tolerance test. Attended ER at 36 weeks
gestation. No significant clinical concerns at the time. Presented one week later with
pains. IUD diagnosed by ultrasound. lLabour induced and subsequent spontaneous
delivery of a stillborn male infant weighing 3.56 kgs. Posumortem declined. IUD
bloods all normal. Placental examination normal. Cord examination normal, Cause
of death unexplained.



NEONATAL DEATH

S

Congenital I

Prematurity

Hypoxia

Abruption
Cord
Infection
TTTS
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Congenital 14

R Age 37. Two full term normal deliveries followed by emergency caesarean section for
fetal distress and dhen elective caesarean section at term for pre-edampsia. Booked at 15
weeks gesmton. Blood pressure normal at booking. EDD confirmed by scan. Anatorry
scan at 25 weeks revealed multiple abnormalities. Subsequent amniocentesis performed.
Revealed Trisomy 18. Developed severe PET and HELLP syndrome at 28 weeks gestation.
Delivered by emergency caesarean section. Liveborn female infant weighing 840g. Died
soon after delivery. Post-mortem declined. Cause of death Trisomy 18.

Age 39. Previous elective caesarean section for breech at 41 weeks, Two first
trimester spontaneous miscarriages. Booked at 14 weeks gestation. Dates
confirmed by ultrasound. Presented at 22 weeks with confirmed PPROM. Anatomy
scan at 22 weeks revealed an-hydramnios but no obvious fetal abnormality.
Subsequent spontanecus onset of labour at 23 weeks and assisted vaginal breech
delivery of a liveborn female infant weighing 550g. Died at 30 minutes of age. Post-
mortem declined. IUD bloods normal. Placental examination revealed chorio-
amenitis with old retro-placental haemorrhage noted. Chromosomes revealed
Triploidy. Cause of death extreme prematurity associated with Triploidy.

M

w

Age 29. Two previous full-term normal deliveries. Late booker at 28 weeks gestation.
Scan at booking revealed multple abnormalides and anhydramnios. Not suitable for
amniocentesis. Presented in spontanecus labour at 32 weeks gesaation. Sponaneous vaginal
delivery of a liveborn female infant weighing 1.7 kilograms. Apgars 2 at | and | at 5 minutss.
Neonatal death at 50 minutes. Post-mortem performed revealing evidence of ‘prune belly’,
Pouer’s syndrome and multiple abnormalides. Chromosome culured normal karyotype.
Cause of death muldple abnormalities — likely cloacal dysgenesis.

&

Age 26. Four previous normal deliveries. In utero transfer at 28 weeks,
presented with confirmed PPROM, Ultrasound prior to referral had revealed
ventriculomegaly and prior to PPROM amniocentesis performed which revealed
normal chromosomes. Subsequent scan confirmed ventricolmegaly and evidence
of an abnormal cerebeflum. Fetal bradycardia noted on CTG at 30 weeks
gestation. Emergency caesarean section performed. Liveborn male infant weighing
1.7 kilograms. Apgars 3 at 1,7 at 5, 3 at |3, and | ac 20 minutes respectively. Did
not respond to resuscitation and subsequent neonatal death at about 30 minutes
of age. Coroners post-mortem. Ventriculomegaly confirmed absent olfactory buds
and fusion of basal ganglia, marginal retro-placental haemorrhage noted. Short cord
with reduced coiling and thrombosis present in the umbilical cord vessels. Cause
of death cord accident in a baby with multiple abnormalities.
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Age 34. Previous vacuum delivery at 4] weeks gestation. Reassurance scan at 9
weeks revealed a twin pregnancy with the demise of one twin from 7 weeks
gestation. Evidence of hydrops noted in the live twin. Subsequent scan over time
revealed a very large occipital encephlocoele. Chromosome analysis normal.
Elective caesarean section at 36+ weeks gestation and a live male weighing 3.58
kilograms. Apgars 6 at | and 7 at'5. Neonatal death day 3. Post-mortem performed.
Evidence of mono-amniotic twin pregnancy confirmed with abnormal perfusion from
one fetus to the other (TRAP}. Occipital encephalocoele, hypoplastic cerebellum,
hydrocephalus, cleft [ip and palate, horseshoe kidneys, imperforate anus and hemi
vertebra also noted. Cause of death multiple abnormality.

Age 24, Primigravid. Booked at |13 weeks gestation. EDD confirmed by ultrasound.
Anatomy scan at 20 weeks revealed diaphragmatic hernia. Subsequent-mediastinal
shift. noted over time. Elective caesarean section performed at 39 weeks gestation.

Liveborn female infant.weighing-3.34- kilograms. Transferred to NICU, never stable

enough to tolerate paediatric surgery. Neonatal death on day 2. Post-mortem
declined. Cause of death diaphragmatic hernia.

Age 38. Previous emergency caesarean section at 4] weeks for suspected fetal
distress. Booked at |2 weeks gestation. EDD calculated by ultrasound. Large cystic
hygroma noted. CVS performed which revealed normal karyotype 46XY.
Subsequent scans for the remainder of the pregnancy revealed very abnormal short
limbs. Suspected Campomelic dysplasia. Induction of labour at 4] weeks gestation,
Syntocinon augmentation. Emergency caesarean section for failure to progress. Live
male infant weighing 2870g delivered. Transferred to NICU. Neonatal death day 5.
Post-mortem declined. Cause of death Campomelic dysplasia.

Age 28. Previous fult term normal delivery. Booked at |2 weeks gestation. EDD
calculated by ultrasound. Normal anatomy scan at 22 weeks. Scan at 28 weeks for
possible [UGR. Significant IUGR confirmed with short femur, ventriculomegaly and
abnormal umbilical Doppler noted. Admitted for antenatal steroids. Subsequent
non-reassuring CTG and emergency caesarean section of live born female infant
weighing 700g. Apgars 3 at | and 3 at 5 minutes. No response to neonatal
resuscitation. Coroners post-mortermn performed. Findings' revealed Trisomy 18.
Cause of death Trisomy 18.

Age 19.Primigravid. Unbooked. Presented at possibly 28 weeks by dates. Fundal
height equal to 38 weeks. Uitrasound showed evidence of significant hydrops. Late
decelerations on the CTG and decision for emergency caesarean section. Male
infant delivered weighing 2.43 kilograms. Apgars O at I, | at 5 and 2 at |0 minutes.
Neonatal resuscitation unsuccessful and neonatal death-after several minutes. Cord
pH 7.24 (arterial) and 7.25 (venous). Post-mortem performed. Severe hydrops
fetalis noted. Multi organ lymphangiectasis noted most predominately in the lungs.
Examination of the cord and placenta normal. IUD bloods normal. Cause of death
severe fetal hydrops secondary to lymphangiectasis



Age 39. Previous emergency caesarean section at 41+ weeks for dystocia. Two
spontaneous first trimester miscarriages. Attended Prenatal Diagnosis Clinic at 12
weeks gestation for screening. High risk result for Trisomy 18 and Trisomy 2I.
Subsequent CVS performed. Possible mosaicism of Trisomy 5 noted. Subsequent
significant symmetrical IUGR noted, no obvious structural defect seen. Feul echo
abnormal with levocardia and malposition of the cardiac access. Managed
expectantly and EFW of 620g at 27+ weeks. PPROM at 29 weeks gestation.
Emergency caesarean section performed. Live born female infant weighing 650g.
Apgars of 3 and |,and 7 at 5 minutes. Cord pH 7.25 and 7.31. Neonatal death on
day 2. Post-mortem performed with chromosome analysis from placenta and skin
biopsies confirmed Trisomy 5. Cause of death Trisomy 3.

Age |17. Primigravid. Booked at 9 weeks gestation. EDD calculated by ultrasound.
Referred to Teemage Clinic. Anatomy scan at 2| weeks gestation showed
anencephaly. Spontaneous onset of labour at 33 weeks gestation. Live born male
infant delivered weighing | kilogram. Apgars | at | and | at 5 minutes. Neonatal
death after 17 minutes. Post-mortem performed which confirmed anencephaly.
iUD bloods normal and placental examination normal.

Age 31. Two previous full term vaginal deliveries. Bocked at nine weeks gestation,
EDD calculated by ultrasound. Anatomy scan at 20 weeks revealed evidence of
Holoprosencephaly. Amniocentesis performed — normal chromosomes. Subsequent
development of significant macrocephaly and polyhydramnios. Decision for elective
caesarean section at 32 weeks gestation. CSF drained intra-operatively. Live born male
infant weighing 2.89 kilograms. Apgars 6 at | and 8 at 5 minutes. Necnatal death day |.
Post-mortern performed. Holoprosencephaly confirmed. Agquaductal stenosis also
noted which led to obstrucuve hydrocephalus. No other abnormality seen. Cause of
dearh Holoprosencephaly with obstructive hydrocephalus.

Age 22. Previous emergency caesarean section for second stage dystocia at 41 weeks
gestaton. Booked at 20 weeks gesmtion. EDD calculated by ulwrascund. Lumbar-sacral
Spina bifida noted with Amold Chiari malformation. Pericaridal effusions also note.
Amniocentesis performed. Normal chromosomes. Close follow-up in the Prenasl
Diagnosis Unit with subsequent development of hydracephalus. Electve caesarean section
at 37 weeks gestation. Live born female infant weighing 2.44 kilograms. Apgars 6 at | and
7 at 5 minutes. Multple anomalies noted at birth including imporforate anus, syndacdy.
Transferred to NICU. Abnormal renal ulrasound. Neonatal death at 11 hours of age from
pulmonary hypoplasia. Pest-meortem declined. Cause of death muttple abnormalities.

Age 39. Emergency caesarean section at 37 weeks for breech in labour, followed
by emergency caesarean section at 33 weeks associated with PPROM. Three first
trimester TOPs. Booked at |8 weeks gestation. Dares confirmed by ultrasound.
Normal anatomy scan at 22 weeks gestation. Low lying placenta noted. Significant
gylcosuria at antenatal visit at 32 weeks. Abnormal GTT. Commenced on insulin,
Repeat scan at 33 weeks showed placenta still low lying. Reassessed two weeks
fater at 34+ weeks gestation. Placenta posterior but absent/reversed end dystolic
flow noted in the umbilical artery. Decision for a caesarean section. Live born male
infant weighing 2.29 kilograms. Apgars 5 at | and 6 at 5 minutes. Transferred to
NICU. Abnormal features and concern re Trisomy 13. Neonatal death on day 2.
Post-mortem declined. Subsequent chromosome analysis revealed Trisomy |3.
Cause of death Trisomy 13.
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i& 2. Age 23. Ventouse delivery at 37+ weeks gestation in 2002. Scan at [6 weeks
showed di-chorionic di-amniotic twins. Booked at |9 weeks gestation. Cigarette
smoker of 20 per day. Background history of urinary tract infections. MSU at
booking normal. Infection screen at booking revealed HIV positive. Referred to
DOVE clinic. Normal anatomy scans at |9+ weeks gestation. PPROM at 22+ weeks
gestation. Expecmnt management. Subsequent spontaneous onset of labour at 23+
weeks gestation. Assisted vaginal breech defivery of twin | live born male weighing
690g. Spontaneous vaginal delivery of twin Il five born male weighing 710g. Twin |
died after 20 minutes, twin |l died after several hours. Post-mortem declined. 1UD
bloods all normal. Placentl examination showed evidence of chorioamnionitis.
Cause of death extreme prematurity associated with ascending infection.

3..  Age 1%9. Unexplained primary recurrent miscarriage followed by preterm delivery at
26 weeks gesttion. Subsequent full term normal delivery at 41 weeks gestation. Last
pregnancy spontaneous miscarriage at |19 weeks. Booked at 20 weeks gestation. EDD
confirmed by ultrasound. Normal anatomy scans. Presented with PPROM at 22 weeks
gesmtion. Subsequent spontaneous vaginal delivery several hours later. Live born
female infant weighing 510g. Apgar scores not recorded. Very poor respiratory effort
and very early neonatal death. Post-mortem performed. No obvious fetal abnormality
seen. Placental examination revealed acute chorioamnionitis secondary to
staphylococcus aureus, Cord examination normal. IUD bloods normal. Cause of
death extreme prematurity associated with ascending infection.

4, Age 22. Primigravid. Booked at |8 weeks gestation. EDD confirmed by scan.
Anatomy scan at 20 weeks revealed di-chorionic di-amniotic pregnancy with
normal anatomy for both babies. Presented at 24 weeks gestation with pains. Full
dilated on admission. Bulging membranes with twin | cephzlic. Spontaneous vaginal
delivery of twin | male infant weighing 790g. Apgars 4 at | and 9 at 5 minutes
respectively. Cord pH 7.21 arterial and 7.42 venous. Assisted vaginal breech
delivery of twin Il — male infant weighing 800g. Apgars 6 at | and 9 at 5. Cord pH
7.03 venous. Neonatal resuscitation of both twins and transferred to NICU. Twin
Il developed grade I/IV IVYH care subsequently withdrawn and neonatal death on
day |. Post-mortem declined. Placental examination revealed evidence of old
retro-placental haemorrhage with background changes association with chronic
utero-placental insufficiency. Cord examination normal. IUD bloods normal.
Cause of death extreme prematurity associated with placental abruption:

Hypoxia2 |

l. Age 33. Previous vacuum delivery at full term. Booked at 15 weeks gestation. EDD

confirmed by ultrasound. Normal anatomy scan at 2| weeks. Unevendful antenatal care.

Presented with pains at 3% weeks gestation, not in esmblished labour and transferred to

prenatal ward. Rapid progression and transferred back 1o labour ward. No CTG but

rapid progression to spontaneous vaginal delivery. Live born male infant weighing 4.4

kilograms. Apgars O at 1,3 at 5 and 6 at |0 minutes respectively. Neonatal resuscimton

and transferred to NICU. Deterioratior in clinical condition over several days. Neonaral

death day 5. Post-mortem examination declined. Placental examination revealed sub-

chorial haemorrhage with a small amaunt of retro-placental haemorrhage. Negative for

ascending infection. [UD bloods normal. Cause of death hypoxia secondary to retro-
placentl haemorrhage.
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Age 32. Previous first trimester spontaneous miscarriage. Booked at | [ weeks
gestation. EDD confirmed by scan. Uneventful antenatal care until presented in
labour at 36 weeks gestation. Total labour of | hour 30 minutes. Later
decelerations at the second stage. Forceps delivery and live born female infant
weighing 2.66 kilograms. Apgars of | at |, 3 at 5 and 6 at 10 minutes. Neonatal
resuscitation and transfer to NICU. Cord pH 7.15. HIE sarnate grade lll noted in
the neonatal period. Neonatal death on day 6. Coroners post-mortem. No
obvious fetal abnormality noted. Chromosomes 46 XX. Hypoxic changes noted.
Evidence of pathological changes suggesting evidence of an antenatal hypoxic insulc
IUD blocds normal. Cause of death hypoxia in the antenatal period.

Age 19. Primigravid. Booked at 13 weeks gestation. EDD calculated by ultrasound.
Smoker of 10 cigarees per day. Normal anatomy scan at 21 weeks gestation.
Admitted at 28 weeks gestation with pre-eclampsia. Antenatal steroids given. Three
days after admission developed lower abdominal pain. No obvious cause for pain
found. Subsequent deterioration of CTG. Emergency caesarean section performed.
Live born male infant delivered weighing 1.27 kilograms. Apgars | at 1,7 at 5 and 8
at |0 minutes. Neonatal resuscitation and transfer to NICU. Massive couvelaire
uterus noted with massive concealed abruption of approximately 1 litre. Additional
blood loss 1.2 litres. Transfused two litres of RCC. Neonatal death at 16 hours of
age. Post-mortem declined. |UD bloods normal. Placental examination confirmed
recro-placental haemarrhage with significant placental infarction and background
consistent with chronic utero-placental insufficiency. Cord examination normal.
Cause of death placental abruption secondary to PET/CUPI.

Age 34, Two first trimester TOPs. Subsequent spontaneous miscarriage at 16
weeks gestation. History not consistent with cervical incompetence. Booked at
I8 weeks gestation. EDD calculated by ultrasound. Presented at 22+6 weeks
gestation with PV bleeding and severe abdominal pain. Admitted for observation.
Spontaneous onset of labour within 24 hours and spontaneous vaginal delivery of
a liveborn female infant weighing 510g. MNeonatal death after 5 minutes. Post-
mortem performed. No obvious fetal abnormality seen. Placental examination
revealed retro-placental haemorrhage. Cord examination normal. 1UD bloods
normal. Cause of death extreme prematurity associated with placental abruption.

Age 29. Previous preterm spontaneous vaginal delivery at 28 weeks gestation
following PPROM. Booked at 15 weeks gestation. EDD confirmed by scan. Normal
anatomy scan at 2| weeks gestation. No concerns re cervical length. Further scan
at 24 weeks revealed left sided fetal hydronephrosis, cervical length 3.5 centimetres
and normal. Possible maternal uterine malformation noted. Presented as an
emergency three days later at 24+ weeks gestation with PPROM and no obvious
contractions felt by patient. Speculum examination revealed cervix to be 5
centimetres dilated and cord prolapse noted. Transferred immediately to theatre and
emergency caesarean section performed. Male infant delivered weighing 670g.
Apgars O at |, 0 at 5 and | at 10 minutes. Necnatal resuscitation unsuccessful and
baby died after several minutes. Cord pH 7.19 (arterial} and 7.32 (venous). Post-
mortem performed. No obvious fetal abnormalities. Placental examination revealed
chronic utero-placental insufficiency changes and retro-placental haemorrhage also
present. Cause of death cord accident with background placental abruption/CUPI.
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2. Age 3l. Primigravid Booked at i5 weeks gestation. EDD calculated by
ultrasound. Normal anatomy scan at 22 weeks gestation. Admitted at 37 weeks
gestation with mild hypertension. Scan confirmed normal fetal growth and
wellbeing. Blood pressure settled and discharged home. Subsequent spontaneous
onset of labour at 38 weeks gestation. Meconium Grade ! in labour. Normal
progress in labour with lzbour length of 6 hours 25 minutes. No CTG concerns
during labour. Spontaneous vaginal delivery of a male infant weighing 2930g. Baby
unexpectedly very flat at delivery. Apgars ! at | and 0 at 5 minutes. Neonawl
resuscitation with intubation and transfer to NICU. Subsequent seizures and
severe neonatal encephalopathy. MNeonatal death on day 2. Post-mortem
performed. No abvious fetal abnormality seen. Meconium aspiration noted with
secondary inflammation of the lungs. Placental examination normal apart from
mild infarction. Cord examination revealed increased coiling index with cord
thrombosis in the umbilical vessels. IUD bloods normal. Cause of death probable.
cord accident leading to hypoxic event intrapartum resulting in meconium
aspiration/hypoxia.

I Age 32. Primigravid. Boocked at 14 weeks gestation. Di-chorionic di-amniotic
twins noted. Nil of note in background history, PPROM at 20 weeks gestation
followed by spontaneous vaginal delivery of stillborn twin |. Twin Il remained in-
situ and cervical cerclage eleven days post delivery of twin |. PPROM of second
sac two weeks later at 23+ weeks gestation. Associated pyrexia and suture
removed. Subsequent spontaneous vaginal delivery of a live born infant weighing
600g. Apgars | at | and | at 5 minutes. Necnatal death at 9 minutes of age. Post-
mortem declined. Placental examination revealed significant chorioamnionitis.
IUD bloods normal. Cause of death infection.

2 Age 34. Eight previous vaginal deliveries, one at 32 weeks and seven at full term,
Five first trimester spontaneous miscarriages. Booked at 15 weeks gestation. EDD
calculated by ulrasound. Known asthmatic. Family history of IDDM. Normal
anatomy scan at 20 weeks. Poor attendance for antenatal care. GTT at 29+ weeks
normal. Admitted at 34 weeks with confirmed PPROM. Liquor clear. Prophylactic
antibiotics and steroids given. trregular pains at 35 weeks gestation. Reduced
variabilicy on CTG with fleeting early decelerations. Delivered by emergency
caesarean section. Live born female infant delivered weighing 2.43 kilograms.
Apgars 9 at | and [0 at 5. Cord pH 7.34 arterial and 7.39 venous. Infant
transferred to the ward with mother. Developed sepsis on day 2. Admitted to
NICU. Subsequent collapse after several hour with profound metabolic acidosis.
Stabilised following resuscitation but further collapse several hours later.
Resuscitated and re-stabilised. Ultrasound examination of brain revealed mulu-
focal echogenicity consistent with ischaemia and encephalitis. Neonatal death on
day 4. Post-mortem performed. No obvious congenital abnormality. Multi organ
hypoxic changes noted with evidence of meningitis. Enterobacter cloacae isclated
from infant blood culture. Cause of death neonatal meningicis and septicaemia due
tc enterobacter cloacae infection.
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Age 18. Primigravid. Known asthmatic. Booked at |5 weeks gestation. EDD
calculated by ultrasound. Monochorionic twin pregnancy noted. Anatomy scan
done at 1B weeks gestation showing both fetuses normal size for the dates.
MNormal amniotic fluid in both sacs and no suggestion of twin to twin transfusion
syndrome. Presented at 21 weeks gestation with crampy abdominal pain. All clinical
findings reassuring. Re-presented at 22 weeks gestation. Cervix fully effaced with
bulging membranes. Conservative management. SROM séveral hours later.
Followed soon after by spontaneous vaginal delivery of both female babies. Twin |
505g — fetal heart present after delivery but neonatal death at 40 minutes of age.
Twin Il stillborn — weighed 425g. Post-mortem declined. Placental examination
showed a significantly abnormal perfusion consistent with significant twin to twin
transfusion syndrome. JUD bloods normal. Cause of death twin to twin
transfusion syndrome.
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MATERNAL Loss

The Mas t er
MATERNAL DEATH
Maternal Deaths ‘ 0

Year Total Total Number of Mothers
1998 0 7066
1999 2 7053
2000 0 7074
2001 2 7271
2002 0 7707
2003 2 7577
2004 | 7290
2005 0 7518
2006 0 8036
2007 0 9290
Total 8 75,882

Maternal. Mortallty Rate 9.224 / 100,000
WHO Def' nitions:

Direct obstetric deaths are those resulting from obstetric complications of the pregnant state
{pregnancy, labour and the puerperium} from interventions,omissions, incorrect treatment or from
a chain of events resulting from the above.

Indirect obstetric deaths are those resulting from previous existing disease or disease that
developed during pregnancy and which are not due to direct obstetric causes, but are aggravated
by the Physiologic effects of pregnancy.
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SEVERE MATERNAL MORBIDITY
The Master

--------------- L R N N  E RN N RN

We have been prospectively monitoring severe maternal morbidity since Janvary 2002. In
total there were [3 patients reported on who had a rowl of I8 events. This is a big
reduction compared o 2006 when we had 20 patients reporting a total of 27 events. !n real
terms this represents almost a 50% reduction in severe maternal morbidity despite an
increase of more than 1200 maternities during the year. The incidence of severe maternal
morbidity for 2007 was 0.14% (13/9290). The incidence of severe maternal morbidity events
was 0.19% (18/9290). Of note one patient had two events and two patients had three
events. Two women who had three events required a caesarean hysterectomy. had multiple
transfusion.of 8 and-17 units-of RCC respectively and both required transfer to the Mater
Hospital Intensive Care Unic The first was associated with a low lying placenta and uterine
atony, no cbvious placenta accreta. The second had a definite diagnosis of placenta accreta.

leis very encouraging to see a reduction in severe maternal morbidity during the year. Of note
there were no cases of pulmonary embolus or eclampsia. The reduction may be assaciated with
the continued focus on this important area. In addition with the other two maternity hospitals
there has been further analysis of massive obstetric haemorrhage and greater emphasis on
massive haemorrhage drills. By comparison to international data, this rate of severe maternal
maorbidity is indeed very low and we hope that this trend will continue.

Maternal Transfusion > 5 Units

Transferred to Mater Hospital

Peripartum Hysterectomy

Uterine Ruprure

Eclampsia

olo|l—|wlo |

Pulmonary Embolus

ransfusion > 5 units (8)

I Age 36. Two previous term vaginal deliveries, followed by an emergency
caesarean section at 34 weeks gestation. Background of thyroid surgery for goitre.
Booked at 2| weeks gestation. Scan at booking revealed an anterior low-lying
placenta. Admiwted at 3! weeks gestation with substantial antepartum
haemorrhage. Antenatal steroids given. Retained in hospital. Further substantial
antepartum haemorrhage at 33+ weeks gestation. Emergency caesarean section
performed. Live born female infant weighing 1.94 kilograms, with Apgars of 8 at |
and 10 at 5 minutes. Intra-operative blood loss 2500 mis. Treated with
syntometrine, syntocinon infusion, cytotec and haemabace. Uterine balloon also
used. Despite all of the above, substantial bleeding continued and balloon fell out.
Proceeded to laparotomy and total abdominal hysterectomy performed. Total
blood loss in the region of 4500 to 5000mls. Transfused |7 units of RCC, 4 units
of platelets, 4 units of fresh frozen plasma. Also given factor 7A. Transferred to the
Mater Intensive Care Unit. Returned to the Rotunda on day 3 postpartum. Good
recavery and discharged home on day 7.




Age 39. Two previous emergency caesarean section at 37 and 35 weeks
respectively. Pre-eclampsia in both pregnancies. Known subsequent renal
dysfunction and treated by the renal team in Beaumont Alsoc known to have
Liddle syndrome. Booked at 25 weeks gestation. Multidisciplinary management —
obstetric. renal and anaesthetic team. Ultrasound at 30 weeks to assess fetal
growth. Complete placenta praevia revealed. Subsequent scan ar 32 weeks
suggested placenta accreta and increra. MRI not any more specific. Consented
for tubal ligation and counselled re risk of caesarean hysterectomy. Admitted to
hospital. Steroids given. Subsequent development of pre-eclampsia at 33 weeks
gestation. Decision for elective caesarean section at 35+ weeks gestation. Live
born female infant weighing 2.05 kilograms. Apgars 9 at | and 10 ac 5. Massive
intra-operative blood loss of greater than 3000mls. Multiple oxytocics used
including cytotec and haemobate. Decision for total abdominal hysterectomy.
Transfused 6 units of RCC and transferred to HDU. Recovered very well and
discharged home on day 5.

Age 34. Three previous caesareans sections. History of hypertension in her first
pregnancy. Background of depression requiring treatment. Known asthmatic, on
Ventolin inhalers. Non-smoker. Booked at {8 weeks gestation. Ultrasound at
booking revealed anterior placenta covering the cervix. Presented with
substantial bleeding at 23 weeks gestarion and admitted to hospital. Impression
of Grade IV placenta praevia on ultrasound. Retained in hospital. Subsequent
scans at 25 and 29 weeks gestation showed persistence of placenta praevia.
Ulerasound at 31 weeks strongly suggestive of placenta praevia accreta.
Counselled antenatally regarding risk of caesarean hysterectomy. Subsequent
substantial bleeding at 31+ weeks with fetal bradycardia. Transferred to theatre.
Caesarean section performed. Live born female infant weighing 1.8 kilograms
delivered with Apgars scores of 5 at | and B at 5 minutes. intra-operative blood
loss of 5000mls. Deciston for caesarean hysterectomy. Transfused with 8-units of
RCC and two units of fresh frozen plasma. Transferred to the Mater Hospital,
Intensive Care Unit. Returned to the Rotunda two days later. Discharged home
well on day 10.

Age 25. Previous full term normal delivery. Booked at 15 weeks gestation.
Uneventful antenatal care until 30 weeks gestation when presented with
substantial antepartum haemorrhage, consistent with placental abruption,
Emergency caesarean section performed. Retroplacental haemorrhage confirmed.
Live born male infant delivered weighing 1.46 kilograms. Apgars 6 at | and B at 5
minutes. Cord pH 6.9. Neonatzl resuscitation and transfer to NICU. Intra-
operative blood loss approximately 700 mls. Additional diagnosis of severe pre-
eclampsia. Transferred to HDU and treated with magnesium sulphate and
labetalol infusions. Initial transfusion of three units of RCC. Day | post-op
developed HELLP syndrome with platelet count of 21 and haemoglobin 5.5g.
Ongoing significant blood loss in redivac drain. Additional three units of RCC and
two units of FFP transfused. Total blood transfusion 6 units RCC and 2 FPP
Recovered very well and discharged home on day I 1.
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5. Age 32. Previous first trimester spontaneous miscarriage. History of tubal surgery
in 2004. Booked at || weeks gestation. IVF pregnancy. Uneventful antenatal care until
40 weeks when developed pregnancy induced hypertension. Labour induced. Length
of labour 8 hours. Ventouse delivery for failure to progress in the second stge.
Female infant weighing 3.6 kilograms. Apgars 9 at | and 10 at 5. Primary PPH of at
least 700 mils. Uterus atonic and treated with cytotec (000 micrograms and
syntocinon 40 unit infusion. Ongoing further pv loss and therefore transfused with
4 units of RCC on the labour ward. Secondary PPH on day 4 postpartum.
Haemoglobin é grams. Transfused with a further 4 units of RCC over the following
wo days. Post transfusion haemoglobin 10.9 grams. Discharged home well on
day 6. Total RCC transfusion 8 units.

6. Age 18. Primigravid. Booked at 14 weeks gestation. Uneventful antenatal care.
Labour induced at term +9 for abnormal biophysical sore. Pre-delivery
haemoglobin 10 grams. .ARM to induce. Labour-length~? hours 45 minutes.
Forceps delivery for failure to advance in second stage. Uterus atonic and treated
with syntocinon 40 unit infusion. Peripartum blood loss of approximately
1200mls. After delivery transfused 4 units of RCC. Day | post transfusion
haemoglobin 7 grams and symptomatic. Transfused 2 further units of RCC. Total
blood transfusion of 6 units RCC. Discharged home well on day 3.

7. Age 27. Primigravid. Late booker at 32 weeks gestation. Antenatal haemoglobin
10.2 grams. Spontaneous onset of labour at 41 weeks gestation. Labour length 3
hours 30 minutes. Ventouse delivery for suspected fetal distress. Live born female
infant weighing 2.51 kilograms. Apgars 9 at | and 10 at 5. Retained placental for
approximately 2 hours. Ongoing slight loss pv loss. Transferred to theatre for
manual removal and further PPH of at least 500 mls. Haemoglobin in theatre 5.5
grams. Placenta removed. Ongoing pv loss with brisk bleeding from vaginal wall.
Pack inserted and transfused with 4 units of O negative blood. Pack subsequently
removed and no identifiable bleeding. Transfused with two further units of RCC
and 2 units of fresh frozen plasma. Total estimated blood loss difficult to ascertain.
Toral blood transfusion of 6 units RCC. Good recovery and discharged home well
on day 3.

8. Aged0. Previous forceps delivery at full term in 2004, two previous first
trimester miscarriages. Presented at 7 weeks gestation with pv bleeding. Scan in
EPU suggested an incomplete miscarriage. ERPC performed and discharged home
well, Subsequent histology report revealed pregnancy decidua with no chorionic
villi. Patient re-presented prior to histology report being availabie. Admitted as
an emergency by ambulance with the diagnosis of a ruptured ectopic.
Laparoscopic left salpingectomy performed for ruptured ectopic. Estimated blood
loss 3.5 litres. Transfused total of 8 units of red cells and 2 units of fresh frozen
plasma. Discharged home well on day 6 post surgery.

Transferred to Mater Hospital (6)

[ Age 29. Primigravid. Known transposition of the great vessels. Surgical
correction at age 3. Booked at |15 weeks gestation. Multidisciplinary care with
obstetric, cardiac and anaesthetic teams. Uneventful antenatal care. Induction of
labour planned at 38+ weeks gestation in view of cardiac disease. Emergency
caesarean section performed for suspected fetal distress. Uneventful operation.
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Live born male infant delivered weighing 3.33 kilograms. Apgars 9 and | and 10 at
5. Transferred to HDU post delivery. Subsequently developed puimonary cedema.
Transferred to the Mater Hospital [CU for further management. Managed

with diuretic and ACE inhibitor.

