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Abstracts

Neural Tube DefecTs (NTDs) iN 21sT ceNTury 
irelaND: a TerTiary referral ceNTre’s experieNce
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The incidence of NTDs in Ireland has declined over the past two 
decades from 4.8/1000 births in 1980 to 0.8–1.5/1000 births in 20011 
Preconceptual folic acid is accepted to reduce the incidence of NTDs 
however, 50% of pregnancies are unplanned.2 We reviewed the cases 
over the past three years, their gestation at diagnosis and outcome 
in conjunction with EUROCAT reporting.

All cases of NTDS were identified from the Fetal Assessment 
Unit records between 2009 –2011. Maternal notes were reviewed to 
assess demographics and pregnancy outcome.

In total 45 cases of NTD were detected. The overall incidence in 
our population 1.44/1000 births. Table 1 illustrates the subcatego-
ries of NTD diagnosed with the continuation rates. 53.3% (n = 24) 
delivered in the Rotunda, a further 42.2% (n = 19) didn’t re attend 
for antenatal care and 4.4% (n = 2) returned to other units. Those 
women who didn’t attend for subsequent care were statistically 
more likely to have diagnosis earlier in the second trimester (16 +3) 
than those who delivered in the Rotunda (23 +1) p value <0.0001.

There was a significant difference in the average gestation of 
diagnosis between the group of women who chose to not continue 
their pregnancies compared to those who do continue. This sug-
gests that early diagnosis affords more options to women of infants 
with NTD and suggests that second trimester scanning may be 
warranted, particularly in high-risk groups.3 The high incidence of 
NTD and the poor obstetric outcome again raises the argument for 
food fortification in Ireland.

abstract pM.97 Table 1 Neural Tube Defects

Neural Tube Defects N (%) % that continued pregnancy

Anencephaly 21 (47) 38.1

Enencephaly 2 (4) 0

Exencephaly 4 (9) 50

Encephalocoele 0 (0) 0

Myelomeningocoele 18 (40) 88.9
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Objectives To establish the effect of pregnancy on deterioration of 
renal function in women with Chronic Kidney Disease (CKD) 
stages 3–5 attending the renal antenatal clinic.
Methods All women with excretory renal dysfunction (creatinine 
>110 µmol/L or eGFR < 60 ml/min) prior to pregnancy were identi-
fied from the Obstetric-Renal database. Outcomes assessed 
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cytotoxic immunosuppression (cyclophosphamide and mesna). 
Five years later and at approximately 12 weeks pregnant she is 
confirmed as having squamous cell carcinoma of the right lateral 
border of the tongue with early local invasion. Not wishing to 
consider termination of her pregnancy, she underwent surgical 
resection; which included tracheostomy, right functional/selective 
neck dissection, manibulotomy, partial glossectomy and oral 
reconstruction using left radial forearm flap with microvascular 
reconstruction. Good oral function (speech and swallowing) was 
restored within two weeks. Potential complications include 
thrombosis of the microvascular reconstruction secondary to the 
hypercoagulable state associated with SLE and pregnancy and the 
complications of surgery itself on the pregnancy, namely miscar-
riage. The pregnancy proceeded relatively uneventfully to 37 
weeks gestation when proteinuric hypertension necessitated 
induction of labour. The patient remains well, however, some of 
the scars have healed with hypertrophic/keloid scar formation. 
There is currently no evidence of recurrence but surveillance is 
essential and continues.

early ONseT severe pre-eclaMpsia aND hellp 
syNDrOMe aT 21 weeKs gesTaTiON
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HELLP syndrome; haemolysis, elevated liver enzymes and low 
platelets may be regarded as a variant or complication of severe pre-
eclampsia occurring in 0.5–0.9% of all pregnancies and in 10–20% of 
cases of severe pre-eclampsia1. It is associated with increased mater-
nal morbidity and mortality.2 Onset earlier than 28 weeks is rare and 
there is little published data on maternal and perinatal outcome.1 3 

We present a case of severe pre-eclampsia complicated by HELLP 
syndrome at only 21 weeks gestation.

A 38 year old primiparous patient presented at 21 weeks gesta-
tion with headache, visual disturbance and generalised oedema. She 
was severely hypertensive with significant proteinuria. Following 
admission she developed haematological and biochemical features 
of HELLP syndrome with a normal glucose level.

Due to her worsening clinical and haematological condition she 
was commenced on magnesium sulphate infusion, methyldopa and 
her pregnancy was terminated with misoprostol therapy. Following 
2 cycles of treatment she progressed to a normal vaginal delivery of 
an 18 week size stillborn male.

After delivery there was marked improvement in blood pressure 
and haematological markers. Postnatally labetolol controlled blood 
pressure well. Investigations for underlying pathology included; 
anti-phospholipid screen, homocysteine, anticardiolipin antibodies, 
lupus anticoagulant and renal artery and Doppler ultrasound. These 
were normal. The patient was discharged to primary care on post-
natal day 6 and has expressed a keen desire for subsequent preg-
nancy. As this patients recurrence risk is high4 she required 
counselling for future pregnancy.
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