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Child and Family Services Mortality / Morbidity Meeting
Wednesday 23rd November 2016
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Review of OASIS following instrumental deliveries 
Dr Deepa Gopinath, Consultant in O&G





	
Our incidence is running higher at present than national average

6 of OASIS with instrumental by locum registrar

[bookmark: _GoBack]Should we consider epi-scissors?
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Maternity Cardiology
Dr Philip Lewis, Consultant Cardiologist 










	
BP measurement technique
No talking for at least 30 seconds
BP goes up whilst talking
Position of arms; legs uncrossed
Bladder of cuff around 80-100% of arm circumference
Should measure BP several times
Aspirin – give at night
Amlodipine; very long acting,  ?? 24 hours
Labetalol; short acting drug (also an alpha blocker)
Oxyprenalol; good data but availability problem
Acebutalol; partial agonist activity, doesn’t suppress heart rate as much.
Post natal
Breastfeeding 
Calcium channel blockers, amlodipine / nifedipine
Beta blockers; ?longer acting eg acebutalol, enalapril bd

Light-headedness
Usually due to hypotension
Measure standing BP
?low fluid intake, ?low salt intake, 
Check U+E
FBC and haematinics
Try increasing fluids / salt
TED stockings
?Slow sodium tablets

Murmurs
Review past records; previous pregnancy

Red flags 
Known cardiac problems
Associated symptoms; SOB, palpitations, light-headedness, chest pain, oedema
Immigrant from developing world
New and loud diastolic and continuous murmurs
Previous complications

Assess
CVS examination
ECG, echo
FBC (haematinics), U+E, LFTs, TFTs

Palpitations
Frequent and usually benign
Transient, often appear in late first trimester
Ask about:
Palpitations prior to pregnancy
Other heart disease of FH of palpitations / disease

Avoid stimulants:
Red bull, alcohol, tea, amphetamines, stress, coffee, cheese, chocolates, cola / fizzy drinks.

Red flags:
Rapid with presyncope, SOB, pain, LOC, clammy, frequent, distressing
Don’t just measure ferritin, do iron studies; B12, folate, U+E, TFTs, Ca, glucose.
Serum iron <20 – treat

80% of spontaneous DVT occur in left leg.

Management of palpitations:
Reassure where possible
Remove casual factors
Correct deficiencies; especially iron and B12
Treat arrhythmia if persisting and significant

Missed mitral stenosis; occasionally presents as breathlessness in pregnancy – echo

PE rarely has gradual onset, usually has tachycardia and low PO2

Peri-partum cardiomyopathy; third will have VTE, give LMWH and do echo

Features of women with PE in pregnancy ?look at these.
	




EBME to order bigger cuffs

	

	
Date and time of next meeting – Joint morbidity meeting
Wednesday 14th December 2016
1.30pm – 3.30pm
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Type of Delivery 2016 - 2017 


Spontaneous vertex


Forceps


Vacuum extraction


Spontaneous breech


Assisted breech


Elective caesarean section


Emergency caesarean section







Delivery Type Apr 
16 


May 
16 


Jun  
16 


Jul  
16 


Aug  
16 


Sep 
16 


Oct 
16 


Nov 
16 


Dec 
16 


Total 


Spontaneous 
Vertex 


149 189 168 158 173 180 160 1177 


Forceps 31 20 30 32 32 16 19 180 


Vacuum  
Extraction 


10 12 9 8 14 9 10 72 


Spontaneous 
Breech 


2 2 2 1 1 1 1 10 


Assisted 
Breech 


0 0 0 1 0 1 0 2 


Elective 
Caesarean 


37 39 32 29 29 41 39 246 


Emergency  
Caesarean 


44 51 32 45 46 42 43 303 


Total 273 313 273 274 295 290 272 1990 







Trend of OASIs -2016 
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Delivery Type Apr 
16 


