Lenus: Research Repository

@ Lenus

Taisclann Leabharlann FSS
The HSE Library Research Repository

Coombe Lying-In Hospital, Dublin:
clinical report for the year 1981 (671 KB)

ltem Type Report

Authors Duignan, Niall

Rights Coombe Lying-In Hospital, Dublin
Download date 2026-02-09 03:31:32

Link to ltem https://hdl.handle.net/10147/45564



https://hdl.handle.net/10147/45564

COOMBE LYING-IN
HOSPITAL

DUBLIN

CLINICAL REPORT

FOR THE YEAR

1981

NIALL DUIGNAN
Master



STAFF

Master:
NIALL M. DUIGNAN, M.D., M.A.O., M.R.C.0.G.

Assistants to the Master:
PAUL BOWMAN, M.B., M.R.C.P.l.,, M.R.C.O.G.
GEORGE KIDD, M.B., M.R.C.O.G. (until 21.4.81)
BERNARD STUART, M.B., M.R.C.0.G. (from 15.81)

Registrars:
JOHN CORRISTINE, L.R.C.P.I., M.R.C.0.G., T.D.M. & H. (until 20.2.81)
FINIAN LYNCH. M.B., M.R.C.0.G.
DAVID MORTELL. M.B., M.R.C.O.G. (from 1.4.81)

Research Fellows:
BERNARD STUART, M.B., M.R.C.O.G. (until 30.4.81)
ANNE L. KEANE, M.B., D.C.H.
PETER GRAY, M.B., D.C.H., M.R.C.P.I.

Consultant Obstetricians and Gynaecologists:
JAMES CLINCH, M.A., M.D], F.R.C.0O.G.

PROFESSOR JOHN KEVIN FEENEY, M.D., M.A.O. , 'D.P.H
PATRICK L. LYNCH, M.B., M.A.

ELIZABETH M. TROY, M.B.,
JOHN F. BOYLE, M.B., M.A.O., F.R.C.
DONAL P. OBRIEN M.B., M.
ALPHONSUS T. GREENE. M.B.. M A.
CATHALP. MURRAY, M.B., M. A.
JOHN E. DRUMM, MB M.A.O., M.

Clinical Lecturers/Tutors:
University College Dublin:
ALPHONSUS T. GREENE, M.B., M.A.O., F.R.C.P.l.,, F.R.C.0O.G.

Royal College ofSlJr eons |n Ireland:
CATHAL P. MURRAY, AQ, FRCQG
JOHNE. DRUMM, MB MAO MRCQG

Trinity College, Dublin:
PAUL BOWMAN, M.B., M.R.C.P.I..M.R.C.O.G.

Pathologist:
FRANK MARTIN, M.D., M.Sc, F.R.C.Path.

Radiologist:
JEREMIAH KELLEHER, M.B., F.R.C.R.

Consultant Paediatricians:
ELIZABETH GRIFFIN, M.D., D.C.H., F.R.C.P.
PATRICK DEASY, M.B., FRCPI F.A.A.P.
EDWARD TEM PANY M. D D.C.H., F.R.C.P.

Associate Paediatrician:
PAULINE A. O'CONNELL, M.B., D.C.H.

Paediatric Registrars:

NAEEM AHSAN JAMIL, M.B.,
GERARD LOFTUS, M. B.,
AIDEEN MOORE, M.B.,
ANTHONY RYAN, M.B.,

Paediatric House Officers:

UUU
OOOU

0

. O'CARROLL
'O'DWYER

. OREILLY

. SHEEHAN

. SHEEHAN

CLARK
DOBBS

. MCARDLE
MAGEE
O'BRIEN

. O'CARROLL

qmHATno
Z>»0m=

Consultant Anaestheti

KEVIN P. O'SULLIVAN, M.

FIONA O'HIGGINS, M.B.,

LIAM P. BRIGGS, L.R.C.P.S.l., F.F.A.
2



Anaesthetic Registrars:

JOHN LYNCH PADRAIG O'SCANLAIN
BRIAN LAMONT MARIE McCARROLL
Senior Resident House Officers:
S.BONAR W. LACEY D. MOLONY R. PATTON
A. FEENEY P. McCAULEY H. MAGUIRE S. QUIGLEY
E. HEGARTY M. McKEEVER J. O'NEILL G. RONAN
M. KELLY D. MURRAY C. OCALLAGHAN F. SCALLAN
Physicians:

PROFESSOR RISTEARD MULCAHY, M.D., F.R.C.P. (London), F.R.C.P.I.
LIAM G. OCONNELL, M.B., M.Sc, M.R.C.P.I.
PROFESSOR WILLIAM F. ODWYER, M.D., F.R.C.P.l.

M. I. DRURY ,M.D., F.R.C.P.I.

GEORGE DUFFY, M.D., B.Sc, F.R.C.P.I., A.B.N.M.

T.J. McKENNA, M.B., M.R.C.P.l., M.R.C.P., F.A.C.P.

Psychiatrist:
PROFESSOR JOHN P. MALONE, M.D., F.R.C.P.l., D.P.M., F.R.C.PSYCH.
Dermatologist:
JOSEPH BARNES, M.D.
Surgeons:
THOMASC. J. O'CONNELL, M.Sc, M.D., M.Ch., F.R.C.S.I.

J. A. MEHIGAN, M.Ch., F.R.C.S.I.
J. J. MURPHY, M.Ch., F.R.C.S.I.

Urological Surgeons:
FRANCIS A. J. DUFF, M.D., M.Ch., F.R.
DANIEL G. KELLY, MCh F.R.C.S.

Ear, Nose and Throat Surgeon: Opthalmologist:
OLIVER McCULLEN, M.Ch. PHILOMENA GUINAN, M.D., M.Ch.

Orthopaedic  Surgeon:
FRANCIS E. DOWLING, B.Sc, M.Ch., F.R.C.S.I.

Matron:

MISS M. M. KELLY

Assistant Matron

MISSM. MORAN
Unit Nursing Officer:
MRS. P. McCOMBE
Secretary/Manager:

MISS M. SMITHWICK, DIP.H.ADM., A.l.I.S.
Pharmacist:
MISSM. KIELY ,M.P.S.I.

C.SlI.
l.

Midwifery Tutors:
MISS M. McCABE
MRS. M. APPLEBY
MISS. E. M. GREEN
Medical Secretary:
MISS M. CORRIGAN
Radiographers:
MRS. G. RHATIGAN, D.S.R.
MRS. M. HOURIHANE, D.S.R.

Accountant:
JOHN RYAN, M.l.A.S., M.H. ADM.

Saff Officer in Personnel:
MISS. JOAN PRIESTLEY, B.A., H.DIP.ED.

Medical Social Workers:
MISS C. GREGG, A.l.M.S.\W.
MS. ROSEMARY GRANT, B.S.S., C.Q.S.W.

Physiotherapists:
MRS.J.COOTE,M.C.S.P.
MISS A. OLOUGHLIN M.C.S.P.
MISS S. KAVANAGH CSP
MISS J. SWEENEY, M.C.S.P.

MISSH. CREMIN, M.C.S.P.

3



Glossary of Terms

BOOKED PATIENT: A patient who is seen once at the antenatal clinic,
other than the occason on which she is admitted. This includes patients
seen by the Consultant g&ff in their Consulting rooms.

ABORTION: Expulsion of products of conception before the end of the
28th week of pregnancy.

MATERNAL MORTALITY: Death of a patient, booked or unbooked,
for whom the hospita has accepted responsibility, during pregnancy or
within gx weeks of delivery whether in the hospital or not.

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

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

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

PERINATAL MORTALITY: The sum of stillbirths and first week neo-
natal deaths as defined.

CALCULATION OF PERINATAL MORTALITY RATE: The perinatal
mortality rate refers to the number of perinatal deaths (S.B. and 19 week
N.N.D.) per 1,000 total births at or over 28 weeks.

Abbreviations used throughout report:

Antenatal course

Antepartum haemorrhage

Artificia rupture of membranes

Booked/non-booked

Biparietal diameter

Combined antenatal care
. Continuous positive airway pressure
Cardiotogograph
Central venous pressure )
Disseminated intravascular coagulation
Fetal heart heard/not heard
Fetal movement not fet
Glucose tolerance test
Intermittent positive pressure ventilation
Intrauterine death
L ecithin/sphingomyelin _
Lower segment Caesarean Section
Mid-stream urinalysis
Pre-eclamptic toxaemia
Prostaglandin
Postpartum haemorrhage
Premature rL(J:Pture of membranes
Respiratory distress syndrome
Retarded intrauterine growth
Specia Care Baby Unit
S0cio-economic group
Spontaneous rupture of membranes

ontaneous vertex delivery

rinary tract infection
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Abruptio Placentae
Amniocentesis
Anaemia ...

Ant artum Haemorrhage of
nknown origin

Bacteriuria

Breech Ddivery

Brow Presentation
Cardiac Disease
Caesarean Section
Colposcopy

Congenitd Maformations

Deliveries|essthan 28 weeks
weighing 500g. and over

Diabetes ...
Disproportion
Eclampsia

Endocrine Clinic ...
Essential Hypertension
External Version ...
Face Presentation
Forceps Ddlivery ...
Glossary of Terms
Guinness Lectures
Gynaecologicd Department

Haemolytic Disease of the
Newborn

Induction of Labour
Infertility Clinic
Introduction

Labour following previous
Caesarean Section

Late Neonatal Deaths
Late Pregnancy Hypertension
Latent Diabetes Médlitus ...

Live-born Infants below 15 Kg.
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GuinnessLectures

1969—Professor T. N. A. Jeffcoate

University of Liverpool.

1970—~Professor N. Butler
University of Bristol

1971—Sir Dugald Baird
University of Aberdeen.

1972—Professor C. A. Jane way
Boston.

1973—Professor F. Geldenhuys
University of Pretoria.

1978—Professor Keith P. Russell
University of Southern
California School of
Medicine.

1979—Dr. J. S. Wigglesworth
Institute of Child
Health,
University of London.

1980—Professor James Scott,
University of Leeds.

1981—Dr. J. K. Brown,
Royal Hospital for
Sick Children,
Edinburgh.

"The Changing Face of Obstetrics.'
"British Perinatal Survey."
"How Many Children."

"The Immunological Relationship
between Mother and Fetus."

"Not Two but One."

"The  Obstetrician-Gynaecologist
and Diseases of the Breast."

-"Preterm Birth and the Developing
Brain."

-"The Obstetrician—a Biologist or a
Sociologist."

-"The New Obstetrics or Preventa-
tive Paediatrics?"



Introduction

There was a 5.6 per cent drop in the number of deliveries recorded in
1981. During the year a total of 7,274 babies of over 28 weeks gestation
were born; 61 were stillborn and 31 died within 7 days of delivery, so that
the perinatal mortality rate was 12.6/1,000. This is the lowest rate ever
recorded in the hospital. Congenital malformations accounted for 37 per
cent of the total perinatal deaths and when such cases were excluded the
gtillbirth rate was 6.6/1,000 and the neonatal death rate 1.4/1,000, giving a
corrected perinatal mortdity rate of 8.0/1,000. The improved outcome of
the very premature baby which has been commented upon in previous
reports was again evident during the year, with 6 infants of less than 28
weeks gestation surviving. Thus, the perinatal mortality rate calculated for
|h nfm_tsalwe ghing 500 grams or more was aso the lowest ever noted in the

ospital.

It was pleasing to record a dight decrease in the number of normal
stillbirths encountered during the year, but disappointing to mention an
increase in the number of intra-partum deaths, The rate of induction and
of operative intervention during labour was similar to that of previous years
and it is gtill abundantly clear that more strenuous efforts must be made to
recognise the fetus that is at risk in utero so that it can be delivered prior
to intra-uterine death occurring. While congenital malformations, per se,
remain by far the commonest cause of perinatal death the number of
antepartum deaths, particularly of mature infants, is still disturbing.
~ One of the notable clinical occurrences during the year was the sharp rise
in the number of pregnant mothers who were drug addicts and nine such
cases delivered during 1981. The serious medica and socia problemswhich
arise when dealing with such cases became clearly manifest. Presumably
the increased number of drug addicts who were delivered during the year
reflected the more widespread abuse of drugs among the population and
regretfully this appearslikely to be a continui gg problem.

Grants totalling £5,782921 were received from the Department of
Health. The cost per occupied bed was £74.00 per day. This can be
compared with the tigure of £61.00 in 1980 and represents an increase of 21
per cent.

_ The active research programme continued during 1981. Dr. Stuart was
invited to spesk at an International meeting in Glasgow where he presented
the results of his studies on umbilicd red cdl velocity. We were deeply
honoured to learn at the end of the year that Dr. Stuart had been awarded
aWilliam Blair Bell Memoria Lectureship by the Royal College of Obste-
tricians and Gynaecologists and that the lecture would be delivered in 1982.
This is the first occason in which this prestigious lectureship has been
awarded for research work performed in [reland and it augurs well for the
future of research work within the hospital. Dr. Duignan was invited to
present the results of the breech study a a Postgraduate meeting held at
the Roya College of Obstetricians and Gynaecologists in London. Dr.
Gray commenced work as Research Fellow in the neonatal department and
his continued research into cerebral blood flow is being financed by the
Coombe Hospital Research Fund. Doctors Keane and O'Conndll continued
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the follow-up studies of the breech born babies and duri n% the year this
study was widened to include a psychologica anaysis a the age of four
years.

Dr. D. OBrien continued to act as Irish representative to the hospital
Recognition Committee of the Royal College of Obstetricians and Gynae-
col 0%515, and Dr. Duignan continued as Irish member on both the Council
and the Postgraduate Committee of the College. Dr. Drury was elected an
Honorary Fellow of the Royal College of Obstetricians and Gynaecologists:
his election reflected the high esteem for his outstanding work on diabetes
in pregnancy.

Dr. J. K. Brown presented the Guinness Lecture on "The New Obstetrics
or Preventative Paediatrics?’. His excellent dissertation was well appreci-
ated by an attentive audience.

Dr. Liam Briggs joined the gaff as Consultant Anaesthetist in August of
1980 and we were pleased to welcome him to the gaff. Dr. Griffin was
appointed lecturer in neonatology by the Royal College of Surgeons in
Ireland, and Dr. Clinch as Clinical Lecturer by the University of Dublin.
Both of these appointments should enhance the Undergraduate teaching
within the hospital. During 1981 a total of 142 students attended for
training.

The sudden and unexpected death of Mr. Mehigan was a sad loss to the
hospital. For many years Mr. Mehigan had been a staunch sup|i)orter of the
Coombe Hospital and his personal I\tX/' and clinica acumen will be hard to
replace. Two Board members, Mr. Willie Gill and Mr. Maurice Veale dso
died during 1981. Both of these men had for many years devoted a lot of
their spare time to help the hospital and staff. Two senior members of the
geff retired: Mrs. Hah/es had been Assistant Secretary for twenty-Six years
and Sister Hennessy had worked for thirty-one years in the hospital. We
wish them both well in their retirement.

| am grateful for the help given to me by the Assistant Masters in the
compilation of this report. In addition | would like to thank the followin
who helped to prepare specid sections: J. Clinch (Induction of Labour), J.
Drumm (Ultrasound and Haemolytic Disease), M. |. Drury (Diabetic
Clinic), A. T. Greene (Infertility and Diabetic Clinic), E. Griffin (Paediatric
Department and Haemolytic D|seaseii)2, M. Hooper (Varicose Ven C|InIC[_)),
F. Martin (Pathology Department), R. Mulcahy (Cardiac Department), P.
O'Connell  (Paediatric Assessment Unit), Miss Gregg (Socid Services
Department), Miss O'Loughlin (Physiotherapy Department) and Mrs.
Rhatigan (Radiology Department).

| would like to take the opportunity aso of thanking Dr. J. O'Riordan
and gaff of the Blood Transfuson Service Board for the continued first
class servicethey gave usduring 1981.

| wish to conclude by expressing my persona thanks to al members of
the hospital g&ff for the support and work performed during the year. |
hope that in future years the cordia atmosphere of the hospital will be
maintained. | would dso like to thank the Chairman and Board members
who devoted so much of their spare time to the running of the hospital.
Finaly, | wish to express my appreciation to my secretary Miss Corrl%an
and to the gaff of medical records department for the production of this

report.

NIALL DUIGNAN.



Babies born
Perinatal deaths
Mortality rate
Mothers delivered
Maternal deaths
Caesarean section %
Forceps %
Induction %

7,856

230
8,607
11
46
128
300

Comparative Tablefor 1

1973

7,631

161
214

8,428

6.3
134
40.6

1974
7721
17
232
84%4
Nil
6.7
141
440

1975

7,301
132
181
7,970
Nil
6.5
126
36.0

1976
7111
17
165
7,809
2
79
-9.9
286



Satistical Summary

Mothers delivered after 28 weeks gestation .. 1,209
Mothers delivered before 28 weeks gestation .. 813
Hydatidiform Moles . . . . . . . . . . . . 7
Ectopic Pregnancies = =~ =~ . . . . 10
Mothers delivered after 28 weeks gestation 7,209
Primigravidee . . . . . . . . . . .. 2,107
Multiparae. . . . . . . . . . . 5,102
Booked cases . . . . . . . 7,149
Non-booked cases = . . . . . . .. 60
Maternal Death 1
Infants delivered over 28 weeks gestation 7,274
Sets of twins . . . . . 65
Perinatal Deaths 92
Booked cases 88

N

Non-Booked cases
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Statistical Analyss of Hospital Population

Age-Group
Total % Hospital
Births  Population
< 20 years 378 5.2
20-24 years 1,649 229
3034 yous 115 252
-34 years g -
35-39 years 786 10.9
40+ years . 176 2.4
Parity
0 2,107 29.2
123 4,276 59.3
4+ 826 115
Birth Weight
< 1000g 7 0.1
1,001-1,500 g 42 0.6
1,501-2,000 g 79 11
2,001-2,500 g 241 3.3
2,501-3,000 g 970 133
3,001-3,500 g 2,619 35.9
3,501-4,000 g 2,340 32.2
4,001-4,500 g 830 114
4,501+g. ... 146 2.0
Gestation
28-31 weeks 35 0.5
32-36 weeks 282 3.9
37-39° weeks 2589 356
40-40° weeks 2291 315
41-41° weeks 1661 228
42+ weeks 416 5.7

Comment: The above tables apply only to_pregnancies of greater than 28
weeks gestation. These tables show no sSgnificant changes from those
recorded during 1980. During the j/ear 369 babies (5.1 per cent) weighed
less than 2,500 grams at birth and J17 babies (4.4 per cent) were less than
37 weeks gestation. The number of patients whose pregnancies progressed
beyond 42 weeks gestation was Similar to that recor dedinl 980.



Perinatal Mortality

Number of infants born after 28 weeks
Perinatal Deaths . . . . .

Booked Patients . . . . .
Non-booked Patients

Sillbirths =~ = . . .

Neonatal Deaths . = . . .

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

Perinatal mortality calculated for infants
500 gramsor more . . . . . .

Analyssof Perinatal Mortality
Antepartum Deaths . = . . . . . . .
Intrapartum Deaths = = = . . . . . . . . . .
Neonatal Desths.
Congenital Mdformations . . . . . . . . . . .

imber
7,274

92
7,149

61
31

Rate

12.6
12.3
66.6
8.3
4.2

116

150

B o 8

Congenital Maformations accounted for 37 per cent of total fetal losses.



Satigtical Analyssof Perinatal Deaths

Age-Group

Total Perinatal Peri nqd
Births Deaths Mortality

Rate
;0 %91 years o . . 378 7 185
years S o 1,649 16 9.7
25-29 years 2,407 28 11.6
30-34 years oo .. 1813 26 14.3
35-39 years o o 786 10 127
40+ years : o o 176 5 28.4

Parity
0 2,107 30 14.2
12, . . 4216 51 11.9
A+ . . . . 826 11 133
Birth Weight

< 10049 7 7 875

1,001-15009g 42 21 500

1,501-20009g .79 17 215
%,%%—%% g 241 10 415
,001-3, 970 7 7.2
3,001-3,500 8 .. 2619 18 6.8
2%%2% g . 2,340 9 3.8
,001-4,500 9 830 3 3.6

4,501+g. 146 Nil Nil

Gestation

%%Wgs 35 19 527

-30 Weeks 282 30 106
373Pwesks | 2,589 15 5.7
40-40° weeks o .. 2291 15 6.5
41-41° weeks 1,661 11 6.6
42+ weeks o o 416 2 4.8

Comment: The above tables apply only to patients of greater than 28
weeks gestation. The most notable features are the smal effect which parity
appeared to exert on perinatal outcome during the year, and aso the low
perinatal mortality recorded in infants of more than 42 weeks gestation.

The perinatal mortalig for the past 10 years is summarised in the table
opposite. During 1981, 92 of the 7,274 babies born after 28 weeks gestation
died, giving a perinatal mortality rate of 12.6 per thousand. Congenital
malformations accounted for 37 per cent of dl perinatal deaths and when
these were excluded, the perinatal mortality rate fell to 8.0 per thousand.
It isinteresting to notein tne table that the perinatal mortality rate excluding
congenital malformations dropped from 16.4 to 8.0 per thousand in the past
10 years, but it is dlsggpm nting to note that there has been no sgnificant
improvement since 1977.
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Analysisof Perinatal Mortality

1972 1973 1974 1975

Total Perinatal Deaths o o .. 181 161 179 132
Mortality Rate - .. 230 214 23.2 18
Antepartum deaths ... 7 41 65 42
Percentage of Total ... 43 26 36 31
Intrapartum deaths ... . o o ! 12 10 5
Percentage of Total ... 8 7 6 5
Neonatal deaths 37 44 43* 23
Percentage of Total ... 0 27 24 17
Fetal Abnormalities 52 64 61 62
Percentage of total ... 29 40 34 47

PERINATAL MORTALITY EXCLUDING CONGEN

Tota Norma Babies . . . . . . . . . 7,803 7567 7,660 7,239
Stillbirth Rate . . S o116 7.0 9.8 6
Neonatal Death Rate =~ =~ . . . . . 4.8 59 57 3

Perinatal Mortality Rate 164 129 155 9



Sillbirths

~ Sixty-one of the 7,274 babies born after 28 weeks gestation were stillborn,
giving a dtillbirth rate of 84 per thousand. Thirteen of the 61 stillbirths 121
per cent) were due to congenital maformations; the stillbirth rate lor
normal infantswas 6.6 per thousand, which is dightly less than that recorded
in 1980. Three hundred and sixty-nine of the 7,274 babies (5.1 per cent)
weighed 2.5 kilograms or less a birth; 32 of these were tillborn and
accounted for 52 per cent of the stillbirths. _ o

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

Dead on referra 1
Dead on admission to hospital 5
Died in antenatal ward ... “
Died inlabour . . . . . . 8
Congenital malformation 13

ANTEPARTUM DEATHS

Forty intra-uterine deaths occurred during the antenatal period and they
accounted for 65 per cent of the stillbirths. Careful assessment of each case
suggested that if management had been different the outcome in 18 of these
40 cases might have been altered. The main dlinica factors giving rise to
intra-uterine death are summarised in the following table:

CLASSIFICATION

(o]

Cause unknown . . . . . . .
Antepartum haemorrhage . . = . . . .
Hypertension/Pre-eclampsia

Placenta insufficiency. o
Multiple pregnancy = . . . . .
Diabeteg/Latent Diabetes = = = . . .
Haemolytic dissase =~ . .~ . = = = = .
Cord accident . . .~ . . . . . . .
Respiratory tract problem . . . .
Recurrent infections =~ . . . = . . .

N

P R EFERPDNNDNDOWOG

Cause Unknown (9)

No apparent cause for intra-uterine death could be found in 9 subjects.
All infants were normal wel%hetffor gestation when born and 5 of the
intra-uterine deaths occurred before *7 weeks gestation. Nonetheless, 2
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patients deserve further comment. Case 3 presented at 36 weeks gestation
with a history of not having felt fetal movement for 48 hours. It came to
notice some months later that this patient have been involved in a road
traffic accident_and the lack of fetal movement appeared to be related to
the accident. Thus, athough there was no evidence of any retroplacental
clot this case may have had an iatrogenic factor. The outcome of Case 9
mlght have been different had a more active policy re induction been
undertaken when the patient was admitted to hospital.

Less than 37 weeks (5)

(1) B.46369. Para 1*°. Age 28. S.E.4. Gestation 33 weeks. Antenatal care from 20 weeks.
Seen regularly. Last visit at 33 weeks. No fetal movements for 5 days prior to visit. Fetal heart
absent. PGE induction. Delivered of macerated female infant weighing 1.5 kilograms.

Post-mortem: Maceration.

(2) B.58311. Para 0*°. Age 20. S.E.4. Gestation 33 weeks. Attended A.N.C. at 31 weeks.
All well. Ten days later referred by G.P. with 3 day history of lack of fetal movements.
F.H.N.H. Scan confirmed |.U.D. Spontaneous onset of labour. Male infant weighing 1.50
kilograms. Placenta healthy.

Post-mortem: Maceration.

(3) B.59303. Para 0*°. Age 25. S.E.|. Gestation 36 weeks. Antenatal care from 11 weeks
uneventful. F.M.N.F. for two days when seen at 36 weeks gestation. 1.U.D. confirmed by
scan. Spontaneous onset of labour same night. Stillborn male infant weighing 2.77 kilograms.
No obvious abnormality. Placenta looked normal.

Post-mortem:  Refused.

(4) B.19729. Para3"°. Age 39. S.E.4. Gestation 36 weeks. Booked at 14 weeks gestation.
Blood group B Negative. Serum contained anti J.K.? Three full term normal deliveries. No
jaundice. Anti J.K.* in 3rd pregnancy. Husband A Positive, J.K.? positive. Amniocentesis
suggested non-affected fetus. 1.U.D. at 36 weeks. Spontaneous labour and delivery of male
stillborn infant weighing 3.14 kilograms. Nuchal cord x 3. Skeletal survey—N.A.D.

Post-mortem: Maceration. No evidence of erythroblastosis.

(5) B.4123. Para3*!. Age 32. S.E.3. Gestation 36 weeks. Booked at 10 weeks. Attended
A.N.C. regularly. Last visit at 36 weeks. No abnormality. Admitted 2 days later with no fetal
movements for over 24 hours. F.H.N.H. Normal delivery of stillborn female infant weighing
2.92 kilograms. Early maceration.

Post-mortem: M aceration.
Over 37 weeks (4)

(6) B.58513. Para 0*°. Age 25. S.E.4. Gestation 40 weeks. Booked at 13 weeks gestation.
Normal antenatally. Admitted in labour at term +5 draining thick meconium. F.H.N.H.
Normal delivery macerated male infant weighing 3.20 kilograms.

Post-mortem:  Maceration.

(7) B.48729. Para I™°. Age 27. S.E.4. Gestation 40 weeks. Booked at 13 weeks. Regular
attender for A.N.C. Admitted on two occasions for hyperemesis. Uneventful antenatal course
to term when no fetal movements felt for 48 hours. F.H.N.H. 1.U.D. confirmed by scan.
Prostaglandin induction. Macerated female stillborn infant weighing 3.09 kilograms.

Post-mortem: M aceration.

(8) B.61522. Para 0*°. Age 27. S.E.3. Gestation 41 weeks. Booked at 10 weeks. Normal
antenatal course. Admitted for induction 11 days past term. F.H.H. on admission but
F.H.N.H. the following morning. PGE induction and spontaneous delivery of stillborn male
infant weighing 3.91 kilograms.

Post-mortem: Intra-uterine asphyxia

(9) B.26961. Para2*®. Age 31. S.E.5. Gestation 41 weeks. Smoked 10 daily. Booked at 12
weeks gestation. Admitted at 39 weeks, irregular pains, not in labour, discharged home. Re-
admitted at 40 weeks, ? S.R.O.M. Not in labour. Pyridium test. Discharged three days later.
Re-admitted at 41 weeks with pains. Cervix multips os. F.H.H. Unsuitable for A.R.M. Eight
hours later F.H.N.H. Prostaglandin infusion. Spontaneous delivery of male stillborn infant
weighing 3.17 kilograms. No nuchal cord/retroplacental clot.

Post-mortem: Intra-uterine anoxia.
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AntepartumHaemorrhage (14)

~ Fourteen tillbirths were directly due to antepartum haemorrhage which
is adight increase on that recorded during 1980. Thirteen of the cases were
definitely due to accidental haemorrhage, while in the other patient (13) no
retroplacental clot was found, nor was the placenta low lying. Different
management might have improved the outcome in 6 of the 14 cases. Case
12 came to the hospital a 30 weeks gestation with a history of lower
abdominal pain. Clinical examination was normal and there was no vagina
bleeding and the patient was alowed home. However, when admitted the
following day the patient had classicd signs of abruptio placentae and the
fetal heart could not be heard; had she been admitted the previous day the
outcome might have been different. Case 13 was admitted to hospital at 31
weeks gestation with a substantial antepartum haemorrhage. The fetal
heart was normal on admission but was not evident at an ultrasound scan
9 hours later. Had the fetal heart been monitored continuously following
admission to hospital the outcome might have been improved. Case 14 was
noted to have hypertension at 28 weeks gestation but was not asked to
return to the clinic for four weeks; earlier recal might have resulted in a
more favourable outcome. Case 16 was a non-booked lady who had had no
antenatal care whatever. Case 19 was noted to have Qypertension a 34
weeks but was not admitted to hospital. In Case 22 aC.T.G. performed 12
hours prior to intra-uterine death was abnormal but this abnormality was
not noted and acted upon.

SB%ORI B.30991, Para2*!. Age 29. S.E.3. Gestation 29 weeks. Booked at 12 wecks gestation.
C.A.N.C. Admitted at 29 weeks gestation with abdominal pain. Uterus noted to be somewhat
hard, otherwise N.A.D. F.H.H. Smdl A.P.H. next day. 1.U.D. four deys later. No F.H.
PGE induction. Spontaneous delivery of a dtillborn femae infant weighing 1.50 kilograms.
Retroplacental clot.

Post-mortem: Refused.

(11) B.47855. Para 0'2 Age 31. SE.3. Gestation 29 weeks. Past hjstor)ﬁ 1978—firs
trimester abortion. 1979—PROM at 24 weeks. Booked at 7 weeks gestation. Hypertension
and proteinuria & 10 weeks, but subsequently normal. Admitted at 29 weeks witn abruptio
Ellacentae. F.H.N.H. Spontaneous vertex delivery of a tillborn femde infant weighing' 18
ilograms.

Post-mortem: Intra-uterine anoxia.

(12) B.38315. Para2'®. Age 28. SE.4. Gestation 30 weeks, Booked at 17 weeks. Pogt pill
pregnancy. Scen corfirmed dates. Regular attender. At 30 weeks presented to district
complaining of backache and lower abdomina pain. F.H.H. Following day admitted with
severe lower abdomina pain and dight p.v. bleeding. Contracting. F.H.N'H. A.R.M. No
coagulation defect. Rapia ddivery of a stillborn mae infant weighing 158 kilograms. Early
maceration. 16 oz. retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(13) B.49868. Para|*®. Age21. SE.2. Gestation 31 weeks. Attended A.N.C. at 26 weeks
estation. All well. Admitted at 31 weekswith substantial A.P.H. F.H. present on admission.
ine hours after admission ultrasound scan to exclude placenta praevia No F.H. Anterior
wall placenta Spontaneous labour lasting 1$ hours. Fresh stillborn female infant weighing
153 kilograms. No retroplacentd clot.

Post-mortem: Intra-uterine anoxia.

(14) B. 13348. Para 2'°. Age 38. SE.4. Gestation 32 weeks. Previous Caesarean section.
Booked a 10 weeks. Uneventful 3progr&s to 28 weeks when B.P. 160/95 noted—checked
120/80. SJbeeqH uently admitted at 32 weeks with B.P. 165110 and 10 hour history of vegina

bleeding. F. H.” Placenta not praevia. PGE induction—femae stillborn infant weighing
102 kilograms. Large retroplacental clot.

Post-mortem: Intra-uterine anoxia.
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(15) B.59658. Para 0™°. Age 16, Gestation 32 weeks. Non-smoker. Booked a 10 weeks
gestation. Admitted at 30 weeks with P.E.T. and accidental haemorrhage. F.H.N.H. Labour
accelerated g?/ A.R.M. Ddivered dillborn mae infant weighing 155 kilograms. 1250 ml.
retroplacentalclo

Post-mortem: Intra-uterine anoxia.

(16) N.B.41086. Para 2*°. Age 20. S.E. Gestation 34 weeks. No antenatal care. Admitted
with abrlé\)tlo placentae at 34 weeks gbestatlon. F.H. 96. Transferred to theatre for Caesarean
section. F\H. absent in theatre. Membranes rtg)tured atificialy. Fresh sillborn female infant
weighing 2.32 kilograms. Large retroplacental clot 120 mis.

Post-mortem: Intra-uterineanoxia.

(17) B.57791. Para0'. Age 21. S.E.3. Gestation 34 weeks. Booked at 16 weeks gestation.
Known epileptic, on Phenobarbitone and Epilim. Uneventful antenatal care up to 29 weeks
when found to be only 24 weeks in sze and complained of crampy lower abdomina pains.
Admitted. Scen confirmed dates. B.P.D. 28/52. Pains cleared and patient d[sphar%(la\ld. 3
weeks later in clinic. Smal for dates. Protein ++. Scan arranged for next visit in two weeks.
M.S.U. clear. Two weeks later scan—B.P.D. only 29/30 weeks, breech. No weight gain. B.P.
130/90, proteinuria ++. Admitted for assessment. On admission severe lower lominal
pain. Uterus tense, hard and tender. In strong labour. Fundus=32 weeks. Sedated.
A.R.M.—straw coloured liquor. Seven hours later delivered female stillborn infant weighing
147 kilograms. Breech ddivery with 16 oz. retroplacental clot.

