
ABNORMAL
MIDWIFERY
SECTION1:MULTIPLE
PREGNANCIES

Introduction
Multiplepregnancyisaterm appliedwhenthereismorethanonefoetusintheuterus.
Theincidenceofmultiplepregnanciesisrare.Itisestimatedthattwinconception
occurs spontaneously once in 90 pregnancies,triplets once in 310,000 while
quadrupletsoccuroncein700,000.

Objectives
Bytheendofthissectionyouwillbeableto:

• Definemultiplepregnancy
• Explainthetwodifferenttypesoftwins
• Diagnosetwinpregnancy
• Describetheeffectofmultiplepregnancyonpregnancy
• Describethemanagementofmultiplepregnancies

MultiplePregnancies

VarietiesofTwins
Twinsmaybebinovularoruniovular.Binovulartwinsaredevelopedfrom twoseparate
ova,whichmayormaynotcomefrom thesameovary.Uniovulartwinsaredeveloped
from asinglefertilisedovum,whichundergoesdivisiontoform twoembryos.
Belowisacomparisonofthetwotypesoftwins.
 



DiagnosingaMultiplePregnancy

OnInspection
• Theabdomenlookslargerthanitshouldatthegivendate
• Polyhydramniosmayincreasetheabdominalsizeleadingtoconfusionofthe

diagnosis

OnPalpation
• Abdominalgirthwillbe101.5ormorecentimetres
• Fundalheightislargerthandatesfrom twentiethweek ofgestation
• Youwillrevealtwofoetalpolesonfundalpalpation
• Thesizeoftheheadissmallerthanthesizeof

theuterus
• Youwillpalpateanunusualnumberoffoetalparts

OnAuscultation
• Twofoetalheartsarerecordedsimultaneouslyandthereisadifferenceof10to

20beats

UltrasoundScan
Anultrasoundscanatseventhweekcandistinguishtwoseparatesacswhilefrom the
twelfthweektwofoetalbodiescanbeidentified.Onthefourteenthweek,twoheads can
be detected.
Note:Twoskeletonsarevisibleonx-rayatthirtyweeks.

EffectsofMultiplePregnancy

Theeffectsoftwinsonpregnancyinclude:
• Preeclampsiaisthreetimesmorecommoninmultiplepregnanciesthanasingle



pregnancy
• Anaemiaismorecommon,duetotheincreasedfoetal

demandoffolicacidandirondietaryrequirement
• Polyhydramnioscouldoccurduetomorefluidinthetwo

foetalsacs
• Pressuresymptomsaremoremarked,and mayincludebackache,oedema,

varicoseveins,indigestion,constipation,dyspnoeaandbladderirritability
• Minordisordersofpregnancyaremoremarked,includingheadache,morning

sicknessandvomiting
• Prematurelabourislikely,duetooverstretchingoftheuterus
• Congenitalmalformationoccurstwiceasmuchthanin

singlepregnancy
• Intrauterinegrowthretardationmay occurdueto

placentainsufficiency
Complicationsoftwinsinpregnancyinclude:

• Malpresentation,where35%oftwinswillbothpresentbythehead,andanother
35% byhead and breech.10% presentbybreech and/or20% presentby
transverselieorcephalicwithtransverselie

• Delayinthebirthofthesecondtwin
• Cordprolapse,whichoccursespeciallywiththesecondtwin,oftenwhenthereis

malpresentation
• Maternalandfoetaldistressiscommonduetoprolongedlabour
• Lockedtwinsisararecomplicationbutmaypreventspontaneousdelivery
• Postpartum haemorrhageduetolargeplacentalsite

MultiplePregnancyManagement

ManagementDuringtheAntenatalPeriod
Intensifythecareofthemotheroftwinsbyensuringthefollowing:

• Seethepatienteverytwoweeksfrom the20thweek
• Checkbloodhaemoglobinlevelsat30,36,37weeksbeforelabourtoexclude

anaemia
• Relieveanydiscomfortbyadvisingonremediesforminordisordersofpregnancy
• Adviseondiettopreventanaemia
• Adviseontheneedforatleasttwohoursrestintheafternoonandsixtoeight

hoursrestduringthenight
• Thepracticeofadmittingthepatientbetween 30to36weeksisnowuncommon.

Itwas necessary where home conditions were poor.Itwas intended for
improvingfoetalgrowththroughincreasedplacentalbloodflowfollowingenough
restin
thehospital

• Improvematernalnutritionalstatus
• Neverallow thepregnancytogopostmature(postdate)duetothedangerof



placentainsufficiency

ManagementDuringFirstStageofLabour
Allcasesofmultiplepregnancyshouldbedeliveredinhospitalsduetocomplications
thatmayoccurduringlabour.Thefollowingprocedureshouldbefollowed:

• Takebloodforgroupingandcrossmatch
• Avoidoversedatingthemotherduringlabour
• Prepareyourdeliverytrolleywithpairsofinstrumentsfortwobabies.Youshould

havearesuscitationtrolley,babylabels,ergometrineorsyntometrineinasyringe
• Putuptheoxytocindripifuterineactionisnotprovingveryeffective
• Monitorandassesstheprogressoflabour
• Deliveryroom mustbewarm
• Timetheepisiotomyproperly
• Checkfoetalheartbeatsbetweeneachcontraction
• Adviseonambulationifmembranesareintact
• Encouragethemothertoemptyherbladder
• Reassurethemother
• Befriendlyanddisplaypositiveattitudestowardsthemotherandherfamily

members

ManagementDuringSecondStageofLabour
Ensurethatthefollowingprocedureisfollowedwhenmanagingthesecondstageof
labour:

• Itispreferabletohaveanobstetrician,paediatricianandanaesthetistpresent
duringthedelivery.

• Preparationsshouldbemadeforresuscitationandspecialcareincaseof
lowbirthweight.

• Operatingtheatresshouldbereadytoreceiveamotheratashortnoticein
caseofemergencycaesareansection.

• Delivertheheadofthefirsttwinslowly,cleartheairwayandhandthebaby
totheassistants.

• Theassistantshouldlabelthebabyandwrite‘firsttwin’or‘twinone’.
• Thelieofthesecondtwinischecked(iflongitudinal),thenthepresentingpartis

checked.Ifhigh,thepresentingpartispusheddownbyfundalpressureandthe
membranesareruptured.

• Themotherisencouragedtopushwitheachcontractionandthebabyshouldbe
bornwithin45minutes.

• Oxytocincanbegivenimmediatelyafterdeliveryoftheanteriorshoulderof
thesecondtwin.Itmayalsobeadministeredafterdeliveryoftheplacenta.

• Assoonastheoxytocintakeseffect,theuteruscontracts.
• Bothcordsaretakensimultaneously.Theplacentaand membraneswillbe

deliveredusingcontrolcordtraction.

ComplicationsintheDeliveryofTwins

ManagementofDelayedTwin



Shouldyoubeconfrontedwithacaseofadelayedtwin,thefollowingstepsshouldbe
taken:

• Ascertainifthelieislongitudinal.
• Assessthecontractionand,ifpoor,askyourassistanttocommencesyntocinon

driptostimulatecontraction.
• Encouragethemothertopush

duringcontraction.
• Vacuum extractionmaybedonewhenthedoctorcomes.

ManagementWhenSecondTwinLiesinTransverse
Youmustensurethatyoufollowthisprocedureshouldyoubeconfrontedwithacase
wherethesecondtwinislyingintransverse:

• Sendforthedoctor.
• Attemptexternalversionwhenthemembranesareintact.
• Ifyousucceedinperformingtheexternalversion,rupturethemembranesand

encouragethemothertopushthebaby.

Remember:Incaseyoudonotsucceed,thedoctorwillperform aninternalversionand
deliverthebabyinbreech.
ExpulsionofthePlacentaorBleedingBeforeSecondTwin
Iftheplacentaisexpelledsoonafterthefirsttwinorthereisbleeding:

• Youshoulddeliverthesecondtwinassoonaspossiblebyusingfundalpressure
incaseoflongitudinallie.

• Ifthisisnotpossible,inform adoctorassoonaspossibleandpreparethe
motherforcaesariansection.

• Lockedtwinsareveryrare.Tofacilitatethebirthofthesecondtwin,decapitation
ofthefirsttwinisnecessary,butcaesareansectionfordeliveryofthesecond
twinistheeasiestand
safestmethod.

ConjoinedTwins
Acaseofconjoinedtwinsusuallyrequiresa



cesareansection.Attimesseparationoftheconjoinedtwinsispossible.

Version

Thisisturningthefoetusfrom anundesirablepositiontoadesirableposition.Thetwo
typesofversionareexternalversionandpondalic(orinternal)version.

ExternalVersion
Thisistheexternalmanipulationofthefoetusthroughtheabdomenandtheuterine
walls,usedtocorrectmalpresentation.Theprocedureissuccessfulwhendoneamonth
beforeterm.Unfortunately,itisoftenfeltthatthefoetusreturnstoitsoriginalposition
afterafewhours.Thisprocedureisoutdatedascaesareansectionisrecommendedin
malpresentations.Itisnowusedbyamidwifeonlyinthedeliveryofthesecondtwinin
thecaseoftransverselie.
Externalversioniscontraindicatedinthecaseofantepartum haemorrhage,highblood
pressure,rhesusnegativemother,previousscarsandtwinpregnancy.

Preparation
• Reassurethemotherbyexplainingtheprocedure
• Makesurethebladderisempty
• Themotherlieswithpartialflexionofthethighstorelaxherabdominalmuscles
• Sprinklepowderonherabdomentopreventfrictionduringthemovement
• Engagethemotherinconversationduringtheproceduretodivertherattention

soastoberelaxed.(Somedoctorsordervalium onetotwo hoursbeforethe
procedure)

DisengageBreech
Thedoctorwilllocatetheheadandthebackanddisengagebreechbypushingthe
breechupwardwiththefingersofbothhands.Refertothediagram ontheright.



MaketheFoetusdoaForwardSomersault
Usingsteadypressurewithonehandpressupwards,turnthefoetuslaterallywhilethe
otherhandpressesontheheaddisplacingitinthedirection,whichwillincreaseflexion.
(Followthefoetus’noseotherwiseyouwillextendthehead.)

Post-VersionSteps
• Takethefoetalheartbeatimmediatelyaftertheversion.Forthefirstfewminutes

theremaybealterationoftheheartbeatbutitwillpickupwithinafewminutes.



• Observethemotherforthreehours.
• Ifthereisnobleedingpervagina,drainingofliquororcontraction,advisethe

mothertoreportbackafteroneweekunlessanyproblem arises.
• Ifthemotherisrhesusnegative,antiDshouldbegivenwithinthefirst72hours.

PondalicVersion
This is a manoeuvre designed to change any existing presentation to breech
presentation.Itisalsoknownasinternalversion.Thismanoeuvreisusefulindeliveryof
delayedortransversesecondtwin.Itisnowneverusedinanyothercircumstances.
Whilethecervicalosisfullydilated,thewholehandisintroducedhighintheuterus.The
baby’sfeetaregraspedandpulledinthedirectionofthebirthcanal.Theotherhand
helpstoturnthefoetusbypushingtheheadupatthefundus.Theversionisfollowedby
breechextraction.

CareDuringPuerperium

Forthemotherwithmultiplebirths,involutionisusuallyslow.Theafterpainisalso
oftenmoretroublesome.Careofthebabiescanbeamajorproblem,sothemother
shouldbeinitiallyhelpedwiththefeedingofthebabies.Teachthemotherhowtofeed
sothatshefeelscompetentwhendischarged.Formoredetailedinformationseethe
sectiononCareofNormalPuerperium.

SECTION2:ABNORMAL
UTERINEACTION

Introduction

Beforeyoubeginthissection,itisrecommendedthatyoureview thenormaluterine
functionasyoulearntitinthephysiologyoflabour.Thissectionexploresabnormalities
inuterineaction,theircausesandmanagement.

Objectives
Bytheendofthissectionyouwillbeableto:

• Explaintheconceptofabnormaluterineaction
• Analysethedifferenttypesofabnormaluterineaction
• Identifycausesofvarioustypesofabnormaluterineaction
• Describethemanagementofeachtypeofabnormaluterineaction

AbnormalUterineAction

Abnormaluterineactionisadysfunctionofuterinemusclesduetoneuromuscular
disharmony.Sometypesofabnormaluterineactioninclude:

• Hypotonicuterineaction



• Incoordinate uterine action,including hypertonic lower uterine segment,
constrictionringdystocia,colickyuterusandspuriouslabour

• Cervicaldystocia
• Precipitatelabour

Youwillnowexploreeachoftheseconditionsinmoredetail.
 

HypotonicUterineAction

This is poortone in the uterine muscle fibres which results from weak/short
contractions.Thecontractionsareinfrequentandcauselesspain.Theuterusmaybe
indentedattheheightofacontraction.Bothmotherandbabyareaffectedbythe
contractions.Theeffectsofweakcontractionsbringaboutveryslow ornocervical
dilatation.Thisresultsinprolongedlabour.
There are two types ofhypotonia;primary and secondary uterine inertia also
respectivelyknownasprimaryandsecondaryhypotonia.Primaryhypotoniastartsatthe
onsetoflabour.Thecauseisunknownanditiscommoninprimigravida.Secondary
hypotoniaoccurswhenlabourhasalreadybeenestablished.Theuterusisexhausted
andcontractionsslowdown,dueto:

• Retainedsecondtwin
• Cephalopelvicdisproportion
• Malpresentationormalposition
• Effectafterepiduralanaesthesia

ManagementofHypotonicUterineAction
Admitthemotherinhospitalortransfertoahospitalifsheisinahealthcentre.