Age 4l. One previous spontaneous miscarriage at 6 weeks. Known insulin
dependent diabetes and hypertension, also gastro-paresis for several years. Booked
at 7 weeks gestation. Blood pressure unstable and cormmenced on Methyldopa.
Admitted to the Mater Hospital in early pregnancy because of unstable diabetes.
Close monitoring of diabetes and blood pressure. Seen regularly in both the Diabetic
and Renal/Blood Pressure Clinics. Decreased fetal movements at 27 weeks and
intrauterine death diagnosed. Labour induced and assisted vaginal breech delivery of
a stillborn male infant weighing 440g. Blood sugars very difficult to control post-
natally and transferred to the Mater Hospital on day | postnatal. Transferred home
from Mater on day 28 postnatal.

Age 33. Two previous full term normal detiveries. Booked at 12 weeks gestation.
EDD confirmed by scan. Cardiac murmur detected in. early pregnancy.
Echocardiogram at approximately 30 weeks revealed significant aortic stenosis.
Admitted 1o Marer Hospital Coronary Care Unit at approximately 30 weeks
gestation. Subsequent diagnosis of critical 2ortic stenosis. Transferred back to the
Rotunda at 3| weeks gestation. Detained in hospital until 38 weeks gestation.
Scheduled for elective caesarean section, which was performed at the Mater
Hospital. Transferred to Coronary Care following delivery for observation.
Subsequent transfer to the Rotunda on day 2 postnatal. Uneventful recovery and
mother and baby discharged home on day 4. Follow-up care with the cardiac team.

Age 34. Primigravid. Booked at 18 weeks gestation. Uneventful antenatal care until
34 weeks gestation when admitted with suspected pre-eclampsia. PET bloods normal.
24 hours collection 0.3 grams x 24 hours. Blood pressure settled. Discharged home
with follow-up arranged for Day Care Unit. Re-admitted the following day with severe
epigastric pain. Diastolic blood pressure 124 mm Hg. Fetal bradycardia also present
Emergency caesarean section performed. Live born female infant weighing 2.1
kilograms delivered. Apgars 2 at .5 at 5 and 10 at 10 minutes. Cord pH 6.7. Neonatal
resuscitation and transferred to NICU. Large retroplacental clot noted.
Uncomplicated caesarean section and intra-operative blood loss approximartely 500
mls. Developed severe HELLP syndrome on day | postnatal. Grossly elevated
transamnisases and platelet count 32. in conjunction with renal failure, Transferred to
Mater Hospital Intensive Care Unit. Haemogloblin 7 grams and transfused with two
units RCC. Transferred back to the Rotunda Hospial HDU on day 5 postnatal.
Returned to the postnatal ward on day 7 and discharged home well on day 11.

See No. | in section on Maternal Transfusion > 5 units.
See No. 3 in section on Maternal Transfusion > 5 units.

See No. | in section on Maternal Transfusion > 5 units.
See No. 2 in section on Maternal Transfusion > § units.
See No. 3 in section on Maternal Transfusion > S units,
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Uterine Rupture (1)

Age 29. Full term normal delivery in 2002. Emergency caesarean section at 40
weeks in 2004 for fetal distress. Five subsequent first trimester miscarriages. Never
attended recurrent miscarriage clinic and no investigations done. Early reassurance
scan at |0 weeks gestation. EDD calculated by ultrasound. Booked at 1B weeks
gestation. Poor attender for antenatal care. Spontaneous onset of labour at 41
weeks gestation. SROM. Grade | meconium present. CTG normal. Oxytocin
augmentation required at 2 centimetres. Good progress to 6 centimetres. Sudden
bradycardia at 6 centimetres dilatation which lasted for 5 minutes. Emergency
caesarean section performed. Ruptured scar noted at caesarean section, with
extension anteriorly for approximately 3 centimetres. Live male infant defivered
weighing 3.08 kg. Apgar score % at | and 10 at 5 minutes. Cord pH 7.25 (arterial)

and 7.27 (venous). Uterine tear repaired. Overall blood loss 400 mls. Mother and

baby discharged home well on day 3.



HYPERTENSION WITH PROTEINURIA
The Master
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YEARS 2006 2007
Total number of cases 256 316
Booked 247 308
Unbooked 9 8
Incidence against delivery 3.6% 3.8%
Eclampsia % 0.8% 0%
Stillbirths 2 2
Neonatal Deaths I 2
Multiple pregnancy I5 22/21

PARITY OF PATIENTS AT DELIVERY

0 160 208
I 58 64
2 20 12

3 12 14
4 plus 6 8
Total 156 316

GESTATION OF PATIENTS AT DELIVERY

< 28 weeks 4 3
28 - 29 weeks 5 13
30 - 31 weeks 4 Il
32 - 33 weeks 13 8
34 - 35 weeks 17 23
36 weeks plus 213 258
Total 256 316
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INDUCTION OF LABOUR
The Master

We continued to maintain strict guidelines with respect to the indications for induction of
labour. As mentioned in previous reports, whilst the number of deliveries may rise over time
this should not impact on the overall induction rate. The rate of induction of labour for
2007 was 19.7% which is a slight reduction on 2006, which was 20.3%. Overall the rate of
induction of labour has stayed reasonably steady between 18 and 20% for the last é years.
Induction of labour clearly can have an impact on caesarean section rates and we will
continue to monitor this important area closely.

INDUCTIONS OVER 5 YEARS

Year Primip % Multip % Total %

2003 690 56% 539 44% 1229 18%
2004 611 48% 654 52% t265 19%
2005 703 54% 591 46% 1294 19%
2006 Bl& 36% 645 44% 1461 20%
2007 918 57% 706 43% 1624 20%

INDICATIONS FOR INDUCTIONS 2006

REASONS TOTAL %
Post Dates 585 36.0%
Prolonged SROM 228 14.0%
Reduced Fetal Movements Il 0.7%
Decreased Placental Function 6 0.4%
Diabetes 38 2.3%
Hypertension 210 12.9%
Heart Disease 2 0.1%
Iub 23 |.4%
Anomaly 4 0.2%
Antibodies * 9 0.6%
Diminished Liquor 71 4.4%
IUGR 64 39%
Large Baby 14 0.9%
Medical/Social 35 2.2%
Multiple Births 27 I.7%
Other 273 16.8%
Poor Biophysical score 5 0.3%
Poor Obstetric History 19 1.2%
TOTAL 1624 100%

* Anti D detected or Anti E



INDUCTION OF LABOUR

Years 2006 2007
Total No. of cases 1461 1624
Incidenceagainst deliveries >500 20.3% 19.7%
No. of Caesarean sections for Inductions 350 391
Stitlbirths 22 24
Neonatal Deaths 0 !

METHOD OF INDUCTION

Years 2006 2007
ARM 224 250
ARM + Synto 261 298
Prostin + ARM + Syntocinon 231 233
Prostin + ARM 261 259
Prostin 295 331 .
Cytotec 13 19 ...
Prostin + Syntocinon 55 77
Syntocinon, 121 157
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CAESAREAN SECTION
The Master

----------- P R TR TN Y

The caesarean section rate has decreased by approximately 0.6% in the last twelve months.
| believe that rigorous-audit of the caesarean section rate on a regular basis allows us to
critically evaluate the indications for caesarean section, and this approach to audit has been
shown to influence caesarean section rates. The contribution of group | to 4 to the overall.
obstetric population is in the region of 70 to 80%. There has been virtually no change in
groups |, 2 and 3, compared to 2006. There was a reduction of almost 2% in the induced
multiparous group. There was also a reduction of almost 3% in group 5, those patients who
‘have had a previous caesarean section. There was an increase of 10% in group 8 {multiple

- -pregnancies): This' group has been steadily incredsing over the last number of years. More

than three out of four multiple pregnancies were delivered by caesarean section during the
year. There was very little change in groups 6,9 and |0, with a slight reduction in group 7,
the number of multiparous women who had a breech presenmton. The elective and
emergency caesarean section rates remained almost identical to the rates reported in 2006.

YEARS 2006 2007
Total number of cases 1991 2235
Incidence against total deliveries > 500g 27.7% 27.1%
Maternal Mortality 0 0
Suillbirths 8 I
MNeonatal deaths 8 15
Primary C.S. 59.9% 62.6%
Repeat C.S. 40.1% 37.4%
Classical C.5 2 5
Tubal Ligation at C.S. 74 74
C/S Hysterectomy 6 3
Stillbirths prior to Caesarean Section 6 |




CAESAREAN SECTION ANALYSIS

All Deliveries for 2006 8257 -
All Caesarean Sections 2235
Section Rate 27.1%
Group | - Nullip Single Ceph Term Spont Lab 297/2338
Section Rate 13%
Group 2 - Nullip Single Ceph Term Induced 2961872
Section Rate 34%
Group 2a - Nullip Single Ceph Term CS Before Labour 175
Group 3 - Multip Single Ceph Term Spont Labour 52/2260
Section Rate 2.3%
Group 4 - Multip Single Ceph Term Induced 411596
Section Rate 6.9%
Group 4a - Multip Single Ceph Term CS before Labour 85
Group 5 - Prev Section Single Ceph Term 669/962
Section Rate 69.5%
Group 6 - All Nullip Breeches 137/143
Section Rate 96%
Group 7 - All Multip Breeches 145/166
Section Rarte 87%
Group 8 - All Multiple Pregnancies 1537201
Section Rate 76%
Group 9 - All Abnormal Lies 31431
Section Rate 100%
Group |0 - All Preterm Single Ceph 154/428
Section Rate 36%
Elective Caesarean Section Total 996
Emergency Caesarean Section Total 1239
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INDICATION FOR PRIMARY SECTIONS i

DELIVERY METHOD INDICATION 2006 2007
Fetal Distress {Antepartum & Intrapartum} 308 404
Failure to progress |st stage 157 191
Failure to progress 2nd stage 57 54
Breech 209 220
Abruption/APH 21 22
PE.T. 25 30
Transverse Lie/Oblique 21 29
Pyrexia 2 &
Placenta Praevia 14 16
-Poor Obstetric-History -~- — - T “16 "7 7 8
Cord Prolapse/Presentation 7 8
Disproportion & Deep Transverse arrest 4 [
Failed Forceps/Ventouse 18 15
Face/Brow Presentation 2 2
Multiple Birth 7 19
Failed Induction 57 75
Prematurity 8 8
Hypertension 18 19
Emergency CS Scheduled for Elective CS 3 7
LU.G.R. 32 25
Maternal Request 16 18
Medical Disorders 22 33
Poor Biophysical Profile 4 8
Other 150 156
Recurring indications 2 8
Rhesus Antibodies 0 1
Previous 3/4th degree tear Not recorded 4
Malpresentaion in labour (2 13
Total 1192 1400
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INDICATION FOR REPEAT SECTIONS

DELIVERY METHOD INDICATION 2006 2007
Failure to progress |st stage 40 42
Failure to progress 2nd stage 3 6
Fetal distress 68 74
Disproportion{Malpresentation in Labour) ] 4
Breech 34 44
Hypertension 9 7
Placenta praevia 12 8
PET. 10 14
Poor obstetric history ) 3
Previous LSCS 505 522
Previous classical CS 7 I
Multiple birth 4 4
Abruption / APH I 8
Failed induction 8 7
Antepartum fetal distress 0 I
Emergency CS scheduled for elective CS 6 10
Failed forceps/ventouse 0 0
LU.G.R. 7 8
Medical disorders 8 5
Transverse lie / Oblique lie 12 9
Qther 48 48
TOTAL 799 835

** These reasons are the First reason for Caesarean Section

~
o
S
~
<

<
ke
o
©
2
=
S
-
=
Ly
Q.
“
O
I
<
Q
2
D
b~
O
= 4




Outpatient Activity Data

CLINIC Sessions New Attendances  ReturnAttendances Total
Antenatal 2750 10208 25092 35300
& Postnatal
Gynaecology 1034 3461 5331 8792
Paediatrics 1549 6563 4822 11385
Endocrinology 52 490 2264 2754
“Nephrology 497 247 966 1213
Other Speciaiist 230 687 544 1231
Clinics
[ToTAaL 5664 21656 39019 60675
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DEPARTMENT OF GYNAECOLOGY

DR.R. GLEESON (CLINICAL DIRECTOR})

N Yy Y Y R P R Y T N Y] sasasasna dssssssasssnanaasnasn svassansaa

Majors 2006 2007
Caesarean Hysterectomy 6 3
Classical Caesarean Section 2 5
Ectopic 103 155
Lower Segment Caesarean 1983 2225
TOTALS 2094 2388
Minors 2006 2007
Delivery Forceps 27 32
Delivery Vacuum 46 46
Episiotomy Resuturing 27 12
Episiotomy Repair 26 50
Evacuation of Uterus (AB) 580 575
Evacuation of Uterus (PPH) 14 2
Placenta Manual Remaoval 95 76
Insert Shirodkar suture 13 13
Remove Shirodkar suture 6 8
Suturing |st/2nd degree Tear 5 23
Suturing 3rd degree Tear 49 75
Suturing 4th degree Tear | 0
Suturing Vaginal Wall Tear 10 14
Miscellaneous 26 29
TOTAL 923 955
GRAND TOTAL

Obstetrics (Majors & Minors) 2983 3343
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[ GYNAECOLOGICAL REPORT

Operation Categories 2003 2004 2005 2006 2007
Obstertrical Majors 1956 1817 1755 2058 2388
Obstetrical Minors 970 741 871 925 955
Vaginal Surgery 304 468 510 481 545
Abdominal:Uterus 182 187 167 128 130
Abdominal: Tubes & Ovaries 584 425 287 302 294
Other procedures 2028 2358 1869 1950 2195

[GYNAECOLOGICAL THEATRE WORKLOAD

VAGINAL SURGERY 2006 2007
Vaginal hysterectomy 19 14
Manchester repair 0 0
Pelvic Floor Repair 86 25
Vaginal Hysterectomy & AP Repair 38 58
Saero:-Spinous Colpopexy 8 4
Removal of IUCD 61 89
Insertion of IUCD 253 333
Other 16 22
Total 481 545

ABDOMINAL OPERATIONS

OF THE UTERUS 2006 2007
Total Abdominal Hysterectomy 51 46
Myomectomy 22 32
TAH & Bilatera] Salpingo-oophorectomy 55 52
Total 128 130
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ABDOMINAL: TUBES & OVARIES 2006 2007
Tubal Surgery 6l 28
Laparoscopic Sterilisation 28 25
Tubal Ligation at Caesarean Section 74 74
Salpingectomy 34 6l
Ovarian Cystectomy 52 63
Qophorectomy 13 10
Ovarian Biopsy 36 19
Salpingo-oophorectomy 4 14
Total 302 294
OTHER PROCEDURES 2006 2007
Laparoscopy 204 267
Laparoscopy and Dye 476 485
Hysteroscopy 409 208
D&C/HE&C 262 623
UBT 41 80
EUA 29 43
Cystoscopy 13 5
Laparotomy 10 39
Excision Bartholins Cyst 32 34
Fentons 4 5
Diathermy Vulval Warts 3 3
Operative Hysteroscopy 13 8
Endometrial Ablation {Ballon/Rollerbail} 8 35
Laparoscopic division of Adhesions 38 38
Laparoscopic Ablation of Endometriosis 69
Polypectomy 6l 52
TVT 6
Punch Biopsy of Cervix 18 18
LLETZ 8 4
Other Gynae Surgery 321 173
Total 1950 2195
GRAND TOTAL

Gynae (Majors & Minors) 2861 3164
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CoOLPOSCOPY SERVICE

MR. BILL BOYD
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The Rotunda Hospital Colposcopy Unit runs four Colposcopy clinics and four Post Llewz
Smear Clinics per week. There are two rooms available for treatments in each clinic. The
Mediscan database system is used in all clinics to record data including video and digital
photography. This system allows accurate review of previous visits.

The Irish Cervical Screening Programme carried out a quality assurance review in
December 2007. Prior to this extra Saturday morning clinics were undertaken in order to
bring the waiting times into line with the Irish Cervical Screening Programme's

-recommendations for. patient referral-to. Colposcopy..By-the end of 2007,.heading into

2008 we had almost reached this target.

The Colposcopy service continues to have a high default rate for patient attendance. Out
of a possible 3.000 appointments, B70 (29%) patients did not attend. In order to reduce
this, a texting service is due to commence early 2008 and we hope to see the benefits of
this in next year's report. This texting service will remind patients when their upcoming
appointment are due and remind them to contact the hospital if they cannot not attend.

There are regular Clinical Pathological conferences every [-2 months to review
Colposcopy, Cytology and Histology cases and there is also a quarterly Multidisciplinary
meeting to review ongoing service provision. Cases of suspected or proven cancer are
discussed at the Oncology Multidisciplinary meeting in the Mater Hospital,

In 2007, there were 747 new patients, 437 follow up Colposcopies, 904 Post Lletz Smear
visits and 446 Lletz's performed under local anaesthetic in the clinic and 77 Llez's were
performed under general anaesthetic in the Mater Hospital.

The reason for the decrease in overall numbers compared to 2006 was a decrease in
staffing levels due to illness and maternity leave leading to smaller numbers at each clinic.

Drs. Boyd and Byrne see patients in their private rooms also. A proportion of these are
followed up in the Rotunda clinics.

Period New Treatments | Treatments Foliow us | Follow up | Total | DNA
Annual Referrals | under local | under general | Colposcopy | Post’
Estimates anaesthetic | angesthetic Lietz

(Referred to Smear

Mater public Clinic

hospital)
2006 B55 453 145 776 1329 2960 | 872
2007 747 446 77 437 904 2088 | 868

The service continues to provide a good level of care for Colposcopy in North Dublin
which has improved given the initiatives stated in the above paragraphs.

We look forward to continuing this improvement in the next few years with the start of
the Irish Cervical Screening Programme which is due to commence next year.




DEPARTMENT OF PAEDIATRICS

DR. D. CORCORAN (CLINICAL DIRECTOR),

PROFESSOR TA CLARKE, PROFESSOR TG MATTHEWS, DR.A. FORAN, DR.
M D. KING, DR. I FAROMBI DR. S KEANE

The Neonatal Intensive Care Unit had its busiest year ever in 2007. This was mainly because
of the increased birth rate in the catchment area, associated with the increased population
in north Dublin, with increased migration into the area. There has also been an increase in
twin births. On one occasion in December there were 52 babies in the 36 bed necnatal unit.
The total admissions are shown in Table 1.

NEONATAL MORTALITY

Infants of birth weight greater than 1500 grams (Table 2)

Five normally formed inborn infants in this category died in the first 28 days of life.in 2007,
Three of the deaths were due to severe encephalopathy, with apgar scores of | or less at
birth. An infant of 35 weeks gestation was admitted to the Neonatal Intensive Care Unit
at age 3| hours, and died due to enterobacter sepsis associated with prolonged rupture
of the membranes. An infant who had a cleft palate died following a respiratory arrest at
age 6 days on the postnatal wards. One infant died of severe neonatal encephalopathy at
day 32 of life, and is included in the encephalopathy data.

A further six infants in this category had major congenital malformations (see table) ~ two
of these were due to congenital diaphragmatic hernia.

infants birth weight 1500 grams or less (Table 3}

Eight inborn very low birthweight infants in this group died in the NICU in the first 28 days
of life. Two of these had major congenital malformations (see table). Four of the normal
infants were twins. One infant who was severely growth retarded, weighing 490 grams at
26 weeks gestation, had severe coagulopathy and died at 6 days. Two more infants who died
had coagulopathy and bilateral intraventricular haemorrhages; one of these weighing 1270
grams at 29 weeks had perinatal asphyxia following a maternal antepartum haemorrhage,
and the other was born at 24 weeks. Another two infant VLBW deaths also occurred in
infants born at 24 weeks gestation.An infant, who weighed 750 grams at birth at 27 weeks
gestation and had severe RDS developed cystic emphysema of the right lung, and developed
a pneumothorax due to a perforated right main stem bronchus following 2 reintubation at
age 9 days: necrotsing tracheobronchitis was present at autopsy.

Seven infants with a birth weight of 500 grams to 710 grams died in the Delivery Room.
Six of these were less than 24 weeks gestation and considered to be pre-viable. Cne
infant was born following caesarean section for cord prolapse, weighing 670 grams at 24
weeks gestation, and resuscitation was unsuccessful.

There was one inborn post neonatal death in hospital. The infant who weighed 520 grams
at birth at 26 weeks died at 42 days after developing necrotising enterocolitis at 37 days
and renal failure: this baby had bilateral periventricular leucomalacia.

Two infants who had been transferred following birth in other hospitals died. One who
weighed 615 grams at birth at 24 weeks gestation had RDS, severe hypernatraemia,
bilateral intraventricular haemorrhage and acute renal failure. The other weighed 320
grams at birth at 31 weeks gestation and died at age 40 days due to congenital heart
disease associated with CHARGE syndrome.
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NEONATAL ENCEPHALOPATHY (Table 4)

There were 12 near term infants with moderate or severe neonatal encephalopathy
delivered in 2007. In three of these a vaginal delivery was complicated by shoulder
dystocia. The infants with severe encephalopathy had extremely abnormal MRI scans of
the brain, four out of five of these infants died and the remaining infant has severe
disabilities. Of the seven infants with moderate encephalopathy, 4 had normal MRIs, and
did well. One infant has a hemiparesis. There were 25 infants with mild encephalopathy,
and there is no recorded disabilities so far in these infants. Three infants required
treatment for seizures without encephalopathy. Two of these had normal MRIs, the
remaining infant has a seizure disorder of unknown aetiology.  One further infant had
kernicterus, with clinical signs of bilirubin encephalopathy.

Neonatal Follow-up Clinic. Dr. S. Keane

The-very low birth weight babies attending for follow up in 2008 are those born in the
Rotunda or transferred to NICU in 2006 with a birth weight of 1.5 kg or less.

There are 70 eligible for assessment and so far the attendance rate hovers between 70%
and 75%. This is a slight improvement on previous years but still unacceptably low if any
meaningful conclusions are to be drawn. However qualitative data is currendy in vogue in
the field of neurodisability. For the individuals who attend and have.a need identified and
hopefully remedied then the experience is valuable.

All children who fail to attend for first appointment are offered a further one. In some
instances there is an obvious explanation, e.g. moved abroad or already attending ancther
service. The vast majority of those not attending however appear untraceable despite
contacting the named G.P. for information.

So far for 2006 one child has been identified with cerebral palsy (rate 3.5%), but some
infants have yet to be seen. To date two children are identified who require services for
learning disability. The commonest reason for referral is speech and language delay. This
accounts for 21% of children seen from this cohort This is frequently associated with
delayed social skills and behavioural difficulties. One of the biggest challenges for this
follow up clinic is to identify an accessible and appropriate service for these children.
Currently there is a waiting time of |2 months or longer in some areas for speech and
language therapy assessment 2nd a subsequent wait for therapy. In addition where a child
needs multiple input such as occupational therapy, speech therapy and psychology these
almost invariably have to be accessed individually rather than by an integrated team.

COMMENTS

It is disappointing that five infants with birthweight greater that 2 kilograms died. Only six
normally formed “viable" very low birth infants died in the first 28 days of life; four of
these were twins, one of whom weighed less than. 500 grams.

Deciding whether or not to resuscitate very immature infants, especially those born at 23
and 24 weeks gestation, who have a high risk of handicap remains a major dilemma. The
rate of severe disability is causing health professionals and the wider community to
consider the ethical, social, legal and economic issues involved in saving the lives of infants
who are extremely premacure, for example those of 23 and 24 weeks gestation. The
survival rate in infants of 24 weeks has been 65% over the past five years (Table 5}).
Furthermore, resuscitation in the tiniest infants is particularly difficult, and regular
resuscitation drills in the Neonatal Unit are required to ensure that all relevant staff are
proficient in this area.



The Rotunda Neonatal Unit has participated in the Yermont Oxford Neonatal network
database since 1996 (Table 6).This enables us to “benchmark" outcomes and compare our
performance with a group.of about 500 Neonaal Intensive Care Units worldwide, the
majority of which are well resourced units in North America. The standardised mortality
rate of 1.02 compares favourably with these units (see VON Table). Chronic lung disease
and retinopathy of prematurity continue to be lower than the VON average. Severe
intraventricular haemorrhage occurred in 7%, having been higher in recent years, and this
compares favourably to 9% in the VON. The incidence of CONS (coagulase negative
Staphylococcal infection). 28%, and late bacterial infection, 34%, in VLBW infants both
continue to be disappointingly high, despite the best efforts of the staff in hand washing
and other measures at preventing nosocomial infection. High infection rates are known to
be associated with over crowding.

The most noteworthy change in the Neonatal Department during the year was the
retirement of Professor Tom Matthews in June 2007. He has been a Consultant
Neonatologist here since 1979. He brought “modern” neonatal intensive care to the
Rotunda Hospital, including introducing assisted ventilation as soon as he arrived. He has
a major interest in sudden infant death; he has numerous publications on SIDS and is
regarded as an international authority on this. He has published in many other areas,
including perinatal asphyxia and his expertise is frequently obtained in medicolegal cases.
His contribution to the Rotunda and Irish neonatology over the past three decades has
been outstanding.

The continued low neonatal death rate, despite the excessive work load and
overcrowding, is a tribute to the hard work of the nursing staff and non consultant
hospital doctors. The work of all the administrative staff and ail others working in the
Neonatal Department is very greatly appreciated. We thank all our consultant colleagues
for their assistance, We particularly welcome Dr. Adrienne Foran, who has trained in the
Hammersmith Hospital and the National Maternity Hospital, as a consultant colleague.

ADMISSIONS TO THE NICU 2007 (Table 1)

Admission Type Number Percentage
First admission 1006 92.5%
Re-admission 82 7.5%
TOTAL 1088 100%
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1500g AND LESS NORMALLY FORMED (Table 2)

Birth Wt Gestation Sex Delivery Apgars Age Principal Cause
normally formed of Death
<|800g

190 2810 ™ EFCS T3 G days. Severe TUGR,

thrombocytopaenia, pulmonary
haemorrhage at 48 hours,
neutropaenia, hypotension,
pneumothorax
590 24/0 F EMCS -~ 510 12 days Extrermne prematurity, RDS.PDA,
CLD. perforated NEC,
pulmonary haemorrhage,
generalized oedema
750 2712 M Classical 7.9 8 days  IUGR. severe RDS, PDA, CLD,
cs right cystic emphysema at 9
~. . days. reintubated, perforated
right main stem bronchus,
necrotizing tracheabronchiris
PM., pneumothorax

790 2415 ™ Assisted 49 25 hours Extreme prematurity,RDS,
Breech coagulopathy. bilateral grade il
and IV IVH, pulmonary
haemorrhage
BOO 2415 M sVD 6.9 27D PDA, Surgical Ligation day 20,

Extubated day 25.Apnoeic -
episades after 60 haours,
PM.thrombus in right auricle
with multiple emboli to
pulmonary circulation

1270 29/0 M EMCS 1,7 21D Encephalopathy, RDS,
coagulopathy, bilateral grade IV
IVH,

Infants died in delivery room normolly formed

*DRD - Delivery Room Death
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2 Birth Wt Gestation Sex Delivery Apgars Age Principal Cause
= of Death
= 00 34 F SVD NE DRD SRM By 3 days
O {4 min)

470 226 M Assisted NR DRD Parizy 1+4
-l Breech | min
<X 480 2313 M svD I DRD APH
- 38 min
— 505 22 U VD NR DRD TIT wransfusion hydropic, Twin |
a, ) {40 min) stllbirth
w 510 244 F Assisted NR 2min 4 previous miscarriages. PM.
0 Breech acute ascending choricamniotis
I 550 23/1 F Assisted NR DRD PROM at | week prior to
Breech (30 min) delivery
< 600 23/4 M SvD 1.1 DRD Extreme prematurity, IVF Twin |
. {9 min) RIP at 20/40, macernal
Q chorioamniotis
< 670 24i6 M LSCS 000 DRD  Extreme prematurity
> (@I6ew) (I8 min)
i_ 690 23/4 M Breech NR DRD Maternal HIV +
{30 min)

0 710 23/4 M SVD NR DRD Maternal HIV +
o' {2 hrs)




INDUCTION OF LABOUR

Years 2006 2007
Total No, of cases 1461 1624
Incidence against deliveries >500 20.3% 19.7%
No. of Caesarean sections for Inductions 350 391
Stillbirths 22 24
Neonatal Deaths 0 |

METHOD OF INDUCTION

Years 2006 2007
ARM 224 250
ARM + Synto 261 298
Prostin + ARM + Syntocinon 231 233
Prostin + ARM 261 259
Prostin 295 331
Cytotec 13 19
Prostin + Syntocinon 55 77
Syntocinon 121 157
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CAESAREAN SECTION
The Master
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The caesarean section rate has decreased by approximately 0.6% in the last twelve months.
| believe that rigorous audit of the caesarean section rate on a regular basis allows us to
critically evaluate the indications for caesarean section, and this approach to audit has been
shown to influence caesarean section rates. The contribution of group | to 4 to the overall
obstetric population is in the region of 70 to 80%. There has been virtually no change in
groups |, 2 and 3, compared to 2006. There was a reduction of almost 2% in the induced
multiparous group. There was also a reduction of almost 3% in group 5, those patients who
have had a previous caesarean section. There was an increase of 10% in group 8 (multiple. —--
- pregnancies); This group”has been steadily increasing over the last number of years. More
than three out of four multiple pregnancies were delivered by caesarean section during the
year. There was very little change in groups 6,9 and 10, with a slight reduction in group 7,
the number of multiparous women who had a breech presentation. The elective and
emergency caesarean section rates remained almost identical to the rates reported in 2006.