Post-mortem: Maceration.

(18) B.60472. Para V°. Age 26. SE.2. Gestation 34 weeks, Attended booking clinic at 22
weeks gestation. U.T.I, treated with Nitrofurantoin. C.A.N.C. Admitted at 34 weeks with
A.P.H. F.H.N.H. Clinicaly placental abruption. A.R.M. Syntocinon. C.V.P. line. Four units
of blood transfused. Puerperal Hb. =141 g/dl. Fresh dillborn mae infant weighing 2.42
kilograms. Large retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(19) B.7439. Para2"®. Age 34. S.E.3. Gestation 35 weeks. Booked at 14 weeks. C.A.N.C.
Uneventful preginancy until 34 weekswhen B.P. 140/100 and trace proteinurianoted. Admitted
with abruptio placentae at 35 weeks. F.H.N.H. Coagulopathy and haemorrhage treated with
6 units of fresh blood under C.V.P. monitor. Spontaneous vertex ddivery of afemae tillborn
infant weighing 196 kilograms.

Post-mortem: Intra-uterine anoxia.

(20) B.56154. Para0*. Age 20. SE. (unmarried). Gestation 39 weeks. Booked at 12 weeks
gestation. Regular A.N.C. B.P. 130/90 at 24,28 and32 weeks. A.P.H. at 34 weeks. B.P.D. =34
weeks. No placenta pragvia. Discharged after 3 weeks. Re-admitted at 39 weeks in labour.
F.H.N.H. Sgns of aoruptio. Spontaneous delivery of stillborn female infant weighing 3.31
kilograms. Retroplacentalclot.

Post-mortem: Refused.

(21) B.60310. Para0*°. Age 24. S.E.3. Gestation 40 weeks. Booked at 24 weeks gestation.
Normal pregnancy. Admitted at term with concedled abruption. F.H.N.H. A.R.M. Syntoci-
non. C.V.P. line. Spontaneous ddivery of a stillborn mae infant weighing 3.47 kilograms.
1,000 ml. retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(22) B.56944. Para I*°. Age 24. S.E.3. Gestation 42 weeks. First attended at 20 weeks.
Uneventful A.N.C. Admitted at term+11 days for assessment re induction. On examination

ead free, adequate liquor, Cx. uneffaced. Induction deferred. C.T.G. normal. Forty hours
later spontaneous onset of labour. F.H.N.H. on admisson to ddivery suite. SR.O.M. at 8
cms. dilatation—Grade |11 meconium. Spontaneous ddlivery of a fresh femae stillborn infant
weighing 3.21 kilograms, nuchd cord noted. Smdl retroplacental clot.

Post-mortem: Intra-uterine anoxia.
A c523) B.61268. Para4. Age 30. S.E.5. Gestation ? 38 weeks. L ate booker and only two visits.

Imitted with abruptio placentae. F.H.N.H. A.R.M. and delivered femde stillborn infant
weighing 2.8 kilograms. Large retroplacentd clot.

Post-mortem: Intra-uterine anoxia.
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Hypertension! Pre-eclampsia (5)

Two tillbirths (24 and 26) were directly related to chronic hypertension,
while the other 3 (25, 27 and 28) were due to pre-eclampsia; a further
patient (39) had pre-eclampsia but has been included in a different section
as the main reason for referral was recurrent pneumothoraces. In cases 25
and 27 the Rreeclampsa was quite mild and it was surprising that intra-
uterine death occurred. It is worthy of mention that case 27 dso suffered
afdl around the time of intra-utenne death but there was no evidence of
any accidental haemorrhage. Case 24 had a terrible history, and although
she attended the hospital regularly it would have been more advisable to
have admitted her routinely for prolonged bed rest, even though the
outcome may have been no different. Case 26 was admitted to hospital at
35 weeks gestation and alowed home over Christmas; had she been kept
in hospital the outcome might have been better. Case 28 was noted to have
_reit:arded intra-uterine growth and premature delivery might have saved this
infant.

24) B.37207. Para1*®. Age 27. SE.4. Gestation 29 weeks. Previous history: 1972: F.T.N.D.
6 Ib. 10 oz. male, dive and well. 1975: 26/40 abortion. 1976 26/40 abortion. 1977: 20/40
abortion. 1978: 28/40 S.B. 1979: 26/40 abortion. Shirodkar suture inserted in last two preg-
nancies. Booked at 8 weeks gestation. Smoked 10/daily. Seen at 12,16,18 and 20 weeks. B.P.
normal. B.P.D. good growth. Gave ulg cgarette_ﬁ Admitted at 24 weeks gestation. B.P.
150/100. Proteinuria+2. Uric acid 487. Rend function normal. V.M. A. normd. Treated with
Aldomet, Hydrallazine, Trasicor. 1.U.D. a 29 weeks. Spontaneous labour and delivery of
femde infant weighing 539 grams.

Post-mortem: Maceration.

(25& B.59392. Para0™. Age 26. S.E.3. Gestation 34 weeks. Booked at 16 weeks. Height 4'
10 . No previousillness. Group A positive. Cyde irregular 38-42 days. Attended monthly to
28 weeks. Uneventful course until 30 weeks when B.P. 130/90. At 32 weeks B.P. 140/90.
Slight oedema, no albumin. At 34 weeks B.P. 140/90, oedema + - no abumin. Diuretic
gwen. Two days later F.M.N.F. Admitted. |1.U.D. Prostaglandin drip induction. Spontaneous

divery of femae infant weighing 155 kilograms. Very infarcted placenta
Post-mortem: Maceration.

(26) B.55910. Para |™°. Age 43. SE.4. Gestation 36 weeks. Previous C.S. Booked a 16
weeks gestation. Good attender. Smoker. Mild essential hypertension (B.P. 150/86 at 24
weeks).” Admitted at 35 weeks when B.P. 175/105. Investigations. B.P. Borderline on bed
rest. Uric Acid: 310 u mal/1. C.T.G. sttisfactory. Allowed home over Christmas holidays.
Returned to hospital a 36 weeks gestation. No feta movements for 48 hours. 1.U.D.

ntaneous delivery at term of macerated mae gillborn infant weighing 2.94 kilograms.
acenta very unhealthy. Clotting screen normal.

Post-mortem: (i) Congenital Cardiac Anomaly, VSD.
(i) Maceration.

I(-’Z B.58598. Para 0. Age 31. S.E.3. Gestation 36 weeks. Booked at 14 weeks gestation.
B.P. 150/80 &t first visit. Pregnancy uneventful until 36 weekswhen B.P. 160/110 and F.H.N.H.
History of fdl 3 days previoudy and F.M.N.F. since. Complaining of vague lower abdomina
pain. F.H. absent on scan and C.T.G. ntaneous vertex delivery. Female macerated infant
weighing 2.77 kilograms. Cord once tighly around neck.

Post-mortem: Maceration.

(28) B. 13706. Para 5. Age 40. SE.2, Gestation 37 weeks. Smoked 15/daily. Previous
ﬁremature delivery at 27 weeks gestation, dive and well. Booked at 10 weeks. Known essentia
F¥Mmson. On treatment. B.P. 130/85. Referred to renal clinic and advised to remain on

estyl. B.P. wdl controlled. Ultrasound scan at 35 weeks— B.P.D. = 31 weeks. Seen again
at 36 weeks but patient not keen on admission. Admitted at 37 weeks. F.H.N.H. two days
lelwlng admisson. Spontaneous ddivery a 40 weeks of macerated mae infant weighing

ilograms.

Post-mortem: Maceration.
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Placental Insufficiency (3)

Three desths were directly attributed to placental insufficiency, with no
underlying pathology and dl these babies were smal for dates. In each
instance, retarded intra-uterine growth was picked up clinically but not
acted upon and a more aggressive induction policy in these cases might
have saved each infant.

(29) B.55551. Para0™. Age 25. SE.2, Gestation 38 weeks. Booked a 11 weeks gestation.
Antenatal course totally uneventful until 36 weeks when suspected dinicdly as smallish,
athough ultrasound scan one week later = B.P.D. 9.12 (34-35 weeks). Seen one week |ater.
Ultrasound scan — no fetdl heart detected. Prostaglandin induction at 38 weeks. Spontaneous
delivery of macerated stillborn mae infant weighing 2.01 kilograms.

Post-mortem: (i) Congenital Cardiac Anomaly.

(i) Maceration.

(30) B.57762. Para0™. Age 21. SE.4. Gestation 38 weeks. Smoker. Booked at 11 weeks.
Confirmed on scan. Norma up to 38 weeks when no fetd movements fdt. Scan confirmed
I.U.D. Spontaneous labour and delivery of male infant weighing 2.16 kilograms. Total weight
gain 16 kilograms.

Post-mortem: Maceration.

31) B.59400. Para 0'°. Age 22. SEE.3, Gestation 40 weeks. Booked late at 30 weeks.
Subséquent vigt at 36 weeks fdt smdl for dates. Scan however agreed with dates with
adequate liquor. Seen again a 37 weeks when dl appeared well. Admitted a 40 weeks in
spontaneous labour. On examination fundus = 36/40, F.H.N.F. Normd ddlivery of macerated
femde infant weighing 2.35 kilograms. Placenta pale and unhealthy.

Post-mortem: Intra-uterine anoxia.

Multiple Pregnancy (2)

Two intra-uterine deaths occurred in twin pregnancies. In both casesthe
first twin was live-born and the second twin was stillborn. It is interesting
to note that in the case of patient 33 both twins appeared to be of smilar
Sze and to have exhibited normal growth rates on antenatal scans. While
earlier delivery would probably have afforded a better outcome in this case,
the normal growth rate on scan suggested that both twins were devel oping
sdtisfactorily in utero.

(32) B.35566. Para2'®. Age 26. S.E.2. Gestation 38 weeks. Booked at 12 weeks gestation.
Large for dates. Multiple pregnancy confirmed by ultrasound scan at 26 weeks. Uneventful
Bregnancy. Labour induced a 38 weeks. 1 twin SV.D. femde infant weighing 3.35

ilograms. Twin Il SV.D. female, early macerated S.B. weighing 172 kilograms.

Post-mortem: Maceration.

20533) B.59419. Para2'°. Age 29. S.E.4. Gestation ? term. Booked at ? 36 weeks. Smoked
day. Fundus | gg;e. Family history of twins. X-ray twins. Gestation ;J}gg&té:d as only
28/29 weeks. Admitted one month later' when scans put gestation at 31-32 32-33 weeks.
Scan following week B.P.D. not ble. No fetal abnormalities. Liquor adequate. Following
week scan put gestation at 36-37 weeks. Two days later delivered twins. First spontaneous
vertex female weighing 3.43 kilograms — good Apgars. Second twin F.H. not heard. Breech
delivery forceps to aftercoming head, macerated male infant weighing 3.60 kilograms.

Post-mortem: None.

Diabetes/Latent Diabetes(2)

Two dtillbirths were associated with diabetes or latent diabetes. In case
34 clinical diabetes was complicated by pre-eclampsia and this patient
should probably have been induced earlier, particularly as a C.T.G. was
non-reactive 2 days prior to planned delwegy. In the event, the fetd heart
could not be heard the following day. Case 35 was found to have a positive

20



lucose tolerance test at term and was admitted for induction the following

ay. However, the fetd heart could not be heard on the day of admission.
It Is interesting to note that this patient had no particular indication for
performing a glucose tolerance so that this was an unexpected finding.

(34) B.59553. Para 0'°. Age 30. SE.3. Gestation 37 weeks. Clinica diabetic 6 years.
Booked at 14 weeks from Mater Hospital. Normal outpatient management until admitted a
35 weeks with hypertension 150/90. Albumin + 2. Clinicaly fundus = dates. B.P. settled in
hospital. Ultrasound examination reveded 2 weeks lag in growth. Oestrogens remained
normal. C.T.G. stisfactory until term—17 days when non-reactive trace. F.H.N.H. following
day. Spontaneous labour at 39 weeks. Macerated stillborn mae infant weighing 3.23 kilograms.

Post-mortem: Maceration.

(35) B.59152. Para0*. Age 27. SE.2. Gestation 40 weeks. Booked at 15 weeks gestation,
8chosur|a + 1. Second festing pecimen requested for next visit 4 weeks later. No glycosuria
Oétected on this specimen. Trace of glucose at 23 and 31 weeks. At 33 weeks + 2 glycosuria
in a non-fasting specimen. At 38 weeks extensve pri%nmeai urticaria, treated with anti-
histamines. No Igigosunaat 38 or 39 weeks. G.T.T. a 40 weks 4.7; 9.6; 84; 5.3. Admitted
for induction at 40™“. No F.H. Prostaglandin induction. Clear liquor. Spontaneous delivery of
made dtillborn infant weighing 3.20 kilograms.

Post-mortem: Intra-uterine anoxia.

Haemolytic Disease (2)

Two deaths were associated with haemolytic disease. Case 36 did not
attend for first visit until 26 weeks gestation and even then her gestation
was in doubt. She was found to have severe haemolytic disease and was
admitted to hospital for planned induction but the L.S. ratio remained
extremely low despite a course of Dexamethasone. In the event, the baby
was somewhat larger than was clinically thought and earlier delivery might
have saved this infant. This particular case was compounded by the fact
that the patient was separated from her husband and had become pregnant
by a different partner. Case 37 was noted to have antibodies but was not
referred to the Rhesus Clinic until 33 weeks gestation; earlier attendance
at that clinic might have afforded a better outcome.

(36) B.59332. Paral*®. Age 28. Gestation ? 30 weeks. Booked at approximately 26 weeks
gestation but dates unknown. Previous haemol ytic disease devel oped during her first pregnancy
and high antibody level noted &t first visit. Consort found to be heterozygous for the rhesus
factor.” Amniocentesis showed severdly affected fetus. Admitted to hospital for planned
induction but L.S. ratio only 14 despite course of Dexamethasone. D_ell\_/egl therefore
deferred and 1.U.D. at gpproximately 30 weeks gestation. Prostaglandin induction and
spontaneous ddivery of macerated gtillborn mae infant weighing 1.84 kilograms.

Post-mortem: None.

(37) B.4528. Para5™. Age 32. SE.2. Gestation 37 weeks. Booked a 18 weeks. Anti-D in
serum. Incomplete 128. Third and fourth child affected, fourth needed exchange transfusion.
At 33 weeks first tap — mid zone. At 34 weeks 2nd tap — upper zone. At 37 weeks

spontaneous onset of labour — 1.U.D. Spontaneous ddivery of femde stillborn infant
weighing 2.38 kilograms.

Post-mortem: Maceration and erythroblastosis foetalis.

Cord Accident (1)
One stillbirth appeared to be due to a cord accident and was unavoidable.

(38) B.58799. Para|*®. Age 27. SE.4. Gestation 40 weeks. Booked at 34 weeks. Attended
clinic three times. Last seen at term. Admitted from country hospital in labour. F.H.N.H.
S.R.O.M. & 7 cms. Meconium stained liquor. Spontaneous vertex ddivery of stillborn male
infant weighing 3.7 kilograms with cord tight around neck once.

Post-mortem: Maceration.
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Respiratory Tract Problem(1)

In one patient intra-uterine death occurred following recurrent sponta-
neous pneumothoraces. It is true that his ﬁartlcula_r woman aso had pre-
eclampsia and it is difficult to decide whether the intra-uterine death was
related to her chronic chest problem or to the pre-eclampsia. In the event,
the case has been recorded as being essentialy due to the respiratory
problems but it may well be that the main problem was pre-eclampsia. It is
Interesting to note that this patient received radiotherapy in the firs few
months of pregnancy for Hodgknrs disease, but unfortunately a post-
mortem examination was not performed to see if there were any feta
abnormalities.

(39) N.B.61227. Para 7. Age 33. SE.3. Gestation 33 weeks. Booked for delivery in
country hospital. Admitted on this pregnancy to a general hospital a 33 weeks with recurrent
spontaneous pneumothoraces. Diagnosed as having Hodgkin's disease in March 1981 and hed
treatment to cervicad and mediastina glands with radiation in the first month of Er_ergnancg.
Transferred to Coombe Hospital with 1.U.D. a 33 weeks associated with P.E.T., B.P.
180/120, Albumin + 3. Gross placental ozs‘un_ctlon. On admisson F.H.N.H. Spontaneous
labour. Macerated femae infant weighing 116 kilograms.

Post-mortem: Not performed.

Recurrent Infections (1)

This patient had severa episodes of acute infections throughout preg-
nancy and it could be argued that earlier delivery was indicated on this
account. In the event, intra-uterine death occurred at 41 weeks and the
baby was found to be normal size for its gestation.

(40) B.9919. Para5™°. Age 33. S.E.3. Gestation 41 weeks. Booked at 12 weeks gestation.
Appendicectomy a 23 weeks. Subsequent acute pyelitis, septicaemia, pneumonia. At 31
weeks further U.T.I, and rena calic. Renal caculus confirmed on 1.V.P. Admitted at 41
weeks for induction but F.H.N.H. the fallowing day. Spontaneous labour. Delivered of
gtillborn male infant weighing 3.52 kilograms.

Post-mortem: Intra-uterine anoxia.

Congenital Malformations (13)

Thirteen dillbirths were directly attributable to lethal congenital malfor-
mations, 10 of which occurred in the central nervous system.

Central Nervous System(10)

(41) B.57749. Para0'°. Age 25. SE.4, Gestation 29 weeks. Booked at 9 weeks. Uneventful
pregnancy until admitted at 29 weeks with show. Spontaneous ddlivery of mae anencephalic
infant weighing 822 grams.

Post-mortem: Anencephalus.
42) B.55977. Para0™. Age 18. SE.5. Gestation 33 weeks. Booked at 10 weeks gestation.

Ulgraso_und can a 19 weeks — anencephaly. Spontaneous labour at 33 weeks— anencephalic
femae infant weighing 107 kilograms.

Post-mortem: Anencephalusand spinabifida.

(43) B.60071. Para 0™. Age 16. Gestation 34 weeks. Diagnosis of hydramnios and anen-
cephdy made. A.R.M. and spontaneous ddlivery of afemde infant weighing 964 grams.

Post-mortem: Anencephaly.

(44) B.30124. Para7"°, Age 35. S.E.5. Gestation 31 weeks. Premature labour and delivery
of anencephalic femde tillborn infant weighing 1.21 kilograms.

Post-mortem: Anencephalus.
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(45) B.56375. Para 0'°. Age 24. Gestation 36 weeks. Booked at 20 weeks,. _Anencephdx
diagnosed a 24 weeks. PGE induction a 36 weeks. Mde infant weighing 1.33 kilograms wit
anencephay and exomphalus.

Post-mortem: None.

(4? B.48259. Para 1. Age 24. SE.5. Gestation 38 weeks. Booked at 26 weeks gestation.
At 32 weeks gestation admitted with vomiting and backache. Polyhydramnios. X-ray anen-
ﬁohaly. At 38 weeks S.R.0.M. and spontaneous ddlivery of anéncephalic femae stillborn
infant weighing 184 kilograms.

Post-mortem: Refused.

(47) B.55545. Para0"°. Age 19. Gestation 40 weeks. Attended diinic at 32 weeks gestation.
Ultrasound scan showed anencephaly. Prostaglandin induction term + 6. Délivered of femde
macerated anencephdic infant weighing 3.09 kilograms.

Post-mortem: Anencephalus.

(48) B.45712. Para2**. Age 31. S.E.3. Gestation 40 weeks. Booked at 16 weeks. Uneventful
antenatally until admitted at 39 weeks with ungtable lie. Went into labour as breech at term.
Normal progress in labour. Aftercoming heed failed to deliver. Large hydrocephalus drained.
Stillborn mae infant weighing 3.96 kilograms.

Post-mortem: Hydro-microcephalus.

(42 B.59660. Para 2°. ,gg(e 33. SE.2. Gestation 41 weeks. Booked at 19 weeks. Hydro-
cephalus diagnosed at 34 weeks. Admitted at 39 weeks with hypertension. Spontaneous onset
of labour. Hydrocephay drained. Assisted breech deivery of femde infant weighing 4.36
kilograms. Continuous p.v. bleeding. Laparotomy for ruptured uterus; sub-total hysterectomy
performed. Required 16 units of blood and 4 units of platelets. Good recovery.

Post-mortem: Hydrocephalusand spinabifida

(50) N.B.58862. Para 0"°. Age 32. SE.4. Gedtation 46 weeks. Referred from country
hospital because of faled PGE pessary induction. Prostaglandin induction failed x 2. Extra
amniotic prostaglandin infusion. Spontaneous delivery of mae gtillborn fetus weighing 3.0
kilograms, anencephalic.

Post-mortem: Refused.

Renal Tract (2)

(51) B.58533. Para0'. Age 21. SE.4. Gestation 34 weeks. Smoker. Booked at 12 weeks.
Thought to be smal a 20 weeks but scan showed a Sze of 19 weeks. Admitted with mid
trimester bleed at 27 weeks, Sze on scan then 22-23 weeks. Allowed home a 30 weeks as
bleeding settled and not previa on scan. Re-admitted at 32 weeks as Sze on scan only 23-24
weeks. Liguor absent and no feta kidneys seen. ntaneous labour at 34 weeks. F.H.N.H.
Breech ddivery of stillborn mae infant weighing 104 kilograms.

Post-mortem: Potter's Syndrome.
(52) B.42974. Para 8'°. Age 43. SE.2. Gestation 37 weeks. Booked at 21 weeks. Four

norma antenatal clinic vists. Admitted a 37 weeks gestation with regular contractions.
F.H.N.H. Spontaneous vertex ddivery of macerated mae infant weighing 3.11 kilograms.

Post-mortem: _(ig Polycydtic kidneys.
(i) Maceration.

Multiple(1)

53) B.4065. Para2*. Age 32. SE.2. Gestation 31 weeks. Booked at 15 weeks gestation.
CA.N.C. Eme(r)?en_ admission at 31 weeks with ruptured membranes. F.H.N.H. Sponta-
neous delivery of stillborn infant weighing 1.36 kilograms with large exomphaus.

Post-mortem: (i) Maceration.
ﬂ! Exomphalos.. )
(ni) Diaphragmatic hernia.
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INTRA-PARTUM DEATHS
Comparative Tablefor 10 Years

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Babi es born 7856 7631 7721 7301 7111 7099 7516 7642 7712 7274
I nt ra- part umdeat hs:
<37 weeks 5 5 2 1 3 NI 3 1 NI 3
>37 weeks 9 7 8 4 5 3 3 1 5 5

It is disappointing to record 8 intra-partum deaths during 1981. This is
the highest number of intra-partum deaths reported since 1976 and is in
marked contrast with the 2 deaths noted in 19/9. It is difficult to see how
management could in any way have affected the outcome in three instances

55, and 59). The other 5 patients, however, deserve specia mention.

ase 54 was admitted to hospital with a prolapsed cord; there was some
delay getting this patient to theatre as there was no resident anaesthetist on
duty that night. Case 56 had had no antenatal care prior to 36 weeks

estation, by which time she was quite ill and indeed fortunate not to have
ost both twins. Case 58 was admitted to hospital at 37 weeks with pre-
eclampsia but discharged 3 days later. In view of her age and hIQO?/ it
would have been wiser to have kept her in hospital. During labour the fetal
heart rate was monitored continuously but a Type Il deceleration was not
noted and acted upon; the patient should obvioudy have been delivered by
Caesarean section. Case 60 presented in labour with ashoulder presentation
which was misdiagnosed as a breech presentation. In case 61 the fetdl heart
could not be heard 15 minutes following A.R.M. to accelerate |abour; the
liquor at the time of acceleration was noted to be meconium stained and
earlier intervention might have saved this infant.

(54) B.57083. Para0™. Age 25. Gestation 31 weeks. Smoked 30/daily. Previous termination
of pregnancy. First booking at 11 weeks gestation. Threstened miscarriage at 14 weeks.
Further episode of vaginal bleeding and ? SR.O.M. a 27 weeks — admitted. Ultrasound
scan = 23/24 weeks gestation. Pyndium test negetive for liquor. Definite SR.O.M. a 29
weeks. Spontaneous labour at 31 weeks. Prolgpsed cord. F.H. 60/min. L.S.C.S. fresh femae
tillborn delivered weighing 113 kilograms.

Post-mortem: Intra-uterine anoxia.

(55) B.57611. Para 0™. Age 30. SE.2. Gestation 31 weeks. Booked a 19 weeks. One
week hlsto'_[ey of backache and dight blood stained discharge. Treated by G.P. for U.T.l. No
response. Referred to hospital inTabour. Cervix fully dilated 1$ hours after admission. Breech
on perineum. F.H. present. Asssted breech delivery. Spontaneous delivery of shoulder.
Further progress arrested. Cervix clamped tightly around neck. Cord not pulsating. Deep
anaesthesia with Halothane. Very difficult delivery with forceps to fetal head. Fresh femde
dtillborn infant weighing 104 kilograms.

Post-mortem: Intra-partum asphyxia

(56) N.B.57882. Para4*®. Age 40. S.E.5. Gestation 36 weeks. No antenatal care. Uncertain
dates. Firg attended G.P. a (:%I% prior to admisson to Coombe Hospital complaining of
haematemesis. On admission ( 2/'81?:tvvm pregnancy noted. Spontaneous onset of labour
16.30 on 13/2/'81. Examined on ward. F.H. x 2present. Cervix 6-8 cms. dilated. Transferred
to ddivery suite where immediate S.R.O.M. Meconium ++ Breech on perineum. Assisted
breech délivery of Twin I. Cord not pulsating. Fresh illborn male infant weighing 3.04
kilograms. Second sac punctured. F.H. dropped to 60. Thick meconium ++. Rapid breech
extraction of Twin |1, femae infant weighing 2.58 kilograms born with Apgar scores of 1 at
one and 9 at five minutes. Third stage uncomplicated. Hb. 7.3. grams %. Transfusion
commenced immediately following delivery of placenta

Post-mortem: Intra-uterine Anoxia.
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(57) B.9733. Para2*® Age 31. SE.2. Gestation 38 weeks. Smoked 20/daily. Booked at 12
weeks gestation. Norma antenatally. Admitted at 38 weeks with S.R.0.M.— clear liquor.
Cervix 3 cms. dilated. Two hours later heavy show. No signs of accidental haemorrhage but
F.H.N.H. shortlé/. afterwards. Spontaneous ddivery of stillborn mae infant weighing 3.28
klgrams No clinicd evidence of causaive factor. Post-mortem X-ray = maturity 38-39
weeks.

Post-mortem: Intra-partum asphyxia. No congenital defect.

(58) B.57552. Para 1*°. Age 40. SE.5. Gestation 38 weeks. Non-smoker. Booked a 9
weeks gpestatl on. Twelve yearsinfertility. Normal to 37 weekswhen B.P. 140/95. Admitted for
rest. B.P. settled. C.T.G. normal and good fetal movement. Discharged after 3 days. Admitted
in spontaneous labour. Difficulty hearing F.H. 2 hours later but complex on monitor. Three
hours later F.H.N.H. Spontaneous ddlivery of atillborn mae infant weighing 3.43 kilograms.

Post-mortem: Intra-uterine anoxia.

(59) B.8002. Para 7*°. Age 38. S.E.5. Gestation 40 weeks. Booked for C.A.N.C. a 18
weeks. Four vigts to out-patient clinic. Iron deficient anaemia. Hb. 9.3 g/d at 37 weeks. Did
not attend for 40 week visit. Admitted in spontaneous labour. F.H.H. 80/min. A RM. —
meconium. For L.S.C.S. F.H. stopped within 15 minutes of admission. S.V.D. femde stillborn
infant weighing 3.2 kilograms. Nucna cord x 1.

Post-mortem: Intra-partum asphyxia

~ (60) B. 12538. Para 2'°. Age 30. SE.4. Gestation 40 weeks. Previous hi;$org: 1973 —
induced for pre-eclampsia, 5 Ib. 4 oz. a 38/40. 1975 — induced for pre-eclampsia, 6 1b. 10 oz.
at 41/40. Booked at 18 weeks gestation. Seven A.N. vigts. N.A.D. At 40 + weeks admitted
with show and pains. F.H.H. Breech. Cervix 9 cms. F.H.N.H. Prolapsed arm. E.U.A. —
shoulder presentation with prolapsed arm. Internal podalic version. Breech extraction, normal
femae weighing 3.03 kilograms, stillborn.

Post-mortem: Refused.

(61) B.58221. Para2'. Age 37. SE.3. Gestation 41 weeks. Non-smoker. Booked at 11
weeks gestation. Normal antenatally. Admitted in labour at 41 weeks. A.R.M. to accelerate.
Meconium stained liquor. F.H.N.H. soon after. Norma ddlivery of a stillborn mae infant
weighing 4.11 kilograms.

Post-mortem: intra-uterine anoxia.

NEONATAL DEATHS

Thirty-one of the 7,274 live born infants died in the first saven days of
life, so that the neonatal death rate was 4.3 per thousand, which isidentical
to that recorded in 1980. Twenty-one of the 31 deaths (68 per cent) were
due to lethal congenital malformations, and only 10 of the 7,192 normal
live born infants died in the first week of life, so that the neonatal death
rate for normal live born infants was 14 per thousand. This maintains the
big improvement recorded in 1980. Eight of the 10 normal neonatal deaths
weighed less than 2.5 kilograms. The management of only 1 of the 31
neonatal deaths deserves special comment. Case 63 was admitted to hospital
with recurrent mid trimester bleeding but was discharged at 27 weeks. It
would have been wiser to have kept this patient in hospital, in which case
her premature labour might not have occurred.

The main causes of death were as follows:

Cerebrd Anoxia . . = . . . .
Intraventricular Cerebral Haemorrhage
Respiratory Dysfunction .
Necrotisng Enterocolitis = =~ = = .~ . =
Congenita Mdformations =~ =~ .~ =~~~ . = 2
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Cerebral Anoxia (1)

One baby died as a result of Cerebral Anoxia secondary to abruptio
placentae despite the performance of an emergency Caesarean section.

(62) B. 11848. Para 3~ Age 38. S.E.3. Gestation 40 weeks. Smoker. Booked at 13 weeks.
Noted to have essentid hypertension. Attended the rena clinic but no hypotensives required.
Fourteen antenatal vists and no abnormaity noted. Spontaneous labour at term. Emergency
L.S.C.S. for accidental haemorrhage. 1300 mis. of retroplacental clot. Made infant weighi
3.80 kilograms born with Apgar scores of 0 and 2. Resuscitated but subsequently dev opgg
marked cerebral sgnsprior to N.N.D. at 37 hours of age.

Post-mortem; Refused.

Intraventricular Cerebral Haemorrhage (3)

Three babies died as a result of intraventricular cerebral haemorrhage:
one (63) was a premature breech delivery; one (64) was a pre-term infant
delivered by Caesarean section and one (65) went into premature labour
following the development of maternal pneumonia. Case 63 suffered a
typical complication of pre-term breech delivery in that the aftercomlgg
head was caught in an incompletely dilated cervix. However, as Case |
illustrates, Caesarean section for the pre-term infant does not necessarily
avoid the occurrence of intraventricular cerebral haemorrhage. Further
studies on the aetiology and prevention of intraventricular cerebral hae-
morrhage in the pre-term infant are required so that the incidence can be
hopefully reduced.

(63) B.42968. ParaVV°. Age 22. SE.5. Gestation 28 weeks. Admitted a 16 weeks gestation
bleeding p.v. Repeated bleeds on and df up to 27 weeks. Serid scans showed good growth.
Admitted a 28 weeks by scan. Premature breech rapidly delivered through incompletely
dilated cervix. Mde infant weighing 117 kilograms born with Apgar scores of 2 and 3. Manual
remova of smdl infarcted placentawith retro-placental clot. Baby intubated a 1 minute and
ventilated. Subsequently developed jaundice and pneumothorax. Two exchange transfusions.
Convulsions prior to cardiac arrest & 48 hours of age.

Post-mortem: (i) Bilatera intraventricular haemorrhage.
(i1) Pulmonary disease of the newborn.

(64) B.56283. Para1*?. Age 22. Gestation 29 weeks. Booked at 9 weekswhen B.P. normal.
Gross obesity. Uneventful pregnancy to 25 weeks when +3 proteinuria noted. M.S.U. taken.
Seen agan one week later. M.S.U. Sterile but B.P. 160/105 with +4 proteinuria. Admitted to
hospital. Hypertension persisted and i.v. Hydralazine required. At 26 weeks platelet count
reduced, Urea and Uric Acid increased. At 27 weeks commenced on Aldomet and Trasicor.
At 29 weeks ultrasound scan showed growth retardation. B.P.D. equivalent to 26-27 weeks
with diminished liquor. C.T.G. non-reactive with dips. Emergency Caesarean section per-
formed. Retroplacental clot present. Birth weieht 960 grams. Apgar scores 8 and 10. Intubated
a 4 minutes because of secondary apnoea. Following |n|t|d28enod of ventilation the baby was
stabilised on intermittent manditary ventilation at arate of 20 per minute in 35% oxygen. The
baby continued fairly wel for thefirst 24 hours. At 48 hours the baby began to deteriorate
with mixed metabolic and respiratory acidoss and increased ventilatory requirement. At 49
hours the baby had intermittent myoclonic jerking and a sudden cardiac arrest. The baby wes
resuscitated with cardiac and infra-cardiac adrenaline and recovered slcwle)/_ over
about 30 minutes. The baby then had further seizureswhich were treated with Phenobarbitone.
The baby's generd condition remained very poor over the next 3 hours despite maximel
ventilation in 100% oxygen. The was given additional bicarbonate, was paralysed and
%:uven hlg?gtr_ pressure ventilation but had a further collapse at 54 hours and did not respond
0 resuscitation.

