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The IWK Health Centre has recently introduced
new ea r ly  b iochemica l  sc reen ing  fo r  the
assessment of risk for specific genetic abnormalities
i n c l u d i n g  D o w n  s y n d r o m e .   A p e r i o d  o f
su rve i l l ance  was  unde r t aken  fo r  qua l i t y
assurance purposes  and we are  now ready
t o  e m b a r k  o n  a  n e w  p r e n a t a l  s c r e e n i n g
protocol that utilizes Early Maternal Serum
biochemistry, nuchal translucency and  the
standard Maternal Serum  blood test. Women
who are 35 at  their due date and a select
group  o f  h igh  r i sk  women  (Tab le  1 )  a r e
eligible for this  Combined  First and Second
Trimester  Risk  Assessment  protocol .

Women meeting the el igibil i ty cri teria are
currently seen in the Fetal Assessment and
Treatment  Centre  for  an  Ear ly  Pregnancy
Review (EPR) between 11 and 13 6/7 weeks.
During that visit a current and past pregnancy/
medical history will  be reviewed.  An  EPR
ultrasound will be performed at which time
a nuchal  t rans lucency (NT) measurement
will be taken.  If the woman’s NT measurement

i s  l e s s  t h a n  3  m m  a n d  t h e  u l t r a s o u n d  i s
otherwise normal, the woman will be advised
that the ultrasound is reassuring.  The woman
will  not be given specific risk information
a t  th i s  t ime .  I f  an  Ear ly  Mate rna l  Serum
blood test (EMST) has not been previously
drawn the woman will be offered
an EMST and given the appropriate
requisition (blue in colour).
This blood test can be drawn
between 10 and 13 6/7 weeks
gesta t ion.   She wi l l  a lso  be
given  a  S tandard  Materna l
Serum  b lood  t es t  (SMST)  requ i s i t ion  to
have  he r  b lood  t aken  a t  a  l a t e r  t ime  (15-
20  weeks ;  op t imal  16-18  weeks) .  A f ina l
report will be issued following the 16 week
MST.  Women wi l l  be  advised tha t  i f  the i r
First Trimester Risk Assessment (NT + EMST)
 result is:

1.  Screen Negative; risk for Down syndrome
is  l e ss  than  1% or   <  1 :100  they  WILL
NOT be  no t i f i ed  and  a  repor t  wi l l  no t  be
issued.  This result is considered preliminary
or  incomplete .  P lease  note  the  re fer r ing
physician will receive a Meditech generated
report stating that an EMST has been performed
This is  a notif ication of test ing only.   This
report will not contain any results.

If  your  pat ient  dec l ines  the  subsequent
Standard Maternal  Serum blood tes t ,  p lease
contact the Coordinator for Prenatal Screening
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Combined  Firs t  and  Second  Tr imes ter  Risk

Assessment  for  Spec i f i c  Gene t ic  Abnormal i t i e s
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and Diagnosis  a t  902-470-8321 so  an  Early
First  Trimester Risk Assessment can be issued.

2.   Screen Posit ive ;  r i sk  for  Down syndrome
i s  g r e a t e r  t h a n  1 %  o r  >  1 : 1 0 0  t h e y  w i l l
b e  c a l l e d  b y  t h e  C o o r d i n a t o r  f o r  P r e n a t a l
Screening and Diagnosis. They will be counselled
about  their  Firs t  Tr imester  Risk Assessment .
They wil l  have the  opt ion of  chorionic  vi l lus
sampling (CVS) at 12 - 13 weeks , amniocentesis
at 16+ weeks or continuing with the screening
p r o c e s s  b y  h a v i n g  t h e  S t a n d a r d  M a t e r n a l
S e r u m  b l o o d  t e s t  a t  1 6  w e e k s .   T h e  F i r s t
Tr i m e s t e r   R i s k  A s s e s s m e n t  r e p o r t   a s  w e l l
a s  t h e  w o m a n ’s  d e c i s i o n  w i l l  b e  f a x e d  t o
the referring physician.  This result is considered
preliminary or incomplete for those individuals
w h o  a r e  c o n t i n u i n g  o n  t o  h a v e  a  S t a n d a r d
M a t e r n a l  S e r u m  b l o o d  t e s t  a s  t h e  n e x t  s t e p
i n  t h e  s c r e e n i n g  p r o c e s s .

F o l l o w i n g  t h e  s t a n d a r d  M S T,  a  co m b i n e d
First and Second Trimester Risk Assessment
report  wil l  be issued.   Women wil l  be advised
t h a t  i f  t h e i r  r e s u l t  i s :

1.  Screen Negative ;  r isk for  Down syndrome
i s  l e s s  t h a n  a  3 5  y e a r  o l d  o r  <  1 : 3 0 4 ,   t h e
results will be faxed to the referring physician.
R e p o r t i n g  t h e s e  r e s u l t s  t o  t h e  w o m e n  w i l l
be the responsibility of the referring physician.

2 .   Screen Posit ive ;  r i sk  for  Down syndrome
i s  g r e a t e r  t h a n  a  3 5  y e a r  o l d  o r  1 : 3 0 4 ,
t h e  r e s u l t  w i l l  b e  t e l e p h o n e d  t o  t h e  w o m a n
b y  t h e  C o o r d i n a t o r  f o r  P r e n a t a l  S c r e e n i n g
and Diagnosis.  The women will be counselled
a b o u t  t h e i r  r e s u l t s  a n d  w i l l  b e  o f f e r e d  a
d e t a i l e d  u l t r a s o u n d  + / -  a m n i o c e n t e s i s  i n
the  Fe ta l  Assessment  and  Trea tment  Cent re .
T h e  C o m b i n e d  F i r s t  a n d  S e c o n d  Tr i m e s t e r
S c r e e n i n g  r e p o r t  a l o n g  w i t h  t h e  w o m e n ’s
decision will be faxed to the referring physician.