Reassureherandthensedatehertoreduceanxietyandcalm herdowntosleep.You
shouldperform anabdominalandpelvicexam toexcludecephalopelvicdisproportion.
DeterminethecauseofOPP.Ifthisispresentsheshouldbepreparedforacaesarean
section.
Iftherearenouterinecontractions,theseshouldbestimulatedbyadministeringan
enemaorrepeatadministrationifithadbeen givenpreviously.
Youshouldcheckonthefollowingfactors:

• Frequency,strengthanddurationofthecontractions
• Vitalsigns,thatis,maternalpulseandBPandgeneralcondition
• Foetalheartrates
• Descentofthepresentingpart

Avaginalexaminationisdoneeverytwotofourhourstodeterminecervicaldilatation.
Theurineistestedeverytwohoursforsugar,acetoneandalbumin.Ifthereisfoetalor
maternaldistressinthefirststageoflabour,themotherispreparedforcaesarean
section.However,ifthemotherisinthesecondstageornearingsecondstageand
contractinganddilatingwell,thedelivery canbeassistedbyvacuum extraction.
The possibilityofpostpartum haemorrhage should be keptin mind.Hence an
intramuscularinjectionofsyntometrin1mlshouldbegivenatthebirthoftheanterior
shoulderoregometrinatthecrowningofthehead.

IncoordinateUterineAction

Incasesofincoordinateuterineaction,thereisalterationinthepolarityoftheuterus
withanincreaseintherestingtone.Theuterusisveryirritable.Thecontractionsare
strong,painfulanderraticbutinspiteofstrongcontractions,thecervixdilatesslowly.
Clinically,thepatientexperiencesalotofpainbothbeforeandaftercontraction.Sheis
exhaustedandbearsdownearlyduetoseverebackache.Thismayleadtoretentionof
urine.Foetalhypoxiaoccursduetothehypertonicstateofuterus,whichinterfereswith
theplacentalcirculation.
OnVaginalExamination(VE)thecervixisnotedtodilateslowlydespitefrequentpainful
contractions.Thecervixistight,unyieldingandoedematoussincethemotherbears
downwitheachcontraction.TherearefourvarietiesofIncoordinateuterineaction,
whichwillbeexploredonthenextpage.
TherearefourvarietiesofIncoordinateuterineactiondescribedbelow.

HypertonicLowerUterineSegment
Inthiscase,theloweruterinesegmentishypertonic.Thereislossofpolarityand
intermittentabdominalpains.Thepainsoccurbeforeandpersistlongafterauterine
contraction.Thecervixfailstodilate.

ColickyUterus
Theupperuterinesegmentcontractsstronglyandspasmodically.Asaresultofthe
differentpartsoftheuteruscontractingdifferentlythecervicaldilatationisineffective.
Theremaybereducedplacentalbloodflowleadingto
foetaldistress.



Thereisintenseclump-likepain,contractionsarenoteffectiveandtheuterusistender.
Themothermaynotexperienceseverebackache.

ConstrictionRingDystocia
Thisconditionhappensoneineverythousandlabours(Myles,1999).Itisalocalised
spasm ofaringofmusclefibres.Thisisaresultofdisorganiseduterineaction.Itis
commonlyfoundnearthejunctionofboththeupperandloweruterinesegment.It
usuallyembracesanarrowpartoftheneckofthefoetus.Itmayhappenatanystageof
labourbutifitoccursinthethirdstage,itisknownasanhourglassconstriction.
Thespasm maybetriggeredbyanearlyruptureofmembranes.Thehypertonicuterus
isirritatedbybeingmouldedroundthefoetusorbyinteruterinemanipulation.
Theconditioncanbediagnosedvaginallywhenthereisadelayinlabour.Thereisno
advanceofthepresentingpartandtheuppersegmentfeelstendertothetouch.
Inhalationofamylnitrateor10mlof2% IVmagnesium sulphatesolutionmayrelieve
spasms.

SpuriousLabour
Spuriouslabourisaconditionwherecontractionsoccurbeforetheonsetoflabour,
whicharepainfulandareaccompaniedbybackache.Givingpethidineormorphine1ml
torelaxtheuterinecontractionscanabolishthem.Thisdifferentiatesitwithtruelabour.

ManagementofIncoordinateUterineAction
CephalopelvicDisproportion(CPD)isusuallytheunderlyingcauseofthiscondition.
Malpresentationshouldberuledoutthroughanabdominalandvaginalexamination.
Ifmalpresentationispresent,thepatientshouldbepreparedforacaesareansection.
IfCPDisnotpresent,shemaybeallowedtocontinueinlabour.Closeobservationis
carriedoutandarecordofobservationsshouldbemaintained.
Reassurethemotherto allayanxiety.Makeobservationsofthefoetalheartrate,
maternalpulse,andrespiratoryratehalf-hourly.Bloodpressureshouldbetakenevery
fourhours and urine testing should be done every two hours.Any signs of
maternal/foetaldistress;dehydrationandketosis,shouldbereportedpromptlyandmay
becorrectedbygivingintravenously(IV)5% dextrosealternatingwithnormalsaline.
Youshouldalwaysmaintainanintakeandoutputrecord.
Sedatethemothertorelievepain,calm herdownandenablehertosleep.Epidural
analgesiaisveryeffectiveinpromptingnormaluterineaction(orpethidineifaddedto
thedrip).Alowdoseof0.5mgsyntocinondripcanbegiven.If,afterfourtosixhours,
thereisstillnoprogress,themothershouldbepreparedforacaesareansection.
AsmallproportionofmotherswithIncoordinateuterineactionmayendupinnormal
deliveryorvacuum extraction.The midwife should be able to make the correct
judgementcall.

CervicalDystocia

Cervicaldystociacanbedividedintotwoclasses;primaryandsecondary.



PrimaryCervicalDystocia
Inprimarycervicaldystocia,theuterinecontractionsarenormal.Thepresentingpartis
lowdowninthepelvisbutthecervixfailstodilate.Thedelayisduetotheformationof
acartilaginousringroundthecervix.
Thisconditionoccursmainlyinprimagravidawherebythefirststageisprolongedand
thereissevereandpersistentbackache.Onvaginalexaminationthecervixfeelsthin,
tightandunyielding.

SecondaryCervicalDystocia
Thistypeoccursduetoprevioustraumatothecervix,forexample,tearswhichwere
repaired, scarringorfrom infection.Thecervixfailstodilateinspiteofgooduterine
contractions.
Themanagementofcervicaldystociaisbyencouragingthemothertolieonherback,
elevationofthebedfoottoeasepressureonthecervixandcaremustbetakentoavoid
lacerations.Caesareansectionshouldbedonetohastendeliveryofthebaby.
Cervicaldystociacanbefurtherdividedintooneofthreetypes,anyofwhichcanoccur
asprimaryorsecondarycervicaldistocia.

Rigidcervix
Rigidcervixisarareconditioninwhichthecervixfailstodilatedespitenormaluterine
contractions.Itischaracterisedbyseverepersistentbackache.Onvaginalexamination
thecervixfeelsthin,tightandunyielding.

Annulardetachmentofthecervix
Annulardetachementofthe cervix is characterised by persistentand prolonged
pressureontherigidcervix,whichcausesischemia.Thenecrosedringofthecervixis
detachedandexpelledandcontributestoauterinerupture.

Oedematousanteriorlipofcervix
Oedematousanteriorlipofthecervixinvolvestheanteriorlipbeingnippedbetweenthe
foetalhead and thepelvicbrim.Itbecomesswollendueto pressure.Onvaginal
examinationtheoedematouscervixfeelslikeafirm ridgeasthickasafinger.Itmay
alsobeseenatthevulvaasabluishglisteringcervix.Itdelaysthefirststageoflabour,
asthecervixdoesnotdilatequickly.

PrecipitateLabour

Inthecaseofprecipitatelabour,thecontractionsarestrongandfrequentfrom the
onsetoflabour.Thisresultsinanabnormallyrapidprogressoflabouranddeliverymay
occurwithinanhourfrom theonsetoflabour.
Thereareseveraltypesofcomplications,whichcanoccur.
Maternalcomplicationsincludecervicalandpereniallacerations.Theuterusmayfailto
contractduring the third stage oflabour,leading to a retained placenta.Post
partum haemorrhage,uterineinversion,shockandcollapsemayoccurduetosudden



reliefofpressure.
Foetalcomplicationsincludefoetalhypoxia,whichmayoccurasaresultoffrequent
andstrongcontractions.Rapidmouldingmayresultinintracranialpressureand,during
delivery,thismayleadtointracranialhaemorrhage.Asphyxiamayoccurduetorapid
expulsionofthebaby’sunmouldedhead.
 
Remember:Precipitatelabourtendstorecur.Therefore,withfuturepregnanciesthe
motherneedstobeadmitted earlyinto hospitalforsafedelivery.

Over-StimulationoftheUterus

Thismayoccurasaresultofexcessiveuseofsyntocinonorprostaglandin,whichmay
causetetaniccontractionswithinadequateperiodsofrelaxation.
Complications ofover-stimulation ofthe uterus include foetalhypoxia.Ifuterine
spasmsthatreducethetransferfrom theplacentaoffoetaloxygenarenottreated,
foetaldeathmayoccur.Othercomplicationsincludeprecipitatelabourandruptureof
uterusincasesofdisproportion.
Methodsofmanagementshouldincludethefollowing:

• Stoptheadministrationofsyntocinonorprostaglandin
atonce

• Incaseoftoniccontractions,thepatientshouldbegiven
twopuffsofventolininhaler

• Ifthereisfoetaldistress,givedextroseIVandoxygenbymask

TonicContractions
Thisiswherethecontractionsareexcessivelylonger,strongerandmorefrequent.This
results in almostcontinuous contractions with shortperiods ofrelaxation.Tonic
contractions are caused by cephalopelvic disproportion.The uterus attempts to
overcometheobstructionandsoitincreasesitsstrengthandfrequency.Thecondition
iscommoninprimigravidae.
Possiblecomplicationsoftoniccontractionsincludetheruptureoftheuterusandfoetal
deathduetoprolongedlabour.

ManagementofTonicContractions
Ifthepatientisonsyntocinondrip,itshouldbediscontinuedandthedoctorinformed.
The vitalsigns,including observations ofpulse and blood pressure,should be
monitoredcarefully.
Thereareseveralfactors,whichpredisposetoabnormaluterineaction,
theseinclude:

• Age,theelderlyprimigravida ismorelikelytohaveabnormaluterineaction
• Parity,theconditionismorefrequentinprimigravida
• CephalopelvicdisproportionormalpresentationOPP,whichmayeithercause

hypotonicuterineactionorincoordinateuterineaction



• Postmaturity
• Otherfactorslikeoverdistensionoftheuterusinmultiplepregnancy
• Earlyruptureofmembranes
• Emotionaltensionofthepatient

SECTION3:TRIALOFLABOUR,INDUCTIONOFLABOURANDPROLONGEDLABOUR

Introduction

Thissectionexaminesdifficultiesthatcanbeexperiencedduringlabour,how labour
canbeinducedandtheconditionsofprolongedandobstructedlabour.

Objectives

Bytheendofthissectionyouwillbeableto:
• Definetrialofvaginaldelivery
• Explainfoetaldistress
• Describethedifferentmethodsusedininductionoflabour
• Describemanagementofprolongedlabour
• Explainthecomplicationsofprolongedlabour
• Describethepreventivemeasuresofprolongedlabour
• Explaintheconceptofobstructedlabour
• Identifysignsofobstructedlabour
• Describethemanagementofobstructedlabour

TrialofLabour

Trialoflabourisatestoflabourconductedwherethereisaminorormoderatedegree
ofCephalopelvicDisproportion(CPD)inwhichitisdifficulttodecidewhetherdelivery
pervaginaispossible.

Factorsinfluencinggoodprognosis
Thereareseveralfactorsinfluencinggoodprognosis.Theseare:

• Strengthoftheuterinecontractions
• Flexionofthehead
• Degreeofmouldingofthefoetalhead,thatis,reducedengagingdiameters
• Thegivingofpelvicjoints.Inpregnancy,thejointsofthepelvisarerelaxedand

separatebyhalftoonecentimetre
• Maternalcourage

Factorsinfluencingpoorprognosis
Thefactorsinfluencingpoorprognosisare:

• Earlyruptureofmembranewhichmaybeaccompanied byprolapsedcord
• Poormouldingofthehead
• Maternalorfoetaldistresswhichwillnecessitateinterventionontrialofvaginal



delivery
Remember:Donothesitatetoterminatethetrialoflabourwhenthereisfoetalor
maternaldistress.

Contraindicationsfortrialoflabour
Comparethefollowinglistofcontraindicationsfortrialoflabourwiththoseyoulearntin
normallabour:

• Grosslycontractedpelvis
• Medicalorobstetricalcomplications
• Malpresentations,forexample,breech
• Elderlyprimigravida
• Caseswheretrialoflabourfailedbefore
• Casesoftwopreviouscaesareansections

Remember:Yourencouragementandfriendlyattitudewillboostthemother’smorale.
ManagementofTrialofLabour
Explainthesituationtothemotherandprepareherforpossibleoperativeintervention.
Assesspatientcarefullyonadmissiontoascertainthefollowing:

• Whetherthemotherisinestablishedlabour
• Presentationoffoetus
• Checkforflexionofthehead
• Stateoffoetalheart,thatis,rate,rhythm andvolume
• Generalconditionofmotherphysicallyandemotionally
• Confinethemothertobedtopreventearlyruptureofmembranes
• Closeobservationsoftemperatureandbloodpressureeveryfourhours
• Observefoetalheartrateandmaternalpulsequarterlytohalfhourly

You should always observe forsigns offoetaland maternaldistress.Accurately
observeandrecordforonset,strength,frequencyanddurationofthecontractions.
Closelyobserve the descentofthe head everyone to two hoursperabdominal
palpationbythesamemidwifeifpossible.Encouragethemothertopassurineevery
twohoursandtestforacetoneto
excludeacidosis.