Post-mortem: (i) Bilateral intraventricular haemorrhage.
(i) Hyaline membrane disesse.

(65) B.4369. Para 3'°. Age 27. SE.4. Gestation 29 weeks. Latent diabetes 1972 first
pr%?ancy. Smoked 40 rigg/daily. Booked late at 21 weeks. Admitted with pneumonia at 29
weeks. Premature labour and deflivery on day of admission, mae dive weighing 1.37 kilograms,
Apgar scores 8 and 10. The baby wes admitted to the Unit and was initidly nursedin an
oxygen hood. He was commenced on C.P.A.P. at 2 hours and dso antibiotics. Chest X-ray
showed moderately severe hydine membrane disease. At 6 hours the baby deteriorated
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further and was commenced on ventilation and wes stable on this overnight. At 18 hours of
age he deteriorated further with a rising CO, and fdling 0,. He was paralysed and treated
with higher pesk pressures and an increased inspiratory oxygen. Subsequent chest X-ray
showed severe pulmonary interstitial emphysema. The baby continued to deteriorate with a
worsening in blood gases and persisting hypotension, despite plasma and Dopamine infusions.
The baby died a 30 hours.

Post-mortem: (i) Intra-ventricular haemorrhage on both Sides.
(i) Pulmonary atelectass and haemorrhage.

Respiratory Dysfunction (5)

The number of babies dying as aresult of respiratory dysfunction is larger
than expected. Four of the 5 cases (66-69) occurred in premature infants.
One of these patients (67) also showed evidence of intraventricular hae-
morrhage, but the pulmonarg cqrgé)hcatlon appeared to be the main cause
of death. The fifth case (70) died as a result of widespread pulmonary
haemorrhage which arose secondary to meconium aspiration following
spontaneous delivery at 41 weeks gestation. This particular patient deliv-
ered 50 minutes after admission to hospital and it is unlikely that Caesarean
section would have atered the outcome.

66) B.40483. Para3', Age35. S.E.2. Gestation 28 weeks. First seen at 15 weeks gr%stdati on.
Admitted at 25 weeks with A.P.H. and lesking membranes. Kept in hospital on bed rest.
Premature onset of labour & 28 weeks and spontaneous delivery of mae live infant weighing
1,22 kilograms. Baby noted to have low set ears, widdy splayed sutures, and limb deformities.
Intubated at birth and required |.P.P. V. Cardiorespiratory arrest at 6 hours.

Post-mortem: Pulmonary atelectasisand immaturity.

67) B.48168. Paral*’. Age 28. S.E.2. Gestation 28 weeks. Booked at 19 weeks gestation.
Admitted a 27 weeks with mid-trimester bleeding. One week later spontaneous breech
delivery of femde live infant We%\ln% 110 kilograms born with Apgar scores of 2 and 5.
Transférred immediately to S.C.B.U. The infant had evidence of marked respiratory distress
and was intubated and commenced on |.P.P. V. There was some good response following this,
but at the age of 6 hours the infant had intermittent hypoxic episodes which became persistent
and Tolazohne was administered without a good response. Subsequently, the baby developed
evidence of pneumothorax and pneumoabdomen associated with findings consistent with
intracranial haemorrhage. The baby died at the age of 17 hours.

Post-mortem: (i) Intraventricular cerebra haemorrhage.
(i) Pulmonary atelectasis.

(68) B.28416. Para2'®. Age 34. S.E.3. Gestation 29 weeks. Booked at 15 weeks, Previous
atrial ‘septal defect repaired. At 28 weeks, A.P.H. followed by premature labour at 29 weeks.
Assigted breech ddlivery of mae infant weighing 155 kilograms born with Apgar scores of 5
and 8. Intubated. Initid chest X-ray showed hydine membrane disease. Collgpsed at 3 hours.
Left pneumothorax. Drain inserted. Further collapse. Did not respond.

Post-mortem: Pulmonary immaturity and atelectasis.

(69) B.44501. Para2*™. Age24. S.E.5. Gestation 31-wesks, First visit at 19 weeks confirmed
by scan. Shirodkar suture inserted. Uneventful A.N.C. until 28 weeks when admitted with
A.P.H. Ultrasound scan excluded placenta praevia. Bled on and off until 31 weeks. Went into
labour. Shirodkar suture removed. Delivered of live mae infant weighing 147 kilograms,
born with Apgar scores of 3 and 7. Intubated at 5 minutes. Ventilated and given antibiotics.
Develo persgting cyanoss. Did not improve on increased ventilation or Tolazoline.
Marked scleroderma. At 30 hours developed right pneumothorax. Later left pneumothorax.
Collapsed a 42 hours. Failed to resuscitate.

Post-mortem: Pulmonary atelectasisand immaturity.

(70) B.40830. Para2'’, Age 32. S.E.|. Gestation 41 weeks. Booked at 12 weeks gestation.
Normal pregnancy. Admitted at 41 weeks in labour. F.H. 140 and irregular. Cervix 5 cms.
dilated. Spontaneous rupture of membranes 40 minutes after admission. Meconium + Spon-
taneous ddlivery 10 minutes later of femae infant weighing 3.85 kilograms, born with Apgar
scores of 5 and 7. Treated with direct tracheal suction at birth and had a bronchid lavage
carried out on the labour ward with some improvement. Transferred to the S.C.B.U. at which
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stage she had deteriorated with si_gﬁific‘mt_ cyanos's and poor respiratory effort. The baby was
given further bronchial lavage with transient improvement and was nursed in 40% oxygen
which was increased to 100% without much improvement in colour, Chest X-ray showed a
moderate right )Pneumothorax + savere consolidation and this was drained with an'underwater
seal. Repeat X-ray showed re-expanson of the lung. Despite this, however, the baby's
ventilatory status remained critical vv_ltgcf)ersstl ng respiratory and metabolic acidosis, despite
additional bicarbonate and high inspired oxygen concentration. The baby was intubated at 2
hours and started on ventilation. At this stage the had an episode of diffness which was
fdt to be a seizure and was treated with Dexamethasohe and Phenobarbitone. Her condition
falled to_lggarove despite maximal ventilation and she had a cardiac arrest at 5 hours of age
which failed to respond to massage and i/c cadrenaline.

Post-mortem: Extensive pulmonary haemorrhage and oedema with the right lung almost
ﬁompleterl]y atelectatic, and the left partidly atelectatic. The brain showed extensive petechial
aemorrhage.

Necrotising Enterocolitis (1)

The one baby that died from necrotising enterocolitis was a first twin
delivered at 35 weeks gestation, and it is of interest that the second twin,
though delivered by the breech, survived.

(71) B.13431. Para4*™. Age 27. SE.4. Gestation 35 weeks. Booked at 14 weeks gestation.
Twins diagnosed a 19 weeks. Normd antenatal course until admitted in premature labour at
35 weeks gestation. Twin |:_spontaneous vertex ddlivery female infant weighing 1.89 kilograms
born with Apgar scores of 9 and 10. During the first day, the baby developed hypoglycaemia
which responded to i.v. fluids. The baby dso had early jaundice and hypocacaemia At the
age of 2 days the baby developed frank melaena and X-ray a this time révealed multiple fluid
levels with” evidence of necrotising enterocolitis. The bab3(1 despite fullest support, rapidly
deteriorated and was subsequently transferred to another O?t.d for surgical Intervention,
but died prior to surgery being undertaken on the fourth day of life. Twin Tl: asssted breech
dell\(ergdof mde infant’ weighing 195 kilograms born with Apgar scores of 6 and 9 which
survived.

Post-mortem: Necrotising enterocolitis.

Congenital Malformations

Congenital malformations accounted for 21 of the 31 (68 per cent) early
neonatal deaths. The site of the abnormality was as follows:

Central Nervous System
Cardio-Vascular Sysem
Respiratory System
Pulmonary/Renal Tract
Multiple o
Chromosome Abnormality. .

WwiNNDN P

Central Nervous System

(72) B.48073. Para I'°. Age 26. S.E.3. Gestation 31 weeks, Admitted in labour at 31
Wedlflts Spontaneous dedlivery of femade anencephalic infant weighing 624 grams. N.N.D.
minutes.

Post-mortem: Refused.
(73) B.27650. Para3*°. Age 32. S.E.2. Gestation'34 weeks. Booked at 14 weeks gestation.
Uneventful ante’latdIFv)Guntll 33 weeks. Thought to be dinicaly small. Scan performed.

Anencephdlic fetus. E induction. Spontaneous delivery of femde infant weighing 110
kilograms. N.N.D. 2 hours.

Post-mortem; Anencephaly.
28



(74) B.59645. Para0'®. Age 19. Gestation 35 weeks. Booked at 17 weeks. Seven antenatal
visits. Admitted at 24 weeks with midtrimester bleeding. Anencephaly diagnosed by ultrasound
scan. At 35 weeks spontaneous delivery of male anencephalic infant weighing 1.33 kilograms.

Post-mortem:  Anencephalus.

(75) B.49292. Para 1™*. Age 28. S.E.2. Gestation 35 weeks. Threatened abortion 8/40.
Booked at 12 weeks gestation. Seven antenatal visits. Anencephaly suspected ultrasonically.
Admitted with backache at 34 weeks. PGE induction. Spontaneous delivery of live male infant
weighing 2.18 kilograms. Anencephalic. N.N.D. 20 minutes.

Post-mortem:  Refused.

(76) B.46588. Para |™°. Age 26. S.E.3. Gestation 37 weeks. Uneventful pregnancy. Scan
at 37 weeks revealed anencephaly. Prostaglandin induction. Male infant weighing 3.03
kilograms. N.N.D. 2 days.

Post-mortem: Microcephalus and encephal ocoele.

(77) B.23052. Para2*°. Age 38. S.E.5. Gestation 40 weeks. Uneventful pregnancy. Undi-
agnosed twin pregnancy. Admitted at term in spontaneous labour at full dilatation of cervix.
First twin delivered spontaneously, male, weighing 1.96 kilograms, good Apgar scores. Second
twin male anencephalic weighing 1.60 kilograms. N.N.D. 45 minutes.

Post-mortem:  Anencephal us.

(78) B.57704. Para 0*°. Aee 15. Gestation 41 weeks. Booked at 25 weeks gestation.
Admitted at 39 weeks with Tae pregnancy hypertension. Hydrocephaly noted on scan.
Spontaneous labour at term + 13. Head drained during labour. Normal delivery of live-born
female infant weighing 3.65 kilograms with spina bifida and hydrocephaly. N.N.D. 47 hours.

Post-mortem: Hydrocephalus and spina bifida.

(79) B.59515. Para2'®. Age 26. S.E.5. Gestation 41 weeks. Booked at 16 weeks. Sponta-
neous delivery of a live-born male infant weighing 3.30 kilograms, with hydrocephaly and
spinabifida. N.N.D. 1 hour.

Post-mortem: (i) Hydrocephalus and spina bifida.
(i) Left diaphragmatic hernia.

Car dio-Vascular System

(80) B.51678. Para2'®. Age 31. Gestation 32 weeks. S.E.3. Grossly obese. Latent diabetes
1980 — diagnosed on last pregnancy. Spontaneous onset of labour and delivery at 32 weeks
of female ahve weighing 1.97 kilograms. Clinically the fetus was grossly ascitic. Blood group
O Rh. Negative. No antibodies found. N.N.D.

Post-mortem: (i) Congenital cardiac lesion, endomyocardiopathy.
(i) Microcephalus.

(81) B.57012. Paral*®. Age 26. S.E.3. Gestation 38 weeks. Booked at 12 weeks gestation.
External cephalic version at 35 weeks. Admitted at 38 weeks ? S.R.O.M. — not confirmed.
Home 2 days later. Appointment to attend clinic one week later but failed to attend. At 38
weeks S.V.D. male infant weighing 4.04 kilograms, born with Apgar scores of 9 and 10.
Clinical examination normal. Sudden collapse after feed when 2 days old and did not respond
to resuscitation.

Post-mortem: Congenital cardiac anomaly — single ventricle.

(82) B.36739. Paral*®. Age 27. S.E.3. Gestation 39 weeks. Smoker. Booked at 15 weeks.
Regular attender but noted to be small at 33 weeks. Spontaneous labour at term minus 5.
Meconium stained liquor. Normal delivery of male infant weighing 2.38 kilograms. Good
Apgars. Transferred to another hospital at one day with congenital heart disease. Died at 72
hours following cardiac catherization.

Post-mortem: Transposition of the great arteries with a single ventricle. Single A/V valve
and a hypoplastic aorta.

(83) B.58485. Para 2'°. Age 31. Gestation 41 weeks. Booked at 16 weeks gestation.
Previous stillbirth at 36 weeks. Family history of diabetes. Negative G.T.T. at 38 weeks.
Suffered from agoraphobia. Admitted to hospital at 38 weeks. Spontaneous labour at 41
weeks. L.S.C.S. for failure to advance. Live male infant weighing 3.71 kilograms, born with
Apgar scores of 9 and 10. Baby admitted to S.C.B.U. because of lethargy, poor feeding and
a systolic murmur at 24 hours of age. Transferred to another hospital on day 3 because of
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congestive cardiac failure, Chest X-ray showed increased pulmonary vasculature. E.C.G.
showed a marked rlﬂht_axys deviation with ventricular hypertrophy. The baby collapsed just
prior to cardiac catherization, which revedled congenital mitral ‘aresia with patent ductus
artetrl_o?us and a hypoplagtic aortic arch. The aortic vave was not identifiea nor wes the
ventricle.

Post-mortem: Congenital heart disesse.

Respiratory System

(84) B.58392. Para0*°. Age31. S.E.3. Gestation 30 weeks. Booked at 11 weeks. Uneventful
Bregnmcy_untll 30 weeks when referred by G.P. with a history of lack of fetal movements and
rown vaginal discharge for one week. On examination F.H. present and Sze compatible with
dates. Discharged. Admitted same evening in premature labour, Assisted breech ddivery 30
minutes later of live female infant weighing 8/0 grams, born with Apgar scores of 3 and 4.
Baby intubated, |.P.P.V., Sodium Bicarbonate. No response. Chest X-ray — digphragmatic
herniaon left. N.N.D. 2 hours.

Post-mortem: Bilateral diaphragmatic hernia, pulmonary hypoplasia

(85) B.28119. Para2*®. Age 37. SE.2. Gestation 33 weeks. Booked at 20 weeks gestation
under C.A.N.C. Known excess dcohol intake. No further attendance until emer
admission at 33 weeks in second stage of labour, Spontaneous dellveg/ few minutes later of
femde infant weighing 130 kilograms, born with Apgar scores of 3 and 5. Noted to be
dysmature. Intubated and started on 1.P.P.V. Chest X-ray showed mild to severe hydine
membrane disease and a oft tissue mass in right thorax, ? cyst, ? tumour. At 72 hours of age
became dusky. p02 monitor dropped to zero. Resuscitation unsuccessful.

Post-mortem: (i) Diaphragmatic hernia.
if) Large ventricular septal defect.
(hi) Pulmonary atelectas's.

Pulmonary | Renal Tract

(86) B.43682. Para1™. Age 32. S.E.3. Gestation 36 wecks. Booked a 15 weeks gestation.
Four A.N. visits. Spontaneous |abour at 36 weeks — undiagnosed twins. Twin | mae dive
weighing 1.53 kilograms born with Apgar scores of 7 and 8. Twin |l female dive weighing 2.35
kllﬁfgrams assisted breech delivery, forceps to A.C.H. Apgar scores of 6 and 10. Twin |
N.N.D. 24 hours— Potter's Syndrome.

Post-mortem: (i) Renal dysgenesis.
(i) Pulmonary immaturity.
) 187) B.59826. Para0™. Age 24. S.E.4, Gestation 36 weeks. Booked at 13 weeks. Admitted
in [abour at 36 weeks. Normal F.H. tracm% Assigted breech ddlivery of mae infant waghln?
%04 kilograms born with Apgar scores of 1 and 1. No response to resuscitation. N.N.D.
our.
Post-mortem: (i) Pulmonary hypoplasia.
(i) Rena dysgenesis (polycystic kidneys).

Multiple

(88) B.50062. Paral™. Age 31. SE.2. Gestation 38 weeks. Booked at 11 weeks. Threst-
ened miscarriage at 8 weeks, otherwise uneventful pregnancy until admitted at 36 weeks
fallowing smdl” A.P.H. Ultrasound scan suggested growth retardation. Urinary oestrogens
extremely low — 18, 20, 21, 23. With bed rest growth rate improved and Caesarean section
performed at 38 weeks because of breech presentation and growth retardation. Abnormal
infant delivered, femae weighing 187 kilograms. Multiple congenital abnormalitiesincluding
adiaphragmatic hernia. N.N.D. whilst being transferred to another hospitdl.

Post-mortem: (i) Diaphragmatic hernia.
(i) Congenital cardiac anomaly.
(89) B.3455. Para3"™. Age 36. S.E.I. Gestation 41 weeks. First seen at 9 weeks gestation.
Norma antenatal record apart from smdl A.P.H. a 30 weeks. Scan at that time N.A.D.

Spontaneous onset of labour. Spontaneous delivery of abnormal looking female infant, very
flat at delivery, weighing 2.84 kilograms. X-ray ? dyastrophic dwarf. N.N.D. 40 minutes.

Post-mortem: Multiple anomdiesincluding pulmonary hypoplasaand larynged atresia.
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Chromosome Abnormality

(90) B.17263. Para5™. Age31. S.E.3. Gestation 36 weeks. Booked at 13 weeks. Combined
antenatal care. Hydramnios noted at 34 weeks. Ultrasound scan — no fetal abnormality.
hSpontaneous vertex delivery of male infant weighing 149 kilograms a 36 weeks. N.N.D. 4

ours.

f.SIPc|>st-rnortem: Edward's Syndrome with congenital cardiac lesion and tracheo-oesophageal
istula.

(91) B.33905. Para2'®. Age 28. S.E.I. Gestation 41 weeks. Booked at 16 weeks. Normal
antenatal course. Induced a term + 11 days. Shortly afterwards developed fetd distress.
L.S.C.S. ddlivered male infant weighing 1.94 kilograms. Transferred to S.C.B.U. because of
grunting, pallor and tachypnoea. Multiple anomalies noted and transferred to another hospital
prior to death at 3 days of age.

Post-mortem: Edward's Syndrome.

(92) B.58417. Para0™. Age 19. S.E.3. Gestation 40 weeks. Smoker. Booked at 13 weeks
estation. Admitted at term in labour. A.R.M. Slightly meconium stained liquor. Normal
divery of femae infant weighing 2.24 kilograms, born with Apgar score of 7 a 5 minutes.

Following ddivery the baby was found to have multiple congenital anomalies dlinicaly
congistent with Trisomy 13. N.N.D. 28 hours.

Post-mortem: (i) Congenital heart, Sngle ventricle.
ggg Polycydtic horseshoekidney.
(hi) Meningo-encephalocele.
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Paediatric Department

Nine hundred and forty-nine of the 7,235 live born infants (13.1 per cent)
were admitted to the ial Care Unit. Thus, the number of babies
requiring admission to the Special Care Unit dropped by a further one per
cent during 1981 and this trend is welcomed.

The gestation and mode of delivery of babies requiring admission to the
Specia Care Unit are summarised in Tables | and II: the 949 babies
admitted to the Unit include 22 infants of less than 28 weeks gestation. It
is interesting to note in Table | that there was no sgnificant difference in
the percentage of babies admitted to the Specid Care from 40 weeks
gestation onwards.

TABLE ]
Gestation of infants admitted to Special Care Baby Unit

Gestation Total Births Number of babies

admitted Per cent
<28 weeks 24 22 92
28—36 weeks 317 230 72
37—39°" weeks 2,589 452 17
40—40°° weeks 2,291 121 53
41—41* weeks 1.661 104 6.2
42 * weeks 416 20 4.8
TABLE I
Mode of ddivery of infants admitted to Specid Care Baby Unit
; Number of PerCe
To Births e acimitted
Spontaneous vertex delivery 5957 583 98
Forceps delivery 471 ) 159
Vacuum extraction 73 16 219
Breech ddlivery 166 43 26.3
Caesarean Section 631 232 36.7

Apart from the babies who required admisson to the ial Care Unit,
other infants needed special management in the post-natal wards or careful
follow-up in the out-patient clinics. Table Il enumerates some of the
conditions which other infants delivered in the hospital suffered from. The
numbers in the table do not necessarily correspond to the total humber of
infagj[s treated, as some babies had'more than one of the tabulated
conditions.
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TABLE Il
Summary of neonatal problems that required special attention

Condition Totd N.N.D.

Prolonged Rupture of Membranes

(greater than 24 hours) 16 0
Birth Asphyxia 132 8
Cerebral Irritability (jittery) 69 0
Hypertonia 14 0
Hypotonia 26 0
Convulsions 18 4
Hyponatraemia 7 0
Electrolyte Disturbance-Transient 9 0
Hypoglycaemia 63 1
Hypocal caemia 132 3
Prematurity 85 25
Small for Gestational Age 88 1
Hyaline Membrane Disease (I.R.D.S.) 43 14
Transient Tachypnoea of Newborn 48 0
Pulmonary Atelectasis 10 4
Pneumothorax/Pneumomediastinum 18 5
Meconium Aspiration (seen beyond vocal cords) 20 1
Aspiration of Liquor 4 0
Pneumonia 72 3
Pulmonary Haemorrhage 4 3
Hypothermia (Less than 35°C) 25 0
Necrotizing Enterocolitis 3 1
Jaundice-Physiological (greater than 200 umol) 503 0
Jaundice-Of Prematurity 28 3
Jaundice-Breast Milk 24 0
Jaundice-Treated 151 0
Septic Spots 153 0
Breast Abscess 5 0
Abscess 13 0
Conjunctivitis 206 0
Staphylococcal Infections—Other 32 0
Bronchiolitis 26 0
Urinary Tract Infection 7 0
Upper Respiratory Tract Infection 291 0
Meningitis 2 0
Monilia (Perineal) 298 0
Monilia (Oral) 217 0
Inguinal Hernia 17 0
Pyloric Stenosis 8 0
Dermatitis 279 0
Feeding Problem 319 4]
Undescended Testis 30 0
Inguinal Hernia 16 0
Sternomastoid Tumour 14 0

Outcome of | nfants weighing between 500 and 1500 g.

Twenty-five infants Weighing between 500 and 1500 g. survived the
neonatal period during 1981. Asin previous years, the infants have been
divided into those that were appropriate for gestational age and those that
were small for gestational age. No sub-division has been made for gesta-
tiona age; the 25 survivors include 6 babies who were delivered before 28
weeks gestation.

Tables IV to XIII enumerate the main clinical features concerned with
the 25 survivors. These tables clearly illustrate the different clinical features
that affected the appropriate for gestational age babies and the smal for
gestational age babies respectively. Comparisons between the clinical out-
come of the two groups of babies can be made by referring to each individua
table. It should be noted that the overall surviva rate of liveborn babies
weighing 500—1500 g. was 59 per cent (Table 1V).
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TABLE IV
Summary of infants weighing 500—1500 g.

STILLBORN LIVEBORN
Total Normal Abnormal Abnormal-NND Normal Survived
73 10 8 6 49 25
TABLE YV
Liveborn Survivors
N =25 AGA = 17 SGA =8
Birthweight (Mean + SD) 123 £ 0.2 124 = 0.2 120+ 0.1
Range (0.86 — 15) (0.86-1.5) (0.99-1.41)
Gestation (Mean + SD) 30.3 + 3.2 28.8+ 16 33+39
Range (27 - 39) (27 - 33) (27 - 39)
Sex 17M8F 13M4F AMA4F
Maternal Age (Mean + SD) 28+ 7 276+8 291 + 4
Range (18 - 44) (18 - 44) (22 - 35)
Smokers 9 5 6
TABLE VI
Maternal Complications During Pregnancy
N Recurrent pPj Multiple UTI Heart
Bleeding Pregnancy Disease
17 AGA 2 1 1 2 1
8 SGA 1 3 1 0 0
TABLE VII
Mode of Delivery
SvD Forceps Breech Elective C.S.  Emergency C.S.
17 AGA 10 2 3 1 1
8 SGA 2 0 2 4 0
TABLE VIII
Condition at Birth and Resuscitation
Apgar Score IMin. 5 Mins.
17 AGA 7+2 9+ 2
8 SGA 5+2 9+ 1
Resuscitation Mucous Extraction+0, Bag & Mask Intubation
17 AGA 11 3 3
8 SGA 2 3




TABLE IX
Respiratory Complications

“IRDS Apnoea Pneumonia  Pneumothorax  *BPD/*PIE
Early Late
17 AGA 12 2 4 3 4 5
BSGA 3 1 1 0 1 0

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

TABLE X
Management of Respiratory Disorders

0> Only CPAP Only IPPV Theophylline
<7 days >T7 days
17 AGA 2 2 2 § 7
8 SGA 0 0 3 0 1
TABLE X1
Patent Ductus Arteriosus
Affected Indomethacin Surgical Ligation
17 AGA 9 0 1
8 SGA 2 1 0
TABLE XII
Jaundice and Anaemia
Phototheraphy Exchange Transfusion  Top-up Transfusion
17 AGA 16 2 14
8 SGA 7 1 5
TABLE XIII
Other Complications
NEC IVH Hypoglycaemia Hypocalcaemia
Gr.1 Gr.11 Gr.111

17 AGA 3 1 2 1 3 T
6 SGA 0 1 0 0 3 1
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Congenital Abnormalities

Spina Bifida and Hydrocephalus 741.0
Spina Bifida 741
ongenital Hydrocephalus 7423
Anencephalus 740
Encephalacoele and Microcephalus 742, 742.1
Microcephalus and CHD 742.1, 745
Hydromicrocephalus 742.1
Encephaloceole 742.08
Anencephalus and Spina Bifida 740, 740.1
Anencephalus and Exomphalus 740, 756.7
Anencephalus and Spina Bifidaand 740, 741, 745.
CHD and Polycystic Kidneys 753.1
Hydrocephalus and Spina Bifidaand ~ 742.3, 741,
Diaphragmatic Hernia 756.6
Diaphramatic Hernia and CHD 756.6, 745

Diaphragmatic Hernia and Pulmonary

Hypoplasia 756.6, 748.5
Diaphragmatic Hernia and Exompahlus756.6, 756.7
Potters Syndrome 753
Polyeystic Kidneys and Pul. Hypoplasia753.1, 748.5
Edwards Syndrome 758.3
Pataus Syndrome 758.]
Pul. Hypo‘:l]asia and Laryngeal Atresia ]"}ﬁ‘i

Congenital Heart Disease
Tracheo-Oesophageal Fistula 750.32
Genitalia 752
padias 752.6
Congenital Abnormalities of Urinary 753
Tract
Umbilical Hernia ) 553.1
Congenital Anomalies of Respiratory 748
Tract
Congenital Adrenal Hyperplasia 255.25
Congenital Eye Anomalies 743
Anomalies of Ear, Face, Neck 744
Cleft Palate and/or Cleft Lip 749
Pyloric Stenosis 750.5
Other G.I.T. Anomalies 751
Sternomastoid Tumour
Congenital Dislocation of Hip 754.30
Unstable Hip 754.31
Varus Deformities of Feet 754.4
Valgus Deformities of Feet 754.6
Other Anomalies of Foot 754.7
Other Limb Abnormalities 755
Musculoskeletal Anomalies 756
Anomalies of Face and Bones 756.0
Anomalies of Spine 756.1
Anomalies of Skin, Hair and Nails 757
Eﬁﬁc Fibrosis 277
aple Syrup Urine Disease 270.31
Phenylketonuria 270.1
Down’s Syndrome 758.0
Rubenstein Taybi Syndrome 759.84
Foetal Warfarin Syndrome
Pierre Robin Syndrome 756.03

Tongue, Mouth, Pharynx and Stomach 750

Congenital Hypothyroidism 243.99
Icthyosis 701.1
Hiatus Hernia 750.6
Kleinefelter Syndrome

Epidermolysis Bullosa

*Incidental finding in 2 stillborn infants.

Sur- Sull-  Earl Late
Total vived birth N.N.D. N.N.D.
7 4 1 1 1
7 7 0 0 0
2 | 4] ] |
10 0 6 4 0
1 0 0 1 0
1 0 0 1 0
1 0 1 0 0
1 1 0 0 0
1 0 1 0 0
| 0 1 0 0
1 0 0 1 0
{ 0 0 I 0
| 0 0 1 0
1 0 0 1 {
1 0 | 0 0
2 0 1 1 0
1 0 0 1 0
4 0 0 3 1
2 | 0 | 0
| 0 0 1 0
50 45 2" 3 0
2 1 0 0 1
15 15 0 0 0
9 9 0 0 0
4 4 1] 0 0
18 18 0 0 0
1 1 0 0 1]
1 1 0 0 0
f 6 0 0 0
1 1 0 0 0
10 10 a 0 0
8 8 0 0 0
9 9 0 0 0
23 23 0 0 0
25 25 0 0 0
57 57 0 0 0
20 20 0 0 0
4 4 0 0 0
7 7 0 0 0
5 3 0 0 0
2 2 0 0 0
4 4 0 0 0
5 5 0 0 0
2 2 0 0 0
16 16 0 0 0
1 1 0 0 0
1 1 0 0 0
1 1 0 0 0
4 4 0 0 0
2 2 0 0 0
1 1 0 0 0
2 2 0 0 0
1 1 0 0 0
1 1 0 0 0



L ate Neonatal Deaths

It is gratifying to record a large drop in the number of late neonatél
deaths, so that during 1981 there were only 4 cases. It has at times been
suggested that intensve care in the neonatal unit merely transferred early
neonatal deaths into late neonatal deaths and it is therefore important to
note that this, in fact, was not evident during 1981.

(93_;) Para 4. Age 33. Gestation 38 weeks. Birth weight 3487 kilograms. Apgar Score: 5
and 7 a 1 and 5 minutes respectively. Vertex Delivery. Spina Bifida and Hydrocephalus.
Transferred to Our Lady's Hospital, Crumlin on Day 6 and died later on Day 27.

(94) Para5"'. Age 34. Gestation 29 weeks. Birth weight 2.0 kilograms. Apgar score; 6 and
7 a 1 and 5 minutes respectively. Poor obstetrical history. Previous pregnancies: Rhesus
Incompatibility. Ascites on ultra sound at 26 weeks and 28 weeks. Abnormal CTG. L/S Ratio
10. Dexamethasone was aglven. Delivered by L.S.C.S. Required ful ventilation for hydine
membrane disease. He had atotal of 6 exchange transfusions. He developed Pneumonia and
later Pulmonary Interstitid Emphysema with Pneumothorax and required intercostal drain-
age. On account of PDA, he had ‘mild cardiac failure. He had convulsive episodes on day 4
and was found to have low serum Calcium. Ultrasound scan showed evidence of Intraventri-
cular HaemorrhaPe. On day 10 he developed resistantant Stphylococcd septicaemia His
condition gradualy deteriorated. Died at the age of 24 days.

Autopsy: Purulent exudate in lungs, Intraventricular and Subarachnoid haemorrhage.
Bacteriology: Multi-resistant Staphylococcus aureus.

(95) Para2*. Age 25 years. Gestation 43 weeks. Birth weight 4.310 kilograms. Apgar score
6 a one minute. Previous child: Spina Bifida had died. Admitted at 35 weeks and membranes
rupture with craniotomy done to facilitate labour. The baby had gross Hydrocephalus and
died a the age of 25 days.

(96) Para0'°. Age 18 years. Gestation 37 weeks. Birth weight 2.620 kilograms. Apgar score
1 a one and five minutes. Infant was resuscitated but marked ingpiratory stridor persisted and
baby developed early convulsions and apnoea requiring controlled ventilation. Treated with
Dexamethasone and Phenobarbitone. Mannitol. He had bilaterd talipes. Later developed
hypotonia. Gradually deteriorated. Died a 26 days of age.

Autopsy: Cerebral anoxic degenerative changes and focd pulmonary atelectasis and
emphysema
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Paediatric Assessment Unit

The Assessment Unit is concerned with the aftercare of infants who are
considered to be at risk because of adverse factors affecting feta or neonatal
wellbeing. Its ams are to assst each infant to achieve his full potential for
growth and development, and to ensure that by early intervention the
effects of handicaps are minimised. Infants are recalled to the Clinic at key
developmental ages and are followed to 2 and, in some cases, to 3 years of
age. At each vidt, in addition to physical examination, assessment of
growth, of behavioural development, of diet, and of hagmatologic status
are carried out.. Neurologﬂcd assessment and assessment by the physioth-
erapist are carried out where indicated. Figures for 1981 are shown with
thefigures for 1980 in parenthesis—

Number of patients attending . . . . . . . . . . 815 (959

Total number of vists = =~ .~ .  1292(1,394)
Additional visits for haematologic and dietetic

assessment . . . . . . . . . . . . . . . . 43(78
Number of patients attending for physiotherapy ... 274 (276)
Referrals to other hospitalsor units =~ =~~~ 224 (203)

Sixty-two patients attended for psychologica
ment (Breech Study).