   Booking  o f  18-21  Week  Ul trasounds:

Following the EPR ultrasound the MFM physician,
in discussion with the woman will:

                  

1 .   Book  the  18-20  week  u l t r asound  in  the
Fe ta l  Assessment  and  Trea tment  Cent re  i f
i t  is  felt  necessary to be re-seen in this unit .

2 .   Adv i se  the  pa t i en t  p r io r  t o  l eav ing  the
Fetal Assessment and Treatment Centre that
the subsequent ultrasound can be undertaken
in the IWK Diagnostic  Imaging Ultrasound
Department or at a local hospital.   Direction
wi l l  be  g iven  to  the  re fe r r ing  phys ic ian  in
the consult  let ter  and,  in this  circumstance,
the referr ing physician wil l  be responsible
for booking the fol low-up ultrasound.

This screening protocol continues to assess
for other abnormalit ies:

open fetal defects; (ONTD), gastrochesis,
Smith Lemli  Opitz Syndrome (SLOS)
Trisomy 18
placental abnormalit ies

CMEs  a r e  p l anned  -  More  i n fo rma t ion  t o
follow.  Any questions please contact Claire
B l i g h t  a t  9 0 2 - 4 7 0 - 8 3 2 1  o r  D r.  M i k e  Va n
den  Hof  a t  902-470-6605 .
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PRENATAL RISK ASSESSMENT

EARLY PREGNANCY REVIEW
Nuchal  Translucency (NT)

( 11 -13  6 /7  weeks )
                +

        Early Maternal  Serum Test  (EMST)
(10-13  weeks )

FIRST TRIMESTER RISK ASSESSMENT
(NT and EMST)

R i s k  <  1 %                                  R i s k  ≥≥ ≥≥ ≥  1 %
   No  resu l t  g iven                                  Resul t  ca l l ed  to  pt .  by  Coordinator  for  Prenata l

                                       S c r e e n i n g  &  D i a g n o s i s  ( P N S D )

Standard Maternal Serum Test (SMST)                     S M S T     o r     C V S  ( 1 2  –  1 3  w e e k s )
(15-20  wks;  Opt imal  16-18  wks)

COMBINED 1ST AND 2ND TRIMESTER RISK ASSESSMENT            O R

        Screen  negat ive       Screen  pos i t ive     Amnio  (16–  20  weeks )
       R i s k  < 1 : 3 0 4      r i s k  ≥≥ ≥≥ ≥ 1 : 3 0 4
        (<  35  y.o . )                     ( >  3 5  y. o . )

     Resul t  faxed to                 R e s u l t  c a l l e d  t o
     Referr ing  phys ic ian       pt .  by Coordinator for PNSD
 who will  advise patient      &faxed to  referr ing   phys ic ian

U l t r a s o u n d  a t  1 8 - 2 1  w k s  FAT C      U l t r a s o u n d  ±± ±± ±  a m n i o         U l t r a s o u n d  a t  1 8 - 2 1  w e e k s   FAT C
      o r  U l t r a s o u n d  D e p t .                           FAT C                                   o r  U l t r a s o u n d  D e p t .
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Table  1

Marit ime Prenatal  Screening and
D i a g n o s i s

Increased  Risk  Cr i ter ia

Maternal  Age > 35 @ EDD

Multiple gestation

Known parental  r isk factor  for  fe tal  or
chromosomal abnormality

Increased r isk for  fetal  abnormali ty through
a know family or  prenatal  r isk factors
(ie.  Duchennes Muscular  Dystrophy)

Prior  pregnancy affected with chromosomal,
anatomic or syndromic abnormality

Teratogenic r isk by infect ion or  class  D drug

Maternal  disease l inked to fetal  abnormali ty
( ie .  IDDM, epi lepsy)

IVF pregnancy

social supports for breastfeeding mothers
and increase breastfeeding duration rates.
Measures of success were breastfeeding
ra t e s  a t  t h r ee  mon ths  pos tpa r t um and
maternal and peer supporter perceptions
of breastfeeding telephone peer support.
Peer volunteer retention, peer perceptions
of  quar te r ly  volunteer  suppor t  forums,
and peer  percept ions of  a  compensat ion
model  were also examined.

At three months postpartum 71.4%
of mothers were feeding breast-milk exclu-
sively, 28.6% were feeding a combination
o f  b r ea s t  m i lk  and  o the r  m i lk ,  and  no
mothers reported feeding other kinds of
mi lk .  A l l  mo the r s  pe rce ived  tha t  t he i r
peer listened, cared about how breastfeeding
was  go ing ,  showed  conce rn ,  p rov ided
useful information, and they had a sense
of trust  with their  peer.  All  mothers said
if they had to do it over they would choose
t o  h a v e  a  p e e r  a g a i n ,  a n d  t h e y  f e l t  a l l
new breastfeeding mothers should be offered
a peer  volunteer.

Most  (85 .7%) volunteers  fe l t  the
t ra in ing prepared them for  the i r  ro le  as
a peer volunteer. Over 90% of volunteers
fel t  that  the forums helped them in their
r o l e  a s  p e e r  v o l u n t e e r s .  S i x  o f  f i f t e e n
volunteers (40%) felt honorariums helped
them attend training and forums because
the money assisted with the cost of childcare,
gas and parking.

