
Poster competition winner 

Title: Nurse-led simulation 
training to support less-
invasive neonatal stabilisation 
and other learning during the 
COVID-19 pandemic. 

Authors: Amy Smith, Jennifer 
McGrath, Gemma Finch and 
Charlotte Berry, St Peter’s 
Hospital Neonatal Intensive 
Care Unit, Chertsey 
 
 

 

Poster competition winner 

Title: NWNODN (North 
West Neonatal Operational 
Delivery Network) family-
integrated care accreditation 
programme 

Authors: Sarah Fullwood, 
North West Operational 
Delivery Network

Poster presentation winner 

Title: Neonatal jaundice in infants 
born at 37 weeks – is NICE  
treating too many? 

Authors: Mona Noureldien,  
Chloe Hill, Amira Ali, Shammah 
Gbenga-Ojo, Morenike Adewuyi 
and Pinki Surana, Birmingham 
Heartlands Hospital, University 
Hospitals Birmingham NHS 
Foundation Trust
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The 28th annual Reason meeting was a very successful hybrid format combining just over 100 face-to-face attendees and a virtual 
audience of more than 340. The organisers are indebted to the 19 sponsors and the 74 exhibitors, of whom 55 were on site at the 

stunning facility of the Lakeside Slate Conference Building at the University of Warwick. 
A 12-member scientific committee had invited a high-quality faculty, including four international speakers, based on personal 

connections and recommendations. Topic suggestions made by the previous year’s audience were also addressed. The full programme 
can be accessed at https://bit.ly/3Bz5F9j  

The audience was treated to a stimulating selection of subjects ranging from: medical and device closure of the patent ductus 
arteriosus to neonatal seizure treatment; from palliative care to point-of-care ultrasound; from the science of human breast milk to 
pulmonary hypertension, and transitioning from nasogastric tube to oral feeds. And that was just the first day.  

Day two provided insight into: fetal alcohol syndrome; long-term ventilation; the impact of prematurity on life-long respiratory and 
cardiovascular health; the PERIPrem project (Perinatal Excellence to Reduce Injury in Premature Birth); quality improvement 
methodology to improve outcomes for necrotising enterocolitis, and education and learning in Vietnam. The meeting was rounded off 
with the challenge of replicating a Swedish model of home phototherapy for uncomplicated jaundice in the UK. In keeping with the 
tradition of Reason meetings, presentations were followed by adequate discussion time with questions from both the live and virtual 
audiences. There was also a high quality of poster submissions, four of which were presented orally during the programme, with the 
best receiving sponsored prizes. The poster and oral presentation winners were as follows.

Oral presentation winner 

Title: pCO2 variation in elective 
transfers of infants on non-
invasive respiratory support 

Authors: Catarina Barreiros 
Couto, Mira Parmar and Julia 
Arthur, Cambridge University 
Hospitals 

Sharing insights into all 
things neonatal
REaSoN Neonatal Meeting, 20-21 June 2022

Catarina Couto

Mona Noureldien

Dr Tracy Lawson, receiving the award 
on behalf of the authors, from 
consultant neonatologist and Reason 
faculty member Kevin Ives. 

Sarah Fullwood with Kevin Ives.

Fisher and Paykel Healthcare session Service development by a nurse or nursing team session



Quality improvement session 
Oral presentation winner 

Title: A quality improvement initiative to reduce incidence of 
severe brain injury in preterm infants <30 weeks’ gestation 

Authors: Michelle Brooks, Gill Currie, Joanne Gallagher and 
Mahmoud Montasser, University Hospital Wishaw, NHS 
Lanarkshire 
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Save the date for next year’s Reason meeting, which will be held on 26-27 June 2023 at The Slate, Warwick, with the aim  

of achieving a 50:50 hybrid conference. Registration will be opening soon at www.reasonmeeting.co.uk
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Poster competition winner 

Title: INVentS - Improving Neonatal Ventilation Safety: a quality 
improvement initiative 

Authors: Sandy Kirolos, Tracy Clinton, Nicola McPhee and 
Louise Leven, Royal Hospital for Children, NHS Greater Glasgow 
and Clyde 