Examination of the figures for 1981 reveals the continuation of a trend
which was apparent last year. Wheress the total number of infants seen
during the year was less than in 1980, the total number of visits to the clinic
was comparable, mdwatmgt; that these infants were followed up more
intensively. The necessity for this is evident from andyss of the birth
weights which reflectsthe |5r88roved survivd ratein low birth weight infants,
particularly those under 1,500 grammes. A total of 106 of these small babies
were seen in 1981, as opposed to 64 in 1980, an increase of 66%. The
number of referrals is a reflection of the active management of potential
handicap. It includes referral for speciaist opinion in fields such as audio-
metry and opthalmology, psychology, neurology and neurosurgery as well
asfor E.E.G. and X-ray.

_The following table illustrates the distribution of patients according to
birth weight.—

<1.00 kilogram = 6 (4
1.01-1.50 kilograms = 100 (62
151-2.00 kilograms = 9% (9)
2.01-2.50 kilograms = 158 (165)
251 kilogramsor over = 452(623)
Not weighed = 5 (13
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Low Birth Weight Infants

Improved perinatal care has been responsible for major changes in
perinatal mortality over the past 10 years. In the Coombe Lying-in Hospital
during this period the perinatal mortality rate for normally formed babies
has fdlen from 19.2 per 1,000 to 8.1 per 1,000, and the neonatal death rate
has falen from 6.2 per 1,000 to 12 per 1,000. At the same time, and in
common with results published from other centres, the survival rate for low
birth weight infants weighing 1,500 grammes or less has aso shown consid-
erable improvement. A recent study carried out in this hospital by Dr.
Peter Gray,” compared surviva rates over two four year periods from 1973
to 1976 and from 1977 to 1980. Examination of the 28 day survivd rate by
birth weight (lethal congenital anomalies excluded) showed a significant
improvement in survival for infants under 1,500 grammes. The percentage
surviving in the 1,251 to 1,500 grammes group improved from 64% to 82%;
in the 1,001 to 1,250 grammes L?roup from 41% to 63%, and in the 751 to
1,000 grammes group 14% to 40%, although of course in this latter group
the total numbers were small. When analysed by gestational age sgnificant
differences were apparent at 26 to 27 weeks gestation, when surviva
increased from 8% to 35%, and at 30 to 31 weeks gestation when survival
increased from 50% to 91%.

Because of the many variables comparisons of results from different
centres are difficult. Most centres clam that the incidence of major and
permanent handicap in these smal infants has not shown any significant
Increase, thereby justifying the considerable efforts entailed in their sur-
viva. Preliminary results from Dr. Gray's study would support this view in
that there was no sgnificant difference in mai'?r handicap over the two four
year periods. In our experience however, the incidence of temporary or
minor morbidity is much increased when compared with morbidity incid-
ence in full term infants.

~ In addition to the increased surviva of apprg?r_iately grown preterm
infants, we are aso seeing an increasing surviva of infants who have been
sever_elP/ growth retarded in utero. Prenatal monitoring with ultrasound,
oestriol levels, cardiotocography, and recording of fetal movements has
enabled the obstetrician to observe his patient more scientificaly, and has
provided the guidelines for earlier intervention. These infants do not form
a homogeneous group; some are norma infants in whom the cause of
retardation is external to the fetus, others are fetuses of inherent low growth
potential, while others asindicated by a high incidence of minor anomalies,
could be considered to be geneticaly unsound.

Whatever the combination of perinatal factors may have been, such small
babies are an extremely vulnerable ﬂ_roup and their specia care does not
end with discharge from hospital. While their life supportive requirements
m? belessintensive than in the early days, they continue to need supportive
and corrective measures working aways towards the establishment of
normal C!oat_tegrns of growth and development. Theéy require careful evalua-
tion and distinction must be made between the effects of immaturity and
the long term effects of interference with normal growth, and in particular
of damaging effects on the growth of the central nervous system. In addition
the complexity of perinatal care and the elaborate measures taken to sustain
life carry with them their own special long term effects. Intubation, mechan-
icd ventilation, exchange transfusion, maintenance of oxygenation and of
alimentation, the control of infection, al carry specid risks and require
gpecial vigilance with regard to respiratory function, visuad and auditory
function, neuromotor function and cognitive development. Psychologica
assessment is particularly important for these children as an indication of
potential ability, and of readiness for formal education. Some of these
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infants have an amazing capecity for rapid catch up both in growth and
development so that by 3 to 4 years of age they are indistinguishable from
their peers. Others continue to show Immature but essentially normal
rowth and development patterns, while others show areas of specific
isability. In each instance the approach to schooling and the advice to
parents will be different.

Of the 106 infants of birth weight less than 1,500 grammes, ten had been
born in 1977, nineteen in 1978, twenty-five in 1979, thirty-four in 1980 and
eighteen in 1981. Forty infants weighed between 1,000 and 1,250 grammes,
Sx infants weighed |ess than 1,000 grammes, one who is progressing well at
18 months, weighed 750 grammes at birth.

Mode of delivery was spontaneous vertex in 44, vertex with forcepsin 9,
breech delivery in 18 and Caesarean Section in 35. As might be expected
the perinatal risks are high, including antepartum haemorrhage in 19,
prolonged rupture of membranes in 11 and high incidence of fetal distress
and birth asphyxia of varying degrees. The introduction of ultrasound
examination late in 1981 enabled the diagnosis of intra-ventricular hae-
morrhage to be established in 4 infants. In 1l infants there was evidence of
intra-uterine growth retardation as indicated by seria scans, faling oes-
triols, low birth weight in relation to 8estat|onal age, and dysmature
%earance. Many of these cases were delivered by elective Caesarean

ion.

Major handicaps are usually defined as conditions which adversely affect
the child's ability to function normally in society, and include the cerebral
palsies, mental retardation and serious sensory disabilities such as deafness
and blindness.

In 23 infants morbidity was sgnificant and long standing. The principle
problems were—hydrocephalus In three, diplegia in eight, hemiplegia in
one, quadriplegiain three, toxoplasmosisin one, meningitisin one, cardiac
_anotgnah&s in two, tracheo-oesophagea fistulain one, diagnosis uncertain
inthree.

Minor handicaps are more difficult to define and may not become overt
until later in life. Broadly spesking, they may be dassfied as deficits in
motor co-ordination and in intelligence levels, as partial deafness or blind-
ness, as learning difficulties and behavioural problems. In a review of
results from studies concerning survival rates and long-term outcome, Anne
L. Stewart” has looked at the Incidence of these lesser handicaps. It is clear
from her survey that the incidence of minor disabilities, while varying
widdly, is quite significant: e.g. between 16 to 25% of children in some
studies had problems in school, and in many reports, the intelligence
qH_?gent tended to be below the expected range for normal birth weight
children.

Almost dl the infants in our group showed transient morbidity including
neuromotor dysfunction and soft neurological signs. Five infants had recur-
rent respiratory problems consequent on prolonged ventilation. The incid-
ence of hearing deficit was surpris ng{l%_ low. There were only two cases of
mild hearing loss, though many babies required re-testing because of
uncertain r&fponsﬁ Delay in visuo-motor development was very common.
In addition five infants snowed abnormal eye signs and two nystagmoid
movements. No case of retrolental fibroplasiawas seen during the year. All
such infants now have a psychologica assessment between 3 and 4 years of
age and we hope to present more informative data regarding outcome to
this stage in future reports.

Neuromotor Dysfunction
Two hundred and seventy-four infants received physictherapy during the
year, the total number of visits being Sx hundred and thirteen. With the
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exception of a smal number of miscellaneous conditions such as torticollis
and metatarsus varus the mgjority attended for neurodevelopmental train-
ing. Neurodevelopmental training plays an important role in the manage-
ment of neuromotor dysfunction. Working through the parents, the phy-
Sotherapist inhibits the emergence of abnormal postural reflex activity.
Through positioning and exercising she works at al times towards the
facilitation of normal patterns of movement. Timing of therapeutic meas-
ures is an important consideration because once abnormal patterns become
established in the circuitry of the brain it is difficult to overcome them.
From our experience of infants whose subsequent progress has been dis-
appointing we think that the period up to 40 weeks developmental ageis a
critical one and the possibility of achieving good results after this time are
not hopeful.

As al\_/va;lls the fineline between success and failure is dependent on many
factors including intercurrent infection and hospitalization and socia fac-
tors. However, the single most |mﬂprtant one is the qudlity of the parental
care and in particular the mother/child refationshi Ig Some mothers seem to
relate well to their infants, to handle them sympathetically, and to stimulate
them in a manner which becomes with guidance totally therapeutic. On the
other hand, some mothers seem to lack these instinctive responses, they
are awkward in handling and distant in emotional response and often they
are only too ready to hand over the care of the infant to someone else. In
such instances the odds are weighed againgt the chances of optimum
recovery. A subsequent pregnancy causing the mother's attention to be
divided is aso very unfavourable, particularly if there is a fear that the
problems of the first pregnancy may be repeated inthisone.

Our specid am is to take measures to ensure that the morbidity encoun-
tered is dealt with as efficiently as possible and that the long term effects
areminimised. Our function inthe clinic is aso a supportive and corrective
one. Parents of infants who have been in specia care have been through a
stressful experience and the normal joy of a new baby has been marred by
fear and uncertainty. This fear and uncertainty will continue to be a real
factor until the parents feel confident that the infant is on an established
course towards normality. However, human relationship is such that it is
just this factor of confidence which is so important to the mother/child
relationship. For this reason we deal with our parentsin the most optimistic
and encouraging manner possible. They are aware that their infants are at
risk, but they dso have tne reassurance which comes from knowing that
measures are being taken to ensure a good outcome. If a good outcome is
not possible, then there is the opportunity for a gradual coming to terms
with the acceptance of disability and of something less than normalcy.

Recent advances in examination of the fetus by ultrasound scan have
given a new dimension to the assessment of neuromotor dysfunction in the
Iinfant. Gesdll originally defined developmental assessment as an assessment
of the maturity of the central nervous system as judged by patterns of
behaviour, the actions of the infant being built up in increasingly complex
gatt_erns. It is now evident that this processis not one which starts at birth,

ut is preceded by asimilar build-up of patternsin intra-uterine life. Thesg
primary motor patterns which have been described by Milani-Comparetti
as the alphabet from which dl subsequent movements are composed, are
present as early as 20 weeks gestation. _

The movement patterns of the fefus have been further delineated and
described by lanniruberto and Tajani” in the ultrasonagraphic study of fetal
movements. The first movement patterns occur at Sx-seven weeks of
gestational age as short vermicular movements of the embroyonic bod¥,
and they gradually increase in variety and complexity. For example at 1*-
14 weeks gestational age creeping (reciprocal limb movements) and climb-
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ing (symmetrical limb movement) are present, as are swallowing and early
breathing movements. By 20 weeks, the basic patterns are present and the
fetus has a range of movements which include rotation of the head and
trunk, co-ordinated limb movements and fine movements of the fingers,
foot, eyelids and mouth. Subsequent motor development appears to be an
integrated process utilising these basic motor patterns to form more complex
movement patterns which are functionally meaningful and which organise
competence in the fetus. 5

In hisinterpretation of feta motor behaviour, Milani-Comparetti® asserts
that these primary motor patterns have to be considered genetically deter-
mined intrinsic properties of the central nervous system. As such, they are
kenetic modules wnich can in turn be built up or integrated into primary
automatisms which have a functiona effect, i.e. fetal postural control, feta
locomotion, and fetal breathing and swalowing movements. The functional
effect of fetal locomotion ana propulsion is to enable the fetus to move
around in utero and to collaborate in the labour process. Other primary
automatisms seen in the fetus belong to the development of extrauterine
competencies such as postural control and breathing movements and
response to auditory and visud stimuli. These workers have shown that
sressful events in pregnancy and labour will afect the orderly sequence of
events and interfere with the functiona effects. Even more sgnificantly
they assert that periods of stressin the fetus may be followed by aregression
to earlier patterns, and that this is evidence of central nervous system
damage. Deeper study of these ideas will undoubtedly lead us to a greater
understanding of developmental processes and of the way in which disorder
of éh:f fet%l_ nﬁrvous system is reflected in disordered function both during
and after birth.

Neonatal Seizures _ _ . o
Atotal of 46 infants had neonatal seizures, either convulsions or twitchin
in association with cerebral signs. Two were born in 1977, five in 1978,
eleven in 1979, sixteen in and twelve in 1981. Thirty of these were
term or post term infants, and there were sixteen large infants above 3.6
kilograms. Maternal height was available for 44 cases, twenty-six were 5 2"
or less. Three motherswere 48", one 49", three 410" and three 4'11". The
combination of smal stature, large baby and post maturity are particularly
hazardous and some of the most severely affected infants fdl into this
category. Infants who have had seizures are particularly at risk and show
areas of developmental delay and spedific disability. Seven required long

term management and many will have special educational needs.

Neonatal Meningitis o

Fifteen infants with a history of neonatal meningitis were seen. Two were
born in 1978, four in 1979, seven in 1980 and two in 1981. There is awide
scatter of developmental attainment in this group and three require long
term management. _

A total of 11 caseswere referred for long term management during 1981,
one to St. John of God's Clinic and ten to the Central Remedia Clinic. A
brief history of these cases is given here. We would like to take this
opportunity of thanking Dr. Barry and his team for their co-operation and
frequent reports.

B.7028/M/80. Para 1. Age 28. Height 52" Paternal height 60" Gestation 27 weeks. Birth
weight 1.08 kilograms. Two antenatal visits a 21 and 24 weeks gestation. P.V. bleeding and
mild contractions at 27 weeks. Treated for vagina discharge. Two days later spontaneous
breech dellvg?/. Cord had prolapsed. Intubated. Full ventilation and arterid line. Initia
Astrup showed mixed respiratory and meetholic acidosis with pH 7.079. Repeat Astrup 7.248.
Septic work-up. Post-natal course complicated by hydine membrane disease, pulmonary
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atelectasis, persistent patent ductus arteriosis and hypoglycaemia. Discharged from specia
care unit a 11 weeks and followed in baby clinic to 16 weeks. Attended assessment dinic from
26 weeks, having cancelled three appointments. Irregular pattern of development with delay
in upper limb function and dow visuo-motor development. Maternal attitude noted—mother
tended not to stay with baby during the assessment. Referred for neuro-developmental
training—seen once and then did not attend for 4 months. Ophthalmologist reported "small
anterior polar lens opacitiesin both eyes, but otherwise eyes are healthy"”. Attended assessment
clinic a 44 weeks, having cancdlled three appointments. He continued to show variable sgns
of neuromotor dysfunction and developmental delay, including a persistent Moro response.
By one year of age, because of persisting gns of weskness on the left Side and a tendency to

duct the lower imbs it wes thought that Eermanent sgns were developing and he weas
referred to the Central Remedial Clinic. By 15 months of age, he had not yet attended the
Central Remedia Clinic. Developmental attainment wesirregular around 36 to 40 week level.
However, mother was beginning to come to terms with the problem. By 19 months he wes
showing definite improvement with attainment around 48 week level. He'sits, though balance
is not yet complete, he pulls to stand and has awaking pattern. He manipulates objects and
finger Teeds. Mother works with him a great deal. Growth which had been very dow initidly
is now at the 3rd centile for height, 25th centile for weight and the 50th céntile for head
circumference. Behaviour patterns are variable. Normaly aert and sociable, when crossed he
shows aggressive and destructive behaviour.

This case is reported in some detail to illustrate the problems involved and the importance
of maternal attitude in the management of these infants. This mother, though socid dlass 1,
personable and talkative, appeared disorganised and lacking in maternal intuition. Further to
that she was pregnant again, and her parents were reported to be ill. However, it was difficult
not to suspect some element of parental rejection. While there are now more grounds for
op‘lud ngsnﬂ the outcome here is il in balance, and he may yet show Sgns of permanent though
mild diplegia

B.6373/M/80. Para1™. Age 23. Height 5'1". Paternal height 52". Gestation 27 weeks. Birth
weight 127 kilograms. Family hISOX of diabetes and hypertension. Vird meningitisin 1976,
and U.T.I, in previous pregnancy. Admitted at 14 weeks gestation with threatened abortion
and further admission with P.V. "bleeding. Spontaneous rupture of membranes a 22 weeks.
Remained in hospital until she went into spontaneous labour at 27 weeks. Difficult breech
delivery. Apgar score 1 at 1 minute, 5 at 5 minutes. Intubated. Initia pH 6.993, with mixed
metabolic and respiratory acidosis. Full ventilation and septic work-up. The post natal course
was complicated oy severe R.D.S. requiring prolonged ventilation and numerous pneumo-
thoraces. Myodlonic jerks on day 16 and generaised convulsions on day 20. He was discharged
a 3 months of age and attended the assessment dinic from 27 weeks. Immature pattern of
development around 12-16 week level with evidence of neuromotor dysfunction including
increased tone upper and lower limbs, more marked on the right side. "Primitive responses
were present ana marked. Initial response to neuro-developmental training wes hog_)l?l but
a 9 months of he showed difficulty in co-ordinating movements and was queried as
athetosis. Referred to Central Remedia Clinic and now attending there. Provisional diagnos-
is—right hemlpleg:aa A problem pregnancy from 14 weeks but the history of convulsions
would appear to be the important H_IO|eC()?IC_d factor in this child's permanent brain damage.
Repeated respiratory infection associated with bronchopulmonary dysplasia have adso been a
negative factor. When last seen a& 18 months of age, motor development was very delayed
and he was not yet sitting steady. However, speech and comprehension were at agé. Growth
was less than thé 3rd centile for height and weight with head circumference on the 50th centile.

B.136/M/80. Para 0. Age 23. Height 55" Paternal height 60". Gestation 32 weeks. Birth
weight 193 Kilograms. Admitted in early pregnancy with possibility of miscarriage, but
settled. Scanned, 16 weeks by scan—18 weeks by dates. Urinary tract infection treated with
Septrin. Admitted in labour.” SV.D. at 32 weeks. Apgars 6 a one and 8 at five minutes.
Problems in the post natal Rerlod included moderate to severe respiratory distress syndrome,
requiring oxygen and C.P.A.P., hyperbilirubinaemia and hypocalcaemia. Weaned into room
ar a 3 days and started on ora Teeds. Very rapid-increase in both head and body growth
during first 20 weeks postnatally. Attended the assessment dinic from 19 weeks. Mild signs of
neuromotor dysfunction which could have been consistent with prematurity. Initial progress
good and he received extensive neurodevelopmental training. However, by 1 year of age he
was showing sSgns suggestlve of a mild diplegia and was referred to the Central Remedia
Clinic. At 2 years and 2 months the di egnos_ls was that of diplegia. Upper limb function good.
This baby's tpro_blems date from early fefd life. He illustrates the need for careful surveillance
as no definite signs were present until 12 months. Heavy child and as mother was pregnant
again she had difficulty in getting around with him. Head circumference increased from below
3rd centile level &t birth to above the 97th centile a 19 weeks. Investigations for possible
hydrocephalus negative

'B.7505/M/79. Para 4™°. Age 30. Height 4'11". Paternal height 56". Gestation 40 weeks.
Birth weight 3.8 kilograms. Booked a 10 weeks. Pregnancy uncomplicated. ntaneous
onset of labour, liquor initidly clear but became meconium stained. Duration of labour 20
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hours. S.V.D. Flat. Apgar 6 at one minute, 9 a five minutes. Responded to bagging and
oxygen. Large baby, height, weight and head circumference on 90th centiles. Head moulding.
NO meconium aspiration. Noted to have mild cerebral Sgns on admission to unit. Twenty-
four hours after admission the baby had two seizures and at 48 hours 2 cyanotic attacks.
Lumbar puncture revesled 10,000 réd cells, amogt dl crenated, subdura taps were negative.
Baby continued to have twitching episodes up to day 4. E.E.G. tracing at 2 weeks of age—no
sgnificant abnormality. Mild_ Sgns of neuromotor dysfunction a 6 week check and at
asessment at 19 weeks. Physiotherapy initisted early and he responded well to neurodevel-
8Pm_enta| training, and was waking with one hand held at one year of age. However, because

dight ggns of weskness on the right Sde he was referred to the Central Remedial Clinic.
Considered to have amild right hemiplegia. At 28 months there were mild but definite residual
sgns. More importantly however, there are early dgns of perceptual problems and the
Eg/chologi.cd assessment at 4 years will be important. Growth patterns have reflected his

Story, with growth in the upper centiles at birth, but not sustained. Head growth fdl from
90th centile to the 25th centile up to 21 months, but is now rising again to the 75th centile. In
this case the hypothesis is one of an infant of high growth potentid being carried by a smdl
mother. Maternal environment adequate to sustain high fetal growth rate until lattér end of
Eregnancy. Probable low grade hypoxia prepartum and intrapartum resulting in cerebra

orrhage, and central nervous Sysem damage. Good efforts a compensation.

B.6680/M/80. Para 1'% Age 28. Height SH". Paterna height 6H". Gestation 38 Weeks
(dates), 36 weeks (Dubowitz). Birth weight 2.07 kilograms. Maternal B.P. 160/100 at 9 weeks
estation. Very overweight and admitted to hospital for reducing diet. Family history of
ypertension. Two previous firg_trimester abortions, Prenatal monitoring indicated a very
active infant. Elective section at 38 weeks by dates. Apgar score 5 & one minute, 10 &t five
minutes. Apart from one low blood sugar arid some jitteriness post natal course uneventful.
No neurological sgns noted at the sx week check, but weu%ht gan dow. Assessment dinic
follow up from 19 weeks. Noted tense with ghrill cry and ver?; ypertonic when stressed. Rapid
growth In_head circumference since birth, but body growth poor. Deteriorated by 28 week
vist with increased tone and strange Pattern of flexion and persistent Moro. He continued to
have variable dgnsinvolving dl four limbs, but more marked on the left. Referred to Central
Remedial Clinic at 8 months for evauation. Also continued to attend the assessment clinic.
At 18 months of age aert but very apprehensive with a shrill cry. General developmental
attainment irregular around 15 month level, Walked a 16 months. Chewing and swalowing
movements gtilfunco-ordinated and speech is delayed. This little boy had intensive physioth-
erapy and advice and surveillance from the dietitian, and mother was a very good attender.
Growth shows a rising pattern with height on the 50th centile, weight 10th centile and head
circumference 75th centile. There seems no doubt that this infant's problems stem from his
intrauterine experience, and that there was marked interference with hisfetal growth generally
and fetd brain in particular, showing in the subsequent disorganised patterns of growth and
development, It is likely that this infant was of hign growth potential, but unable to achieve
full potential in utero because of the adverse conditions imposed by the maternal environment.

B.1881/F/79. Paral*®. Age 26. Height 54". Paternal height 510". Gestation 31 weeks. Birth
weight 31bs 30zs. Pogt {J}I conception. Two smal P.V. bleeds. Prolonged rupture of mem-
branes (two weeks). SV.D. Apgar 9 at one minute, 9 at five minutes. Post natal period
complicated by hypoglycaemia, apnoeic atacks and prolonged jaundice. Attended assessment
clinic from 21 weeks. Initid development dow and baby noted to be not very exploratory.
Received neurodevelopmentdl training. Sitting by one yéar but not crawling or pulling to sit.
At 18 months, crawling, pulling to stand moving Sdeways. Considered to have normal
reaction in standing. Not seen for 10 months, by which time, she was walking with diplegic
gait and standing balance was poor. Referred to Central Remedial Clinic. At 30 months, some
improvement in gait. Spread in developmenta attainment, but speech and early cognitive
development satistactory. Late appearance of diplegiaillustrates importance of follow through
on dl low birth weight infants until normal walking is established.

B.2978/M/79. Para3*°. Age 29. Height 5'5". Paternal height 59". Gestation 35 weeks. Birth
We'ght: 248 kgs. Booked at 33 weeks. ntaneous onset of labour at 35 weeks. Sudden
APH at full dilatation. For delivery. Infant pale and shocked. B.P. 45 mms. Mild R.D.S.
Prolonged jaundice. Attended assessment clinic from 14 weeks. Continuing evidence of
neuromotor dysfunction with poor head control and hypotonia._Parents good attenders, but
difficult to get co-operation for neurodevelopmental training. Finaly arranged for physioth-
erapy in home town, Longford. By 15 months, improving pattern but Sgns of mild left
hemiplegia Strabismus. Investigations for thyroid function because of odd facies and coarse
featureswere normal. E.E.G. normal. Because of difficulties regarding physiotherapy referred
to Central Remedial Clinic at 2 years, Reported to have Ieft hemiplegic gait, left hand function
reasonable. At 30 months he is makln% good Frogress gpeech has improved and he is using
thast? This case highlights some of the problems associated with living a distance from the
ospital.
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B.5129/M/79. Para 0*°. Age 28. Height 49". Paternal height 59". Gestation 41 weeks by
dates. Birth weight 2.04 kllo%ams Booked at 10 weeks gesiation, regular attender. Scen &t
Term +6 days revedled B.P.D. of 34-35 weeks gestation. Forcgips ivery because of feta
braie/cardla during second stege of labour a term +11 days. Tight nuchal cord. Placenta
healthy. Apgar score 10 a one minute, 10 a five minutes. Awmﬁ)tomalc %poglycaernl aand
jaundice. Discharged at three weeks. Assessment clinic from 24 weeks. Short obese infant
with dightly odd facies and numerous dysmorphic features. Broad nose and broad hands with
short pointed fingers and unusua digital creases over the distal and middle phalanges. Skull
X Ray and EEG N.A.D. Moderate developmental delay particularly locomotion. Referred
to Central Remedia Clinic. Queried as diastomatomyelia.

'B.7197/M/79. Para 0*°. Age 18. Height 49". Paternal height 510". Gestation 42 weeks.
Birth Weight 3.033 kilograms. No problems during pregnancy apart from mild proteinurea.
Admitted at T~ 18 with contractions. No progress. Two days later labour ensued. A.R.M. to
accelerate revealed meconium stained liquor. F.T.A. and type 1 dips. Caesarean Section at
T720 following 12 hours membrane rupture. Apgar score 3 a one minute, 6 at five minutes.
Intubated. Spontaneous respirations at 7 minutes. Mae infant, pale with meconium stai n(lagg
and peding of skin. Growth parameters at birth, weight 25th centile, length 80th centile, h
corcumference 90th centile. Cerebral Sgns durlr}}g E)/oa nat%doen_od with twitching &t 2 hours,
gpnoeic attacks at 6 hours and twitching on day 3. Ventilated. Discharged well on day 12. On
further follow up in the baby dinic progress appeared to be satisfactory and no neurological
abnormalities were noted. However, head growth was dowing, fdling from the 90th centile
at birth to the 25th centile a 5 weeks. Attended assessment dinic from 22 weeks, by which
time, head circumference wes below the 3rd centile, At 5 months, X-ray of skull was reported
as microcephaly. There was no evidence of crania stenosis. EEG reported no sgnificant
abnormality present. He received intensive neurodevelopmentd training. Marvellous little
mother. Delay in both motor and mental development. Showed some unusual patterns,
however, not spastic. Referred at 20 months of age to Central Remedial Clinic for long term
follow up. Despite absent protective responses he developed a walking pattern at 18 months
and was walking independently a 22 months. At 3 years of ﬁe, though running around fredly,
he was just learning to pull to stand. He is sociable, comprehends smple commands, and has
some smple sentences. However, intellectud ectivity is very limited. The fact that this child
is performing in a socidly acceptable way is due to the tireéss efforts of his mother. In other
circumstances he might” have oeen an ‘extremely handicapped indtitutionalized child. The

roblem here was agan that of a amal mother cafrying afyaby of high growth potential. The

ypothesis is that the maternal environment was unable to sugtain the infant's growth towards
the end of pregancy with gobmle low gradeelgpoxna resulting in a disadvantaged infant
unable to initiate labour. Problems compounded by gross post-maturity and loss of tissue
fluids, and irreversable centrd nervous sysem damage.

B.6970/F/78. Para 2. Age 28. Height 52". Paternal height 54". Gestation 36 weeks. Birth
weight 3655 kilograms. S. V.D. Neonatal meningitis with seizures da/elogl‘sg at 4 days of age.
No organism isolated. Mother gave hitory of offendve vagind discharge and lesking of liquor
for two days. E.E.G. a three weeks of age reported presence of an asymmetry with rather
more dow activity on the right, there may be some right sded discharges present aso.
Developed hydrocephalus secondary to meningitis. Referred to OLHC. Treated with |sosor-
bide. Attended assessment dinic from 51 weeks. Received neurodevelopmenta training. At
2 years, walking with one hand held, unsteady and on broad base. Bd1a/|ouraPr_obI ems, very
apprehensive. Referred to Central Remedial Clinic for long term fallow up. Walking becoming
more stable, hearing and speech are reported as normal.

B.8284/F/79. Para 1. Age 33. Height 5'1". Paternal height 5'1". Gestation term. Birth
weight 351 kilograms. Normal pregnancy up to T-I1 when blood pressure noted to be 150/105.
Induction deferred because of high'head. A.R.M. for acceleration. Thick meconium and type
Il dips. Vertex ddivery after 4 hours of membrane rupture. Apgar scores 9 and 10. Large
head with head circumference a 97th centile. Meconium aspiration, respiratory distress,
pneumothorax. At 12 hours of age jitteriness and cerebral irritability. At Z2 hours, seizure
activity of dl limbs, Further seizures, lethargy and hypo tonicity. EEG—normal, Progress to
9 weeks of age satisfactory apart from dimimished head contral. Assessment clinic from 17
weeks. Abnormal eye signs, persistent Moro. Hypotonia initialy followed by hypertonia.
Received extensive physiotherapy. Very dow and unresponsive. At one year rolling but not
sitting or standing. inning to take weght onlegs a 15 months. Left convergent squint with
lateral nystagmus. Referred to John of God unit for long term _mana[.;emmt. At 28 months
functioning around 18 month level. Now attending nursery unit in Tallaght and making good
progress. The problem here was again one of materna age and smal stature, and an iniant of
moderate Sze but large head. Probable fetal disadvantage before labour contributing to failure
to fix head. Overt 9gns of fetd distress followed bK meconium ag)lranon._Earher ddlivery
would have been advisable. It could be postulated that the materna constraint on fetal head
growth was not adequate.
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The high incidence of mothers of smdl stature attending the clinic was
referred to in last year's report. This year there were 153 mothers of 5' or
less in height, 34 of these were 410" or less. Mothers of 52" or less
comprised 46% of the total number of mothers attending during the year.
Some are mothers of low birth weight infants, but major problems usualy
arise with the larger infants, particularly at or after term. This is apparent
from ongoing anaysis of factors associated with cerebral dysfunction and
seizures, and iswd| illustrated in some of the case histories given here.

Clinical Research

In the field of clinical research we continue to stq%dg_rowth patterns and
to relate them to developmental patterns. As described in previous reports
the norms for these studies are derived from the data gathered during the
course of the Coombe Hospita—Medical Research Council study into the
effects of iron deficiency in the mother on the subsequent growth and
development of the child”. The importance of this lies in the fact that these
norms are directly relevant to our hospital population. In addition, they
have been reinforced by control data from more recent studies. However,
they relate only to the term infants, and we have no data available for the
preterm or the _m-aPproprlater grown infant. For some years we have
examined the suitability of other growth charts available, in particular those
of Lubchenco et al, and of Usher and McClean. More recentI%/, we have
used those of Douglas and Gairdner, but in each case we have found them
at variance with observed growth patterns.

Hitherto low birth weight babies have been divided into two groups,
those whose weight is appropriate for gestational age, the A.G.A. group,
and secondly those whose weight is inappropriate or smal for gestational
age, the S.G.A. group. However, b on our experience, we consider
that these groupi r](f:]s are now inadequate, and that an effort must be made
to examine the difference between infants more closely. Fundamental to
that is the consideration not alone of weight but of other growth parameters
particularly length and head circumference. For these reasons we are
studying growth and growth patterns in low birth weight and poorly grown
infants with aview of grouping them under the following headings—

(1) The appropriately grown infant who is smal because of premature
delivery.

(2) The smal for gestationa age infant—that is the infant of normal or
high growth potential who is unable to achieve full potential for
growth in utero, but who shows a catch up in post-natal life.

(3) The growth retarded infant—the infant of low growth potential who
shows dow growth and delayed patterns of maturation in pre-natal
and in post-natd life.

(4) The disproportionately grown infant—for example the infant who
shows poor head growth in relation to body size, or poor weight gain
in relation to body length.

Breech Su

The breech project under Dr. Anne Keane is IE)rogrng well, and we
are grateful to the Coombe Hospital Research Fund for their continuing
support. The study is a prospective and longitudina one, and comprehen-
svein that it includes al infants presenting as a breech at term, born in this
hospital over a period of 9 months. Growth studies and psychological
assessment are now being carried out on dl the children, both study and
control, as they reach 4 years of age. The psychological assessments are
under the direction of Dr. Paul McCarthy, .R.C.Og’wch. and Mr. John
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Connally, B.A., M.Psych, of the Irish Foundation for Human Develop-
ment, and we thank them for their interest and co-operation. Also with
their assistance the completed data from the study are being entered on
data sheets for computer analysis.