The pi lot  project  f indings related
to breastfeeding duration, peer compensation,
volunteer training, and retention will provide
community health leaders in Nova Scotia
with increased understanding about how
to enhance and improve community based
supports  for  breastfeeding mothers  and
peer volunteers in rural  communities.

F o r  m o r e  i n f o r m a t i o n  p l e a s e  c o n t a c t
Shel ley Wilson
swi l son@swndha .nshea l th .ca

Yarmouth County
Friendly  Feeding  Line

Shel ley  Wi l son ,
Nutr i t ionis t ,  Publ ic  Heal th  Services ,

Yarmouth, NS

A community-based Baby Friendly Initiative Committee
in rural South Western Nova Scotia used a participatory
approach to  develop and implement  a  te lephone
peer support program (Yarmouth County Friendly
Feeding Line) for breastfeeding mothers. The aim
o f  t h e  2 0 0 3 - 2 0 0 4  p i l o t  p r o j e c t  w a s  t o  e n h a n c e

Summer /Autumn 2005RCP  News l e t t er



NEW NEONATAL HYPOGLYCEMIA
GUIDELINES FROM CPS

There has been much interest and discussion
r e g a r d i n g  t h e  n e w  n e o n a t a l  h y p o g l y c e m i a
g u i d e l i n e s  r e l e a s e d  i n  D e c e m b e r  2 0 0 4  f r o m
the Canadian Pediatric Society.  The recommen-
d a t i o n s  a r e :

• R o u t i n e  s c r e e n i n g  o f  a p p r o p r i a t e -
f o r- g e s t a t i o n a l - a g e  i n f a n t s  a t  t e r m
is NOT recommended.  It is recommended
t h a t  I D M s  ( g e s t a t i o n a l  o r  o t h e r w i s e ) ,
p r e t e r m  i n f a n t s  ( l e s s  t h a n  3 7  w e e k s )
a n d  S G A  i n f a n t s  ( w e i g h i n g  l e s s  t h a n
the 10th percentile) be routinely screened
for neonatal hypoglycemia. Until  further
data are available, LGA infants (weighing
higher  than  the  90 th  percen t i l e )  should
b e  c o n s i d e r e d  a t  r i s k .

• Blood glucose screening of asymptomatic,
a t - r i s k  i n f a n t s  m a y  b e  p e r f o r m e d  a t
2 h  o f  a g e  a n d  e v e r y  3 h  t o  6 h  a f t e r
t h i s ,  i n  k e e p i n g  w i t h  b r e a s t f e e d i n g
prac t ices .  Tes t ing  may be  d i scont inued
a f t e r  1 2 h  i n  L G A  i n f a n t s  a n d  I D M s
i f  b l o o d  g l u c o s e  l e v e l s  r e m a i n  a t  2 . 6
m m o l / L  o r  h i g h e r ,  a n d  a f t e r  3 6 h  i n
S G A  a n d  p r e t e r m  i n f a n t s  i f  f e e d i n g
has  been  es tab l i shed  and  b lood g lucose
l eve l s  r ema in  a t  2 .6  mmol /L o r  h ighe r.
Symptomatic and unwell babies require
i m m e d i a t e  g l u c o s e  t e s t i n g .

(902)  470-6798 ht tp: / / rcp .nshea l th .ca                              5

• It  is recommended that,  where possible,
methods should be instituted to measure
blood glucose that are quality-controlled,
a c c u r a t e  a n d  r e l i a b l e  i n  t h e  r a n g e
o f  1  m m o l / L  t o  3  m m o l / L .

• A t - r i s k  i n f a n t s  w i t h  g l u c o s e  l e v e l s
less  than 1.8 mmol/L on one occasion
( a s s u m i n g  o n e  e f f e c t i v e  f e e d ) ,  o r
r e p e a t e d l y  l e s s  t h a n  2 . 6  m m o l / L ,
r e q u i r e  i n t e r v e n t i o n .  S y m p t o m a t i c
infants  should  be  t rea ted  immedia te ly
f o r  b l o o d  g l u c o s e  l e v e l s  l e s s  t h a n
2.6 mmol/L; there should be concurrent
inves t i ga t i on  and  managemen t  o f  t he
u n d e r l y i n g  c a u s e .

• Ente ra l  supp lementa t ion  may  be  used
i n  a s y m p t o m a t i c  i n f a n t s  w i t h  b l o o d
g l u c o s e  l e v e l s  o f  1 . 8  m m o l / L  t o  2 . 5
m m o l / L  t o  a u g m e n t  c a l o r i c  i n t a k e ,
rechecking levels  in  60 min to  ident i fy
p e r s i s t e n t  h y p o g l y c e m i a .

• I t  i s  r ecommended  tha t  symptomat i c ,
hypoglycemic infants (and asymptomatic
i n f a n t s  w h o  h a v e  f a i l e d  t o  r e s p o n d
to  entera l  supplementat ion)  be  t rea ted
w i t h  i n t r a v e n o u s  d e x t r o s e  s o l u t i o n .
Cons ide r  i nves t i ga t i on ,  consu l t a t i on
a n d  p h a r m a c o l o g i c a l  i n t e r v e n t i o n  i f
t a r g e t  b l o o d  g l u c o s e  l e v e l s  a r e  n o t
a c h i e v e d  b y  i n t r a v e n o u s  d e x t r o s e .