Michelle Brooks and Gill Currie receiving their award. The prizewinning poster from the team at Royal Hospital for 
Children, Glasgow.
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intervention. The vascular lesion was removed maximally. It was not possible to perform fasciotomy due to ongoing haemodynamic instability and the deranged coagulation profile. The baby deteriorated further after admission to the intensive care unit and suffered multi-organ failure, including necrotising entero-colitis. He was managed with mechanical ventilation, haemodialysis and repeated blood transfusions. Care was redirected to palliation after discussion with the parents, due to poor clinical condition and prospects of adverse prognosis.  Pathological examination of the lesion showed the nodular mass to weigh about 470g and measuring approximately 125x115x57mm. The surface of the lesion was extensively ulcerated and haemorr-hagic. The cut surface was also variegated, soft and extensively haemorrhagic, with no obvious necrosis (FIGURE 2). Microscopically, the lesion showed a rich vascular network comprising thin-walled vessels, some of which had haemangio-pericytomatous appearance (FIGURE 3). The morphological appearances were consistent with myofibroma.  
Discussion 
Infantile myofibromas (IM), although rare, are the most common fibrous tumours seen in infants. They are often present at birth (75% of cases) and 90% of cases appear within the first two years of life. The clinical presentation is variable.  Involvement of extremities is a rare manifestation: a solitary IM on the upper extremity accounts for only 13.3% of cases. IMs may be solitary (70-80%) or multi-centric (20-30%). The solitary form is the most common with a male predominance. The most common locations of a solitary IM are the head and neck, followed by the trunk and extremities. They present as non-tender, rubbery, subcutaneous or dermal nodules of 0.5-7cm in diameter that are dusky-red to purple in colour. Surface telangiectasias may be noted and ulceration occurs rarely. Their appearance frequently leads to confusion in distinguishing them from congenital haemangiomas. The multicentric form of IM can present with a few to up to 100 lesions and occasionally a large lesion is surrounded by multiple smaller lesions. Approximately one third of multicentric myofibromas have visceral involvement. Most cases of IM are thought to be sporadic. Familial forms have been 

protocols in neonatal units. TXA is routinely used in children undergoing major cardiac and spinal surgeries and in cases of trauma. Evidence for its use in the neonatal population is limited.  TXA is a synthetic lysine analogue that inhibits conversion of plasminogen to plasmin by preventing plasminogen from binding to the fibrin molecule. TXA also inhibits plasmin activity directly. TXA inhibits fibrin cleavage, thus reducing the risk of haemorrhage. Metabolism of TXA in the liver is low, renal clearance amounts to 95% and the half-life is approximately 2.3 hours. There are case reports of seizures following high doses of TXA. Other common adverse effects include renal injury, renal failure and other neurological events. Reduction to the lowest required dose to prevent fibrinolysis should be used in patients with renal dysfunction.  
Treatment regimens for use in neonates are based on extrapolated data from use in adults and children. As per the guidelines available for use in children and adults,  the suggested dose of TXA in neonates is a loading dose of 10-15mg/kg over 10 minutes, followed by infusion of 2mg/kg/hour for eight or more hours, or until bleeding ceases. Loading doses of 100mg/kg are given in cardiac surgeries. An intravenous preparation of TXA can also be used as a compress to control surface bleeding from haemangiomatous lesions, where compression/tourniquet fails to stop the bleeding.  

Conclusion 
This case reports the unusual clinical presentation of a congenital myofibroma in an immediate neonatal setting. The baby presented with a significantly bleeding lesion at birth and this adversely affected the outcome of the baby, despite aggressive resuscitation, optimal stabilisation and rapid transfer to a surgical centre for definitive management (ie excision of the lesion to stop major haemorrhage). Some mitigation strategies (using a tourniquet, cling-film, etc) were used to stop the sur-face bleeding from the lesion, but in vain.  Neonatal medical emergencies like this case pose a conundrum to the practitioners forcing them to choose between limb or life. The learning point from this case is that neonatal units should have access to emergency bleeding protocols to deal with such major haemorrhages, similar to adults. There shall always be a need to 

