








a score of 8-10; of which 99 (92.5%) had reactive 5T
and 8 (7.5") suspicious NST and none had ominous
NST. 77 patients had a score of 5-7 of which 35 (45.45%)
had reactive NST and 40 (51.9%) had suspicious and
only 2(2.597) had ominous NST. 16 patients had a score
of <5 of which 4 (25%) had ominous NST. 10 (62.5%)
had suspicious NST and 2 (12.5%) had reactive NST.

Using Kappa method of statistical an - 7sis

Observed agreement = 0.7152
Kappa Coetficient = 0.4542
Std error of Kappa = 0.0588

One tail I’ value = 0.000000

This analysis shows the probability of error in
using subjective visual interpretation is almost negligent.
Inother words both methods of interpretation of the test
results are in agreement.

Discussion

While evaluating the role of admission test in
predicting fetal oulcome, it was seen that out of 136
patients with reactive NST, 9 had fetal distress. Of these
one had abruptio placenta and another had cardiac
disease complicating pregnancy. The others had no
obvious reasons Lo develop fetal distress late in labour
requiring operative intervention. Hence this is a useful
screening lest but for a limiled time period only. Krebs et
al (1979) had concluded in his study — at FHR changes
are frequently complicated by multiple abnormalities in
the last 30 minutes of labour and hence a normal tracing

arly in labour does not give us total assurance that
~bnormalities will not occur late in labour. Prob  ly
another study is needed to evaluate the reliability of
reactive test in relation to time period. Kulkarni and
Shrotri (1998) found that fetal distress showed a
progressive rise from reactive (5.17%) to ominous (28.5%)
group. The perinatal morbidity also showed arise from
6.8% in the reactive to 31.42% in the equivocal and
8571 in the ominous group (Kulkarni and shrotri
1998). In this study the perinatal morbidity was 6.6% in
the reactive, 27.5% in the suspicious and 66.0% in the
ominous group (P = 0.00000083). Ingemarsson et al
found that while assessing the usefulness of the
admission test in patients in labour, a statistical analysis
shows a predictive value of 98.7% for areactive test with
high specificity 0of 99 4% [n this present study we found
a predictive value of 93.4% for a reactive lest with a
specificity of 98.45%. The predictive value of anabnor
test was 66.6% with a low sensitivity of 30.9% which
was similar to thatof Ingem 3 U-40% predictive
value and 23.5%0 sensitivity.

Admission test

The scoring system introduced by Hammachar
etal 1974, modified by Fischer et al in 1976 using multiple
factors to analyse the intrapartum FHR, was found by
Krebs et al 1979 to have a better predictability of fetal
outcome. So while comparing this system with the criteria
established by Ingemarsson and Arulkumaran we found
that both methods of interpretations were in agreement
and there was no adverse perinatal outcome as a
consequence of this. Hence the latter method which is
simple and less time consuming is adequate to interpret
the admission test and there is no added advantage using
the time consuming Fischer’s scoring system.

While continuous electronic fetal monitoring is
being used widely for intrapartum monitoring for all
patients in labour in a developing country like ours the
cost factor has to be taken into consideration. So the
admission test can be used as a screening technique to
detect preexisting fetal distress and plan early
intervention to prevent adverse perinatal outcome.
Continuous monitoring or intermittent tracing can be
restricted to only those patients with high risk factors
like severe PIH, ITUGR, Oligohydramnios, Gestational
diabetes, BOH etc. reducing the perinatal mortality and
morbidity to a great extent.
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