F o r  m o r e  i n f o r m a t i o n  p l e a s e  s e e  t h e
C a n a d i a n  P e d i a t r i c  S o c i e t y  w e b s i t e
a t  w w w. c p s . c a .
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 Coding  Connec t ion
Irene Gagnon

Health Information Co-ordinator

We  a t  R C P h o p e  e v e r y o n e  h a d  a
wonderful  summer and got  in  some
well deserved vacation, rest and relaxation
time.

Babies born en route to a hospital,
at home or in a facility without Obstetrical
s e r v i c e s .

Recen t ly,  i t  was  b rough t  to  l i gh t  t he re  was
some quest ion as  to how RCP captures cases
w h e r e  a  b a b y  i s  b o r n  o u t s i d e  o f  a  h o s p i t a l
with active obstetrical services then admitted
to a facil i ty where there is  active Obstetrical
Services. These babies might be born en route
to  a  hospi ta l ,  a t  home planned or  unplanned
or in a facil i ty where there are no obstetr ical
services.

T h e r e  h a d  b e e n  a  d i r e c t i v e  i n  e a r l y  2 0 0 4
t o  c a p t u r e  t h e s e  c a s e s  a s  a  p o s t p a r t u m
a d m i s s i o n  f o r  t h e  m o t h e r  a n d  a  n e o n a t a l
admiss ion  fo r  the  baby.  We a re  now ask ing
all  coders to capture these cases as a delivery
a d m i s s i o n  f o r  R C P.  I  d o  r e a l i z e  i n  C I H I
they are serviced to postpartum and neonatal
b u t  f o r  o u r  p u r p o s e s  w e  w o u l d  l i k e  t h e m
c a p t u r e d  a s  d e l i v e r y  a d m i s s i o n s .

When a baby is born at a hospital not offering
obs te t r ica l  serv ices  and i s  t ransfer red  wi th
Mom to a hospital offering obstetrical services,
the  receiving hospi ta l  should enter  the  case
as a delivery and enter the appropriate facility
number  of  where  the  de l ivery  ac tual ly  took
p l a c e  i n  t h e  d e l i v e r y  h o s p i t a l  f i e l d .   Fo r
example ,  a  mom de l ive r ing  en  rou te  would
have a  del ivery hospi tal  as  -1 unplanned out
o f  a  hosp i t a l .  For  example , i f  she  de l ive red
at Eastern Memorial in Canso without an OBS

service and went to St. Martha's in Antigonish,
t h e  c a s e  s h o u l d  b e  e n t e r e d  a t  S t .  M a r t h a ' s
as  a  del ivered case and the del ivery hospi tal
would  be  en tered  as  #22 .

Once a hospital number that signifies a facility
that  does  not  provide obste t r ical  services  is
entered in the delivery hospital field, the normal
ed i t s  o f  b i r t h  t ime   be fo r e  admis s ion  t ime
e tc .   wi l l  no  longer t r igger .  The  da te s  and
t i m e s  c a n  b e  e n t e r e d  a s  t h e y  a c t u a l l y  t o o k
p l a c e .  Yo u  w i l l  n o t  g e t  t h e  e r r o r  m e s s a g e s
you would normally get if coding in your own
facility because the delivery hospital will note
the  del ivery  took place  in  a  fac i l i ty  wi thout
obstetrical services and will not fire the applicable
triggers.

We  w a n t  t o  s e n d  a  B I G  T H A N K  Y O U  o u t  t o
a l l  o f  y o u  w h o  h a v e  h e l p e d  u s  c o m p l e t e
our l inkage with the 3M data.  We appreciate
y o u r  w o r k i n g  t h ro u g h  t h e  b a c k l o g  w e  h a d
accumulated   dur ing  the  process  to  achieve
t h i s  l i n k a g e .  T h a n k s  s o  m u c h  f o r  t a k i n g
t h e  t i m e  t o  d o  t h i s  f o r  u s .

I f  a n y o n e  h a s  a n y  f u r t h e r  q u e s t i o n s  o r
c o n c e r n s  a b o u t  t h i s  m a t t e r ,  p l e a s e  e m a i l
m e  a t :  i r e n e . g a g n o n @ i w k . n s h e a l t h . c a

The  AWHONN
( A s s o c i a t i o n
Women' s  Hea l th
O b s t e t r i c a l
N e o n a t a l

Nurses)  Canada  nat ional  conference wil l
be held November 16th -19th, 2005 in Montreal,
Q C .   F o r  a d d i t i o n a l  i n f o r m a t i o n  p l e a s e  s e e
the website at :  http://www.awhonn.org/awhonn

Confe rences
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  Midwives  in  the  Ba lance :
Par tnersh ip  and  Prac t i ce  for

Normal  B ir th

HALIFAX, NOVA SCOTIA

NOVEMBER 9 ,  10TH AND 11TH,  2005
@ the  LORD NELSON Hote l  & Su i te s

1515  South  Park Stree t
Hal i fax ,  Nova  Scot ia  B3J  2L2

902-423-6331  /  1 -800-565-2020
Please  see  webs i t e  for  fur ther  de ta i l s :

ht tp: / / ca .geoc i t ies .com/
canadianmidwives@rogers .com/

home.htm l

H a v i n g  t r o u b l e  r e a c h i n g  R C P ?

The next Advanced Life Support
in  Obs te t r i cs  c o u r s e  w i l l  b e
he ld  October,  29th  & 30th ,  2005
at the IWK Heal th Centre,  Hal i fax,
NS. Please check theRCP website

  f o r  m o r e  i n f o r m a t i o n .
 h t t p : / / r c p . n s h e a l t h . c a

  T h e  l a s t  A L S O  c o u r s e  w a s  h e l d  i n  A p r i l  a t
  t h e  I W K  H e a l t h  C e n t r e  w i t h  g r e a t  s u c c e s s
  ( s e e  p h o t o s  b e l o w ) .