A paper entitled "A relationship between fetal growth patterns and
morbidity in the infant" was presented to the Irish Association for Child
Pswhology and Psychiatry in February 1981. _

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

gramsand over
Number of infants = . = = ... 24
Incidence per cent . . . . . ... . . . .30
Dead born . . = . S 2
Liveborn . . . . S 2
Survived ... . . . . b

Comment: The number of patients who delivered infants weighing over
500 grams before 28 weeks gestation was greater than that recorded in
1980. Six of the 22 live born infants survived and the number of survivors
is smilar to that recorded in 1980. A perusal of the case summaries listed
below reveals that survival appeared to be more related to birth weight
than to actual gedtation ana these very premature infants continue to
demand a considerable amount of paediatric care.

Dead Born

B.27612. Para2*. Age 30. Gestation 22 weeks. Booked at 12 weeks gestation. Hydramnios.
Admitted in premature labour at 22 weeks and delivered dead born fetus weighing 794 grams
with multiple abnormalities.

B.40480. Para "%, Age 27. Gestation 26 weeks. Booked at 14 weeks. Normal antenatal
course, 1.U.D. at 26 weeks /gestatlon. PGE induction and spontaneous ddlivery of macerated
dead born fetusweighing 73/ grams. No cause for 1.U.D. noted.

LiveBorn Died

N.B.57550. Para 3*'. Age 32. Gestation 24 weeks. This patient was transferred from a
country hospital at 24 weeks gestation with obstruction secondary to an gojpendix abscess. She
went into premature labour the daf/ following admisson and delivered a live born infant
weighing 6*7 grams which died shortly after birth.

Post-mortem: Pulmonary atelectasis.

B.46717. Paral™®. Age 27. Gestation 24 weeks. Booked a 23 weeks gestation. Emergency
addmision a 24 weeks following vagind bleeding. Breech delivery of mae infant weighing
920 grams, which died shortly after birth.

B.45086. Gestation 23 weeks. Para 1. Booked a 14 weeks gestation. Admitted with
vagind bleeding at 23 weeks. Spontaneous ddlivery of live born male infant weighing 900
gramswhich died within 24 hours.

B.45260. Paral™®. A%erzs. Gestation 23 weeks. Emergency admission at 18 weeks gestation
with vagind bleeding. Premature rupture of membranes a few days following admission and
continued to drain liquor theresfter. %ntaneous labour and breech ddivery a 23 weeks
gestation of live femae infant weighing 650 grams which died after afew hours.

B.41661. Paral*®. Age 32. Gestation 24 weeks, Booked at 10 weeks &;&gtati on. Combined

antenatal care. Emergency admission at 24 weeksin premature |abour. Spontaneous delivery
of live born infant weighing 650 grams which died after afew minutes.

48



B.53910. Paral*®. Age 20. Gestation 25 weeks. Admitted at 24 weeks gestation with vagina
bleeding.. Spontaneous delivery one week later of live mae infant weighing 800 grams which
died within afew hours.

B.216. Para2*®, Age 34. Gestation 26 weeks. Booked at 8 weeks gestation. Admitted at 24
weeks with R.I.U.G. Subsequent recurrent valé{]d bleeding and premature labour &t 26
weeks. Breech ddivery of male infant weighing 844 grams which died after 2 hours.

B.58615. Para0™. Age 23. S.E.I. Gestation 24 weeks. Booked at 13 weeks gestation when
multiple pregnancy diagnosed by scan. Norma antenatal care until admitted in premature
abour a 24 weeks gestation. Spontaneous ddivery of twin infants weighing 510 and 490
grams. Both died shortly after birth.

Post-mortem: Refused.

B.57898. Para 0"°. Age 22. Gestation 25 weeks. Non-smoker. Unsure of dates. Booked at
14 weeks téy scan. Admitted at 23 weeks with vagina bleeding. S.R.O.M. a 25 weeks and had
ﬁr;\(l)rgwa;h divery of female infant weighing grams. Apgar score 8 a 1 and 5 minutes.

.N.D.7hours.

Post-mortem: (i) Cerebral haemorrhage, intraventricular; (i) Pulmonary immeaturity and
mild hyaline membrane disease.

B.30823. Para 3*%. Age 28. SE.4 Gedtation 26 weeks. Booked a 12 weeks. M.T.B. a 20
weeks. Four bleeds. Spontaneous vaginad ddivery of male weighing 730 grams born with
Apgar scoresof 4and 3. N. N. D. 2 hours.

Post-mortem: Pulmonary atelectasisand immaturity.

B.36361. Paral ™. Age 33. S.E.3 Gestation 26 weeks. Unsure of dates. Booked at 23 weeks
by scan. Admitted at 26 weeks with SR.O.M. Spontaneous labour 3 days later. Assisted
breech delivery of live male infant weighing 960 grams. N.N.D. 3 days.

Post-mortem: (i) Cerebral, intraventricular haemorrhage; (ii) Pulmonary immaturity.

B.58784. Para 1", Age 21. SE.4. Gestation 25 weeks. Booked at 14 weeks. Admitted at
19 weeks with threatened miscarriage. Bleeding settled and discharged after 2 weeks. Re-
admitted 8 days later with lower abdominal pain, no bleeding. Pain settled and discharged
after 5 days. Re-admitted at 23 weekswith dight p.v. bleeding. Ultrasound scan, norma fetus
ﬁql’{lvgegtdto dates. Posterior wal placenta. Aborted at 25 weeks. Birth weight 890 grams.

.N.D.6days.

Post-mortem: (i) Pulmonary atelectasis and haemorrhage; (i) Duodena infarction; (iii)
Bilateral intraventricular haemorrhage.

B.31108. Para 3. Age 25. SE.4. Gestation 24 weeks. Booked a 12 weeks. Threatened
abortion a 14 weeks. Admitted for one week. Re-admitted a 18 weeks bleeding for 2 weeks.
At 24 weeks bleeding, with SR.O.M. Four days later spontaneous breech male infant
weighing 640 grams, Apgar scores 1 and 1. N.N.D. 10 minutes.

B.58368. Para0"™. Age 21. SE.2. Gestation 24 weeks. Booked at 12 weeks. Four normal
antenatal clinic visits. Admitted at 24 weeks with mid trimester bleeding. Two days later
S.R.0.M. Spontaneous breech ddlivery of femae weighing 530 grams, born'with Apgar scores
of land 3. N.N.D. 24 hours.

N.B.49073. Para |*®. Age 23. SE.3. Gestation 25 weeks. No antenatal care. Admitted in
labour at 25 weeks. Delivered twins—twin | weighed 454 grams, twin 11 weighed 595 grams,
both females. Early N.N.D.

Post-mortem: Pulmonary atelectasisand immaturity.
 B.57898. Paral*®. Age 23. SE. (Innupta). Gestation 25 weeks. Previous pregnancy ended
in ddivery of live femae a 24 weeks following haemorrhage. N.N.D. 7 days. Present

regnancy booked at 18 weeks gestation. Admitted contracting a 25 weeks. Cervix effaced,
cm. dilated. Delivered live male weighing 680 grams. N.N.D. 5 days.

Post-mortem: Ei)) Intraventricular cerebral haemorrhage; (i) Pulmonary immeaturity and
mild hyaline membrane disease.
Live Born—Survived

B.59957. Para0". Age 25. Gestation 27 weeks. Booked at 14 wesks gestation. Emergency
admission at 27 weeks gestation f0||CNVIer(‘? vagind haemorrhage. Forceps ddivery of live mde
infant weighing 109 kilograms. Survived.
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N.B.61298. Para 5**. Age 32. Referred from country hospital at 26 weeks gestation with
mid trimester bleeding. Subsequently went into premature labour one week later and spon-
taneous delivery of live femae infant weighing %rams born with Apgar scores of 4 and 8.
The baby survived but is dtill in the neonatal unit &t the age of 3 months.

B.44438. Para 12, Age 40. Gestation 27 weeks. Booked at 8 weeks gestation. Shirodkar
suture inserted. Admitted with premature rupture of membranes at z6 weeks gestation.
Spontaneous delivery one week later of live mae infant weighing 860 grams which survived.

B.44718. Para 1'% A%e 26. Gestation 27 weeks. Booked at 9 weeks gestation. Severd
admissions to hospital with firgt and second trimester bleeding. Eventually went into premature
labour a 27 weeks and asssted breech dedivery of live born femae infant waghing 11
kilograms. Survived.

N.B.60474. Para 11*2. Age 47. Gestation 27 weeks. Admitted via Flying Squad at 27 weeks
?estatl_on with recurrent mid trimester bleeding. Premature labour and spontaneous delivery
ollowing prolapsed cord of mae infant weighing 1,077 grams, born with Apgar scores of 1
and 6. During the neonatal period the baby developed hydine membrane disease, hypocal-
caemia, hypoglycaemia, jaundice which required two exchange transfusions, and aright Sided
I.V.H. together with prolonged pulmonary problems. Eventudly the baby recovered but
unfortunately was subsequently noted to be aKlinefdlter's Syndrome. The baby was discharged
a 3* monthsof age.

B.55854. Para ™. Age 20. Gestation 27 weeks. Booked at 19 weeks gestation. Emergency
admisson a 27 weeks with vaghnd_ haemorrhage. Spontaneous delivery of live born mae
infant weighing 1.19 kilograms. Survived.



Maternal Death

Numberofcases . . . . . . . . . . 1
Maternal mortdity raae =~ . . . . . 012/1,000

Therewas 1 maternal death during 1981 which was due to a non-obstetric
factor. The patient, a 34 year old mother of three, attended the hospital
once at 12 weeks gestation and was booked under combined antenatal care.
Subsequently she died at 25 weeks gestation as aresult of traumatic injuries
to the nead which, apparently, were not accidental. Full details of the case
are not however available at the present time.
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Cardiac Department

Numberofcasess . = . . . . . . . . . 16
Incidencepercent . . . . . . . . . . . . 02
Perinatal deaths =~ =~ =~ . .~ . . . _ NIl

Sixteen patients were seen during 1981 with current heart disease or with
aprevious nistory of heart disease. Therewas no maternal or fetal mortality.
No case of coronary heart disease was encountered and only three patients
presented with mild rheumatic heart disease. The three patients classified
ﬁs having mild aortic stenosis may have had bicuspid valves or normal

earts.

Among the eight patients who had previous heart surgery sSx had oper-
ations for congenital lesions and are now without residuafevidence of heart
disease. One patient had had a successful mitral valvotomy and the eighth
patient had combined aortic and mitral vave replacement. This patient
succe&fullé reached full term and had a normal baby. She was aso seen by
Dr. Sean Blake of The National Maternity Hospital who, by arrangement
with the three maternity hospitals, supervises the anticoagulant control of

ients with prosthetic valves during pregnancy. | am most grateful to Dr.
lake for his assistance in this case. o _ _

The 16 patients were divided into the following diagnostic categories:

Heart Block . . = = . .

Mild aortic incompetence

Mild mitral valve disease

Mild sortic tenosis . . . . . . .
Pure mitral stenosis (successful valvotomy)
Mitral and aortic valve replacemant .~ .
Patent ductus arteriosis (successful ligation)
Atrial septal defect (successful closure).
Pulmonary stenosis (successful valvotomy)

RPWNRFRWNWN

| dso wish to express thanks to Miss Rita Murphy, SRN, Sister in charge
of the out-patient department, for her assistance during the year.

COMPARATIVE TABLE FOR 10 YEARS

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Number of cases 31 27 ¥» H 3P 18 1B 15 16 16
Incidence % 04 03 04 04 04 025 021 019 019 022
Perinatal deaths 2 1 Nil Nil 1 Nil Nl Nil Nil Nil
Mortdity Rate 625 370 Nil Nil 33 Nil Nil Nl Nil Nil




Latent Diabetes Mellitus

Number of cases . . . . 107

Incidencepercent . . . . 15

Number of babies delivered 109

Sillbirth =~ . . . . 1

Neonatal deaths = = = = 2

Perinatal deaths = . . . 3 Rate: 27/1,000

Comment: The detection of latent diabetes in pregnancy continued at
the same rate as in other years. The patients attend the diabetic clinic for
management during pregnancy and are induced at term if suitable. There
were 3 perinatal deaths: the one stillbirth (35) was admitted two days past
term for planned induction but the fetal heart was not heard on admission
to hospital; the neonatal deaths were due to intraventricular haemorrhage
1Eglcl)gjwmg premature labour at 29 weeks (65) and a congenital cardiac lesion

PERINATAL DEATHS
Normal Infants

(35) B.59152. Para0*. Age 27. S.E.2. Gestation 40 weeks. Booked at 15 weeks gestation,
8chos.1r|a + 1. Second fasting specimen requested for next visit 4 weeks later. No glycosuria
detected on this specimen. Trace of glucose a 23 and 31 weeks. At 33 weeks + 2 glycosuria
in a non-fasting specimen. At 38 weeks extensve pr%narg urticaria, treated with anti-
histamines. No glygosuria a 38 or 39 weeks. G.T.T. at 40 weeks 4.7, 9.6; 84; 5.3. Admitted
for induction at . No F.H. Prostaglandin induction. Clear liquor. Spontaneous ddlivery of
mae gtillborn infant weighing 3.20 kilograms.

Posf-mortem. Tntra-uterine anoxia

(65) B.4369. Para 3'°. Age 27. SE.4. Gestation 29 weeks. Latent diabetes 1972 first
pregnancy. Smoked 40 cigs/ aelly. Booked late at 21 weeks. Admitted with pneumonia at 29
weeks. Premature labour and delivery on day of admission, maedlveweghl_rg 1.37 kilograms,
Apgar scores 8 and 10. The baby was admitted to the Unit and was initidly nursed in an
oxygen hood. He was commenced on C.P.A.P. at 2 hours and also antibiotics. Chest X-ray
showed moderately severe hyaline membrane disease. At Sx hours the deteriorated
further and was commenced on ventilation and was stable on this overnight. At 18 hours of
age he deteriorated further with arising CO2 and falling 0. He was paralysed and treated with
higher peak pressures and an increased |n5ﬁ| ratory oxygen. Subsequent chest X-ray showed
severe pulmonary interstitial emphysema. The baby continued to deteriorate with aworsening
|d r]et()jlood ra}a@s and pergisting hypotension, despite plasma and Dopamine infusions. The baby

ied at 30 hours.

Post-mortem: (i) Intra-ventricular haemorrhage on both sides, (ii) Pulmonary atelectasis
and haemorrhage.
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CaseNo0.80

Number of cases
Incidence %

Perinatal desths
Mortality rate

Congenital Malformation

COMPARATIVE TABLE FOR TEN YEARS

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

157 1 126 134 142 18 101 97 71 107
20 18 16 18 20 15 14 12Zr 09 15

9 6 4 1 3 Nil 23 23

569 444 317 74 21 Nil 192 312 282 27




Clinical DiabetesMdllitus

Number of cases .= . . . 19

Incidencepercent . = . . 026

Caesarean Sections .. 8

Perinatal deth . . . = 1 Rate: 53/1,000

Comment: Nineteen clinicd Diabetics were managed during 1981 and
the distribution of cases according to White's Classfication was as follows:
A (1), B (4,C(2,D (10 and F g} Sx of the 19 cases occurred in
primigravida and tnese were delivered as follows: 3 patients went into
spontaneous |abour; 2 were delivered by elective Caesarean section because
of other complications, while 1 was delivered by emergency Caesarean
section for fetal distress following induction at 38 weeks. )

Five of the 13 multiparous patients were delivered by Caesarean section,
2 being performed eectively, while 3 were performed as emergency pro-
cedures for feta distress (2) and cephalo-pelvic disproportioncgg respec-
tively. Of the remaining 10 multiparous patients, 4 were induced at term,
3 went into spontaneous labour at term, 2 went into spontaneous |abour
before 37 weeks gestation, while 1 patient (34) had an intra-uterine death
at 37 weeks gestation. The intra-uterine deatn occurred after 2 C.T.G.'s
had indicated a flat trace. This patient should have been delivered by
Caesarean section twelve hours prior to the intra-uterine death and this
Ccase was avoidable.

PERINATAL DEATH
Normal Infant

(34) B.59553. Para 0'°. Age 30. S.E.3. Gestation 37 weeks. Clinical diabetic 6 years.
Booked a 14 weeks from Mater Hospital. Normal outpatient management until admitted at
35 weeks with hypertension 150/90. Albumin + 2. Clinicaly fundus = dates. B.P. settled in
hospital. Ultrasound examination revealed 2 weeks lag in growth. Oestrogens remained
normal. C.T.G. satisfactory until term—17 days when non-resctive trace. F.H.N.H. following
day. Spontaneous labour at 39 weeks. Macerated stillborn maleinfant weighing 3.23 kilograms.

Post-mortem:; Maceration.
COMPARATIVE TABLE FOR TEN YEARS
1972 1973 1974 1975 1976 1977 1978 1979 1930 1981

Number of cases 10 9 9 9 10 12 11 19 12 19
Incidence % 01 01 01 01 014 017 015 025 015 026
Perinatal deaths 2 1 1 Nil 2 Nil Nil  Nil 2 1
Mortality 200 111 111 Nil 200 Nil Nil Nil 166 53




Haemolytic Disease of the Newborn

Numberofcases . = . . B0

Incidencepercent . = = = 0.69

Number of babies delivered 50

Sillbirths =~ . . . .~ . 2

Neonatal deaths ... Nil

Perinatal deaths =~ = = = 2 Rate: 40/1,000

Comment: The incidence of haemolytic disease of the newborn dropped
during 1981, mainly due to a decrease in the incidence of ABO incompat-
ibility. Unfortunately there were 2 stillbirths, both of whom were referred
to the rhesus clinic late in pregnancy. The types of haemolytic disease
encountered during the year are summarised in the table, together with a
resume of the therapy required for each particular problem. In addition to
the 50 babies suffering from haemolytic disease a further 203 infants
required phototherapy for jaundice.

Typeof Numberof ~ Numberof ~ Number of Number of Number of

Haéamolytic a%()fablg?j bcﬁbies g(q(s:zl‘wmge babies aiven t;]dni 5hgiven
i sease ecti exchan transfusons Imple otother
ged tranfusons P el
Rhesus 17 9 18 6 16
Anti-A 23 1 1 — 19
Anti-B 6 — — — 5
Others 4 — — — —
Total: 50 10 19 6 40

The 2 stillbirths (36 and 37) had unreliable menstrual histories and were
referred to the rhesus clinic relatively late in their pregnancy. Case 36 was
first booked at the hospital at 29 weeks gestation, naving had no previous
antenatal care. Two amniocenteses, a week apart, showed a severely
affected fetus. Ultrasound examination demonstrated a hydropic placenta
with fetal ascites. Planned delivery was deferred because the L.S. ratio was
only 14 despite a course of Dexamethasone, and fetal death occurred four
days after the second amniocentesis. Case 37 had two amniocenteses
performed at 33 and 34 weeks respectively, which indicated a severely
affected fetus. Unfortunately intra-uterine death occurred the day followi gg
the second amniocentesis. Earlier referral to the clinic might have prevent
this fetal death.

~ During the year intra-uterine transfusions were performed for the first
time in this hospitad on ZaBatlents. The first patient, with Anti-D+E
antibodies had an unremarkable past history and her last baby delivered at
38 weeks required only one top-up transfusion. In the current pregnang/,
three successive amniocenteses suggested that the fetus was severely
affected and ultrasound examinations showed the placenta to be becoming

5%



increasingly hydropic. For this reason an intra-uterine transfuson was
performed at30 weeks. Eight days later a further ultrasound examination
revealed the presence of fetal ascites and a CTG demonstrated late dece-
lerations. A Caesarean section was performed and a female infant weighing
2,100 gl_ wes delivered. It required one exchange and two top-up transfu-
sions. The second mother, a para 3*° with Anti-D antibodies had a v
bad past obstetric history. In the current pregnancy amniocentesis at 2
weeks gestation showed a severely affected fetus. Four intra-uterine trans-
fusions were performed at two-weekly intervals and the baby was delivered
by Caesarean section a 34 weeks gestation. The baby weighed 3.38 kilo-
grams and required two exchange transfusions. Both of the babies described
above survived and were progressing normally at follow-up. )

The cases illustrated above clearly show that, in spite of the widespread
use of Anti-D immunoglobulin, there is still a nucleus of patients who will
require intra-uterine transfusions and it is our view that this procedure
should not be abandoned.

PERINATAL DEATHS

Normal Infants

(36) B.59332. Para |*°. Age 28. Gestation 230 weeks. Booked at approximately 26 weeks
gestation but dates unknown. Previous haemolytic disease devel oped during her first pregnancy
and high antibody level noted et firg visit. Consort found to be heterozygous for the rhesus
factor.” Amniocentesis showed severdly affected fetus. Admitted to hospital for planned
induction but L.S. ratio only 14 deSpite course of Dexamethasone. Delivery therefore
deferred and 1.U.D. a apprommat_elgoi%o weeks gestation. Prostaglandin induction and
spontaneous delivery of macerated gtillborn mae infant weighing 1.84 kilograms.

Post-mortem: None.

(37) B.4528, Para5™. Age 32. SE. 2. Gestation 37 weeks. Booked at 218 weeks (Unsure
of dates). Anti-D in serum. Incomplete 128. Third and fourth child child affected, fourth
needed exchange transfusion. At 33 weeks first tap — mid zone. At 34 weeks 2nd tap — upper

zone. At 37 weeks spontaneous onset of labour — |.U.D. Spontaneous dédlivery of femae
dtillborn infant weighing 2.38 kilograms.

Post-mortem: Maceration and erythroblastosisfoetdis.
COMPARATIVE TABLE FOR 10 YEARS
1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Number of cases 8 59 129 8 53 64 49 71 50
Incidence % 11 078 17 115 09 075 08 064 09 069
Perinatal deaths 17 6 84 3 4 1 5 12
Mortality rate 1% 101 62 476 47 74 156 654 140 40
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Anaemia
(A Haemoglobin reading of less than 10 grams per cent on one occasion)

Numberof cases = . . . 411

Incidencepercent . . . . 57

Number of babies delivered 416

Stillbirths . . . 10

Neonatal deaths = = = = 1

Perinatal deaths . . . . 11 Rate: 26.7/1,000

Comment: The incidence of anaemia increased during 1981. It is inter-
esting that only 5 of the 411 cases occurred in association with a twin
prefgn_ancy. Fifty-eight of the 411 cases (14 per cent) aso had bacteriura or
aclinical urinary tract infection. None of the perinatal deaths was related
to the anaemia

PERINATAL DEATHS

Normal I nfants

E\lo& B.30991. Para2*'. Age 29. SE.3 Gestation 29 weeks. Booked at 12 weeks gestation.
C.A.N.C. Admitted a 29 weeks gestation with abdominal pain. Uterus noted to be somewhat
hard, otherwise N.A.D. F.H.H. Smal A.P.H. next day. 1.U.D. four days later. No F.H.
PGE induction. Spontaneous ddivery of a gtillborn femde infant weighing 150 kilograms.
Retroplacental clot.

Post-mortem: Refused.

(11) B.47855. Para 0. Age 31. SE. 3. Gestation 29 weeks. Past hi.stonﬁ 1978—firgt
trimester abortion. 1979—PROM at 24 weeks. Booked at 7 weeks gestation Hypertension
and proteinuria at 10 weeks, but subsequently normal. Admitted at 29 weeks witn abruptio
E_Ilacentae. F.H.N.H. Spontaneous vertex ddivery of a gillborn femde infant weighing 18
ilograms.

Post-mortem: Intra-uterine anoxia.

(12) B.38315. Para2'. Age 28. SE. 4. Gestation 30 weeks, Booked at 17 weeks. Post pill
pregnancy. Scan confirmed dates. FaQ‘%ular attender. At 30 weeks presented to district
complaining of backache and lower abdomind pain. F.H.H. Following day admitted with
severe lower abdomlnd_éJan_and dight p.v. bleeding. Contracting. F.H.N:H. A.R.M. No
coagulation defect. Repid ddivery of a tillborn male infant weighing 158 kilograms. Early
maceration. 16 oz. retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(13) B.49868. Para |, Age 21. SE. 2. Gestation 31 weeks. Attended A.N.C. at 26 weeks
estation. All well. Admitted at 31 weekswith substantial A.P.H. F.H. present on admission.
ine hours after admisson ultrasound scan to exclude placenta praevia. No. F.H. Anterior
wadl placenta. Spontaneous labour lasting \\ hours. Fresh dillborn female infant weighing
153 kilograms. No retroplacental clot.

Post-mortem: Intra-uterine anoxia
(16) N.B.41086. Para 2*°. Age 20. SE. Gestation 34 weeks, No antenatal care. Admitted
wit abrlé)tlo placentae at 34 weeks gestation. F.H. 96. Transferred to theatre for Caesarean

section. F.H. absent in theatre. Membranes ruptured artificidly. Fresh gtillborn femae infant
weighing 2.32 kilograms. Large retroplacental clot 120 mis.
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Post-mortem: Intra-uterine Anoxia.

(22) B.56944. Para |*°. ,gge 24. SE. 3. Gestation 42 weeks. First attended at 20 weeks.
Uneventful A.N.C. Admitted at term 4- 11 days for assessment reinduction. On examination
head free, adequate liquor, Cx. uneffaced. Induction deferred. C.T.G. normal. Forty hours
later spontaneous onset of labour. F.H.N.H. on admisson to dellve¥ suite. SR.OM. a
8 cms. dilation—Grade 111 meconium. Spontaneous delivery of a fresh female stillborn infant
weighing 3.21 kilograms, nucha cord noted. Smdll retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(23) B.61268. Para 4. Age 30. SE. 5. Gestation ? 38 weeks. Late booker and only two
vists. Admitted with abruptio placentae. F.H.N.H. A.R.M. and delivered femde stillborn
infant weighing 2.8 kilograms. Large retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(40) B.9919. Para5'°. Age 33. SEE. 3. Gestation 41 weeks. Booked at 12 weeks gestation.
Appendicectomy a 23 weeks. Subsequent acute Pyelltls_septlcaernla, neumonia. At 31
weeks further U.T.l, and rena colic. Rend caculus confirmed on 1.V.P. Admitted a 41
weeks for induction but F.H.N.H. the following day. Spontaneous labour. Delivered of
gtillborn mae infant weighing 3.52 kilograms.

Post-mortem: Intra-uterine anoxia.

(59) B.8002. Para T°. Age 38. SE. 5. Gestation 40 weeks. Booked for C.A.N.C. a 18
weeks. Four visits to out-patient clinic. Iron deficient anaemia, Hb. 9.3 g/d at 37 weeks. Did
not attend for 40 week vist. Admitted in ntaneous labour. F.H.H. 80/min. A.R.M.

—meconium. For L.S.C.S. F.H. stopped within 15 minutes of admisson. SV.D. femde
dtillborn infant weighing 3.2 kilograms. Nucha cord X 1.

Post-mortem: Intra-partum asphyxia.

(62) B.11848. Para3*2. Age 38. S.E. 3. Gestation 40 weeks. Smoker. Booked at 13 weeks.
Noted to have essential hypertension. Attended the renal dftnic but no hypotensives required.
Fourteen antenatal visits and no abnormality noted. Spontaneous labour at term. Emergency
L.S.C.S. for accidental haemorrhage. 1300 mis. of retroplacental clot. Mae infant wei hﬁ

0

3.80 kilograms born with Apgar scores of 0 and 2. Resuscitated but subsequently dev
marked cerebral sgnsprior toN.N.D. at 37 hours of age.

Post-mortem: Refused.
Congenital Malformations

Case 46.
COMPARATIVE TABLE FOR 10 YEARS

1972 1973 1974 19/ 1976 1977 1978 1979 1980 1981
Number of cases 287 468 610 728 649 550 406 505378 411

Incidence % 37 62 80 100 92 78 54 67 49 57
Perinatal deaths 5 16 26 16 16 9 4 10 16 11
Mortdity rate 169 332 407 216 24 161 963 195 40 267



Bacteriuria

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

Numberofcasss = . . . . . . 3R

Incidencepercent = . . . . . . 46

Number of babiesddlivered . . . . 338

Silloirths . . . . . . . . . . 10

Neonatal deasths . . . . . . . 4

Perinatal deaths . . . . . . . 14 Rate: 41/1,000

Comment: The incidence of bacteriuria was somewhat less than that
recorded during the East few years. Only 14 of the 338 babies weighed less
than 2.5 kilograms. Fifty-eight of the 332 mothers (17 per cent) developed
anaemia, compared with the overal incidence of 5.7 per cent in the hospital
p(%pul_atlon. None of the perinatal deaths was related to the urinary tract
Infection.

PERINATAL DEATHS

Normal Infants

(15) B.59658. Para 0"°Age 16. Gestation 32 weeks. Non-smoker. Booked a 10 weeks
gestation. Admitted at 30 weekswith P.E.T. and accidental haemorrhage, F.H.N.H. Labour
accelerated g?/ A.R.M. Ddivered dtillborn mae infant weighing 155 kilograms. 1250 ml.
retroplacentalclot.

Post-mortem: Intra-uterine anoxia.

(18) B.60472. Para |*® Age 26. S.E.2. Gestation 34 weeks. Attended booking diinic a 22
weeks gestation. U.T.I, treated with Nitrofurantoin. C.A.N.C. Admitted at 34 weeks with
A.P.H. F.H.N.H. Clinicaly placental abruption. A.R.M. Svntocinon. C.V.P. line. Four units
of blood transfused. Puerperal Hb.=14. g/d. Fresh dillborn mae infant weighing 2.42
kilograms. Large retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(19) B.7439. Para 2" Age 34. SE.3. Gestation 35 weeks. Booked at 14 weeks. C.A.N.C.
Uneventful pregnancy until 34 weeks when B.P. = 140/100 and trace proteinuria noted.
Admitted with abruptio placentae at 35 weeks. F.H.N.H. ulopathy and haemorrhage
treated with 6 units of fresh blood under C.V.P. monitor. Spontaneous vertex delivery of a
femde stillborn infant weighing 196 kilograms.

Post-mortem: Intra-uterine anoxia.

%4) B.37207. Paral**Age27. S.E.4. Gestation 29 weeks. Previous history: 1972: F.T.N.D.
6 Ib. 10 oz. male, dive and well. 1975: 26/40 abortion. 1976: 26/40 abortion. 1977: 20/40
abortion. 1978: 28/40 S.B. 1979: 26/40 abortion. Shirodkar suture inserted in last two preg-
nancies. Booked at 8 weeks gestation. Smoked 10/daily. Seen at 12,16,18 and 20 weeks. B.P.
normal. B.P.D. good growth. Gave up cigarettes. Admitted at 24 weeks gestation. B.P.
150/100. Proteinuria + 2. Uric add 487. Rena function norma. V.M.A. normal. Treated
with Aldomet, Hydrallazine, Trasicor. 1.U.D. at 29 weeks. Spontaneous labour and delivery
of femde infant weighing 539 grams.

Post-mortem: Maceration.
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834) B. 59553. Par a0'° Age 30. S. E. 3. Gestation 37 weeks. Clinicd diabetic 6 years. Booked
at 14 weeks from Mater Hospital. Normal outpatient management until admitted at 35 weeks
with hypertension 150/90. Albumin + 2. Clinicaly fundus = dates. B.P. settled in hospital.

Ultrasound examination revealed 2 weeks lag in growth. Oestrogens remained normal. C.T.G.

satisfactory until term—17 days when non-resctive trace. F.H.N.H. following day. Sponta

neous labour a 39 weeks. Macerated tillborn mae infant weighing 3.23 kilograms.

Post-mortem: Maceration.

(35) B.59152. Para 0"° Age 27. S.E.2. Gestation 40 weeks. Booked at 15 weeks gestation,
glyoosurla + 1. Second festing specimen requested for next vist 4 weeks later. No glycosuria
letected on this specimen. Trace of glucose at 23 and 31 weeks. At 33 weeks + 2 glycosuria
on a non-fasting specimen. At 38 weeks extensive pregnancy urticaria, treated with anti-
histamines. No glycosuria at 38 or 39 weeks. G.T.T. a 40 weeks 4.7; 9.6; 8.4; 5.3. Normdl
= 5; 9.2; 80; 6.9. Admitted for induction at 40™. No F.H. Prostaglandin induction. Clear
liquor. Spontaneous delivery of mae stillborn infant weighing 3.20 kilograms.

Post-mortem: Intra-uterineanoxia.

(40) B.9919. Para5"° Age 33. S.E.3. Gestation 41 weeks. Booked at 12 weeks gestation.
Appendicectomy a 23 weeks. Subsequent acute Pyelltlslseptlcaernla, neumonia. At 31
weeks further U.T.I, and rena colic. Renal caculus confirmed on 1.V.P. Admitted at 41
weeks for induction but F.H.N.H. the following day. Spontaneous labour. Delivered of
stillborn male infant weighing 3.52 kilograms.

Post-mortem: Intra-uterine anoxia.

(63) B.42968. Paral*® Age 22. S.E.5. Gestation 28 weeks. Admitted at 16 weeks gestation
bleeding p.v. Repeated bleeds on and off up to 28 weeks. Serid scans showed good growth.
Admitted at 28 weeks by scan. Premature breech rapidly delivered through incompletely
dilated cervix. Mae infant weighing 117 kilograms born with Apgar scores of 2 and 3. Manua
remova of smal infarcted placenta with retroplacental clot. Baby intubated at 1 minute and
ventilated. Subsequently developed jaundice and pneumothorax. Two exchange transfusions.
Convulsions prior to cardiac arrest at 48 hours of age.