Total number of cases 1991 2235
Incidence against.total deliveries > 500g 27.7% 27.1%
Maternal Mortality 0 0
Stillbirths 8 i
Neonatal deaths 8 15
Primary C.5. 59.9% 62.6%
Repeat C.S. 40.1% 37.4%
Classical C.5 2 5
Tubal Ligation at C.S. 74 74
C/S Hysterectomy 6 3

Stillbirths prior to Caesarean Section 6 J
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CAESAREAN SECTION ANALYSIS

All Deliveries for 2006 8257
All Caesarean Sections 2235
Section Rate 27.1%
Group | - Nullip Single Ceph Term Spont Lab 29712338
Section Rate 13%
Group 2 - Nullip Single Ceph Term Induced 296/872
Section Rate 34%
Group 2a - Nullip Single Ceph Term CS Before Labour 175
Group 3 - Multip Single Ceph Term Spont Labour 522260
Section Rate 2.3%
Group 4 - Mulip Single Ceph Term Induced 41/5%96
Section Rate 6.9%
Group 4a - Multip Single Ceph Term CS$ before Labour 85
Group 5 - Prev Section Single Ceph Term 669/962
Section Rate 69.5%
Group 6 - All Nullip Breeches 137/143
Section Rate 96%
Group 7 - All Multip Breeches 145/166
Section Rate 87%
Group 8 - All Multiple Pregnancies 153/201
Section Rate 76%
Group 2 - All Abnormal Lies 3131
Secrion Rate 100%
Group 10 - All Preterm Single Ceph 154/428
Section Rate 36%
Elective Caesarean Section Total 996
Emergency Caesarean Section Total 1239
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INDICATION FOR PRIMARY SECTIONS

DELIVERY METHOD INDICATION 2006 2007
Fetal Distress {Antepartum & Intrapartum} 308 404
Failure to progress |st stage |57 191
Failure to progress 2nd stage 57 54
Breech 209 220
Abruption/APH : 21 22
PE.T. 25 30
Transverse Lie/Oblique 21 29
Pyrexia 2 6
Placenta Praevia 4 I 1P
- Poor'Obstetric History =~ l6 8
Cord Prolapse/Presentation 7 8
Disproportion & Deep Transverse arrest 4 [
Failed Forceps/Ventouse 18 15
Face/Brow Presentation 2 2
Multiple Birth 7 19
Failed Induction 57 75
Premarturity 8 8
Hypertension 18 19
Emergency CS Scheduled for Elective CS 3 7
LU.G.R. 32 25
Marernal Request [ 18
Medical Disorders 22 33
Poor Biophysical Profile 4 8
Other 150 156
Recurring indications 2 8
Rhesus Antibodies 0 I
Previous 3/4th degree tear Not recorded 4
Malpresentaion in labour 12 I3
Total 1192 1400
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INDICATION FOR REPEAT SECTIONS

DELIVERY METHOD INDICATION 2006 2007
Failure to progress |st stage 40 42
Failure to progress 2nd stage 3 6
Fetal distress 68 74
Disproportion{Malpresentation in Labour) [ 4
Breech 34 44
Hypertension 9 7
Plzcenta praevia 12 8
PE.T. 10 14
Poor obstetric-history 6 3
Previous LSCS 505 522
Previous classical C3 7 I
Multiple birth 4 4
Abruption / APH I 8
Failed induction 8 7
Antepartum fetal distress 0 1
Emergency CS scheduled for elective CS 6 10
Failed forceps/ventouse 0 0
LU.G.R. 7 8
Medical disorders 8 5
Transverse lie / Oblique lie 12 9
Other 48 48
TOTAL 799 835

*¥ These reasons are the First reason for Caesarean Section
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Outpatient Activity Data
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CLINIC Sessions MNew Attendances  Return Attendances. Total
Antenatal 2750 10208 25092 35300
& Postnatal

Gynaecology 1034 3461 5331 8792
Paediatrics 1549 6563 4822 11385
Endocrinology 52 490 2264 2754
Néphrology 49 ) 247 966 1213
Other Specialist 230 687 544 1231
Clinics

lTOTAL 5664 21656 32019 60675
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DEPARTMENT OF GYNAECOLOGY

DR.R. GLEESON (CLINICAL DIRECTOR)

------ R R R Y Y YR YN

THEATRE OBSTETRIC WORKLOAD ]
Majors 2006 2007
Caesarean Hysterectomy 6 3
Classical Caesarean Section 2 5
Ectopic 103 155
Lower Segment Caesarean 1983 2225
TOTALS 2094 2388
Minors 2006 2007
Delivery Forceps 27 32
Delivery Vacuum 46 46
Episiotomy Resuturing 27 12
Episiotomy Repair 26 50
Evacuation of Uterus {AB) 580 375
Evacuation of Uterus (PPH} |4 2
Placenta Manual Removal 95 76
Insert Shirodkar suture 13 13
Remove Shirodkar suture 6 8
Suturing Ist2nd degree Tear 5 23
Suturing 3rd degree Tear 49 © 75
Suturing 4th degree Tear I 0
Suturing Vaginal Wall Tear 10 14
Miscellaneous 26 29
TOTAL 925 955
GRAND TOTAL

Obstetrics (Majors & Minors) 2983 3343
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[GYNAECOLOGICAL REPORT

Operation Categories 2003 2004 2005 2006 2007
Obstetrical Majors 1956 1817 1755 2058 2388
Obsretrical Minors 970 741 871 925 955
Vaginal Surgery 304 468 510 48| 545
Abdominai:Uterus 182 187 167 128 130
Abdominal:Tubes & Ovaries 584 425 287 302 294
Other procedures 2028 2258 1869 1950 2195
[ GYNAECOLOGICAL THEATRE WORKLOAD
VAGINAL SURGERY 2006 2007
Vaginal hysterectomy ki 14
Manchester repair 0 0
Pelvic Fioor Repair B6 25
Vaginal Hysterectomy & AP Repair 38 58
Sacro Spinous Calpopexy 8 4
Removal of IUCD 6l 89
Insertion of JUCD 253 333
Other 16 22
Total 481 545
ABDOMINAL OPERATIONS
OF THE UTERUS 2006 2007
Total Abdominal Hysterectomy 51 46
Myomectomy 22 32
TAH & Bilateral Salpingo-oopharectomy 55 52
Total 128 130




ABDOMINAL: TUBES & OVARIES 2006 2007
Tubal Surgery 6l 28
Laparoscopic Sterilisation 28 25
Tubal Ligation at Caesarean Secticn 74 74
Salpingecromy 34 6l
Ovarian Cystectomy 52 63
Qophorectomy 13 10
Ovarian Biopsy 36 19
Salpingo-oophorectomy 4 14
Total 302 294
OTHER PROCEDURES 2004 2007
Laparoscopy 204 267
Laparoscopy and Dye 476 485
Hysteroscopy 409 208
D&C/HaC 262 623
UBT 41 80
EUA 29 43
Cystoscopy 13 5
Laparotomy 10 39
Excision Bartholins Cyst 32 34
Fentons 4 5
Diathermy Vulval Warts 3 3
Operative Hysteroscopy i3 8
Endomestrial Ablation {Ballon/Rollerball} 8 35
Laparoscopic division of Adhesions 38 38
Laparoscopic Ablation of Endometriosis 69
Polypectomy 6l 52
TVT 6
Punch Biopsy of Cervix 18 18
LLETZ 8 4
Other Gynae Surgery 321 173
Total 1950 2195
GRAND TOTAL

Gynae (Majors & Minors) 2861 3164
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CoLPOSCOPY SERVICE

MR, BILL. BOYD

-------------- L e R R RN RN PR TN

The Rotunda Hospital Colposcopy Unit runs four Colposcopy clinics and four Post Llewz
Smear Clinics per week. There are two rooms available for treatments in each clinic. The
Mediscan darabase system is used in all clinics to record data including video and digital
photography. This system allows accurate review of previous visits.

The Irish Cervical Screening Programme carried out a quality assurance review in
December 2007. Prior to this extra Saturday morning clinics were undertaken in order to
bring the waiting times into line with the Irish Cervical Screening Programme’s

2008 we had almost reached this target.

The Colposcopy service continues to have a high default rate for patient actendance, Qut
of a possible 3,000 appointments, B70 (29%) patients did not attend. In order to reduce
this, a texting service is due to commence early 2008 and we hope to see the benefits of
this in next year's report. This texting service will remind patients when their upcoming
appointment are due and remind them to contact the hospital if they cannot not attend.

There are regular Clinical Pathological conferences every 1-2 months to review
Colposcopy, Cytology and Histology cases and there is also a quarterly Multidisciplinary
meeting to review ongoing service provision. Cases of suspected or proven cancer are
discussed at the Oncology Multidisciplinary meeting in the Mater Hospital.

In 2007, there were 747 new patients, 437 follow up Colposcopies, 904 Post Lletz Smear
visits and 446 Lletz's performed under local anaesthetic in the clinic and 77 Lletz's were
performed under general anaesthetic in the Mater Hospital.

The reason for the decrease in overall numbers compared to 2006 was a decrease in
staffing levels due to illness and maternity leave leading to smaller numbers at each clinic.

Drs. Boyd and Byrne see patients in their private rooms also. A proportion of these are
followed up in the Rotunda clinics.

Period New Treatments | Treatments Follow up | Follow up | Total | DNA
Annual Referrals | under local | under general | Colposcopy | Post
Estimates anaesthetic | anaesthetic Lletz

{Referred to Smear

Mater public Clinic

haspital)
2006 855 453 145 776 1329 2960 | 872
2007 747 446 17 437 904 2088 | 868

The service continues to provide a good level of care for Colposcopy in North Dublin
which has improved given the initiatives stated in the above paragraphs.

We look forward to continuing this improvement in the next few years with the start of
the Irish Cervical Screening Programme which is due to commence next year.



DEPARTMENT OF PAEDIATRICS

DR. D. CORCORAN (CLINICAL DIRECTOR),

PROFESSOR TA CLARKE, PROFESSOR TG MATTHEWS, DR.A. FORAN, DR.
M. D KING, DR | FAROMBI DR S. KEANE

The Neonatal Intensive Care Unit had its busiest year ever in 2007. This was mainly because
of the increased birth rate in the catchment area, associated with the increased population
in north Dublin, with increased migration into the area. There has also been an increase in
twin births. On one occasion in December there were 52 babies in the 36 bed neanatal unit.
The total admissions are shown in Table |.

NEONATAL MORTALITY

Infants of birth weight greater than 1500 grams (Table 2)

Five normally formed inborn infants in this category died in the first 28 days of life.in 2007.
Three of the deaths were due to severe encephalopathy, with apgar scores of | or less at
birth. An infant of 35 weeks gestation was admitted to the Neonatal Intensive Care Unit
at age 3| hours, and died due to enterobacter sepsis associated with prolonged rupture
of the membranes. An infant who had a cleft palate died following a respiratory arrest at
age 6 days on the postnatal wards. One infant died of severe neonatal encephalopathy at
day 32 of life, and is included in the encephalopathy data.

A further six infants in this category had major congenital malformations (see table)} — two
of these were due to congenital diaphragmatic hernia.

infants birth weight 1500 grams or less (Table 3)

Eight inborn very low birthweight infants in this group died in the NICU in the first 28 days
of life. Two of these had major congenital malformations (see table). Four of the normal
infants were twins. One infant who was severely growth retarded, weighing 430 grams at
26 weeks gestation, had severe coagulopathy and died at é days. Two more infants who died
had coagulopathy and bilateral intraventricular haemorrhages; one of these weighing 1270
grams at 29 weeks had perinatal asphyxia following a maternal antepartum haemorrhage.
and the other was born at 24 weeks. Another two infant VLBW deaths also occurred in
infants born at 24 weeks gestation. An infant, who weighed 750 grams at birth at 27 weeks
gestation and had severe RDS developed cystic emphysema of the right lung, and developed
a pneumothorax due to a perforated right main stem bronchus following a reintubation at
age 9 days: necrotising tracheobronchitis was present at autopsy.

Seven infants with a birth weight of 500 grams to 710 grams died in the Delivery Room.
Six of these were less than 24 weeks gestation and considered to be pre-viable. One
infant was born following caesarean section for cord prolapse, weighing 670 grams at 24
weeks gestation, and resuscitation was unsuccessful.

There was one inborn post necnatal death in hospital. The infant who weighed 590 grams
at birth at 26 weeks died at 42 days after developing necrotising enterocolitis at 37 days
and renal faiture: this baby had bilateral periventricular leucomalacia.

Two infants who had been transferred following birth in other hospitals died. One who
weighed 615 grams at birth ac 24 weeks gestation had RDS, severe hypernatraemia,
bilateral intraventricular haemorrhage and acute renal failure. The other weighed 1320
grams at birth at 31 weeks gestation and died at age 40 days due to congenital heart
disease associated with CHARGE syndrome.
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NEONATAL ENCEPHALOPATHY (Table 4)

There were 12 near term infants with moderate or severe neonatal encephalopathy
delivered in 2007. In three of these a vaginal delivery was complicated by shoulder
dystocia. The infants with severe encephalopathy had extremely abnormal MR scans of
the brain, four out of five of these infants died and the remaining infant has severe
disabilities. Of the seven infants with moderate encephalopathy, 4 had normal MRIs, and
did well. One infant has a hemiparesis. There were 25 infants with mild encephalopathy,
and there is no recorded disabilities so far in these infants. Three infants required
treatment for seizures without encephalopathy. Two of these had normal MRIis, the
remaining infant has a seizure disorder of unknown aetiology. One further infant had
kernicterus, with clinical signs of bilirubin encephalopathy.

Neonatal Follow-up Clinic, Dr.S. Keane

The very low birth weight babies attending for follow up in 2008 are those born in the
Rotunda or transferred to NICU in 2006 with a birth weight of 1.5 kg or less.

There are 70 eligible for assessment and so far the attendance rate hovers between 70%
and 75%.This is a slight improvement on previous years but still unacceptably low if any
meaningful conclusions are to be drawn. However qualitative data is currently in vogue in
the field of neurodisabilicy. For the individuals who attend and have a need identified and
hopefully remedied then the experience is valuable.

All children who fail to attend for first appointment are offered a further one. in some
instances there is an obvious explanation, e.g. moved abroad or already attending another

‘service. The vast majority of those not attending however appear untraceable despite

contacting the named G.P. for infoermation.

So far for 2006 one child has been identified with cerebral palsy (rate 3.5%), but some
infants have yet to be seen. To date two children are identified who require services for
learning disability. The commonest reason for referral is speech and language delay. This
accounts for 21% of children seen from this cohort This is frequently associated with
delayed social skills and behavioural difficulties. One of the biggest challenges for this
foliow up clinic is to identify an accessible and appropriate service for these children.
Currently there is a waiting time of 12 months or longer in some areas for speech and
language therapy assessment and a subsequent wait for therapy. in addition where a child
needs multiple input such as occupational therapy, speech therapy and psychology these
almost invariably have to be accessed individually rather than by an integrated team.

COMMENTS

It is disappointing that five infants with birthweight greater that 2 kilograms died. Only six
normally formed “viable” very low birth infants died in the first 28 days of life; four of
these were twins, one of whom weighed less than 500 grams.

Deciding whether or not to resuscitate very immature infants, especially those born at 23
and 24 weeks gestation, who have a high risk of handicap remains a major dilemma, The
rate of severe disability is causing health professionals and the wider community to
consider the ethical, social, legal and economic issues involved in saving the fives of infants
who are extremely premature, for example those of 23 and 24 weeks gestation. The
survival rate in infants of 24 weeks has been 65% over the past five years (Table 5).
Furthermore, resuscitation in the tiniest infants is particularly difficult, and regular
resuscitation drills in the Neonatal Unit are required to ensure that all relevant staff are
proficient in this area.



The Rotunda Neocnatal Unit has participated in the Vermont Oxford MNeonatal network
database since 1996 (Table 6).This enables us to "benchmark™ outcomes and compare our
performance with a group of about 500 Neonatal Intensive Care Units worldwide, the
majority of which are well resourced units in North America. The standardised mortality
rate of 1.02 compares favourably with these units (see VON Table). Chronic lung disease
and retinopathy of prematurity continue to be lower than the VON average. Severe
intraventricular haemorrhage occurred in 7%, having been higher in recent years, and this
compares favourably to 9% in the VON. The incidence of CONS (coagulase negative
Staphylococcal infection), 28%, and late bacterial infection, 34%, in VLBW infants both
continue to be disappointingly high. despite the best efforts of the staff in hand washing
and other measures at preventing nosocomial infection. High infection rates are known to
be associated with over crowding.

The most noteworthy change in the Neonatal Department during the year was the
retirement of Professor Tom Matthews in June 2007. He has been a Consultant
Neonatologist here since 1979. He brought "modern™ necnatal intensive care to the
Rotunda Hospital, including introducing assisted ventilation as soon as he arrived. He has
a major interest in sudden infant death; he has numerous publications on SIDS and is
regarded as an international authority on this. He has published in many other areas,
including perinatal asphyxia and his expertise is frequently obtained in medicolegal cases.
His contribution to the Rotunda and Irish necnatology over the past three decades has
been outstanding.

The continued low neconatal death rate, despite the excessive work load and
overcrowding, is a tribute to the hard work of the nursing staff and non consultant
hospital doctors. The work of all the administrative staff and all others working in the
Neonatal Department is very greatly appreciated. We thank all our consultant colleagues
for their assistance. ¥ve particularly welcome Dr. Adrienne Foran, who has trained in the
Hammersmith Hospital and the National Maternity Hospital, as a consultant colleague.

ADMISSIONS TO THE NICU 2007 (Table 1)

Admission Type Number Percentage
First admission 1006 92.5%
Re-admission 82 7.5%
TOTAL 1088 100%
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1500g AND LESS NORMALLY FORMED (Table 2)

Birth Wt Gestation Sex Delivery Apgars Age Principal Cause
normally formed of Death
<1500g

50 1610 M EMCS T3 6 days Severe JUGR,

thrombocytopaenia, pulmonary
haemorrhage at 48 hours,
neutropaenia, hypotension,
pneumaothorax
590 24/0 F EMCS - 910 12 days  Extreme prematuricy, RDS,PDA,
CLD, perfarated NEC,
pulmonary haemorrhage,
generalized cedema
750 2712 ™ Classical 7.9 Bdays IUGR.severe RDS, PDA, CLD.
Cs right cystic emphysema at 9
_ L - -~ -days;reintubated. perforated’ —
right main stem bronchus,
necrotizing tracheobronchitis
PM.. pneumothorax

790 24/5 M Assisted 49 25 hours Extreme prematurity.RDS,
Breech coagulopathy, bilateral grade I
-and IV IVH, pulmonary
haemaorrhage
800 24/5 M SVD 69 27D PDA, Surgical Ligadion day 20.

Extubated day 25. Apnoeic -
episodes after 60 hours,
PM.thrombus in right auricle
with multiple emboli to
pulmonary circulation

1270 29/0 M EMCS 1.7 21D Encephalopathy, RDS,
coagulopathy. bilateral grade |V
IVH,

infants died in delivery room normally formed

*DROD - Delivery Room Death
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W) Birth Wt Gestation Sex Delivery Apgars Age Principal Cause

E of Death

= 30 pXIC F WO NR DRD SRM by 3 days

) {4 min)

470 226 ™M Assisted NR DRD Parity {+4

~d Breech |_min

<L 480 231 M SvD I DRD APH

b= 38 min

— 505 222 U SvD NR DRD TIT wransfusion hydropic, Twin |
Q ) {40 min) stillbirth
L] 510 24 F Assisted NR 2 min 4 previous miscarriages, PM,
o Breech acute ascending choricamniotis
I 550 23/1 F Assisted NR DRD PROM at | week prior 10

Breech (30 min) delivery
< 600 23/4 M svD 1,1 DRD Extreme prematurity, IVF Twin |
(9 min)  RIP at 20/40. maternal

Q chorioamniotis

Z &70 24/6 M LSCS 000 DRD Extreme prematurity

) {@16min)_(18:min)

= 690 23/4 ™M 8reech NR DRD Maternal HIV +

{30 min)
O 710 2314 M SvD NR DRD Maternal HIV +
(4 -8 (2 brs)




(Table 2a) ’

Infants 1500 and less congenital malformations

'Birth Wt Gestation Sex Delivery  Apgars Age Principal Cause

( of Death

650 29/0 F EMCS 37 32hr Asymetric IUGR, mosaic
trisomy 5, bilateral grade 1l
and IV IvH

800 3174 F EMCS 5,10 17 days Trisomy IT, TUGR, AVID,

coagulopathy, encephalopathy

Delivery room deaths congenital malformations

Birth Wt Gestation Sex Delivery  Apgars Age Principal Cause
of Death’
0 L0 F EMCS 3.3 DRD (32 minj Trisomy 18 diagnosed on pm,
AEDF, decels, symetrical IUGR
840 2813 F EMCS 74 DRD (lhr} Trisomy [8. antenatet diagnosis
1000 34/5 M EMCS 1.1 DRD Anencephaly, antenatal diagnosis

DEATHS >1501g (Table.3) )

Infants 1501 and greater normelly formed

Birth Wt Gestation Sex Delivery Apgars Age Principal Cause
of Death
2430 35/4 F EMCS 9.10 4 days Admitted 31 hours with fever

and irritabilicy, PPHN,
enterobacter sepsis,
encephalopathy, flat EEG

2540 3515 M SD 9.10 8 days Near miss SIDS. cleft palate,
collapse on postnatal ward age
6 days, ph 6.58. flat EEG, severe
encephalopathy

2660 3673 F MIC Forceps 1.3 ~ beays Shr Severe encephalopathy,
2950 38/4 M SVD 11 29 hr Severe encophalopathy
4400 3910 M SVD 0.3 ddays |2hr  Severe encephalopachy
Infants 1501 and greater congenital malformations
Birth Wt Gestation Sex Delivery Apgars Age Principal Cause

of Death
7150 3471 M EMCS 5.6 37 hr Trisomy 13
2440 3713 F ELCS 6.7 1 hr Hydrocephalus,

mylemengocoele, small
dysplastic right kidney, absent
left, kidney, imperforate anus,
pulmonary hypoplasia

2870 41/0 M EMCS B9 5 days Czmpomeilc dwarfism,
pulmanary hypoplasia. XY
gonadal dysgenesis

2890 32/5 M ELCS 68 12 hr Congenital holoprosencephaly.
absent posterior brain
parenchyma

240 397G F ELCS 3.7 24 hr Left congenital diaphragmartic
hernia

3150 iB/6 F ELCS 7.7 20 hr Left congenital diaphragmatic
hernia

Delivery room deaths congenital malformations

Birth Wt Gestation Sex Delivery Apgars Age Principal Cause
of Déath
330 i) ™M EMCS [1N] DRD (40 mins)y Hydrops fetalis generalized
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NEONATAL ENCEPHALOPATHY (Table 4)

Gesa Birth Defvery  Apgar Apgar Aph  Vph Semat  Ouicome Comment
'.—Linn. weight Comps. cord
37 4.84 Shoulder 7.2 Increased Signal  Attending CRC,
Dystocia Intensity In Left Severe Dense
Periventricular Left Hemiparesis
Posterior Region
40 3.32 Shoulder 7.2 Focal Area Of Admitted To TSH
Dystocia Ischaemia, With With Seizure
Haemorrhage In Activity Ac 5
Left Occipital Lobe Weeks, Ongaing
Follow Up In TSH
39 3.54 N/A Normal Mormal At 4
Months, Discharged
-39, 378 - 72 Normal Normal At 9
Maonths, Discharged
38 273 Footling 7 Normal Moved To Cark
Breech
39 322 7.2 Increased Signal In  Normal At 4
Parasaggital Areas: Months
Restricted Diffusion
In Ant Left Pareital
Lobe
38 333 N/A Normal Normal At 5
Months, Ongoing
Follow-up
39 4.4 Shoulder 6.8 Abn Diffusion Rip Day 5
Dystocia Consistant With
Ischaemia In Thalami,
Lentiform, Central
Sulei: And Brainstem
Consistant With
Profound Acute
Ischaernia
7 42 NiA Extensive Restricted Rip Day 32
Diffusion In Pos
Brainstem, Thalami
And Basal Ganglia
Bilazerally; Entire
Cortex Restricted
36 266 N/A Extensive Cortical Rip Day 7
Infarction, Abn
Brainstem And Basal
{Ganglia
41 4.09 7.1 Abn Diffusion In Quadriplegia.
Thalami, Basal Microcephaly,
Ganglia, Brainstemn,  Visual Impairment
Hippocampus And
Paracentral Cortex
38 2.95 6.66 Not Done Rip Day 2




Outcome of infant 2003 2004 2005 2006 2007 5 year {5 year

300-1500 g numbers %

by gestation

<22 weeks 0 0 0 0 0 0

RIP 0 0 0 0 0 0

22 weeks 0 0 0 0 0 0

RIP 0 0 0 0 0 0

23 weeks 0 3 0 0 0 3

RIP 0 2 0 0 1] 2| 66%

24 weeks I 9 5 6 12 43

RIP 6 3 0 3 3 IS| 35%

25 weeks 5 3 7 14 6 35

RIP i) | i 5 0 T 20%

26 weeks 7 18 5 16 1 57

RIP 5 2 ! 3 2 13| 23%

27 weeks 8 8 5 8 8 37

RIP 0 | 0 I 1 3 8%

28 weeks 5 14 17 12 18 66 P~

RIP 0 0 2 0 0 2 3% K=~

29 weeks 5 8 17 7 4 127 =

RIP 0 1 0 | 2 4 3% -

30 weeks 9 8 10 13 18 58 ~

RIP 0 0 0 0 0 o] 0% [

3| weeks 9 8 4 8 9 38 LY

RIP 0 0 0 0 ] 1] 2% [

32 weeks 8 4 3 4 5 24 °

RIP 0 0 0 | 0 | 4% v

> 32 weeks 7 | 6 12 12 48 E

RIP | 0 0 0 0 | 2% G

Total number

of admissions *84 *97 *9Q #100 *113 #5364 -l

Total number <

of deaths *12 *10 *4 %] 4 *9 *49 b=
*Does not include delivery room deaths or malformations Q.

Lethal v

malformations é 2 I 1 0 n=10 o

Major congenital I

malformations 8 3 8 6 9 n=34 3

observed mortality <

rate (ncucing lethal Q

malformations)  20% 12% 5% 14% 8% 11% Z

observed mortality -

rate excluding [

lethal @)

malformations 13% 10% 4% 13% 7% 2% Pt




VERMONT OXFORD NETWORK (Table 6)

Rotunda 2007 Vermont Oxford Network 2007

401-1500¢ % of

complication Number % Number %
rates

n= |28
Inborn 121 95 % 45689 B4 %
Male 60 47 % 24769 51 %
Caesarean Section 9l 71 % 38005 70 %

Antenatal Steroids
{partial course or complete

course) 122 95 % 39510 73 %
-— RDS. - - -—83- - - 69 % T 38549 T T 74%
Pneumothorax 2 2% 2509 5%
Surfactant &7 52 % 17101 2%
Nasal CPAP 82 68 % 34242 66 %
Conventional Ventilation 81 68 % 33960 66 %
High Frequency
~ Ventilation 12 10 % 12055 23 %
o Chronic Lung Disease
L] (at 36 wks) 19 25 % 1196 34%
™ Steroids for CLD 3 3% 4376 8%
g Home Oxygen 10 1% 5410 14'%
o PDA 42 5% 119945 8%
Q indomethacin 38 32% 12801 25 %
> PDA ligation 14 12 % 4764 9%
- NEC 8 7% 3817 7%
o Gl perforation 2 2% 1342 3%
Bt Any Grade of IVH 24 20 % 12314 26 %
e Severe IVH (Grade 3-4) 9 7% 4422 9%
G Cystic PVYL ) 5% 1561 3%
Retinopathy of
~ Prematurity 23 21% 13468 36 %
E Severe ROP _
— {Stage 3 or more) ! 1 % 2982 8%
a Early Bacterial Infection .2 2% 1178 2%
n Coagulase negative
®8  Suphylococeus £7) 28% 5888 12%
N Late bacterial infection 3% 34 % 10157 21 %
< Fungal Infection I I % 1026 2%
Q .
2 Observed Mortality
) Rate 17 13% 8405 16 %
-
o Standardised mortality rate 2007 {95% confidence interval) 1,02 {0.6%-1,35)
o Standardised mortality rate 2005-2007 {95% confidence interval) 1.22 {0.96-1.49)
Standardised morbidity rate for severe IVH 2007 (95% confidence interval) .10 {0.64-1.56)
@ Standardised maorbidity rate for severe IVH 2005-2007 (95% confidence interval)  1.62 (1.26- 1.99)




DEPARTMENT OF ANAESTHESIA

DR WILLIAM BLUNNIE, DR ED CARTON, DR MARY BOWEN, DR JOHN
LOUGHREY, DR CONAN MCCAUL.

Dr Roisin Ni Mhuircheartaigh, Dr Bernard Masuku, Dr Ismat ElSaigh, Dr Ramzy Tadrous,
Dr Ugo Mata, Dr Katarina Horna, Dr Acife Lane, Dr Kathryn Byrne, Dr Gyanendra
Mohan, Dr Mairead Hayes, Dr Trevor Kavanagh, Dr Daria, Feckiskanikova.

The Department was fortunate to avail of the opportunity to provide training in obstetric
anaesthesia for Trainees rotating on the Eastern Regional Anaesthesia Training Scheme
(ERATS), The MaTeRCATS programme and the National Specialist Registrar Training
Programme. A high level of experience on behalf of the trainees is relied upon to provide
quality Anaesthesia services at the Rotunda.

Dr Ni Mhuircheartaigh was the recipient of The James Gardiner Rotunda Anaesthesia
medal for 2007,

[ DELIVERY SUITE ACTIVITY |

DELIVERIES UNDER EPIDURAL (Number & Epidural Rate (%)

for Parturients)

2006 % 2007 %
Primiparous 2122 72 2455 71
Multiparous 1229 38 1449 4]
TOTAL 3351 3904

A wide range of analgesic options are available, including nitrous oxide inhalation, opicids and
non-pharmacologic techniques such as relaxation and TENS (Transcutanecus Eiectrical
Neuro Stimulation). However, the maternal demand for epidural analgesia in labour remains
swrong. Percent uptake of epidural analgesia in fabouring women are shown above and
activity has increased.All parturients receive Padent-Controlled Epidural Analgesia (PCEA).
We instituted a policy for Remifentanit patient-controlled administration as a high qualicy
analgesic option for the small number of parturients with a contra-indication to epidural.

Mode of Delivery for Parturients who Select Epidural Analgesia

PRIMIPARQUS

Mode of Delivery 2004 % 2007 %
Normal 855 40.2 960 389
Forceps 152 7.1 250 10.2
Vacuum 703 33.1 768 312
LS.CS 4]3 19.4 482 19.6
Breech 3 0.1 3 0.1
TOTAL 2126 100 2463 100
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MULTIPAROUS

Mode of Delivery 2006 % 2007 %
Normal 890 71.8 1043 71.6
Forceps 26 2.1 43 2.9
Vacuum 178 14.4 214 14.6
LS.C.S 143 115 155 10.6
Breech 2 0.2 2 0.1
Toral 1239 100% 1457 100%

The obstetric outcomes of women who select epidural analgesia are compatible with
low dose techniques employed with over 38% of primiparous women and over 71% of
multiparous women experiencing normal unassisted vaginal delivery.

§ OPERATING THEATRE ACTIVITY

|CAESAREAN SECTION - Anaesthesia Technique 2007 |
Mode of Anaesthesia Elective % Emergency %
Spinal 969 96.4 569 41.9
G.A. 22 22 163 2.0
Epidural 13 1.3 618 45.5
CSE [ 0.1 7 0.5

' 1005 | 00% 1357 100%

The regional anaesthesia rates for caesarean delivery are 87.4% and 97.7% respectively for
non-elective and elective cases.We utilise low dose neuraxial opioid as part of a multi-modal
technique for post-caesarean analgesia.

[POST DURAL-PUNCTURE HEADACHE (PDPH) ]

In 2007, 3,920 epidurals 1,493 spinal anaesthetics were performed. There were 9 epidural
blood patches (EBP) performed following epidural administration in 7 women (0.19 %). I |
women who had dural puncture with an epidural needle did not require EBP. The overall
dural tap with epidural needle rate was 0.46%. 4 additionzl blood patches were performed
for the treatment of PDPH following spinal anaesthesia,

{ ANAESTHESIA FOR GYNAECOLOGICAL PROCEDURES ]

In addition the deparument provided anaesthesia for 3164 gynaecological procedures during
2007 at the Rotunda. An increasing number of laparoscopic procedures are being performed
including surgical management of emergency ectopic pregnancy. 766 women undergoing
cocyte retrieval procedures related to IVF treatments at HARI. These are performed under
a propofol based technique with an anaesthetist.

[ANAESTHESIA OUTPATIENT CLINIC ]

The clinic runs twice weekly with a toual of 342 attendances. Both obstetrical and
gynaecolocical cases are reviewed. The service is limited to patients whose care needs to
be planned .in advance of hospital admission. A specialised assessment service for women
with congenital cardiac disease is run in conjunction with the Mater Hospital to provide
rapid multi-disciplinary assessment. Patients with gynaecological and obstetrical pain are
also reviewed on a consult basis.