  ALSO
  part ic ipants
  from across
  the  country,
  Apri l  2005

ALSO Faculty April 2005. From left to
right:  Back row:  Dr. Peter MacKean,
Dr. Dianne Edmonds, Dr. Paul Murphy,
Dr. Susan Lappin.  Front row:
Dr. Lisa Graves (Course Director),
Annette Ryan, RN.  Absent:  Dr. David Young.

Kudos  to  Dr.  Heather Scott ,  RCP Obstetr ical
Co-Director (2 nd from lef t )  and Dr.  Krista
Jangaard,  RCP Neonatal  Co-Director  (2 nd

from right)  who jo ined col leagues  from the
IWK Health  Centre  to  raise  money for  breast
cancer  by having their  heads  shaved.The
event  raised over  $16,000!

BALD IS  BEAUTIFUL

Please check your  te lephone d i rec tor ies
to ensure you have the correct  contact information
for RCP.  If you continue to use the 420 extension,
you are  no longer  be ing t ransfer red to  our
new (902)  470-6798 number.
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Submi t t ed  by :
Dr. Krista Jangaard, Neonatologist and Neonatal
Co-di rec tor  RCP;  Joyce  Ledwidge ,  Neonata l
Diet i t ian,  IWK Heal th  Centre ;  Kathy Inkpen,
C o r e  P r o g r a m  C o o r d i n a t o r ,  P u b l i c  H e a l t h ,
NS Depar tment  of  Heal th /Heal th  Promot ion;
Dr. Joanne Langley, Pediatric Infectious Diseases/
I n f e c t i o n  P r e v e n t i o n  a n d  C o n t r o l  S e r v i c e s ,
IWK Health Centre; Dr. Richard Gould, Medical
Off icer  of  Heal th  Dis t r ic t s  1-3 ;  Sue  Danie ls ,
Nurse Manager Obstetrics & Pediatrics, Valley
Regional Hospital;  Martha Nutbrown, Clinical
R e s o u r c e  N u r s e ,  Va l l e y  R e g i o n a l  H o s p i t a l ;
B e c k y  A t t e n b o r o u g h ,  C o - o r d i n a t o r  R C P

Introduction
Health care providers became aware of feeding-
associated infect ions caused by Enterobacter
s a k a z a k i i  ( E S )  i n  2 0 0 2 .  B e t w e e n  2 0 0 2  a n d
2004,  Heal th  Canada’s  Food Program,  the  US
Food & Drug Administration - Center for Food
S a f e t y  &  N u t r i t i o n ,  t h e  F o o d  &  A g r i c u l t u r e
O r g a n i z a t i o n  o f  t h e  U n i t e d  N a t i o n s  a n d  t h e
World Health Organization all released advisories
warn ing  of  se r ious  in fec t ions  among  in fan t s
caused by this organism. These infections have
been associated with the presence of E. sakazakii
in various brands of powdered infant formulas.
The warnings and advisories have led to a significant
amount of alarm and confusion about the r isks
posed to infants by the use of powdered formulas
and about  the  advice  tha t  should  be  provided
to  pa ren t s .  On  June  2 7 ,  2 0 0 5  t h e  a u t h o r s  o f
this article met to review the information available
and synthesize the key points  for  Nova Scot ia
ca r e  p rov ide r s .

W h a t  i s  E n t e r o b a c t e r  s a k a z a k i i  ( E S )
a n d  w h y  i s  i t  i n  f o r m u l a ?

ES is a bacterium found in the environment.
It is considered an “opportunistic pathogen”,
t h a t  i s ,  a  b u g  t h a t  i n f e c t s  h u m a n s  w h e n
t h e i r  d e f e n s e s  a r e  d o w n ,  a s  i s  t h e  c a s e
wi th  cancer  pa t i en t s  o r  those  in  in tens ive
c a r e  u n i t s .  A f t e r  E S  i n f e c t i o n s  o c c u r r e d
i n  n e w b o r n s ,  a n  i n v e s t i g a t i o n  t r a c e d  t h e
s o u r c e  t o  f o r m u l a .  T h e  m a n u f a c t u r e r s
w i t h d r e w  t h e  i m p l i c a t e d  p r o d u c t  f r o m
t h e  m a r k e t .  H o w e v e r ,  i t  i s  i m p o r t a n t
t o  u n d e r s t a n d  t h a t  s o m e  b a c t e r i a  m a y
be  presen t  a t  low leve ls  in  var ious  brands
o f  p o w d e r e d  i n f a n t  f o r m u l a s .  A l t h o u g h
p o w d e r e d  f o r m u l a s  a r e  m a d e  w i t h  g r e a t
ca re ,  t he se  p roduc t s  a r e  no t  s t e r i l e .  Ve ry
low levels  of  environmental  bacter ia  may,
o n  o c c a s i o n ,  b e  p r e s e n t  i n  p o w d e r e d
formula. In certain situations their presence
could pose a risk for infection. The presence
o f  ES  in  fo rmu la  ha s  no t  been  a s soc i a t ed
w i t h  a n y  o n e  p a r t i c u l a r  b r a n d .

A r e  a l l  i n f a n t s  a t  r i s k  f o r  i n f e c t i o n
w i t h  E .  s a k a z a k i i ?