Post-mortem: Pulmonary disease of the newborn.

(70) B.40830. Para 2 Age 32. S.E.|. Gestation 41 weeks. Booked at 12 weeks gestation.
Normal pregnancy. Admitted at 41 weeks in labour. F.H. 140 and irregular. Cervix 5 cms.
dilated. Spontanéous rupture of membranes 40 minutes after admisson. Meconium +.
Spontaneous ddlivery 10 minutes later of femae infant weighing 3.85 kilograms, born with
Apgar scores of 5 and 7. Treated with direct tracheal suction a birth and had a bronchia
lavage carried out in the labour ward with some improvement. Transferred to the S.C.B.U.
a which stage she had deteriorated with s_grr:lflcmt_ cyanosis and poor respiratory effort. The
baby was given further bronchial lavaege with transient improvement and was nursed in 40%
oxygen which was increased to 100% without much improvement in colour. Chest X-ray
showed a moderate right pneumothorax + severe consolidation and this was drained with an
underwater seal. Repeat X-ray showed re-expanson of the lung. Despite this, however, the
baby's ventilatory status remaned critical with perssting respiratory and metabolic acidoss,
despite additiond bicarbonate and high inspired oxygen concentration. The baby was intu-
bated at 2 hours and started on ventilation. At this Sage the baby had an episode of diffness
which was fdt to be a seizure and was treated with Dexamethasone and Phenobarbitone. Her
condition failed to improve despite maxima ventilation and she had a cardiac arrest at 5 hours
of age which failed to respond to massage and |/C adrenaline.

Post-mortem: Extensive pulmonary haemorrhage and oedema with the right lung amost

completely atelectatic, and the Ieft partidly atelectatic. The brain showed extensive petechial
haemorrhage.

Congenital Malformations
Cases41, 46,51, 80 and 85.

COMPARATIVETABLE FOR 10 YEARS

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Number of cases 413 616 465 S07 413 420 606 694 577 332
Incidence % 53 81 61 70 59 60 81 92 76 46
Perinatal desths 4 18 30D 15 14 9 6 2 19 14
Mortdity rate 95 286 61 293 34 213 969 311 32 4
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Abruptio Placentae

(This includes al patients in whom a retroplacental clot was found a

delivery).

Number of cases 116

Incidence per cent 159

Twins . . . . . . . .. 5

Number of babies ddivered 121

Stillbirths. . . . . . 15

Neonatal deaths 7

Perinatal deaths 22  Rate: 189/1,000

~ Comment: The number of casesin his category has more than doubled
in the last 10 years, though this is partly due to the inclusion, since 1978, of
al cases where a retroplacental clot was noted. Thirty-six of the 116 cases
(31 per cent) delivered before 37 weeks gestation. Though the incidence
was higher the perinatal mortdity rate has changed little. Twenty one
patients required transfusion, one of whom received 12 units of blood,
while one Batlent developed coagulopathy. Only 4 agl, 15, 18 and 212 of
the 15 dtillbirths were considered not to have avoidable factors. Two of the
neonatal deaths were due to congenital malformations (79 and 91); 4 were
associated with prematurity (63, 64, 66 and 69); and 1 %62 wes due to
cerebral anoxia. Sixteen liveborn babies weighed less than 2.5 kilograms at
birth and 15 of these survived; the only neonatal death (91) was due to
Edward's syndrome.

PERINATAL DEATHS
Normal Infants

E.O) B.30991. Para2** Age 29. S.E.3. Gestation 29 weeks. Booked at 12 weeks gestation.
C.A.N.C. Admitted at 29 weeks gestation with abdominal pain. Uterus noted to be somewhat
hard, otherwise N.A.D. F.H.H. Smdl A.P.H. next day. 1.U.D. four days later. No F.H.
PGE induction. Spontaneous ddivery of a gtillborn femae infant weighing 150 kilograms.
Retroplacental clot.

Post-mortem: Refused.

(11) B.47855. Para 02 Age 31. SE.3. Gestation 29 weeks. Past history: 1978 — first
trimester abortion. 1979— PROM et 24 weeks. Booked at 7 weeks gestation. Hypertension
and proteinuria a 10 weeks, but subsequently normal. Admitted at 29 weeks witn abruptio
E!iacmtae. F.H.N.H. Spontaneous vertex ddivery of a gillborn femae infant weighing 18

ilograms.

Post-mortem: Intra-uterine anoxia.
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(12) B.38315. Para 2 Age 28. SE.4. Gestation 30 weeks, Booked at 17 weeks. Post pill
pregnancy. Scan confirmed dates. Regular attender. At 30 weeks presented to district
complaining of backache and lower abdomina pain. F.H.H. Following day admitted with
severe lower dodomlnd_CFan_md dight p.v. bleeding. Contracting F.H.N.H. A.R.M. No
coagulation defect. Rapid ddivery of a gtillborn mae infant weighing 158 kilograms. Early
maceration. 16 oz. retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(14) B.13348. Para 2'°Age 38. SE.4. Gestation 32 weeks. Previous Caesarean section.
Booked at 10 weeks. Uneventful progress to 28 weeks when B.P. 160/95 noted — check
120/80. Subseommtly admitted a 32 weeks with B.P. 165/110 and 10 hour higtory of v.a%nd
bleeding. F.H.N.H. Placenta not praevia. PGE induction — femae stillborn infant weighing
102 kilograms. Large retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(15) B.59658. Para0' Age 16. SE. (Innupta). Gestation 32 weeks. Non-smoker. Booked
a 10 weeks gestation. Admitted at 30 weeks with P.E.T. and accidenta haemorrhage.
F.H.N.H. Labour accelerated ta]?/ A.R.M. Ddivered dillborn made infant weighing 1
kilograms. 1250 ml. retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(16) N.B.41086. Para2*® Age 20. SE. Gestation 34 weeks. No antenatal care. Admitted
with abrl|J__pt|o placentae at 34 weeks gestation. F.H. 96. Transferred to theatre for Caesarean
section. F.H. absent in theatre. Membranes ruptured artificidly. Fresh stillborn female infant
weighing 2.32 kilograms. Large retroplacental clot 120 mis.

Post-mortem: Intra-uterine anoxia.

(17) B.57791. Para0'® Age 21. S.E.3. Gestation 34 weeks. Booked at 16 weeks gestation.
Known eplle{)tlc on Phenobarbitone and Epilim. Uneventful antenatal care up to 29 weeks
when found to be only 24 weeks in sze and complained of crampy lower abdominal gguerr:s.
Admitted. Scan confirmed dates, B.P.D. 28/52. Pains cleared and patient discharged. 3
weeks later in clinic. Smal for dates Protein +. Scan arranged for next vidt in two weeks.
M.S.U. clear. Two weeks later scan — B.P.D. only 29/30 weeks, breech. No weight gain.
B.P. 130/90, proteinuria +. Admitted for assessment. On admission severe lower abdominal
pain. Uterus tense, hard and tender. In strong labour. Fundus=32 weeks. Sedated. A.R.M.
— draw coloured liquor. Seven hours later delivered femde stillborn infant weighing 147
kilograms. Breech ddlivery with 16 oz. retroplacental clot.

Post-mortem: Maceration.

(18) B.60472. Para |*® Age 26. SE.2. Gestation 34 weeks. Attended booking dinic at 22
weeks gestation. U.T.I, treated with Nitrofurantoin, C.A.N.C. Admitted at 34 weeks with
A.P.H.F.H.N.H. Clinicdly placenta abruption. A.R.M. Syntocinon. C.V.P. line. Four units
of blood tranfused. Puerperal Hb.=14.1 g/dl. Fresh dillborn mae infant weighing 2.42
kilograms. Large retroplacenta clot.

Post-mortem: Intra-uterine anoxia.

(19) B.7439. Para2*® Age 34. S.E.3. Gestation 35 weeks. Booked at 14 weeks. C.A.N.C.
Uneventful pregnancy until 34 weeks when B.P.=140/100 and trace proteinuria noted.
Admitted with abruptio placentae at 35 weeks. F.H.N.H. Coagulopathy and hae_morrhafqe
treated with 6 units of fresh blood under C.V.P. monitor. Spontaneous vertex delivery of a
femde stillborn infant weighing 196 kilograms.

Post-mortem: Intra-uterine anoxia

(20) B.56154. Para 0™ Age 20. S.E.(unmarried). Gestation 39 weeks. Booked at 12 weeks
gestation. Regular A.N.C. B.P. 130/90 at 24,28 and32 weeks. A.P.H. at 34 weeks. B.P.D.=34
weeks. No placenta praevia. Discharged after 3 weeks. Re-admitted at 39 weeks in labour.
F.H.N.H. Sgns of aoruptio. Spontaneous ddivery of dillborn femde infant weighing 3.31
kilograms. Retroplacenta clot.

Post-mortem: Refused.
(21) B.60310. Para 0*° Age 24. S.E.3. Gestation 40 weeks. Booked at 24 weeks gestation.
Normal pregnancy. Admitted at term with concedled abruption. F.H.N.H. A.R.M. Syntoci-

non. C.V.P. line. Spontaneous ddivery of a sillborn mae infant weighing 3.47 kilograms.
1,000 ml. retroplacental clot.

Post-mortem: Intra-uterine anoxia.
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(22) B.56944. Para I'® Age 24. S.E.3. Gestation 42 weeks. First attended at 20 weeks.
Uneventful A.N.C. Admitted at term + 11 days for assessment re induction. On examination
head free, adequate liquor, Cx. uneffaced. Induction deferred. C.T.G. normal. Forty hours
later gpontaneous onset of labour. F.H.N.H. on admission to delivery suite. SR.O.M. a 8
cms. dilatation — Grade |11 meconium. Spontaneous ddlivery of a fresh femde stillborn infant
weighing 3.21 kilograms, nuchal cord noted. Smdl retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(23) B.61268. Para 4. Age 30. S.E.5. Gestation ? 38 weeks. Late booker and onlv two
vigts. Admitted with abruptio placentae. F.H.N.H. A.R.M. and ddivered femde illborn
infant weighing 2.8 kilograms. Large retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(57) B.9733. Para 2'° Age 31. SE.2. Gestation 38 weeks. Smoked 20/daily. Booked a 12
weeks gestation. Normal antenatally. Admitted at 38 weeks with S.R.0.M. — clear liquor.
Cervix 3 cms. dilated. Two hours later heavy show. No sgns of accidental haemorrhage but
F.H.N.H. shortly afterwards. ntaneous ddlivery of stillborn mae infant weighing 3.28
kilograms. No dinica evidence of causative factor. Post-mortem X-ray=maturity 38-39 weeks.

Post-mortem: Intrapartum asphyxia. No congenital defect.

(61) B.58221. Para 2™ Age 37. SE.3. Gestation 41 weeks. Non-smoker. Booked at 11
weeks gestation. Normal antenatally. Admitted in labour at 41 weeks. A.R.M. to accelerate.
Meconium stained liquor. F.H.N.H. soon after. Normal ddlivery of a gtillborn mae infant
weighing 4.11 kilograms. Retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(62) B.11848. Para3*? Age 38, SE. 3. Gestation 40 weeks. Smoker. Booked at 13 weeks.
Noted to have essential hypertension. Attended the renal dlinic but no hypotensives required.
Fourteen antenatal vidts and no abnormality noted. Spontaneous labour a term. Emergency
L.S.C.S. for accidenta haemorrhage. 1300 mis. of retroplacenta clot. Mae infant weighi
3.80 kilograms born with Apgar scores of 0 and 2. Resuscitated but subsequently dev opg
marked cerebral sgnsprior to N.N.D. at 37 hours of age.

Post-mortem: Refused.

(63) B.42968. Paral'®Age22. SE. 5. Gestation 28 weeks. Admitted at 16 weeks gestation
bleeding p.v. Repeated bleeds on and off up to 28 weeks. Serid scans showed growth.
Admitted at 28 weeks by scan. Premature breech rapidly delivered throu%h incompletely
dilated cervix. Mae infant weighing 117 kilograms born with Apgar scores of 2 and 3. Manua
remova of smdl infarcted placenta with retroplacental clot. Baby intubated a 1 minute and
ventilated. Sjbseﬂ_ uently developed jaundice and pneumothorax.” Two exchange transfusions.
Convulsions prior to cardiac arrest a 48 hours of age.

Post-mortem: Pulmonary disease of the newborn.

(64) B.56283. Para1? Age 22. Gestation 29 weeks. Booked at 9 weeks when B.P. normal.
Gross obesity. Uneventful pregnancy to 25 weeks when +3 proteinuria noted. M.S.U. taken.
Seen agan one week later. M.S.U. sterile but B.P. 160/105 with +4 proteinuria. Admitted to
hospital. Hypertension persisted and i.v. Hydralazine required. At 26 weeks platelet count
reduced, Urea and Uric Acid increased. At 27 weeks commenced on Aldomet and Trasiscor.
At 29 weeks ultrasound scan showed growth retardation B.P.D. equivaleant to 26-27 weeks
with diminished liquor. C.T.G. non-reective with dips. Emergency Caesarean section per-
formed. Retroplacental dot present. Birth weight 960 grams. Apgar scores 8 and 10. Intubated
at 4 minutes because of secondary apnoea. Following Initial period of ventilation the baby was
stabilised on intermittent manditary ventilation at arate of 20 per minute in 35% o>éygen. The
baby continued fairly wel for thefirst 24 hours. At 48 hours the baby began to deteriorate
with mixed metabolic and, repiratory acidosis and increased ventilatory requirement. At 49
hours the baby had intermittent myaclonic jerking and a sudden cardiaC arrest. The baby wes
resusciated with cardiac m e and intra-cardiac adrenaline and recovered dowly over about
30 minutes. The then had further seizures which were treated with Phenobarbitone. The
baby's genera condition remained very poor over the next three hours despite maxima
ventilation in 100% oxygen. The was given additional bicarbonate, was paraysed and
tglven hlgft]g_ pressure ventilation but had a further collapse a 54 hours and did not respond

0 resuscitation.

Post-mortem: (i) Bilateral intraventricular haemorrhage.
(i1) Hydine membrane disease.
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(66) B.40483 Para3*°Age 35. S.E. 2. Gestation 28 weeks. First seen at 15 weeks gestation.
Admitted at 25 weeks with A.P.H. and leaking membranes. Kept in hospital on bed rest.
Premature onset of labour at 28 weeks and spontaneous delivery of live male infant weighing
1.22 kilograms. Baby noted to have low set ears, widely splayed sutures, and limb deformities.
Intubated at birth and required |.P.P.V. Cardiorespiratory arrest at 6 hours.

Post-mortem: Pulmonary atelectasis and immaturity.

(69) B.44501. Para2*' Age 24. S.E.5. Gestation 31 weeks. First visit at 19 weeks confirmed
by scan. Shirodkar suture inserted. Uneventful A.N.C. until 28 weeks when admitted with
A.P.H. Ultrasound scan excluded placenta praevia. Bled on and off until 31 weeks. Went into
labour. Shirodkar suture removed. Delivered of live male infant weighing 1.47 kilograms,
born with Apgar scores of 3 and 7. Intubated at 5 minutes. Ventilated and given antibiotics.
Developed persisting cyanosis. Did not improve on increased ventilation or Tolazoline.
Markea scleroderma. At 30 hours developed right pneumothorax. Later left pneumothorax.
Collapsed at 42 hours. Failed to resuscitate.

Post-mortem: Pulmonary atelectasis and immaturity.

Congenital Malformations

Cases 79 and 91.
COMPARATIVE TABLE FOR 10 YEARS
1972 1973 1974 1975 1976 1977 1978 1979 1980 1981
Number of cases 52 62 68 40 56 45 76 84 91 116
Incidence % 067 08 089 056 08 064 102 111 118 159
Perinatal deaths 19 19 26 12 18 9 13 14 18 22
Mortality rate 358 3064 371 292 300 19 166 166 233 189



Placenta Praevia

Numberofcases =~ = = = = = . 34

Incidencepercet .~~~ . . 047

Sillbiths -~ . .. 1

Neonatal desths = = . . .~ . . O

Perinatal deaths .= . . . . . . 1 Rate 29.4/1,000

Method of delivery:
Lscs ... . 30
Vgind. . . . . . . . . . 4

Comment: The incidence of this condition was the lowest for ten years.
The one perinatal death (28) was due to intra-uterine growth retardation
and avoidable factors were present in this case. Eleven patients required
blood transfusion, one patient requiring seven units. Only two of the live-
born infants weighed less than 2.5 kilograms at birth.

PERINATAL DEATH

Normal infant

(28) B.13706. Para 5'% Age 40. SE.2. Gestation 40 weeks. Smoked 15/daily. Previous
remature delivery at 27 weeks gestation, aive and well. Booked at 10 weeks. Known essential
I:ér/pertensmn. On treatment. B.P. 130/85. Referred to renal clinic and advised to remain on
estyl. B.P. well controlled. Ultrasound scan a 35 weeks— B.P.D.=31 weeks. Seen again
at 36 weeks but patient not keen on admisson. Admitted at 37 weeks. F.H.N.H. two days
fJ(_)IZIL(l)\Q/llng admisson. Spontaneous ddlivery a 40 weeks of macerated mde infant weighing
ilograms.

Post-mortem: Maceration.

COMPARATIVETABLE FOR 10 YEARS
1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Number of cases 56 48 69 54 5 6L 47 63 43 H#A
Incidence % 07 06 09 08 08 09 06 083 05 047
Perinatal deaths 2 2 4 2 3 3 5 2 2 1
Mortality rate A 42 56 3IF 58 4O 16 R 46 2




Antepartum Haemorrhage of Unknown Origin

Number of cases . . . . . . 140

Incidence percent . . . . .. 192

Stllbirths . . . . . ... 3

Neonatal deaths . . . . . . 3

Perinatal deaths . . . . . . 6 Rate: 42.8/1,000
thod of ddlivery:

Caesarean section . . . . . 9

Vagind ddivery . . . 131

Comment: This problem has remained virtually unchanged over the past
ten years. The antepartum haemorrhage appeared to be a contributory
factor in one of the six perinatal deaths (1%5). This patient may well have
had a revealed accident haemorrh_ar\%e, though there was no retroplacental
clot. Sixteen of the 139 live-born infants weighed less that 2.5 kilograms
and dl of these survived. Twenty one of the 140 mothers delivered before
37 weeks gestation.

PERINATAL DEATHS

Normal Infants

(13) B.49868. Para |*° Age 21. SE.2. Gestation 31 weeks. Attended A.N.C. a 26 weeks
quﬂatlon. All well. Admitted at 31 weeks with substantial A.P.H. F.H. present on admission.

ine hours after admission ultrasound scan to exclude placenta praevia. No. F. H. Anterior
wal placenta. Spontaneous labour lasting 1$ hours. Fresh ill born femae infant weighing
153 kilograms. No retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(55) B.57611. Para0'® Age 30. SE. 2. Gestation 31 weeks. Booked at 19 weeks, Onewesk
history of backache and dight blood-stained discharge. Treated by G.P. for U.T.l. No
response. Referred to hospita in labour. Cervix fully dilated \\ hours &fter admission. Breech
on perineum. F.H. present. Asssted breech ddivery. Spontaneous ddivery of shoulder.
Further progress arrested. Cervix clamped tightly around neck. Cord not pulsating. Deep
anaesthesia with Halothane. Very difficult delivery with forceps to fetal head. Fresh femde
gtillborn infant weighing 1.04 kilograms.

Post-mortem: Intra-partum asphyxia.

(58) B.57552. Para |"°Age 40. SE. 5. Gestation 31 weeks. Non-smoker. Booked at 9
weeks giD&statlon. Twdve yearsinfertility. Normal to 37 weeks when B.P. 140/95. Admitted for
rest. B.P. settled. C.T.G. normal and good fetal movement. Discharged after 3 days. Admitted

in spontaneous labour. Difficulty hearing F.H. 2 hours later but complex on monitor. Three
hours later F.H.N.H. Spontaneous ddlivery of adtillborn mae infant weighing 343 kilograms.

Post-mortem: Intra-uterine anoxia.
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(68) B.28416. Para2'® Age 34. SE. 3. Gestation 29 weeks. Booked at 15 weeks. Previous
atrial septal defect repaired. At 28 weeks, A.P.H. followed by premature labour at 29 weeks.
Assisted breech delivery of mae infant wg?hlrg_ 155 kilograms born with Apgar scores of 5
and 8. Intubated. Initial chest X-(rg/ showed hydine membrane disease. Collapsed at 3 hours.
Left pneumothorax. Drain inserted. Further collapse. Did not respond.

Post-mortem: Pulmonary immaturity and atelectasis.
Congenital Malformations

Cases88and 89.

COMPARATIVE TABLE FOR 10 YEARS

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981
Number of cases 193 167 188 145 136 158 124 129 127 140
Incidence % 25 22 25 20 19 22 16 17 16 192
Perinatal deaths 8 9 15 17 12 12 3 3 16

Mortality rate 41 52 78 14 8 183 23 28 78 43
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Department of Diagnostic Ultrasound

During the year 3734 patients had 6254 examinations. These figures
represent an increase of 18 per cent on the number of patients scanned in
1980 and 13 per cent on the number of examinations performed.

The main indications for ultrasonic examinations were as follows;

Gestational age assessment o127
Liquor volume assessment .. . . . . b3
Smdl fordates . . . . . | . . . . . 58
First trimester bleeding N o 0 |
Placental localisation ... Y VA
Neonatal examinations ... <
Multiple pregnancy e 1
Fetal abnormality S 244
Hypertensive disorders ... ... . . . 28
Presentation = = = . . . _ 191
Gynaecological tumours 158
Bad obstetric history 132
Missed abortion 102
Diagnosis of pregnancy 81
Ectopic o 73
Clinical/Latent Diabetes 67
Locdlisation of I.U.CD. 64
Hydatidiform mole 7]
Hydrops . !
Intra-uterine death 53
Pre Shirodkar suture _ 48
Gadlstones . . . . . _ 35
Maternal kidneys 18

One of the most striking changes in the indications for examination has
been theincrease of 101 per cent in the number of neonatal scans performed.
This large increase, for the second successive year, has been mainly due to
the appointment of Dr. Peter Gray as Paediatric Research Fellow. Of the
384 neonatal scans performed, 324 (84 per cent) were done to diagnose
intraventricular haemorrhage. All these examinations were performed with
rea-time scanning equipment. Dr. Gray is currently investigating
cerebro-vascular changes In the newborn. The neonatal scans listed above
are additiona to the 21 included in the Department of Radiology report.
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The number of scans for liquor volume assessment has increased by 28 per
cent and it would appear that this assessment, together with B.P.D. growth
rates, is auseful indication of fetal well-being. . _

The Department continues to participate in the theoretical and practical
training or radiographers attending the Medica Ultrasound Course organ-
ised by the School of Radiography, St. Vincent's Hospital.
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Essential Hypertension
Pre-Eclampsia
Late Pregnancy Hypertension

Essential Hypertension: (A diastolic blood pressure reading of 90 mm. Hg.
or greater on two or more occasions before the 20th week of pregnancy).

Pre-Eclampsia: (A diastolic blood pressure reading of 90 mm. Hg. or
greater on two or more occasions after the 20th week of pregnancy accom-
panied by abuminuria or marked oedema, or both).

Late Pregnancy Hypertension: (A diastolic blood pressure reading of 90
mm. Hg. or greater on two or more occasions after the 20th week of
pregnancy with no albuminuria or oedema).

Essential : Late Pregnancy
Hypertension Pre-Eclampsia Hypertension
Number of cases 109 252 329
Incidence per cent 151 3.49 4.05
Primigravidae 15 131 116
Multigravidae 94 121 213
Twins 1 11 2
Number of babies 110 263 331
Stillbirths 3 8 3
Neonatal deaths 1 1 1
Perinatal deaths 4 9
P.M.R. 30.6/1,000 34/1,000 10.2/1,000
Method of delivery:

Spontaneous 80 174 266

23 56 29
Forceps 5 24 23
Breecn 2 6 7
Vacuum 0 3 6

Comment: The incidence of the hypertensive disorders of pregnancy was
no different to that of last year. The perinatal mortality rate for each group
was worse than those of 1980. .

In the Essentia Hypertension Group 2 of the 4 perinatal desths were
due to accidental haemorrhages and were deemed unavoidable (11 and 62).
In Case 28 intra-uterine growth retardation was missed clinicaly and
therefore was avoidable. There were no avoidable factorsin Case 39.

There were 9 perinatal deaths in the Pre-Eclampsia %roup. Avoidable
factors were present in 4 (14,19, 24 and 34) of the 8 stillbirths; the other 4
cases (15, 25, 27 and 39) were deemed unavoidable. It should be noted that
Case J9 had Pre-Eclampsia as well as Essential Hypertension. Yet again,
accidental haemorrhage was associated with 4 of the 9 perinatal deaths (14,
15,19 and 64). _ _ o

As expected Late Pregnancy Hypertension did not sgggwantly dfect
perinatal mortality. While the overdl rate was 10.2/1,000, 2 of the 4
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perinatal deaths (49 and 78) were due to congenital malformations. The 2
normal ﬁerlnatal deaths (26 and 58) were both deemed avoidable. Case 26
should have been kept in hospitd and Case 58 was an avoidable intra-
partum death.

PERINATAL DEATHS

Normal Infants

(11) B.47855. Para 0'% Age 31. SE.3. Gestation 29 weeks. Pagt history: 1978—firgt
trimester abortion. 1979—PROM at 24 weeks. Booked at 7 weeks gestation. Hyﬁenensqn
and proteinuria at 10 weeks, but wbsequer&tg{ normal. Admitted at 29 weeks with abruptio
E_Ilacmtae. F.H.N.H. Spontaneous vertex delivery of a stillborn femde infant weighing 18

ilograms.

Post-mortem: Intra-uterine anoxia.

(14) B. 13348. Para 2'°. Age 38. SE.4. Previous Caesarean section. Gestation 32 weeks,
Booked a 10 weeks. Uneventful progress to 28 weeks when B.P. 160/95 noted—checked
120/80. Subsequently admitted a 32 weeks with B.P. 165/110 and 10 hour history of vagina
bleeding. F.H.N.H.” Placenta not praevia. PGE induction—female stillborn infant weigning
102 kilograms. Large retroplacental clot. Placenta unhealthy.

Post-mortem: Intra-uterine anoxia.

15) B.59658. Para0™. Age 16. S.E.(Innupta). Gestation 32 weeks. Non-smoker. Booked
a 10 weeks gestation. Admitted at 30 weeks with P.E.T. and accidental haemorrhage.
F.H.N.H. Labour accelerated gr A.R.M. Ddivered dillborn mae infant weighing 1.
kilograms. 1250 ml. retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(19) B.7439. Para2'°. Age 34. S.E.3. Gestation 35 weeks, Booked a 14 weeks. C.A.N.C.
Uneventful pregnancy until' 34 weeks when B.P. = 140/100 and trace proteinuria noted.
Admitted with abruptio placentae a 35 weeks. F.H.N.H. Coagulopathy and haemorrhage
treated with 6 units of fresh blood under C.V.P. monitor. Spontaneous vertex ddlivery of a
femde dillborn infant weighing 196 kilograms.

Post-mortem: Intra-uterine anoxia.

%2 ) B.37207. Para1*®. Age 27. S.E.4. Gestation 29 weeks. Previous history; 1972: F.T.N.D.
6 Ib. 10 oz. mae, dive and well. 1975: 26/40 abortion. 1976: 26/40 abortion. 1977: 20/40
abortion. 1978: 28/40 S.B. 1979: 26/40 abortion. Shirodker suture inserted in last two preg—
nancies. Booked at 8 weeks gﬁstetl on. Smoked 10/daily. Seen at 12,16,18 and 20 weeks. B.P.
normal. B.P.D. good growth. Gave up cigarettes. Admitted at 24 weeks gestation. B.P.
150/100. Proteinuria + 2. Uric add 487. Rena function normal. V.M.A. normal. Treated
with Aldomet, Hydralazine, Trasicor. |.U.D. at 29 weeks. Spontaneous labour and ddivery
of femde infant weighing 539 grams.

Post-mortem: Maceration.

(25) B.59392. Para 0. Age 26. S.E.3. Gestation 34 weeks. Booked at 16 weeks. Height 4'
10". No previousillness. Group A positive. Cyde irregular 38 - 42 days. Attended monthl
to 28 weeks. Uneventful course until 30 weeks when B.P. 130/90. At 32 weeks B.P. 140/90.
Slight oedema, no albumin. At 34 weeks B.P. 140/90, oedema + - no albumin. Diuretic given.
Two days later F.M.N.F. Admitted. |.U.D. Prostaglandin drip induction. Spontaneous
ddlivery of femae infant weighing 155 kilograms, stillborn. Very infarcted placenta.

Post-mortem: Maceration.

(26) B.55910. Para I*°. Age 43. SE.4. Gestation 36 weeks. Previous C.S. Booked a 16
weeks gestation. Good attender. Smoker. Mild essentid hypertension (B.P. 150/86 a 24
weeks).” Admitted at 35 weeks when B.P. 175/105. Investigations. B.P. borderline on bed
rest. Uric Acid: 310 u mol/1. C.T.G. satisfactory. Allowed home over Christmas holidays.
Returned to hogpitd a 36 weeks gestation. No fetd movements for 48 hours. 1.U.D.

ntaneous delivery a term of macerated male gillborn infant weighing 2.94 kilograms.
acenta very unhealthy. Clotting screen normdl.

Post-mortem: (i) Congenital Cardiac Anomaly, VSD
(i) Maceration

72



(27) B.58598. Para0"°. Age 31. S.E.3. Gestation 36 weeks. Booked at 14 weeks gestation.
B.P. 150/80 at first visit. Pregnancy uneventful until 36 weekswhen B.P. 160/110 and F.H.N.H.
History of fall 3 days previously and F.M.N.F. since. Complaining of vague lower abdominal
pain. F.H. absent on scan and C.T.G. Spontaneous vertex delivery. Normal 3rd stage. Female
macerated infant weighing 2.77 kilograms. Cord once tightly around neck.

Post-mortem:  Maceration.

(28) B.13706. Para 5'. Age 40. S.E.2. Gestation 37 weeks. Smoked 15/daily. Previous
premature delivery at 27 weeks gestation, alive and well. Booked at 10 weeks. Known essential
hypertension. On treatment. B.P. 130/85. Referred to renal clinic and advised to remain on
Prestyl. B.P. well controlled. Ultrasound scan at 35 weeks—B.P.D. = 31 weeks. Seen again
at 36 weeks but patient not keen on admission. Admitted at 37 weeks. F.H.N.H. two days
following admission. Spontaneous delivery at 40 weeks of macerated male infant weighing
1.24 kilograms.

Post-mortem:  Maceration.

(34) B.59553. Para 0'°. Age 30. S.E.3. Gestation 37 weeks. Clinical diabetic 6 years.
Booked at 14 weeks from Mater Hospital. Normal outpatient management until admitted at
35 weeks with hypertension 150/90. Albumin + 2. Clinically fundus = dates. B.P. settled in
hospital. Ultrasound examination revealed 2 weeks lag in growth. Oestrogens remained
normal. C.T.G. satisfactory until term - 17 days when non-reactive trace. F.H.N.H. following
day. Spontaneous |labour at 39 weeks. Macerated stillborn male infant weighing 3.23 kilograms.

Post-mortem: Maceration.

(39) N.B.61227. Para 7*'. Age 33. S.E.3. Gestation 33 weeks. Booked for delivery in
country hospital. Admitted on this pregnancy to a general hospital at 33 weeks with recurrent
spontaneous pneumothoraces. Diagnosed as having Hodgkin's disease in March 1981 and had
treatment to cervical and mediastina glands with radiation in the firs month of pregnancy.
Transferred to Coombe Hospital with 1.U.D. at 33 weeks associated with P.E.T., B.P.
180/120, Albumin + 3. Gross placental dysfunction. On admission F.H.N.H. Spontaneous
labour. Macerated female infant weighing 1.16 kilograms.

Post-mortem: Not performed.

(58) B.57552. Para I™°. Age 40. S.E.5. Gestation 38 weeks. Non-smoker. Booked at 9
weeks gestation. Twelve years infertility. Normal to 37 weeks when B.P. 140/95. Admitted for
rest. B.P. settled. C.T.G. normal and good fetal movement. Discharged after 3 days. Admitted
in spontaneous labour. Difficulty hearing F.H. 2 hours later but complex on monitor. Three
hours later F.H.N.H. Spontaneous delivery of a stillborn male infant weighing 3.43 kilograms.

Post-mortem:  Intra-uterine anoxia.

(62) B.11848. Para3*?. Age 38. S.E.3. Gestation 40 weeks. Smoker. Booked at 13 weeks.
Noted to have essential hypertension. Attended the renal clinic but no hypotensives required.
Fourteen antenatal visits and no abnormality noted. Spontaneous labour at term. Emergency
L.S.C.S. for accidental haemorrhage. 1300 mis. of retroplacental clot. Male infant weighing
3.80 kilograms born with Apgar scores of 0 and 2. Resuscitated but subsequently developed
marked cerebral signs prior to N.N.D. at 37 hours of age.

Post-mortem:  Refused.