HicH DEPENDENCY UNIT

DR MARY BOWEN

devsssbnrndonnnnnanan mesamassasssesrsrarrsidoenruarecancoosann BeasENsRAR SR RAIIRIRREREIIRIRIBEYS

The High Dependency Unit had 128 admissions in 2007
. 43 cases of PET.
Of the 43 cases: 29 were treated with Magnesium Sulphate and Labetolol

é cases had additional Adalat
. S5 HELLP cases

. 41 patients with Post Partum Haemorrhage.

. 2 patients developed Sepsis Post Caesarean Section.

. 2 patients had confirmed Pulmonary Emboli.

. 2 patients with Sickle Cell Disease

. 3 Caesarean Hysterectomies* were performed one of which had

Complex Co-Morbid Disease:
Placenta Praevia/Accreta. Gravida 4, Parz 2. Liddle Syndrome.
Given 6 Red Blood Cells {Creatinine 140mmol/l} Chronic Renal Disease.
Cardiac Arrhythmia. Scolicsis. Blood Loss 3 litres.

CARDIAC ADMISSIONS: |

VSD / Truncus Arteriosis. Severe Pulmonary Hypertension,
Post Insertion of Mirena Coil.

VSD Eisenmenger's Syndrome. Post Insertion of Mirena Coil. <

INVASIVE MONITORING: ]
CVP Line: 2.
Arterial Line: 7

:6_PATIENTS TRANSFERRED TO MATER MISERICORDIAE UNIVERSITY
HOSPITAL

I HELLP
Transferred 29.4.07
Primigravid. Severe PET. 35 weeks gestation.
Caesarean Section for Abruption.
Developed Pre-Renal Failure.
Platelets dropped From [45 to 32 x10~ x 12/1.
Liver Function Tests.
Creatinine increased from 67mmol/l to 173mmol/l.
Readmirted to Rotunda Hospital after 5 days.
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Unstable Insulin Dependent Diabetic. 27 weeks gestation,
Depression. Peripheral Neuropathy. Nephropathy.
Retinopathy. Gastroparesis, '

Unstable on Actrapid Infusion.

Hypertension on Labetolol.

Raised Liver Function Tests. Platelets Normal.

Gravida 4, Para 3.

Caesarean Hysterectomy*

Grade [V Placenta Praevia.

Blood Loss 5 Litres.

Given 8 Red Blood Cells / 2 FFP-Octoplas.
Transferred back to Rotunda-Hospital 2 days-later. -

Primigravid.

Transposition of Great Vessel. Switch at 3 years of age.
Emergency Caesarean Section performed Rotunda Hospital.
Transferred to Mater University Hospital on 4th day

post delivery

For recurrent Pulmonary QOedema.

ACE Inhibitor Added in conjunction with Diuretic Therapy.

Multiparous.

Aortic Stenosis Gradiant 120mmHg.

Elective Caesarean Section in Mater Hospital
Admitted to HDU Mater. Discharged home.

Multiparous.

Caesarean Hysterectomy™

Grade IV Placenta Accreta

Ventilated and transferred Mater University Hospital.
Transfused [8 units of Red Blood Cells, 8 FFP Ocroplas.
2 Pooled Platelets. Recombinant Factor VII,

Returned Day 3 from Mater University Hospital.




Dove CLINIC

DR § COULTER-SMITH,
DR ) LAMBERT,

DR B KELLEHER.

DR VV.WONG.

CMS M BRENNAN,
CMS | LEE,

CMS | GLEESON.
CMS M BECKETT,
DR W FERGUSSON.
MS S DEVITT.

MSV JACKSON
PROF M. CAFFERKEY.
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INTRODUCTION

The Dove clinic was set up to look after the specific needs of women who have or are at
risk of blood and sexually transmitted bacterial and viral infections. This could be through
drug use, unprotected sex, or any contact with infected blood or body fluid. The clinic
was given the name Dove in 2003. DOVE, an acrenym for danger of viral exposure was
considered a more sociably acceptable name.

SUMMARY OF DOVE CLINIC PATIENTS IN 2007

During 2007, 287 women booked into the Dove clinic for their antenatal care. Of these 89
(31%) were positive for Hepatitis B, 67 (23%) women were positive for Hepatitis C, 48
(16.7%) were positive for HIV infection and 32 {1 1%) women tested positive for syphilis.
Twelve women were positive for one or more infectious disease.

68/287 (23.6%) women were known to be on prescribed methadone programs and the
majority of these women were Irish (95%): 39/287 (13.5%) women disclosed past/present
injecting drug use at time of booking; 20/287 (7%) women had a current or ex partner who
was positive for an infectious disease: Hepatitis C {n=13), HIV {n=4) and Hepatitis B (n=3)

HEPATITIS B PATIENTS

* 89 women attending the Dove clinic in 2007 were positive for Hepatits B

= 41.6% were newly diagnosed at ANS

* 23.6% were Chinese {table 1).

» The majority (85.4%) of women come from a country of high prevalence

* There was no history of drug or methadone use in this group.

* 2 women had a.current/ex partner who is positive for Hep B

* 2 women were co-infected with HIV. | with Hep C and | with syphilis

* There was | stillborn baby in this group.

* 62.9% of deliveries were by 5VD, 9% by EMCS and 6.7% by LSCS, 13.5% were
instrumental {ventouse/forceps). 3.4% transferred to another maternity unit, 3.4% were
LTFU and 1.1% were born before arrival.
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Table 1: Nationality of Hep B positive women,

2007

No. of
Nationality women Percent
Chinese 21 236
[Nigerian 18 20.2
Romanian 11 12 4
Vietramese 4 45
Albanian 3 3.4
Congo 3 34
Moldovian 3 3.4
Polish 3 3.4
|Angolan 2 22
Gharanian 2 22
Lithuanian - — - = |2— - 22 1T -7
Bangladesh 1 11
_Botswana 1 1.1
Bulgarian 1 1.1
French 1 11
Insh 1 1.1
ltalian 4 1.1
Jordanian 1 1.1
Latvian 1 1.1
Libyan 1 1.1
Mongelian 1 1.1
Niger 1 1.1
Not Known 1 1.1
Russian Federation 1 1.1
Slovakian 1 1.1
Somalia 1 1.1
Swaziland 1 1.1
Swedish 1 1.1

HEPATITIS C PATIENTS"

* 67 women attending the Dove clinic in 2007 were positive for Hepatitis C

= 58% were newly diagnosed at ANS

* 70% were Irish (table 2).

+  60% were on methadone programs

*  40% disclosed pastpresent injecting drug use

= 8% took other illegal drugs

= 9% had a current or ex partner with a history of injecting drug use

* | woman had a current/ex partner who is positive for Hep C

* & women were co-infected with HIV, | with Hep B and | with syphilis

= The average age at presentation was 27 yrs {range [8-42)

* There was | miscarriage and | stillborn baby in this group.

«  61.1% of deliveries were by SVD, 14.9% by EMCS and 9% by LSCS, 10.5% were
instrumental (ventouse/forceps). 3% were Assisted breech and 1.5% was born
before.arrival.
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Table 2: Nationality of Hep C positive
women, 2007

No. of
Nationatity women  |Percent
Irish 47 70.1
Mongolian 4 6.0
Latvian 3 45
British 2 3.0
Moldovian 2 3.0
Romanian 2 3.0
Angdolan 1 1.5
Georgia 1 1.5
Lithuanian 1 1.5
Not known 1 1.9
Palistani 1 1.5
Russian Federation |1 1.5
Spanish 1 1.5
Total 67 100

HIV PATIENTS

*+ 48 women attending the Dove clinic in 2007 were positive for HIV

= 70.8% were of African origin (table 3).

*  33.3% were newly diagnosed at ANS

+ 8% were on methadone programs .

= 10% disclosed past/present injecting drug use

* 2% admitted taking other illegal drugs in the past

* 10% had a current or ex partner with a history of injecting drug use

* | woman had a current/ex partner who is positive for HIV

+ 6 women were co-infected with Hep C, 2 with Hep B and 2 with syphilis

+ The average age at presentation was 29 yrs (range 17-41)

* There was | miscarriage in this group
50% of deliveries were by SVD, 18.8% by EMCS and 14.6% by LSCS, 6.3% were
instrumental (ventouse/forceps), 8.3% transferred to another maternity unit and 2.1%
were LTFU.

Table 3: Nationality of HIV positive
women, 2007
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No. of

Nationality women |Percent
Irish 11 229
iNigenan 11 229
South African |9 18.8
Zimbabwean |6 12.5
Kenya 2 4.2
Congo 1 21
German 1 2.1
Libyan 1 2.1
Malawi 1 2.1
Polish 1 21
Somalia 1 2.1
Spanish 1 2.1
Lgandan 1 2.1
[Zambian 1 2.1




SYPHILIS PATIENTS

* 32 women attending the Dove clinic in 2007were positive for syphilis.
» The majority of women were from Eastern European countries (table 4), namely Latvia
(I 2.5%). Moldova (9.4%) and Romania (9.4%).
71.8% were newly diagnosed at ANS
* | woman had a current/ex partner who is positive for syphilis
* There was only | methadone user and | injecting drug user in this group
*+ 2 women were co-infected with HIV, | with Hep B and | with Hep C.
* The average age at presentation was 29 yrs (range 19-38)
* There was | stillborn baby in this group
+  71.9% of deliveries were by SVD, 15.6% by EMCS, 3.1% were instrumental
(forceps), 6.3% were LTFU and 3.1% were  born befare arrival.

“Table 4: Nationality of Syphilis positive
women, 2007

No. of
Nationality women |Percent
Latvian 4 12.5
~ Moldovian 3 9.4
. Romanian 3 9.4
o South African 3 9.4
™ Ghananian 2 6.3
by Lithuanian 2 6.3
O Mongolian 2 6.3
a [Nigerian 2 63 -
o Botswara 1 31
— Bulgarian 1 3.1
o Cameroon 1 3.1
S Congo 1 3.1
= Ethiopia 1 3.1
v Irish 1 3.1
-l Philipinne 1 3.1
I Russian Federation |1 3N
=~ Slovakian 1 31
a Spanish 1 31
wn Ukraine 1 31
e Total 32 100
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RApioOLOGY/
PAEDIATRIC ULTRASOUND

PROFESSOR JAMES MC NULTY MD.FRCR{ENG)
DR. STEPHANIE RYAN FFR RCSI
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RADIOLOGY
Professor James McNulgy

The number of patients (adults and infants) has increased enormously in comparison with
5 years ago. This is due in part to increased numbers of admissions.

In paediatrics there was an increase in the number of babies with rare clinical syndromes
not seen previously in this hospital in the neonatal period. Most of these patients were
Irish nationals.

Infertility investigations have increased by a factor of 5 due in part to an increased number
of referrals and also partly due to changes in the methods of initial investigations for
infertility.

Computed Radiography (CR) has greatly aided all the work of the department.

PAEDIATRIC ULTRASOUND

Dr. Stephanie Ryan

2007 was a busy year in the Rotunda Hospital. Over 870 Paediatric ultrasound
examinations were performed on babies this year,an increase of 24% on the previous year.
Most of these examinations were cranial ultrasound examinations done in the Neonatal
Intensive Care Unit on babies of less than 32 weeks gestation at birth. There was further
growth this year in the number of hip ultrasound examinations performed. The hospital
is progressing towards adoption of ultrasound of the hip.in the screening of babies at risk
for developmental dysplasia of the hip. Dr Ryan continues te provide a dedicated extra
ultrasound list at the Children's Hospital for Rotunda out-patient babies. This has become
much busier with up to ten hip ultrasounds added to the already busy one morning per
week.

The MRI unit at the Children’s University Hospital, Temple Street, which has state of the
art neonatal monitoring equipment, continues to regularly scan neonates from the
Rotunda whether these are intubated and ventilated or not. This is particularly valuable
in the evaluation of the newborn with neonatal encephalopathy and adds very useful
additional information to the bedside ultrasound éxamination. MRI scanning was also
used for the evaluation of babies with hydrocephalus and those with brain and spinal
malformations.
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Information on neonatal imaging, radiographs, ultrasound and MRI, has been.an important
part of the constant feedback to the antenatal fetal diagnosis team. There has been a
steady increase in the number of fetal MRIs also done at Children’s University Hespital,
Temple Street for obstetric patients at the Rotunda, with 8 feral MRIs done this year on
Rotunda patients. This serves as an adjunct to fetal ultrasound in selected cases and
contributes information that leads to a change in prognosis and or management in a
significant number of patients. It is appropriate that this imaging be done at a paediatric
unit rather than an adult MRI unit.

Dr. Ryan is actively involved in training at several levels. Radiology SpRs from the RCSI
Training Programme spend two months at a time training in Paediatric Radiology at the
Children’s University Hospital at Temple Street. These SpRs are trained in Neonatal
Imaging at the Rotunda Hospital at Monday morning sessions. A Post-Fellowships
Radiology SPR at the Children’s University Hospital in 2006 also received training in the
Rotunda Hospital. Dr. Ryan gavé séveril lectures on Paediatric Radiology to Paediatric
Registrars and SHQOs as well as a lecture on Neonatal Neurcimaging to the Postgraduate
Neonatal Nursing course,

Dr. Ryan's publications this year included two chaprers in a book on radiological imaging
of the neonaral chest and a paper in conjunction Dr. Breda Hayes and
Dr. Mary King on Cerebral Palsy resulting from maternal trauma in pregnancy.

Dr. Ryan, with several Radiclogy and Paediatric Registrars, presented many papers at Irish
and International meetings.again this year on a variety of topics including Skull Fractures
in the Newborn and MR Imaging in Neonatal Encephalopathy. These studies were all well
received and generated much interest in work done in this Hospital. Dr. Ryan was pleased
to be invited to give a lecture at the study day to mark the retirement of Professor Tom
Matthews. She spoke on the role of neuroimaging in Obstetric medico-legal cases.

BOOK CHAPTERS:

l. S.Ryan: Embryology and Anatomy of the Neonatal Chest in Radiological Imaging
of the Neonatal Chest, Ed.V. Donoghue Springer 2nd edition 2007.

2. 5. Ryan: Postnatal Imaging of Chest Malformactions in Radiological Imaging of the
Neonatal Chest, Ed.V. Donoghue Springer 2nd edition 2007

OTHER PUBLICATIONS:

I Hayes B, Baker L, Alhajeri A, Ryan S, Lynch B Ischaemic Stroke in Children
Secondary to Post Varicella Angiopathy. Ir Med |, 2007; 101; 33(-333.

2. B Hayes, S Ryan, |BP Stephenson, MD King. Cerebral palsy after maternal trauma in
pregnancy. Developmental Medicine and Chiid Neurology 2007;49:700-706.

3 Onwuneme C,Abdallz K, Cassidy N, Hensey O, Ryan §. Radiological findings in
cyclical administration of intravenous pamidronate in children with osteoporosis.
Arch Dis Child 2007 Dec; 92(12): 1087.



PRESENTATIONS

Review of clinical presentation and course and neuroimaging in Alpers disease
British Paediatric Neurology Association Jan 2007.

Asphyxia in full term infants - is it preventable? B. Hayes, S. Mulvaney, M. King, S.
Ryan, M. Geary, T. Matthews. Joint faculty of Paediatrics and Irish Paediatric
Association Meeting May 2007, Limerick.

A case of spontaneous linear skull fracture in a neonate. L. Hickey, S. Ryan,
S. Gormally. Joint-faculty of Paediatrics and Irish Paediatric Association Meeting
May 2007, Limerick.

The Dentate Nucleus in Health and Disease A Mc Erlean K Abdalla.V Donoghue,
S Ryan. European Society of Paediatric Radiology Annual Meeting, Barcelona.
June 2007.

MRI of term infants with HIE as a predictor of follow up MRI findings and
neurological outcome. E Twomey, A Twomey, | Murphy, S Ryan,V Danoghue.
European Scciety of Paediatric Radiology Annual Meeting, Barcelona. June 2007.

The Dentate Nucleus in Children: Normal Development and Patterns of Disease.

A Mc Erlean, K Abdalla,V Donoghue, S Ryan. Radiclogical Society of North
America, Annual Meeting Chicago 2007. ‘

INVITED LECTURES

2

Clinical Audit in Radiology. Seminar in Mater Hospital March 2007 and HSE Task
Force April 2007.

The Role of Neuroradiology in Obstetric Medico-Legal Cases.
Prof Matthews Study Day, Rotunda Hospital. 8th June 2007 ”
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DEPARTMENT OF
MIiDWIFERY/NURSING

Sstssssunisunsbbibrennans enunune L N R N N R N Y Y

Midwives and nurses constitute the largest cohort of staff in the Rotunda Hospital.
It is the objective of the hospital to promote and support lifelong learning and
continuing professional development for staff. it is frequently challenging to
midwives and nurses to meet the needs of women and their families who artend
the hospital, given the diversity and complexity of these women and the restrictions
on resources available. In our 250th Anniversary of delivering care on this site with
many clinical areas accommodated in the original 1757 building these challenges are

- met-with-a-‘can do” approach. We are proud of the commitment'and dedication of
our staff and commend them for their overall standard of professionalism.

Recruitment and retention of Midwifery Students and Midwives and Nurses is a
major focus for the hospital. Joint recruitment initiative with the National Maternity
Hospital and the Coombe Women's Hospital to recruit midwives from Germary
continued and was successful in filling a number of vacancies. There were a number
of national and UK recruitment drives and several applications were received from
other European and worldwide countries.

As always the Hospital appreciate the commitment of the midwifery students who
remained as staff midwives following their training and hope the experience they
gain in the hospital will give life-long benefits. New staff are welcome and we hope
they have a successful and fulfilling career in the hospital.

STAFFING

MISS PTREANOR DIRECTOR OF MIDWIFERY/NURSING

Ms. K. Ruddy Assistant Director of Midwifery and Nursing with
responsibility for Delivery Suite / Theatre!/ Gynae /
Prenatal / Admission Room / Parentcraft Deparument
f Lactation f FAU./ D.C.U./ Ultrasound / Bereavement
Support.

Ms. P Williamson Assistant Director of Midwifery and Nursing with
responsibility for N.L.C.U. / Paediatric Services / Q.PD./
Postnatal / Mental Health / C.5.5.D.

Ms. M. Philbin Assistant Director of Midwifery/Nursing with
responsibility for Continuing Post-Registration Education
{ Maternity Care Assistants.

Ms B. Beirne-Moore Part-time Assistant Director of Midwifery/Nursing with
responsibility for liaison with claims management, medical
social work department and Health Promoting Hospitals
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Ms G. Farren Part-time Practice Development Co-ordinator
(resigned in August 7007}

Ms.A. O'Byrne Part-time Practice Development Co-ordinator
Ms. M. Gannen Night Superintendent
Ms. G. Birrane. Night Superintendent
Advanced Nurse Practitioner (Neonatology) 2
Clinical Placement Co-ordinator (BSc midwifery) 2
Allocations Officer (BSc midwifery) I
PGDM Clinical Co-ordinator J
CMM 3 5
CMM 2 16
CMMI 45
CMS/CNS 14
Skills Facilitator 2
Staff Midwives 126
Staff Nurses 67
Student Midwives 48
Maternity Care Assistants 33
Midwives and Nurses Midwifery Students
55 23
TOTAL: 78
Midwives and Nurses Midwifery Students
34.9 26
TOTAL: 60.9

RETIREMENTS

Ms Loretta McCallion CMM1 retired on 19th January 2007. Loretta joined the staff of the
Rotunda in April 1990 and worked through out the hospital during her time here,

Ms Geraldine Carlon CMMI retired on 28th February 2007. Geraldine joined the staff in
the Rotunda in September 1976 and worked in all areas during her time here.

Loretta and Geraldine are extended best wishes for a long, happy and healthy retirement,

SERVICES PROVIDED BY MIDWIVES AND NURSES.

The midwifery staff provide a wide range of support and care to women throughout their
pregnancy, birth and postnatal period. These services include antenatal examinations and
advice in a variery of clinical settings: Preparation for Parenthood Education; Ultrasound
Examination; advice and examination in the emergency room; lzbour support and advice;
postnatal care and advice including breast feeding support and support for those who are
suffering from postnatal depression; family planning advice,
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Nurses and midwives care for babies when they are sick and give help and support to
mothers to enable them to care for their new baby. Women with Gynaecclogical
problems are cared for as outpatients, day patients or inpatients.

Theatre staff support both the pregnant woman undergoing a caesarean section and the
woman having a gynaecological procedure.

Both nurse and midwives support women who are bereaved either by a miscarriage in
early pregnancy loss or the loss of a baby later in pregnancy or after the birth. We aim to
ensure this time of loss is made as bearable as possible for women and their families.

During 2007 the activity of the hospital increased drarmatically with an overall year increase
of 15%. This increase placed enormous pressure on all grades of staff including midwifery
and nursing. By the end of the summer we had experienced the highest delivery rate for any

~given month with 833 deliveries in August. In September 2007 a paper on midwifery and

nursing staffing needs was prepared as part of a joint submission berween the three Dublin
Maternity Hospitals to the HSE. This submission was made on foot of serious concerns
around resources to cope with the increasing workload in all the hospitals.

COMMUNITY SERVICES .

The Retunda Hospital currently has direct maternity care links in the community through
antenatal clinics and the DOMINO and Early Transfer Home schemes. We offer
community based booking and review dinics, which are either midwife only or midwife
and medical staff clinics, depending on the location.

EARLY TRANSFER HOME SERVICE (ETH)

ETH describes home-based postnatal care provided to women who opt 1o leave hospital 6-
24 hrs following uncomplicated childbirth. Following discharge from the hospital, the Midwife
will visit at home for 5-7 days as required, providing postnatal care, support and advice.

In November 2007 the hospital expanded the ETH service to women living within the
hospital catchment area i.e. within a ten-mile radius of the hospital on the north side of
the city. The new ETH team consists of one CMM2 and three midwives seconded form
the wards for a period of 8-10 months. The expansion of this service facilitates the
hospital in managing its activity, It is planned to expand this team further in 2008,

DOMINO

In 2007, a towal of 436 women booked for care with the DOMINO Midwifery team. The
DOMINO team provides all aspects of antenatal care including offering home booking and
subsequent home visits where appropriate. The team also offers parent education to women
within the service. The team provide antenatal cfinics in both Finglas and Cabra on a weekly
basis. There is also a DOMINQO antenatal clinic every Friday evening held at the Rotunda
Hospital.

The Midwives aim to be available to care for these women during labour and birth, with
a midwife from the team on night duty in the delivery suite. Following the birth, the
mother and baby are discharged home, usually within 12-18hrs. The DOMINO team then
provide care, advice and support at home for up to 7 days on all aspects of postnaral care
and the health and development of the newborn.



COMMUNITY ANTENATAL CLINICS

Booking and review clinics are held in the following Health Centres, Swords, Roselawn
(Blanchardstown), Finglas and Cabra. The Swords and Blanchardstown clinics are
conducted by midwives and are held in the évening to facilitate women who have difficulty
getting to clinics during the day. Day time clinics are held by.the DOMINO team in Finglas
and Cabra. Review only clinics are held in Cooclock and Ballymun Health Centres At which
both midwives and hospital docters attend. It is hoped to expand outside clinics to other
areas during 2008.

MENTAL HEALTH SUPPORT

The Mental Health Support Midwife, Margaret Sheridan, continues to provide appropriate
care for women with emotional distress and mental health disorders in pregnancy and
following delivery. The service provides a flexible. opportunistic and client centred approach.

The Mental Health Support Midwife provides four cfinic sessions per week. She also meets
patients with a history of anxiery and depression as inpatients either antenatally or postnatally.

Liaison with local services in the community is another important aspect of this service.

Responding to womens’ needs, involving them in their care and creating a climate in which
women, their partners and caregivers feel free to discuss the emotional impact and the
practical implications of parenthood are important steps towards promoting the
psychological well being of women and their families.

The support midwife works closely with the liaison psychiatrist.

Support and information is sometimes provided over the phone wheén appointments are
not practical or appropriate. In this way specific problems may be dealt with promptly with
timely referral to appropriate local services.

To highlight the prevalence of perinatal mental health issues the Mental Health Support
Midwife is actively involved in the training of midwife students and other staff to enable
them recognize those women in need of extra support

Women are offered an opportunity to complete the Edinburgh Postnatal Depression
Scale questionnaire postnatally on the day of discharge. The GP and Public Health Nurse
are informed on the score. This helps highlight a group vulnerable for postnatal
depression who can be followed up more closely.

There were 582 attendances at the support midwife clinic in 2007_A further 1263 reviews
took place at ward level; this includes new and follow up reviews.

LACTATION SERVICES

As the first Dublin maternity hospital to achieve the Baby Friendly Hospital Initiative
accreditation award it is the Rotunda Hospital policy to continue to protect, promote and
support breastfeeding as the optimum way for mothers to feed their babies.

ANTENATAL SUPPORT

Breastfeeding informaticn is given on an individual basis as required in the antenatal clinics.
Pregnant women and their partners attending antenatal education provided by the
Rotunda Hospital are informed of the benefits and management of breastfeeding.
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LABOUR WARD

Skin. to skin contact is policy for all mothers including those following caesarean section,
unless there is a medical contradiction.

Initiation of breastfeeding is encouraged within the first half hour of delivery.

POST NATAL
tndividual assistance and support with early breastfeeding problems is available by ward
staff and by a lactation specialist when necessary.

FOLLOWING DISCHARGE

. A drop in service for mothers with breastfeeding issues is available from Monday
to Friday. _ )
'» =~ ~Phone’line service is available Monday to Friday for counselling and advise.

. Breastfeeding support group held every Thursday 11.30 — 12.30 hrs
. Community links are made with Public Heaith Nurses and General Practitioners
and Voluntary support groups and mothers are referred to them.

BREASTFEEDING COMMITTEE MEETINGS 07
This is a multi disciplinary committee and includes members from voluntary breastfeeding
support groups. There were 4 meetings held, during the year.

20HR BREASTFEEDING TRAINING COURSE 07
There were three breastfeeding training courses held during the year. Twenty nine
midwives /nurses and one social worker attended the courses.

BREASTFEEDING EDUCATION WORKSHOPS 07

. Breastfeeding lectures are included in all orientation days for all new staff

. Three Breastfeeding refresher courses were held and attended by
eighteen midwives/nurses'

. Lectures were given to Medical students

. Lectures were given to students attending the Higher Diploma in Neonatal
Aursing course

. Lectures were given to Paediatric and Obstetric Doctors as part of their

orientation programme,

NATIONAL BREASTFEEDING WEEK
An information stand was held in the front hall for staff and mothers. Staff also actended
the national breastfeeding conference in Croke Park conference centre

BREASTFEEDING STATISTICS
Breastfeeding Initiation Rates - 61%
Breastfeeding Discharge Rates — 56%

STAFF
Ms.Maura Lavery  Clinical Midwife Specialist - 0.5WTE
Ms.Aisling Bhreathnach Clinical Midwife Specialist — 0.5WTW



PARENT EDUCATION AND FAMILY PLANNING DEPARTMENT

The parent education team, Ms. Margaret Merrigan Feenan and Ms. Carmel Kearns {both
CMM2%), provide an extensive range of ediication sessions including Parent Education and
Family Planning Advice to both in-patients and out-patients.

PARENT EDUCATION

The parent education sessions aim to convey positive messages for parents regarding their
role in the development of healthy children and their lifestyles. This is achieved by woman-
focused sessions with the role of the father emphasised throughout. Sessions also
educate expectant women jn issues relating to pregnancy, labour and the immediate
postnatal period. Information is provided to inform parents where to source support and
resources when they go home with their new baby.

There were 5831 attendances-at formal Parent Education classes during 2007 A further
164 attended separately for a Delivery Suite tour. There were 12 attended for individual
instruction.

Special education sessions are organised-for groups with identified needs including:

. Teenagers. a total of 82 teenagers atrended up to July 2007. After this time midwife
Debbie Page, liaison teenage midwife, commenced with this education.

. People with hearing disabilities.

. People with sight disabilities.

. People with language difficulties.

FAMILY PLANNING

Family planning information is included in the parent education programme. In-patients
are seen for a brief discussion on fertility, contraception and the services avaifable. The
Family Planning Clinic continues on a Thursday morning. At the clinic contraception and
other healthcare issues are discussed such as:

. Pre-conceptual care.

. Breast examination.

. Cervical smear tests.

. Sexual and reproductive health.
. Scerilisation.

Ms Margaret Merrigan-Feenan provides education on natural family planning methods
with individual instruction to patients and also to doctors who are completing the Family
Planning Course."Breakfast Meeting Talks” on artificial contraception methods were also
arranged for doctors.
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BEREAVEMENT SUPPORT

The loss of a baby before and shortly after birth is one of the most painful experiences
imaginable.¥When a baby dies, parents feel that a vital part of them is lost. There is a feeling
of loss of future hopes and dreams for these parents and their families.

Midwives/nurses and other multidisciplinary team members continuously respond to the
needs of parents and families on their grief journey by providing sensitive and
comprehensive support in a competent and compassionate manner. The uptake of the
follow up support for parents continues to be successful through the Miscarriage,
Bereavement, Recurrent Pregnancy Loss and Fetal Anomaly Clinics. These specific clinics
afford bereaved parents the necessary support for their individual needs. Furthermore,
‘the bereavement support midwife or the deputy is always available to provide any
additional support required by parents and families.

There is 2 monthly induction programme for new staff that includes an introduction to
the management of the bereaved parents and their families. The plan in the future is to
have ongoing education .and training for all staff responsible for the care of bereaved
families to facilitate ongoing high quality care for these families.

HEALTH PROMOTING

The Rotunda Hospital is a committed member of the Health Promoting Hospitals
network and continued work in this area throughout 2007. In 2007 funding was provided
for the establishment a smoking cessation service. Mary Molloy a part time midwife was
engaged 1o develop this service that is aimed at both staff and patients.

The Occupational Health MNurse continues to provide. staff with support to promote
better health.

EDUCATION )

MIDWIFERY

The Rotunda Hospital and the University of Dublin, Trinity College its academic partner for
midwifery education have continued to work closely to ensure the high standards of
previous years are maintained and improved upon.

The BSC Midwifery programme that commenced in 2006 continued to be supported.in the
hosgital. Some students on the programme in Trinity College are artached to the Rotunda
Hospital for clinical experience. Specialist experience including aspects of general nursing
will be facilitated by external agencies or hospitals.

The Postgraduate Diploma in Midwifery (2 years) group that commenced in September 2006
is the fast group to undertake that model of training. From September 2007 the postgraduate
programme will be a Higher Diploma in Midwifery Studies of |8 months duration.

Midwifery students form a large cohort of our midwifery staff and we are glad that so many
choose to remain on staff on completion of the programme.
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NEONATAL EDUCATION

The Higher Diploma in Nursing (Necnatal Intensive Care) programme is run jointly
between the 3 Dublin Maternity Hospitals and the RCSI. This programme continues to be
successful with 4 of our neonaral staff nurses undertaking the programme this year. We
wish them every success with their studies.

HIGHER DIPLOMA IN NURSING

(SEXUAL ASSAULT FORENSIC EXAMINATION)

This Higher Diploma in Nursing prograrmme was commenced in December 2007 as a
national programme designed to educate and train qualified nurses in the Forensic
Examination and reporting of victims of sexual examination.The programme is a tripartite
arrangement between the HSE, the RC3l and the Rotunda Hospital. A total of 8 nurses
have been selected to undertake the programme with the objective of being attached to
the Sexual Assault Treatment Units either currently in existence or being developed
throughout the country. The current units are in The Rotunda, Cork, Waterford and
Lecterkenny and new units are to be developed in Mullingar and Galway.A Clinical Course
Co-ordinator is to be appointed and will be based in the Rotunda Hospital. Two of the 8
students are also based in the Rotunda and it is planned to appoint them as Clinical Nurse
Specialists on successful completion of the programme.

