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Miss Olivia Barney

Consultant Gynaecologist and Obstetrician

Leicester Royal Infirmary
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Miss W
� 27y G1 P0 16+1/40

� Watery loss in underwear – started 3 weeks previously

� Saw MW: reassured “waters don’t break that early- it’s 
just discharge”

� Unwell, fever and low abdominal pain 1/7

� T 38.9˚c

� Tender lower abdomen

� WCC 18, CRP 128

� TAS pelvis – singleton fetus, FH+, anhydramnios
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Septic miscarriage 2˚to PPROM
� Sepsis care pathway commenced

� Explained diagnosis and recommended TOP under 
clause C – Risk to life of woman.

� Given Misoprostol; delivered within 2h

� Subsequent pregnancy: Supported from 6/40

� 4weekly BV screening: positive twice in second trimester

� TVS cervix- remained unchanged

� Full term normal vaginal delivery health baby girl.
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Red flag symptoms

� Vaginal discharge in pregnancy:
� Leucorrhoea – increased normal discharge (milky, inoffensive, 

non-itchy)

� Candida – 30% (itchy, curds & whey): treat in pregnancy

� BV – 20-30% (fishy, frothy, grey, no cervicitis) increased risk of 
PPROM and preterm delivery: always treat

� STIs – Chlamydia, GC (greenish), TV (fishy, frothy grey with 
cervicitis)

� Cervical malignancy

� Watery loss
� Transudate with silent dilatation of cervix

� PPROM
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Miss X
� 36y G1 P0 32+3/40

� BMI 36, Caucasian

� No fetal movements for 2/7

� Decreased movements for last week – assumed baby 
had less room

� No FH heard on auscultation; USS confirmed IUFD

� Midwife had not plotted SFH on chart – only 
documented it 
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Delivery induced
� Mifepristone –home 

� To come back 2/7 later for Misoprostol regime

� Delivered macerated male infant 

� BW 1.926kg

� Placental histology: infarcted

� PM: IUGR
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Local Perinatal mortality*
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Per 1000 
births

Stillbirth Neonatal death Overall extended 
Neonatal 
mortality

Crude Stabilised 
and 
adjusted 

Crude Stabilised 
and 
adjusted 

Crude Stabilised 
and 
adjusted 

Leicester 5.11 4.18 2.77 1.94 7.86 6.18

Leicester-
shire 

3.33 4.14 1.98 1.90 5.30 6.06

The local figures (analysed geographically, not by trust), with corrections for population size and 

demographics in bold

UK perinatal mortality rate 6.04 per 1000 births

UK stillbirth rate 4.2 per 1000 births
UK neonatal mortality rate 1.84 per 1000 births

*2013 national perinatal 

mortality surveillance 

report 
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UK perinatal mortality rate 6.04 per 1000 births
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Reduced Fetal Movements
� There is no universally agreed definition of RFM -

“a change in normal pattern of fetal movements”

� Perceived fetal movements are defined as the maternal 
sensation of any discreet kick, flutter, swishes or roll. 

� Periods of both rest and sleep. 

� Felt from 18–20 weeks of gestation, 

� None felt by 24 weeks – need to exclude 
neuromuscular disorders

� FM frequency peaks at 32/40 then plateaus until 
labour however, the type of fetal movement may 
change as pregnancy advances in the third trimester
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RFM Posters
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Women and their babies are 

unique
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Standard birth weight centiles vs 

Customised birth weight
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Growth restriction – GAP
(Growth Assessment Programme)

Standard SFH chart Customised SFH
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Implementing change to reduce 

PNMR
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Risk assessment at booking
Low risk – standardised SFH measurement at each visit

- serial growth scans if +/- 3cm from gestation in weeks

High risk – serial growth scans 3 weekly 

from 26-28/40

Stop smoking

Intrapartum surveillance

Mrs Y
� G1 Po Low risk at booking 8/40

� BMI 19.5 Weight 56.6kg

� Routine screening NAD, Down’s risk 1:6900

� Seen by midwife at 8,16,25,28,31,34,36,38, 39 and 40 
weeks, BP, urine NAD throughout

� No concerns documented by MW but pt. later said she 
had complained of excessive thirst – 9 pints of water a 
day but not able to quench thirst
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Admitted to Low risk birth unit
� 0455h: 40+7/40 contracting 2:10 having had SROM (nil 

seen by MW) 2200h night before.