reported with autosomal dominant and recessive inheritance patterns. Mutations in the PDGFRB (platelet-derived growth factor receptor beta) and NOTCH3 gene have been identified in the autosomal dominant forms of the disease. Genetic counselling should be considered in familial cases, as future offspring may  be affected. 
Histopathology helps in providing a definitive diagnosis. IMs have a character-istic histological pattern with an outer zone of spindle-shaped myofibroblasts arranged in fascicles and an inner zone of round cells with enlarged hyperchromatic nuclei surrounding thin walled haemangio-pericytoma-like blood vessels. Necrosis, calcification, and vascular extension may be present in the central area. Immuno-histochemical stains provide definitive diagnosis with the smooth muscle stains actin and vimentin being positive.   Prenatal detection with ultrasound is difficult with only three cases previously reported. Disruption to the sonographic appearance of organs, presence of abdominal mass and abnormal or limited fetal movements between 30 and 32 weeks’ gestation may point towards IM.  

Tranexamic acid  
Tranexamic acid (TXA) may be a useful agent to consider in emergency bleeding 

FIGURE 2  Pathological examination of the lesion (125x115x57mm, 470g) showing extensive ulceration and haemorrhage.

FIGURE 3  Microscopically, the lesion showed a rich vascular network comprising thin-walled vessels, some of which had haemangiopericytomatous appearance.
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The case 

A 32-year-old pregnant woman was 

admitted to the hospital due to 

reduced fetal movements and pinkish 

vaginal discharge for three days. She had  

a normal antenatal period, including the 

20-week anomaly scan.  

At presentation at 32 weeks of pregnancy 

her clinical condition was stable and her 

membranes were intact. Her initial and 

continuous cardiotocograph (CTG) 

monitoring was within normal limits.  

She received two doses of steroids in 

anticipation of preterm labour. After 

approximately 30 hours of admission, the 

CTG became pathological and an emer-

gency caesarean section was performed. 

During the caesarean section there was 

some difficulty in extraction of the baby. A 

large, bleeding mass attached to the baby’s 

left upper limb was found to be the cause 

of this difficulty.  The baby was born in 

poor condition: pale, floppy, not making 

any respiratory effort and was bleeding 

from the lesion. Initially, it was difficult to 

see the origin of the lesion, as it lay to the 

left of the baby’s head. The position of the 

lesion made it difficult to use the facemask 

while resuscitating the baby. The baby 

needed full resuscitation including 

intubation, cardiac compressions, and 

drugs/blood transfusion through an 

umbilical venous line. Amid the resusci-

tation, the origin of the exsanguinating 

lesion was identified to be from the left 

elbow (FIGURE 1). A cord tie was fixed 

around the stump. The mass was wrapped 

Congenital myofibroma: an unusual 

neonatal presentation 
 
The diagnosis of a vascular cutaneous appearing lesion in a neonate can be challenging. We 

report a case of a solitary congenital myofibroma presenting at birth as a major bleeding lesion. 

Further to the major haemorrhage and the ensuing hypoxia/ischaemia, the baby suffered multi-

organ failure. This eventually led to redirection of care and neonatal death in about two weeks. 

On histopathological examination, the lesion showed a pattern identified as haemangio-

pericytoma. This is a rare tumour involving blood vessels and soft tissues. In our literature search 

there is no other case report of a myofibromatous lesion presenting in this way. The importance 

of having an emergency haemorrhage protocol was highlighted with this incident.
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 Key points 

Kale A., Thwin T., Babarao S., Shukla R. 

Congenital myofibroma: an unusual 

neonatal presentation. Infant 2021; 17(6): 

254-56. 

1. Congenital myofibroma presenting at 

birth is a rare clinical finding. 

2. Ulcerating myofibromatous lesions can 

have significant consequences if not 

managed urgently, especially due to the 

risk of major bleeding and subsequent 

multi-organ failure. 

3. This case supports the need for devising 

major haemorrhage protocols in 

neonates.

tightly with cling film. This seemed to stop 

the bleeding transiently. The cord 

haemoglobin was noted to be 60gm/L, 

indicating that the lesion had started to 

bleed in utero.  

After admission to the neonatal unit the 

baby continued to bleed from the lesion 

and needed further resuscitation with 

blood and blood products. The tourniquet 

was re-tightened, with minimal effect on 

bleeding. Due to haemodynamic 

instability, the baby was commenced on 

inotropic support. Also, tranexamic acid 

and additional vitamin K were 

administered. Another tourniquet was 

placed on the left axillary area in an 

attempt to reduce the bleeding. Blood 

investigations showed a significantly 

deranged coagulation profile, indicative of 

disseminated intravascular coagulation. 

