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Background

John Langdon Down (1828-1896) described a group of people in a mental
asylum as having the typical characteristics of a round face with oblique
eyes, the flat nape, the short and bristly hair, the thin eyebrows, the small
pug nose and the thick, cleaved tongue. In 1959, it was discovered that
the condition was due to an extra chromosome 21, and modern genetic
testing nowadays can identify this extra chromosome to make a diagnosis
of Down's syndrome.

People with Down’s syndrome usually have mild to moderate mental
retardation, although in some, it can be severe. School-aged children with
Down’'s syndrome often have difficulty with language, communication
and problem-solving skills, while adults with Down’s syndrome have
a high prevalence of early Alzheimer's disease, further impairing
cognitive function. With modern medicine, the five-year survival rate is
greater than 90%, and current life expectancy exceeds 60 years. With
appropriate training and support, people with Down’s syndrome can
positively contribute to society in many ways. As explained by Frank
Stephens (who is a person with Down’s syndrome, an award-winning
actor, special Olympian, and a Down’s Syndrome advocate), people with
Down's syndrome are ‘a medical gift to society, an unusually powerful
source of happiness and the canary in the eugenics coal mine'.

In recent years, a non-invasive prenatal test (NIPT), done by extracting
cell-free foetal DNA from a sample of the mother's blood and has a
sensitivity and specificity of over 99%, is available and offered to pregnant
women. This test has the advantage of not carrying the 1% miscarriage
risk of invasive prenatal testing and has better test acceptance, leading
to an increase in the number of tests accomplished. Inevitably, the
prenatal diagnosis of Down’s syndrome has resulted in abortion of
affected pregnancies, with a reported abortion rate of over 90%. The
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exceedingly high rate of abortion has raised
questions about the value of the lives of
people with Down’s syndrome. Besides
termination of affected pregnancies, it is
argued that prenatal diagnosis may adversely
influence the social acceptance of Down's
syndrome and contribute to the substandard
healthcare they receive. This article will
discuss the measurement of values of life and
whether the prenatal testing, detection and
subsequent abortion of foetuses with Down'’s
syndrome is an indication that their lives are
less valued.

Healthcare is one of the best expressions
of how life is valued. It works around
decisions of maintaining life and preventing
death. Except for the highly controversial
euthanasia, healthcare is not about hastening
death or affecting death, because the core
service is about maintaining life. The situation
with prenatal diagnosis and termination of
pregnancy is seen as an anomaly because
the diagnosis is actively looked for, and once
detected, over 90% of these pregnancies are
terminated. The foetus is not allowed to be
broughtinto life. Does this sequence of actions
resulting in the termination of pregnancy
indicate that we inherently devalue the lives
of people with Down's syndrome? To answer
such a question, we must first establish the
criteria to measure the value of life.

The value of life can either be measured by
our willingness to save the life and bear the
cost of doing it, or by making a judgement
of the life to save in the instant that a choice
has to be made. There are several criteria
that can be used to make decisions that a
life is or is not worth saving. Among them
are the moral significance of age where the
younger is more valued over the older, having
worthwhile lives over those deemed to have
lives not worth living, the moral advantage
of dependents and friends over those
without dependents, the moral advantage of
usefulness where his continued existence is
critical so others might live too and finally, the
moral worth of a person over someone who

is immoral. However, there is no agreement
that these criteria are adequate in measuring
the value of life. Eventually, so long as people
themselves value their lives and want to
continue living, then their lives are just as
valuable as others.

‘l am a man with Down syndrome and my life
is worth living’ - Frank Stephens’s testimony
at the United State Congress.

It is an undisputed fact that as high as 96%
of pregnancies diagnosed with Down'’s
Syndrome are terminated. Is the high rate
of abortion an indication that the lives
of people with Down's syndrome are not
valued? We looked at reasons why women
had terminated Down's syndrome-affected
pregnancies for an answer.

The main reason was cited as unwillingness
to knowingly bring a handicapped child into
this world due to concerns that the child
would need lifelong special needs support
and may even be institutionalised. There
were also concerns over the effects on other
siblings and family dynamics when a disabled
person becomes part of the family, and many
adjustments must be made to the accustomed
lifestyle. Others worried about the effects of
having such a child on a couple’s relationship
and concerns of the increased burden of
caring for a special child, especially as the
sole caretaker. About 90% of women who
terminated their pregnancies following a
diagnosis of Down’s syndrome expressed
concerns over the perceived poor quality of
life for the child and that they would never
be able to function independently, which is
burdensome to the child itself. There were
also concerns that the child might experience
difficulty because the ‘respect for disabled
children in our society is too low’.

Valuing the lives of children with Down’s
syndrome can also be demonstrated by
couples who underwent routine testing and
did not terminate their pregnancies despite
the diagnosis of Down’s syndrome. Instead,



they prepared for the birth, which included
medical preparation, to ensure the best
outcome at birth. Socioeconomic adjustments
and psychological preparation for the
birth and for caring for a child with Down’s
syndrome were also made. They explained
that they perceive better personal reward and
enrichment in parenting a child with Down'’s
syndrome. Such couples are likely to be more
familiar and have positive experiences with
individuals with Down’s syndrome, such as
having a sibling or other close relatives with
the condition.