ManagementofTrialofLabour
A vaginalexaminationshouldbedoneeveryfourhourstoassessthelevelofthe
presentingpart,thedegreemouldingandflexion,thedilationofthecervix(whether
progressiveornot),theconsistencyofthecervixandthepresenceorabsenceofcaput.
Youshouldalsocheckwhetherthemembranesareintactorruptured.Encourage
adequatehydrationbygivingintravenous5%dextrose.Sedatethemotherwithpethidine
ormorphiainearlylabourtopromoterest,andreduceanxiety.

UndesirableFactorsinTrialofLabour

Undesirableoccurrencesinclude:
• Ruptureofmembranes
• Colourofliquorismeconium-stained



• Uterineactionisabnormal
• Abnormalpresentation,wherethereisachangefrom vertextobrow
• Whenthepresentingpartfailstodescendinspiteofgooduterinecontraction
• Whentherearesignsoffoetalormaternaldistress

Trialoflabourmayresultinspontaneousvaginaldelivery,assistedvaginaldeliveryby
eitherforcepsorvacuum,orcaesareansectionduetocomplications.

TrialofScar:VaginalBirthAfterCaesareanSection

Trialofscarisatestoflabour forawomanwithapreviouscaesareansectionscar,
wherenorecurrentindicationispresent.
Studieshaveshownthatsome60– 65% ofpreviouscaesareansectionmothers
(Reedes/Martin,1987)deliverpervagina,involvingsameorfewerrisksthanarepeated
section.Thetrialshouldbeinafacilitywhere,ifthereisaneedforacaesareansection,
thiscanbeperformedimmediately.Themidwifeshouldbevigilantinmakingthe
necessaryobservations.

TheMainContraindicationstoTrialofScar
Themaincontraindicationsinclude:

• Wherethereasonforthefirstscarislikelytoberepeated,forexample,in
cephalopelvicdisproportion

• Classicaltypeofcaesareansection
• Malpresentation,forexample;breech
• Twopreviouscaesareansectionscars,regardlessofthecauses
• Wherethepreviousscarwounddidnothealwiththefirstintension
• Wherepregnancyoccurswithinsixmonthsofacaesareansection
• Wherethereisover-distensionduetomultiplepregnancyor hydromnious
• Multiparty

Themanagementofthismotherisasfortrialoflabourwiththeadditionofthesefew
pointsbelow:

• Palpateabdomengently
• Checkforanytendernessoverthescar
• Observeforanysignsofimpendingruptureoftheuterus
• Reportanyconstantpaininabdomen

EducatingthePatientonAvoiding
UnnecessaryCaesareanBirth
Asmallpercentageofwomenwithconditionsthatareathreattothefoetalormaternal
lifeneedacaesareansection.Manyotherwomenhaveacaesareansectionduetoa
seriesofevents,which leadsto an inevitablesection seen asnecessaryatthat
particulartime.Forsome,ifotheroptionshadbeendiscussedearlier,acaesarean
sectionmayhavebeenavoided.
Somemothersinsistontheoperationifthemonthcoincideswiththepreviousmonthof
birthofotherchildren,soastohavethesamebirthdaysfortheirbabies.Othersprefer
nottopushandgothroughthewholeprocessofenlargingthebirthcanal.Ifthese
womenwerewellinformed,theymightseethesenseofpreventingacaesareansection.



Additionalcontributingfactorstothedecisiontohaveacaesareansectioninclude
mismanagementofthesyntocinondrip,choiceofobstetricianand/orhospitalpolicy.

Maternal Distress 

Thisisaseriousandlifethreateningcondition,whichshouldnotoccurinthisera.It
happenswhenthemetabolism andtheelectrolytebalanceofthewomaninlabouris
disturbedandthiscanresultintoketoacidosishypotonicuterineinertia.Maternaland
foetaldistressesusuallyoccurtogetherafterprolongedlabour.
Inmaternaldistress,theaccumulationofketoacidsandtheelectrolyteimbalancealso
affectthemetabolism andfunctionofalltheothermusclesinthebody.Theintestines
stopcontracting,whichisknownasintestinalileus.Thelargeintestine(colon)distends.
Emptyingofthestomachisdelayed.Withlargevolumesoffluidstagnatinguselesslyin
thestomach,andthesmallandlargebowel,thewomanbecomesdehydrated.These
disturbancesinthemotherresultinasimilardisturbanceinthefoetalmetabolism.
Oftenmaternalandfoetaldistresspresenttogetherinwomenwhohavebeeninlabour
foralongtimeathomeandarebroughttoahealthcentreorhospitalinpoorcondition.
Themainsymptomsofmaternaldistressarethatthemotherisexhaustedbysevere
painandlackofsleepandshemighthavesevereabdominalpainbecauseofthe
prolongedandobstructedlabour.

• Shedisplayssignsofanxiety
• Shehasadryandfurredtongue
• Herpulserateisover120beatsperminute
• Rapidanddeeprespirationbecauseofacidosis
• Shehashot,dryandinelasticskin
• Shehasadistendedabdomen
• Thereisareducedoutputofhighlyconcentratedurine
• Hertemperatureis38°C
• Shemightalreadyhaveapurulentdischargefrom anintrauterineinfectiondueto

earlyruptureofthemembranes
Themaininvestigationistestingforthepresenceofacetoneintheurine.
ThemanagementofMaternalDistressinvolvesgivinganinfusionof 10% glucoseto
correctdehydration.Acaesareansectionisperformedwheninthefirststageoflabour.
Inthesecondstage,anepisiotomyisgivenanddeliveryisassistedwithvacuum
extraction.

FoetalDistress(Fetalcompromise)

Foetaldistress occurswhenthefoetusisdeprivedofoxygenand,asaresult,develops
hypoxia.Thebabymaybebornasastillbirthordevelopasphyxiaandsufferbrain
damage.

CausesofFoetalDistress
• Congenitalmalformation
• Problemswiththecord,forexample,prolapse,trueknot,twistedroundtheneck
• Obstetriccomplications



• Mother’sconditionofpreeclampsia/eclampsia
• Severeanaemia,APH

Intra-partum causesinclude:
• Prolongedlabour
• Malpresentationandmalposition
• Shoulderdystocia

Foetaltachycardia ofmore than 160 perminute is an early sign while foetal
bradycardia orpulselessthan120beatsperminuteisalatesignoffoetaldistress.
Foetalheartaccelerationrelatedwithuterinecontractionisanothersignoffoetal
distress.

ManagementofFoetalDistress
Whenfoetaldistressisanticipated,abloodsampleistaken,thenormalpHbeing7.35.
Ifthisfallsto7.2,labourhastobeterminated.BelowpH7thebraincellsperish.When
therearesignsoffoetaldistress,callthedoctor.Ifthemotherisonanoxytocindrip,
stopitimmediately.Changethemother’spositionandgiveoxygenbyfacemask.Ifthe
motherisinthefirststageoflabour,acaesareansectionshouldbeperformed.
 Ifsheisinthesecondstage,anepisiotomyshouldbegiven.Forcepsorvacuum
hastensthebirth.Apaediatricianshouldalwaysbepresent,ifpossible.

PostTerm Pregnancy

Prolongedpregnancy,orpostterm pregnancy,referstoapregnancythathasexceeded
294daysfrom thefirstdayofthelastmenstrualperiod.Thedifferencebetweenthis
term andpostmaturityorpostmatureisthatthelatterrelatestothebabyandrefersto
featuresorconditionsoftheneonate.
Ithasbeenproventhatthedurationofpregnancydiffersdependingonparityandrace.
Primagravidaehavealongerdurationof288days,comparedtomultigravidae,who
normallyhaveadurationofabout283days.
Todetermineprolongedpregnancyisnoteasyasthemothermaygivewrongdates.
Assessingthegestationperiodbyclinicalestimationcanbeinaccuratebecauseofthe
biologicalvariationinthesizeofthemotherandthefoetus.Quickeningcannotberelied
onasthereisarangeofweeks.Aprimagravidamaystartfeelingquickeningbetween
15-22weekswhileamultigravidamayfeelquickeningat14-22weeks.Anultrasound
maybereliedonintheassessmentofmaturity.Earlyscanningcanalsohelptoreduce
themistakeofdiagnosingprolongedpregnancy.

RisksofPostTerm Pregnancy
Thereislowprenatalmortalityat40weeks,whichincreasesat42weeks.Thepostterm
periodcontributestofoetalmaturation,withbigbabiesweighing4,000gm in10% of
casesand4,500gm in 1% ofcases.Thiscanresultincephalopelvicdisproportionor
shoulderdystocia.Thereisareductionofamnioticfluid,whichmayresultincord
compressionandreductionoftheplacentalfunction.Thereisalsoahighriskoffoetal
distress.Themanagementofpostterm pregnancyusuallyinvolvesinductionoflabour



(Myles1999).

InductionofLabour

Inductionoflabourinvolvestheinitiationofuterinemusclecontractionbyartificial
means.

Remember:Makesurethatwhenlabourisinduceditwillresultin
aviablebaby.
Indications

• Whenthehealthorwellbeingofthemotherorthefoetuswouldbeendangeredif
thepregnancycontinues

• Prolonged pregnancybecause after42 weeks there is dangerofplacental
insufficiency

• Preeclampsia,wherebothmotherandbabyareindanger,withthemotherin
dangerofeclampsiaandthebabyindangerofplacentalinsufficiency

• Signsofintrauterinegrowth,retardation,whichcanbedetectedbyabdominal
examinationorserialultrasoundscan

• Placentalinsufficiencymorecommoninprimigravidaagedover35years

• Poorobstetrichistory,forexample,historyofstillbirthorintrauterinegrowth
retardationinpreviouspregnancies

• Polyhydramnious,foetalabnormalities
• Spontaneousruptureofmembranes.Ifmembranesrupturespontaneouslyafter

36weeksgestationandlabourdoesnotcommencewithin12hours,dangerof
intrauterineinfectionisveryhigh

• Previouslargebaby,whereweightwasover4kg.Inductionisindicatedbetween
38-40weeks.Foetalsizetendstoincreasewithsuccessivepregnancies

• Diabetesmellitus,notingthatintrauterinedeathtendstooccurnearterm so
inductionisindicatedbetween36-38weeks

• Rhesusiso-immunisation,whererhesusantibodiesarepresentinthematernal
serum andthetitreishigh,labourshouldbeinducedtosavethelifeofthebaby

• Unstableliewhenplacentapraeviaandpelvicabnormalitieshavebeenexcluded
• Genitalherpes,wherelabourisusuallyinducedafter38weeksgestationif

diseaseisinremission
• Previousprecipitatelabourwhichtendstorecursoinductionisindicatedat38

weeks
• Socialreasons,whichisnotcommoninourcommunitybutoccurssometimes
• Intrauterinedeath

FoetalMaturityandViability
Wherepossibleamniocentesismaybeperformed.Thelecithintosphingomyelinratioin
theliquoriscalculatedinordertoestimatethefoetalpulmonarymaturity.Whenthe
ratioislessthantwotoone,itmeansthatthelungsarenotyetmatureandinductionof
labourshouldbedelayed.Attimes,steroidsaregiventothemothertostimulatethe
foetallungstoproducesurfactanttoreducetheriskofRDS(RespiratoryDistress



Syndrome).

Remember:
Youmustalsomakesureyouhaveexcludedanycontraindicationsforinductionof
labour.

ContraindicationsfortheInductionofLabour
• Cephalopelvicdisproportion
• Unreliableestimateddateofdelivery.Confirm estimateddateofdeliveryand

maturitybyultrasound
• Malpresentation
• Obliqueortransverselie
• Foetalcompromise,thatis,ifthefoetuscouldnotstandtheuterinecontractions

duetoprematurityorplacentainsufficiency.Insuchcasescaesareansectionis
preferred

• Psychologicalfactors,forexample,ifthe motheris againstinduction,her
decisionshouldberespected

• Placentaprevia
Favourablefactorsforinductioninclude:

• 38ormoreweeksofgestation
• Bishop'sscoreof sixormore
• Where3/5thsoftheheadorlessispalpableabovethe

pelvicbrim
herearedifferentmethodsofinduction,whichare:

• Medical,wheredrugsaloneareusedandtheamnioticsacremainsintact
• Surgical,wherethemembranesareartificiallyruptured
• Acombinationofmedicalandsurgicalintervention

Youwillnowexploreeachofthesemethodsinmoredetail.

MedicalInduction
IntravaginalprostaglandinE2areusedintheform ofpessaries(2.5mg),vaginaltablets
(3-6mg)orgel(2.5-5mg).Anelatoneurinarycatheterisattachedtoasyringecontaining
thegelwhilemembranesareintactincaseofintrauterineinfection.Introducethegelto
theposteriorvaginalphornix.
Thedosevariesfrom 2.5mg-5mg.Ifthereisnochangeovernight,prostaglandinmaybe
added/repeated,butifthecervixripensovernight,thenpessariesofprostaglandinE2
maybeintroducedtothevagina.
Thefollowingstepsshouldbetakentoensureadequatecareofthemotherduringthe
procedure:

• Maximum ofanhourisneededtoallowabsorptionoftheprostaglandin,sothe
mothershouldbeaskedtostayinfor
thisperiod

• Observationsarecarriedoutasin
normallabour

• Afteronehour,iffoetalheartisnormal,themothershouldbeallowedtowalk
around



• Afterfourhours,iflabourhasnotbeenestablished,avaginalexaminationshould
bedonetoreassessthecervicaldilatation

• Iftherehasbeensomeprogress,artificialruptureofthemembranesisdoneand
asyntocinondripiscommencedtwohourslatertopreventsensitivityofthe
uterus

Oralprostaglandinisusuallyusedtoinducelabourwherethemembraneshaveruptured.
Onetabletisswallowedatanhourlyinterval.A maximum oftentabletsshouldbe
administered.Each tabletcontains 0.5mg ofprostaglandin E2.Should itcause
diarrhoea,theadministrationshouldbestoppedimmediately.