The regional neonatal transport team was 

contacted and the baby was urgently 

transferred to the regional quaternary 

children’s hospital for surgical 

FIGURE 1  The large bleeding lesion 

presenting at birth. 
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has highlighted that, although only 6% of 
units (3 out of 48 units) are currently 
practising ICS as a standard, the majority 
of units are either trying to provide this 
where feasible or are currently working on 
implementing ICS in the near future. At 
birth, in addition to keeping preterm 
infants covered and warm, gentle stim-
ulation and respiratory support can also  
be provided for up to a few minutes as 
needed with appropriate set up, while the 
baby is attached to the cord. This requires 
joint team working between midwifery, 
obstetrics, anaesthetists, theatre staff and 
neonatal staff to ensure all babies are safely 
assessed and appropriately supported while 
maintaining normothermia. 

Therefore, in order, to ensure extreme 
preterm infants benefit further from OCM, 
we implemented ICS for a minimum of 60 
seconds (30 seconds in the beginning when 
we started the project) to a maximum of 
three minutes at St Peter’s Hospital in 
November 2019. Through this article, we 
share our set up and practical tips on 
implementing ICS, which we have learnt 
through experience in order to help other 
units in the process of considering this. 
These suggestions will also be useful for 
units planning to implement DCC for just 
one minute without ICS, with required 
modifications. 

support their breathing. Very few babies, 
particularly those <27 weeks’ and those 
born in poor condition, would need 
further support in the form of positive 
pressure ventilation (PPV) using peak 
inspiratory pressures (PIP) and PEEP 
using a facemask in the first three minutes.  

Equipment 
DCC with ICS can be facilitated either on 
the mum’s lap or on any platform between 
the mother’s legs. Having a resuscitaire 
closer to the mother12 or having a purpose-
built stabilisation platform such as 
LifeStartTM (Inspiration Healthcare, UK)13 
would help to provide additional 
respiratory support as needed in the first 
few minutes. LifeStart has particular 
advantage in caesarean sections, as it can 
be covered completely with sterile drapes, 
unlike resuscitaires. Another option 
includes the use of a mobile nasal high 
flow delivery device such as Vapotherm 
Precision FlowTM (Vapotherm, UK),14 as 
used in our unit. 

In addition to the major equipment, the 
following basic equipment would be useful 
to support the onset of spontaneous 
breathing and/or lung inflation while 
performing DCC on the mother’s 
lap/abdomen or on her bed between her 
legs, especially in preterm babies:  
■ a plastic bag/plastic wrap/thermal suit 

Principles of ICS 
In line with the BAPM OCM toolkit,3 all 
preterm babies should have their umbilical 
cord clamped after 60 seconds from birth. 
There are very few circumstances where 
this might be difficult to perform, eg 
complete placental abruption, snapping of 
umbilical cord or massive acute maternal 
haemorrhage needing resuscitation. In 
such circumstances, BAPM recommends 
use of UCM to facilitate placental 
transfusion.  

In all other circumstances, the aim of 
ICS would be to allow physiological 
transition of breathing and circulation to 
be established during stabilisation/ 
resuscitation for a minimum of 60 seconds 
to a maximum of three minutes in all 
preterm infants of <37 weeks’ gestation. 
We call this the ‘new ABC approach’, which 
stands for keeping the airway patent, 
allowing/promoting the baby to establish 
breathing by themselves where possible 
using gentle, but deliberate stimulation and 
then clamping the cord. 