From the reasons given, it is obvious
that concerns over the child was a major
consideration in the decision-making process,
evenwith orespeciallywhenthe decisionwasto
terminate the pregnancy. Such considerations
did not at all indicate that the life of the child
was not valued. Such considerations are more
akin to preventing harm to the child from
being born in a disabled and ‘harmed’ state.

There are two ways genetic testing is said to
prevent harm to a third party, the third party
in this case refers to the prospective child. One
is when the genetic abnormality is so severe
that the person is expected to live a life full
of suffering. This type of life is considered
harmful to the person and it is perceived that
the person is better off not being brought to
life. Routine testing which results in detection
of the genetic condition and a termination of
pregnancy is seen as preventing suffering and
harm to the person. It is noted that a foetus
with Down’s syndrome does not fit into this
category and would not have benefited from
harm prevention the way it is described above.
The second way of harm prevention is more
complex. It is where it is considered harmful
for a person to be born in a state of disability,
however slight, if a person has a rational
preference to be born without. Harris explains
this concept of harm as follows:

‘To be harmed is to be put in a condition that
is harmful [...] one in which the individual is
disabled or suffering in some way or in which
his interests or rights are frustrated. The
disability or suffering may be slight, just as
harms may be trivial'.

A person with Down'’s syndrome would fit
into this category of harm prevention and
termination of pregnancy can be argued as a
means of preventing harm to the prospective
child, and not because their lives are less
valued.

Prenatal genetic testing is not about detecting
and terminating pregnancies affected with
Down'’s syndrome because their lives are less
valued. It is about empowering women to
make reproductive decisions and taking steps
for preventing harm to the prospective child.
Perhaps if parents, as decision-makers, would
listen to what people with Down’s syndrome
have to say about this ‘disability’, they would
be more appropriately guided in making
productive decisions. In the words of an author
who himself was born with Down'’s syndrome:
‘Il dont think it's a handicap. It's a disability for
what you're learning because you're learning
slowly. It's not that bad’.
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Basic Antenatal Care in
Malaysia - Has anything
really Changed in the
Last 20 Years?

Dr H. Krishna Kumar

Senior Consultant Obstetrician and Gynaecologist
Head, Department of Obstetrics and Gynaecology |
Hospital Tuanku Ja'afar, Seremban | %

Antenatal care has been in the country prior to independence. It mainly
began from the government sector, but the private sector has played a
larger role with the passing of time. In current times, the government
sector (through the Ministry of Health) plays the largest role. | will try
to show the changes over the last 20 years using Negeri Sembilan as my
example, since | have been working there for more than 2 decades.

The infrastructure has greatly increased over these years. We first had outpatient
departments separated from the hospitals into health centres. Here, they were
divided into Outpatient and Maternal and Child Health. The MCH does all the
antenatal care, and they have expanded. Initially, there were big and small
healthcare centres, which are now just called healthcare centres.

v 3 ) The government has made great improvements in building more health centres.

/k‘;fi; 5 These were accomplished both in urban and rural areas. This ensured that >98%

- of the population has antenatal care within 5 km. There is also an increase in
« the number of private hospitals that provide antenatal care during this time.

The composition of manpower has also changed. We began with traditional
birth attendants and midwives. They have now been upgraded to community
nurses with most of them having posts as basic midwifes. The day of single
medical officers are rare now, with most centres possessing several doctors. We
also have specialists in the form of Family Physicians who are in these centres,
providing specialised care to patients.




In the private sector, private
specialists are mainly provided. But
there is a group of private general
practitioners who also provide
such services. Besides the allopathy
medicine, we have now alternative
practices that offer a range of
services for antenatal mothers,
many of which are not evidence-
based.

EQUIPMENT

Previously, hardly any equipment
was available. Now, almost all
healthcare centres have at least 1
ultrasound machine or more than
1. Patients are routinely scanned
to confirm their dates as well as
to look for foetal heart, growth,
growth restriction and placental
location. Glucometer for blood
sugar monitoring and fundus
camera for eye complications are
also routine now. The need for
referral to hospitals for routine
reasons have been reduced.

MANAGEMENT
BUDDY/CLUSTER SYSTEM

Now, most health centres have a
hospital or specific O&G specialists
to liaise their cases with. The Cluster
system may be the precursor for
the start of Healthcare Trusts being
separated by specific funding. This
would ensure that the antenatal
care of patients is synchronised with
the hospital from the beginning to
ensure that the patient is optimally
managed even before arriving at
the hospital.

DIABETES
We are now doing universal
screening.  All  positive  cases

are given dietary advice from a
dietician, and blood sugar profiles
are done in the health centre or
by patients at home. The initiation
of insulin or oral hypoglycaemics
can also begin at the healthcare
level and blood sugar levels will be
monitored.

HIV

Routine HIV screening is usually
accomplished when booking with
pre-test counselling. If positive, they
will have a post-test counselling.
Patients will also undergo the
short-term antiretroviral therapy
(START) as per guidelines. They will

then be referred to the hospital for
combined care with physicians.

HYPERTENSION

Gestational hypertension or
hypertension complicating
pregnancy is also initially managed
at healthcare centres. The
introduction of calcium and aspirin
in high risk cases are initiated at
primary care. In private centres,
they provide blood test and uterine
artery Dopplers as a risk strategy to
identify high risk patients.