ES seems to  be  an  oppor tunis t ic  pa thogen
tha t  poses  a  r i sk  p r imar i ly  to  in fan t s  who
a r e  < 3 7  w e e k s  g e s t a t i o n a l  a g e  o r  < 2 5 0 0
gm birthweight, or are immuno-compromised
b y  s e r i o u s  m e d i c a l  p r o b l e m s .  T h e  r i s k
of  ES  in fec t ion  i s  ex t remely  low fo r  t e rm
infants. Most outbreaks have been described
i n  n e o n a t a l  i n t e n s i v e  c a r e  u n i t s  w h e r e
the  infants  were  fed  wi th  powdered infant
formula and a variety of formula preparation
a n d  h a n d l i n g  p r a c t i c e s  w e r e  u s e d .
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* T h e s e  i n f a n t s  a r e  n o t  a t  i n c r e a s e d  r i s k
once  they  r each  t e rm ges t a t ion .

F o r  h e a l t h y  f u l l - t e r m  a n d  n e a r  t e r m *
infants :

• Breast milk is the best feeding choice.
• For  t hose  who  canno t  b r ea s t f eed  o r

be fed breast milk exclusively, commercial
infant formula products are available.

• Parents should receive accurate information
and education in the safe preparat ion
& and use of infant formula (i.e. attention
to cleanliness and proper mixing according
to  the  manufac turer ’s  ins t ruc t ions) .

• M o s t  m a n u f a c t u r e r s  s u g g e s t  t h a t  a
24-48  hour  supply  of  in fan t  formula
can be prepared in advance and stored
in the refrigerator. If powdered formula
is  used ,  parents  may wish  to  prepare
only  the  required  amount  of  formula
immedia te ly  before  feeding.

• T h e  r i s k  o f  E S  i s  e x t r e m e l y  l o w  f o r
t e r m  i n f a n t s .  N e v e r t h e l e s s ,  h e a l t h
care providers should be able to discuss
the issues with parents who are seeking
more information about contaminants
in powdered infant formula products.
T h i s  i n c l u d e s  c o n f i r m i n g  t h a t  r a r e
cases  of  ES infect ions have occurred
among  fu l l  t e rm  in f an t s .   Howeve r,
i t  s h o u l d  b e  r e i n f o r c e d  t h a t  t h e s e
infections are extremely rare and that
the most effective prevention is proper
formula preparation, storage and use.

* After  a  thorough review of  r i sks  and
benef i ts ,  i t  may be  reasonable  to  use
p o w d e r e d  i n f a n t  f o r m u l a  p r o d u c t s
f o r  h e a l t h y  n e a r  t e r m  i n f a n t s  ( i . e .
35 -36  weeks  ges t a t i on ) .  I nd iv idua l
f e e d i n g  d e c i s i o n s  s h o u l d  a l w a y s
inc lude  d i scuss ion  wi th  the  in fan t ’s
p a r e n t s .

 Reported infections included meningitis, sepsis,
and  nec ro t i z ing  en te r i t i s ,  a l l  o f  wh ich  have
been  assoc ia ted  wi th  h igh  ra tes  of  mor ta l i ty
or  severe  res idual  damage  among surv ivors .
Mos t ,  bu t  no t  a l l ,  o f  these  case  repor t s  were
from developing countr ies . 1,2 ,3,  4

Nova  Scot ia  ca re  p rov iders  should  be  aware
of the recommendations below. These recom-
m e n d a t i o n s  w e r e  d e v e l o p e d  t o  a s s i s t  c a r e
providers making feeding decisions for hospi-
ta l ized  infants  and for  counsel ing  parents  of
heal thy infants  about  thei r  choices  a t  home.

For preterm infants (< 37 weeks gestation*),
l o w  b i r t h w e i g h t  i n f a n t s  ( <  2 5 0 0  g r a m s ) ,
and immunocompromised infants  (usual ly
those  wi th  complex  medica l  condi t ions ) :

• Breast  mi lk  i s  the  bes t  feeding choice .
• F o r  t h o s e  w h o  c a n n o t  b r e a s t f e e d  o r

be fed breast milk exclusively, commercial
for t i f ie rs  and  infan t  formula  products
are  avai lable .

• Liqu id  p repa ra t ions ,  when  l abe led  a s
being sterile, are preferable to powdered
products,  if  available and if determined
to  be  t he  mos t  app rop r i a t e  cho i ce  fo r
the individual infant.

• Powdered additives may be most appropriate
for infants receiving adequate volumes
of breast milk but who require increased
caloric  and mineral  fort i f icat ion.

• The risks and benefits of using powdered
for t i f ie rs  or  formula  products  must  be
considered when making individual feeding
decis ions.

• Parents should receive accurate information
and  educa t ion  in  t he  sa fe  p repa ra t ion
& and use of  infant  formula and proper
mixing according to the manufacturer ’s
instruct ions)  .

      • fo rmu la  ( i . e .  a t t en t i on  t o  c l ean l i ne s s
a n d  p r o p e r  m i x i n g  a c c o r d i n g  t o  t h e
manufac turer ’s  ins t ruc t ions)  .
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S e l e c t e d  d i s c u s s i o n  p o i n t s  f o r  g u i d i n g
p a r e n t s  r e g a r d i n g  f o r m u l a  p r e p a r a t i o n :

• Careful  hand washing and clean supplies
a r e  t he  be s t  p ro t ec t i on  aga in s t  f o rmu la
contamina t ion .  Feed ing  suppl ies  do  no t
need to be sterile but should be thoroughly
c l e a n e d  w i t h  h o t ,  s o a p y  w a t e r .

