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Which of these are previous SGAs? Centiles

* 41+2 Male 2.8kg e 3.02
e 37+0 Female 2.4kg e 13.6
* 36+5 Male 2.3kg e 14.38
* 34+4 Female 2.0kg e 22.07




Appendix I: Summary of Risk Factors for a Small-for-Gestational-Age Neonate.

Table A: Available from history at booking (usually prior to 12 weeks)

Risk category Definition of risk Definition of outcome Estimate  Point estimate and
measure measure 95% CI
Maternal Risk Factors
Age Maternal age 2 35 years®? BW < 10th centile population OR 1.4 (1.1-1.8)
Maternal age > 4o years??t BW < 1oth centile population OR 3.2 (1.9-5.4)
Parity Nulliparity?* BW < 10th centile population* OR 1.89 (1.82-1.96)
BMI BMI < 20%8 BW < 10th centile customised OR 1.2 (1.1-1.3)
BMI 25-29.9%8 BW < 10th centile customised RR 1.2 (1.1-1.3)
BMI 2 308 BW < 10th centile customised RR 15 (1.3-1.7)
Maternal substance Smoker®? BW < 10th centile customised AOR 1.4 (1.2-1.7)
Exposure Smoker 1-10 cigarettes per day?? BW < g9.gth centile population OR 1.54 (1.39-1.7)
Smoker 2 11 cigarettes per day?®t BW < 9.gth centile population OR 2.21 (2.03-2.4)
Cocaine’®t BW < 1oth centile population OR 3.23 (2.43-4.3)
IVF IVF singleton pregnancy®' BW < 10th centile OR 1.6 (1.3-2.0)
Exercise Daily vigorous exercise®?t BW < 10th centile customised AOR 3.3 (1.5-7.2)
Diet Low fruit intake pre-pregnancy®% BW < 10th centile customised AOR 1.9 (1.3-2.8)
Previous Pregnancy History
Previous SGA Previous SGA baby®t BW < 1oth centile customised OR I 3.9 (2.14-7.12) I
Previous Stillbirth Previous stillbirth®t BW < 10th centile customised OR 6.4 (0.78-52.56)
Previous pre-eclampsia Pre-eclampsia® BW < 10th centile population AOR 1.31 (1.19-1.44)
Pregnancy Interval Pregnancy interval < 6 months** SGA not defined* AOR 1.26 (1.18-1.33)
Pregnancy interval > 60 months®? SGA not defined* AOR 1.29 (1.2-1.39)

Background

* SGA related to increased perinatal morbidity

and mortality (RCOG GTG 31 2013)

* SGA accounts for approximately half of all
stillbirths (Smith TOG 2015, Gardosi et al BM)J

2013)

* England stillbirth rate 4.7/1000 with 25%
variation (Saving Babies’ Lives, NHSE 2016)
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Aims

— Current routine care detects 1/4 (Smith TOG 2015)

* Detection rate of SGA babies
* How they were detected
* Neonatal outcomes

e Compare with RCOG guidelines

RCOG Greentop Guideline
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Saving Babies’ Lives NHSE 2016

Algorithm and Risk Assessment Tool:
Screening and Surveillance of fetal growth in singleton
pregnancies

| tors

Suspected abnormal
(SFH <10 centile of
measurements which d
7 3 - slow or static
O Chronic hypertension  Direct referral for " - _
O Diabetes as practically possible and
O Renal impairment within 72 hours) for
O antiphospholipid syndrome weight (EFW), liguor volur
for fundal ] umbilical artery Doppl
O Large fibroids r
O BMI>35 l Ri
2 RCOG g
Current Pregnancy Complications Abnormal growth or —_— on man
Early Pregnoncy ~ umbilical artery pulsatii of the SGA
O PAPP-A <0.415 MoM
O Fetal echogenic bowel
Late Pregnancy
D Severe pregnancy induced hypertension
orp (=PIH and

O Unexplained antepartum haemorrhage

[ High Risk Care
Serial assessment of fetal weight

ro"' % Doppler from 26-28 weeks until
| plotted on chart

19

Method and definitions

¢ Retrospective local and regional audit using same proforma
across all Trusts

¢ All deliveries in March 2015

* SGA = birthweight less than 10t centile using INTERGROWTH-
21st standard

* Gestation = after 33 weeks gestation

* Exclusion = multiple pregnancies or fetal abnormalities
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Parameters

(]
Budit number

BHS Aumber (mother)

85 mumber (baby)

Dt Collection sheet for each SGA baby

Ney detaits
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Heonatal Outcome
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Age at delivery

Parity

Last scan before del (date) AL | EFW A1 { ACA f LA (P and)or RI)
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o Truit intake AN
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Results
No. SGA = 128, total deliveries = 2540
SGA rate =5.04% (range 3.69 — 7.23%)

— p values (0.0192 — 0.947)
SGA rate (%)

1 1L

Trust 2
(0.0192) (0.0276)

Average Trust1

(p value)

Trust 3
(0.245)

Trust4 Trust5 Trust6
(0.7671) (0.947) (1)
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Regional SGA detection rate

No SGA detected antenatally = 47/128
— Average 36.7% (range 26.7 — 44.4%)

— p values 0.2978 — 1 (no significant difference)
SGA detection rate (%)

IEEREET]

Average Trustl Trust2 Trust3 Trust4 Trust5 Trust6
(p value) (1) (1) (1) (0.413) (0.298) (0.348)

Method detected

Out of 47 cases detected antenatally

2%

W Customised growth chart

i Non-customised growth chart

i USS as high risk

i USS other

i Other

= Not recorded
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Neonatal outcomes

* Number too small for statistical analysis
— 5 minute Apgars<7 =3
— pH <7 =0
— Admission to NNU =19

e Number of stillbirths not available from
dashboard / MBBRACE

Are we following RCOG GTG for USS?

128
SGA

27
Serial scans

12/12/2018



12/12/2018

How accurate are growth scans?

56 cases that recorded centiles at last scan:
— False negatives (=10t centile at last scan) =36
— True positives (210t centile at last scan) =20
— Sensitivity =35.7%

Would need to look at all USS to work out specificity / NPV / PPV

On average an extra 3.5 scans performed for those that were
detected antenatally (range 2.75 — 4.75)

NB Hadlock vs INTERGROWTH-215t
— Awaiting INTERGROWTH-215t EFW chart

Conclusions and recommendations

Currently picking up 36.7% SGA antenatally

Using the same standard for SGA allows
comparison and accrual for regional data

— Re-audit. Attempt prospectively at all births / USS?

RCOG vs NHSE screening algorithms for
stratifying risk of SGA




Further discussions

How do we pick up SGAs that do not have risk factors?

— 71/128 had <3 minor factors or no risk factors
¢ Customised GROW chart?
¢ Possibly increase detection rate by 25% (Smith TOG 2015, 2 units 43% detection rate)

— Serial or 3™ trimester USS?
¢ Nicolaides vs Gardosi (RSM 2015)
e POP study (Sovio et al Lancet 2015) - universal 3 trimester increases detection x3
¢ Oxford study ongoing

— Quality control for USS
¢ Hadlock vs INTERGROWTH?
* False positives and unnecessary inductions?
¢ Which are the unwell SGA (MCA / CPR) / fetal growth restriction?

Even if SGA is picked up, risk of stillbirth only reduced by 50%
— Management of SGA is as important as detection

Thank you! Any questions?
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