� 1-2cm dilated – latent phase

� 0755h 3-4:10

� 0916h bath

� 1130h 4cm dilated

� 1200h requested epidural – transferred to DS

� 1315h Epidural in situ

� 1430h CTG not reading well – Seen by registrar for FSE
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� 1430h ARM – grade II meconium, 9cm, FSE applied

� 1458h – deep prolonged decelerations x2

� VE by SR – fully dilated, +1 to spines, thick meconium 
for trial of instrumental in theatre (OP)

� 1513h – in theatre

� 1532h - Forceps delivery female infant, v.poor condition

� apH – 6.635  BE-28.2 PO2 0.43 cHCO3 11.5

� vpH – 6.642  BE -28.1 PO2 0.53 cHCO3 11.4

� No HR – chest compressions, intubated by 6 mins

� Pulse at 11m20s, mecomium aspirated

� Transferred to NNU

� Care withdrawn 2 days later
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Following delivery - SR review
� P145-160 (EBL <500ml), 

BP145/81

� Brisk reflexes, 3 beats 
clonus, no proteinuria

� ABG –

� pH 7.34

� lactate 6.2, BE11.2

� PET screen – abnormal
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Hb - 123 Ur 7.8

WCC – 45.7 Cr - 201

Plt – 170 Urate 596

Bili 96

CBG 3.0 ALT 428

CRP 27

Amy 34

∆∆ – Acute Fatty liver of 

pregnancy

- HELLP

- Sepsis
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Transferred to ITU

� Supportive care only

� Normal USS liver and upper abdomen

� Discharged home on day 4
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Acute Fatty Liver of Pregnancy
� Microvesicular fatty infiltration of hepatocytes

� 5 per 100,000 births* (3 cases in last 2 years at UHL)

� Risk factors: low BMI, multiple pregnancy, male fetus

� Associated with LCHAD deficiency (fetus often has def, 
but recurrence still possible without having LCHAD)

� ?spectrum: PET/HELLP/AFLP

* Knight, Nelson-Piercy et al – Prospective National Study of AFLP in UK; GUT 2008; 57:951

27.6.2015                             droliviabarney.co.uk 20
© Spire Healthcare 

Presents with

� N&V (75%)

� Epigastric pain (50%)

� Symptoms of PET (50%)

� Malaise, anorexia, jaundice

� Central diabetes insipidus            polyuria and polydipsia

� (?due to reduced arginine vasopressin secondary to impaired 
clearance of vasopressinase by impaired liver)

� Rarely presents as pancreatitis
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Bloods:
� ALT

� Bilirubin

� WCC       above pregnancy range >16x103

� Plt / DIC

� Hypolycaemia (due to liver malfunction)

� Hyperuracaemia

� AKI
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Diagnosis
� Clinical

� Biochemistry

� USS to exclude other liver pathology (infarction/haematoma)

� Liver biopsy  -diagnostic (rarely done in pregnancy)

� Exclude HELLP (can be very difficult)

� AFLP more likely if hypoglycaemia, encephalopathy or 
coagulopathy
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Treatment
� Stabilize

� Correct coagulopathy

� Treat pulmonary oedema

� Correct hypoglycaemia

� Deliver

� Vaginal if expected within 24h otherwise CS

� Anticipate PPH

� Anticipate transient worsening of hepatic/renal 
function and coagulopathy

� Mortality 1.8%, stillbirth 120 in 1000 births
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Red flag symptoms

�Polyuria and polydipsia – think DI as 
well as DM

�Epigastric pain in pregnancy – think 
LFT/amylase; BP and urine dipstick

�New onset of vomiting after 16 weeks is 
never hyperemesis
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Dr Z
� 27y doctor