• R e c o n s t i t u t e d  f o r m u l a  s h o u l d  n o t  b e
l e f t  s t a n d i n g  a t  r o o m  t e m p e r a t u r e  f o r
p r o l o n g e d  p e r i o d s .

• I f  w e l l  w a t e r  i s  t h e  d o m e s t i c  w a t e r
s o u r c e ,  i t  s h o u l d  b e  c h e c k e d  r e g u l a r l y
f o r  b a c t e r i a  ( e v e r y  6  m o n t h s )  a n d  f o r
chemica l  qua l i t y  ( eve ry  2  yea r s ) .  More
f r e q u e n t  c h e c k i n g  m a y  b e  n e e d e d  i f
t h e r e  a r e  a n y  c o n c e r n s .  A l t h o u g h  i t
is possible to test water for farm pesticides,
rout ine test ing is  probably not  necessary
a n d  w o u l d  b e  p r o h i b i t i v e l y  e x p e n s i v e .
Unless there is a specific concern, testing
f o r  h e a v y  m e t a l s  a n d  n i t r a t e s  s h o u l d
s u f f i c e .

• For general information about food safety,
v i s i t  t h e  w e b s i t e  o f  t h e  F o o d  S a f e t y
Network at  http://www.eatwelleatsafe.ca/

• In Nova Scotia nearly half of the population
use a  dug or  dr i l led wel l  for  their  pr ivate
w a t e r  s u p p l y.  I t  i s  v e r y  i m p o r t a n t  t o
e n s u r e  t h a t  w e l l s  a n d  o n - s i t e  s e w a g e
t rea tmen t  sys tems  a re  we l l  ma in ta ined .
Recommendat ions  about  wel l  and sewer
maintenance and tes t ing can be obtained
from NS Environment and Labour (NSEL)
a t :  h t t p : / / w w w. g o v. n s . c a / e n l a / w a t e r /
p r i v a t e w e l l s . a s p

h t t p : / / w w w. g o v. n s . c a / e n l a / w a t e r /
was tewater. a s p

In summary, parents should be advised that:

B r e a s t  m i l k  i s  t h e  i d e a l  f o o d  f o r  i n f a n t s
and has significant health and psychosocial
bene f i t s  f o r  bo th  mo ther  and  baby.   I f
infant formula is the only option, i t  should
be prepared according to the manufacturer’s
instructions and in keeping with the important
safety considerations noted in this article.

RCP OFFICES ARE
M O V I N G !

Please be advised that the RCP offices
are moving to the Professional Centre on

the corner of Spring Garden Road and
Robie Streets in Halifax.  We do not have
a confirmed moving date as of yet but it
will be sometime  mid-November.  Our

telephone and email contact information
will  remain the same.  We will inform you

of our final move date and our new
address as soon as possible.

1 . ht tp: / /www.hc-sc .gc.ca/
food-aliment/mh-dm/mhe-
e/
e_enterobacter_sakazakii.html

2 .  http:/ /www.who.int/
foodsafety/publications/
micro/Summary2.pdf

3 .  f tp: / / f tp.fao.org/codex/
ccfh35/fh03_13e.pdf

4 . http://
www.cfsan.fda.gov. /
%20~dms/inf-ltr3.html
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The BC Reproductive Care Program has developed
a protocol  for  fentanyl  that  provides  h igher
dosages  of  drug.

For  fur ther  informat ion  about  th is  pro tocol
please see the website at:  http://www.rcp.gov.bc.ca/
guidelines/Master[1].OB4.PainManage.May2000.pdf

A fac i l i ty  in  Vancouver  a l so  has  a   p ro tocol
of fentanyl administration.  For further  information
abou t  th i s  p ro toco l  p lease  con tac t  Anne t t e
Ryan   a t  (902)  470  -6619 .

In addit ion to the feedback regarding dosing
we also want to clarify a point  of discussion.
In the section on naloxone (pg. 23, 30) please
note  tha t  the  recommendat ion  wi th  regards
to meperidine may be misleading. The recom-
m e n d a t i o n  s t a t e s  t o  . . .

 “consider the effects of its active metabolite,
normeperidine, in an effort to anticipate possible
neonatal respiratory depressive effects beyond
the  ha l f - l i fe  o f  the  o r ig ina l  d rug .  I t  may  be
n e c e s s a r y  t o  a d m i n i s t e r  s e v e r a l  d o s e s  o f
naloxone”

Please note that ,  respiratory depression wil l
be  a  r e su l t  o f  t he  pa ren t  d rug  -  mepe r id ine
and can be reversed by using naloxone.  However,
once the CNS depressant effects of the parent
drug, meperidine, are reversed, the full excitatory
effects of the metabolite, normeperidine may
be  exp re s sed .   No rmepe r id ine  g ive s  CNS
excitatory reactions such as agitation, twitching,
myoclonus and seizures.   If  those occur then
naloxone should not be used.  It is not effective
in  revers ing the  CNS exci ta tory  ef fec ts  and
i t  m a y  i n  f a c t  c a u s e  h a r m  b y  p r e c i p i t a t i n g
seizure activity.   The CNS depressant effects
of  the  parent  drug,  meper id ine  are  reversed
and this  a l lows the ful l  exci ta tory effects  of
the  normeper idine  to  be  expressed.