THROMBOPROPHYLAXIS

Local guidelines were launched
around 3 years ago. However,
many centres have been using
low molecular weight heparin
and unfractionated heparin for
many years based on the RCOG
guidelines.

ANAEMIA
Anaemiaisalongstanding problem.
Previously, only simple oral

haematinics or Obimin were given.
Now, there is an increased number
of products and some have much
higher iron content to solve most
iron deficiencies. Intramuscular and
intravenous iron is now strongly
advocated.

DEXAMETHASONE

The rise and fall of the usage of
dexamethasone has changed with
evidence. The dosing times and the
numbers of repetitions have also
changed with time. Currently, it is
12 mg 24 hours apart in 2 doses,
but rescue doses are advocated if
the previous dose has been more
than 2 weeks. Some centres are
also advocating a single dose prior
to elective LSCS based on the RCOG
guidelines.

MgSO,

It was initially introduced for the
treatment of eclampsia and severe
pre-eclampsia. Now, it is also used
for cerebral protection of the
foetus if expected delivery is before
32 weeks gestation. It has the
best results if used shortly before
delivery.

PRENATAL SCREENING
Thereisgreat progressin this aspect.
In terms of screening, we now
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have free foetal DNA in maternal
blood, ultrasound markers which
may be combined with biochemical
markers and the traditional triple
and quadruple tests. In diagnostic
tests, we have amniocentesis and
chorionic villous sampling, which
are now available in more centres.
Anomaly scans are conducted often
now.

IUGR

Intrauterine growth restriction
is now better detected and
managements have improved.

With close monitoring, routine
Dopplers and CTG, the numbers
of stillbirths from this group have
steadily declined with time.

In conclusion, the  overall
care of pregnant mothers has
improved over time. Patients have
more choices and can acquire
personalised care from specialists
if they can afford it. This overall
improvement has managed to
reduce the numbers of perinatal
deaths, but we have given more
work to neonatologists as we are
now delivering ill babies before
they die. This has resulted in NICU
beds becoming very scarce since
these ill babies occupy the beds for
a long duration.

However, the maternal mortality
has not significantly dropped over
the last 20 years. This may be due to
improvements of obstetric care in
the reduction of the usual PPH and
PIH, overtaken by better reporting
of numbers of emerging medical
disorder complications in mothers
such as cardiac disorders, sepsis and
dengue.
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IRC - Bridging
the Gap with

Dr Kanddy Loo Chin Yee
Obstetrician and Gynaecologist in
Sarawak General Hospital

PENANG

RCOG

The RCOG International Representative Committee has been the local conduit between Malaysian
members, fellows and trainees for many years, but few knew its function or relevance until its recent
awakening with a brand new dynamic committee since mid-2018.

The committee, under the leadership
of Dr Shilpa Nambiar, has now
become a registered society with
a blog website and database from
which regular newsletters and email
blasts about events and updates are
sent.

The IRC and

Examinations

the MRCOG

Malaysia has long been a centre
for the MRCOG Parts 1 and 2
Examinations, coordinated by
the International Representative
Committee. The  examinations
have seen huge yearly increases in
candidate numbers as the Parallel
Pathway for specialist training
and qualification becomes more
established. The examinations held
at Avante Hotel on the 3rd and 4th
February 2020 had 220 candidates
for Part 1 and 223 candidates for
Part 2. The invigilators this year
were Dr Alison Wright, Dr Shilpa
Nambiar, Prof Paul Fogarty, Dr
Mohd Feizal Niraj and Dr Tan

MEDICAL COLLEGE
26 TH M A Y 20189

Cheng. The committee was given
commendations for organising one
of the most efficiently and smoothly
run examinations in the world.

The IRC and MRCOG Franchised
Courses

The MRCOG examination has been
a huge hurdle for local Malaysian
trainees. Although it has gained
popularity as more candidates are
successfully gaining membership,
many young trainees are still in the
dark as to the dos and don’ts of the
MRCOG, especially since practice
differs from the UK setting where
the examination is based. This is
made even more complicated as the
examination format has changed
several times, making preparation
difficult.

The MRCOG franchised course for
Part 2 and now Part 3 is the longest
running course in Malaysia since
2011. It began in Hospital Ampang

but moved to Penang Medial
College in the last 6 years for logistic
and strategic reasons. This is the only
course that receives material from
the college and is constantly updated
to reflect the multiple changes in
examination format and content.
This is also the course that produced
successful candidates who have, in
turn, become teachers and mentors
to trainees in their own examination
preparation platforms. The IRC will
continue to run these courses to
help bridge the gap between local
knowledge and the UK system.

The IRC and Educational Updates

Perhaps the most exciting new
developmentfromthelRCCommittee
is the RCOG Focus Series. This is a new
initiative that brings international
speakers together with local experts
to provide educational updates in
different areas of women'’s health.
It reflects the IRC commitment to
not only engage trainees, but also

MENOPAUSE




RCOG FOCUS ON: PREMATURE
DELIVERY

our members and fellows who are a
significant part of the RCOG family.
The IRC hopes to extend its role by
providing a forum for improving and
updating knowledge and skills in the
profession.

