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A consensus statement from the International Cer-
ebral Palsy Task Force outlined essential criteria to
define an acute perinatal hypoxic event; criteria
included evidence of a metabolic acidosis in fetal
umbilical arterial cord blood or in very early neonatal
blood samples (pH < 7 and base deficit >12 mmol/l).1

Pathological fetal acidaemia may be correlated with an
increased risk of neurological deficit.2

The Royal College of Obstetricians and
Gynaecologists and the Royal College of Midwives
have jointly stated that “the routine measurement
of cord blood gases is essential for all caesarean
sections or instrumental deliveries for fetal distress
indication and consideration should be given to
measurement of cord blood gases following all
deliveries. The presence of normal gases, but not pH
alone, largely excludes hypoxia as a cause of brain
damage and has important medicolegal implica-
tions.”3 We undertook a national survey of current
practice and opinions regarding the analysis of cord
blood gas at delivery.

Methods and results
We sent an anonymised questionnaire to the 285
obstetric units in the United Kingdom. Questionnaires
(see BMJ’s website) were completed in accordance with
the unit’s protocol and returned by November 1999. To
maintain anonymity and to encourage all units to
respond, no comparison was made between unit size
and clinical practice.

A total of 224 units (79%) returned the question-
naire. Of these, nine no longer had delivery suites
(because of mergers or closures), leaving 215 (75%) for
analysis.

The table shows that 160 (74%) units had a
selective policy, that is, sampling some deliveries with
specific indications. Of these, 138 (64%) units analysed
cord blood for more than one indication.

Of the 181 units currently sampling cord blood
gases, 98 (54%) sample both arterial and venous blood

and 33 (18%) sample venous blood only. Ninety eight
(54%) perform a full blood gas analysis and 43 (24%)
perform a pH analysis only.

In all, 172 (80%) units recognised that analysis of
cord blood gas was clinically useful; 183 (85%) consid-
ered it was useful for audit and teaching purposes and
194 (90%) for medicolegal purposes. Six (3%) units felt
that cord blood gas analysis had no place in obstetric
practice despite 34 (16%) units currently not perform-
ing the test.

Comment
Clinical practice regarding the analysis of cord blood
gas varies considerably. There is a desire to change
practice in many units, and a belief that such analysis
has a clinical, teaching, or medicolegal use.

It has been suggested that both arterial and
venous samples should be tested to ensure that
separate vessels have been sampled.4 This suggestion,
together with the recommendations of the Royal
College of Obstetricians and Gynaecologists and
the Royal College of Midwives3 concerning a full
blood gas analysis, are followed in only 54% of
units.

Recording cord blood gases is important if
cerebral palsy is later diagnosed. If the prevalence of
cerebral palsy is 2 per 1000 among normally grown
infants delivered at full term, in a year a typical obstet-
ric unit (3000 deliveries) will have six cases. About one
case will be associated with genuine perinatal
asphyxia. Some deliveries will be uncomplicated, with-
out signs of fetal distress, and be under the care of
midwifery teams. If it is not routine practice to record
analysis of cord blood gas then important evidence of
a normal acid-base status at delivery will not be avail-
able if the diagnosis of cerebral palsy is made in later
childhood. With settlements for such cases now regu-
larly over £3m it may be cost effective to include the
recording of cord blood gas analysis in delivery suite
budgets.
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The complete
questionnaire is
available on the
BMJ’s website

Analysis of cord blood gases among obstetric units in the United
Kingdom (n=215). Values are numbers (percentages)

Indication for analysis

Units
currently

performing
analysis

Units that
would perform

analysis if
able to change

policy

All lower segment caesarean section 34 (16) 26 (12)

All emergency lower segment caesarean section 97 (45) 82 (38)

All instrumental deliveries 45 (21) 63 (29)

All deliveries where fetal distress is suspected 124 (58) 97 (45)

All deliveries complicated by meconium
stained liquor

44 (20) 67 (31)

No deliveries 34 (16) 14 (7)

All deliveries 21 (10) 77 (36)
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