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Introduction

Intraventricular haemorrhage (IVH) in newborn usually
results from prematurity or perinatal asphyxia without apparent
trauma (Murphy et al.,2002).

Intraventricular hemorrhage (IVH) is one of the most
important neurological complications in very low birth weight
(VLBW) infants during the neonatal period (Shankaran et al.,
1996).

Premature infant with IVH gradually deteriorates in first
few days of life. Periods of apnea, pallor, cyanosis, high-pitched
cry, muscular twitching, paralysis usually precedes coma
(Kleigman, 2002).

Severe hemorrhage leads to neurological depression
progressing to coma. Periventricular leukomalacia is
asymptomatic until late infancy, to present as spastic diplegia.
Hypoxic Ischemic Encephalopathy (HIE) may be the cause or
result of intraventricular haemorrhage. The neuropathology
depends on gestational period and levels of hypoxia. Infants
demonstrate focal or multifocal cerebral infarcts that produce
focal seizure and hemiplegia (Mcmillan, 1999).

It is important to detect this pathology as early as possible
because of the associated high rate of mortality, as well as the
possibility of neuro-developmental squeal leading to
disturbances in the neuro-psychomotor development of those
newborns (Ment et al 1992).



Detection of IVH through scanning of brain can be done by
several ways. Currently ultra-sonography is the cheapest and
most sensitive method of detecting IVH in newborn (Ahmed,
2002).

The advent of cranial ultrasound as a routine tool in
neonatology has greatly improved our knowledge of the
presence and incidence of brain lesions in the newborn infant
(Rennie, 1997).

Aim of the work

The aim of this study is to correlate clinical neurologic
examination with the cranial ultrasonography in neonates with
perinatal brain insult. Also, to use neonatal neurologic
examination as a predictor for the outcome.



Patients and methods

50 neonates delivered in Obstetrics and Gynecology
Hospital, Ain Shams University will be included in the study.

First group

30 neonates suffering from brain insult.

Second group

20 neonates not suffering from intracranial pathology.

All newborn infants included in the study will be subjected
to the following:

A) full history taking will be done, laying stress on the
following:

I) antenatal factors

Intrauterine growth retardation.
Reduced amniotic fluid.
Reduced fetal movements.
Infection.

Bleeding.

High blood pressure.

Premature rupture of membranes
Trauma.

Breech position.

I1) perinatal factors:
Abnormal cardiotocography.
Abnormal Apgar scores.
Presence of meconium.



B) Apgar score for assessment of degree of asphyxia will be
done for all neonates at birth (Apgar, 1952).

C) Assessment of gestational age will be done for all neonates
at birth (Ballard et al., 1991).

D)Neurological examination:

Will be performed at birth, one month postnatal age
according to Doubowitz, (Doubowitz et al. 1999).

E) Radiological investigation:

Cranial ultrasonography will be performed at enrollment in
the study and at one month, other neuroradiologic examinations
will be done according to the clinical diagnosis.

F) Electroencephalographic study: will be done for
neonates with brain insult. According to the general
condition of the neonate
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Appendix

No sex L] Weight mople € apgarl apgar5
age delivery

1 1 36 2750 1

2 1 37 3200 3 4 6
3 2 34 2900 3 3 5
4 1 34 1230 3 5 3
5 2 28 1280 3 4 6
6 1 39 3300 3 1 2
7 2 31 900 3 3 5
8 1 34 1300 3 5 3
9 1 32 1500 1 5 3
10 1 32 1600 3 6 3
11 2 32 1000 3 4 3
12 2 40 2800 2 3 3
13 1 38 3500 3 5 3
14 2 35 2250 3 2 7
15 1 38 3100 3 2 5
16 1 41 3250 3 3 7
17 1 32 1800 3 3 7
18 2 39 3300 3 1 5
19 2 37 2860 3 5 2
20 2 41 2600 3 — [ 3
21 1 38 2250 3 5 8

table (A): sex; 1= male, 2= female, gestational ages in weeks, birth weight in grams,
mode of delivery; 1= spontaneous vaginal delivery, 2= assisted vaginal delivery, 3=
CS..Apgar score at 1 min and Apgar score at 5min.