May 
16 


Jun  
16 


Jul  
16 


Aug  
16 


Sep 
16 


Oct 
16 


Nov 
16 


Dec 
16 


Total 


Spontaneous 
Vertex 


149 189 168 158 173 180 160 1177 


OASIS 
Spontaneous 


2 4 8 1 5 10 7 37 


OASIS as % of  
spontaneous 


1.3 2.1 4.7 0.6 2.9 5.5 4.3 Av= 
3.06% 


Forceps 31 20 30 32 32 16 19 180 


Vacuum  
Extraction 


10 12 9 8 14 9 10 72 


Total 
Instrumental 


41 32 39 40 46 25 29 252 


OASIS 
Instrumental 


1 3 3 3 5 1 3 19 


OASIS as % of  
Instrumental 


2.4 9.4 7.7 7.5 10.9 4.0 10.3 Av= 
7.46% 


OASIS as % of  
All deliveries 
 


1.1 2.2 4.1 1.5 3.4 3.8 3.8 Av= 
2.84% 







RCOG maternity indicators (13/14) 















Additional risk factors in OASIS(n=16) 
instrumental group Risk factors Results 


Type of delivery Forceps=15; Vacuum=1 


Maternal age Range=20-40;  
Average 29.5y; 
 >25=12 


Asian ethnicity ?None. 1 not stated, rest white British 


Parity Primigravida-13,  
Multi, but no previous VD-2, 
                   VD-1(no previous OASIS) 


BMI Range= 18-43; Average 23.48; <25=11, 25-30=4,>30=1 


Gestation 37+1-38w=2;  
38+1-39w=0;  
39+1-40w=5; 
40+1-41w=4; 
41+1-42w=5 


Birth weight Range= 2028-4500g; Average 3549; >4k =4 







Additional risk factors in OASIS(n=16) 


Risk factors Results 


Induction of labour Yes=7; (8 had augmentation with synto); No =9 


Position at delivery OA=11;  
OP=2;  
OT=2;  
not defined=1 


Place of delivery Room=10;  
theatre=6 


Indication for delivery Prolonged second stage=9;  
abnormal CTG=7 


Duration of second stage <1h= 5; 
 1-2h=3; 
 2-3h= 2; 
 3-4h=5; 
>4h=1 







Additional risk factors in OASIS(n=16) 


Risk factors Results 


Level of obstetrician Consultant= 2 (rotational forceps, rotational kiwi with NBFD) 
Locum reg=6 (1 cons supervised) 
ST6/7=2 
ST3/5=4 (1 cons supervised) 
ST2=2(cons/Reg supervised) 


Episiotomy Yes=16; No=3 


Shoulder dystocia Yes=1; No=15 


Epidural Yes= 4; No=12 


Type of OASI 3a=6;  
3b=7; 
3c=2; 
4=1  


Head Circumference Range 32-38; 
Average 35.25 







Other factors that could not be 
assessed 


• Is this due to better diagnosis? 


• Perineal protection at delivery 


• Warm compress in second stage 


• Coordination of pushes with contractions and 
pulls 


• Adequacy of episiotomy 


 











How to minimise OASIS 


• Prefer Vacuum over forceps  


• Episiotomy with all instrumental deliveries 


• Adequacy of episiotomy to be assessed, ie ?60 
degrees from midline 


• Avoid significant prolongation of second stage 


• Warm compresses in second stage 
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Maternity Cardiology 


Philip Lewis 







Case types 
• Hypertension 


• Light-headedness 


• Murmurs 


• Palpitations 


• Breathlessness 


• Headache 


• Pulmonary emboli 


• Previous problems  


– Congenital 


– Acquired  







Hypertension 
• NICE guidelines have reduced referrals 
• Issues 


– Risk assessment 
• PH – renal tract disease, UTIs, pre-eclampsia including time of onset, review 


old notes, OCP related hypertension 
• FH – esp. of hypertension , pregnancy related hypertension and other 


cardiovascular disease, get patient to ask mother and sisters, change of 
partner 


• SH – smoking, alcohol, salt, medication, 


– Measurement 
• Machines 
• Cuffs 
• Posture 
• Number of readings 
• Home BP 
• ABPM 
• Timing – nocturnal BP? 