(64) B.56283. Para 1"2. Age 22. Gestation 29 weeks. Booked at 9 weeks when B.P. normal.
Gross obesity. Uneventful pregnancy to 25 weeks when + 3 proteinuria noted. M.S.U. taken.
Seen again one week later. M.S.U. sterile but B.P. 160/105 with + 4 proteinuria. Admitted
to hospital. Hypertension persisted and i.v. Hadrallazine required. At 26 weeks platelet count
reduced, Urea and Uric Acid increased. At 27 weeks commenced on Aldomet and Trasicor.
At 29 weeks ultrasound scan showed growth retardation B.P.D. equivalent to 26-27 weeks
with diminished liquor. C.T.G. non-reactive with dips. Emergency Caesarean section per-
formed. Retroplacental clot present. Birth weight 960 grams. Apgar scores 8 and 10. Intubated
at 4 minutes because of secondary apnoea. Following initial period of ventilation the baby was
stabilised on intermittent manditary ventilation at a rate of 20 per minute in 35% oxygen. The
baby continued fairly well for the first 24 hours. At 48 hours the baby began to deteriorate
with mixed metabolic and respiratory acidosis and increased ventilatory requirement. At 49
hours the baby had intermittent myoclonic jerking and a sudden cardiac arrest. The baby was
resuscitated with cardiac massage and intra-cardiac adrenaline and recovered slowly over
about 30 minutes. The baby then had further seizures which were treated with Phenobarbitone.
The baby's general condition remained very poor over the next three hours despite maximal
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ventilation in 100% oxygen. The was given additional bicarbonate, was paralysed and
?lven hlgrg pressure ventilation but had a further collapse at 54 hours and did not respond
0 resuscitation.

Post-mortem: (i) Bilateral intraventricular haemorrhage.
(ir) Hydine membrane diseese.

Congenital Malformations
Cases49and 78.
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Eclampsia

Numberofcases . . . . 8

Incidencepercent . . . . 01

Perinatal deaths .= = = . . . . Nil
Method of delivery:

Vagind ddivery =~ . . . 6

Caesarean section . . . . 2

Comment: The incidence of eclamptic fits has remained unchanged since
1980. There were no perinatal deaths associated with eclampsia despite the
fact that 3 J?ati ents had antepartum and 3 patients had intra-partum con-
vulsons. These patients are routinely managed with intravenous
heminevrin and hydralazine.

COMPARATIVE TABLE FOR 10 YEARS
1972 1973 1974 19/5 1976 1977 1978 1979 1980 1981

Number of cases 8 3 6 3 10 8 7 4 7 8

Incidence % 010 003 007 004 014 011 009 005 009 01
Perinatal deaths Nil 1 1 1 2 1 Nil 1 2 Nil
Mortality rate Nil 333 166 333 200 125 Nil 250 285 Nil
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Multiple Pregnancy
_ 65

Numberof cases = . . .

Incidencepercent . . . . . . . 09

Number of babies ddlivered 130

Sillbirths . . . . . . . . . . 3

Neonata deaths . . . . . . . 3

Perinatal deaths . . . . . . b6 Rate: 46.2/1,000

Comment: There were 65 cases of muléig)e regnancy during 1981, 56
per cent of the number recorded during 1980. Fourteen mothers (21.5 per
cent) delivered before 37 weeks gestation and 41 infants (32 per cent)
weighed less than 2.5 kilograms at birth. Of the 3 stillbirths, Case 32 was
associated with unrecognised growth retardation of the second twin and in
Cases 33 and 56 late booking compromised antenatal care. Two neonatal
deaths (77 and 86) were due to lethal congenital anomalies and the third
(71) died from necrotising enterocolitis despite vigorous management. It is
interesting to record that in 45 mothers (6! Per cent) the second twin was
found to be heavier that the first and overal the mean birthweight of the
firgt twin was 2650 grams and the second twin 2700 grams.

PERINATAL DEATHS
Normal Infants

(32) B.35566. Para2'®. Age 26. SE. 2. Gestation 38 weeks, Booked a 15 weeks gestation.
Large for dates. Multiple pregnancy confirmed by ultrasound scan at 26 weeks. Uneventful
Eregnancy. Labour induced at weeks, 1¢ twin SV.D. femde infant weighing 3.35

ilograms. Twin || SV.D. female, early macerated S.B. weighing 172 kilograms.

Post-mortem: Maceration.

533) B.59419. Para 2'°. Age 29. SE.4. Gestation ? term. Booked at ? 36 weeks. Smoked
20 5@9er (@ Fundus large. Family history of twins. X-ray twins. Gestation suggested as only
28/29 weeks. Admitted one month later' when scans put gestetion at 31-32 ana 32-33 weeks.
Scan following week. B. P. D. not possible. No fetal abnormalities. Liguor adequate. Following
week scan put gestation at 36-37 weeks. Two days later delivered twins. First spontaneous
vertex femae weighing 3.43 kilograms— good Apgars. Second twin F.H. not heard. Breech
delivery forceps to aftercoming head, macerated mde infant weighing 3.60 kilograms.

Post-mortem: None.

(56) N,B.57882. Para4'® Age40. S.E.5. Gestation 36 weeks. No antenatal care. Uncertain
dates. Firgt attended G.P. a (}% prior to admission to Coombe Hospital complanlggoof
haematemesis. On admission (12/2/'81) twin Eregnancy noted. Spontaneous onset of [abour
16.30 on 13/2/'81. Examined on ward. F.H.X2 present. Cervix 6-8 cms. dilated. Transferred
to ddivery suite where immediate S.R.O.M. Meconium™ Breech on perineum. Assisted
breech delivery of Twin I. Cord not pulsating. Fresh dtillborn mae infant weighing 3.04
kilograms. Second sec punctured. F.H. dropped to 60. Thick meconium *~. Rapid breech
extraction of Twin |1, femae infant weighing 2.58 kilograms born with Apgar scores of 1 a
one and 9 at five minutes. Third stage uncomplicated. Hb. 7.3 grams %. Transfusion
commenced immediately following delivery of placenta.

Post-mortem: Intra-uterine anoxia.
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(71) B. 13431, Para4*". Age 27. SE.4. Gestation 35 weeks. Booked at 14 weeks gestation.
Twins diagnosed at 19 weeks. Normal antenatal course until admitted in premature Iabour at
35 weeks gestation. Twin |: spontaneousvertex dellvendy femaeinfant weighing 1.89 kilograms
born with Apgar scores of 9 and 10. During the first day, the baby developeé; hypoglycaemia
which responded to i.v. fluids. The baby aso had early jaundice and hypocalcaemia. At the
age of 2 days the baby developed frank melaena and X-ray at this time revealed multiple fluid
levels with” evidence of necrotising enterocolitis. The baby, dispite fullest support, rapidly
deteriorated and wes subsequently transferred to another ital for surgica Intervention,
but died prior to surgery being undertaken on the fourth day of life. Twin [1; assisted breech

deli\(eré/dof made infant” weighing 195 kilograms born with Apgar scores of 6 and 9 which
survived.

Post-mortem: Necrotising enterocolitis.

Congenital Malformations
Cases 77 and 86.
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Breech Delivery

Number of mothers = . . . . 159
Incidencepercent . . . . . . .. 21

Twins . . . . . . ... 24

Number of babies ddlivered . = . = 166

Stllbirths . . .. 10

Neonatal desths = = = = = = 5

Perinatal deaths . . . . . . . .. 15 Rate: 94/1,000

Singleton Breech Delivery

Primigravidae:
Number of cases . . . . . . . . 37
Incidencepercent . . . . . . . 17
Sillbirths . . .. 3
Neonatal deaths . . . . . = . . . 2
Perinatal deaths = = = . = 5 Rate: 135/1,000
Multigravidae:
Number of cases = . . . . . . . 100
Incidencepercent . . . . . 19
Sillbirths . 5
Neonatal desths . . . . . . . . | 3
Perinatal deaths . . . . . . . .. 8 Rate: 80/1,000

Comment: The number of breech delivered infants dropped dightly
during 1981 but this drop was entirely due to a decreased incidence of
breech presentation in association with multiple pregnancy. When singleton
breech deliveries are considered separately the actual incidence increased
both in primigravidae and multiparae.

TermBreech: _ _ o o

Table 1 includes dl singleton vagina breech deliveries weighing more
than 2.5 kilograms; a further 112 patients with breech presentation were
delivered by Caesarean section. None of the 3 perinatal desths (4, 48 and
49) was related to mode of delivery.
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Pre-termBreech: _ o _

Twenty-nine singleton babies weighing less than 2.5 kilograms were
delivered by the breech and 10 of these died, 5 being stillborn and 5 dying
in the neonatal period. One of the 5 dtillbirths ES) auffered from a
complication typicaly associated with pre-term breech adlivery in that the
after-coming head was clagé;ht in an incompletely dilated cervix; the other
4 tillbirths had either died before labour commenced &13, 17 and 28) or
were abnormal (51). One of the neonatal deaths _(63? ollowed a difficult
delivery; one (67) died as a result of an intraventricular cerebral haemor-
rhgge; one (68) died from respiratory complications, and two (84 and 87)
died as a result of mgor abnormalities. In addition to the 29 vagina
deiveries a further 15 pre-term babies presenting by the breech were
delivered by Caesarean section.

TABLE1

ANALYSIS OF PERINATAL DEATHS FOLLOWING SINGLETON BREECH
DELIVERY

No. SB. N.N.D. FA I.U.D. P.N.M.

Term: 108 3 2 1 217
Pre-term: 2 5 5 3 3 344
Total: 137 8 5 « 5 4 948

PERINATAL DEATHS
Normal Infants

(4) B. 19729, Para 3*°. Age 39. SE.4. Gestation 36 weeks. Booked at 14 weeks gestation.
Blood group B Negative. Serum contained anti JK.2 Three full term normal deliveries. No
jaundice. Anti JK*in 3rd pregnancy. Husband A Positive, JK.? positive. Amniocentesis
sqﬁ%%sted non-affected fetus. 1.U.D. a 36 weeks. Spontaneous labour and delivery of mae
stillborn infant weighing 3.14 kilograms. Nuchal cord x 3. Skeletd survey — N.A.D.

Post-mortem: Maceration. No evidence of erythroblastosis.

(13) B.49868. Paral*®. Age 21. SE.2. Gestation 31 weeks. Attended A.N.C. a 26 weeks
estation. All well. Admitted at 31 weeks with substantial A.P.H. F.H. present on admission.
ine hours after admisson ultrasound scan to exclude placenta praevia. No. F.H. Anterior
wall placenta. Spontaneous labour lasting Ij hours. Fresh dillborn female infant weighing
153 kilograms. No retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(17) B.57791. Para0'*°. Age 21. S.E.3. Gestation 34 weeks. Booked at 16 weeks gestation.
Known epileptic, on Phenobarbitone and Epilim. Uneventful antenatal care up to 29 weeks
when found to be only 24 weeks in sze ana complained of crampy lower abdomina gqs
Admitted. Scan confirmed dates, B.P.D. 28/52. Pains cleared and patient discharged. 3
weeks later in clinic. Smal for dates. Protein +. Scan arranged for next vist in two weeks.
M.S.U. clear. Two weeks later scan — B.P.D. only 29/30 weeks, breech. No weight gain.
B.P. 130/90, proteinuria +. Admited for assessment. On admisson severe lower abdominal
pain. Uterus tense, hard and tender. In strong labour. Fundus=32 weeks. Sedated A.R.M.
— dtraw coloured ligour. Seven hours later delivered femde dtillborn infant weighing 147
kilograms. Breech delivery with 16 oz. retroplacental clot

Post-mortem: Maceration.

(28) B.13706. Para 52, Age 40. SE.2. Gestation 40 weeks. Smoked 15/daily. Previous
emature delivery a 27 weeks gestation, dive and well. Booked a 10 weeks. Known essential
E{/pertenaon. On treatment. B.P. 130/85. Referred to rend dlinic and advised to remain on
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Prestyl. B. P. well controlled. Ultrasound scan at 35 weeks— B.P.D.=31 weeks. Seen again

a 36 weeks but patient not keen on admisson. Admitted at 37 weeks. F.H.N.H. two%s

fflzlganpg admisson. Spontaneous delivery a 40 weeks of macerated mae infant weighing
ilograms.

Post-mortem:; Maceration.

20533) B.59419. Para 2"° Age 29. SE.4. Gestation ? term. Booked at ? 36 weeks. Smoked
day. Fundus Igage. Family higtory of twins. X-ray twins. Gestation suggested as only
28/29 weeks. Admitted one month later when scans put gestation at 31-32 and 32-33 weeks.
Scan following week B.P.D. not possible. No fetal abnormdities. Liquor adequate. Following
week scan put gestation at 36-3/ weeks. Two days later delivered twins. First spontaneous
vertex female weighing 343 kilograms good g\dpgars_Seoond twin F.H. not heard. Breech
deivery forceps to after coming head, macerated mae infant weighing 3.60 kilograms.

Post-mortem: None.

(55) B.57611. Para 0™. Age 30. SE. 2. Gestation 31 weeks. Booked a 19 weeks. One
week history of backache and dight blood stained discharge. Treated by G.P. for U.T.l. No
response. Referred to hospital inlabour. Cervix fully dilated 1| hours after admission. Breech
on perineum. F.H. present. Asssted breech ddivery. ntaneous delivery to shoulders.
Further progress arrested. Cervix clamped tightly around neck. Cord not pulsating. Deep
anaesthesia with Halothane. Very difficult delivery with forceps to fetd head. Fresh femde
gtillborn infant weighing 104 kilograms.

Post-mortem: Intra-partum asphyxia

(56) N.B.57882. Para4'’. Age 40 SE. 6. Gestation 36 weeks. No antenatal care. Uncertain
dates. First attended G.P. a cB; prior to admisson to Coombe Hospital complaining of
haematemesis. On admisson (12/2/'81) twin gregnancy noted. Spontaneous onset of [abour
16.30 on 13/2/'81. Examined on ward. F.H.X2 present. Cervix 6-8 cms. dilated. Transferred
to ddivery suite where immediate SR.O.M. Meconium * Breech on perineum. Assisted
breech delivery of Twin |. Cord nothuIsatlng. Fresh dillborn mae infant Weghlng 304
kilograms. Second sac punctured. F.H. dropped to 60. Thick meconium +. Rapid breech
extraction of Twin |1, femae infant weighing 2.58 kilograms born with Apgar scores of 1 at
one and 9 at five minutes. Third stage uncomplicated. Hb. 7.3 grams %. Transfuson
commenced immediately following ddlivery of placenta.

Post-mortem: Intra-uterine anoxia.

(63) B.42968. Paral*®. Age22. SE. 5. Gestation 28 weeks. Admitted at 16 weeks gestation
bleeding p.v. Repeated bleeds on and off up to 28 weeks. Serid scans showed good growth.
Admitted at 28 weeks by scan, Premature breech replqllﬁ delivered through incompletely
dilated cervix. Mde infant weighing 1.17 kilograms born with Apgar scores of 2 and 3. Manua
remova of smdl infarcted placenta with retroplacental clot. Baby intubated a 1 minute and
ventilated. Subsequently developed jaundice and pneumothorax.” Two exchange transfusions.
Convulsions prior to cardiac arrest a 48 hours of age.

Post-mortem: Pulmonary disease of the newborn.

67) B.48168. Para|*®. Age 28. SE. 2. Gestation 28 weeks. Booked at 19 weeks gestation.
Admitted a 27 weeks with mid-trimester bleeding. One week later spontaneous breech
delivery of femae live infant We|gUh|ng?_ 110 kllogrems born with Apgar scores of 2 and 5.
Transferred immediately to S.C.B.U. The infant had evidence of marked respiratory distress
and was intubated and commenced on |.P.P.V. There was some good response following this,
but & the (?e of 6 hours the infant hed intermittent hypoxic episodes which became persistent
and Tolazafine was administered without a good response. Subsequently, the baby devel oped
evidence of pneumothorax and pneumoaoomen associated with findings consistent with
intracranial haemorrhage . The baby died at the age of 17 hours.

Post-mortem: (i) Intraventricular cerebral haemorrhage.
(i) Pulmonary atelectasis.
(68) B.28416. Para2*®. Age 34. SE. 3. Gestation 29 weeks. Booked at 15 weeks. Previous
atrial septal defect repaired. At 28 weeks, A.P.H. followed by premature |abour at 29 weeks.
Assistea breech ddlivery of mae infant weighing 155 kilograms born with Apgar scores of 5

and 8. Intubated. Initial chest X-ray showedhyaiine membrane disease. Collagpsed at 3 hours.
Left pneumothorax. Drain inserted. Further collapse. Did not respond.

Post-mortem: Pulmonary immaturity and atelectasis.

Congenital Malformations
Cases, 48, 49, 51, 84 and 87.
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External Version

Number of cases = . . . . 55

Incidence per cent . . . . 0.7

Number of babies delivered .. 56

Sillbiths . . 2

Neonatal deaths = = = . . Nil

Perinatal deaths . . . . . 2 Rate: 35.7/1,000

Comment: The number of cases of external version recorded during the
year was similar to that noted in 1980. One of the mothers on whom
external cephalic version was performed a 34 weeks was subsequently
found to have a twin pregnancy. The presentation reverted to breech on o
occasons and 3 of these babies were delivered by Caesarean section.
Furthermore, one of the vagina breech deliveries (60) was, in fact, an
undiagnosed shoulder presentation and should be considered as an avoid-
able intrapartum death. Caesarean section was required for only 2 of the 49
cephalic presentations. Neither of the 2 tillbirths were related to the
performance of external cephalic version during the antenatal period.

PRESENTATION AT DELIVERY
Cephdic Breech

Vagind Delivery L.SCS. Vagina Delivery L.SCS.
48 2 3 3

PERINATAL DEATHS

Normal Infants

(4) B.19729. Para3*° Age 39. SE.4. Gestation 36 weeks. Booked at 14 weeks gestation.
Blood group B Neggtive. Serum contained anti JK.2 Three full term normal deliveries. No
jaundice. Anti J.K:#in 3rd pregnancy. Husband A Positive, JK.* positive. Amniocentes's
s.;ﬁ ested non-affected fetus. 1.U.D. at 36 weeks. Spontaneous labour and delivery of male
stillborn infant weighing 3.14 kilograms. Nuchal cord x 3. Skeletal survey — N.A.D.

Post-mortem: Maceration. No evidence of erythroblastosis.

~ (60) B.12538. Para 2'°. A%e 30. SEE. 4. Gestation 40 weeks. Previous hi_sto%/: 1973 —
induced for preeclamgsa, 51b. 4oz. at 38/40. 1975 — induced for pre-eclampsia, 6 Ib. 10 oz.
at 41/40. Booked at 18 weeks gestation. Seven A.N. visits. N.A.D. At 40 + weeks admitted
with show and Pal_ns F.H.H. Breech. Cervix 9 cms. F.H.N.H. Prolapsed arm. E.U.A. —
shoulder presentation with prolapaed arm. Interna podalic version. Breech extraction, normal
femae weighing 3.03 kilograms, stillborn.

Post-mortem: Refused.
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Amniocentesis

Totd Patients . . . . . . . . . . . 43
Total amniocenteses . . . . . . . . . . 140
Indications for amniocentesis:
Rhesus iso immunisation . . . . . . . 117
L/s ratio . . . . . . . . . . . 23

All cases had placenta locdisation by ultrasound prior to amniocentesis.
There were no perinatal losses or other complications. The figures are
similar to those recorded during 1980.



VaricoseVenClinic

_During the year 114 patients were seen at the clinic with an average of 3
vists Per patient. These figures are dmost identical to those of 1980.
Forty-four ggt/l ents were treated actively by compression sclerotherapy (36
in 1980). en patients were treated primarily for superficid thrombo-
phlebitis. Two patients were admitted from the clinic, one for bed rest, and
the other for treatment of an antepartum deep venous thrombosis.

Age
< 20 year . |
20-24 .. . . .10
25‘29 22 . . . . . 31
30-34 .. ... . . 38
3539 2T
40+ Y
Parity
(recorded in 111)
0 -3
1 24
2 19
3 27
4 2
5+ 18




Induction of Labour

Number of cases . . . . . . .. 1669

Incidence per cent . . . . . w231

Multiple pregnancy w2

Number of babies ddivered .. 1691

Stillbirths = . . . . .. 17

Neonatal deaths = = . = . 3

Perinatal deaths . . . . . . 20 Rate: 11.8/1,000

TABLE |—PARITY
Prim. Mult.

Total cases 486 1183
Incidence per cent 23 232
Total babies 439 1202

TABLE [I—INDICATIONS FOR INDUCTION

Prim. Mult.

Past 40 weeks gestation 269%12.8%; 601(11.8%;
P. E. T./Hypertension - 128(61%) 18 (35%
Retarded intrauterine growth

Distance from hospital " ...
Diabetes/L atent Diabetes

Poor weight gain -
Poor obdetrical history/Infertility
Antepartum haemorrhage
Incipient labour

Antibodies

Elective epidura

Materna Age )

1¢ or 2nd trimester bleeding
Multiple pregnancy

Reduced liquor volume
Miscellaneous ...

@b#pwpwwwlﬁﬁpmhlg
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Total (mothers) 486

Figuresin brackets refer to the incidence in dl patieiits of that parity.
TABLEIII—MODE OFDELIVERY

Prim. Mult.
Spontaneous vertex .. 339(69.0% 1,070(89.0%
Forceps/Vacuum .. 102(21.0%, 76 ( 6.3%
Breecn ... .. 6 2
Caesarean section .. 42( 8.6%) 36* (3.0%)
Tota (babies) ... .. 489 1202

*This figure includes one set of twins and so represents 35 mothers.
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TABLE IV—CAESAREAN SECTION

Indication for Induction Prim. Mult.
Pest 40 weeks gestation 9 (7.0%) 19(3.0%)
P.E.T./Hypertension 4(11.0%) 4(2.0%)
Retarded intra-uterine growth 2(10.0%)
Diabetes/L atent Diabetes 1 1
Rhesus incompetibility ... 2
Antepartum_haemorrhage 1
Poor obstetric history 1
Incipient labour 1 4(10.0%)
Multiple pregnancy 2

Pogt-Shirodkar suture ...
Fetus thought to be "large"
Weight loss a term
Primieravid Aged 41 years
Breech presentation
Distance from hospital ... 1
Mid trimester bleed 1

Total (babies) . L L. 42 36

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

1

[ =

*Thisfigure represents two babies but only one mother.

Comment: A dight rise in the number of inductions performed in 1981
means that the incidence remains at approximately 22 per cent for the past
four years. The increase in 1981 was entirely due to more primigravidae
being induced, the rate for multgaarous patients remaining the same.

Among the indications for induction, the number performed for uncom-
plicated post-maturity has falen dightly. 1t may be open to argument as to
whether a planned epidural is reason enou?h to terminate apre%nan_cy and
perhaps reduced fetal movements or a fdl in the amount of clinicaly
estimated liquor, are not sufficient without more definitive investigations
of fetal wellbeing.

Regretfully, there was a further increase in the number of induced
patients who had to be delivered by Caesarean section. This change was
restricted to primigravidae and closer examination of the figures (Table V)
shows that the trend was not amongst patients induced for post-maturity.
Compared with 1981, this rate was the same in primigravidae and gelght y
reduced in multiparous patients. In contrast, primigravidae induced for
E)B%Oeclampsa or hypertension had double the section rate compared with

One interesting feature is the continued appearance in the section table
of patients who were induced for "incipient labour”. These are mothers
who come into hospital at or about term with contractions or a show. The
contractions stop, and they appear to go "out of labour”. One can be
excused for assuming that rupture of the membranes and stimulation with
an oxytocic in such cases would result in afairly speedy labour, but in no
less than 10 per cent of multiparous women for whom this was done in
1981, abdomina delivery was eventually required.

Of the 17 dtillbirths, dl were either dead before induction or suffered
from serious congenital malformation. However, Cases 9 and 29 might not
have died had |abour been induced earlier. More prompt attendance at the
antenatal booking clinic and subsequent improved assessment might have
avoided a stillbirth in Case 23, and delivery should possibly have been
effected in Case 36, despite the low L.S. ratio. The three neonatal deaths
were dl dueto congenital malformation.
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PERINATAL DEATHS
Normal I nfants

~ The fallowing infants had died before induction took place and chan%&

in management would not have affected their outcome (1, 4, 5, 7, 8,10,14,

%g, 21 and 32). The next four cases have been referred to in the comment
OVE:

(9) B.26961. Para2*3. Age 31. S.E.5. Gestation 41 weeks. Smoked 10/daily. Booked at 12
weeks gestation. Admitted a 39 weeks, irregular pains, not in labour, discharged home. Re-
admitted at 40 weeks, ? SR.O.M. Nat in labour. Pyridium test. Discharged three days later.
Re-admitted at 41 weeks with pains. Cervix multips os. F.H.H. Unsuitable for A.R.M. Eight
hours later F.H.N.H. Prostaglandin infuson. Spontaneous ddlivery of mae dtillborn infant
weighing 3.17 kilograms. No nuchd cord/retroplacentd clot.

Post-mortem: Intra-uterine anoxia.

(23) B. 61268. Para 4. Age 30. S.E.5. Gestation ? 38 weeks. Late booker and only two
vists. Admitted with abruptio placentae. F.H.N.H. A.R.M. and delivered femde stillborn
infant weighing 2.8 kilograms. Large retroplacental clot.

Post-mortem: Intra-uterine anoxia.

(29) B.55551. Para0'°. Age 25. S.E.2. Gestation 38 weeks. Booked at 11 weeks gestation.
Antenatal course totally uneventful until 36 weeks when suspected dinicaly as smallish,
athough ultrasound scan a 37 weeks. B.P.D. 912 (34-35 wed&gsg. Seen one week |ater.
Ultrasound scan — no fetal heart detected. Prostaglandin induction at 38 weeks. Spontaneous
delivery of macerated gtillborn mae infant weighing 2.01 kilograms.

Post-mortem: (i) Congenital cardiac anomaly, (ii) Maceration.

(36) B.59332. Para 1+°. Age 28. Gestation ? 30 weeks. Booked at approximately 26 weeks
gestation but dates unknown. Previous haemolytic diseese developed during her fird pregnancy
and high antibody level noted at first visit. Consort found to be heterozygous for the rhesus
factor.” Amniocentesis showed severdy affected fetus. Admitted to hospita for planned
induction but L.S. ratio only 14 depite course of Dexamethasone. Ddivery therefore

deferred and |1.U.D. a approximat_eIgOSO weeks gestation. Prostaglandin induction and
spontaneous delivery of macerated stillborn mae infant weighing 184 kilograms.

Post-mortem: None.

Congenital Malformations
Cases45,47,50,73, 75, and 91.
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Management of Labour

This chapter relates to the management of al patients who went into
iontaneous labour after 28 weeks gestation. The figures presented here

ould be considered in conjunction with the intrapartum deaths which
have aready been referred to in the stillbirth section.

Continuousfetal heart rate monitoring

The gmeral pri n%i:ges of management of |abour were unaltered during
1981. A total of 1,739 patients were managed with continuous fetal heart
rate monitoring during the year. This represents 24 per cent of the patients
who went into labour and is greater than that recorded in 1980. The
increased use of fetal monitoring was associated with the availability of one
additional monitor. Two hundred and fifty nine of the 1,739 patients (14.8
per cent) had apH %Tormed in addition to the continuous fetal monitoring,
while 195 of the 1,739 monitored patients 15151.2 per cent) were delivered by
Caesarean section. Eighty-seven of the 195 patients requiring Caesarean
section had the operation done for feta distress, an incidence of 5.0 per
cent amongst the monitored patients. One of the 1,739 monitored patients
(Case 58) delivered a fresh dtillborn infant and in this instance a type Il
deceleration was not noted and acted upon.

Epidural Analgesa
Epidural analﬁgﬁ]a was administered during labour to 423 patients (5.8
per cent) of wi 270 (64 per cent) had continuous feta heart rate
monitoring. Two hundred and twenty-one of the 423 mothers (52 per _cent?
delivered spontaneously; 143 (34 per cent) were delivered with the aid o
forceps, 39 (9 per cent) were delivered by Caesarean section; while 20 (5
per cent) were delivered with the aid of ventouse.

Prolonged L abour—Primigravidae
(Labour lasting longer than 12 hours)
Numberofcases =~ = = = . . = . . 285
Incidence . .~ . . 13%

Comment: Theduration of [abour exceeded 12 hoursin 285 primigravidae
which represents an increase in the number recorded in 1981. In addition,
the induction/delivery interval exceeded 12 hours in 93 of the 486 primi-
gravidae in whom labour was induced. The reason for the increased incid-
ence of prolonged labour is not apparent, for there was no ateration in
generd labour ward policy. Three perinatal deaths occurred among the 285
patients. 2 of these (58 and 61%3were considered avoidable intrapartum
deaths; the one neonatal death (83) was due to a congenita malformation.
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Transverseand obliqueliein labour

Numberofcases = =~ = . . . . = 2
Incidencepercent . . . . . . . . . . 029
Perinatal death .~ . =~ . . . . . . . 1

Method of delivery:

Ceesarean Section . . . . . . . . . . 15
Breech 3
Spontaneous 2
Vacuum 1

Comment: One case was associated with premature labour, nine with a
parity of 5 or more and one with multiple pregnancy. Cord prolapse was
only noted twice. The perinatal death 850) was an avoidable intrapartum
death where a shoulder presentation was misdiagnosed as a breech
presentation.

Perdgtent pogterior podtion of the occuput and transverse arrest

Numberofcases =~ = .~ = . . . 1A
Incidence percet =~ .~ . . . . . . . 25
Deep transversearrest .~ . . . . . . . . 83
Persistent occipito-posterior. . . . . . . . 101

Comment: The 2.5 per cent incidence of these malpositions was dightly
reater than that recorded during 1980. Labour was induced in 42 of the
cases (23 per cent) and was prolonged in 44 instances. Epidural
analgesiawas associated with 22 per cent of the cases. Forceps ddlivery was
required in 46 per cent of cases, vacuum extraction in 20 per cent, while 8
per cent were delivered by Caesarean section. Three babies weighed less
than 2.5 kilograms and these were born at 33, 34 and 37 weeks gestation
respectively. Therewere no perinatal deaths.

Disproportion
Number of cases = = i)
Incidence per cent . . . . . e
Perinatal deaths . . . . . . . .. . . Nil
Primigravidee =~ = = .= = .. .. . . . b
Multigravidee .~ . . . . . . .. ... . . 23
Management:
Elective LSCS = = = = . . ... 24
Trid of labour . =~ . . = = . .. . . 5

Comment: There were 7 new cases of disproportion during 1981. 4
primigravidae had a trial of labour, while 2 were delivered by elective
Caesarean section. In addition, 1 multigravida patient, who had had a
previous Caesarean section had an unsuccessful trial of labour. There were
no perinatal deaths.
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Face and brow presentation

Face:

Number of cases

Incidence per cent

Stillbirths

Neonatal deaths

Perinatal deaths
Method of delivery:

Spontaneous

Caesarean Section 2
Brow:

Number of cases 8

Incidence per cent 0.1

Perinatal deaths Nil

O R O ©

~

Comment: The number of face presentations was identical with that
recorded last year. Two of the nine cases required Caesarean section, the
others dl being delivered spontaneously. The only perinatal death (47) was
unrelated to the mode of delivery. The incidence of brow presentation
increased and al these babies were delivered by Caesarean section.

PERINATAL DEATHS

Normal Infants
(58) B.57552. Para ™. Age 40. SE.5. Gestation 38 weeks. Non-smoker. Booked a 9
weeks gestation. Twelve yearsinfertility. Normal to 37 weeks when B.P. 140/95. Admitted for
rest. B.P. settled. C.T.G. normal and good fetal movement. Discharged after 3 days. Admitted
in spontaneous labour. Difficulty hearing F.H. 2 hours later but complex on monitor. Three
hours later F.H.N.H. Spontaneous ddlivery of a stillborn mae infant weighing 3.43 kilograms.

Post-mortem: Intra-uterine anoxia.

(60) B.12538. Para2™*. Age 30. S.E.4. Gestation 40 weeks. Previous history: 1973—induced
for pre-eclampsia, 5 1b. 4 0z. at 38/40. 1975—induced for pre-eclampsia, 6 Ib. 10 oz. at 41/40.
Booked at 18 weeks gestation. Seven A.N. visits. N.A.D. At 40 + weeks admitted with show
and pains. F.H.H. Breech. Cervix 9 cms. F.H.N.H. Prolapsed arm. E.U.A.—shoulder
presentation with prolapsed arm. Internal podalic version. Breech extraction, normal femde
weighing 3.03 kilograms, stillborn.

Post-mortem: Refused.
(61) B.58221. Para 2'° Age 37. S.E.3. Gedtation 41 weeks. Non-smoker. Booked at 11
weeks gestation. Normal antenatally. Admitted in labour at 41 weeks. A.R.M. to accelerate.

Meconium stained liquor. F.H.N.H. soon after. Norma ddivery of a stillborn male infant
weighing 4.11 kilograms.

Post-mortem: Intra-uterineanoxia.

Congenital Malformations
Cases47 and 83.