The first RCOG Focus on Menopause
in January 2019 had Dr Eddie Morris,
the current RCOG president, and Dr
Premitha Damodaran as esteemed
speakers. The oversubscribed event
proved to be more popular than
expected, indicating that members
and fellows were only waiting to be
engaged.

This was followed by a full day
workshop in Prince Court Medical
Centre, The RCOG Focus on Preterm
Labour, in March 2019 with Professor
Gian Carlo Di Renzo, Prof Gerry
Visser and Dr Shilpa Nambiar. A
larger audience was present and
interesting updates were provided
on the management and prevention
of preterm birth.

The latest was a two day workshop,
RCOG Focus on Intrapartum Care,
with lectures, simulation and hands-
on exposure on all aspects of labour
(from monitoring to management)
and training of staff. This was held
on the 9th and 10th of November
2019 at Prince Court Medical Centre
with Prof Tim Draycott and Prof
Diogo Ayres Di Campos as the invited
international experts. The interactive
and informative workshop was well
received with participants asking for
more such events in future.

Unfortunately, the next few events
were postponed due to the Covid-19
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pandemic and this involved a lecture
tour by Prof Basky Thilaganathan, a
renowned foetal medicine specialist,
with topics ranging from pre-
eclampsia, twin pregnancies and
foetal growth restriction. This, and
all other courses, have been put on
hold until the situation resolves and
there is more clarity in planning for
the future.

The IRC and the Medical Training
Initiative (MTI)

The Medical Training Initiative is a
2 year program sponsored by the
RCOG where eligible local candidates
are given an opportunity to hold
paid jobs in hospitals in the United
Kingdomto gain exposure priortothe
MRCOG's Part 2 and 3 examinations.
This has been a valuable experience
for successful MTI candidates as it
greatly enhanced their chances of
passing their examinations due to
first-hand exposure to the nuances
of UK practice. Applications for
this position go through the IRC.
The Chair invites the applicant for
a formal interview to assess their
experience and ability in managing
clinical scenarios using a viva and
role play with real patients. The
assessment is then sent to the college
for final deliberation.

The IRC and the Parallel Training
Pathway

The IRC has three members on the
National Parallel Training Pathway
committee and will continue to
ensure that training in Malaysia for
MRCOG candidates will mirror the
experience in the United Kingdom
as much as practically possible.

A
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Training of the trainer’s courses for
educational supervisors and clinical
supervisors began in 2016 when the
first trainers from the college were
brought in through the Sims Black
Fellowship to start the ball rolling.
The Vice President of the RCOG at
the time, Professor Claire McKenzie,
along with Dr Robert Haughney, Dr
Sambit Mukopadyay and Dr Shilpa
Nambiar, were the first trainers in
a partnership between the RCOG
and the Ministry of Health Malaysia
to structure MRCOG training in
Malaysia. Since then, there has
been many more locally organised
courses to build the network across
the country so that local trainees are
well supported.

The IRC is also currently in
negotiations to be a MRCOG Part 3
centre in May 2021. After almost a
year in discussion, the final contract
was meant to be signed at the
RCOG World Congress in Oman on
March 2020. However, the ongoing
COVID-19 outbreak has caused
many unforeseen disruptions and
the repercussion from this is that all
examinations, courses and face-to-
face forums are postponed until the
pandemic resolves. In the meantime,
the RCOG is constantly updating
its members through emails, new
guidance and information that are
all available on the official website.

IRC would like to take this
opportunity to pay tribute to the
front-liners from all walks of life who
are fighting the virus. We can win
this war TOGETHER. Stay safe and
stay home everyone!
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Letter to the Editor

Dear Sir,

AOFOG YGA Programme

| read with interest Dr Voon's account of his participation at the recent YGA Programme
in Manila in November 2019. | was delighted that he enjoyed the Programme and would
like to take this opportunity to add a few remarks.

1. The YGA Programme is partly funded by the National Society members of AOFOG. Of
the current 28 National Society members, only between 5-8 members contribute on a
regular basis. OGSM has the proud distinction of being one of these regular contributors
to a very worthy project.

2. As pointed out, the Programme was initiated in 1991 by Prof Mizuno from Japan. Over
the years however, the Programme became a bit jaded. It required a “shot in the arm”
and this materialised into the form of the Community Fellowship Programme (CFP) which
was introduced at the AOFOG Congress in Kuching in 2015. This CFP was such a huge
success that it has now become a highlight of the YGA Programme in every subsequent
AOFOG Congress. OGSM should be rightly proud of starting this CFP, but we must also
acknowledge the contributions made by our Ministry of Health and the leading role
played by Dato’ Dr Mohamad Farouk Abdullah in ensuring its success.

3. Dr Voon very humbly mentioned in passing that he was one of the runners-up in the
YGA Best Paper category. What he neglected to mention was that he greatly impressed
the AOFOG faculty during the YGA and CFP and not surprisingly, he was chosen to co-host
the YGA session during the President’s Night. | was immensely proud to see him up there
on stage and congratulated him on keeping the OGSM flag flying high! Dr Voon is also
currently a member of the AOFOG Ultrasound Committee.