You should note,however,thatthere are severalcomplications associated with
prostaglandin.Themothermaysufferdiscomfortduetopainfulcontractions.The
inductionmaybeineffective.
Over-stimulationoftheuteruscancausefoetalandmaternaldistress.

Anothervarietyofmedicalinductionisoxytocinadministration.Theamountandrateof
oxytocinmustbecarefullycalculatedandadministered.Usually 5%dextroseinwaterof
500mlswithfiveunitsofsyntocinoniscommencedafteravaginalexamination.The
dripisstartedat15dropsperminuteandincreasedbytendropsaftereveryhalf-hourto
amaximum of60drops.Usingtwobottlesofthesamesolutionispreferredsothatin
theeventofdiscontinuationofoxytocin,theintravenouslinewillstillbeopen.

Itiscrucialtolabeltheamountofsyntocinonputinboththebottleandthe2.5mlIV
formultiparousand5mlIVforprimigravidachart.

FactorsWhichShouldbeObservedandRecordedDuringOxytocinInfusion
• Dosageofoxytocin,thenameandamountofsolution
• Rateofflow
• Vitalsignsandfoetalheartrateevery15-30minutes
• Vaginalexaminationfindingsfourhourly
• Maintainintakeandoutputchart
• Recordinthechartanyothertreatmentthatisgiven

PossibleComplicationsofOxytocinUse
• Hypertonicuterinecontractioncausingfoetaldistress
• Tetanicandtumultuouscontractions,whichcanresultinabruptioplacenta
• Birthinjuryduetorapidexpulsionofthebaby
• Mothermaydevelophypertensionwithfrontalheadache

Remember:
Ifanyoneoftheabovesignsoccurs,stopthesyntocinondripimmediatelyandinform
thedoctor.

MedicalInduction



TheBishopScoreisanobjectivemethodofassessingwhetherthecervixisfavourable
forinductionoflabour.Thetablebelowshowshowthescoreiscalculated.

Eachscoreisawarded0-3andtherangeofscoresis0-13.Atotalscoreofsixorover
isfavourable.Howeverascoreof nineormorewillhaveasafe,successfulinduction
withanestimatedlengthoflabouroflessthanfourhours.

SurgicalInduction(Amniotomy)
Inthecaseofanuncomplicatedpregnancy,asweepofthemembranesisaneffective
methodofinducinglabour.Afteravaginalexamination,theindexfingerisswept
throughthecervicalostodetachfoetalmembranesfrom thedeciduas.Theaction
producesprostaglandin.
AmniotomyisanArtificialRuptureoftheMembranes(ARM),whichiscarriedoutto
inducelabourwhenthecervixisfavourable.Awellfittingpresentingpartisessentialto
avoidprolapseofthecordorruptureofthemembranes.Allow thedescentofthe
presenting partto the cervicalos.This raises the levelofprostaglandin which
stimulatesstrongcontractionstohastenlabour.Thismethodofinductionmaybe
combinedwithoxytocindripandthisisreferredtoascombinedmethod.Thismethod
haslikelihoodofdeliverywithin12hours,requireslessanalgesiaandreducestherisk
ofPostPartum Haemorrhage(PPH).

HazardsAssociatedwithArtificialRuptureofMembranes(ARM)



• Intrauterineinfectionduetocontaminatedinstruments
• Cordprolapse
• Earlyfoetalheartdeceleration
• Bleedingduetovasaorplacentaprevia

Remember:
Duetothepotentialrisksofthismethod,itisnow beingdiscouragedinthiseraof
HIV/AIDS.

ProlongedLabour

Theterm ‘prolongedlabour’isusedwhendeliverydoesnottakeplaceafter12hoursof
establishedlabour(Baird1952,Myles1999).Differenttermsareusedforprolonged
labouratdifferenttimesorfordifferentreasons.

ProlongedLatentStage
Thelatentphaselastsfrom theonsetoflabourtothreecentimetredilatationofthe
cervicalos.Ifthisphasetakesmorethan20hoursinaprimigravidaandmorethan 
14hoursinamultigravida,itisconsideredprolonged.Inpracticediagnosisshouldbe
suspectedandtreatmentinstitutedmanyhoursbeforethistimeintervalhaselapsed.

PrimaryDysfunctionalLabour
Thisiswhenactivephaseoflabourisslow andthecervixdilatesatlessthanone
centimetreperhour.

SecondaryArrest
Thisiswhenthereisslowcervicaldilatationintheactivephaseafternormalprogressin
earlylabour.
Therearenumerouscausesofprolongedlabourateachstage.

CausesofProlongedFirstStageofLabour
• Pooruterinecontractions,leadingtothecervixdilatingslowlyornotatall
• Pelvicabnormalities(passage),wherecontractedpelvisandtumoursofthe

pelviscausepoorprogressinlabour
• The foetus (passenger) is a large baby, or there is malposition or

malpresentation,whichpreventthedescentofthefoetus,forexample,occipito-
posteriorpositionorshoulderpresentation

• Psychologicalcauses,forinstance;tensionandfearoftheunknown tendto
prolonglabour,mostcommonlyinwomenwhoareprimigravidae

CasuesofProlongedSecondStageofLabour
• Secondaryhypotoniccontractionsmaycauseadelay
• Poormaternaleffort,whichcouldbeduetofear,exhaustionorlackofsensation



duetoepiduralblock,whichmayinhibitthewoman’sabilitytobeardown
• A rigidperineum,whichmaypreventtheadvanceofthefoetus.Duringthe

perinealphase,anepisiotomyshouldbeperformedattheheightacontraction
• Reducedpelvicoutlet,asintheandroidpelvis,whichnarrowsattheoutletdueto

itsprominentischialspinesandnarrowedsub-pubicarch
• A largefoetus,malpositionormalpresentation,leadingtoalargepresenting

diameter,accountingforthedelay

Remember:Youshouldreassurethe
motheratalltimesduringlabour.

DiagnosisofProlongedLabour
Nowthatyouhaveseenthepossiblecausesofprolongedlabour,youwillnowfocuson
thediagnosisofprolongedlabour.Thefollowingmethodsmaybeusedtodiagnose
prolongedlabour:

• Properhistory oflabourincluding type,duration and frequency ofuterine
contractions

• Examinationofthemother,checkingforgeneralappearance,whetherdistressed
orexhausted                       

• Checkthetemperatureandpulseasanincreaseofeitherofthem wouldbe
significant

• Urinalysis,whereconcentratedurinesuggestsfluidimbalanceanddehydration.
Checkforketonesintheurine,thepresenceofthismustbecorrectedatonce

• Itisimportanttoidentifythecauseinordertodecidethecourseofaction.
Managementofprolongedlabourinvolvesmanagementasinnormallabourbutwith
someadditionalsteps.

AdditionalStepsRequiredintheManagementofProlongedLabour
• Whenprogressoflabourisdelayedduetopooruterinecontractions,syntocinon

dripmustbeputup.Ifthereisnoprogressinspiteofgooduterinecontraction,
labourshouldbeterminatedbycaesareansection

• Assistthemothertoadoptacomfortableposition
• Startanintravenousinfusiontocorrectdehydrationandketosis,forexample,

Ringer’slactatesolutionor5%dextrose
• Encouragethemothertoemptyherbladdereverytwohoursandtesttheurine

forketonestoexcludematernaldistress
• Maintainafluidinputandoutputchart
• Allow sipsofwaterifabsolutelynecessaryeveninanticipationof

generalanaesthesia
• Giveoralranitidine(zantac)15mgeverysixhourstoreducegastricsecretions
• Givebroad-spectrum antibioticifmembranesruptureearly(within24hours)
• Observeandrecordeverytwotofourhourstemperature,pulse,respirationand

bloodpressure
• Contractionsshouldberecordedevery15to30minutesandtakecareofthe



bladdereverytwohours

FoetalConditioninProlongedLabour
Thefollowingstepsshouldbetakentomonitorthefoetalcondition:

• Monitorthefoetalheartcontinuouslyeveryquarterto
halfhour.

• Observetheamnioticfluidforpresenceofmeconium toruleoutfoetaldistress.
• Forsecondaryhypotonicuterinecontraction,commenceanintravenousinfusion

ofsyntocinonwith10%dextrosetostimulateadequatecontractions
• Ensurethatthepresentingpartisvisiblebeforeencouragingthemothertopush.
• Perform anepisiotomyunderlocalanaesthesiaorattheheightofacontractionif

theperineum isrigid.
• Ifthecausewasobstructionattheoutletasinandroidpelvis,andtheheadis

arrested mid pelvis resulting to foetal distress, caesarean section is
recommended.

ComplicationsofProlongedLabour
Thereareanumberofcomplications,whichmaybeexperiencedbyboththemother
andthefoetusduringaprolongedlabour.

Maternalcomplications
• Oedemaofthepelvicfloorduetothepressureofthepresentingpartonthe

pelvicfloor andthevaginalwalls
• Retention ofurine due to continuous compression ofthe urethra by the

presentingpartcausingbruisingwhichmightpersistduringpuerperium
• Ruptureduterusduetooverstretchingoftheloweruterinesegment
• Deepperinealtearsduetooverstretchingoftheperineum,leadingtocystoceleor

rectocele
• Theoverstretchingofthepelvicflooranduterineligamentsmayalsocause

uterineprolapse
• Stressincontinence

Foetalcomplications
• Intracranialdamageduetoexcessivemoulding
• Foetalhypoxia,whichwillleadtoasphyxia
• Intra cranialhaemorrhage due to prolonged compression ofthe head,and

difficult
instrumentaldelivery

PreventionofProlongedLabour
Goodprenatalcareisessentialtopreventprolongedlabour.
Thisincludes:

• Takingaproperhistoryinrelationtocasesofprevious
difficultdeliveries

• Detectionofmalpresentationandmalposition



• Anysignofcontractedpelvisshouldbereferredtotheobstetricianintimeto
makeatimelydecisiononthemode
ofdelivery

Duringlabouryoushouldtakethefollowingsteps:
• Maintainproperpartographofthemotherinlabourandtakeearlydecision
• Ensurepropercontrolofthesyntocinondrip
• Ensurebladderisemptiedeverytwohourstoavoiddelay

oflabour

ObstructedLabour

Labourisobstructedwhenthereisnoadvanceofthepresentingpartinspiteofstrong
uterinecontractionsfurtherprogressisimpossiblewithoutassistance.Usuallythe
power(contractions)involvesthepassage(thebirthcanal)andthepassenger(the
foetus).Obstructionusuallyoccursatthepelvicbrim,butmayoccurattheoutlet,for
example,inanandroidpelvis.
Comparethecausesofobstructedlabourwiththoseofprolongedlabour.Inobstructed
labour,theproblem isthepassengerandpassage(neverthepower).Usuallythisis
whenthepassengerhasgrossabnormalities.Thisistheoppositeofprolongedlabour
wherethe'power'maybethemainissueandthepassengerorpassagehavemildor
moderateproblem.