Prolapse and Presentationof the Coid

Number of cases . . . . . . . . 23

Incidence per cent . . . . . .. 0.32

Twins . . . . ... 2

Number of babies ddivered 25

Stillbirths . . . . . . .. 2

Neonatal deaths . . . . . . . . . Nil

Perinatal deaths . . . . . . . .. 2 Rate: 80/1,000

Method of delivery:

Caesarean section 18
Breech . . . .. 2
Forceps . . . . . . . . . ... 2
Spontaneous vertex . 2
Ventouse . . . . . . . . . . .. 1

~ Comment: The incidence of this complication is smilar to that recorded
in previous years. Three of the 23 cases occurred in primigravidae, and two
were found in association with a transverse lie in labour. Both stillbirths
were deemed to be avoidable intrapartum deaths: there was delay in gettin
Case 54 to theatre and Case 60 was a missed shoulder presentation whic
had incorrectly been diagnosed as a breech presentation.

PERINATAL DEATHS
Normal Infants

(54) B.57083. Para0". Age 25. Gestation 31 weeks. Smoked 30/daily. Previoustermination
of pregnancy. First booking a 11 weeks gestation. Threathened miscarriage at 14 weeks.
Further episode of vaginal Bleeding and ? SR.O.M. at 27 weeks, — admitted. Ultrasound
scan=23/24 weeks gestation. I?/ndlum test negetive for liauor. Definite SR.O.M. a 29
weeks. Spontaneous |abour at 31 weeks. Prolapsed cord. F. H. 60/min. L.S.C.S. fresh female
dtillborn ddlivered weighing 113 kilograms.

Post-mortem: Intra-uterine anoxia
_ (60) B.12538. Para 2'° Age 30. SE. 4. Gestation 40 weeks. Previous historg: 1973 —
induced for pre-eclampsia, 5 [b. 4 oz. a 38/40. 1975 — induced for pre-eclampsia, 6 1b. 10 oz
at 41/40. Booked at 18 weeks gestation. Seven A.N. visits. N.A.D. At 40+ weeks admitted
with show and pains. F.H.H. Breech. Cervix 9 cms. F.H.N.H. Prolapsed arm. E.U.A. —

shoulder presentation with prolapaed arm. Internal podalic version. Breech extraction, normal
femaeweighing 3.03 kilograms, dtillborn.

Post-mortem: Refused.
COMPARATIVE TABLE FOR 10 YEARS

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Number of cases 3 5 5 20 29 #A 26 20 3R 23
Incidence % 025 029 03 03 028 041 05 035 043 032
Perinatal desths 2 1 5 3 4 5 1 1 3 2
Mortdlity rate 740 40 200 1304 125 1351 384 455 909 &
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ForcepsDelivery

Numberofcases = = . . . . = 471
Incidencepercent = = = . . . . 65
Twins =~ . . . . . . . 8
Number of babies delivered . . . . 474
sillith o 1
Neonatal desths . . = . . . . 0
Perinatal death =~ =~ =~ =~ 1 Rate: 2.1/1,000
Indications:
Failure to advance N 024
Fetal distress =~ = . . .~ . . * 153
A.PH 7
Prematurity. T
P. ET./Eclampsia . . . . . = . . 4
Hypertenson . . . = . . . 2
Type of anaesthetic used:
Locd infiltration . . . = . . . 328
Lumbar epidural. =~ =~ = = . . 143

Comment: The incidence of forceps ddlivery continues to decline and at
6.5 per cent it was the lowest recorded in recent years. The number of
forceps deliveries performed for failure to advance in the second stage
increased by 10 per cent but those done for fetal distress decreased by 2 per
cent. There was only one stillbirth and this was not related to the mode of
delivery but was due to an accidental haemorrhage. There were no cases of
traumatic intracranial haemorrhage. Rotation with forceps for deep trans-
verse arrest was performed on 26 occasions. Fourteen babies weighed less
than 2.5 kilograms, ranging in weight and gestation from 1.33 kilograms &t
29 weeks to 2.49 kilograms a 36 weeks. Seventyfive of the 474 infants (16
per cent) were admitted to the Special Care Unit for observation.

PERINATAL DEATH

Normal I nfant

(lg) B.59658. Para0*°. AC(‘;e_16. S.E. (Innupta). Gestation 32 weeks. Non-smoker. Booked
a 10 weeks gestation. Admitted a 30 weeks with P.E.T. and accidental haemorhage.
F.H.N.H. Labour accelerated A.R.M. Ddivered dillborn mde infant weighing 1
kilograms. 1250 ml. retroplacentalclot.

Post-mortem: Intra-uterine anoxia.
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Vacuum Extraction

Numberofcasess . . . . . . . . . . . . 713
Incidencepercet =~ . . . . . 10
Number of babies dliveeed = . =~ . = . = 73
Perinatal deaths =~ =~ =~ =~ . .~ . . Nil

Comment: Seventy three babies were delivered by vacuum extraction
during the year, an increase of 17 on the figures for 1980. Forty three (59
per cent) were primigravidae. The main indications were second stage delay
associated with malrotation of the occgaut (49 per cent) and fetal distress
(45 per cent). In addition, there were 2 cases ol failed vacuum extraction;
|0r(c:?s were required to effect delivery of a healthy infant in each case.
Local analgesia was used in 73 per cent of cases and epidural analgesia in
the remaining 27 per cent. Labour had been induced in 25 cases (34 per
cent) and was prolonged in 26 cases. Sixteen of the 73 babies (22 per cent)
were admitted to the Special Care Unit for observation. There were no
perinatal deaths and no infant weighed less than 2.5 kilograms.
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Caesarean Section

Number of cases

Incidence per cent

Twins o
Number of babies delivered
Stillbirth

Neonatal deaths

Perinatal deaths

in indications in each case:

Fetal distress
Repeat elective
Breech

Failure to advance
Unstable lie
Disproportion
Pre-Eclampsia
Placenta praevia
A.P.H

Cord prolapse
Abnormal CTG
Retarded intra-uterine growth
Brow

Rhesus .

Failed forceps .
Age .

Bad history
Previous vagina surgery
Eclampsia
Metroplasty
Miscellaneous .

93

628
8.7
3

631

o Ol

129
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Rate: 9.5/1,000



~Comment: There was a further rise in the incidence of Caesarean
section during 1981 with a 36 per cent increase in the number of Cagsarean
sections performed for fetal distress. It is disturbing to note that 30 (23
cent) of the patients who had Caesarean sections for this reason had neither
fetal heart monitoring nor fetal scdﬁ pH measurements performed. The
one stillbirth (54) was associated with a cord prolapse and delay in gettin
the patient to theatre; one of the neonatal deaths (62) was associated wit
an accidental haemorrhage, one (64) with retarded intra-uterine growth in
ahypertensive patient, while three (83, 88 and 91) were due to congenital
abnormalities. Two hundred and thirtytwo of the 631 babies (36.7 per cent)
were admitted to the S.C.B.U. for observation.

PERINATAL DEATHS
Normal Infants

(54) B.57083. Para 0" Age 25. Gestation 31 weeks. Smoked 30/daily. Previous termination
of pregnancy. First bopklng a 11 weeks gestation. Threatened miscarriage a 14 weeks,
Further episode of vagind bleeding and ? SR.O.M. at 27 weeks, — admiited. Ultrasound
scan=23/24 weeks gestation. F}/rldlum test negative for_liquor. Definite SR.O.M. a 29
weeks. Spontaneous labour at 31 weeks. Prolapsed cord. F.H. 60/min. L.S.C.S. fresh femde
stillborn delivered weighing 1.13 kilograms.

Post-mortem: Intra-uterineanoxia.

(62) B.11848. Para 3*? Age 38, S.E.3. Gestation 40 weeks. Smoker. Booked at 13 weeks.
Noted to have essential hypertension. Attended the renal dinic but no hypotensives required.
Fourteen antenatal vidts and no abnormality noted. g)ontaneous labour &t term. Emergency
L.S.C.S. for accidental haemorrhage. 1300 mis. of retroplacental clot. Mae infant weighi
3.80 kilograms born with Apgar scores of 0 and 2. Resuscitated but subsequently dev opgg
marked cerebral sgnsprior to N.N.D. at 37 hours of age.

Post-mortem: Refused.

(64) B.56283. Para 12 Age 22. Gestation 29 weeks. Booked at 9 weeks when B.P. normal.
Gross obesity. Uneventful pregnancy to 25 weeks when +3 proteinuria noted. M.S.U. taken.
Seen again one week later. M.S.U. sterile but B.P. 160/105 with +4 proteinuria. Admitted to
hospital. Hypertension persisted and i.v. Hydralazine required. At 26 weeks platelet count
reduced, Urea and Uric Acid increased. At 27 weeks commenced on Aldomet and Trasicor.
At 29 weeks ultrasound scan showed growth retardation B.P.D. equivalent to 26-27 weeks
with diminished liquor. C.T.G. non-reactive with dips. Emergency Caesarean section per-
formed. Retroplacental clot present. Birth weight 960 grams. Apgar scores 8 and 10. Intubated
at 4 minutes because of secondary apnoea. Foil owing nitial period of ventilation the baby was
stabilised on intermitent manditery ventilation & a rate of 20 per minute in 35% 0>8/e(i]m' The
baby continued fairly well for the first 24 hours. At 48 hours the baby began to deteriorate
with mixed metabolic and respiratory acidoss and increased ventilatory requirement. At 49
hours the baby had intermittent myoclonic jerking and a sudden cardiac arrest. The baby wes
resuscitated with cardiac message and intra-cardiac adrenaline and recovered dowly over
about 30 minutes. The baby then had further seizures which were treated with Phenobarbi-
tone,. The baby's general condition remained very poor over the next three hours despite
maximal ventilation in 100% oxygen. The baby was given additional bicarbonate, was

alysed and given higher pressure ventilation but had a further collapse at 54 hours and did
not respond to resuscitation.

Post-mortem: (i) Bilatera intraventricular haemorrhage.
(ii) Hyaline membrane disesse.

Congenital Malformations
Cases 83,88 and 91.



Labour Following Previous Caesarean Section

Number of cases =~ = = = = | 256
Incidencepercent . =~ . 35

Twins . . . . .. 3

Number of babies delivered 259

Stllbirths . . . . .. . 3

Neonatal deaths . = . . . . . 0

Perinatal deaths . . . . . . . . 3 Rate: 11.7/1,000

Method of ddlivery:

Spontaneous . . . . 199
Lscs . ... . b5
Forceps . . . . . . . . 21
Breech . 2

Comment: Two hundred and fifty Sx patients who had previoudy had a
Caesarean section performed, |aboured. Thirty five of these (13.7 per cent)
required repeat_emergency Caesarean section. One hundred and ninety
nine patients (77.6 per cent) delivered spontaneously, while 21 (8.2 per
cent) were delivered by forceps. Labour was induced in 57 cases (22 per
cent) and was prolonged in 25 (9.8 per cent). None of the 3 stillbirths were
associated with labour or delivery, as in each case intrauterine death had
occurred prior to the onset of labour; 2 of the 3 cases (9 and 14) were
delivered following induction of labour with 1prost landin infusion, while
the third (222) went into spontaneous labour. Ten of the 259 babies weighed
less than 2. kllograr_ns, their birth weights ranging from 187 kilograms at
34 weeks to 229 kilograms at 39 weeks respectively. Scar dehiscence
occurred on two occasions and both patients required hysterectomy.

PERINATAL DEATHS
Normal Infants

(9). B.26961. Para2*® Age 31. SE.5. Gestation 41 weeks, Smoked 10/daily. Booked at 12
weeks gestation. Admitted at 39 weeks, irregular pains, not in labour, discharged home. Re-
admitted at 40 weeks, ? S.R.O.M. Not in |abour, Pyridium test. Dlsc_har?ed three days later.
Re-admitted at 41 weeks with pains. Cervix multips os. F.H.H. Unsuitable for A.R.M. Eight
hours later F.H.N.H. Prostaglandin infusion. Spontaneous ddlivery of mae gtillborn infant
weighing 3.17 kilograms. No nucha cord/retroplacental clot.

Post-mortem: Intra-uterine anoxia.

%



(14). B.13348. Para2'° Age 38. SE.4. Previous Caesarean section. Gestation 32 weeks,
Booked a 10 weeks. Uneventful progress to 28 weeks when B.P. 160/95 noted — checked
120/80. Subsequently admitted at 32 weeks with B.P. 165110 and 10 hour history of vagina
bleeding. F.H.N.H.” Placenta not praevia. PGE induction—femae stillborn infant weighing
102 kilograms. Large retroplacental clot. Placenta unhealthy.

Post-mortem: Intra-urterine anoxia.

26) B.55910. Para1*® Age 43. SE. 4. Gestation 36 weeks. Previous C.S. Booked at 16
weeks gestation. Good attender. Smoker. Mild essentia hypertension (B.P. 150/86 a 24
weeks). Admitted a 35 weeks when B.P. 175/105. Investigations. B.P. borderline on bed
rest. Uric Acid: 310 u mal/1. C.T.G. satisfactory. Allowed home over Christmas holidays.
Returned to hogpit a 36 weeks gestation. No fetd movements for 48 hours. 1.U.D.
%onteneous delivery a term of macerated male dtillborn infant weighing 2.94 kilograms.

acenta very unhealthy. Clotting screen normal.

Post-mortem: (i) Congenita Cardiac Anomaly, VSD

(i) Maceration
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Thrombosis

Ante-Natal:
supeficd b
Deep Venous Thromboss =~ . . . . . . 4
Puerperal:
Supeficid =~ . . . #A
Deep Venous Thrombosis ~ . . . . . . Nil

~ Comment: The incidence for deep venous thrombosis remains very low
indeed and surprisingly, al 4 cases presented antenatally when the diagnosis
has to be presumptive because venography is not used in pregnancy.
Superficia thrombophlebitis also seems quite rare in view of the frequency
of severe varicogtis that are seen at clinics. Thrombosis was not implicated
as ggnificant in the one tillbirth in this group. The number of cases of
[iggt(?atal superficia thrombosis was somewhat less than that recorded in

PERINATAL DEATH

Normal Infant

(4) B. 19729, Para3'°. Age 39. SE. 4. Gestation 36 weeks. Booked at 14 weeks gestation.
Blood group B Negative. Serum contained anti J.K.? Three full tegm normal deliveries. No
jaundice. Anti J.IC"in 3rd pregnancy. Husband A Positive, J.K.? positive. Amniocentesis
U %gﬁed non-affected fetus. |.U.D. a 36 weeks. Spontaneous labour and ddlivery of mae
stillborn infant weighing 3.14 kilograms. Nucha cordx3. Skeletal survey — N.A.D.

Post-mortem: Maceration. No evidence of erythroblastosis.
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Manual Removal of Placenta

Numberofcases . = . . . . . . . . . . 8
Incidencepercet =~ . . . . . 112
Twins . . 1

Method of delivery:

Spontaneous . . . . . . . 64
Breech . . . 8
Forceps 8
Vacuum 2

Comment: The number of manual removals of the placenta has dightly
decreased over previousyears. Eight of the eighty-two cases were associated
with primary postpartum haemorrhage. The overall morbidity remained
low with three of the 82 patients developing a puerperal infection.

COMPARATIVE TABLE FOR 10 YEARS

1972 1973 1974 1975 1976 1977 1978 1979 1930 1981

Numberofcases 140 140 129 18 155 109 124 14 109 &
Incidence % 8 19 17 16 22 16 16 14 14 112




PostpartumHaemorrhage

Numberofcases = =~ . . . . . . . . 176

Incidence percent =~ .~ .~ .~ . . 24

Twins .~ . . . . . . . . . ... ... 3
Acetiology:

MODE OF DELIVERY

S.V.D. V.E. C.S. Forceps Breech  Twins Total

Placental

fragments 75 — 4 4 3 — 86
Whole placenta 4 — — — — — 4
Traumatic 9 1 2 2 1 — 15
Uterine atony 47 2 3 5 11 3 71
Total: 135 3 9 11 15 3 176
Primary 52 3 3 6 8 3 2
Seconclary 86 — 6 5 7 — 104

Comment: The incidence of postpartum haemorrhage has varied little
over the last ten years. Labour wasinduced in 51 patients (29 per cent} and
had been prolonged in 12 patients. Twenty-eight patients (16 per cent) had
previousy had 4 or more cnildren. Twelve patients required 4 or more units
of blood. Three of the 72 patients with primary postpartum haemorrhage
required h_ysterectomal to control the bleeding, as well as one of the 1
patients with a secondary haemorrhage.

COMPARATIVE TABLE FOR 10 YEARS
1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Numberofcases 183 168 191 177/ 145 165 15 151 129 176
Incidence % 17 22 25 24 21 23 17 20 17 24
Twins — 1 9 5 1 6 4 3 3 3



Puerperal Pyrexia

Number of cases . . . . .. . . . . . 9
Incidence per cent . . . . . O
Genital Infection . . . . .. Number of cases 38
Method of delivery:
Spontaneous . . . ... 24
Caesarean section . . . . .. ... .. 9
Breech . . . . . . . . R |
Forceps . . . . . . . .. S 2
B Non-Genital Infection . . . . . Number of cases 61
Respiratory tract infection . . . 24
Breast lesons . .. ... . . . 13
Wound infecton . . .. .. . . . . . 11
Urinary tract infection ... 3
Other causes . . . . .. . . . . .. 10

Comment: The incidence of puerperal cs)y.rexia wes less than in recent
years. Thirty-seven of the 628 women delivered by Caesarean section
developed puerperal pyrexia with 9 cases suffering from genital infection
and 28 from non-genital wound infection. Haemolytic streptococci were
responsible for only one of the 38 cases of genita infection, while E-coli,
anaerabic organisms or proteus were more commonly isolated.

COMPARATIVE TABLE FOR 10 YEARS

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Number of cases 71 153 8 91 & 13 111 112 150 9
Incidence % 09 20 11 12 12 19 15 15 19 13
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Physiotherapy and Parentcraft

ANTE-NATAL PHYSIOTHERAPY

The Preparation for Childbirth Classes were well attended during the
year 1981. Of the 1,362 primigravidae notified to attend, 1,245 actually
attended: of these 225 were private patients, 446 semi-private and 481
public patients. _ o _ _

The course in preparation for childbirth and motherhood is comprised of
aﬂ_ht classes. The introductory class is given by an Assistant Master in
which the ailments of pregnancy and the three stages of labour are outlined.
In subsequent classes the physiotherapist expands on these topics, and in
addition, teaches breathing and relaxation which are used during labour.
Each physiotherapy class lasts for one hour and is then followed by a
mothercraft class tor haf an hour. The Parentcraft Nurse covers al aspects
of baby-care, with particular emphasis being placed on breast feeding. The
course of classes concludes with avisit to the ddlivery suite which the young
expectant mothers found most encouraging. A refresher class is held every
Friday morning for multigravidae. The attendance at these classes was 335
during the year. The total attendance at antenatal classes during 1981 was

On the last Thursday of every month, Mr. Roger Waugh from
Richardson-Merrell Ltd. showed three films — R for Baby, Where
Love Ends, and the Joy of Nursing. A total of 1,129 husbands and wives
attended during 1981.

PAEDIATRIC PHY SIOTHERAPY

The paediatric aspect of physiotherapy involved 80 per cent of our
working day, and can be divided into three categories:

ORTHOPAEDIC PAEDIATRIC PHYSIOTHERAPY

Babies with subluxated or 'click’ hips were treated in the Coombe when
adiagnosis had been made. These babies were fitted with a pelvic harness
and reviewed forthnightly in the physiotherapy department until Mr.
Dowling, our Orthopaedic Consultant confirmed that the fault had been
corrected. Other orthopaedic conditions requiring treatment were talipes
equino varus which often required strapping and stretching exercises, while
some babies with torticollis necks required stretching and correct handling.
Ilzggi hundred and forty-sx orthopaedic treatments were carried out in

PAEDIATRIC CHEST PHYSIOTHERAPY

_ Chest physiotherapy was carried out on those babies with chest condi-
tions, such as pneumonia, bronchiolitis, and respiratory distress syndrome.
During the year 1,571 babies were treated.
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NEURO-DEVELOPMENTAL PHYSIOTHERAPY

Ni neteen_eiﬂhty—one saw a continuation in the number of babies referred
to the physiotherapy department for neurodevelopmental assessments and
treatments. Many of the babies were seen in the paediatric unit from day
one by thea'oh%si otherapist and then reviewed regularly after di sch%rge from
the hospital. One thousand and fifty-one treatments were performed.

DEPARTMENTAL TREATMENTS

Both in-patients and out-patients received heat treatments for such
conditions as sore, bruised, and sow-heding perineums, open or infected
wounds following abdominal hysterectomies and Caesarean sections,
back-aches (sacro-iliac strain), frozen shoulders, cervical-spandylosis, and
various other ailments. There were 317 infra-red radiation treatments, and
530 short wave diathermy treatments during the year. No treatments of
vaginal faradism were carried out as it was felt that If sufficient time is spent
by the physiotherapist in teaching the patient how to contract her pelvic
floor muscles, this can be as, if not more so, effective and the discomfort of
vaginal faradism can be avoided.

POST-NATAL PHYSIOTHERAPY

Post-natal classes were held daily in the physiotherapy gym. Unfortu-
nately, attendances at these classes continued to be poor despite constant
reminders to the patients. Post-natal exercise sheets were aso handed
around to dl patients in the wards. Patients who had undergone Caesarean
section were advised to attend the classes once the gtitches had been
removed or approximately sx days post-operatively when subcuticular
sutures had been inserted.

PRE- AND POST OPERATIVE PHYSIOTHERAPY

All patients undergoing major surgery were routinely seen by the
physiotherapist pre-operatively. Post-operative phygother?o wes carried
out ideslly a few hours following surgery. This consisted of breathing and
leg and foot exercises to prevent unnecessary chest and circulatory compli-
cations. During 1981, 3,883 pre- and post-operative treatments were given.
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Department of Pathology

The total units of work carried out during the past year was 294,402. The
breakdown into the various categories is as follows:

Bacteriology . . . . ... . .. 9515
Biochemistry . . . . . . . ... . . . 715488
Haematology = . = = .. . 60,698
BloodBank . . . . . . | . . . . 447353
Histology @ . . = = . S 809y
Cytology . . . . | . 12725
Tota: . . . . . . . . ... 294402

There was atotal of 104 autopsies performed during the year; 80 of these
were in the perinatal category and they are set out in the table as follows:

ctegory Tod umber Mumbad Perniage
Still-births 61 51 83.6%
Neonatal Deaths 31 29 93.5%
Total: 92 86.9%

Congenital anomalies incompatible with life accounted for 36.9% of the
deathsin the autopsy series. They include anomalies of the central nervous
system 518), cardiac (4), rend tract (4), diaphragmatic hernia (2), chro-
mosomal and multiple anomalies (6).

A close liaison has developed oetween the cytology and colposcopy
sarvices and dl patients with abnormal smears are routinely referred tor
colposcopy examination. There were 25 Grade IV, 38 Grade |1l B, and
23/ Grage 111 smears last year. Histologic examination of the lesons were
carried out in 21 of the patients who had Grade IV smears, 9 of these had
invasive squamous carcinoma, 10 in-situ carcinoma, 1 severe dysplasia and
1 adenocarcinoma. The 38 patients with Grade 111 B cytology were inter-
esting in that 9 progressed during the year to grade 1V lesions, whilein 6
others the lesion regressed. Of the remaining 23 patients, 15 are under
review and 8 had surgery carried out, one of these had early micro-invasive
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Sqiluarlnqus carcinoma, 4 had in-situ carcinoma, 2 severe dysplasaand 1 mild
splaaa : , .
During th;}/ear there were 27 new cases of malignant disease, comprising
— uterine adenocarcinoma (8), uterine sarcoma (1), cervicad sguamous
carcinoma (10), ovarian carcinoma 55), vulva squamous carcinoma (2),
breast (1). In addition, there were 14 cases of in-situ carcinoma of cervix.
A point of considerable interest is the decline in rhesus disease in recent
years. On comparing the figures with the annual report of seven years ago,
there were then 108 new cases of rhesus antibodies, the vast mgjority of
which were straightforward Anti-D, or Anti-C+D. This year there were
only 4 new cases of Anti-D and 4 of Anti-C+D antibodies. Other antibodies
encountered included Anti-E (7), Ant|-§+E (1), Anti-K (10), _Antl-lf/ya
&1),_ABnt|(—Els_)ua (1), Anti-Le® (12), Anti-L€e’ (6), Anti-Pi (16), Anti-HI (7),
nti-Bg(6).



Gynaecol ogical Department

Number of Admissions ... ... .. . 2874
Deahs . . . . . . .. . .. . . . . . . Ni
Number of Operations:
Mgor . . . . . . . . 397
Minor . . . . . . . . . 133
Evacuations ... . 5oy

Major Operations:

Operations on Uterus:
Wstere_ctomy
ertheims
g. lQmeCtSClJme .
illiam Suspension
Marshall Marchetti

Operations on Tubes and Ovaries:
Salpingo-oophorectomy ... )
Ovarian Cystectomy/\Wedge Resection

Sdpingectol
SnngpoTy
Tuba Microsurgery

Abdomina Wound Dehiscence

Vagind Operations:
Vagind Hysterectomy
RePaIr Operation
Vulvectomy

5 on38E

R

Investigational Procedures:

Dilatation and Curettage . A 699
Dilatation and Curettage/Cautery/Biopsy/llubins 203
Cyoscopy” %
oscopy
Cone Bi 15
Shirodkar Suture 45
Bartholin's Cyst/Abscess 27
Other Pr ures 168

Gynaecological dinics

Firs Vists . . . .. . . . .. 2,194
Return Vists . . . . .. 3,023

Comment: The number of patients attending the gynaecological clinic
was smilar to that noted during 1980. In addition to the patients listed
above, atotal of 1,253 visits were made to the infertility and colpo_scc_)Py
clinics. Surgicd operations performed during 1981 were generaly smilar
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to those noted in other years, the only notable exception being the advent
of tubal microsurgery. This procedure was introduced during the year and
6 patients were operated on. To-date one of these ecf)an ents has become
pregnant but unfortunately miscarried. It is anticipated that this service will
Increase during 1982.

During the year 27 new cases of malignant disease were encountered,
comprising uterine (9), ovary (5), cervix (10), vulva ((2} and breast (1). In
addition, one patient was found to have an invasive hydatidiform mole and
required 8 courses of Methotrexate before making a complete recovery.

here were no deathsin the gynaecologica department during 1981.

Cdpascopy Clinic
Total Vidts . = . 376

The number of patients attending the colposcopy clinic was smilar to
that reported during 1980. During the k;lear the clinic was taken over by Dr.
F. Lynch under the supervision of the Master. ) _

A total of 127 colposcopic examinations were E_erformed on patients with
abnormal cervica smears (Grade |11 and V). Fifteen cone biopsies were
performed and in 14 cases the histology concurred with the colposcopic
diagnosis. In only one case was the cervica intragpithelial neoplasia of less
severity than colposcopically suspect. Nine patients with abnormal cytology
in pregnancy were managed conservatively. There were 2 cases of micro
invasive carcinoma of the cervix. In one the cone biopsy completely excised
the lesion and was deemed sufficient therapy, whereas in the other, the
cone biopsy excison was incomplete and the patient required an abdominal
hysterectomy. One case of stage | occult invasive carcinoma of the cervix
was dlﬁnosed colposcopically in the absence of abnormal cytology. This

atient had a Wertheim's hysterectomy and Iymﬂhaden_ectomy performed.
wo further patients with invasive carcinoma of the cervix were seen ét this
clinicin 1981 and were managed with radical surgery (1) and radiotherapy

Endocrineand Infertility Clinics
Tota Vidts = . . 877

The work load of the endocrine clinics was similar to that recorded in
earlier years. The clinics have continued to be held twice weekly with joint
attendance between gynaecologist and endocrinologist. As aready men-
tioned, the only innovation during 1981 was the commencement of tubal
micro surgery for patients with tubal disease. As yet it istoo early to assess
tne g_fe_cnveness of this form of treatment for the infertile patients attending
the clinic.
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Social Service Department

Thefallowing isan analysis of thework of this Department for 1981

Advice to Unmarried Mothers .~ . . . . . . 536
Extra Nourishment . . = . . 275
Housng. =~ = = = . . 240
Baby Clothes = = . = = = 231
Care of Children . = . . . 124
Advice on Domestic Problems 106
Home Vists . . . . . . . . 59
Samaritan Fund . . . . . 56
Adult Clothing and Bedding 42

During the year 536 single patients were interviewed: of these 32 married
shortly arter their first visit, 14 had no ante-natal care, 9 had stillbirths, 6
had neonatal deaths and 6 were admitted with abortions. Thirteen patients
were confined elsewhere; 20 were follow-up contacts from 1980 and 30
others are ill to be confined.

Once again there was an increase in the number of unmarried mothers
who kept their babies; of these 71 were co-habiting. Adoption arrangements
were made for the baby in only 59 instances.

There was an increase in the number of referrals from the Paediatric
Steff. 1t isimportant that some follow-up service be made available in those
instances where the baby is thought to oe at risk or to have specia needs.
Included in this group were those Batl ents with a drug problem who were
referred to the appropriate Health Board.

Durin[q the Year a Casework Service was given to 616 patients. This
frequent Y involved working with the patient over a period of three or more
months. Included in this group were 106 patients with a domestic or marital
problem, 36 of whom were separated or deserted. Ffty nine home vists
were made in connection with tnese patients.

Our thanks again are due to the members of the Linen Guild for sustained
support and increase in provision of Layettes and Christmas Hampers.
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Department of Radio

Obstetrical/Gynaecol ogica Genera
Maturity Chest 443 Chest 607
Position 257 Abdomen 36 Abdomen 87
Fetal AbnormdltyJ % 152 Spine 347
Multiple 1 uII&PltFossa 37 Skl 88
Pelvimetry 17 5 Snusss 1
Fetal Death 2 PePS 5 Hips 254
Sdping ig( 56 Vis 8 Vis 31
Intr&utenne change Tranfusion 6 Bones 54 Bones 77
I.V.P. 57 LV.P. 13
Port. Chest 20 Mict. Cystogram 5
Port. Abdomen 1 Port. Chest 1,351
Port. Abdomen 258
Port. Skull 2
Port. Spine 5
Port. Bones 2
B. Swdlow 1
Ultrasound Scen 21
Tota 439 818 3510

Comment: The work load in the Radiology Department was similar to
alteration was the commencement of ultrasound scansin the neonatal unit
following the introduction of new improved ultrasound egquipment.



Research and Publications

The highlight of the year was the news that Dr. B. Stuart had been
awarded a William and Florence Blair Bell Memoria Lecture by the Royal
College of Obstetricians for a lecture entitied "The Feto Placental Circu-
lation”. While Dr. Stuart is the fourth Irish person to be honoured with this

restigious award it is the first occason that research works performed in

reland have been so rewarded. _ o

Dr. Peter Gray commenced research work in the neonatal unit. Initialy
he was involved with Dr. Griffin in a study of a new aminoacid solution for
intravenous alimentation. The results of this study have subsequently been
presented to a meeting in Sen Francisco. Laterally, Dr. Gray commenced
a detailed study into the association between cerebral blood flow and
intraventricular haemorrhage. It is anticipated that this study will take up
to two years. _
~ Dr. Anne Keane continued her long term follow-up study of breech born
infants, and in association with the Angiology Research Group, Irish
Foundation for Human Development, a detailed psychological study of
these infants at 4 years of age was commenced. It is hoped to have this
particular work completed within another twelve months.

During the year, Dr. Duignan presented the results of his study on breech
labour and delivery at meetings in Manchester and Leeds, aswell as at the
Senior Registrars Conference in the Roya College of Obstetricians and
Gynaecologistsin London. _ o _ _

_In conjunction with the other maternity hospitals in Dublin, details were
findised a the end of the year for the start of a joint study into the
effectiveness of vitamin therapy in the prevention of neural tube defects. It
is anticipated that this study will continue for four years.

PUBLICATIONS BY MEMBERS OF THE MEDICAL STAFF, 1981

Briggs, L.P. and others (1981): Use of di-isopropyl phenol as main agent
for short procedures. Br. J. Anaesth. (1981), 53,1197.

Briggs, L.P. and others (1981): Continuous infuson anaesthesia with
d|—|30ﬁropyl henol. Acta Anaesthesiologica Scandinavica Supple-
ment No. 72, Vol. 25,1981.

Briggs, L.P. and others (1981): Evaluation of midazolam as an intravenous
induction agent. Anaesthesia, Val. 36, 9.

Briggs, L.P. and others (1981): An evaluation with and without pre-medi-
cation. Anaesthesia, Vol.36.

Clinc%\l 1981): Is Perinatal Mortality Improving? Irish Medicd Journal,

DeCosta, C. ?1981: The Vacuum Extractor — A Re-Appraisal. Irish
Journal or Medical Science, 150, 372.
Drumm, J.E. (1981): The value of ultrasonography in the management of
U rslt tlrimegtoer naemorrhage. Progress in Obstetrics and Gynaecology,
ol.1, p. 30.
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Duignan, N.M. (1981): Breech Ddivery. Has it a place in modern obstet-
rics? Postgraduate Doctor (Middle East), 4,110.

Griffin, E., Mulhern, B. (1981): An epidemic of Gentamicin/Cloxacillin
Resistant Staphlococcal Infection In a Neonatal Unit. Irish Medica
Journal, 74, 228.

Hone, R., Martin, F. et a (1981): Bacteraemiain Dublin dueto ?ent_anicin
rl%stlazné staphylococcus aureus. Journal of Hospital Infection, 2,

Stuart, B., Drumm, J., FitzGerald, D.E., Duignan, N. (1981): Fetal Blood
Velocity Waveforms in Uncomplicated Labour. British Journal of
Obstetrics and Gynaecology, 88, 865.
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