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Infants with birth weight <10 centile my not be always pathologically growth restricted. Small 
for gestational age (SGA) infants are a group of normal biological variants1. More over nearly 
40% cases of IOGR, the cause remains unknown. This raises the concern about the diagnosis and 
management of an intrauterine growth restricted fetus (IUGR).

Mrs.  S  B,  29  years  old  female,  PO+O+O+O,  was  seen  at  32  weeks  of  gestation  with  the 
problems of fetal growth restriction and diminished liquor volume. She was married for last 10 
years.  She  had  previous  failed  attempt  of  IVF  and  ET  two  times.  This  pregnancy  was  a 
spontaneous  conception.  Her  pregnancy  had  been  supervised  under  dual  share  of  care  at  a 
periphery town and in the city, to suit her convenience of residence and travel.

Her early pregnancy was unremarkable. Early pregnancy scans in the first trimester and second 
trimester (<18 weeks) were normal. Her rest of investigations were within normal limits. Clinical 
examination  at  32  weeks  revealed  symphysiofundal  height  28cm,  abdominal  girth  70  cm, 
diminished liquor volume, single fetus, longitudinal lie, cephalic presentation,  FHR 127bpm, 
CTG revealed reassuring trace pattern.

She was advised for ultrasonographic evalution of feto-placental  unit.  Sonography report two 
weeks later revealed, mild growth restriction of the fetus, AFI 16 cm and multicystic changes in 
both the kidneys. Couple counselling was done as regard the fetal status and need for further 
investigations was done. Repeat sonographic scan was done in a tertiary level fetal care centre. It 
revealed  severe  oligohydramnios,  bilateral  multicystic  kidneys,  IUGR,  with  pulmonary 
hypoplasia. – 

  

Couples, when counselled with this report, decided to have further opinion of a higher specialist 
center outside the state of Bengal. They had this consultation as they desired. This sonograhic 
report revealed: bilateral multicytic dyspastic changes in the kidneys with anhydramnions. Rest 
of the organs: face, heart, head were normal. Stomach extremities could not be clearly imaged. 
Dense calcification was seen in the placenta. Estimated fetal weight was1958 ±195.8 gms.



Couple having the same opinion from the centre of their selection, returned back to Kolkata by 
the next week for the management. Medical methods of induction of labour had been agreed 
upon. A grossly asphysxiated baby was born with multiple congenital malformations The infant 
died with in a period of next 16 minutes time.

Physical  examination  of  the  dead  infant  revealed:  deformities  of  face,  skull,  extremities, 
genitalia, low set ears, and ocular anomalies.

Autopsy study  revealed:  3 vessel umbilical cord, agenesis of corpus callosum, micrognathia, 
pulmonary hypoplasia, segmental agenesis of bowel, agenesis of   bladder and hugely enlarged 
multicystic dysplastic kidneys of both the sides, and dysgenesis of internal genital organs 

     

.  Infant’s  tissue  was  sent  for  chromosomal  analysis.  Report:  G banded  metaphases  showed 
trisomy of chnomosome 18.

Discussion: Progress in prenatal diagnosis for many genetic diseases had allowed at risk couples 
the option of having an unaffected offspring both structurally and chromosomally. Uncertainty 
remains in prospective population to identify couples at risk of having an offspring affected with 
a  genetic  disorder.  Sonography  evolution  plays  an  important  role  so  as  to  screen  such  a 
pregnancy. It has the benefit of being noninvasive also.



Trisomy 18 has  an  incidence  of  lin  8000 live  births.  Early  pregnancy biochemical  markers. 
(triple marker screening – hCG, AFP  & UE3), can detect 60 to 80 percent of trisomy 18 with 
about 0.4 percent need of amniocentesis.Genetic counselling is  essential and needs referral to a 
clinical  geneticist.  In reality it  is impractical  for obstetricians to refer all patients  for genetic 
counseling.

Mrs.SB  following  spontaneous  conception  at  her  age,  the  related  risks  of  chromosomal 
abnormalities remained 1 in 455 (1 in 1,111 for trisomy21.)

Structural  malformations  with  trisomy  18  involve  many  organs  
(CNS, limb deformities, clenched hands, overlapping index fingers, renal agensis, facial defect 
and many others. Autosomal Recessive Polycystic Kidney Disease (ARPKD) is rare (1 in 20000 
births).  The  kidneys  are  enlarged,  with  small  cysts  (<5mm)  within  the  collecting  tubules. 
Oligohydramnios (due to kidney disease), pulmonary hypoplasia; results in IUFD or neonatal 
deaths in about 50% of cases. The ARPKD gene is located on chromosome 6p21 (Polycystic 
Kidney & hepatic disease)

IUGR is present in fetuses >24 weeks in 89% cases. Sonographic diagnosis of trisomy 18, <16 
weeks gestation may be missed. Fetuses >18 weeks when surveyed for structural anomalies, the 
detection rate of trisomy was 100%.

Mrs. S B left hospital, otherwise fit and healthy. She had been advised genetic counselling before 
she plans her next pregnancy. Moreover she needs prenatal tests to exclude fetal chromosomal 
and structural malformations. 

 