Dr Ravi Chandran

Past President OGSM 2005/2006
Immediate Past President AOFOG
Consultant Obstetrician and
Gynaecologist

Gleneagles Kuala Lumpur
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Revisit if you may, ad infinitum, our

comprehension of PE (its core at least)
has changed little in the past three
decades. We cannot fault vigour in
research. A PubMed search on PE from
2010 would yield a minimum of 18,000
citations. PE continues to be an enigma
for researchers, and a dilemma for
frontline clinicians faced with ethical
conundrums.

CONNECT Issue 5

Maternal
Mortality
Revisited:
Pre-eclampsia
(PE)

Dr Patrick Chia

Aseana Pregnancy Scans @
Aseana O&G Specialist Clinic

PE remains, to this day, one of the leading global causes of
maternal and perinatal mortality. It was so when | was a
fledging registrar at the Guy's & St Thomas Hospital, London,
back at the turn of the millennia, and it is still so today. 76,000
women and 500,000 babies perish annually. 20% of women
with PE go on to develop cardiac co-morbidities in later life.
30% go on to develop metabolic syndrome.

Despite this inertia in breakthrough progress, we have
progressed up to a certain extent; some more significant than
others. Here is a summary of PE revisited.

DEFINITIONS

PE is diagnosed when:
the systolic BP = 140 or the diastolic BP = 90 is sustained over
4-6 hours, AND one of the following:

a. Proteinuria = 300 mg in 24 hours
b. Foetal compromise: growth restriction, stillbirth

Low platelet < 100x106

o o

End organ dysfunction: elevated transaminases OR
deranged renal excretory function

NOVEL criteria: Serum placental growth factor (PIGF). Lower
serum PIGF accurately predicts severe PE and, in turn, prevents
morbidity. The NHS has rolled out this model for piloting in
2019. The cost-efficacy outcomes are eagerly awaited by the
obstetrics community.

Consultant Maternal & Fetal Medicine
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CLASSIFICATIONS

1. Early onset PE — as the name describes — carries more morbidity and mortality since the prediction of
morbidity remains far from perfect. This is when PE occurs early enough to warrant eventual delivery by
the 34th week of gestation.

2. Late onset PE

PREVENTION

Most obstetricians familiar with the CLASP trial (of my generation and older) would be prescribing 75 mg
aspirin for women with a history of early onset PE (criteria of SGA used at the study time). Eventual research
has shown the optimum dose to be somewhere in the 100-150 mg range. Interestingly, aspirin ingested pre bed
and commenced prior to the 16th week of gestation has the best desired effect. The criteria for aspirin as the
point of contention is where we are at the moment. We now know that aspirin works in reducing morbidity
in the early onset PE group — the severe group. Aspirin is not without its dark side, and patient selection is
paramount. This leads us to the subject of screening the high risk group predicted to develop PE. On a lower
scale, calcium supplements (in a low calcium intake population such as ours) has been shown to reduce the
incidence of mild and moderate pregnancy induced hypertension. Routine 1.5 to 2 g supplementation can be
considered for all primigravidae with low calcium intake and no contraindications.

SCREENING

Various models exist. The maternal characteristics model, currently used by most national O&G opinion bodies,
utilises certain parameters in history and examinations such as age, BMI, past history, etc. The NHS has the 10
point list. It fulfils these criteria results in women subjected to prophylactic aspirin. This model, at best, predicts
30% of women developing severe PE. The combined screening model of maternal characteristics, the mean
arterial pressure, uterine artery dopplers and serum PAPP-A + PIGF (characteristics, ultrasound and biochemical
markers) has a 78% detection rate. The ASPRE (2017) trial also showed that aspirin at 150 mg reduced the
PE rate in excess of 60%. This protocol has a false positive rate of 10%. Although the clinical and statistical
benefits are proven, cost-effectiveness has not been established.

MANAGEMENT

Delivery remains the end point of the management of PE and its treatment. Recommending this, however, is
not as straightforward as it seems. We are guided by the following:

1. Early onset PE < 34 weeks: Maternal risks are checked by perinatal risks of prematurity.

2. Late onset PE group (34-37): Delivery has shown to reduce maternal morbidity (albeit with increased neonatal
admissions NOT amounting to increased perinatal morbidity).

3. Term PE (37+0): Delivery (no increased CS risk and reduced long term maternal morbidity).
The fullPIERS criteria to predict morbidity is a relevant clinical guide when timing delivery. With the advent of
the PIGF, many more lives can be saved, and serious morbidities can be further averted.

The role of MgSO, in eclampsia, severe PE and neuroprotection when considering delivering a preterm infant
is established. Not without its dark side, low dose MgSQO, is now seen to be promising.

DO NO HARM

The poly-supplements policy with multiple supplements in the hope of averting a host of potential problems
including PE is not advised. Indeed, studies have shown that this is associated with producing small babies for
gestational age babies at most, and a complete waste of money at the very least.

Vit C & E (antioxidants) have also shown to produce small babies with no proven benefit in preventing PE.

Routine caesarean section is associated with increased morbidity and mortality.



WATCH THIS SPACE
Biomarkers that cause reasonable noise and excitement: soluble fms-like tyrosine kinase-1 (sFlt-1).

Prevention: low molecular weight heparins have shown promising results. Their higher side effect profile is a
hindrance to acceptance. Vitamin D and L-arginine supplementation have shown promising results in small studies.

