Notes and actions from Stillbirth Clinical Study Group 20th October 2011 
Present: Gordon Smith (Chair) (GS), Neil Sebire (NS), David Cromwell (DC), Siobhan Quenby (SQ), Basky Thilaganathan (BT), Steve Charnock-Jones (SCJ), Jim Thornton (JT), Peter Brocklehurst (PB), Janet Scott (JS), Charlotte Bevan (CB)
Apologies: Catherine Calderwood, Angela Wood, Neal Long
1. Active Research Projects:
1.1 JT outlined status of current project being supported by CSG: a recently funded NIHR Research for Patient Benefit (RfPB) project grant for a RCT of early induction in women aged over 35 at term to see whether induction at term reduces C-section rate. Not sufficiently powered to look at whether induction prevents term stillbirth, however. 

GS noted term unexplained stillbirths (30% of stillbirths) are arguably the most potentially avoidable stillbirths, if delivered in time. Challenge is to establish optimum timing for induction. If induction at 36/37 weeks, then associated prevention of perinatal morbidity may not be off-set by potentially negative long-term effects of early delivery for those children.

1.2 PB reported on proposed Personalised Antenatal Care Study (PACS) on low-risk nulliparous women. PACS to look at two issues: 1st trimester screening to identify early onset pre-eclampsia and mid-trimester Uterine Artery Doppler to predict fetal growth restriction and risk of stillbirth. Pragmatic trial based on current knowledge with view to reviewing national screening policy. Applying to HTA for funding.
1.3 PB also reported on planned Birth Cohort Study, a 2013 bio bank, with 100,000 women screened at 24 weeks in pregnancy (will be piloted end of 2012). 

2. Reports on actions taken since previous meeting
2.1 BT presented data on uterine artery Doppler at 20 weeks to predict fetal growth restriction and risk of stillbirth. Screened 15,796 women with UtAD over 10 years (nnulliparous and high-risk multiparous women only) - originally undertaken to predict pre-eclampsia risk. However, there were 144 antepartum stillbirths (9.1/1000 pregnancies) in group. Found that group with highest UtAD indices (over 90th centile) had increased stillbirth risk.

2.2 NS outlined proposal to standardise perinatal post mortem data, comparing usefulness of post mortem investigations. Proposal to pool data on stillbirths from four large centres with large number of stillbirth pms (1,000 in total). CGS will support NS work.
2.3 SQ aiming to liaise with a colleague to draft a proposal looking at women’s attitudes to increased surveillance and intervention in pregnancy. 
2.4 GS reported on proposal to use NPEU’s UKOSS as data source on term stillbirth but argument is that term stillbirth is too common. UKOSS parameters are to collect data on rare occurrences in pregnancy, with risk of 1 in 2000; term stillbirth is 1 in 1000. GS also reported on proposal with Leicester group David Field and Liz Draper to further investigate the aetiology of stillbirths and to develop possible interventions. 

3. National Data Collection Update
PB reported on work of the national Maternal and Newborn Clinical Outcome Review Programme, stalled since April 2011 when CMACE contract came to end. 

4. Sands work update
JS reported on work of Sands’ campaign with Grazia magazine to raise awareness of stillbirth. Grazia/Sands petition asking for research to better screen pregnancies to understand stillbirth, has 22,600 signatories. Sands has also been asking parliamentary questions on funding for research and forwarded information to CSG members. 

Sands is jointly organising the RCOG’s Stillbirth Seminar on 5th Dec. Several CSG members will be talking. Details to be found http://www.rcog.org.uk/events/stillbirth 

Sands also involved in plans with Department of Health for organisation of stillbirth workshop to be held in February 2012 to develop strategy for tackling key issues surrounding stillbirth. Discussions to include Bliss, Count the Kicks, National Maternity Support Foundation, Royal College of Obstetricians and Gynaecologist and Royal College of Midwives representatives. 

6. Open discussion: 
6.1 Group discussed significance of reducing stillbirths, the most common of all childhood mortalities Unlike cot death which has seen huge decline in past 2-3 decades thanks to research, stillbirth rates have not changed.

6.2 PB reported on new NRHN board arrangements; board currently reviewing work of CSGs. 

Actions:
· BT to validate data against other data sources. 
· NS to pursue potential funders for post mortem work.
· SQ to report back at next meeting on potential for developing research into women’s responses to intervention during pregnancy.
· GS to report back from meeting with Leicester group.
· CC to report on management of couples after stillbirth.
Next meeting: 15th March 2012