– Tests 
• U&E 
• Glucose, HbA1c, Ca, LFTs, Fbc 
• ECG, Echo 







- The fundamental basis of the diagnosis of 
hypertension 


- BP varies with seasons, time of day, activity, 
emotion, food, drink, posture, ambient temperature, 
sleep patterns including siestas and sleep 
deprivation, interaction with measurer and situation, 
obesity and nature of fat 


- BP upperarm ≠ forearm ≠ wrist ≠ finger ≠ leg ≠ 
central aorta 


- False diagnostic “labeling” of “hypertension”     
increases BP, symptoms, adverse reactions and 
sickness absence 


 


Measurement  







How many errors 


of 


BP 


Measurement 


Technique can 


you identify? 







1. Observer standing 


2. Patient talking 


3. Patient listening intently 


4. Arm not supported 


5. Back not supported 


6. Crossed legs 


7. Arm at wrong height 


8. Wrong cuff 


9. Wrong cuff position 


10. Stethoscope in pocket 


Errors of technique 







•Upper arm measurements on bared arm 


•Proper cuff size (bladder 80-100% arm circumference) 


•Rest 5 minutes before first measurement wait at least one 
minute for second measurement, multiple measurements  


•Arm supported on furniture with cuff at heart level  


•Back supported, legs uncrossed, feet on floor 


•No talking  


•Urinary bladder emptied if necessary 


 


Measurement - technique 







Bingo wing ! 











An option –  
with stethoscope or Doppler 







• Upper arm measurements on bared arm 


• Proper cuff size (bladder 80-100% arm circumference) 


• Rest 5 minutes before first measurement wait at least 
one minute for second measurement, multiple 
measurements  


• Arm supported on furniture with cuff at heart level  


• Back supported, legs uncrossed, feet on floor 


• No talking  


• Urinary bladder emptied if necessary 


 


Measurement - technique 











Hypertension 
– Medication – during pregnancy 


• Aspirin – nocte, early < 16 weeks  - ? When to stop 
• Calcium channel blockers 


– Duration of action: amlodipine, Adalat LA (GITS) ≠ Adalat Retard 
– Adverse reactions 


• Beta blockers as anti-hypertensives 
– Labetalol: tds, α-blocker 
– Oxprenolol: bd, headaches, good for fetal size 
– Acebutolol: od/bd, useful pre-pregnancy, good for fetal size 


• MethylDOPA (500mg – 2 G/day) 
– Sedative and depressant, haemolytic anaemias and liver disease including 


cholestasis and jaundice 


• Hydralazine up to 200 mg/day (? any longer necessary) 


• Doxazosin (4-8 mg/day) 


– Monitoring 
• BP esp at home 
• U&E, urate, Placental Growth Factor, fbc, glucose, HbA1c, LFTs, urine 


protein 







Hypertension – after pregnancy 


– Strict control not so necessary once settled and not so 
urgent, balance concerns about inpatient stay versus stress 


– Medication  
• BREAST FEEDING 


– Calcium channel blockers try od or bd amlodipine or Adalat LA 
– Beta blockers –no longer concern about fetal size – just heart rate dose 


dependent, try longer acting drugs e.g. acebutolol 
– Enalapril bd 


• BOTTLE FEEDING 
– Also use INDAPAMIDE or Bendroflumethiazide 
 


? MethylDOPA (only if previously used)  monitor Hb, LFTs  
? Doxazosin 


– ADVICE 
• Weight, exercise, alcohol, salt (DASH), BP  monitoring, long-term CV 


risk increase 







Hypertension – before next pregnancy 


– Consider cause 
• Aldosterone, renin ? Conn’s 


• Plasma metanephrines 


• Renal causes – U/S, U&E, Urine protein 


• Other endocrine - ? Cushing’s, hyperparathyroidism 


• Coarctation 


 


– Duration of cardiovascular and renal “puerperium” 


– Preferably home monitoring or annual BP 


– Stable, effective, well tolerated medication 


– Plan if pregnancy intended or occurs including stopping ACE, ARB, 
diuretic and starting aspirin 75 mg nocte as soon as pregnant 


– Consider weight issues and PCOS and ? metformin 
 







Light-headed 


• Usually due to hypotension: 


– Persistently low BP (always and often familial) 


– Pregnancy related – especially in T1&2 (may have 
been relatively low anyway) 


– Tachycardia (or rarely bradycardia) related 


– Medication related 


• Exclude vertigo 







Light-headed 
• Assessment: 