MATERNITY CARE ASSISTANTS

The maternity care assistants continue to play a pivotal role in assisting midwifery and
nursing staff ar ward level. They are important members of the team and have contributed
with energy and commitment to the work associated with the Decontamination and
Hygiene Audits in 2007.

In 2007 The Rotunda Hospital was awarded a Quality Assurance Agreement from FETAC.
This agreement ensures that the hospital can continue to officially provide courses leading
to FETAC awards with a reassessment of status every five years. Four Maternity Care
Assistants successfully completed the FETAC validated Healthcare Support Programme in
2007 and were awarded certificates at a ceremony held in the Board Room. Ve
congratulate them and wish them continued success with future educational endeavors.

The role of the Maternity Care Assistant is a very important one and in 2007 the hospital
and union representatives undertook an internal joint review of that role with Ms Janet
Hughes, Rights Commissioner, chairing the sessions. This review will assist the hospita! to
enhance the role of the maternity care assistant into the future.

EXTERNAL PLACEMENTS

The Hospital continues to support Obstetric Placements for BSc Nursing Students from
Dublin Ciry University. Midwife teachers delivered the theoretical component of the
programme in Dublin City University prior to their transfer and the Practice
Development Unit staff will continue this function. In 2006, approximately 120 students
attended the Rotunda for a two-week practice placement. Paediatric student nurses from
the Nartional Children’s Hospital, AMNCH are also facilitated for a MNeonatology
placement A number of midwifery students from MNorthern Ireland, England and some
European countries were also facilitated with placements to meet their educational
requirements..
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ONGOING EDUCATION AND PROFESSIONAL DEVELOPMENT

Midwives and nurses are continually encouraged to continue their professional knowledge
and develop their skills. In 2007 2 total of 952 study days were supported both internally
and externally. In house courses included manual handling, adult life support, neonatal
resuscitation, breastfeeding support, IV cannulation, and fire drills.

An application to The National Council for the Development of Nurses and Midwives was
successful in securing funds to develop a “Skills and Drills” type programme for staff
working in the Delivery Suite. Mary Whetan undertock this project and with support from
both midwifery and medical colleagues is progressing the development of a manual 1o
support the programme.

CENTRE FOR MIDWIFERY EDUCATION

The Centre of Midwifery Education (CME} was established as recommended .in the
Report of the Expert Group on Midwifery and Children’s Nursing Education. The function
of CME is ro support continuing midwifery education for the Dublin area. The board of
management for the CME is comprised of the Directors of Midwifery and Nursing form
the three Dublin Maternity Hospitals and the Director of Nursing from the Nursing and
Midwifery Planning and Development Unit in the Dublin Mid Leinster Region.The centre
is located at the Coombe YWomen's Hospital and Ms Ann Mulhall was appointed as Acting
Director in December 2007. We look forward 1o developing the centre to support the
developmenta! needs of midwives in the greater Dublin area.

RESEARCH GRANT FROM DUBLIN CITY COUNCIL

Funding was secured from Dublin City Council Community Gains Grants to support
research into the Rotundas response to local womens' needs. This research is being
conductéd by Trinity College, Dublin and we look forward to the report in 2008.

CHAPLAINS

tt was with regret that the Hospital received the news that Fr Kit Sheridan was being
transferred to other duties in the Dioceses. Fr Kit was with the Rotunda for over 14 years
and he will be missed by all saaff and many of our women and famifies who had come to

know him during his years here. Canon Tom Haskin remazined as the Church of Ireland
Chaplin during 2007.

Our annual Carol Service held on December 12th in 2007 was a special celebration of
our 250 years of delivering care and spiritval support to patients and staff. We were
privileged to have the Palestrina Choir from St Mary'’s Pro-Cathedral. | would like to thank
Canon Flaherty, Blanaid Murphy the choir conductor, David Grealy organist, the choir and
their families for attending and contributing to the special nature of our Carol Service,

I would like to thank both our Chaplains and all other religious ministers who supported
the Hospital throughout 2007 for their dedication and atention to women, their babies
and families and to suaff.



CONCLUSION

In conclusion | wish to thank the Board of Governors, the Master Dr Michael Geary and
Secretary General Manager Mr Fintan Fagan and all hospital staff for their continued support
during 2007. 1 also wish to acknowledge all external agencies who have continued to support
me during the year.
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RovaL CoLLEGE oF SURGEONS IN | RELAND
Dert. of OBsTETRICS & GYNAECOLOGY

I.DEPARTMENT STAFF

PROFESSOR AND HEAD OF DEPARTMENT
Fergal D. Malone MD, FACOG, MRCOG, FRCPI

CONSULTANT SENIOR LECTURER

Paui Byrne MD,FRCOG,FRCPI .. - -

HONORARY CLINICAL PROFESSOR
Michael Geary MD, MRCOG, MRCPI

HONORARY CONSULTANT SENIOR LECTURERS
Carole Barry-Kinsella MD, MRCOG

Mary Holohan MRCOG

Edgar Mocanu MRCOG

SPECIALIST REGISTRAR LECTURERS
Fionnuala Breathnach MRCOG {(until June 2007)
Karen Flood MRCOG (from July 2007)

Soha Said MRCOG

CLINICAL RESEARCH STAFF
Ann Fleming (Midwife Sonographer)
Fiona Manning (Research Manager)
Grainne Mc Sorley (Research Nurse)

ADMINISTRATIVE STAFF

Declan Keane, MBA (Business / Administrative Manager)
Karen McMahon (Administrative Assistant, Grade 4)
Suzanne Kehoe (Administrative Assistant, Grade 3)



2. PATIENT SERVICES

The RCS| Department of Obstetrics and Gynaecology continues to provide a core
supportive commitment to the Rotunda Hospital Fetal Medicine / Prenatal Diagnosis Unit,
including the provision of a full range of advanced fetal therapeutic procedures. The RCSI
Deparument also provides support clinical services for Team B within the Hospital. Notable
clinical features during 2007 included:

. a significant increase in number of prenatal diagnostic procedures, such as chorionic
villus sampling (CVS) and amniocentesis

. a significant increase in number of intrauterine fetal therapeutic procedures, including
fetal transfusions for Rhesus and platelet allcimmunisation, and treatment of fetal
bladder outlet obstruction

. a significant increase in number of fetoscopic laser surgical procedures for twin-to-
twin transfusion syndrome, which is Ireland’s first such centre for such therapy

. Ireland’s first successful EXIT procedure for a fetal obstructive airway mass

To solidify the systematic approach and back-up for intrauterine fetal surgical procedures,
Prof.Malone was appointed an Honorary Consultant Obstetrician at Kings College Hospital
London, where he works jointly with Prof. Kypros Nicolaides, a world leader in this area, to
treat frish patients affected with rare fetal complications.

Additionally, the RCSI Fetal Medicine Centre continues to evolve as a rapid access stand-
alone facility designed to provide a full range of advanced obstetric ultrasound services,
including rapid prenatal serum screening with the latest Kryptor maternal serum analyser,
the first of its kind in lIreland. A total of 3,055 obstetric ultrasound examinations were
performed at the RCSI Fetal Medicine Centre in 2007, which represents a [50% increase
since opening in 2006.This included 573 patients attending for first trimester screening for
fetal aneuploidy at Ireland’s first OSCAR clinic (One Stop Clinic for Assessment of Risk}. This
unique clinic provides patients with nuchal translucency sonography and maternal serum
marker assessment in a single visit, with screening results typically provided within one hour,
thereby allowing patients the option for immediate invasive diagnostic testing, all within the
same visit. The Centre also provides serum screening laboratory support for a number of
other [rish centres, with a total of 577 serum samples submitted for analysis. In addition, a
rotal of 614 patients atended for detailed fetal anatomical evaluation for suspicion of fetal
abnormalities, with 42 major structural malformaticns managed at the Centre. The Centre
also continues to play an active role in ultrasound teaching, through the Masters course in
Diagnostic Imaging ac UCD.
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3. TEACHING

Two hundred students participated in the 'RCS| Obstetrics & Gynaecology and
Neonatology clinical rotations in 2006/2007, and a further 200 RCS| students in
2007/2008. The RCSI Department of Obstetrics and Gynaecology at the Rotunda has a
teadership role in providing teaching and assessment for undergraduates at the Rotunda,
Coombe Women's Hospital, National Maternity Hospital, Qur Lady of Lourdes Hospital
Drogheda, Midland Regional Hospital Mullingar, St. Luke's Hospital Kilkenny, and Waterford
Regional Hospital. Eighty four of these students attended the Rotunda Hospital for clinical
artachments in the Academic year 2006/2007, and a further 60 attended in 2007/2008.
These students participated as sub-interns on the hospitals wards and in clinics,
contributing significantly to the mission and function of the hospital, while providing
increasingly positive feedback on their learning experiences.

4. RESEARCH OUTPUT

A) Research Grants and Awards:
Science Foundation Irefand
- Stokes Professorship Clinical Scientist Recruitment Programme
- E Malone, MD, Principal Investigator
- Total support €1,170,000
- 2007 - 2012

Health Research Board, Ireland
- Perinatal Ireland Research Consortium Supplementary Funding
- . Malone, MD, Principal investigator
- Total support €499,000
- 2007 - 2011

Friends of the Rotunda Hospital, Dublin, Ireland
- Placentai Macro-Pathology and Micro-Pathology in Discordant Twins
- F. Malone, F. Breathnach, ). Gillan, Co-Principal Investigators
- Total support €146.000
- 2007 — 2009

B) Scientific Publications — Peer-Reviewed Journals

Ball RH, Caughey AB, Malone FD, Nyberg DA, Comstock CH, Saade GR, Berkowitz RL,
Gross §), Dugoff L, Craigo SD. Timor-Tritsch JE. Carr SR, Wolfe HM, Emig D, D'Alton ME.
“First and Second Trimester Evaluation of Risk for Down Syndrome: A Cost-Utility Analysis™.
Obstetrics & Gynecology, 110:10-17, 2007, '

Belogolovkin V, Eddleman KA, Malone FD, Sullivan L, Ball RH, Nyberg DA, Comstock CH,
Hankins GD, Carter S, Dugoff L, Craigo SD, Timor-Tritsch [E, Carr SR, Wolfe HM, D'Alton ME
“The Effect of Low Body Mass Index on the Development of Gestational Hypertension and
Preeclampsia”.

Jaurnal of Maternal Fetal and Neonatal Medicine, 20:509-513, 2007.




Breathnach FM, Malone FD, Lambert-Messerlian G, Cuckle HS, Porter TF, Nyberg DA,
Comstock CH, Saade GR, Berkowitz RL. Gross §), Dugoff L. Craigo SD, Timor-Tritsch IE,
Carr SR, Wolfe HM, Tripp T, Bianchi DW, D'Alton ME.

“First and Second Trimester Screening: Detection of Aneuploidies Other than Down
Syndrome™.

Obstetrics & Gynecology, 1 10:651-657, 2007,

Breathnach F Tuite D}, McEniff N, Byrne F, Geary M P.

“Uterine artery embolisation as an interval adjunct to conservative management of
placenta praevia”.

Journal of Obstetrics and Gynecology, 2007 27:2, 2007.

Bukowski R, Smith GC, Matone FD, Ball RH, Nyberg DA, Comsteck CH, Hankins GD,
Berkowitz RL, Gross 5, Dugoff L, Craigo SD, Timor-Tritsch IE, Carr SR, Wolfe HM, D’Alton ME.
“Feral Growth in Early Pregnancy and Risk of Delivering Low Birth Weight Infant:
Prospective Cohort Study.”

British Medical Journal, 334:836, 2007.

Bukowski R, Smith GC, Malone FD, Ball RH, Nyberg DA, Comstock CH, Hankins GD,
Berkowitz RL, Gross 5, Dugoff L, Craigo SD.Timor IE, Carr SR, Wolfe HM, D’Alton ME.
*Human Sexual Size Dimorphism in Early Pregnancy”.
American Journal of Epidemiology, 165:1216-1218, 2007,

Canick JA, Palomaki GE, Lambert-Messerlian GM, Malone FD, D'Alton ME.
“Comparison of Serum Markers.in First-Trimester Down Syndrome Screening”.
Obstetrics & Gynecology, 109:783, 2007.

Dolan 5M, Gross 5. Merkatz IR, Faber V, Sullivan LM, Malone FD, Porter TF, Nyberg DA,
Comstock CH, Hankins GD, Eddleman K, Bugoff L, Craigo 5D, Timor-Tritsch 1, Carr SR,
Wolfe HM, Bianchi DV, D'Alton ME.

“The Contribution of Birth Defects to Prematurity and Low Birthweight”.

Obstetrics & Gynecology, 110:318-324, 2007.

Eddieman KA, Malone FD.
“Pregnancy Loss Rates After Mid-Trimester Amniocentesis™.
Obstetrics & Gynecology, 109:452-453, 2007.

Eddleman KA, Malone FD.
“Pregnancy Loss Rates After Mid-Trimester Amniocentesis”™.
Obstetrics & Gynecology, 109:1204. 2007

Lynch C, Malone FD.

“Prenatal Screening and Diagnosis: Practice Patterns and Knowledge in Contemporary Irish
Obstetric Practice™

Irish Medical fournal, 100:405-407, 2007,

Malone FD, Eddleman KA.
“Procedure Related Complications of Amniocentesis and Chorionic Villus Sampling”.
Obstetrics & Gynecology, 110:1425-1426, 2007,

Malone FD, Eddleman KA,
“Pregnancy Loss Rates After Mid-Trimester Amniocentesis’
Obstetrics & Gynecology, 109:780-781, 2007.
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Nagalla SR, Canick JA. fJacob T. Schneider KA, Reddy AP, Thomas A, Dasari S, Lu X, Lapidus JA,
Lambert-Messerlian GM, Gravett MG, Raoberts CT, Luthy D, Malone FD, D'Alton ME.
“Proteomic Analysis of Maternal Serum in Down Syndrome: Identification of Novel Protein
Biomarkers".

Journal of Proteome Research. 6:1245-1257, 2007.

Rouse DJ, Caritis SN, Peaceman AM, Sciscione A, Thom EA, Spong CY,Varner M, Malone F,
lams )D, Mercer BM, Thorp ], Sorckin Y, Carpenter M, Lo J, Ramin $, Harper M, Anderson G.
"ATrial of 17 Alpha-Hydroxyprogesterone Caproate to Prevent Prematurity in Twins”.
New England Journal of Medicine, 357:454-461, 2007.

Simpson LL, Malone FD, Bianchi DWV, Ball RH, Nyberg DA, Comstock CH, Saade G, Eddleman
K. Gross §], Dugoff L, Craigo SD, Timor-Tritsch IE, Carr SR, Wolfe HM, Tripp T, D'Alten ME.
“Nuchal Translucency and the Risk of Congenital Heart Disease: A Population Based
Screening-Study". - - - -
Obstetrics & Gynecology, 109:376-383, 2007,

Simpson LL, Malone FD, Saade GR, D'Alton ME.
“Nuchal Translucency and Congenital Heart Disease”.
Obstetrics & Gynecology, 109;1456-1457, 2007.

Wapner RJ, Sorokin Y, Mele L, Johnson E Dudley D), Spong CY, Peaceman AM, Leveno K],
Malone F, Caritis SN, Mercer B, Harper M, Rouse DJ, Thorp |M, Ramin S, Carpenter MWV,
Gabbe 5G.

“Long-term outcome after repeat doses of antenatal corticosteroids.”

New England Journal of Medicine, 357:1190-1198, 2007.

C) Scientific Publications — Book Chapters and Other Journals

Breathnach FM, Malone FD.
"“Screening for Aneuploidy in First and Second Trimesters: Is there an Optimal Paradigm?”
Current Opinion in Obstetrics and Gynecology, |9:176-182, 2007.

Breathnach FM, Fleming A, Malone FD.
“The Second Trimester Genetic Sonogram”.
American Journal of Medical Genetics Seminars in Medical Genetics, 145:62-72, 2007.

Malone FD, B’Alton ME.

“First Trimester Screening for Down Syndrome™ in High-Risk Pregnancy, by Queenan,
Chescheir, Hankins and Mercer, |st Edition,

American College of Obstetricions and Gynecolagists, 2007, p 3 — I5.

Malone FD.

“First and Second Trimester Screening for Aneuploidy™

in Monagement of High Risk Pregnancy. by Queenan, Spong and Lockwood, 5th Edition,
Blackwell Science, 2007,p 72 — 77.

Said S, Geary MP.
“Prevention of Obstetric Haemorrhage”.
Fetal and Maternal Medicine Review, |8:257-288, 2007.



D) Invited Lectures and Oral Scientific Presentations:

Malone FD:

“Screening for Fetal Aneuploidy at |1 to 14 Weeks”

— 17th World Congress on Ultrasound in Obstetrics and Gynecology, Florence, lualy,
October 2007

Malone FD:
“Fetal Health — The Importance of Multidisciplinary Care™
= Annual Connolly Hospital Lecture, Connolly Hospital, Dublin, Ireland, May 2007

Malone FD:

“Prenatal Screening Should be Funded by the HSE”

= Hor Topics in Fetal Medicine Conference, National Maternity Hospital, Dublin, Ireland,
January 2007

Said S:

“Prenatal Diagnosis of Fetal Tongue Teratoma Foilowed by Successful Extra-Uterine
Intrapartum Treatment (EXIT).”
Royal Academy of Medicine, Prize Winner, 2007

Said $:

“Pregnancy Choices Following Prenatal Diagnosis of Aneuploidy in a Setting in Which
Elective Pregnancy Terminaticn is Not Locally Available.”

17th World Congress on Ultrasound in Obstetrics and Gynecology, Florence, Italy,
October 2007
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Human AssisTED REPRoDUCTION IRELAND

-------------------------------------------------------------------------------------------

DIRECTOR
Michael Darling MD. FRCOG.

CONSULTANT
Edgar Mocanu CCST, MRCOG, PgD in Ethics (Keele)

QUALITY MANAGER
Padraig Kelly

CLINICIANS

" Hanora Ryan MRCOG
Umme Salma -MRCOG (Up to March 2007)
Helen Spillane MRCOG.(Up to May 2007)
Manal Younis. MRCOG (Up to June 2007)

ort 2007

c

ROTUNDA HOSPITAL Clinical R

Syeda Zaibunnisa MRCOG (From January 2007)
Tawfik El-Hantati MRCOG (From july 2007) ™.
Ludmyla Shkrobot (From June 2007-December 2007 Part-time)

LABORATORY
Declan Keane MSc. MBA.

AW Kathleen Waite BSc.

Ciara Hughes MSc.
Jemma Matthewson BSc., MSc.
Lisa Burke MSc.

NURSES

Benny Hennelly SRN. SCM. Sr.
Joan Keily SRN. SCM. MBA..
Bronagh Murphy SRN.SCM. BNS.

COUNSELLORS
Bonnie Maher M.Psych.Sc., MIACT.
Joan Hamilton SRN., Dip.C (TCD)

ADMINISTRATION
Marie-Louise Brennan MBA.
Sue Ryan.

Deirdre McCarthy

Natasha O'Sullivan
Adrienne Coote

Suzanne Naughton
Laura Behan

HOUSEKEEPING
Ann Mulligan
Christina Hopkins

Wendy Griffin MSc.

John Furlong. MSc. (Up to fanuary 2007)
Maurizio Poli. M5c.

Karen Deignan MSc.

Katarzyna Gulezynska MSc.

(From June 2007)

Teresa Woods SRN. SCM.
Kicty Lowry SRN. SCM. SRCN.
Linda Finnamore. SRN. SCM.

Helga Behan. Dip.C (TCD)
Roisin Venables (From August 2007)

Eimear Dempsey (Part-Time)
Maureen Redmond {Part-Time)
Moira Carberry (Part-Time)
Mary Broderick (Part-Time)
Karen McMahon {Part-Time)

Michelle Kelly Nurses Aide



l. SERVICE

The year 2007 continued the steady increase in the number of patients actending HARI, cycles
of treatment started (Figure 1) with a concomitant improvement in success rates (Figure 2).

Figure 1. Cycles of treatment started

T
FzT
02007
IC8! #2008
(12605
IVF
[
] T ]
0 200 40 600 800

This is a tribute to the dedication, hard work and passion of each and every member of
staff. | would like to thank all HARI.staff for their individual and collective input towards
bringing the joy of a child to so many couples.

Figure 2. Clinical pregnancies

EI
m2007
IcS) — = 2006
02005
v |

50 100 150 200 250

During 2007, under the guidélines of the Medical Council, the HARI Unit provided follicle
tracking with or without ovarian stimulation {anti-oestrogens, FSH), artificial insemination,
IVF, ICSI, testicular biopsy, embryo and oncology gamete or embryo cryopreservation.

The smooth provision of services at HAR| would not be possible without the enormous
contribution of so many hospital departments. | would like to thank them for their
continuous SUpport.

2, OUTCOMES OF TREATMENT

Of the 587 couples invited to atrend the evening information session 54| new patients
attended HARI for interview during the year. In these |2 months, 1243 cycles were
undertaken, 588 IVF, 305 ICS) and 350 frozen. Of the 893 fresh cycles commenced 766 had
oocytes collected (IVF 489, 1CSI 277). The stimulation efficiency rate was 85.8% (766/893).
Zygotes were transferred in 982 cycles (IVF 430, ICS 256 and frozen 296) cases. The
laboratory processing rate was 88%(982/1116). A wowl of 419 clinical pregnancies were
achieved, 332 in the IVF and ICSI cycles and 87 in the frozen zygote transfer cycles.

The fertility profile of couples attending HARI is presented below. The mean ages were
36.1years for females and 38.7years for males. The mean duration of infertility of those
undergoing fresh cycles was 3.5 years and 55.5% had primary infertilicy. The main indications
for therapy were male factor (37%}. tubal and endometriosis (25%). unexplained (27%).
anovulation (5%) and others (6%).
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PREGNANCY RATES

Pregnancy rates shown are clinical pregnancy rates. Take home baby rates are always one
year behind, the figures shown are therefore purely for the year 2006, calculated from the
throughput of these year alone, The terms used are defined below:

Clinical Pregnancy = all cases where an intrauterine visible pregnancy sac has been identified.

Clinical Pregnancy Rate per Cycle Started = number of clinical pregnancies per
number of patients that commenced therapy.

Clinical Pregnancy Rate per Qocyte Recovery = number of clinical pregnancies per
number of patients that had an oocyte recovery.

Clinical Pregnant Rate per Zygote Transfer = number of clinical pregnancies per
number of patients that had zygotes transferred.

Delivery Rate = number of delivery episodes of babies weighing more than 500grams
{per cycle started, per oocyte recovery, per zygote transfer).

The above described rates are presented in a tabular form in the five tables to follow.

TABLE I. CLINICAL PREGNANCY RATES 2007.
Overall Overall IVF 1CSl FZT
n=1243 fresh n =588 n =305 n=350
419) n=893 {zi1) (121) (87
Per Cycle Started 33.7% 37.2% 35.9% 39.7% 24.9%
Per Oocyte Recovery  43.3% 43.3% 43.1% 43.7% -
Per Zygote Transfers 42.7% 48.4% 19.1% 47.3% 29.4%

n= rotal number of patients
()= number of pregnancies

The likelihood of a patient commencing on our fresh ART programme to conceive and have
a clinical pregnancy is 37.2% per cycle started, 43.3% per oocyte recovery and 48.4% per
zygote transfer. The clinical pregnancy rates for patients undergeing frozen cycle transfers
are 24.9% per thaw and 29.4% per zygote transfer.

TABLE 2. CLINICAL ({IVF AND ICSI) PREGNANCY RATES
ACCORDING TO FEMALE AGE (2007).
Age Overall IVF ICSI
n =893 n =588 n = 305
Per Cycle Started
<29 3.t% n=24 25% n=21 38.1%
30-34 47.1% n=125 48.8% n=98 44.9%
35-39 38.5% n=311 37.3% n=138 41.3%
40+ 22.7% n=128 21.9% n=483 25%
Per Oocyte Recovery
<29 36.8% n=18 33.3% n=20 40%
30-34 52.5% n=108 56.5% n=92 47.8%
35-39 45.3% n=260 44.6% n=122 46.7%
40+ 27.4% n=103 27.2% n=43 27.9%




TABLE 2 (cont). CLINICAL (IVF AND ICSi) PREGNANCY RATES

ACCORDING TO FEMALE AGE (2007).

Age Overall IVF ICSI1
n =893 n = 588 n = 305
Per ZygoteTransfer
<29 45.2% n=14 429% n=17 47.1%
30-34 55.3% n=102 59.8% n=88 50%
35-39 50.9% n=228 50.9% n=112 50.9%
40-44 32% n=86 32.6% n=3% 30.8%

A female of age 30-34years undergoing fresh ART treatment at HARI will have a 47.1%
chance of a clinical pregnancy per cycle started, 52.% per oocyte recovery and 55.3% per
zygote transfer.

TABLE 3. DELIVERY RATES FORYEAR 2006.

(At least one baby 500grams+)

Overall IVF ICsl Frozen
n=1200 n=542 n=310 n=348
(242) (123) (68) (50
Per Cycle Started 202%  227% 21.9% 14.7%
Per Oocyte Recovery 26.4 % 27.3% 24.9%
Per Zygote Transfers 26.5% 30.6% 26.7% 19.9%

n= total number of cycles
()= number of pregnancies

TABLE 4. MULTIPLE PREGNANCY RATES AT DELIVERY (2006).

Overall IVF ICSI Frozen
Singleton 75.1% 69.9% 80.8% 80%
Twins 24.9% 30.1% 19.2% 20%
Triplets 0

During 2006 the overall pregnancy loss for IVF was 15%, 12.8% for 1CS| and 20% for
frozen transfers. This rate includes ectopic pregnancies as well as miscarriages. The
overall ectopic pregnancy rate was |.3%. These are the main reasons for the difference
berween clinical pregnancy and take home baby rates.

3 NATIONAL ONCOLOGY CRYOPRESERVATION CENTRE

The level of activity at the National Oncology Cryopreservation Centre has increased by
223% since 2001. In 2007, a total of 158 male oncology patients were referred and
attended HARI. Of these |7 did not have samples stored: 10 produced samples that were.
azoospermic and 7 were unable to produce a sample on the day or thereafter. Therefore,
a totai of 141 patients had sperm cryopreserved.

For the same period sixteen female oncology patients were discussed following
referral. Fifteen of these attended and 8 patients consented to treatment and were
successful in cryopreserving oocytes or zygotes.
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Year 2001 2002 2003 2004 2005 2006 2007

Male oncology referrals 114 142 142 158
Patients with Samples frozen 63 131 98 102 127 132 141
Not suitable/No sampie I 21 15 12 15 [0 17

4, RECOGNITION.

The RCOG continued HARI recognition for the Special Skills modules in the Investigation
of the Infertile Couple and Assisted Reproduction, while the British Fertility Society
continued HARI recognition for training in Gynaecological Ultrasound and Embryo
Transfer. All HARI Clinicians have participated on these courses and successfully
completed them with Diplomas being awarded.

The HARI laboratory is recognised for training purposes by the Association of Clinical
Embryologists UK. The first ACE trained embryologists in Ireland -finished 'training’ at
HARIin 2007 and following examination by the UK body were the first certified in Ireland.
Ar present two other embryologists are undergoing training programmes at HAR!.

During the year 2006 the HARI Unit actively participated in the Rotunda Hospital IHSAB
accreditation programme. Following peer review and inspection, in 2007 the HARI
became the only IVF Unit in freland accredited by the IHSAB.

The RCOG has visited the HARI and Rotunda at the end of 2007 and has renewed the
RCOG accreditation for Subspecialty Training in Reproductive Medicine.

5. EUTISSUE DIRECTIVE IMPLEMENTATION

Ireland is one of the first in Europe 1o have enacted this law and the IMB has been
named as the Competent Authority. To comply with the legislation the unit has
introduced an extensive quality management system. The changes introduced were far
reaching and included:

» Implementing Q-pulse across the whole unit, a first on Mac platform

* Introducing service level agreements with all suppliers

* Initiation of annvalised training plans and competency assessment for all staff
» Continuous hygiene monitoring systems in all critical areas

* Validation of all critical pieces of equipment.

An initjal inspection of the unit by the Irish Medicines Board (IMB) tock place on the
26th and 27th of April. After the inspection the IMB were highly complementary of the
quality systems and technical changes that had been introduced. Of particular note was:

* The air quality within the laboratory clean room, which has improved from
* Grade D ro Grade B over a six-month period.

* The systems introduced for corrective action and continuous improvement.
* The robust quality management systems in place,

* The introduction of Lean thinking into the laboratory.

The process of licensing is continuing.



6, TEACHING, MEETINGS AND PUBLICATIONS
6.1 HIGHER DEGREES

Bronagh Murphy
MSc in Reproduction & Development, Bristol University, UK

Edgar Mocanu
Diploma in Ethics of Medical Research and Biotechnology, University of Keele, LK

Padraig Kelly
Diploma in Lean Quality Systems, University of Limerick, Ireland

Kathleen Waite

MBA in Health Services Management, Royal College of Surgeons, Ireland
6.2 National and International Committees

Ciara Hughes Irish Clinical Embryologists (ICE) Secretary

Edgar Mocanu Irish Fertility Society (IFS) Secretary
European Assisted Conception Consortium (EACC) Irish Member
International Federation of Fertility Societies {IFFS) Scientific Committee Irish Member

6.3 Presentations and invited lectures
PRESENTATIONS AT MEETINGS (first author)

Bernadette Hennelly
IVF from a patient perspective-a matter of numbers? IFS, Cork. | 1th May 2007

Cathy Allen
A survey of ART births and imprinting disorders. IFFS, Durban 30th April 2007

Deirdre McCarthy (poster)
Oncology Cryopreservation. Are the needs met by providers? IFS, Cork, | 1th May 2007

Fionnuala Breathnach
Thyroxine supplementation for subclinical hypothyroidism: the outcome of ART. IFFS,
Durban 30th April 2007

Kelly Padraig (Poster)
Lean Laboratory Step |: Implementing 55, IFS Conference, Cork, | 1th May 2007,

Maurizio Poly (poster)

Significant antisperm antibodies: ICSI no better than IVFE IFFS, Durban 30th April 2007, IFS,

Cork, | Ith May 2007

Manal Younis (poster)
Thin endometrium: a reason to avoid zygote transfer? IFFS, Durban 30th April 2007 and
IFS Annual Meeting, Cork, | Ith May 2007

Nirmala Kondaveeti (poster)
Successful IVF therapy using antagonist protocol: a first case report in Ireland. IFS, Cork,
[ 1th May 2007

Edgar Mocanu
The embryo transfer score-measurabte, objective and reproducible. IFFS, Durban 30th April
2007

Pregnancy in late 30's and 40's-the real picture. IFS, Cork, | Ith May 2007
EIM [rish Report 2004, IFS, Cork, | Ith May 2007
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6.4 INVITED LECTURES
Ciara Hughes
Gamete / Embryo Cryopreservation — Post Graduate Diploma in Specialist Nursing —

Haematology. St James’ Hospiral, Dublin, February 2007.

Fertilicy Cryopreservation for Haematology Patients. 5 day Haemarology Education
Programme, St James Hespital, Dublin, June 2007

Cryopreservation ~ Non-consultant hospital dactors, Rotunda Hospital, Dublin |, july 2007
Courses and workshops organised

I. Liquid nitrogen safety course for member of the ICE Association in the Rotunda -
Hospital, Dublin T )

2. Irvine Scientific — Vitrification Workshop , Rotunda, December 2007

Edgar Mocanu

Management of fertility in endocrine disorders. Beaumont Grand rounds, 26th February 2007
ART workshop. Council of Irish Adoption Agencies, Dublin |4th June 2007

RCOG Basic Surgical Skills Course, Coombe Women's Hospital, 20th July 2007

Fertility following gynaecological malignancies. British Cancer Society, Belfast 15th
November 2007

6.5 PUBLICATIONS
M Poly, D.T. Keane, E.V. Mocanu

Significant antisperm antibodies: ICSI no better than IVFE ASRM 63rd Annual Meeting
Final Program, 2007,1 18,

Mocanu EV
latrogenic variants of normal pelvic anatomy — be aware.
Gynaecol Surg, November (2007), 4: 213-214.