Treatment: Low dose MgSO, may prove to be efficacious.
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Promoting Equity
in Obstetrical and
Gynaecological Practice

It goes without saying that the
main goal of achieving universal
health coverage involves making
healthcare accessible and adequate
for all. Equity and equality in
delivering care have long been
common values in medical practices
and lay the foundation to many
ethical principles we know today.
Although the term ‘equity’ has
often been used interchangeably
with ‘equality’, the former is of
particular focus here. Equity is
the value where we ensure that
quality and personalised service
are delivered to all our patients,
helping them achieve their
optimal health goals according
to their needs. In the context of
Obstetrics and Gynaecology, it is
where we identify women who
have limitations to healthcare and
improve the care necessary to meet
their demands.

In Malaysia, we have a robust
healthcare system in place aimed
at delivering universal health
coverage to all its citizens. We
have built and enhanced many
healthcare facilities, increased the
number of professionals and held
numerous outreach  programs
across the country over the last

two decades. The progress we have
made in the healthcare industry
is significant and has placed us
amongst the top providers in the
field on an international scale.
However, | believe that disparities
in both social and demographic
aspects of this field still exist.

We still hear stories of the Orang
Asliwomen in the thick jungles who
cannot get to the hospital in time
for their delivery, or the stories of
women who are left bedridden, ill
stricken from cancer, because they
never understood their diagnosis
or treatment plans. These are the
women whose stories clearly paint
the problemsthat we need to revisit
despite all the advances we have
made in healthcare. Therefore, this
article hopes to bring awareness
to the inequities in healthcare
surrounding our women and
how we, as medical practitioners,
can take measures to empower
ourselves and our patients toward
better health outcomes.

To illustrate the problem at hand, a
common example is the women in
the outskirts of Sabah and Sarawak.
There, communities practice a
simple, conservative way of life.

Dr Felicity Mishan Ng Yiwey
is a recent graduate awaiting

her house-officer posting. In the
meantime, this young and talented
writer has joined as an ad-hoc
member of the Connect editorial
board.

Their beliefs and cultural practices
are unique, and many live away
from public facilities, including
schools and hospitals. Both Datuk
Dr Hatta, a senior Consultant in
OBGYN at the Sabah Women's and
Children’s Hospital, and Dr. Harris,
Senior Consultant and Head of
O&G services Sarawak, of Sarawak
General Hospital, have highlighted
the effects of poor accessibility to
infrastructure as the main drivers
in contributing to the lack of
health awareness, which inevitably

increases the health burden
among these patients within
the community. This is further

reflected in the global statistics
which demonstrate that women
from similar backgrounds, given
their circumstances, have higher
risks of antenatal complications
including preterm labour, low
birth rate, stillbirth and gestational
diabetes mellitus. Incidences of
complications and mortality from
gynaecological problems, such as
cervical and breast cancers, have
also been widely documented.

Next are the issues surrounding
health literacy, language, race
and socioeconomic background
which also contribute to increased



disparity gaps, and can
potentially be aggravated by
professionals who are providers
of prejudice. With already so
much to struggle with, women
who are discriminated against
are more likely to avoid health
visits. Providing optimal care
is now disrupted because both
the patient and the provider

are clouded by their own
judgements. Re-establishing
trust among the community

for medical professionals then
becomes a problem.

Having understood the dilemmas
surrounding these women, | set
out to ask: “"How do we optimise
healthcare for these women?”

Firstly, we must listen and
communicate more effectively.
Communication skills are our
sharpest tools in the shed, but
they are also the most forgotten.
To be able to communicate well
with our patients would mean
to have the ability to understand
and respect their views and
beliefs. It involves actually
listening and acknowledging the
patients’ barriers to healthcare,
leaving out any form of judgment
or stereotype. Through this,
we are then able to effectively
design personalised treatment
plans for them. We may start
off by asking our patients about
their environmental and social
experiences, and their general
perception  towards health.
We must then work with them
as partners in formulating an
accessibleandsustainable planfor
better health options. Ultimately,
emphasis on education targeted
at appropriate social contexts
should be made as the primary
goal, especially for patients with
lower health literacy. Making
such small changes in the way we
converse with our patients on a
day-to-day basis can positively
impact their overall health,
promoting health awareness and
ultimately contributing to better
health equity.

Additionally, part of championing
women’s health equity as an
OBGYN includes understanding

these shortcomings and
accommodating where
necessary. This also involves

making referrals to appropriate
bodies, working with local
leaders or public sectors, setting
up community improvement
projects and arranging for
transportation facilities where
necessary; all in the efforts
to bridge racial inequity in
healthcare. An example of
this, given by Dr Harris, is the
‘Medevac’ air ambulance service
in Sarawak which caters to
hospitals by assisting medical
professionals to  efficiently
reach patients in remote areas.
Similarly, Datuk Dr Hatta has
called for transportation services
for patients at the outskirts,
arranged by clinics and hospitals
for little to no cost, all in an
attempt to ease accessibility.

Ontop of that, thereisalso a need
to align our skills and resources
to create a platform which better
promotes a more diverse, equally
represented workforce in the
healthcare industry. With greater
representation, not only are we
closer to advocating women’s
health equity, but we will also
contribute to a global cause,
one dedicated to eliminating
any form of social or cultural
injustice  beyond healthcare.
Again, recognising the power of
education and awareness are the
first steps toward achieving this
goal. Here, we must open more
doors of opportunity for people
to take up greater roles in the
field. By doing so, disparity gaps
within the community will be
narrowed, if not entirely closed.
For this to work, there is a need
to start early with the younger
generation, such as in schools and
colleges, where we nurture skills
and provide proper mentorship
to help them get ahead in their
careers. However, this initiative
will only remain a premature

one if the necessary support
from local authorities and public
services are not forthcoming.