TheMainCausesofObstructedLabour
• Cephalopelvicdisproportion
• Malpresentation,for example;shoulder,brow presentation or persistent

mentoposteriorposition
• Fibroidsortumourslocatedintheloweruterinesegment
• Cervicaldystocia
• Grossfoetalabnormalitiese.g.hydrocephalus,lockedtwins
• Disordereduterineaction

DiagnosisofObstructionofLabour
EarlySigns

• The presenting partdoes notenterthe pelvic brim despite good uterine
contraction

• Thecervixdilatesslowlyandhangslooselylikeanempty
sleeveduetopoorapplicationofthepresentingpart

• Themembranestendtoruptureearly

LaterSigns
• Foetalandmaternaldistress,whichoccurconcurrently
• Thecontractionsarehypertonicandthemotherdoesnotrelaxin

betweenthem
• Theuterusismouldedaroundthefoetus



• Themothermayhavepyrexiaandtachycardia
• Onvaginalexamination,thereispresenceoflargecaput
• Thevaginafeelshotanddryandthecervixandvulvaareoedematous
• Incephalicpresentation,thepresentingpartbecomeswedgedand

immovablewhenitdescendspartlyintothepelvis
• Itisdifficulttopassurine,ifcatheterised,theurineisbloodstained

duetothebruisedurethra
• Urinaryoutputispoor
• Uterine exhaustion occurs and contractions cease for a while,only to

recommencewithrenewedvigour,especiallyinprimigravida
• A Bandle’sring isseen abdominallyasthelowersegmentisprogressively

enlargedandthinnedoutandtheuppersegmentbecomesshorterandthick

PreventionofObstructionofLabour
Obstructedlabourcanbepreventedthroughthefollowingmeasures:

• Goodprenatalcaretodetectmothersatrisk
• Clinicalandradiologicalinvestigationsofpelvisadequacyifnecessaryduringthe

prenatalperiod
• Carefulassessmentoftheprogressthroughoutlabourtodetectlackofdescent

beforelabourisobstructed
• Takingandinterpretingvitalobservationsduringlabour.Thisincludesfoetal

heartrate,maternalpulse,temperatureand blood pressure,assessmentof
length,strengthanddurationofuterinecontractions,cervicaldilatationfour
hourly

• Alertanobstetricianimmediately,Ifobstructedlabourissuspected
• Commenceanintravenousinfusionifnotalreadycommenced
• Takebloodforgroupingandcrossmatchincasetransfusionisneeded.(Keep

readytwounitsofblood)catheterisetoemptytheurinarybladder
• Maintainasepsistechniquestopreventinfection
• Incaseofearlyruptureofmembranes,giveprophylacticantibiotic

(asorderedbythedoctor)
• Givepre-medicationasperdoctor’sorder(Pethidine100mgIM stat)
• Preparethemotherforemergencycaesareansectionifinthefirststageof

labour
Inthesecondstageoflabour,failuretoprogressmaybecausedbydeeptransverse
arrest.Ifobstructioncannotbeovercomebyrotationandassistedbirth,acaesarean
sectionshouldbeperformedassoonaspossible.
Thenewbornunitshouldbeinformedto prepareto receiveanasphyxiatedbaby.
Resuscitationequipmentshouldbekeptreadyandapaediatricianshouldbepresentat
birth.Thesurgeonwillcheckcarefullyforanyindicationthattheuterushasruptured
beforetakingthepatienttotheatreforrepairoftheuterus.
Ifthelabourisobstructedandthefoetushasdied,themodeofdeliverywillstillbe
caesareansection,asvaginalbirthcannot
beachieved.
Thefollowingadviceshouldbegiventomothersonthepreventionofobstructedlabour:

• Mothersshouldattendantenatalclinicassoonastheyrealisetheyarepregnant



• Allmotherswhohavehadapreviouscaesareansectionshouldhavea
hospitaldelivery

• Discouragehomedeliveries,especiallyofprimigravidaeandgrandmultiparous
• Educatetraditionalbirthattendantsonearlysignsofobstructedlabour
• Providehealtheducationtothecommunityontherisksoftooearlyortoolate

pregnancies
• Advisepregnantmothersontheimportanceofawellbalanceddiet

ComplicationsOccurringinObstructionofLabour
Thereareanumberofcomplications,whichmaybeexperiencedbyboththemother
andthefoetusduringobstructedlabour.

Maternalcomplications
• Ruptureoftheuterus,duetoexcessivethinningoftheloweruterinesegment
• Thebladderistraumatisedbypressureofthefoetalheadduringlabourand

delivery.Whenthebladderorrectum isbruised,thismaycausevesico-vaginal
fistulaorrecto-vaginalfistula

• Injuryduetoadifficultinstrumentaldelivery
• Urinaryincontinenceduetoprolongedcompressionoftissuescausingnecrosis

ofthebladder
• Prolongedruptureofmembranesmaycauseintrauterineinfection
• Maternaldeathoccurswhenoperativedeliveryiscarriedoutbeforeshockand

dehydrationiscorrected
• Deathcanalsooccurinruptureduterusduetohaemorrhage.

Youwilldiscussthisingreaterdetailinthesectionon
ObstetricEmergencies.

Foetalcomplications
• Intrauterineasphyxia,leadingtointracranialdamage,thatis,permanentbrain

damageorstillbirth
• Intracranialhaemorrhage
• Neonatalpneumonia due to ascending infection resulting from meconium

aspiration
• Neonataldeath

MalpositionofOcciputandMalpresentation

Thefoetusisnotalwaysinthedesiredpositionorlieintheuterus.Asaresultof
malpositionthereismalpresentationofthefoetus.Themidwifeneedstobeawareof
thevariouspossiblemalpresentationstheircomplicationsandhow tomanagethe
situation.Severalmalpositionsoftheocciputand malpresentationsin general are
discussedinthefollowingpages.

OccipitoPosteriorPosition



Occipitoposteriorpositionisamalpositionoftheocciput.Inthisposition,thevertexis
presentbutitoccupiestheposteriorpositioninsteadoftheanterior.Theoccipito
posteriorpositioncanbeeitherleftorright.Thecauseisnotclearbutitisassociated
withabnormalitiesofthepelvis.

Right(A)and left(B) occipitoposterior position.

DiagnosisofOccipitoPosteriorPosition
Oninspectionoftheabdomenyouwillnoticeasaucershapeddepressionatorbelow
theumbilicus.Theunengagedheadwilloutlinethebladderasifitisafullbladder.
Onpalpationtheheadishigh,astheengageddiameterof11.5cm cannotenterthebrim
untilflexiontakesplace.Theheadfeelslargeandtheocciputandsinciputareonthe
samelevel.Thebackisdifficulttopalpate.Limbsarefeltonbothsidesoftheabdomen.
Onauscultationthefoetalheartisheardontherightflank.Itcouldalsobeheardatthe
umbilicus,eitheratthemiddlelineorslightlytotheleft.
Duringlabourthemothermaycomplainofseverebackache.Youmaynoteaslow
descentofthepresentingpartinspiteofgoodcontractions.Earlyruptureofmembrane
mayoccur.
On vaginalexamination the diagnosis can be confirmed on feeling the anterior
fontanelletotheleftanteriorinROP.TheSagittalsutureswillbeintherightobliqueof
thepelvis,butthefindingswilldependonthedegreeofflexionofthehead.

ManagementofLabourintheOccipitoPosteriorPosition
Intheoccipitoposteriorpositionyoushouldexpectprolonged,painfullabourdueto
poorfittingofthepresentingpart,whichdoesnotstimulategoodcontractions.

FirstStageofLabour
Themothermayexperienceseverebackache.Youshouldgiveabackmassageand
encouragethemothertoremainmobileaslongasshecanandtoadoptwhatever
positionthatismostcomfortabletoher.Mostwomenfindtheall-fourspositionmost
comfortable,painrelievingandisalsobelievedtoaidintherotationofthefoetalhead.
Labourisprolongedwithincoordinateuterineaction.Giveintravenousfluidtoensure



thatthemotherisnotdehydrated.
Uterineactionshouldberegulatedbytheuseofsyntocinon.Keepaccuraterecordsby
plottinghalf-hourlyobservationsofthefoetalheart,contractionseveryfourhours,and
bloodpressureinthepartograph.Maintainastrictintakeandoutputchart.Themother
mayhavetheurgeofearlypushingduetotheocciputpressingontherectum.You
shoulddiscourageherfrom pushingatthisstageasthiswillcausethecervixtobe
oedematousanddelaytheonsetofthesecondstage.Encouragehertochangeher
positionandusebreathingtechniques,asthesewillcontroltheurgeofearlypushing.

SecondStageofLabour
Thesecondstageshouldbeconfirmedbyvaginalexaminationasthecaputmaybe
seenatthevulvawiththeanteriorlipofthecervix.Duringlabour,oneofthefollowing
mayoccur:

• Longinternalrotation
• Shortinternalrotation
• Deeptransversearrest

Thesecondstageoflabourcanpresentanyofthreeconditionswhichyouwillnow
exploreindetail.

LongInternalRotation
Thisiswheretheheadturns3/8ofacirclein90%ofcasesandthebabyisbornasin
occiputanterior.

CharacteristicsofLongInternalRotation
• Thelieislongitudinal
• Theattitudeisoneofdeflexion
• Thepresentationisvertex
• Thepresentingpartisthemiddleoranteriorareaoftheleftparientalbone
• Thepositionisrightoccipitoposterior
• Thedenominatoristheocciput
• Theoccipitofrontaldiameter11.5cm liesintherightobliquediameterofthe

pelvicbrim
• Theocciputpointsattherightsacroiliacjointsandthesinciputpointsattheleft

iliopectinealeminence
• Thereisincreasedflexionanddescenttakesplaceintheocciputheadand

reachesthepelvicfloor
• Internalrotationoftheheadoccurswhichrotates3/8ofacircleontherightside

ofthepelviswhiletheshoulderrotates2/8ofacircleonthesameside
• Theheadcrowns
• Thesinciput,faceandchinsweeptheperineum,theheadisbornbyextension
• Restitutionwheretheocciputturns1/8totheright,undoesthetwistattheneck

andrightsitselfwiththeshoulder
• Internalrotationoftheshoulders.Theshoulderentersinthesameoblique

diameterofthepelvis.Anteriorshoulderreachesthepelvicfloorandrotates1/8



ofacircleforwardandliesunderthesymphysispubis
• Externalrotationoftheheadaccompaniestheinternalrotationoftheshoulder
• Anteriorshoulderescapes underthe symphysis pubis,while the posterior

shouldersweepstheperineum
• Thebodyisbornbymovementoflateralflexion

Remember:Theabovemovementsdonotdiffermuchfrom thenormalmechanism as
youmayhavenoticed.

ShortRotation
Incasesofshortrotationorpersistentocciputposteriorposition,theocciputfailsto
rotateforward.Itpersistswiththesameposition.Thesinciputreachesthepelvicfloor
androtatesforwards,whiletheocciputsinksinthehollowofthesacrum.
Thebabyisbornfacetopubis.

ManagementofFacetoPubisDelivery
Giveanepisiotomywhennecessary:
Youshouldwatchforsignsofbuttonholetearduetothelargepresentingdiameter.
Abuttonholetearisaruptureatthecentreoftheperineum.
Ifyoufailedtodiagnosethisearlieryoumaybeextendingtheheadthinkingit is avertex
delivery,untilyouseethehairlessforeheadescapingunderthepubisarch.Youshould
thenflextheheadtowardsthesymphysispubis.



DeepTransverseArrest
Thisiswheretheocciputfailstorotateforward.Thisforcesthesinciputtoreachthe
pelvicfloorfirstandrotateforwards.Theocciputthengoesintothehollow ofthe
sacrum,whichresultsinthefacetopubisdelivery.Atfirstthereisgoodflexion.The
occipitreachesthepelvicfloorandbeginstorotatebutflexionisnotmaintained.The
occipitofrontaldiameteriscaughtbythebispiniousdiameteroftheoutlet.Thisarrest
maybeduetopoorcontractions,astraightsacrum orprominentischialspines.
Onvaginalexaminationthesagittalsutureisonthetransversediameterofthepelvis
andbothanteriorandposteriorfontanelsarepalpable.Theheadiscaughtattheischial
spines.

ManagementofDeepTransverseArrest
Reassurethemotherwhileexplainingthepositionofherlabour.Takeherconsentfor
theoperativeprocedureswhichwillbenecessary.Inform thedoctorofhersituation.
Encouragehertobreatheslowlyandchangeherpositiontodiscouragepushing.When
thedoctorarrives,administeranalgesics.Avacuum extractionmaybeperformedorthe
headmayberotatedwithforcepsandthebabydelivered.
Aftercareisthesameasinoperativemanipulation.

ConversiontoFaceorBrow
Attheonsetoflabourwithadeflexedhead,anextensionmayoccurinsteadofflexion.
Whenthereiscompleteextension,thebabywillbebornasfacepresentationbutwhen
thereisincompleteextension(thisisreferedtoas’militaryattitude‘),thepresentingpart
turnstobrow.Adeliverybycaesareansectionisrecommended.
Youhaveseenthatlabourisnotsmoothwiththistypeofmalposition.

ComplicationsofConversiontoFaceorBrow
• Obstructedlabour,asaresultofdeflexedorpartiallyextendedheadthatis

impactedinthepelvis
• Maternaltrauma,asaresultofprolongedlabour,orinstrumentaldeliverycausing

perineum tears.In undiagnosed OPP,instrumentaldeliverymaycausethird
degreetears

• Neonataltraumatothebaby,ifforcepsorventousvacuum extractionareused
• Cordprolapsewhichmaycausehypoxia,thatmayresultinstillbirth
• Cerebralhaemorrhage,duetothecompressionofalargepresentingpart
• Asphyxia,leadingtobraindamage

YouwillnowlookatfacepresentationasitisoneofthepotentialOPPoutcomes.Note
thedeliveryoffaceincomparisonwithface
topubis.



FacePresentation

Facepresentationoccurswhenthehead hascompleteextension,andtheocciputisin
contactwithitsspine.Ithappensinaboutoneineveryfivehundredlabours.Primary
facepresentationiswhenthefacepresentsbeforelabour.Theterm secondaryface
presentationisusedwhenthefacepresentsduringlabour.Therearesixpositionsina
facepresentation,namely:

• Rightmento-posterior
• Leftmento-posterior
• Rightmento-lateral
• Leftmento-lateral
• Rightmento-anterior
• Leftmento-anterior

Thedenominatoristhemento,thepresentingdiametersarethesubmentobregmatic
(9.5cm)andthebi-temporal(8.2cm).

CausesofFacePresentation
Youwillnow lookat someofthecausesoffacepresentationindetail.

AnteriorObliquityoftheUterus
The pendulous abdomen ofa multiparous woman leans forward resulting in the
alterationofthedirectionoftheuterineaxis.Thiscausesthefoetalbuttockstoalso
leanforwardandtheforceofthecontractionstobedirectedinalinetowardsthechin,
ratherthanocciput,whichusuallyresultsinextensionofthehead.

ContractedPelvis
Facepresentationdevelopsastheheadentersinthetransversediameterofthebrim.
Theobstetricconjugateisboundtobewithheldwhichwillresultintheextendedheadin
anandroidpelvis.Facepresentationresultswhenvertexpresentationisintheposterior
positionandremainsdeflexed.Theparietaleminencesarecaughtinthereducedsacro-



cotyloiddimension,theocciputdoesnotdescendandtheheadbecomesextended.