Mocanu E, Redmond ML, Hennelly B, Collins C, Harrison RE.

QOdds of ovarian hyperstimulation syndrome (OHSS) - time for reassessment.
Hum Fertil {Camb). 2007 Sep; 10(3):175-81.
PMID: | 7786650 [PubiMed - indexed for MEDLINE]

Mocanu E
IFFS Surveillance 07. Suppl Fert Steril, 2007, 87, SUFP 1.

Kelly, P.
The implementation. of Lean Six Sigma methodology to remove waste and variation in

an IVF Laboratory. Postgraduate Diploma in Lean. University of Limerick



DEPARTMENT OF PATHOLOGY

PROFESSOR MARY T CAFFERKEY (DIRECTOR)
MS. GWEN O'CONNOR (LABORATORY MANAGER)
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INTRODUGHION

The role of Director of Laboratory Services transferred from Dr John Gillan to Professor
Mary Cafferkey on January Ist 2007. Dr. Gillan had been Director since 1983, and had
planned and overseen major developments and expansion of the Pathology services, in
collaboration with Ms Gwen O'Connor, Laboratory Manager.

The Pathology laboratory has a central role in diagnosis and patient care, education, clinical
audit, and research. The core sub specialist disciplings present at the Rotunda are
histopathology (including cytology and electron microscopy), haematology and blood
transfusion (including haemovigilance), biochemistry and microbiology (including serology).
Educared and dedicated personnel who are committed to providing a service of the highest
quality staff the departmenc. The department is aware of and takes into consideration the
needs and requirements of its users.There are quality objectives in place to ensure that the
needs and requirements of users are mert; these objectives are reviewed annually.

The Pathology staff totals 63(54.3 wte), detailed below under the individual specialised
subsections. As in any vibrant department there were several leavers and joiners, also
detailed below. A shared position of Consultant Histopathologist with special interest in
Cyropathology berween the Rotunda and the Mater Misericordiae hospital, funded by the
HSE, has now been filled at the time of writing. While awaiting this additional appointment,
locum Consultant Histopathologists were in place for some 5 months during 2007 to
assist with alleviating some of the workload pressures. There has been no progress with
obtaining the necessary HSE approval and funding for a shared post of consultant
Haematologist concerned with adult haematology, which has been agreed between the
Rotunda and the Mater Misericordiae hospitals.

A major challenge for the pathology services throughout 2007 was the work associated with
preparation for national and international accreditation inspections. There has been no legal
requirement in this country for general pathology laboratories to seek accreditation
although this has been a legal requirement for Cytology laboratories in some other
jurisdictions. In practice most Irish laboratories, which have sought accreditation, have done
this through inspection by Clinical Pathology Accreditation UK [CPA (UK)]. Since 2000, the
Rotunda laboratory has been working towards achieving CPA (UK) accreditation, A
significant change regarding accreditation occurred when the EU Blood and Tissue Directive
was signed into Irish faw in February 2005. Under the terms of this directive, from
November 2008, blood transfusion science may be practiced only in laboratories, whichare
fully compliant with ISO15189.The inspection body for Irish hospital blood banks is the Irish
National Accreditation Board (INAB). The HARI Unit must also become accredited under
the EU Blood and Tissue directive and.must use a laboratory accredited to ISO15189 for
virological serology. Hence the virology section of the microbiology laboratory must also be
accredited to the |SO|5189 standard. Hence the Pathology laboratory has been working
towards achieving accreditation through two separate accreditation bodies.
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CPA (UK)
Preparation for CPA inspection required working towards achieving the set standards, and
involved:

* education,

* preparation of documentation

= reading documentation and sign off,

* ongoing updatingf/reading/sign off of documentatian,

* development of Internal and External User Manuals

+ scheduling/ensuring formal departmental/subsection meetings,

* establishment of key roles: Quality Co-ordinator/Officer, Training Co-ordinator,

Health and Safety Co-ordinator, Information Technology Officer

s formal Annual Management meeting with hospital management

+ formal annual Users Committee meetings

* evidence of on-going education/training for all staff

* annual joint reviews for all staff

Some idea of the scale of work involved may be gained from the fact that there were in
all 370 documents to be prepared/read/signed off with ongoing updating. The laboratory
applied formally in June 2006, to CPA (UK) Limited; we were accepted and given
inspection dates of 16-20th April 2007. Five inspectors were on-site during the inspection
visit. Following the inspection, in June 2007 we were awarded the status of ‘Conditional
Approval’ and were given a timeframe to address non-compliances that had been
detected during the inspection. in their report, the inspectors commented that the
laboratory "is very responsive to the needs of the users and the quality system is evidently
being followed throughout all the sections”. They praised the knowledge, motivation and
approachability of all the staff. They commented that there were sound processes in place
to manage the evaluation of quality assurance of the service including use of appropriate
external guality assurance schemes. The space constraint under which the service is
delivered was a consistent observation throughout the report Due to the continuing
clearance of the small number of non-conformances, the laboratory has maintained the
‘Conditional Approval' status. The re-inspection visit is due to tzke place in early 2008.

INAB

The first step in the INAB accreditation process was a pre-inspection visit by the Irish
Medicines Board (IMB) in June 2007. No major non-conformances were detected during the
IMB inspection. The dates for the official INAB inspections have been arranged and are:

* Pre-Inspection 7th February 2008: Final Inspection: 5th September 2008

All grades of staff continue to be actively involved in ensuring the quality of the services
provided. Two individuals deserve special mention. Ms Susan Luke was confirmed in the
role of Laboratory Quality Co-Coordinator (0.5WTE) in February 2007 and continues to
work effectively with all stakeholders to further develop and maincain an effective quality
management system.The role of Training Officer was taken on by Ms Maria Tobin (Senior
in Charge, Cytology Laboratory) in addition to her other duties and she has been very
effective in this new role.

Throughout 2007, the workload continued to increase in all areas of pathology, in line with
the overall increase in hospital activity. There were several projects/ developments, areas
of service expansion, and significant achievements and challenges during the year,



TABLE [: DEPARTMENTAL WORKLOADS FOR 2007 COMPARED TO 2006

Number of % + /- | Number of % +/-

Department Specimens | over2006 | Tests over2006
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Cytalopathology,

* Not sub-divided on previous reports — Previously named Microbiclogy (now includes
Clinical Microbiology and Virology/Serology) and Biochemistry (now includes Clinical
Chemistry and Endocrinology)
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HISTOPATHOLOGY

STAFF
Consultants: Dr. J.E. Gillan, Dr. Deirdre Devaney
Locum Consultants: Dr. Fawaz Hilmi (January-February),
Dr. Susanna Mouton (June-mid October)
Registrars: Dr. Susan Aherne (January-June 2007) and
Dr. Fawzia Tahir (July-December 2007)
Chief Medical Scientist: Ms. Colma Barnes
Senior Medical Scientists: Ms. Philomena Bateson
Medical Scientists: Ms. Miriam Hurley: Ms. Jannet Fahy;
Ms. Aderanti Morenigdabo;
Ms. Helena Duggan,
- Ms. Kate Apling (Locum)
Electron Microscopist: Dr.Aiveen O'Mailey
Senior Anatomical Technician: Mr. Bill O'Neill
Trainee Anatomical Technician: Mr. Scott White
Laboratory Aide: Ms. Grainne McDonald

The workload undertaken in 2007 increased compared to the previous year. This is
apparent both from the surgical pathology workload and from the autopsy data.

The surgical pathology specimens-and placentas were increased by 12.3% and 7.9%
respectively. While there was an overall increase in the number of tissue blocks processed,
the effect of using 3 blocks of tissue per cassette for Lletz biopsies impacted in a small way.
The number of cassettes employed for Llez biopsies was reduced to 4.6 compared to 6 in
the previous year, when the procedure was introduced.

The autopsy workload increased by 5.6% over the previous year, despite a fall in the
overall autopsy rate from 51% — 48%. The perinatal autopsy rate fell from 75% to 64%.The
autopsy rate among early neonatal deaths was 54% (an increase of 4% compared to the
previous year). The autopsy rate for stillbirths was 68%. There was a 1% increase in the
autopsy rate for miscarriages, which was 39%.

Referred cases from other hospitals for autopsy examination increased by 23%. These
referred cases comprised | 1% of the totl workload. It is of interest that 9 of these 13 cases
were coroner's cases. Among the Rotunda born autopsy cases, 8% were coroners. This was a
significant increase of 3% in 2006.This reflects an increasing trend, on the part of clinicians, of
consultng with the coroners in cases of perinatal death when the underlying cause is uncertain,

Consent for autopsy: - While the reasons for the fall in the overall autopsy rate compared
to the 2006 rate is not apparent, it is worthy of note that there is a difference in the granting
of consent amongst non-national patients compared to the Irish population. The autopsy
rate in fetuses > 500 grams was 55% for Irish nationals, and 63% for non-nationals. Among
fetuses < 500 grams, the rate was 38.7% for Irish nationals and 48.6% in non-nationals.

Malformation and/or major aneuploidy accounted for 14 perinatal deaths. It is
particularly impressive however that in 8 (60%) of these, a second pathology was observed.
6 (75%} of these pathologies were umbilical cord lesions {uncoiled cord in 2 cases and
rorsion of the umbilical cord in 4 cases}. One case was complicated by major retroplacental
haemorrhage, and one case was a monochorial diamniotic twin gestation complicated by
TRAP Syndrome. These cases are listed in table 5.




The diagnostic effectiveness of the perinatal autopsies may be assessed by the frequency of
unexplained cases. A total of 4 (B%) unexplained stillbirths occurred in 2007, While this
incidence is double the number in the previous year, it is substantially lower than published dat.
A further three cases occurred in which no autopsy was performed.

Acute perinatal asphyxia type clinical presentation accounted for 8 of the perinatal deaths.
Autopsies were performed in 6 of these. An underlying placenml pathology was found to
account for the outcome in 7 of the 8 cases. Three of these cases, despite having normal birth
weights, showed the placental changes of chronic uteroplacental insufficiency. This combination
of a structurally abnormal placenta with normal birth weight has been identified in recent years
by our laboratory through stereological placental research. This in turm has confirmed a long
held perception amongst obstetricians that some infants of apparently normal birth weight may
in fact be growth restricted, and have not achieved their full growth potential. It is also important
o note on the other hand, that the diagnostic yield in this small series is significantly different
from the widely held perception that 50% of intrapartum asphyxias are unexplained.
Authorisation for autopsy by the coroner in the 4 of the 8 cases clearly reflects the significant
concern, which arises with such cases.

“TABLE 2: ANALYSIS OF AUTOPSIES FORTHE YEAR 2007

Birth —_ Referred
Weight Stillbirth  Cases

Category | CA | (SE) CA [ (SE)

=500

< 500

grams m G’D

TABLE 3: CLASSIFICATION OF AUTOPSY AND SUPERFICIAL
EXAMINATION DIAGNOSES ON 96 STILLBIRTHS AND NEOMNATAL DEATHS
WITH BIRTH WEIGHTS 2 500 GRAMS

Referred

b
Stillbirth Cases

Wigglesworth
Category

o =

(SE) : ‘(SE)

()]

Prematurity] °
BigthPAsphyxial o
Specificl@ases] | (1)

Total

CA, Complete Autopsy; (SE) Superficial Examination

There were two deceased infants of birth weight = 500 grams, whose bodies were removed
directly from the hospital ward by the parents. This meant that neither a compiete autopsy nor
a superficial examination could be carried out on these bodies in. the pathology department.
Antenatal diagnoses however, made on these cases were Camptomelic Dwarf and Trisomy 8.
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TABLE 4: AETIOLOGICAL DIAGNOSES IN PERINATAL AND LATER
NECNATAL DEATHS IN NORMALLY FORMED INFANTS > 500GRAMS

COMPLETE SUPERFICIAL
DIAGNOSIS AUTOPSY EXAMINATION

Chronic Uteroplacental

Insufficiency 8 {19) 5 {20.8)
Retroplacental
Haemorrhage 4 (8) 2 {18.3)
Retroplacental haemorrhage
with ascending infection 2 (4) 2 -(8:3)-
|Ascending Infection 5 (10) 3 {12.5)
YillitissHaematogenous
Infection I (2) 2 (8.3)
|Congenital Pneumonia | (2) - -
Neonatal Meningitis I (2) -
Infant of Diabetic other - - I (4.1)
g Fetoplacental insufficiency
- (not otherwise specified) | (2) - -
™~ Massive Fetomaternal
v Haemorrhage p (4) - -
Q Postmaturity - - | (4.1)
% [Twin-to-twin Transfusion - - | {(4.1)
o [True knot of umbilical cord | (2) - -
—_ Uncoiling of umbilical cord 4 (8) - -
8 [Torsion of umbilical cord b {12) - -
© Stricture of umbilical cord
= secondary to amniotic band | (2) - -
v [Congenital Leukemiia [ (2) - .-
-l Haemangioendothelioma of
< liver with haemorrhage | (2) - -
t: Complications of Prematurity
Q - Necrotising Enterocolitis - - 2 (8.3)
oy - Bronchopulmonary Dysplasig 1 (2) - -
0 - With pulmonary emboli | (2) - -
s - ETT perforation of bronchus | (2)
< Mitochondrial Cardiomyopathy | (2) . -
Q Unexplained Hydrops Fetalis - - { {(4.1)
2 Unexplained Stillbirth 4 (8) 3 (12.5)
) Birth Asphyxia - Unexplained - - { (4.1)
- Sudden Infant Death
O Syndrome 2 2
o




TABLE 5: MALFORMATIONS/ANENPLOIDY IN: PERINATAL DEATHS OF 24
INFANTS 2 500 GRAMS BIRTH WEIGHT

DIAGNOSIS 'COMPLETE | SUPERFICIAL BODIES
AUTOPSY AUTOPSY NOT EXAMINED

IN PATHOLOGY
DEPARTMENT

Trisomy 21 - 2 (22) -
Trisomy 18 | (7) 2 (22) |
Trisomy 13 | (7) 2 (22) -
Trisomy 5 (mosaic) | 7) - - -
X0 ] (N - - .
Anencephaly 2 (14) - - -
Holoprosencephaly with
aguaduct stenosis I {7) - - - ~
Non-obstructive o)
hydrocephalus with 2
arrehinencephaly | (7) - - - -
Hydrocephalus with g
meningocele - - | (1) - . -8.
Congenital | (N - - - o
lymphangiectasis 3
Cardiac Yentricular ~
Septal e
Defect I () - - , - U
Hypoplastic left heart - - | (n - |
Diaphragmatic Hernia - - [ (n - <
Cloacal Dysgenesis I {7) - - - I:
Multiple Malformations &.,
{Not otherwise specified] | (7 - - - o)
Probable Werding Hoffman| 2 {(14) - - - I
Camptometic Dwarf <
Q
Z
D
[
O
(2




TABLE 6: AUTOPSY DIAGNOSES IN FETUSES OF BIRTHWEIGHT <500 GRAMS

“Stillbirths”

COMPLETE | SUPERFICIAL | COMPLETE | SU PERFICIAL
AUTOPSY AUTOPSY AUTOPSY AUTOPSY

KXY
Major Malformations 3 6 3‘} - -
Aneuploidy 3 (T 3) 2 . - - -1 -
Chronic Uteroplacental
Insufficiency I 1@n - - - - -
Chronic Uteroplacental
Insufficiency with infectior] - - 5 [(6.8) - - 1 |(25)
Retroplacental B . o - - -
' |Haemorrhage 7 {(14.8)) 5 | (6.8) -] - -] -

Retroplacental haemorrhage
with ascending Infection 3| (6.3) 6 | (8.2) 2 [(100) 11(25)
Ascending Infection 7 ((14.8)} 7 [ (2.9 - - -] -
Perivillusitis (listeriosis) 1| (2.1) - - - - -] -
Intervillusitis - - I 1{.3) - - -] -
Umbilical cord torsion 10 1(21.2)] 1| | (1.3) - - o
Umibilical cord entrapiment - - I [ (1.3) - - -] -
True knot of the
umbilical cord L] (2.1) - - - - -] -
Twin-to-twin transfusion - - 1 | {.3) - - -] -
Twin-to —twin transfusion
treated by lazer 1] (2.1) 3 | @ - - -] -
Rhesus incompatibility
with hydrops fetalis | (2.1) - - - - -] -
Fetus Papyraceus 1| (2.1) 3 | {4.D) - - -] -
Ectopic fetus - - I 1{1.3) - - -] -
Complications of prematurity

Pulmonary haemorrhagg

and pneumothorax - - - - - - 1 1(25)
Unexplained B |(17.0)] 234 |(46.5 - - 1 |(25

TABLE 7:  ANALYSIS OF CORONERS CASESAND REFERRED CASES

Rotunda Non-Rotunda
Born Cases Born Cases

2500grams SB
LB
<500grams SB
LB
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TABLE 8:

PLACENTAL PATHOLOGY ASSOCIATED WITH 8 CASES OF

PERINATAL ASPHYXIA
Birth | Gestation [Mode of | Time of Autopsy Placenta | Rotunda | Authorization
Weight | (Weeks) [Delivery | Demise Findings Pathology | Bornor of
(Grams) Referred Autopsy
1700 k1l Emergency | ENND* | Non-obstructive Uncoiled Rotunda | Coroner
LSCS hydrocephalus umbilical
without cord
cephalomegaly.
Multi-organ
hypoxia. old
and recent
3300 40 LSCS+ ENND Multi-organ Uncoiled Referred | Coroner
hypoxia. Marked umbilical case
consolidating cord
meconium
aspiration prior
to delivery
causing
unresponsiveness
Lo resusciation
2930 38 SvD ENND Multi-organ Torsion of | Parem
hypouia. umbilical
cord
1270 29 Emergency | ENND No autapsy Chronic Rartunda -
LSCS performed uteroplacenal
insufficiency
with massive
retroplacental
haemorrhage
2730 i3 Emergency | SB*™ Mulzi-organ Chronic ‘Referred | Coroner
LSCS hypoxia uteroplacental >
insufficiency
3180 38 SVD SB Multi-organ Chronic Rotunda | Coroner
hypoxia uteroplacental
insufficiency T
2660 36 Forceps 58 Multi-organ Fetoplacental | Rotunda | Parental
hypoxia. Oid insufficiency "eonsent
intrauterine of undetermined
hypoxia brainstem cause
injury. Traumatic
delivery secondary
o neuromuscular
hypotonia
4400 39 5vD ENND  |No autopsy Non-specific Rotunda | -

* ENND, Early Neonatal Death; ** 5B, Scillbirth; + LSCS. Lower Segment Caesarean Section
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CHIOLOGY,

MEDICAL STAFF
Consultants: Dr. J.E. Gillan; Dr. Deirdre Devaney;
Registrar: Dr. Mary Dowling, Dr. Susan Aherne
(January-June 2007)
and Dr. Fawzia Tahir (July-December 2007);
Senior Medical Scientists: Ms. Maria Tobin, Ms. Jane Halligan, Ms. Mary Svejdar:
Medical Scientists: Ms. Tokiko Kumasako, Ms. Ann Field,
Ms. Lorna Hopkins, Ms. Roisin Moonan,
Ms. Jennifer Banks, Ms. Louise Boggan;
Ms. Urszula Stepien
Laboratory Aide: Ms. Sandra McCandless, Mr. Paul Reilly

The department received 28,539 samples during the year representing an increase of 9.2%.
The number of samples processed was 28,289. (A total of 250 samples were not processed
due to non-correctable errors in labelling). The number of satisfactory smears was 25,938
The unsatisfactory samples numbered 3,234 (11%).This figure was reduced to 2,351 (8.3%)
through the use of glacial acetic acid on specimens with red blood cell contamination,

2 cases of invasive squamous cell carcinoma were identified in the course of the year.
There were also 10 cases of atypical glandular cells or cervical intraepithelial glandular
neoplasia of endocervical origin. In addition there were 5 cases of glandular neoplasia of
endometrial origin identified.

The total number of abnormal cells of squamous origin comprised: - Borderline smears,
819 (3.15%): CIN |, 754 (2.9%); CIN I, 172 (0.66%); CIN Wi, 176 (0.66%). The overall
diagnostic rate for borderline and CIN | was 6.05% (expected achievable standard range,
4.1 — 9.5%). The overall diagnostic rate for CIN Il — Il was 1.32% (expected achievable
standard range, | — 2%). The overall age distribution of this case material is enumerated
in table 8.This table has been slightly modified, i.e. the third column for the age group 20-
19 has been divided into 20-24 and 25-29.This divides these women into the age group
falling within the National Cervical Screening Programme and those outside the age range
of the programme, and demonstraces that 54% of CIN | and 39% of CIN Il and Il cases
from this age group of 20-29 are below the age of 25 years, This is clearly a matter of some
concern, as the planned national screening programme does not include these women.
This is all the more poignant when considering data from the Irish Cancer Registry, which
has reported cases of Irish women with invasive cervical cancer in the 25-2% year age
group. The only way that an early diagnosis could be cbrained in these women would be
by a cervical smear in the preceding years, i.e. 20-24 year age group. This will have to be
considered by the National Cervical Screening Programme.

The cytology department underwent a significant expansion over the past |2 years, This
was in anticipation of providing a screening service to the North Dublin region within the
framework of the National Cervical Screening Programme. The number of smears
received annually in the laboratory by the end of 2007 had expanded by 560% from the
1995 total. This project involved the appointment over time of additional medical
scientists, clerical staff, laboratory aides and also approval and funding were granted for an
additional consultant Histopathologist with a special interest in Cytopathology.



Interviews for the latter post are scheduled for January 2008 and it is hoped that a new
appointee will be in post during the second quarter of 200B.All of these development were
approved and agreed and funded by the former Eastern Regional Health Authority, the
Health Service Executive, and the Department of Health and Children. The workload as it
evolved year by year is enumerated in table 10.

It deserves to be noted at the time of writing (mid-2008) that.the decision by the National
Cancer Screening Service to outsource the entire cervical cytology screening service to a
large private laboratory in the United States of America, is likely to lead to a complete
cessation of our service and all the other national cervical cyrology laboratory services
throughout the cotintry. Once this has happened, it will be extremely difficult to rebuild
these services and this will take one to two decades should it need to be restored. This is
the subject of bitter disappointment and concern to all those engaged in the practice of
laboratory medicine.

TABLE 9: AGE GROUP BREAKDOWN FOR CIN CASES

R — — - - - = ——

|Grade 0-19 20-24 25-29 230-39 40-49 50-59 40+ Total

CIN| 30 225 185 201 8l 28 4 754
CIN Il 3 41 52 55 12 6 | 172
CIN 1 2 18 40 80 28 5 3 176

TABLE 10: CYTOLOGY WORKLOAD 2001 - 2007

—_ - e —

5 2001 2002 2003 2004 2005 2006 2007 %change !
1_ 2001.2007 !

Smears 19092 19206 20343 22433 23043 26135 28538
% Difference +09% +59% 103% +2.7% +13.4% +9.2% +49.5%
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HAEMATOLOGY AND TRANSFUSION j

Medical Staff:

Consultant: Dr. Jan Blatny

Chief Medical Scientist: Ms. Deirdre Murphy

Senior Medical Scientists: Mr. Kieran Mooney; Ms. Deirdre O'Neill
Medical Scientists: Ms. Liliana Rasidovic, Ms. Adele Cussen

Ms. Noreen Brady; Ms. Emily Forde,
Ms. Rosemary Geary; Ms. Deirdre Corcoran
Ms. Josephine Carlos (locum)

Laboratory Aide: Ms. Grainne McDonald.

|HAEMOTOLOGY |

TABLE | I: HAEMATOLOGY - IN-HOUSE WORKLOAD

— : : : T —— —_
TEST NAME NUMBER % INCREASE !
[L OVER 2006 COMMENT !
FBC 34430 10:3
M~
<
o Manual diff. 3904 10.0
o~ Manual Platelet count 41 -62 Change in protocol
o ESR 3 No significant change To be discontinued-all
g. staff requests.
o JReticulocyte count 98 -100 Policy change-more
v stringent critera
& Sickledex screen 179 -15.0
™ Prothrombin Time 4696 10.0
u APTT 5060 10.4
= fFibrinogen 104 -46.0 Not significant
= -small number
e Lupus anticoagulant 149 -18.5 Policy change-more
~d stringent criteria
< Anti-Xa 9% -60 LMW Heparin patients
I:'_ |Kleihauer 505 9.5
Q. Haemogiobinopathy 2762 -6.6 Protocol change
L Malaria 8 No significant change
O DDimers 74 48.0
I TOTALTESTS 52137 8.0
< TOTAL SPEC 43131 8.1
Q Comment: The test requests are monitored on an on-going basis. During 2007 the
2 criteria for Reticulocyte estimation, Lupus Anticoagulant, Haemoglobinopathy
2 electrophoresis and Manual platelet counts were reviewed and the criteria for doing
B these tests were changed in line with accepted guidelines.
@ A clinical audit reviewing the requests for ESR was undertaken. All these requests were
; for staff members through the occupational health department. The number is not valid
@ to continue so it is intended to cease this test.




Any time saved by this is more than fully occupied by work generated by the
accreditation process.Validation for the Flow Cytometer was under taken as an MSc
project and should be in routine use April 2008. After a period of time, when teething
problems are resolved, it is intended to meet with representatives from the Coombe
Womens and National Maternity Hospitals in order to organise providing a flow
cytometry service for Nationa! Maternity Hospital by the Coombe and Rowunda.

TABLE 12: HAEMATOLOGY - REFERRED WORKLOAD

Test name Tests % +/- over 2006 Specimens % +/- over 2006

lmmunology 2118 -15.15 435 7%

Thrombaphilia 3585 I16% 400 18.7%

Hbopathy

confirmations 257 -34.6% 201 -28.8%

Lymphocyte subsets 104 No significant No significant
change 104 change

Factor Assays 86 -40.75 86 -40.7%

Cytogenetics 652 13.29%* 652

Molecular Genetics 68 28.3%* 68

YDNA 117 25.8%* 117

FAU referral |B3* 157.7% 183 157.7%

Platetet studies 21 21

Misc 109 62.6% 109

Total 7279 32.3% 2396 15.0%

*These were as follows: Chorionic Villi sample {1 10) Amniotic Fluid PCR (71) fish {1)

;TABLE 13: ANALYSIS OF BLOOD GROUP SEROLOGY WORKLOAD 2007i

TESTS NUMBERS % +/- OVER 2006
ABO Groups 18519 +5.4
Rh Groups 18519 +5.4
Antibody screens 15897 +3.69
Direct Coombes tests 2647 +14.0
Antibody Identification 289 87.6
Genotypes 337 +1.8
Titres 144 -33.0
Immunes ABO 4
T Activation 5 No significant change
Elutions 155 New test
Misc 29 -50.0
Total Tests 57245 +10.8
Total Specimens 18519 +5.4

Increase in line with those seen in Hoematology and reflect the general increase in Hospital
activity. See below for the trend of lost 7 years.

Elution is an additional test being performed to confirm antibody detected in a positive Direct
Coombes Test.
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ITABL‘E 14: BLOOD GROUP SEROLOGY FIGURES OVER LAST 7 YEARS

TESTS™ ~— 2000° 2002 2003 2004 2005 2006 2007 %
DIFFERENCE
2001-2007

Tests 43,739 47,227 48982 52972 48220 51648 57245

% Change

from previous

year +6.1 +7.1 +3.7 +8.1 -8.9 +7.1 +10.8 +30.8

Specimens 4366 5386  6.102 7,160 5845 7.576 8,519

% Change from

_previous year. +2.1  +7.1 +46 +65 1.7 +10.%  +54 4289

As can be seen from above table there has been a steady rise in workload. Despite the
small reduction in 2005 over 2004 there has been an increase of 30.8% in tests and 28.9%
in spec over the 6-year period.

The staff complement is part of the combined Haematology/Transfusion Laboratory.
There was also a marked increase in warkload in Haematology over the same period.
There was 2 additional staff members employed to cover both departments. See
HAEMATOLOGY comment.

The staff number Has increased by 2 to accommodate the introduction of Flow
Cytometry and to cope with the increased work demanded by the EU Blood Directive.
Now working towards INAB inspection in September 2008.

iTABLE 15: ANALYSIS OF BLOOD TRANSFUSION WORKLOAD l

TESTS 2007 % +i- OVER 2006
Group/Save . 4653 10.50%
X-matches performed (units) | 385* -4.50%
Patients X-matched 295 -32.00%
Units Transfused 574
X-match transfusion ratio 01:01.9
Paedipacks issued (132 babies) 523
Wastage: - Red celi concentrate 14.60%

- Plasma reduced 9.60%

- Platelets 2.00%

- Plasma 9.00%
Plasma transfused - Adult 196 125.00%
- Paed 46 -24.50%
Platelets — Adult 19 -58.30%
- Paed 35 -40.00%

Cryo - Adult 0

- Paed 5 (2 babies) 400.00%
Novo Seven 2 -78.00%
Anti-D 1358 43.00%
TOTALTESTS 6038 6.60%
TOTAL SPECIMENS 4915 5.80%

*includes 17 IUT



CLINICAL MICROBIOLOGY ]

MEDICAL STAFF

Consultant: Prof. Mary Cafferkey

Chief Medical Scientist: Mr. Ken Grundy

Senior Medical Scientists: Ms. lta Cahill, Mr. David LeBanc
Medical Scientists: Ms. Patricia Baynes, Ms.Ann Lamont,

Ms Sheila Collins, Ms. Bernadette Lennon,
Ms. Ellen Lennon

Laboratory Aides: Ms. Karen Fennelly

Infection Control Midwife Specialist: Ms. Maire Beckett

Infectious Diseases Liaison Midwife: Ms. Marian Brennan

The overall workload again increased in line with the increased patient activity levels. The
number of specimens processed in the Clinical Microbiclogy laboratory increased by 7%
over the 2006 total, which itself showed an increase of 7% over 2005. Overall there were
significant increases in general microbiology tests (up 12%) and serology tests (up 30%) (See
Table 15). It deserves mention that this increased workload occurred without any increase
in staff numbers and in fact with a decrease of 0.5WTE in the medical scientist staff in
Clinical Microbiology. These workload increases and the additional work generated by the
accreditation process are very difficult to sustain with the present staffing levels.

GENERAL MICROBIOLOGY WORKLOAD

The largest numerical increase was seen in numbers of urine specimens, which increased by
10% from 16,816 to 19115.The increased activity and increased complexity of work in the
Neonaral Unit also contributed significantly to the increased workload. This was reflected by
increases in numbers of blood cultures that increased by 8%, against a background of a 24%
increase in 2006 compared with 2005. The number of requests for Chlamydia trachomatis
also increased by 13% over the 2006 total.(see Table 16)

TABLE 16: SUMMARY OF CLINICAL MICROBIOLOGY WORKLOAD IN 2007

AND COMPARISON WITH 2006

'Summary ~ Test Number % Change over Specimens % Change over '
L .. . ... _.. 206 ___ __ __ _206
Clin.Microbiology 75980 12 41324 6

Micro.Serology 46047 30 13972 |4

Referrals 7055 5 2284 -5

Rubella & Syphilis *19838 (] 10445 i2

Total *129082 17 57580 7

*These specimens were also tested in-house for other infecting agents and so are excluded from
the tozal.