Therefore, we must look to our
communities and listen to their
stories. We must stand together
in solidarity in the fight for
greater equity. We must begin
by taking small steps towards a
giant leap for success in creating
better opportunities for those in
need.

Credits to:
1. Datuk Dr Mohamed Hatta
Tarmizi, Senior Consultant

Obstetrician & Gynaecologist
and Fertility Specialist, Sabah
Women’'s  and Children’s
Hospital, Kota Kinabalu, Sabah

2. Dr Harris Njoo Suharjono,
Senior Consultant Obstetrician
& Gynaecologist and Head of
Department, Sarawak General
Hospital and President of
Obstetrical & Gynaecological
Society of Malaysia (OGSM),
2019-2020
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Infertility is exceptionally common worldwide, affecting between 10%-
15% of all couples. In approximately 50% of these couples, a male factor is
involved either as a single factor or in combination with a female factor'. The
diagnosis of a male factor is made primarily using a simple semen assessment
and in the vast majority of men who are found to have an abnormality, the
underlying cause is often labelled as ‘idiopathic’. However, we now believe
that sperm dysfunction that is not revealed by conventional semen analysis
may be responsible for the difficulty to conceive2s.

While the sperms contribution to fertilization and further development of
the embryo is obvious, recent reports provide interesting insights on the
role sperm genetics play on an equally vital but less understood aspect-the

Ms Kausalyah Bala Supramaniam longer-term development and health of the offspring’s. An increased risk

Embryologist at Sunfert International of schizophrenia or autism in offspring from fathers with increasing age4s

Fertility Centre and is had previously been shown. Similarly, an increased risk of cancer in offspring

currently persuing her Mscin Clinical  from fathers with increased level of sperm DNA fragmentation has also been

Embryology at University of Leeds, illustrateds. Also, some spontaneous dominant genetic diseases, epilepsy
United Kingdom. and even some birth defects have been linked to paternal contribution?.

The role of oxidative stress on sperm quality has been evaluated for many
decades. Recent evidence estimates that oxidative stress related sperm issues
may be implicated in between 25%-87% of male infertility cases. While the
production of reactive oxygen species (ROS) is a normal phenomenon for
all human cells, sperms are more vulnerable and prone to oxidative stress
compared to other cells due to its lack of cytoplasm. Cytoplasmic anti-
oxidant enzymes are important for directly scavenging and repairing the
damage of ROS. In spermatogenesis however, the cytoplasm is removed
in the final stages, therefore leaving them without these vital enzymes to
protect DNA from ROS damage. Certain environmental and lifestyle factors
such as smoking, stress, obesity and some nutritional factors may increase
oxidative stress.

Dr Eeson Sinthamoney More recently, there has been renewed interest in the role played by

is a Fertility Specialist ROS and increased DNA fragmentation in the spermatozoa (sperm DNA
and Director at Sunfert fragmentation — SDF). While usually associated with abnormal semen
International Fertility Center parameters, a significant proportion of men (20%-40%) with otherwise
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normal semen parameters have high SDF. In fact, some studies have attributed 40% of all cases
of unexplained infertility to increased amount of sperm DNA damages. Sperm with fragmented
DNA may fertilize an egg with similar efficiency as sperm without DNA fragmentation. However,
the negative impact of a damaged paternal chromatin to the integrity of embryonic genome is
usually observed after implantations.

Studies that have evaluated the impact of increased DNA fragmentation have shown that higher
fragmentation rates are associated with reduced natural pregnancy rates, an increased time-to-
pregnancy and reduced pregnancy rates with assisted reproductive techniques. An association
with impaired embryo quality and higher spontaneous miscarriage rates has also been shown?10.11.12,
It has therefore often been argued that sperm fragmentation rates should be introduced as part
of standard male assessment in couples with infertility as well as recurrent miscarriages.

To further compound the problem, sperm preparation either for IVF or intracytoplasmic sperm
injection (ICSI) usually necessitates identifying sperm with good motility, as it is well-known that
highly motile sperm have a higher chance of fertilizing the oocyte. The commonly used sperm
preparation techniques such as the swim-up technique and density gradient centrifugation
methods'3.14 may unfortunately generate higher concentrations of reactive oxygen species due to
repetitive centrifugations, thereby leading to higher sperm DNA fragmentation and even poorer
sperm quality?3.1415,

While several different tests for sperm DNA fragmentation exist, each with its inherent advantages
and disadvantages, the jury is still out on which particular test reigns supreme. That said, tests
based on the Sperm Chromatin Dispersion Test (SCD) technique may likely have the best potential
to reach clinical utility due to its inherent advantage of cost, simplicity and reasonable efficacy.
In this technique, controlled DNA denaturation facilitates the subsequent removal of proteins
contained in each spermatozoon. Normal spermatozoa therefore, creates halos formed by loops
of DNA at the head of the sperm, which are not present in those with damaged DNA.