– BP sitting, both arms 


– BP standing, immediately then after 1 minute + heart 
rate 


– Repeat BP at home and ?ABPM 


– Murmurs 


– Check for low fluid intake, low salt intake, medication 


– Consider heart rate monitoring with Holter or Kardia 
recorder 


– U&E (then ?cortisol, aldosterone & renin) & ? 24 hr UNa 


– Fbc & haematinics (B12, folate, iron studies) 


– Calcium, TFTs 







Hypotension 


• Management 
– Correct primary problems 


• Fluid intake, salt intake 


• Reduce hypotensive medication 


• Correct haematinic deficiency 


• Treat PSVT ± additional moves for generally low BP 


– Graduated support stockings (usually Class 2) 


– Slow Sodium up to 12 tabs/day 


– Wiggle feet and pelvic floor exercises prior to getting 
up slowly 


– Possibly fludrocortisone 
 







Murmurs 
• Soft systolic murmurs are very frequent 


• They are almost always benign 


• Red flags: 


– Known cardiac problem e.g. VSD – review past 
echocardiograms and other records. PE 


– Associated symptoms – SOB, palpitations, light-
headedness, chest pain, oedema 


– Immigrant from developing world 


– New and loud, diastolic & continuous murmurs 


– Previous complications  


– (Anxiety) 


 







Murmurs 


• Reassuring factors:  


– No symptoms 


– Previous normal childbirth without cardiovascular 
complications 


• Assessment: 


– CVS examination 


– ECG, Echocardiogram 


– Fbc (haematinics), U&E, LFTs, TFTs 


• Maternity Cardiology referral 


 







Palpitations 
• Frequent and usually benign 


• Transient, appearing often in mid-late T1 


• Ask about 
– Palpitations prior to pregnancy 


– Other heart disease of FH of palpitations/disease 


– Nature, frequency, duration, onset, offset,time of 
day 


– Associated symptoms – SOB, light-headed, 
clammy, chest tightness, initial or terminal thump 


– Precipitating factors RRATLAS & 5Cs 


 


 







Palpitations 2 


• Red flags – rapid with presyncope, SOB, pain, 
LOC, clammy, frequent, distressing 


• Need CVS exam including P, BP, HS, chest 


• Bloods: U&E, Fbc, iron studies, B12, folate, TFTs, 
Ca, glu, HbA1c 


• ECG 


• ? 24-72 hr ECG, 


• Kardia recorder 


• ? Echocardiogram 







Palpitations 3 


• Management 


– Reassure where possible 


– Remove causal factors e.g. caffeine 


– Correct deficiencies esp Iron & B12 


– Deal with thyroid disease (Dr Bell) 


– Treat arrhythmia if persisting and significant 


– (greatest fear = “will I have a heart attack or will 
this happen during delivery?” 


 







Palpitations - management 


• Consider low dose beta blocker e.g. labetalol 
50 mg – 100 mg tds, oxprenolol 10-40 mg bd 


• (If hypotensive may need stockings/salt) 


• Sometimes may need flecainide (cardiology 
advice only) 


• Keep diary of events 


• Consider Kardia recorder for self-monitoring 


• Rarely electrophysiology intervention 







Breathlessness 


• Sometimes from T1 


• Often associated with growing uterus 


• Usually benign 


• Rarely due to PE, check PH/FH of DVT/PE 


• Always get good history of previous SOB in 
pregnancy, cardiovascular and respiratory 
disease including asthma and smoking history 


• Check FH and medication 







Breathlessness 


• Examination – P, JVP, oedema, BP, HS, chest – 
crepitations and wheezes, leg DVT 


• Check fbc and iron, B12, folate, U&E, TFTs, 
LFTs, BNP 


• Peak flow, ECG, Echo, ?? CXR 


NOTE PE rarely has gradual onset, usually has  
tachycardia and low PO2, consider Echo for RV 
dysfunction 


 







Headache 


• Migraine 


• Benign headache 


• Sleep deprivation 


• Iron deficiency 


 


• May respond to simple analgesia, aspirin 75 
mg nocte, amitriptyline 10 mg nocte 
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