� G1 P0 15+6/40

� Booked at 8/40, combined Down’s screening: low risk

� C/O  intractable vomiting for 7/7 in A&E

� BP 210/145, P83, proteinuria +++

� Dehydrated Hct 0.54, ALT 241, K 3.1 Ur 5.2, Cr 110

� Admitted to GAU

� Rehydrated and hyperemesis regime

� Antihypertensives

� TFT (N), hCG (256,329)
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Partial mole
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Fetal head

Molar placental 

tissue
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Diagnosis: Severe early onset PET 2° to Partial 

molar Pregnancy

� Unlikely to reach viability

� Risk of CVA with progressive worsening of HTN as 
pregnancy progressed

� Recommended MTOP (because of gestation)

� Delivered fetus but

� EBL 1.5l – emergency SERPC for placenta with 3 units 
blood transfusion

� Rapid resolution of HTN and discharged home on 
antihypertensives on D3
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Histology

� Partial mole confirmed

� Referred to Sheffield for postal surveillance

� NB

� National GTD centres now happy for hormonal 
contraceptives to commence immediately after 
evacuation (as of 1.1.2014)

� Medical management does not appear to increase the 
risk of Gestational trophoblastic neoplasia
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Red flag symptoms

�New onset vomiting after 1st trimester is 
never hyperemesis

�Severe HTN and vomiting (also fundus
>dates) highly suggestive of GTD/GTN

�Risk of stroke with 
�Systolic >160 mmHg
�Diastolic >110 mmHg
�MAP >125mmHg
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Prevention of PET*

� Aspirin 75mg od from 12/40 to delivery if

� One high-risk factor or 2 moderate risk factors

* NICE CG107
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Postnatal management of PET*

� Post delivery – risk of eclampsia persists up to 10/7 PN

� anti-hypertensives 

� Switch αmethyl dopa to Labetalol or LA Nifedipine

� Switch SR Nifedipine to LA Nifedipine

� Labetalol, nifedipine, enalapril, captopril, atenolol, 
metoprolol appear to be safe with breastfeeding

� Reduce dose if below 130/80mmHg

� Review anti-hypertensives at 2/52 and 6-8/52PN

� FBC U&E LFT at 6/52 if remained abnormal at discharge

� Recheck urine for protein at 3/12 if + at 6/52 and refer if +

* NICE CG107
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Miss P
� 23y, unemployed, undernourished, BMI 17

� Smoker, cannabis, cocaine

� Booked at 18/40 under care of Substance misuse 
midwife

� DNA’d several appointments including serial growth 
scans

� At 34/40 presented to A&E with severe abdominal pain

� No PVB

� Sent immediately to Delivery suite
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On DS
� Pale and clammy

� BP 85/42 P110

� O/E tender uterus 

� PS NAD

� FH 90 bpm

� Diagnosed with concealed abruption 

� Grade 1 GA CS performed (delivered 24 mins after 
arrival on DS)
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At CS
� Massive Abruption – retroplacental clot of about 

750ml with separation of 2/3 of placenta

� EBL 2.3L

� Cell salvage used – 540 ml concentrated blood 
retransfused

� 2 units FFP

� Live male fetus, BW 1.2kg

� APGARS: 2@1; 3@5; 4@10

� NNU – care withdrawn 8h 
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Risk factors for abruption
� Smoking

� Cocaine, amphetamines

� Alcohol

� Pre-eclampsia / Placental insufficiency

� Abdominal trauma

� Prolonged rupture membranes / chorioamnionitis

� 1st trimester PVB
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Red flag symptoms

�Abruption can be concealed

�Young women compensate for 
blood loss
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Questions?
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Summary:

Obstetric Red flag symptoms

�Watery PV loss may be waters

�Reduced FM should never be ignored

�Polyuria and polydipsia DI or DM

�PET can start before 20/40 with GTD

�Abruption can be concealed
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