Polyhydramnios
Inpolyhydramnios,whenthespontaneousruptureofmembranesoccurs,theresulting
rushoffluidsmaycausetheheadtoextendasitsinksintotheloweruterinesegment.

CongenitalAbnormality
Theabsenceofvertexintheencephallythruststhefaceforwards.Atumouronthe
foetalneckcanalsocauseextensionoftheheadalthoughthisisrare.

AbdominalandPerVaginalDiagnosisofaFacePresentation
Thediagnosisisusuallymadeinlabour.Duringanabdominalexaminationcheckforthe
followingfeatures:

• Theshapeofthefoetalspineisans-shape.
• Theroundocciputisprominentandmaybeballottablewhenthepositionis

mento-posteriorandadeepgroovecanbefeltbetweenitandtheback.
Thediagnosisisnotalwayseasyandclear.Duringavaginalexaminationyoumay
noticethatyoucandiagnosefacepresentationwithconfidenceifyouhavemastered
vaginalexaminationskills.Youwilldifferentiatefacefrom browpresentationwhenyou
feeltheorbitalridges,thebrowitselfandtheanteriorsutures.Youshouldlookforthe
followingcharacteristics:

• Thepresentingpartisusuallyhigh,softandirregular
• Inasufficientlydilatedcervixyoumayfeelorbitalridges,eyes,noseandmouth
• Themouthmaybeopenwithhardgums
• Thefoetusmaysucktheexaminingfinger
• In progressive labour,the face becomes oedematous and is difficultto

distinguishitfrom abreechpresentation
• Todeterminethementum,youmustlocateit,andifitisposterior,youshould

decidewhetheritislowerthanthesinciputinordertorotateforward
andadvance

• Theorbitridgesdeterminethepositioneitherontheleftorrightobliqueofthe
pelvisbrim

Mechanism ofLeftMento-AnteriorPosition
Infacepresentation,youwillbesubstitutingocciputwiththechin.Insteadofflexionyou
willmaintaindeflexionandinsteadofextensionyouwillmaintainflexion.Now look
at thesecretformula:

• Lieislongitudinal
• Attitudeisoneofextensionoftheheadandtheback
• Thepresentationisface
• Thepositionisleftmentoanterior.Inaleftmentoanteriorpositiontheorbital

ridgeswillbeintheleftobliquediameterofthepelvis
• Thedenominatoristhementum
• Thepresentingpartistheleftmolarbone

Extension
Descenttakesplacethroughoutandwithincreasingextensionandthusthementum



becomestheleadingpart

InternalRotationoftheHead
Thisoccurswhenthechinreachesthepelvisfloorandrotatesforwards 1/8ofacircle.
Thechinescapesunderthesymphysispubis.Whenthistakesplaceandthesinciput,
vertexandocciputsweeptheperineum,theheadisborn.

Restitution
Thisoccurswhenthechinturns1/8ofacircletothemother’sleft.

InternalRotationofShoulders
Theshouldersenterthepelvisintheleftobliquediameterandtheanteriorshoulder
reachesthepelvisfloorfirstandrotatesforward1/8ofacirclealongtherightsideof
thepelvis.

ExternalRotationoftheHead
Thisoccurssimultaneouslyandthechinmovesafurther 1/8ofacircletotheleft.

LateralFlexion
Theanteriorshoulderescapesunderthesymphysispubis,theposteriorshoulder
sweepstheperineum andthebodyisbornbyamovementoflateralflexion.

ProlongedLabour
Labourisoftenprolongedduetoineffectiveuterinecontractioncausedbyanill-fitting
presentingpart.Thefacialbonesdonotmouldandinordertoenablethementum reach
thepelvicfloorandrotateforwards,theshouldersmustenterthepelviccavityatthe
sametimeasthehead.
Withgooduterinecontractions,descentandrotationoftheheadoccursandlabour
progressesthroughtoaspontaneousdelivery.

Mento-PosteriorPosition
Whentheheadiscompletelyextendedwithaneffectivecontraction,thementum
reachesthepelvicfloorfirstandwillrotateforwardsanthepositionbecomesanterior.

PersistentMento-PosteriorPosition
Theheadisincompletelyextended,thesinciputreachesthepelvicfloorfirstandrotates
forwards1/8ofacircle,whichbringsthechinintothehollow ofthesacrum.Further
mechanism isprohibited,whichresultsinimpactedface.Inorderforfurtherdescent,
bothheadandchesthavetobeaccommodatedinthepelvis.

ManagementofLabourinFacePresentation
Upondiagnosingtheconditionthefirstactionyoumusttakeistoinform thedoctor
aboutthefacepresentation.Routinematernalandfoetalconditionobservationsare
doneasinnormallabour(maternalpulse,foetalheartrateandcontraction)halfhourly.
Bloodpressureandtemperatureisdonetwohourly.Emptytheurinarybladdereverytwo
hours.



Vaginalexaminationtodeterminecervicaldilationanddescentofthehead,isdone
everyfourhourstomonitorprogressoflabour.Takecarenottoinjurethefoetaleyes.In
mento-posteriorpositions,themidwifeshouldnotewhetherthementum islowerthan
thesinciputsincerotationanddescentdependsonthis.Iftheheadremainshigh
despitegooduterinecontractions,themotherispreparedforcaesareansection.

ManagementofLabourinFacePresentation
FaceextendstothePerineum
Whenthefaceextendstotheperineum,giveepisiotomytopreventextensiveperineum
tear.

FaceappearsattheVulva
Whenthefaceappearsatthevulva,maintainextensionbyholdingbackthesinciput
untilthechinisdelivered.

Chinhasbeendelivered
Oncethechinhasbeendeliveredallowtheocciputtosweeptheperineum.Inthisway
thesubmento-verticaldiameter(11.5cm)distendsthevaginalorifice,insteadofthe
mentoverticaldiameter(13.5cm).



OcciputridesoverPerineum



Headisflexedcompletely
Theheadisflexedcompletelyanditisdelivered.
Inform thedoctoriftheheaddoesnotdescendinthesecondstage.Inamento-anterior
position,itmaybepossibletodeliverthebabyusingforceps.
Iftheheadbecomesimpacted,orthereisanysuspicionofdisproportion,acaesarean
sectionwillbenecessary.

Thereareseveralpossiblecomplicationsduringlabourwithafacepresentation.

ObstructedLabour
Aminordegreeofcontractedpelvismayresultinobstructedlabourasfacialbonesdo
notmould.Caesareansectionisnecessaryinpersistentmentoposteriorposition.



CordProlapse
Aprolapsedcordismorecommonwhenthemembranesrupturebecausethefaceisan
ill-fittingpresentingpart.Alwaysperform avaginalexaminationfollowingruptureof
membranestoruleoutcordprolapse.

FacialBruising
Thebaby’sheadiselongatedwithaswollenbruised
face,oedematouseyelidsandlipsatbirth.Youshouldtakegreatcarewhileperforming
vaginalexaminationtoavoidinjury.

CerebralHaemorrhage
Thelackofmouldingoffacialbonescanleadtointra-cranialhaemorrhagecausedby
excessivecompression
ofthefoetalskullorbyupwardcompressioninthe
typicalmouldingofthefoetalskullfoundinthistype
ofpresentation.

MaternalTrauma
Extensiveperineallacerationmayoccuratdeliveryduetothelargesubmentovertical
and bi-parentaldiametersdistending thevaginaand perineum.Thisincreasesthe
incidenceofcaesareansection,whichcanincreasechancesofmaternalmorbidityand
mortality.

BreechPresentation

Breechpresentationoccursinaboutthreepercentoflabour(Campbell&Lees,2000).
Duetothehighriskstoboththemotherandthebaby,thepresentpracticeistobookall
motherswithbreechpresentationforcaesareansection.
Inbreechpresentation,thefoetuslieswiththebuttocksinthelowerpoleoftheuterus,
after34weeksofpregnancy.Thereisnoobviousreasonastowhythefoetuspresents
asbreechatterm butthefollowingpointsarecontributingfactors:

• Maternalcauses include contracted pelvis,polyhydramnios and multiple
pregnancy

• Foetalcausesincludepre-term labour,hydrocephalus,extendedlegs

Breechpresentationsareclassifiedasfollows:
• Completebreech;thebuttockspresentswiththefeetandlegsflexedonthe

thighsandthethighsflexedontheabdomen.
• Frankbreech;thebuttockspresentwiththehipsflexedandthelegsextended

againsttheabdomen and chest;thisisthemostcommon typeofbreech
presentation.

• Incompletebreech;oneorbothfeetorthekneesextendbelowthebuttocks.This
isalsoknownassingleordoublefootlingpresentation.

• Compoundbreech;thebuttockspresentwithanotherpartsuchasahand.This
typeofpresentationisrare.

Theconditioncanbediagnosedinthefollowingmanner:



• Previoushistoryofbreech,thoughthisisnotconclusive
• Onpalpationatthefundus,around,hard,ballotablemassispalpated
• Onauscultation,thefoetalheartisheardabovetheleveloftheumbilicus

AntenatalManagementofBreech
Presentation
Themidwiferefersthemothertoadoctoratthirtytwoweeksifthebreechpresentation
persists.Anx-raymaybedoneshouldtherebeanydoubtsindiagnosis.Itmayreveal
thefollowing:

• Shapeandsizeofthepelvis
• Sizeoffoetus
• Foetalabnormalities,forexample;hydrocephally
• Whetherthelegsareextendedorflexed

Highriskconditionsforbreechpregnanciesinclude:
• Multiplepregnancy
• Previousscar
• Rhesus–vemother
• Highbloodpressure

Breechlabourmaybeaseasyasnormallabour.Youwillnow lookatthedangersof
breechdeliveryandhowyoumaypreventthem.
Prenatalmortalityrateis10%,while50% ofstillbirthsinbreechpresentationarepre-
term.Thedangerisgreat,exceptinthehandsofexperts.Whennearingthesecond
stageofdeliveryyoushould:

• Preparetheequipmentfordelivery
• Prepareresuscitationtrolleyanddrugsincaseofanasphyxiatedbaby
• Inform theobstetricianandpaediatrician

Riskstotheskull
Thesoftskullbonesaredamagedeasily.Alargeskullmaybetrappedbythepartially
dilatedcervix,whichhadallowedtheotherpartofthebabytopassthrough.Itis
importanttomakesurethepatientdoesnotpushprematurely.Useofsedativescan
helptokeepthemothercalm.

Intracranialhaemorrhage
Thismayoccurduetorapidcompressionoftheunmouldedskull.Venouscongestion,
whichiscausedbyhypoxia,mightoccur.Itmayalsoresult
from theupwardforceoffoetalbloodintotheintracranialvenoussinuses,thesudden
releaseoftheheadfrom thecervixand/orthequickextractionprocess.
Thisiswhyitisimportanttoinform themotherassoonastheconditionisdiagnosed
thattheremaycomeatimewhenshewillfeelthattheheadispushingoutandshehas
theurgeofpushingbutsheshouldplantoreleasetheheadslowlytopreventdamage to
thebaby’shead.



Hypoxia
Thisiscausedbyinterferencewiththeutero-placentalcirculation.Youshouldnotuse
fundalpressureifthereisplacentalseparationwhiletheheadisstillinthevagina.

Cordcompression
Thisisinevitablewithabigbaby,butyoucanassistbypullingaloopofcordafterthe
babyisbornuptotheumbilicalandtrytopositionitsothatitisnotnipped.Whenthe
cordiscompressed,thefoetuswillbestimulatedtoprematurelybreatheandinhale
mucousorliquorwhichwillcauseasphyxiaatbirthandsubsequentpneumonia.

Injuries
Itisveryeasyforthebabytosustainfracturesofthelowerandupperlimbsbutyoucan
preventthisbybeingcompetentinthedeliveryofextendedlegs.Youcanflextheknee
andgraduallypullitout.YoumayalsouseLovset'smanoeuvreandshouldknowhowto
splinttheupperarm andflextheelbow.
Preventruptureoftheliverandspleenbyholdingthebabyattheiliaccrestwiththe
thumbsatthesacrum.Avoidholdingthebabyatthekidneyleveltopreventdamageto
adrenals.Paralysiscanoccurduetocrushingofthespinalcord.Topreventcrushing
thespinalcordyou,shouldalwayscheckthatthesuboccipitalareaappearsbeforeyou
carryanupwardtraction.

Mechanism ofLabourinaLeftSacroAnterior(LSA)Position
Thebitrochantericdiameter(10cm)entersintheleftobliquediameterofthepelvicbrim.
Thesacrum pointstotheleftilio-pectinealeminence.

SummaryofLSAPosition

Position
Left–LeftSacro-Anterior,
LSA

Lie Longitudinal
Attitude Completeflexion
PresentationBreech
DenominatorSacrum
Presenting
part

Anteriorbuttock

Descent
Thistakesplacewithincreasingcompactionduetoincreasedflexionoflimbs.

InternalRotationoftheButtocks
Theanteriorbuttockreachesthepelvicfloorfirstandrotatesoneeighthofacircle
forwardsalongtherightsideofpelvis.Thebitrochantericdiameterisnowinthe
antero-posteriordiameteroftheoutlet.

LateralFlexionoftheBody



Theanteriorbuttockescapesunderthesymphysispubis.Theposteriorbuttocksweeps
theperineum andthebuttocksarebornbyamovementoflateralflexion.

RestitutionoftheButtock
Theanteriorbuttockturnsslightlytothepatient’s
rightside.

InternalRotationoftheShoulders
Theshouldersenterinthesameobliquediameterofthebrim asthebuttocks.The
anteriorshoulderrotatesforwardsoneeighthofacirclealongtherightsideofthe
pelvisandescapesunderthesymphysispubis.Theposteriorshouldersweepsthe
perineum andtheshouldersareborn.