SEROLOGY WORKLOAD

The number of serology specimens received and processed in-house zlso increased
significantly, by 14% (from 11,733 1o 12,229). The antenatal serology specimens referred to
other laboratories showed a similar increase (see Table 16). During 2007, the equipment
used for the large volume in-house serological testing (hepatitis B, hepatitis C, HIV) was
updated, with replacement of the Abbortt “AxSym” system by the new generation Abbott
“Architect”” This required considerable effort in test validation and rewriting
documentation. A considerable workload is generated by the necessity to aliquot specimens
for referral to outside laboratories (for rubella and syphilis testing, see Table 17). Because
there is no computer link between the laboratory information systems at the Rotunda and
the two referral laboratories, additional time is expended in manually entering the results of
these referred tests on the laboratory information system.
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The two referral laboratories now use the Abbott “Architect” for screening these specimens.
This farcical siruation whereby specimens must be referred for tests that can be performed in-
house arises-because it has not proven possible to secure the budget to perform this testing in-
house. It is hoped that this situation will be resolved in the near future.

TABLE 17: BREAKDOWN OF CLINICAL MICROBIOLOGY WORKLOAD BY

SPECIMEN SYPE/SITE,AND COMPARISON WITH 2006

Breakdown

Clinical Test Number % Change over Specimens % Change over
Mlcroblology 2006 2006
Urine-MSU 34789 17

-Pregnancy test 301 -29 19115 10
Swabs-C/S 25001 12
- - Mycoplasma 757 8

- Rota Virus 7 -56 17390 3

CSF 390 5 185 -1
Blood Cultures 1519 8 i519 8
Semen 4067 -14 1626 -14
Chlamydia 16t7 23 1489 13
Sensitivities 7332 18
Total 75980 12 41324 6

Virology/Serology (Antenatal and HARI ) workload.

TABLE 18: SEROLOGY WORKLOAD AND COMPARISON WITH 2006

Test-ln house Test number % Change over 2006
HIv 12134 14.7

HBsAg 12181 i4.8

Hepatitis B Core 336 No change
HepC Antibody 8416 179.0 (project)
CMV IgG 1947 3.6

VZ IgG 10033 16.8

Total Tests 46047 30

Referred to St. James'

TPE 9374 10.3

RPR . 160 78.8

TPPA 160 75.8
Referred to NVRL

Rubella 1gG 10445 12

SPACE AND HEALTH AND SAFETY ISSUES RAISED BY CPA{UK)

During 2004/2005, in response to the increasing service requirements, funding was provided by
the hospital to redevelop and expand the Clinical Microbiology laboratory. This clean and bright
space is a tremendous improvement on the previous accommedation for Clinical Microbiology
and is much appreciated by the staff. However, during their assessment visit, the CPA inspectors
raised the issue of the lack of a category 3 laboratory and the location of the class 2 safery
cabinet in a busy laboratory that opens directly onto the hospital corridor.



In response to these concerns, detailed risk assessment was performed to assess the
requirement for a category 3 laboratory; and criteria were enforced for outside referral
of specimens that may contain category pathogens. In addition, the hospitil management
provided funding to further redevelop the laboratory by incorporating the adjoining office
formerly occupied by the Consultant Microbiologist. An entrance was made into this
former office area from the main Clinical Microbiclogy laboratory and the door to the
corridor was sealed. The safety cabinet was relocated in this new space, at an appropriate
distance from the door and 'a double window was installed. Photographic evidence and
paperwork supporting these amendments was forwarded to CPA {UK) to allow clearance
of this non-conformance. These issues highlight the probiems associated with performing
modern laboratory medicine in an "old” laboratory area.

HEPATITIS C PILOT SEROPREVALENCE STUDY

Until June 2007, testing of antenatal booking bloods for markers of hepatitis C infection
has been’performed in-house on a seléctive basis only.Women who are found to have risk
factors for hepatitis C infection, e.g., history of intravenous drug use, partner an
intravenous drug user, recipients of blood/blood products, and some immigrant
populations.The international experience has been that selective screening will not detect
all individuals with a particular infection. During 2007, funding was provided by the Friends
of the Rotunda for an |-year pilot study to determine the seroprevalence of hepatitis C
in the antenatal population. This work was performed in collaboration with Dr. John
Lambert, Consultant in Infectious Diseases, and the DOVE Clinic. The study commenced
in June 2007 and will run for | year. The testing is performed in-house, and all positive
specimens are referred to the National Virus Reference Laboratory for additional and
confirmatory testing. The initial finding is that routine testing increased the detection rate
by some 25%. The final |-year findings including analysis of patients by agel groups, risk
categories and demographic details will be presented in 2008 annual report.
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BIOCHEMISTRY: :

Medical Staff:

Consultant: Prof Philip Mayne

Senior Biochemist: Mr Peter Brown

Senior Medical Scientist: Ms Rosie Hickey

Medical Scientists: Mr Andrew Wortley, Ms Lorna Pentony
Trainee Medical Scientist: Ms Miriam Blesa

Laboratory Aide: Ms. Claire Kelly

After over 30 years loyal service to the Rotunda Hospital, Mr Peter Brown took early
retirement during the year. Ms Rosie Hickey was appointed to Chief Medical Scientist
following external competition and Ms Miriam Blesa to 2 position of trainee medical
scientist; Mr Andrew Wortley was appointed locum senior medical scientist

The award of conditional accreditation following the-inspection’ undertaken by CPA (UK)
was subject to the refurbishment of the biochemistry laboratory with enhanced access to
the endocrine section of the laboratory. Hospital management have prioritised this work. All
members of staff along with Ms Janet Fahy from histopathology are 1o be congrarulated for
their effort leading up to and during the CPA inspection visit, and in maintining the quality
management system following the inspection.

The number of patient specimen received by the laboratory continued to show a year on
year increase with a 12.5% increase in the number of specimens received. This increased
workload is shown in the figure below.

ABLE |9 BIOCHEMISTRY IN-HOUSE WORKLOAD BETWEEN 2000 AND 2007

200000 -

o Biochamistry lasts
m Endocrine testis

® Specimens received
150000
10000
50000 'I I III I —
0- —_ — -

The Staff worked closely with their ciinical colleagues enhancing the point of care and
undermaking a number of clinical audits

T T T T T T 7T T 'Spedmen Difference aver Test Numbers ~ Difference over
Numbers 2006 2006
General Biochemisty 34984 105% 180945 I 1.6%
Endocrinology (n-house) 13507 17.6% 79382 27.2%
Referred work 1440 31% 4834 31%
TOTAL 49931 125% 212161 12.3%




QUALILYADEPARTMENT;

Quality Officer Susan Luke
Deputy Qualicy Officer Deirdre Murphy*
Training Officer Maria Tobin*
Health and Safety Officer Aiveen O'Malley*
Information Technology Officer Kenneth Grundy*
* See below

The posts of Quality Officer, Training Officer and Information Technology Officer, were
established in fate 2005 in response to fulfilling the requirements for seeking accreditation.
The position of taboratory Health and Safety Officer was already in existence for a
number of years. The Quality Officer post is 0.5WTE fulty committed to this rote. In the
case of the other quality posts listed above (¥), the additional work in relation to achieving
accreditation and maintaining an active quality management system in the laboratory is
provided by staff in addition to their technical duties.

The principal role of the Quality Officer is to maintain the quality management system
through the process of ensuring

. Correct documentation in place

. Auditing, use of quality indicators and recording, trending and clearmg non-
conformances is undertzken.

This is also achieved by co-ordinating the processes of: maintaining laboratory equipment

by validation, calibration and maintenance schedules, user satisfaction surveys, evaluation

of suppliers of equipment, reagents and referral laboratories and monitoring results from

internal quality control and external quality assessment schemes to ensure quality results

and service to the users.

The laboratory gained ‘Conditional Approval’ for accreditation from the Clinical Pathology
Accreditation (UK) Ltd (CPA) in 2007 with a follow-up inspection due in early 2009,

The Blood Transfusion / Haemovigilance department and Microbiclogy (for the serology
testing for HIV, Hepatitis B and C and CMV) were inspected by the Irish Medicines Board
{IMB) in June 2007 and a number of non-conformances were raised. These were cleared
by December 2007 and the inspection was declared closed by the IMB. Now with the legal
requirement for compliance with the international standard ISO1518% by November
2008, inspection of these departments and activities by INAB is pending in 2008.
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PUBLICATIONS

Zuckerman )., van Hattum )., Cafferkey M., Gjerup |, Hoel T.. Rummukainen M.-.L.,
Weiland O,

Should hepatitis B vaccination be introduced into childhood immunisation programmes in
northern Eurgpe?

The Lancet Infectious Diseases 2007 ;7:410-19

Muhamed-Kheir Taha, Julio Vazquéz, Eva Hong, Desiree E Bennett, Sophie Bertrand,
Suzana Bukovski, Mary T Cafferkey, et al.

Target gene sequencing to characterize penicillin G suscepubn'fry of Neisseria meningitidis
Antimicrobial Agents and Chemotherapy; 2007:51:2784-92. Epub 2007 May 21.

Drew R),Tarrant A, Cafferkey M, Hensey O
A case of disserninated miliary tuberculosis.in a five-year ald child.

‘Irish"Medical Journal 2607;100:601-2

Mortell A, Amjad B, Breatnach F, Devaney D, Puri.P.

Penile malignant peripheral nerve sheath tumour {schwannoma) in a three-year old child
without evidence of neurofibromatosis.

Eur ] Pediatr Surg. 2007 Dec: 17 {6): 428-30

Stephens L, Devaney D, Stephens M.
Periosteol osteoblastoma.
Ir Med j. 2007 Jun; [00{6):506.

Farrell P, Joffe S, Foley L, Canny GJ, Mayne PD, Rosenberg M.
Diagnosis of Cystic Fibrosis in the Republic of Ireland: epidemiology and Cost
Irish Med | 2007;100:557-560

Krenova Z, Sterba |, Blatny ), Kren L, Slany ).,

A case of anaplastic large cell ymphoma-induced hemophagocytic lymphohistiocytasis in an
adolescent female. o

Pediatr Blood Cancer. 2007 Apr 2; [Epub ahead of print]

Kotlin R., Chytilova M., Suttnar ]., Riedel T. Salaj P, Blatny ]., Santrucek |., Klener P, Dyr JE.
Fibrinogen Novy ficin and Praha li: Cases of hereditary Aalpha 16 Arg Cys Aaipha 16 Arg His
dysfibrinogenemia.

Thromb Res 2007Apr 2;

Skoloudik D, Fadrna T, Bar M, Zapletalova O, Zapletal O, Blatny ], Penka M, Langova K,
Hluitik P Herzig R, Kanovsky P

Changes in haemocoagulation in healthy volunteers after a |-hour thrombotripsy using o
diagnostic 2-4 MHz transcranial probe.

)} Thromb Thrombolysis. 2007 Jul 31;

M. Morfini, G. Aeurswald. R. A. Kobelt, G, F. Rivolta, }. Rodriguez-Martorell, F. A. Scaraggil,
C_Altisent, |. Blatny, A. Borel-Delron and V. Rossi.

Prophylactic treatment of haemaophilia patients with inhibitors: clinical experience with
recombinant factor Vlla in European Haemophilia Centres.

Haemophilia (2007), 1-6.




J..Blatny, S. Kohlerova,; O. Zapletal,V. Fiamoli, M. Penka.

RFVIIA is effective alternative to APCC in prophylaxis of bleeding during immune tolerance
protocol in haemophiliac with inhibitor

Journal of Tromb and Haemost. 2007; 5, Suppl 2, [P-M-166]

J. Blacny, P Mathew, ). Puetz.

First interim analysis of seven bleep registry focused on efficacy and safety of the treatment
with RFVIIA in massive haemorrhage in children,

Journal of Tromb and Haemost., 2007; 5, Suppl 2, [P-5-234]

V. Fiamofi, ]. Blatny, O. Zapletal, 5. Kohlerova

Is it possible to treat safely and effectively deep vein thrombosis with continuous V. infusion of
LMWH in children?

Journal of Tromb and Haemost.. 2007: 5, Suppl 2, [P-5-584]

[PRESENTATIONS /ABSTRACTS

J.EE. Gillan ,A. O’Malley, 5. Mc Cauley and ]. Banks.
Placental pathology of asymmetric twinning
Paediatric Pathology Society Meeting, Istanbul, Turkey, 2007

Farombi-Oghuvbu |, Corcoran |D Guerin H, Mayne PD, Matthews T.
N-Terminal Pro-B Type Natriuretic peptide: an acute phase reactant
Irish Perinatal Scciety, Belfast March 2007

Ferguson W, Finnegan N, Mayne PD, Menon A, Guy E, Cafferkey M, Butler K.
Neonatal Congenital Toxoplasmosis Screening in the Republic of Ireland.
Irish Perinatal Society, Belfast March' 2007

Burns R, Mayne PD. Keating G, Smith DF, Byrne E, Higgins M. Staines A). O'Herlihy C,
Smyth PPA. Can neonatal TSH screening detect trends in populotion iodine intake? British
Endocrinology Society. Birmingham, March 2007

Ferguson W, Finnegan N, Mayne PD, Menon A, Guy E, Butler K, Cafferkey M.
Neanatal Congenital Toxoplasmeosis screening in The Republic of Ireland.
25th European Society for Paediatric Infectious Diseases Porto, Portugal May 2-4, 2007

Chukwu |, Mayne PD, Hensey O, Treacy E, Crushell E.
Unusual cause of developmental delay and failure to thrive.
IPA Limerick May 2007

Harty 5,Awadella A, Crushell E, Manning R, King M, Lynch B, Mayne PD, Monavari A, Treacy EP
High diagnostic yield in children attending o metabolic centre with developmental delay.
SSIEM, Hamburg, September 2007

Murphy AM, Harty S, Crushell E, Mayne PD, Monavari A, Treacy EP.
Disease frequency of inborn errors of metabolism in the Irish Traveller Community.
ISHG, Belfast September 2007

INVITED LECTURES |

J.E. Gillan
Placental pathology of asymmetric twinning
Paediatric Pathology Society Meeting, Istanbul, Turkey. 2007
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Ultrasound, Fetal Assessment &
Prenatal Diagnosis Clinics

-------------------------------------------------------------------------------------------

CONSULTANTS:

Dr. Michael Geary

Dr Prof. Fergal Malone

Dr. Carole Barry-Kinsella

Dr. Mary Holchan

Dr. Ronan Gleeson

Dr. Barry Gaughan . _ - -
Dr. Cathy Allen

MIDWIFE SONOGRAPHERS:

Hilda O’'Keefe CMM2
Catherine Mulhare CMS
Irene Twomey CMS
Deirdre Nolan 5/M
Cyrena Hayes /M
FAU/PND:

Nollaig Kelliher CcMM2
Jane Dalrymple CMS
Helen Hartigan SiM
Joan O’Beirnes S/M

MEDICAL SOCIAL WORKER:
Gerardine Parkinson

ADMINISTRATION
Geraldine Fay
Aoife Somers
Anita O'Reilly

2007 was a very busy year in the Ultrasound (USS), Fetal Assessment (FAU) and
Prenatal Diagnosis (PND) clinics.

The core ultrasound services in The Rotunda Hospital in 2007 were provided by
Midwife Sonoghraphers: Hilda O’Keeffe, Catherine Mulhare, Irene Twomey,
Deirdre Nolan and Cyrena Hayes. Routine scans offered to all patients included
a booking scan, a 20 week structural scan and a post date scan at term plus 10
days. Serial scanning was provided for patients attending the Diabetic, Twin and
Medical Clinics. Non routine or emergency scan indications included problems in
the first trimester and specific clinical problems in subsequent trimesters,




The number of patients having gynaecological scans increased from previous
years. These included patients from the general gynaecology clinics and from the
infertility clinics for ultrasound follicular tracking with ovulation induction agents.

NUMBER OF OBSTETRIC SCANS

Booking Scan 3,608
20 Week Scan 7.614
Others 5,646

NUMBER OF GYNAECOLOGICAL SCANS

General 2,639

Total 19,507

FETAL ASSESSMENT UNIT

Drs. Holohan, Gleeson, Allen and Gaughan with CMM2 Kelliher and $/M Joan
Beirnes provided longitudinal follow up for women with high risk pregnancies in
the Fetal Assessment Unit. These were a diverse group of patients among which
women with obstetric cholestasis (34), preterm pre-labour rupture of membranes
(9). epilepsy. Rhesus iso-immunisation, IUGR(37), multiple pregnancies (89) and
post maturity featured (644). In addition to fetal biometry, biophysical score and
CTG (784), serial laboratory evaluation largely facilitated outpatient management.
Breech clinic (64). 2,530 patients were seen.

In 2007 1725 new patients attended for Prenatal Diagnosis. Drs. Geary, and
Barry-Kinsella and Prof. Malone with CMS Dalrymple operated 6 clinics per week.

There were 1984 artendances as some patients were followed iongitudinally. All
patients had an uftrasound scan. In addition the following tests were performed:-

NT & |st trimester serum biochemistry 871
2nd trimester serum biochemistry 99
Amniocentesis 96
CVvSs 120
Cardiac Scans 105
Anomaly scans 1,060
Dates Scan 86
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Of the 147 diagnostic tests performed, 42 cases of chromosomal abnormalities

were diagnosed. These include: -

Abnormalicy CVvS Amnio Total
Trisomy 21 16 6 22
Trisomy 18 4 6 10
Trisomy |3 | 2 3
Turners 0 | |
Triploidy | 0 I
Balanced Translocation 0 2 2
Short Arm Chromosome5 | 0 [
Sickle Cell [ 0 |
CF | 0 I
Total 25 17 42

- Excluding soft-markers-and chromosomal abnormalities, 129-cases of major

structural abnormalities were detected and followed. These include:-

CNS 24
CVS 19
Urinary 36
GIT 29
Multiple 2
Cystic Hygroma 7
Skeletal 2
Other 10
Total 129

The following 127 patients with normal chromosomes and no structural

abnormality were also managed.

Twin to Twin Transfusion 14

Antibodies 12

IUGR 20

PROM (<24/40) 7

Soft Markers with Normal Qutcome: 74
CPC 2
Pyelectasis 5
Ventriculomegaly 4
Echogenic Focus |

High Risk Screen / Normal Outcome 62

Total 127

Cardiac Abnormalities Detected Withourt Chromosome Abnormalities: 17

VsD

Pulmonary Atresia

Hypoplastic Left Heart

Arythmia

Tetralogy of Fallot

Transposition

Other

| ] | W R —|

Total




No. of Invasive Procedures other than Amnio/CV$S
Fetal Bladder Shunts ]
Cordocentesis i

Intraucerine Transfusion 15
Laser Ablation 12
Total 29

Since starting in 1996 the Prenatal Diagnosis Clinic has become busier each year.

1996 11997 | 1998 | 1999 | 2000 |2001 | 2002 | 2003 | 2004 | 2005 {2006 | 2007

No.of

Parients 22| 2l 338] 44| 426 | 43| S10| S| 512] 685]1,396 | 1,725
No.of

Agenchnces 700 765 905 1044 |1313]1964 | 1984
Na of Seun

Sreaning Tests 45 3 00| 203( 244 | 242 | 207 184 209} 291 él6| 970
Naof fvasive

Tests g2 1 115 144] 1401 109 ] 104 102] 58 55] LIB| 147 26
No. of Chrom.

Abnormalices | 11 15 13 13 10 9 1 5 91 27| 28| 42
% of Positive .

Invasive Tests, | 10% | 13% Fol S| 9% | | %] 9| 16%] 2% 19| 19%
No.of Struct .

Abnromalities 19 7 37| 67 67 521 3 B 69 %] 129
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TEeENAGE PREGNANCY CLINIC

DR GERALDINE CONNOLLY
DEBORAH PAGE RM
MAIREAD LAWLESS RM
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This clinic is well established now in the Rotunda. All girls aged 17 and younger who
attend the Rotunda for antenatal care attend this multidisciplinary clinic, comprising
medical, midwifery, social work, parent craft and physiotherapy. Screening for chlamydia
infection was introduced in 2007 for this at risk population and 15% tested positive.

A total of 120 teenage girls booked.into .the clinic,-an-increase of 14-from-2006.-Seven

patients were multiparous having delivered a child previously. Eighty three (71.6%) went
into labour spontaneously. Thirty (25.8%) were induced, 6 had pre-eclampsia, 20 were
post dates, 4 had pre-labour spontaneous rupture of-membranes. one had IUGR, one
cholestasis, one oligohydramnious and one had a previous 3rd degree tear. 64.7% had a
normal vaginal delivery, 20.7% had an instrumental delivery. The epidural rate was 78.5%.
Twency three girls (19.8%}had an episiotomy and one had a third degree tear following a
forceps delivery.

The caesarean section rate was 14.6%, an increase on the previous rate of 9.8%. Eight
patients had an emergency section following induction and 7 in spontaneous labour.
Elective caesarean section rate was 2.6% (3), one for breech presentation at term and two
for suspected CPD post term. Seven patients (5.8%) had a premature delivery: the earliest
gestation being 33 weeks. Low birth weight babies weighing <2.5kg were born to 4
mothers and one baby of »4.5Kgs was delivered at term+12. Mean birth weight was
3.37kgs.

Antenaral classes were attended by 62 patients. Artendance at the post natal clinic was
50% and the breast-feeding rate was 24% while in hospital. There was one neonatal death
due to anencephaly which was diagnosed antenatally. One baby was adopted. One patient
was readmitted for treatment for mastitis and there was one admission of a young mother
to a psychiatric unit for severe post-natal depression




MENTAL HEALTH SERVICES

DR JOHN SHEEHAN FRCPI, DObs, DCH, M.MED.SC., MRCPsych
Consultant Psychiatrist

MS. MARGARET SHERIDAN, RM.

------ R N T T

In 2007, Dr. Sheehan, Consultant Psychiatrist, assessed 105 new patients and treated 240
review patients in the Outpatient clinics. Ms. Margaret Sheridan, the Mental Health
Support Midwife, assessed 582 women in the Health Promotion Clinic. She also assessed
746 women on the wards and reviewed 515 follow-up patients.

As in previous years, education and training featured strongly. Dr. Sheehan provided
lectures on perinatal psychiatry to students from the Royal College of Surgeons in Irefand,
from Trinity College and from UCD as well as to the Diploma in Gynaecology and
Obstetrics students based in the Rotunda. He contributed to the new electronic based
teaching programme for post-graduate trainees in Psychiatry at the Royal College of
Surgeons in Ireland. Furthermiore, he provided the opportunity for a Senior Registrar in
Psychiatry to spend his special interest session in the Rotunda learning about perinatai
psychiatry.

As in 2006, both Dr. Sheehan and Ms. Margaret Sheridan were involved in an educational
course for Public Health Nurses on the detection and management of Postnazal
Depression. The course was organised by the Health Promotion Unit of the HSE.

In Becember 2007, bath Dr. Sheehan'and Ms. Margaret Sheridan were invited speakers at
the Obstetrics Forum, organised by the State Claims Agency. A description of the
Rotunda mental health service and the use of the Edinburgh Postnatal Depression Scale
were provided. Both presentations were well received.

The research study on 'Pregnancy and Alcohol consumption’ which began in 2006
continued during 2007. It will finish in 2008. Another study, which examines the role of
positive psychology traits in postnatal depression, began in May 2007. In 2008, a national
study exploring the strengths and weaknesses of the publicly funded health services
provided to women with disabilities in relation to pregnancy, childbirth 'and early
motherhood may commence in the Rotunda.
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ComBINED SERVICE FOR
DIABETES MELLITUS

DR. MARIA BYRNE, Consultant Endocrinologist

DR RICHARD FIRTH BSc FRCPI Consultant Endocrinologist

DR BRENDAN T KINSLEY MD FRCPI

DR SAM COULTER SMITH MB FRCOG Consultant Obstetrician
MICHELLE FERGUSON, CMS Diabetes

LAURA HARRINGTON Registered Dietitian

PREGESTATIONAL DIABETES MELLITUS

-Rotunda Hospital -2006 -
Type | Diabetes

Pregnancies n=23
Spontaneous Abortions n-6
Perinatal Death n=I|

Preterm Deliveries

N=3 (1@30 weeks, |@35+4 weeks, |@29 weeks)

Term Pregnancies

n=13

Live Infants

n=16

Maternal Data (Type 1DM) (n=23)

Age 31.6+/-5.3 years
DM Duration {4.1+/-7.8 years
DM Complications 6/23
Hypertension 3/23

PET 4/23

Gestation at OPD Booking 6.21+/-3.3 years
Booking HBA ¢ 77+1.5%
Delivery HBAIc 6.310.7 %

Booking Fructosamine

332462 mgldl

Delivery Fructosamine

254133 mg/d

Caesarean Section

8/17(47%)

infant Data (Type IDM) (n=17)

Gestation at delivery

36.8513.9 weeks

Birth Weight Total 313+ 112 kg
Pre Term .57 £ 0.5%g
Full Term 3.65 + 0.4kg

Macrosomia (4.0-4.5kg) 317

Macrosomia (> 4.5 kg) 0/17

Congenital Anomalies 0/17 (Trisomy 6)

Intrauterine Death /17 (@ 38+1))




Type 2 Diabetes

Pregnancies n= 15
Spontaneous Abortion n=5
Perinatal Death n=1/10

Preterm Deiiveries

n=2 (| @ 33+6, | @ 34+3)

Term Pregnancies

n=7

Live Infants

n=9

Maternal Data (Type 2DM) (n=15)
Age

36.245.0 years

DM Duration

3.012.16 years

DM Complications (retinopathy/neuropathy)

0/15

Hypertension 2/15

PET 2/15
Gestation at OPD booking 9.817.8 weeks
Booking HBA | c 6.0£0.8 %
Delivery HBAIc 59£1.17 %
Booking Fructosamine 233428 mg/dl
Delivery Fructosamine 222422 mg/dl
Caesarean Section 6/10 (60%)
Infant Data (Type 2 DM) (n=10)

Gestation at Delivery 37.413.6 weeks
Birth Weight 3.45£1.08 kg
Macrosomia (4.0-4.5kg) 4/10
Macrosomia (>4.5kg) /10

Congenital Abnormalities

/10 (Trisomy 21)

Intrauterine Death

0/10 (Trisomy 21)

GESTATIONAL DIABETES MELLITUS
Pregnancies n = 153
Rx with Insulin

n=104

Rx with Diet

n=49

Total Group (N=153)

Age: 33.3+/-4.9 years
Gestation At Delivery 38.8+/-1.6 weeks
Birth Weight 3.49+/-0.95 kg
Caesarean Section 72/153

Perinatal Death 0/153
Spontaneous Abortion 0f153

Congenital Anomalies

1/153 (Pateau Syndrome)

Twins

3 sets
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Insulin Treated GDM n= 104

Seen At DM OPD 28.2+/-6.87 weeks
To Insulin 28.3+/-6.88 weeks
Gestation At Delivery 38.6+/-1.6 weeks
Birth Weight 3.56+/-0.84 kg
Caesarean Section 52/104 (50%)
PET I

Intrauterine Death 0

IUGR 2

Spontaneous Abortion 0

Congenital Anomalies 0

Shoulder Dystocia 0

Diet Treated GDM n=50

Age: 33.2+/-4.7 years
Gestation At Delivery 38.98+/-2.15 weeks
Birth Weight 3.41+/-0.67 kg
Caesarean Section 20/50 (40%)
Spontaneous Abortion 0/50

Neonatal Death 0/50

Birth Weights in GDM Group
Data based on |53 deliveries

N %
<4000g 125 8l
4000-4499g 23 E
4500-4999g 6 3
>5000g 0 0

ONE ABNORMAL VYALUE ON OGTT

N=124
Rx with Insulin n=20
Rx with Diet n=104

TOTAL GROUP

Age 32.6+/-5.43 years
Birth Weight 3.51+/-0.55 kg
Caesarean Section 49/124(39.5%)




DIET GROUP N=74

Age 32.25+/- 5.4 years
Gestation at Delivery 38.57+/-5.6 weeks
Birth Weight 3.54+/-5.55 kg
Caesarean Section 43/104(41%)

INSULIN GROUP

Age 32.25+/-5.46 years
To Insulin 30.7+/-9.4 weels
Gestation at Delivery 38.9+/-1.17 weeks
Birth Weight 3.37+/-0.55 kg
Caesarean Section 6/20

Intrauterine Growth Retardation 0

Twins 2 sets

BIRTH WEIGHTS (| ABN VALUE GROUP)
Data based on 124 Deliveries

N %
<4000g 100 80
4000-4499g 22 17.6
4500-4999g 3 2.4
>5000g 0 0
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CLINIcAL NUTRITION

LAURA HARRINGTON, RD and TARA FINNEGAN, locum cover

In 2007 the dietitian saw a total of 995 patients, 553 new patients and 442 reviews. This is
an increase of 8.5% over the number of patients seen in 2006. The types of patients cared
for can be classified in the table below:

Referring Service Number of Patient Percentage of
Visits (Combined in- Total Patient
and outpatients) Visits
CAntepatal . . .. L . — _¥3- o o __275% .
Diabetes 647 65.0 %
Gynaecology 75 7.5%
Neonatology/Paeds 0 0%

This reflects a 3.1% decrease in the number of gynaecology patients seen, a 1.85%
decrease in the number of paediatric patients. The percentages of antenatal and diabetic
patients seen have remained constant in 2007 compared to 2006.

The majority of Dietetic referrals are for the following conditions:

. Antenatal: Hyperemesis, multiple gestations, maternal underweight, overweight
or abesity, poor diet, poor weight gain, anaemia and vegetarianism

. Diabetes: Gestational diabetes, Type | diabetes during pregnancy and impaired
glucose tolerance

. Gynaecology: Polycystic ovary syndrome, overweight, obesity and infertility

. Neonatology/Paeds: Poor weight gain, faltering growth, food intolerances

The dietitian is involved.in weekly presentation to antenatal groups and regular .talks to
teenage antenatal classes as well as employee in-service talks.

Service expansion is planned based on the balance berween resources and local needs
assessment,

Links are maintained with the dietitians at The Coombe Women's Hospital, The National
Maternity Hospital and Mount Carmel Hospital to create best practice guidelines, create
and update patient education materials and encourage continuing education.
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ErPILEPSY CLINIC

DR MARY HOLOHAN

In 2007 there were 72 patients seen at the Epilepsy Clinic. For all of these.patients pre-
natal diagnostic ultrasound was performed and anticonvulsant and folic acid medication
optimised. A delivery plan was determined for each patient, often in conjunction with
their neurologist. All patients were urged to link with the epilepsy in pregnancy register
in Beaumont Hospital. 50 of these patients delivered in The Rotunda Hospital in 2007. 4
patients had their care in late pregnancy and defivery at another centre. Of those patients
who delivered in The Rotunda Hospital 25 had not required anticonvulsive treatment for
some time before the pregnancy, 4 patients stopped treatment in early pregnancy and 21
patients needed anticonvulsive treatment during the pregnancy.

There were no significant complications for mothers or infants in the 25 patients not on
treatment or in the 4 patients who stopped treatment in early pregnancy.

Of the patients on anticonvulsant treatment regimes, |9 were on mono-therapy and 2
required 2 medications. In all, 4 of the patients were on treatment with Sodium Valproate.
There were no significant antenatal or neonatal problems for -mothers of babies in this
group of patients. However, |. baby was born with a cleft palate and this mother was using
Sodium Valproate medication.

| of the patients riot requiring treatment had a seizure in the postnatal period and 3
patients on treatment had a seizure on the postnatal ward. All of these were associated
with lack of sleep and a more specific postnatal care plan to minimise these incidences is
now developed for each patient. '

In conjunction with the Neurology Department of Beaumont Hospital an “information
leaflet for patients attending the Epilepsy Clinic was developed during 2007 and | am very
grateful to Dr. Norman Delanty and his team in Beaumont for their valuabte input.
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PHYSIOTHERAPY

ANNE DE LACY MURPHY

The Physiotherapy department has had another busy year in 2007.The increase in the
number of mothers delivered, and their earlier transfer home, continues to creare
challenges for our department in ensuring that mothers are seen prior to discharge.