ATTENTION
Addendum to  Labour
Analges ia  document

                                 

There has been much valuable feedback regarding
the RCP Labour Analgesia document released
earlier this year. Some of the discussion related
to dosages of analgesics, (particularly narcotics)
as dosages vary between hospitals. The dosages
found in Table One of the document are suggested
dosages  only .   I t  i s  bes t  fo r  p rac t i t ioners  to
choose  dosage  reg imes  tha t  a re  wi th in  safe ,
therapeutic limits and work best for their specific
patient populations.  Few sites are using fentanyl
r e g u l a r l y  a s  a  l a b o u r  a n a l g e s i c .  O n e  N o v a
Scotia hospital  using fentanyl  has found that
t he  sugges t ed  dosages  i n  t he  documen t  a r e
not efficacious for labouring women.

Infant  Feed ing  Assessment  Too l ( s )
Working Group

In October 2004 a multidisciplinary, provincial
working group came together  to  develop
an infant feeding assessment and care planning
tool(s).  This work is in response to feedback
from provincial  per inatal  care  providers
from the impact analysis of the Postpartum/
Postnatal Guidelines completed last year.
After much discussion, the group has developed
a rough draft of two infant feeding assessment
tools—one for  breastfeeding and one for
bottlefeeding.  The group is now travelling
throughout the province conducting discussion
forums wi th  a l l  per ina ta l  care  providers
to  rece ive  feedback  about  the  too l s .  We
v a l u e  y o u r  i n p u t  a n d  f e e d b a c k  s o  s t a y
tuned for  a  meeting near you!!!
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  Hot  Top ics !
FETAL  F IBRONECTIN  TESTING FOR
SUSPECTED PRETERM LABOUR IN

NOVA SCOTIA

BA Armson,  L Dodds ,  K Dooley,  A
Howlet t ,  A McPhee ,  H Scot t

Departments  of  Obstetr ics  & Gynecology,
Pediatrics, and Community Health and Epidemiology,
Dalhousie University and IWK Health Centre,
Halifax,  Nova Scotia

OBJECTIVE:
1 . To determine the diagnostic test performance
of fetal fibronectin (FFn) for suspected preterm
labour (PTL) in cl inical  practice.
2 . To  e v a l u a t e  t h e  i m p a c t  o n  m a t e r n a l
transfers, hospital admission rates and health
care  cos t s .

STUDY DESIGN:    A prospect ive ,  cohor t
design was used to evaluate rapid FFn testing
for suspected PTL in five regional hospitals
and  one  t e r t i a ry  pe r ina ta l  cen t re  in  Nova
Scot ia .   Diagnos t i c  t e s t  pe r fo rmance  and
maternal transfer/admission rates for a 12-
month s tudy period were evaluated.

RESULTS:   After  exclusions  and inval id/
repea t  t e s t s ,  354  women had  FFn  resu l t s ,
t r ans fe r  and  admiss ion  da ta  fo r  ana lys i s .
The  FFn  pos i t i ve  r a t e  was  8% (29 /354) , .
The predict ive value of  a  posi t ive test  was
24% for delivery within 7 days, 28% within
14  days ,  31%< 34  weeks  and ,  48%< 37
weeks .   Nega t ive  p red ic t ive  va lues  were
99.4% within 7days, 98.8% within 14 days,
97 .8%< 34 weeks ,  and 85.8% < 37 weeks .
Maternal transfers/admission rates for FFn
nega t ive  resu l t s  a t  r eg iona l  cen t res  were
4 %  a n d  2 1 % ;   t h e  a d m i s s i o n  r a t e  a t  t h e
ter t iary  cent re  was  12 %.

To  s u b m i t  a r t i c l e s  o r  p h o t o s  f o r  t h e  n e x t
ne w s l e t t e r  p l e a s e  c o n t a c t  A n n e t t e  R y a n  a t

(902 )  470 -6619  o r
a n n e t t e . r y a n @ i w k . n s h e a l t h . c a

by  Novembe r  30 ,  2005
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RCP Educat ion  Sess ions
 I f  y o u  h a v e  c l i n i c a l  t o p i c s  o f  i n t e r e s t  a n d  y o u
w o u l d  l i k e  m o r e  i n f o r m a t i o n  p lease  con tac t
Ronda Smi th  a t  (902)  470-7154  o r  Annet te  Ryan
a t  (902)  470-6619   to  se t  up  educa t ion  sess ions
i n  y o u r  a r e a .

C o n g r a t u l a t i o n s  t o  R e b e c c a  ( B e c k y )
A t t e n b o r o u g h ,  C o o r d i n a t o r ,  R C P  a n d
Cathie Watson,  Nurse Manager,  Obstetr ics ,

Aberdeen Hospital--recipients
of   EXCELLENCE
i n  N U R S I N G
ADMINISTRATION
a w a r d s  f r o m  t h e
College of Registered
Nurses  of NS (CRNNS)
and congratulations

                             t o  J u d y  C o r m i e r ,
A s s i s t a n t  P r o f e s s o r , S c h o o l
of  Nurs ing,  St .  FX Univers i ty,
A n t i g o n i s h , N S  o n  r e c e i v i n g
the EXCELLENCE in NURSING
EDUCATION award. For more
de ta i l s  p l ease  see  the  CRNNS
w e b s i t e  a t :    w w w . c r n n s . c a

CONCLUSION:   A nega t ive  f ib ronec t in
test  for suspected PTL accurately predicts
those  women no t  l ike ly  to  de l iver  wi th in
1 4  d a y s  a n d  <  3 4  w e e k s ,  r e s u l t i n g  i n  a
reduct ion  of  materna l  t ransfers ,  hospi ta l
admissions and associated health care costs.
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