InternalRotationoftheHead
Theheadentersinthetransversediameterofthepelvicbrim.Theocciputrotatesalong
theleftorrightsideofthepelvis.Thesub-occipitalregion(napeoftheneck)impinges
undersurfaceofthesymphysispubis.

ExternalRotationoftheBody
Thebodyturnssothatthebackisuppermost,amovementwhichaccompaniesinternal
rotation
ofthehead.

BirthoftheHead
Thechin,faceandsinciputsweeptheperineum andtheheadisborninflexedattitude.

SecondStageofLabour
Atthisstageyoushouldreassurethemotherandconfirm fullydilationofthecervixby
performingvaginalexamination. 
Note:
Youshouldnotbe overlyconcerned byseeingthebuttocksatthevulvaastheyare
softandcanpassthrougha 6cm dilatedos.
DeliveryofCompleteBreech

Thefollowingprocedureshouldbefollowedwhendeliveringthecompletebreech:
• Mother’sbuttocksarepositionedattheedgeofthebedtoallowthebabytohang

andapplysupra-pubicpressuretotheheadifrequired
• Giveepisiotomywhenthebuttocksextendtheperineum,toavoidcompression

ofamouldedhead
• Thebuttocksshouldbeexpelledbyanaidedbearingdowneffortofthemother
• Withthesamecontractionthebabyisbornuptotheumbilicus
• Pullaloopofcordtopreventtractionofthecord.Thecordshouldbehandled



gentlytoavoidinducingspasm andshouldbenippedunderthepubicarchto
avoidanoxia

• Checkifelbowsareonthechestasisthecasewithcompletebreech
• Themidwifecanassisttheexpulsionoftheshoulderbywrappingasmalltowel

aroundthebaby'shipsasitisslipperyandlosesheat
• Holdthebabybytheiliaccresttoavoidcrushingofliverandspleen

 
Thekeypointtorememberis:
‘Handsoffthebreech!Letnaturetakeitscourse!’

Theprocedurecontinues:
• Whiletheuterusiscontractingandthe

womanpushing,theanteriorshoulder
escapesunderthesymphysispubis

• Elevatethebuttockstoallowtheposterior
shouldertosweeptheperineum

• Thebackshouldbeintheuppermostposition
untiltheshouldersareborn

• Assoonastheshouldersareborn,letthe
babyhangbyitsweightforoneortwominutes

• Whenthehairlineappears,graspthebaby
bythefeetandholdthestretch,applying
sufficienttractiontopreventfractureof
theneck

• Movethefeetthroughanarchof180°until
themouthandnosearefreeatthevulva

• Youarenowholdingthebabyupsidedownandmechanicalsuctioncanbeused
tocleartheairwaytoavoidasphyxia

• Atthisstage,askthemothertopantthroughanopenmouth,'breathingoutthe
head'.Oneortwominutesshouldelapsetoallowslowdeliveryofthevaultofthe
headtopreventatentorialtear

 

 



The previouspagesdescribe aroutinecompletebreechdeliverywheretheapgarscore
isusuallyaboutseventoeight.Thebreechdelivery,however,maynotalwaysbethis
simple.Thisissupposedtobeadoctor’sprocedurebutmanytimesyoumayhaveto
perform itand perform itefficiently.Should you be called upon to assistin the
managementofextendedlegs,youshouldfollowthisprocedure:

• Applydownwardtractionuntilpoplitealfossaeappear
atthevulva

• Anepisiotomyismadewhenthebuttocksextend
theperineum

• Pressureisappliedatthepoplitealfossaewithabduction
ofthethigh

• Thekneewillflexandthiswillaidextractionofthefeetandavoidfracturesof
lowerlimbs

• Thefootwillbesweptoverthebaby’sabdomenandthe
feetareborn

• Youshouldnowwaituntilthebabyisdelivereduptotheumbilicus,pullaloopof
cord

• Feelfortheelbowatthechest,whichshouldnotbefeltwithextendedhands
 



Inasituationwhereyouarecalledupontoaidwiththedeliveryoftheextendedhands,
you should apply the Lovsetmanoeuvre. This is a combination ofrotation and
downwardtractiontodeliverthearmswhateverpositiontheyarein.Thedirectionof
rotationmustalwaysbringthebackuppermost.Whenthebaby’sumbilicusisbornand
shouldersareinantero-posteriordiameter,graspthebabybytheiliaccrestapplying
downwardtractionuntiltheaxillaisvisible. Rotatethebabythroughhalfacircle180°
anticlockwise.Onearm whichisnow anteriorisdelivered.Rotatethebabyback180°
clockwiseandthesecondshoulderisdeliveredinasimilarmanner.Please referto
Myles,MargaretTextbookofMidwivesforacompletedemonstrationofthisprocess.

Takeholdofthebaby
ThepositionofthebabyisLeftSacro-Anterior.Duringacontractionwhentheumbilicus
isbornandtheshouldersareintheanteroposteriordiameter,graspthebabyattheilliac
crestwiththethumbsoverthesacrum.Asmalltowelshouldbewrappedaroundthe
baby’swaisttopreventitfrom beingslippery.



Rotatethebaby
Rotatethebabythroughhalfacircle,180°anti-clockwise,(startingbyturningtheback
uppermost)whileapplyingdownwardstractionuntiltheaxillarisvisible.Thehandthat
wasposteriornowbecomesanterior,thismovementsweepsthearm infrontoftheface
andalsoallowstheshoulderstoenterthepelvisinthetransversediameter.

Delivertheanteriorarm
Thearm thatwaspreviouslyposteriorisnowanterior.Withthetwofirstfingersof
yourlefthand(whichisatthebaby'sback)splintthebaby'shumeroustoavoidbreaking
it.



Theelbow isdrawndownwardsanddeliveredunderthepubicarch.Waitforthenext
contraction.

Rotatethebabyagain
Rotatingthebodyhalfcircleclockwise,makeanteriorarm posterior.Usingtheright
hand,splintthehumerous,drawitdownwardsanddeliveritunderthepubicarch.
Repeatthenextsideanddelivertheotherhand.



Itsoundseasy,butyouwillagreethatattimesapplyingtractionscanbeavery arduous
task.Now lookatthediagram ofhow youwillpositionyourhandsandfingerswhen
performingthe
Mauriceau-Smellie-VeitManoeuvre(jawflexionandshouldertraction).
Thefollowingprocedureshouldbefollowedwhendeliveringtheextendedhead:

• Positionhandsandfingerstoextractextendedhead



• Putthebabyastrideyourleftarm withthepalm supportingthechest
• Firstandthirdfingeroflefthandshould

beplacedonthemalarbonestoflexthehead,middlefingerinthemouthwell
back
toaidflexion

• Firstandsecondrighthandfingersshouldbehookedovertheshoulderspulling
moderatelyinadownwardsdirection

Theprocedurecontinues:
• Controlledtractionisexertedinadownwardsdirectionastheheaddescendsin

thecurvedbirthcanal.Tractioncontinuesuntilthesubocciputareaappears
beforetheappearanceofthenapeoftheneck.Upwardtractionatthislevelwill
inflictfractureoftheneck

• Instructthemothertopant
• Exerttractioninupwarddirectiontoallow forthebirthofthehead.Noseand

moutharefree.Your interventionwillcleartheairway
• TheVaultisdeliveredslowly

CausesofDelayedBreech
Thefollowingaresomeofthecausesofdelayedbreech:

• Delayinthefirststageisrare,thoughitmaybecausedbyimpactionduetoa
largebaby,asmallpelvisorweakcontractionsinwhichcaseacaesarean
sectionisdone

• Delayduringthesecondstageisusuallycausedbyextendedlegs
In terms ofmanagement,nothing should be done untilthe buttocks extend the
perineum.Atthispointyoushouldperform amedio-lateralepisiotomy.

DelayintheBirthoftheHead
Ifan insufficientlydilated cervixholds up the head,the babywillmake gasping
movements.Youshouldmopthevaginalwallincontactwiththebaby’sfaceand



insertingtwofingersmakeachannelthroughwhichyoucanmeetthebaby.
Iftheheadisarrestedhighinthecavity,disproportionmayexist.Suprapubicpressure
mayhelp,butapplicationofforcepsisnecessary.
Thedoctorwilluseforcepsforthedeliveryofthecominghead.

SECTION4:ABNORMAL
PUERPERIUM

Introduction

Youarenow goingto lookat abnormalpurperium.Firstyouneedtoreflectonthe
meaningofthepuerperium orpostpartum period.
Thepuerperium orpostpartum periodstartsaboutonehourafterdeliveryandcontinues
forthenextsixweeks.Duringthepostpartum period,themothergoesthroughphysical
andpsychologicaltransitioncausedbywhatshehasgonethroughherpregnancywith
alltheadjustmentsofhormones,nottomentionthestressandfatigueoflabour.Her
bodyisvulnerabletomanycomplicationsduetobloodloss,lacerationandinjuryofthe
birthcanal.
Complicationsduringthisperiodareassociatedwithtraumasustainedduringchildbirth,
disordersofthecirculatorysystem orpsychologicaldisorders.Postpartum nursing
startsfrom earlypregnancy.Atthattimeitisimportanttopreventtheoccurrenceof
complicationsbytreatingallinfectionsandcontrollingchronicdiseasesfrom getting
worse.Give health education to maintain cleanliness and physicalstatus by
encouragingbalanceddiettopreventanaemia.Duringlabour,aseptictechniquesand
vigilantobservationshouldbeusedtoenableearlydetectionsofcomplicationsthatare
likelytoarise.Thiswillallow youtotakeappropriateactioningoodtime.Duringthe
postpartum period,provideappropriatecareandcounsellingtopreventanxiety,and
ensurethatthenewmotherhasenoughrestandsleep.Trykeepingthestressedmother
calm.Observehercloselytodetectanyearlysignsofcomplicationsandtreatthem
promptly.

Objectives

Bytheendofthissectionyouwillbeableto:
• Definepuerperalpyrexia
• Describethemanagementofpuerperalpyrexia
• Definevariousbreastconditions
• Explainthemanagementofbreastcomplicationsduringpuerperium

PuerperalPyrexia

Puerperalpyrexiaisafebrilecondition,which presentswithatemperatureof38°Cand
abovewithin14-21daysfollowingchildbirthorabortion.
Causesofpuerperalpyrexiainclude:

• Genitaltractinfection



• Urinarytractinfection
• Breastdisorders,forexample,mastitis,breastengorgementorbreastabscess
• Thrombophlebitis
• Respiratorytractinfection
• Othercausesofpyrexiasuchasmalaria
• Vesico-vaginalfistula
• Recto-vaginalfistula
• Pyrexiaofunknownorigin

Afterseparationoftheplacenta,asuperficialwoundisleftontheuterinewall.Other
woundsmaybepresentonthebirthcanal,dependingonthetypeofdelivery.These
woundsmaybeminorbruisesordeeptearsofthecervix,vaginaorperineum.Ifnot
appropriatelymanaged,puerperalpyrexiaensues.

Bacteriology
Bacterialorganismsareclassifiedintwogroups:EndogenousandExogenous.

EndogenousOrganisms
Theseareharmlessorganisms,whicharepresentinthelowerintestinaltract,onthe
perineum andinthevagina.Theyhavearoletoplayintheecologyofthebody.
Escherichiacoliinhabitthebowelandthevagina.Streptococcusfaecalisresideinthe
lowerintestineandtheanus.AnaerobicstreptococciandClostridium welchiiarefound
inthevagina.

ExogenousOrganisms
Theseareimportedintothebirthcanalfrom othersourcessuchasthehandsofbirth
attendantsorairborneinfectionsfrom otherpatientsorvisitors.Theorganismsare
harbouredindustandinthethroat.
Staphylococcusaureusisthemaincauseofbreastinfectionfoundindustandhas
developedresistancetoantibioticsinrecentyears.

Pathology
Whentheorganismsenterthetissues,thewholeprocessdependson:

• Thevirulenceoftheorganisms
• Thebody’sabilitytoresistinvasion(strengthofimmunesystem)
• Thetraumainflictedtotissues
• Theeffectivenessoftheantibioticandthetimeofcommencement

Thefirstsignofgenitaltractinfectionispyrexiawitharisingpulserate24hoursor
moreafterdelivery.

PuerperalSepsis
This is an infection ofthe genitaltractoccurring any time between rupture of
membranesorlabourandsixweeksafterdeliveryorabortion.Twoormoreofthe
followingwillbepresent;pelvicpain,fever,abnormalvaginaldischarge,abnormalsmell,
foulodorousdischargeanddelaytouteralrestitution.Therearethreetypesofpuerperal
sepsis:mild,moderateandsevere.



Mildinfection
Theinfectionisusuallylocalisedtothespecifictissuesofthearea,forexample,the
vagina,cervixoruterus.Thetemperatureisgraduallysteppedupbutrarelygoesbeyond
38°C.The mothermayhave no othercomplications orsymptoms.With prompt
appropriateantibioticuse,theconditionshouldbecuredwithinthreetofourdays.
Moderateinfection
Whenendometritisdevelops,itmanifestsinabout48 to72hoursafterdelivery.The
mothercomplainsoflossofappetite,headache,backacheandgeneraldiscomfort.The
pulseraterangesfrom 100-120mmHg.Thetemperatureisrarelyabove38.8°C.The
uterusisbulkyandtendertothetouch.Lochiadischargemaydecreaseinamount.Itis
aredbrownishcolourandhasafoulsmell.
IncasesofHaemolyticstreptococcus,thelochiamaybeodourlessinitially.Ifthe
infection is contained in the endometrium,itclears within seven to ten days of
treatment.