During stabilisation with DCC, most 
preterm babies will start to establish 
spontaneous breathing before 60 seconds 
with minimal assistance.4 Therefore, for a 
longer duration of DCC with ICS, most 
preterm babies will only need to be kept 
warm alongside provision of positive end 
expiratory pressure (PEEP) to continue to 

FIGURE 1  A model for equipment and MDT set up in theatre for facilitating DCC during intact cord stabilisation. Key: NICU=neonatal intensive 
care unit; DCC=deferred cord clamping; LISA=less invasive surfactant administration. 
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Background 

I t has been shown that optimal cord 
management (OCM) significantly 

reduces mortality and is likely to reduce 
morbidity in preterm infants.1,2 The British 
Association of Perinatal Medicine (BAPM) 
framework on OCM3 has recommended 
physiological delayed or deferred cord 
clamping (DCC) as the preferred method 
when compared to umbilical cord milking 
(UCM) to enhance placental transfusion 
and physiological transition at birth in 
preterm infants. Additionally, recently 
updated guidelines on newborn resuscitation from the UK and European 

Resuscitation Councils do not recommend 
UCM for preterm infants of <28 weeks’ 
gestation in view of possible risks due to 
intraventricular haemorrhage.4,5 Furthermore, data on DCC for babies  

<32 weeks’ gestation has been added as a 
measure for the 2021 National Neonatal 
Audit Programme (NNAP) to promote 
OCM across all units in the UK.6 Nevertheless, there are variations in 

practice, particularly for extreme preterm 
infants of <28 weeks’ gestation, where it is 
practically difficult to provide DCC 
alongside delivery room stabilisation/ 
resuscitation at birth. This is due to these 
infants needing additional measures at 
birth for maintaining thermoregulation 
and initiating breathing. In term neonates 
not needing resuscitation, the recom-
mended duration for cord clamping is 
longer, to allow for the majority of 
placental transfusion that occurs in the 
first three minutes.7 There is still lack of 

Practical considerations for deferred cord 
clamping with intact cord stabilisation 

 
Deferred cord clamping (DCC) has been shown to significantly reduce mortality in preterm 

infants. It is therefore recommended as a standard practice in all preterm infants for a minimum 

duration of 60 seconds. Currently, this has been shown to be poorly implemented across all UK 

neonatal units. In addition to various factors underpinning this, there are practical difficulties in 

stabilising extreme preterm infants with an intact cord during DCC. In this article, we hope to 

provide some practical tips from our experience in successfully implementing this practice in our 

unit over the last 18 months.

Vennila Ponnusamy  Consultant Neonatologist, Neonatal 
Intensive Care Unit, St Peter’s Hospital, 
Chertsey, Surrey vennilaponnusamy@nhs.net  

On behalf of St Peter’s Neonatal and 
Maternity team 

 Keywords 
deferred or delayed cord clamping; 
extreme preterm babies; intact cord 
stabilisation; optimal cord management; 
thermoregulation 

 Key points 
Ponnusamy V. Practical considerations for 
deferred cord clamping with intact cord 
stabilisation. Infant 2021; 17(6): 230-35. 
1. DCC should be provided to all preterm 

infants as a standard care at birth. 
2. Effective planning, team working and 

communication would facilitate the 
teams to provide DCC alongside 
stabilisation in extreme preterm 
infants. 

3. Use of simulation, quality improvement 
tools, regular teaching and training will 
help to sustain the change in practice. 

evidence on the recommended duration  
of DCC in preterm infants. Although  
DCC was defined in most studies as  
>30 seconds, the current recommended 
minimum duration of DCC in preterm 
babies is one minute, as it can be safely 
achieved alongside initial stabilisation in 
most preterm babies. However, data from a 
meta-analysis2 has shown an almost linear 
relationship between survival to discharge 
and duration of DCC from <1 minute to 
>2 minutes when compared to immediate 
cord clamping, although not statistically 
significant due to the small numbers in the 
sub-group analysis. Therefore, it is likely 
that a longer duration of DCC for a few 
minutes may be more beneficial than the 
minimum duration of 60 seconds to allow 
adequate placental transfusion,5 as the cord 
clamping should ideally be based on 
physiological factors rather than time 
based.8 

While the benefits of resuscitation with 
an intact cord have not yet been proven, it 
is pragmatic to initiate stabilisation of all 
neonates including preterm babies before 
cord clamping happens at one minute.9 
Intact cord stabilisation (ICS) allows 
effective stabilisation of all preterm infants, 
including extreme preterm infants of  
<28 weeks’ gestation, while the cord is 
unclamped for a longer duration of >1 
minute. While there is lack of consensus 
and evidence on the benefits of ICS, this 
has been shown to be beneficial in animal 
studies, as it allows for lung aeration before 
cord clamping.8,10 A recent survey of all 
neonatal intensive care units in the UK11 