Several strategies have been proposed to overcome SDF in couples undergoing ART. These options
include varicocele repair, oral antioxidant therapy, a short ejaculatory abstinence period or even
recurrent ejaculations. Simultaneously, several laboratory sperm selection techniques have also
been assessed. The use of testicular rather than ejaculated sperm for ICSI among men with
high SDF has also become increasing popular due to reported better pregnancy outcomes?6.17.
Unfortunately, the small study cohorts and lack of control groups provide only limited support
for this options.

Recently, a microfluidic chip for sperm selection has been developed to select sperms with higher
DNA integrity, motility and morphology for IVF and ICSI procedures's. Microfluidic technology
was developed by integrating different principles namely, chemo-attractant gradients, fluidic
flow and thermotactic forces.

A microfluidic chip is a single use chip connected to an inlet sample chamber and outlet collection
chamber by a microfluidic channel. A raw semen sample is loaded onto the inlet chamber of
the microfluidic chip and left aside for incubation. The size of the microchannels between the
inlet and outlet port hydrodynamically constrains the movement of the compromised sperm
while letting the motile sperms to advance to the outlet. Sperms that pass through the porous
membrane of the chip into the upper chamber that contains the fertilization culture medium are
spermatozoa with the highest progressive motility and with superior chromatin integrity’s. It is
well established that microfluidic sperm selection is effective in analysing a wide array of sperm
samples compared to conventional methods. It is also proven to be cost effective and involves
minimal operator skills13.14,

In summary, clinicians should consider high sperm DNA fragmentation as a plausible ‘unseen’
cause of infertility, unexpected poor outcome in fertility treatment or recurrent miscarriages
especially if all other factors have been taken into consideration. Furthermore, DNA fragmentation
testing allows assessment of the male genomic contribution from a different and more dynamic
perceptive compared to the standard simple method used.

Issue 5
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VERTICAL
TRANSMISSION OF

- SARS-CoV-2:

THE JURY IS OUT

Dr Voon Hian Yan is a Maternal Fetal Medicine Fellow serving in
Sarawak GH & tries his best to advocate evidence-based practice.
He will contribute a series of articles based on recent development
which he feels may improve one’s practice. Hian Yan is periodically
reminded by his better half/personal ophthalmologist to have his
“vision” reassessed from time to time, inspiring the title of his column
in CONNECT, “REFLECT TO REFRACT”

For a foetus to be infected by SARS-CoV-2, the causative agent for COVID-19, it
would first have to be able to pass through the placental barrier; its presence
detected in the amniotic fluid, cord blood and pharynx. More conclusive
evidence of infection would arise from its detection in foetal lung tissues.

ACE-2 RECEPTORS ARE PRESENT IN THE PLACENTA,
BUT NO VIRAL RNA HAS BEEN DETECTED

SARS-CoV-2 has shown genomic similarity (79%) to SARS-CoV which caused the SARS
outbreak in 2002/3." Unsurprisingly, both viruses utilise the angiotensin-converting
enzyme 2 (ACE-2) receptor for host cell invasion. ACE-2 receptors have recently been
detected in various cells at the maternal-foetal interface.?

However, in a small series of pathological studies of the placenta, no morphological
changes suggestive of infection or viral nucleic acid were found.3

SARS-CoV-2 HAS NOT BEEN DETECTED IN AMNIOTIC FLUID, CORD
BLOOD OR BREAST MILK

In women confirmed to be COVID-19 positive, diagnosed in the third trimester and
underwent caesarean delivery, SARS-CoV-2 was not detected in the amniotic fluid, cord

blood or breast milk.*



20

CONNECT

Issue 5

SARS-CoV-2 HAS RECENTLY BEEN DETECTED IN THROAT SWAB OF

NEWBORN ISOLATED FROM MOTHER SINCE BIRTH

In one case report from Wuhan Tongji Hospital, the pharyngeal swab of a newborn
had returned positive for COVID-19 PCR at 36 hours of life. The newborn was delivered
via caesarean section and isolated from the mother at birth. He had lymphopenia
and raised liver enzymes but was well otherwise. The placenta and cord blood
were retrospectively sent for analysis, and both were negative for SARS-CoV-2. The
newborn’s mother was initially presented with a fever and respiratory symptoms,
with chest CT suggestive of viral pneumonia.’

Longitudinal serological follow-ups of the newborn with IgM and IgG, which | feel
is necessary to further support the evidence of INTRAUTERINE vertical transmission,
were not reported by the authors.

POSTPARTUM TRANSMISSION CAN OCCUR

While SARS-CoV-2 has not been detected in breastmilk to date, the act of nursing
the child in close proximity can transmit the virus to the newborn via respiratory
droplets.*® This is akin to person-to-person transmission in adults.

Scientific evidences on SARS-CoV-2 and COVID-19 continue to be updated. As clinical
commentaries and guidelines are released in an expedited manner by various journals
and institutions, one would have to exercise caution in their interpretation. What
we think we know today, may not hold in the coming weeks; therefore, guidelines
or recommendations should be considered as “living” documents. Moreover, most
of the evidence citing absence of intrauterine vertical transmission are limited to
infection occurring in the third trimester. The author has written the column “Reflect
to Refract” in good faith based on his best knowledge at the time of writing.
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