OBSTETRIC PHYSIOTHERAPY

" I"rigte that the number of patients attending Physiotherapy with incontinence

during pregnancy has increased by over 50% again this year. Many of these patients
self referred following attending our first antenatal class. However we are still only
reaching a2 very small percentage of those that research would suggest, are
suffering from incontinence. | ook forward to seeing this area of our expertise
being availed of to a greater extent in the coming years.

o —

IANTENATAL PHYSIOTHERAPY
e -

Patients Attendances
Pelvic Girdle Pain 277 478
Incontinence 55 97
Carpal Tunnel Syndrome 22 - 32
Bells Palsy 5 17
Chest Physiotherapy 24 41

No. of Classes Attendances
Pelvic Girdle Pain Class 30 212

PREPARATION FOR PARENTHOOD CLASSES

These classes are run jointly with the parent education Midwives.
Mums with special needs were seen on a one:to-one basis for their classes.

Courses Mums
Primips 75 1,525
Multips 12 250




'POSTNATAL PHYSIOTHERAPY ‘I

Lo S

Inpatients:
. An appropriate exercise programme is commenced following delivery. We
aimed to see all Mums at least once.

. 7,675 Mums were seen as inpatients , 625 of these mothers were treated
twice prior to discharge.

. Mums who have taken early discharge are invited to attend the postnatal
outpatient class.

Qutpatients:
A total of 198 postnatal Mums attended as outpatients for one-to-one treatment.

Patients Attendances
3rd degree tears 127 213
4th degree tears 12 19
Postnatal Incontinence 59 124

URO-GYNAE PHYSIOTHERAPY

The physiotherapists aimed to treat all patients admitted for major surgery.
Advice was also given regarding further exercises.

Qutpatient Gynaecology patients with both urinary and faecal incontinence
were also treated.

Qutpatients 102
Qutpatient Treatments 339
Inpatients 153
Inpatient Treatments 165

The Promotion of Continence Clinic ---| continue work closely with Dr Mary
Holohan in the conservative management of urinary incontinence. Her ongoing
support to the physiotherapy department is greatly appreciated.
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PAEDIATRIC PHYSIOTHERAPY

Patients Attendances
Torticollis 66 249
Feet 60 110
Neurodevelopment 43 |85
Erbs 37 133
Chest 4 9

TEACHING/LECTURES

- o -Manual handling training session was provided twice monthly for all

members of staff who wish to attend.
. Clinical experience was given to UCD and RCS! physiotherapy students.

. Women'’s Health lectures to UCD and RCSI Schools of Physiotherapy.
including secting and correcting of exams.

In conclusion | would like to thank all the physiotherapy staff for their continuing
hard work and support. | would also like to wish my dear colleague Valerie
McConnell many years of good health and happiness in her retirement. It is
wonderful also to welcome our two new physiotherapists Anna Hamill and Sylvia
Farrell to the Rotunda.




SEXUAL AssAULT TREATMENT UNIT

DR MARY HOLOHAN

Ly N R N Y Y RN ]

in 2007, there were 339 attendances to the Sexual Assault Treatment Unit. These were
made by 318 females and 17 males. Evaluation of long-term sexual abuse was required for
2 cases. Of 337 artendances following a recent incident, 321 were seen within 5 days.
The Gardai were not involved in 3 of these very recent cases. |5 clients were hospitalised
for injury in relation to the assault, 8 further clients were hospitalised for alcohol toxicity
and 2 clients were hospitalised with acute psychiatric symptoms. 8 clients had significant
general trauma managed by the Sexual Assault Treatment Unit. 7 assaults had occurred in
another country.

The ages of female clients seen after a recent incident are shown in Table 1. In this group
of .316 clients; 28 were married or co-habiting, 60 were unemployed, 75 were in second
level, 3 in primary level and 40 in third level education. A psychiatric disorder ather than
addiction was present in 65 cases, |4 attendees were in special schools or workshops and
44 clients were not lrish born. Only 3% of the acute assaults on females were between
0900 hours and 2100 hours and 40% occurred in May-August inclusive. There was no
increase observed in attendances in December.

Post-coital contraception (PCC) was given to 179 of 292 females seen within 72 hours of
the assault It was not given to 113 women seen early, because they were already using
effective contraception (41), were post-hysterectomy or post-menopausal (I1), had
received treatment prior to attending the Unit (15), the nature of the assault did not
require treatment (21) or PCC was contra-indicated (2). Treatment was refused by 6
clients and 14 clients had menses. 3 patients were pregnant at the time of attendance at
the Unit and none of these pregnancies was as a result of the assault.

The alleged assault, in acute attendances, occurred in the victim's home in 62 cases and in
the assailant’s home in 95 cases. The single assailant was a stranger in 64 cases, an
acquaintance of less than 12 hours in 53 cases and a long-term partner in 10 cases. In 5
cases contact between the victim and assailant was initiated via the Internet. There was
more than one assailant in 28 cases.

More than 4 units of alcohol had been consumed by the victim in 234 (69%) of the acute
cases (female and male) and drug abuse occurred in a further 12 cases, with drug and
alcohol abuse in 28 cases. In 55 cases drug facilitated sexual assault was considered by the
client or the doctor. There was a background of considerable alcohal intake and/or drug
use in 50 of these cases. Toxicology was not positive for Rohypnol in any of these cases.
In 134 cases the Unit saw clients to evaluate the possibility of a sexual crime occurring
during a period of memory loss.
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All clients were offered screening for sexually transmitted disease. |5 declined an
appointment and 19 attended another service. [45 clients did not attend for the arranged
appointment.  [n 160 clients, there were 34 abnormal results (Table 2). 20 clients
artended the SATU for infectious disease screening only.

In fanuary 2007, recommendations of the Strategy Document in relation to the National
Development of Services for Adult Victims of Sexual Crime were presented to Ms. Mary
Harney, Minister at the Department of Health & Children. The Minister fully supported
the recommendations and an implementation committee of the relevant stakeholders
commenced work in April. This group had joint responsibility between NHO and PCCC
and was chaired by Ms. Angela Fitzgerald of the HSE. During 2007 the implementation
group enabled staff at the Rotunda SATU to support development of new units in Galway
and Mullingar, to visit Cork and Waterford Units assisting in the standardisation of client
care and to devise_plans for re-establishment- of service in-Letterkenny. The ‘Nursing

" Higher Diploma in Sexual Assault Forensic Examination commenced in December 2007

under the auspices of Royal College of Surgeons of Ireland and the first 8 Clinical Nurse
Specialists will graduate from this programme in january 2009. Enrolment for the first
UCD Certificate Course in Sexual Assault Forensic Examination was completed in 2007.
Maintenance of a 24-hour service was possible throughout 2007 and few delays were
encountered by clients from time of contact to time of examination. This was possible
due to the dedication of the Unit medical staff. Cases were seen at request of An Garda
Siochdna from |6 counties.

The nursing and volunteer rosters were both very successful through 2007. Special
thanks are extended to Moira Dolan, Nurse Manager for the Unit, and to the nurses on
the nursing roster and also to the senior staff and volunteers at Dublin Rape Crisis Centre
for their on-going support for the work of the Unit.

A special word of thanks to Rita O’Connar and Eileen Tunney, who have provided such
tremendous administrative support for zll of the work of the Unit.




[Table | FEMALE CLIENTS TO S.A.T.U. 2007 |

Age (Years) KT8 T6-19 20-35 30-39 __40-49 50-59 >59]

iﬁ No. | 4l 72 122 49 23 5 4
% |13 23 41 12 7 2 |
{Table 2 ABNORMAL STD RESULTS SATU 2006 |
Chlamydia 8
Candida 9
Anaerobes 15

Candida and Anaerobes [
HPV I
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MEpDiIcAL SociaL WORK

EILISH MC DONNELL (HEAD MEDICAL SOCIAL WORKER)
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INTRODUCTION

Transformation was the major theme in 2007 and the government’s focus was on
transforming our country. In their fatest strategic plan, the government allocated a budget
of €184billion over 7 years to ‘achieve sustainable economic advancement, social justice
and a better quality of life within an environmentally sustainable framework’. Health
(Priority 4) got €5 billion and Social Inclusion got €49.6 billion under a new 1Q year
National Action Plan for Social Inclusion: Building an Inclusive Society

DEMOGRAPHIC CHANGES:

In 2007, the Birth rate in the state reached a 25-year high. 70,620 babies were born and
the fertility rate was up slightly with women having more than 2 children for the first time
in 16 years. Qur population expanded to 4.3million and net inward migration was 67,000.
We still have one of the youngest populations in Europe. There are 190,000 one—parent
families (i.e. 18% of all families} and this is significant because you are 4.5 times more likely
to live in poverty if you belong to a one parent family- important when you consider that
| in 5 children live in a one parent family. Poverty is still an issue and as we reached the
end of 2007, serious storm clouds were gathering on our economic horizon,

COMMUNITY OUTREACH AND PRIMARY CARE

The HSE also have a Transformation Programme now in place and the development and
resourcing of Primary Care teamns is central to this approach. Over the past year. the
social work department continued to develop links with both statutory and voluntary
agencies in the community. The implementation of the HSE Primary Care Strategy
presented an opportunity for participation by the Head Medical Social Worker (HMSW)
in the HSE North Central Transformation Forum which aims to redevelop children’s
services in the community. The HM5W also sits on the Board of Management of the
north city women's refuge and is a member of the design team for "Young Ballymun’. This
latter project constitutes an innovative new approach to locally based services for at-risk
families in the Ballymun area which is funded by Atlantic Philanthropies and the HSE.

The active involvement of the social work team in community initiatives also includes
membership of the steering committee of the northside community-based support
service for young single parents.

Medical Social Work Attendance Activity for 2007

As noted elsewhere, the hospital activity rate soared in 2007. MSW figures for 2007
indicate that we had 346 outpatient attendances, which is significantly higher than 2006
figures (1i73). The increased activity rate has stretched our service. We continue to
respond to changing patient needs and expecrations while keeping the focus on our
strategic objectives in Key Performance areas.




MSW Activity 2007

New Atendances 1083
Return Attendances 263
Total 1346
New DNA's 155
Returns DNA's 27
TOTAL 182
MIGRANT WORKERS

In 2007 non-Irish nationals represented nearly 10% of. the population and account for
almost 1 1% of the labour force. In 2007, 33% of the patients attending the Rotunda
Hospital were non-lrish nationals.

Mothers Delivered >500grms by nationality 2007

Nationality 2007 %

Irish 5425 65.70%
Eu European* 1284 15.55%
Other Nationality™* 1398 16.93%
Unknown 150 1.82%
TOTAL 8157 100%

A 2007 report from the Migrant Rights Centre of Ireland (MRCI) stated a greater
percentage of migrant workers is now concentrated in the Dublin region. The same
report discovered migrant workers in Dublin are being paid significandy less than Irish
workers and a majority do not have written contracts, and do not receive overtime or
sick pay.

The high cost of accommeodation in Dublin was a2 major difficulty for participants and 93%
share accommodation with families and friends in order to reduce living expenses. 64%
live in houses and apartment blocks where it was reported no Irish people live. These
workers are living on the margins and are very vulnerable to social exclusion. 18% had
time only for work and 72% did not mix or socialise with Irish people outside of their
work (MRCI,2007). This lack of integration may have serious implications for future social
cohesion and needs to be addressed by the budget hotders for social inclusion.

Issues such as employment difficulties, accommodation concerns, and social exclusion can
be exacerbated by pregnancy and often these migrant workers present to the department
under a great deal of stress. Emotional support as well as assistance in relation to social
welfare benefits and entitiements is essential to these patients care. The social work
department has established close links with the Immigration Council of Ireland and
Citizens Information and is graceful for their support and guidance around these issues.
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INTERCULTURAL HEALTHCARE

The HMSW co-led an in-house HSE funded Intercultural Healthcare Initiative (NIHP)
which commenced in Winter 2006 with the selection and training of the NIHP project
Steering.group (including 2 patient representatives and 2 representatives of the travelling
community). The service initiatives and training for staff took place in 2007 and are
reported in HR section of this Report. Qutcomes and recommendations wilt be available
in the 2008 Report.

TEENAGE PREGNANCY

Mothers Delivered > 500grms aged less than |9 years for 2007

Age [Jan Feb Mar Apr May jJune July Aug Sept Oct Nov Dec Total
14 I c 0 3 0 I 0 0 0 0 0 0 5

15 I 2 0 2. 1. -0 0 A1 0 0 I 9

16 I I l 2 2 3 | 3 2 3 5 2 26
17 |8 6 4 5 I 2 4 8 4 0 5 3 60
I8 |8 6 9 13 119 8 7 7 8 0 13 109
Total{ 19 18 14 25 IS I5 13 19 14 21 20 19 209

In 2007, 209 young women (aged 18 and under) attended the Hospital for their antenatal care.
The Teen Antenatal Clinic established in 2005 (for girls aged 17 and under} had 120
teenage mothers attending in 2007. These teenagers were able to meet with the same
doctor and midwife throughout their pregnancy, while psychosocial support znd
counselling was provided by the social worker. Teenagers are encouraged to become
involved in their care and are supported in preparing for their baby's birth. The social
worker works alongside the young person, to help them to consider all of their options
and to make plans for their future.

Statistics were maintained throughout the year by the social worker in relation to the
following areas: :

Accommodation

The majority of teenagers we -met with in 2007 were living in the family home and were
well supported by parents, carers or other family members. However, there were still a
significant number of vulnerabte teenagers not living at home, in need of high levels of
support throughout their pregnancy:

- Family Home=91

- Living with putative father=10

- Living with Relatives=2

- Living in Own Accommodation=4

- Asylum Seekers Living in Direct Provision=6
- In the Care of the H5E=4

~ In Supported Transitional Housing=|

- Homeless=2




Education

The high number of teenagers not at school or on a course continues to predominate in
our statistics. It is especially difficult for teenagers not linked into the education system
during their pregnancy to return to school following their baby's birth. They require a lot
of support in"order to do this. Young pecpie who become parents early in life and do not
get an opportunity to complete their education are more at risk of long-term
unemployment and poverty:

- Secondary School=47

- Youthreach/FAS=19

- University=2

- In Employment=7

- Out of Education/ Employment=45

Supports Provided

Teenagers attending the Teen Clinic receive support in relation to a wide range of issues.
When teenagers first meet with the social worker they frequently seek a lot of practical
information to help them to make decisions about their future, e.g. information on
benefits/ entitlements, educarion, childcare etc.

Many of our teenagers also needed a lot of emotional support throughout their pregnancy
due to a range of difficulties they were experiencing:

- Relationship Difficulties with Parents/Carers=12

- Ongoing Relationship Difficuities with Partner=8

- Difficulties Experienced with Recent Arrival in Ireland=7

- Concealed Pregnancy=2

- Death or lliness of Parent=4

- Second Baby=4

- Second Pregnancy (following history of previous miscarriage)=2

- Intellectual Disabilicy / Mental Health Difficulties=2

- Homelessness or Housing Issues=10

- Domestic Violence= 3

Building relationships with the community groups providing supports to young people
remained an important part of the social work role. Where services were available, the
social worker continued to link young parents in with local groups to ensure that they had
further support once they returned home with their baby. In recent years, a number of
Teen Parent Support Projects (TPSP) have been established throughout the country (4 in
Dublin), with the aim of helping young parents to remain in education. In 2007 a new TPSP
was established in Finglas and our teenagers from that area now benefit from this
additional support. :

There were also a further |9 teenagers {under |8 years) who did not attend the Teen
Clinic and were met with by the social worker. These teenagers artended other Clinics
(i.e. Dove, Twins etc.), some experienced losses or were unbooked patients.
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SUBSTANCE MISUSE:

In Ireland those with an opiate addiction who wish to receive treatment are placed on a
methadone maintenance programme, According to statistics released under the Freedom
of Information Act there were 9,760 participants on a methadone maintenance programme
in the country in 2007, with the majority of these in the Dublin region.

For many substance-abusing women, becoming pregnant will provide the first pathway to
treatment for opiate addiction. In 2007, 68 women on methadone maintenance attended
the Rotunda Hospital for antenatal care {95% of these women were Irish). Participation in
a methadone maintenance programme can:

* reduce illicit drug use and thereby reduce criminal activity

* improve maternal nutrition

* increase women's attendance for ante-namal care and accessing
psychosocial supports

+ allow time and energy to be.spent preparing for birth and motherhood

The Medical Social Worker offers psychosocial assessment and support to all women who
are participating on a methadone maintenance treatment programme. A strong link exists
between substance misuse and homelessness, poverty and social isolation. A risk assessment
is conducted with these women and if necessary a referral can be made to HSE child
protection agencies. The Medical Social VWorker attends pre-birth meetings, case
conferences and pre-discharge planning meetings. These meetings involve the patient and
her partner/family, the HSE Social Worker teams, drug treatment agencies, Public Health
Nurses and the Drug Liaison Midwife.

FAU/EPU AND BEREAVEMENT SUPPORT

The Social Work Department continues to provide a service to the FAU Department
patients as part of the multi disciplinary team approach.

Learning that there are difficulties in a pregnancy can be very traumatic and patients are
offered immediate support and crisis counselling. When a diagnosis of fetal anomaly is made,
patients and their families can express a wide range of emotions ranging from anger and
weeping to numbness and withdrawal. Through the counselling process they can be helped
to live with the uncertainty of a pre natal diagnosis. Parents are helped to explore their
feelings in relation to the information they receive. For some this involves preparing
themselves for the loss of their expected baby around the time of birth. for others it is to
begin to plan a different future. initially, some patients do not take up the offer of counselling
but they can make contact at any stage if they so wish.

in 2007 we had an increase in referrals from the now well-established Early Pregnancy Unit
and again patients experience a wide range of responses to confirmation of ongoing
pregnancy or the end of that pregnancy. Where appropriate [inks are made with community
based services and parent groups.




NEONATAL UNIT

The role of the Medical Social Worker attached to the Neonaral Unit is to provide support,
information and practical assistance to parents of sick and premature babies, whilst the baby
is in the hospital and also for a period of time after they have gone home. in addition,
bereavement support is offered to those whao have sadly lost a baby.

The Social Worker works alongside medical and nursing colleagues to ensure that a holistic
family-centred package of care is provided to parents. The Social Worker also links parents
in with community-based support and early intervention services. In this regard, the Social
Work Department lidises closely with colleagues in the community, such as Public Health
Nurses, Community Social Workers, Family Support Workers as well as with many other
professionals attached to voluntary and statutory agencies.

Having a sick or premature baby is an extremely frightening and stressful event for parents,
and it is crucial that they feel supported and have a safe environment in which to express
their feelings. ‘Parent to Parent’ is the Parents’ Support Group facilitated by the Neurology
Specialist Nurse and MSW. This group was developed to provide parents who have a baby
in the Neonatal Unit with the opportunity 1o meet one another and to support each other
through their experiences. The group took place fortnightly and a guest speaker attended
at the parents’ request.

The Parents Group would like to express their grateful appreciation to past parents who
g2ve up their time to return to the hospital and share their inspiring stories. The group
would also like to sincerely thank the lactation Specialists who regularly attended the
meetings and provided invaluable advice and support '

INFECTIOUS DISEASE:

Around the world in 2007 there were 33 million pecple living with HIV infection of whom
I5.5 million were women. In the Rotunda Hospital in 2007, 48 HIV positive women
atrended for antenatal care, 33.3% of cases were newly diagnosed through routine antenatal
screening. When patients know they have HIV they may suffer great psychosocial and
psychological stresses because they fear rejection, social stigma, disease progression,
uncertainties associated with future management of HIV and fears surrounding transmission
to their baby. It is helpful to view HIV as a condition that has important psychosocial
consequences as well as medical consequences,

The Medical Social Worker offers confidential counselling to all patients and also links these
women in with specific support networks in the community who can continue to assist
then in coming to terms with their diagnosis.

Of the 48 HIV positive women attending the Rotunda Hospital in 2007:

= 70.8% were of African origin

= 22.9% were Irish

* 8% of these women positive for HIV were also availing of a2 methadone

maintenance programme.

Many women are asylum seekers and refugees and they travelled to Ireland by themselves,
thus have little or no family support. The Medical Social Worker is sensitive to concerns of
special populations including ethnic minorities and asylum seekers.
In 2007 3% of women artending the DOVE team were Hep B positive, 23% of the women
were Hep C positive, 48% of the women were HIV positive and 32% of the women tested
positive for syphilis.
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The Medical Social Worker wishes to acknowledge the invaluable work of the Infectious
Disease Midwife who provides essential support and information to women artrending
with blood bornfviral infectious, specifically HIV, and Hepatitis A, B and C and the Drug
Lizison Midwife who works and collaborates very closely with us in the interest of
substance-ysing patients and their babies.

ADOPTION

in 2007, the numbers considering adoption dropped dramatically. There is evidence that
unplanned pregnancy is still a major problem in Irefand however despite the best efforts
of the Crisis Pregnancy Agency, adoption is rarely seen as the solution.

Nuiibér of Number of

Patients Nl{mber of Number of Babies in
. Patients who )
Considering Placed Patients who Kept Long-Term

Adoptien Foster Care

A I N B
I B I T O

Domestic Violence

We continue to prioritise the needs of patients disclosing abuse. Domestic violence is a
serious health issue particularly in pregnancy and while we are quick to recognise and
respond to women who have been physically assaulted by their intirmate partner, it is more
difficult to identify those who are subjected to other forms of abuse. We are undertaking
a change of direction with routine enquiry and hope to initiate a new approach to enquiry
by the midwife at booking visit. YWe have begun a process of developing specific training
for staff and will implement this in 2008.

LECTURES & PRESENTATIONS

Title Yenue Date

HSE Transformation Team Meeting Swords, Co. Dublin 16/1/2008
3/10/2007

Hepatitis C/Testing & Treatment-“Hidden Voices 16/11/2007
Community Response”
Champions of Social Gain-Seminar on Policy & Mater Hospital 58&6/11/2007
Strategy for Medical Social Work
Young Ballymun — HSE Project Team Axis Centre Ballymun /1172007
Miscarriage Association Presentation Wynn's Hotel t5/10/2007
for Health Professionals
Consultation on Human Tissue National College of 19/6/2007
Legislation/Dept. of Health & Children Industrial Relations
Treoir Group Dublin Castle 6/6/2007
Aoibhneas Refuge Kilashee House, Naas 20/5/2007

HSE-Darndale Team "Preparing for Life” Rotunda Hospital 171572007




Title

Head Medical Social workers-Annual
Conference ‘Current Social Issues’

Study of Alcohol Smoking & lllicit
Drug Use in Pregnancy (1987-2005)

Roma Cultural Mediation Project
Presentation-Mayte Calvo

Seminar on Roma Health Education
Pilot Project- Grainne Stafford

Traveller health Discussion Intercultural
Healthcare Project

MNational Intercultural Healthcare Project
Managers Training-Dave Q'Brien

Rehabilitation Integration Service — Drugs Team

Consultation/Design Group for Young
Parent Community Service

TRAINING/PRESENTATION GIVEN :
Title

RCSVSATU Forensic Course Presenter
Eilish McDonnell Topic Domestic Violence
& Sexual Assault

ISANDS Training Session Presenter
Eilish McDonnell Topic Screening
& Choices in Pregnancy

Training given-Presentation to
Cairdre¥Womens Leadership Course-
Mary O’Reilly, Eilish McDonnei

Bereavement Workshop - Higher Diploma
in Neo Natal Intensive Care MNursing

ACKNOWLEDGEMENTS

The MSW team wishes to acknowiedge :

Venue

Mater Hospital

Coombe Womens Hospital
Dalrymple Theatre
Rotunda Hospital

Rotunda Hospital

Pavee Point

Rotunda Hospital

Rotunda MSW Dept.

Yenue

RCSI, Stephens Green

Bewleys Hotel,
Dublin Airport

Cairde Training Centre,
Belvedere Plc., Dublin |

Rotunda

Date

28732007
10/5/2007

2/3/2007
20/2/2007
26/1/2007

29/1/2007

12/612007

Date

17472008
5/4/2008

1/10/2007

10/5/2007

* all of the voluntary community-based organisations who give so freely of their
time and resources especially ¥Womens Aid, the Miscarriage Association and ISANDS.

* The Samaritan Fund and all the charitable organizations who respond so generously to

our requests for financial assistance for needy families, with particular mention of the

Roomkeepers Society, Protestant Aid and the Glorney Foundation
* The Lab staff who provide extremely generous hampers for families every Christmas.
* All our colleagues throughout the hospital especially in Bereavement Liaison, DOVE,

Drug Liaison, NICU, Teenage Clinic, FAU.
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The Friends of the Rotunda is the official Charity (CHY240) of the Rotunda
Hospital. It was founded in 197] to assist the Rotunda to finance essential
Hospital Research, support voluntary work and social welfare initiatives and
improve amenities for Patients and Staff.

Membership of the Friends of the Rotunda is by annual subscription and there are
now over [500 Members registered throughout Ireland. The Central
Administration is managed by Sheila Thompson, Marketing Manager, who is
responsible for the implementation of annual fundraising initiatives and overall
strategic marketing development.

The Friends’ Council is the governing body of the Friends of the Rotunda and
meets quarterly to discuss matters relating to policy, finance and governance of
the Organisation. The Council is made up of a number of Honorary Officers;
_Dominique. Crowley, (Honorary Secretary) & Josephine "Black, (Honorary
Treasurer) and its officers include; Dara Walsh, Marie Malone, Dympna Sheehan,
Carolanne Roopnarinesingh and Bernadette Lennon. Representation from the
Rotunda Hospital includes Dr. Michael Geary, {Master) and Fintan Fagan, (General
Manager & Hospital Secretary). '

There is also a sub-group within the Council called the Friends’ Research Commitzee.
Each year this Committee considers Rotunda Hospital Research Submissions that
seek Funding. The Committee reviews each research project in great detail and
recommends to Council, which project(s) should be approved for funding.

Research Projects Approved for Funding by the Friends during 2007 were:

Research Project |

Title: Pilot study of prevalence of Hepatitis C (HCV) infection to evaluate the
requirement for introduction of routine antenatal screening

Principal Investigator: Dr. Jack Lambert
Funding Approved € 80,000.00

Research Project 2

Title: Placental Macro-Pathology and Micro-Pathology in Discordant Twin Pregnancy: A
Multi-Centre Prospective

Principal Investigator: Dr. Manning / Dr. Breathnach
Funding Approved € 62,998.00

Research Project 3

Title: Reach Out and Read Ireland
Principal Investigators: Dr. Lauren Brennan

Funding Approved: € 1,800

The Friends of the Rotunda awarded a total of €144,798 in Grants for Rotunda
Haospital Research during 2007.




2007 Essential Services /| Equipment Funded

The Friends of the Rotunda purchased a new Caleo Incubator for the NICU
Department costing €22,000 from monies raised from the Dublin = County Donegal,
Charity Walk of Life.

Fund-raising events.in 2007 included:

. Rotunda Golf Classic The Rayal Dublin Golf Club

. Race Day Leopardstown

. The Ice Ball in association with Christies, London.
. The Rotunda Car Draw

. Fiora Mini Marathon — Dublin

. Walk of Life Charity Walk

. Addidas Dublin City Marathon

. Wicklow 200 Cycle Challenge

. Sale of Easter Eggs

. Christmas Card Sale

. Sale of Hospital Art

. Sale of Hospital 250th Memorabilia

The 2007 Rotunda Race Day raised over €37,000 in zid of the Research Fund for the
HEP C Pilot Study Programme.

The Ice Ball was ran in association with Christie’s and sponsored by ABM/AMRO and
raised approximately €200,000.

The Rotunda Golf Classic raised approximately €20.000.
Donations

Donations received from the Public broke all previous records in 2007, with over
€60,000 being received as compared with €9,000 for 2006.

The Rotunda Shop

The Hospital Shop in the Main Reception area of the Hospital provides a service to all in the
Hospital and annual rental income provides extra revenue for the Friends’ Research Fund.

The Hire of the Pillar Room

Ancther substantial source of revenue each year is generated through the Hire of The
Pillar Room as a facility for external functions. It is also used by the Hospital as a teaching
centre. Bookings are made through in the Friends of the Rotunda office on 01 872 2377,
The Pillar Room closed in December 2007 at the start of Building Renovations works
being carried out on the Gate Theatre.

The Council for the Friends of the Rotunda wishes to §
extend its gratitude to all those who organised and
supported fundraising activities during 2007.

Sheila Thompson
Marketing Manager
Friends of the Rotunda
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STAFF PUBLICATIONS 2007

Akther, P, Padmanabhan, A, Babiker, W, Sayed, A, Molelekwe, ¥, Geary, M
Introduction of an early ‘pregnancy assessment unit,
Journal of Irish Medical Science 176 (1) ;23-26, 2007

Araibi, A., Maghrabia, M, Sayed, A, Loughrey, JP , Blunnie, WP , Geary, M.
Successful cutcome for mother and twin babies following peri-mortem caesarean section
Journal of Obstetrics & Gynaecology 27(8):860-861, 2007

Ball, RH, Caughey, AB, Malone, FD, Nyberg, DA, Comstock, CH, Saade,
GR. Berkowitz, RL et.Al.

First and second trimester evaluation of risk for Downs Syndrome.

Obstetrics & Gynecology 110(1):10-17, 2007.

Belogolovkin,V, Eddlemann, KA, Malone, FD, Sullivan, L, Ball, RH, Nyberg, DA,
Comstack, CH, Hankins , GD, Carter, S, Dugooff, L, Craigo, SD, TimorTritsch, IE, Carr,
SR, Wolfe, HM, D'Alton, ME.

The effect of low Body Mass Index on the developrent of gestational hypertension and
preeclampsia.

Journal of Maternal Fetal & Neonatal Medicine 20: 509-513, 2007

Blatny, ] , Kohlerova, S, Zapletal, O Fiamoli,V, Penka.M

RFVIIA is effective alternative to APCC in prophylaxis of bleeding during immune tolerance protocol
in haemophiliac with inhibitor

Journal of Trombosis and Haemostasis 5, Suppl 2 Spec Issue July, [P-M-166], 2007

Blatny,] Mathew P, Puetz. )

First interim analysis of seven bleep regisury focused on efficacy and safery of the treatment with
RFVIIA in massive haemorrhage in children.

Journal of Trombosis and Haemostasis., 5, Suppl 2 Spec Issue Juty |, [P-5-234] 2007.

Breathnach, F,Tuite, D}, McEniff, N, Byrne, P and Geary M.P.
Uterine artery embolisation as an interval adjunct to conservative management of placenta previa increra
Journal of Obstetrics & Gynecology 27 (2): 195. 2007.

Breathnach, FM, Malone, FD, Lambert-Messerlian, G, Cuckle, HS, Porter, TF et al.
First and second trimester screening : detection of aneuploidies other than Downes Syndrome,
Obstertrics & Gynecology 110(3):651-657, 2007

Breathnach, FM, Fleming, A, and Malone, F.D.
The second trimester genetic sonograph.
American Journal of Medical Generics. Part C, Seminars in Medical Genetics {45 (1):62-72, 2007

Breathnach, FM and Malone, F.D.
Screening for aneuploidy in first and second trimesters: is there an opumal paradigm?
Current Opinion in Obstetrics and Gynecology 19(2):176-182,2007.

Bukowsld, R, Smith, G, Malone, FD, Ball, RH, Nyherg, DA, Comstock, CH, Hankins, GD et. al.
Fewal growth in early pregnancy and risk of defivering low birth weight infant : prospective cohort study.
BM| 334 (7598): 836, 2007.
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