Severeinfection
Thevirulentstrainofhaemolyticstreptococcusrapidlyinfectstheentireperitoneal
cavityand causessepticaemiaand haemolyticanaemiabygaining accessto the
circulatorysystem throughtheplacentalsite.Themotherwillhaveapersistentfeverof
over39°C,whichmaybecontinuousorremittent.Rigoursarecommonandthepulse
usuallyrangesfrom 140-160mmHg.
Theuterusissub-involutedandtendertothetouch.Pallorismarkedduetoanaemia.
Thereispersistentvomitingandsometimesdiarrhoea.Themotherappearsverysick,
restlessandcomplainsofinsomnia.

DiagnosticPhysicalExamination
Thefollowingprocedureshouldbefollowedwhenconductingadiagnosticexamination:

• Headtotoeexaminationshouldbedone.
• Check on mucous membranes forpallor,throatforinfection,breastfor

engorgementorswollenglandsandabdomenfortenderness.
• Checktheuterusforsubinvolution,andtheperineum foranysignsofinfection

from tearsandepisiotomy.
• Inspectthelegsforanyinflammation.

Whencarryingoutinvestigations,thefollowingstepsshouldbetaken:
• Takeahighvaginalswab.Theuseofaspeculum maybedifficult,andno

antisepticsolutionorcream shouldbeusedtolubricatethespeculum.
Useaseptictechnique.

• Samplebloodforhaemogram,WBCtotalanddifferential.
• Inveryseriouscasesbloodcultureisdone.
• Highvaginalswabforcultureandsensitivity.
• Samplemid-stream urineforcultureandsensitivity.

MedicalTreatment
Thefollowingmethodsmaybeusedtotreatthecondition:

• Abroadspectrum antibioticisgivensoonafterthecollectionofvaginal
andurinespecimentobechangedwhentheresultofhighvaginalswab



isready.
• Ananalgesicincaseofpain,andasedativetoensuregoodsleep,

iscommenced.
• Themothershouldbeplacedonironsupplementsifnotonthem already.
• Ifhaemoglobinisbelow7.4dlpackedcelltransfusionisrecommended.
• Fluidandelectrolytesbalancesshouldbeensuredonadailybasis.Incaseof

imbalance,5%glucoseinfusionwithaddedvitaminsandpotassium chloride
isgiven.

• Incaseofinfectedperinealwound,thestitchshouldbeclippedtoallowdrainage
ofpus.

• Localisedinfectionistreated,withhydrogenperoxideandantibioticspray.
• Itmaybenecessaryattimestoinciseanddrainapelvicabscessmadethrough

posteriorvaginalfornixorrectum.

NursingCare
Youwillnowlookatwhatkindofcareshouldbeprovidedtothemother.Isolateheruntil
thecausehasbeenidentified,antibioticsstartedandthetemperaturehassettled.
Unlessthemotherisseverelyill,thebabystayswithherandthemidwifewillhelpher
takecareofthebaby.Trytokeepthemotherfreeofstress
andexhaustion.
Youshouldnursethemotherinaproppeduppositionwithapillowtoencourageuterine
drainageoflochia.Adoptionofpronepositionforhalfanhourwillalsoservethe
same. Encouragethemothertoeatalightnutritiousdiet,ensuringshetakesplentyof
fluids.Youshouldreserveabathtubforheruseonlyifsheisabletogoto
thebathroom.
Sheshouldhavevulvaswabseveryfourhoursandchangeofbeddingsfrequently.You
shouldalsocheckherpulserateandbloodpressureeveryfourhoursandcarryouta
dailyheadtotoeexaminationtoassesshercondition.

PreventionofPostPartum Infection
Themothershouldbeadvisedtoeatawellbalanceddietbeforeandduringpregnancy
topreventanaemia.Sheshouldreceiveearlyandregularprenatalcareandexercise
moderately,whichwillpromotegoodhealthduringpregnancy.
Inthehospital,ensureproperinfectioncontrolandmonitoring,forexample,culturesin
thewardandnasalpharyngealculturesfrom thepersonnel.Maintaintheuseofthe
aseptictechnique.Youwillbeabletominimisetheriskofhaemorrhagebyproper
managementofthethreestagesoflabour.Finally,youshouldtrytopreventcaesarean
sectionwheneverpossible.

BreastDisordersDuringthePuerperalPeriod

Breastdisordersmayaffectthewholebreastorthenipples.

EngorgementoftheBreast
Onthethirddaypostpartum secretionofmilkbegins.Ifthebabydoesnotemptythe



breastitbecomesoverdistended.Thebreastbecomesenlargedandcoveredwith
distendedveins,whicharetender,hardandknotty.Themothermayalsohavepalpable
nodulesintheaxillaandwillexperiencesleeplessnightsduetopain.

TreatmentofEngorgedBreasts
Intheearlystagesofengorgement,thebreastmaybeemptiedbymanualexpressingto
relieve congestion.In the latterstage,the congestion and pressure ofthe ducts
preventstheflowofmilk.Manualexpressionofthebreastshouldbedonetopromote
flow ofbreastmilkbeforethebabyisfixedonthebreast.Whenthemothercannot
toleratemanualexpression,electricalormanualbreastpumpshouldbeused.You
shouldadministerananalgesicandensurethatthemother’sbreastsareeffectively
supportedbyawell-fitting,lactatingbra.

CrackedNipple
Sorenipplesarecausedbyeitherthelossoftheepithelium coveronabigareaofthe
nippleoradeep,small,painfulcrackateitherthetiporbaseofthenipple.Thetwo
conditionsmayalso existsimultaneously.Thereareseveralreasonswhycracked
nipplesmayoccur.Theseinclude:

• Aflatnipple(trytopullitat37weekstopreventinfectionandprematurelabour) 
• Wetandunhygienicnipple
• Badlyfixedbabyonthebreastcoveringthebaby’snostrils
• Leavingthebabytoolongonthebreast
• Untoughenedbreastduringpregnancy

Certaincomplicationsmayarisefrom thiscondition.Thereisariskofformationof
abscessastheductsarenotemptiedandasaresultoftheraw areawhichallows
accessformicro-organisms.

RecommendedMethodsofTreatmentforCrackedNipples
• Restthebreastfor24hoursoruntilthecrackishealed
• Meanwhileexpressthemilkmanually
• Exposethebreasttotheairfor20minutessixhourlyortoanelectriclamp30cm

distancetopromotehealing
• Applylanolineormassagecream ointmentforsoothingthenipple

AcutePuerperalMastitis
Mastitisistheinflammationofthebreast.Iftheconditionisnottreated,itmayproceed
toabscessformation.Theterm ’flushedbreast‘isappliedinmildcaseswherethe
infectionissuperficialandlocalised.Theconditionrarelyoccurspriortotheeighthday
ofpuerperium.Itcommonlyarisesduringthesecondorthirdweek.Mastitismayarise
intwodifferentways.Cellulitisinfectionoccurswhentheinfectiousmicro-organism
entersthroughthecrackednippleandspreadsthroughtheinterlobulartissue.Adenitis
isaresultofthe multiplicationoforganismswhicharealreadypresentinthebreast
itselfduetoengorgement,staticofmilkorbruisingthroughcarelesshandling.

PrimaryCausativeOrganismsofMastitis
The primarycausative organismsare streptococcusi.e.haemolyticstreptococcus



organismsandstaphylococcusaureus.Theusualroutefortransmissionoforganisms
tothemother’sbreastisfrom the:

• Nasopharynxofherinfant
• Thepatient’shands
• Nurserypersonnelincontactwiththeinfant
• Skininfectionofthebaby
• Theumbilicalcord

Themainsignsandsymptomsoftheconditionare:
• Themothercomplainsofacutepainandtendernessin

thebreast
• Generalmalaisecharacterisedbyachillysensation,

followedbyriseoftemperatureto40°Cwithincreased
pulserate

• Oninspection,thebreastappearsreddenedandhard
• Theinflammationmaybegeneralised,confinedtoalobe

oralocalarea
• Thereareindurations,tendernessanderythemaoftheinvolvedarea
• Mastitisisusuallyunilateral,inadvancedcasesthere

maybelocalabscessformation
ManagementofMastitis
A sample ofbreastmilk should be taken forbacteriologicalexamination.Broad
spectrum antibioticsshouldbeadministeredimmediatelywhileawaitingtheculture
result.Dependinguponvirulenceandresistance,cephalosporinorvancomycindrugs
thatareparticularlyeffectiveagainststaphylococcalinfectionsshouldbeadministered
topreventformationofbreastabscess.
Assoonasmastitisoccurs,breastfeedingontheaffectedareashouldbesuspended.
Emptythebreastbygentleexpressionorwithanelectricbreastpump.Supportthe
breastwithafirm breastbinderorawellfittedbrassiere.Heatapplicationmaybe
orderedtohastenthelocalisationoftheabscess.

AbscessoftheBreast
Acutemastitismayleadtoamammaryabscess.Partofthebreastbecomespainful,
tender,and oedematouswith rednessofthe overlying skin.The axillary’sglands
become tenderand enlarged.The abscessmayform nearthe surface orin the
substanceofthebreast.Ifuntreated,adeepabscessmayburrowinseveraldirections
affectingthewholebreast.

TreatmentsforAbscessesoftheBreast
Treatmentsinclude:

• LactationissuppressedwithBromocriptine(2.5mg)twicefor14days
• Aradicalincisionismadeexternallyfrom neartheareolamargintowardsthe

perinealofthebreast
• Avoidcuttingthelactiferousducts.Insertgauzedrainageafteryouevacuate

thepus
• Post-operativecareisthesameasforanysurgicalpatient

Inthecaseofbreastabscess,thereisneed forurgentsuppressionoflactation.



Bromocriptine(2.5mgBD)isgivenfor14days,althoughitshouldbenotedthatthis
treatmentisexpensive.However,itispreferredtooestrogenduetotheriskofvaricose
thrombosiswiththelatter.Inmanycasesallthatisneededissupportingthebreasts
firmlyandlimitingfluidintake.

PreventionofBreastComplications
Encouragebreastfeedingbyprovidinginformationontheadvantageofbreastfeeding.
Educatethemotherduringprenatalcareonthepreventionofbreastcomplications.
Helphertofixthebabyproperlyonthebreast.Stresstheimportanceofemptyingthe
breastbymanualexpressionincaseofexcessmilk,toavoidengorgement.Youshould
alsoemphasisetheimportanceofinfectionprevention,includingprompttreatmentof
anymembersofthefamilywithboils,burnsoranyskinlesions.

ExtraGenitalInfection

UrinaryTractInfection
Pyelonephritisoccursinanumberofcasesduringthepuerperium.Propertreatment
during pregnancy willpreventrecurrence ofthe condition.Formore information
regardingurinarytractinfections,refertounitfive.

RespiratoryInfection
Arespiratoryinfectionmaycausepuerperalpyrexia.Thepossibilityofsepsismustbe
ruledout;otherwisebothconditionsmaybepresentatthesametime.Formore
informationonrespiratorymanagement,seeunitfive.

VenousThrombosis

Thisreferstotheformationofclotsintheveins,usuallyinthelowerlimbs.Puerperal
mothersarepronetovenousthrombosis.Puerperalmotherswhohavehadacaesarean
sectionoftenhaemorrhageandafteradifficultdeliveryitmaytakealongertimeforher
tomovearound.Anotherpossiblecauseoftheconditionisvaricosity,whichmayoccur
duringdeliveryduetoinjuryorinflammation.Mothersover35yearsandthosewithhigh
parityarealsoathighrisk.
Prophylaxis
During pregnancyyoushould ensurethatpregnantmotherswiththrombo-embolic
disordersarenotgivenoestrogenpreparationsandareencouragedtodoexercise.
Pregnantwomenwithmarkedvaricoseveinsshouldwearembolicstockingsorcrepe
bandage.Mothersatahighriskofdevelopingthrombosisorpulmonaryembolism
shouldbegivenalowdoseofheparin5,000unitssubcutaneous.



SECTION5:OBSTETRIC
ANAESTHESIA,OPERATIONS
ANDEMERGENCIES

Introduction

Youarenowinthefifthsectionofthisunitonlabour.Intheprevioussectionyoulearnt
thatabnormallabourpresentsspecialchallengesandcarriesmanyrisks.Thisiswhy
youshouldrefersuchwomentothedoctorintheprenatalclinicduringtheirthird
trimester.Theyshouldalsobeadvisedtodeliverinthehospital,astheymayneeda
caesareansection.
Inthissection,youwillstudyobstetricanaesthesia,operationsandemergencies.

Objectives

Bytheendofthissectionyouwillbeableto:
• Describeobstetricanaesthesia
• Describethemanagement ofobstetricoperations
• Describethemanagementofobstetricemergencies

ObstetricAnaesthesia

Bytheendofthistopicyou willbeableto:
• Differentiatebetweenanaesthesiaandanalgesia
• Describetherisksassociatedwithanaesthesiawithparticularemphasisonhow

topreventtheserisks
• Describetheroleofamidwifeintheadministration

ofanaesthesia
Anaesthesiameansabsenceofsensationandfreedom from pain.Generalanaesthesia
istheinduction ofunconsciousness,which mayalso involvethegiving ofsome
analgesia.

Regionalanaesthesiaiswhenagroupofnervesismadefreeofsensation.Local
anaesthesiaiswhenaspecificareaofthebodyisanaesthetisede.g.theperinealarea
whenrepairinganepisiotomyperinealorvaginaltear.
Eachofthesethreecategoriesofanaesthesiawillbecoveredinthistopic.
Remember:Generalanaesthesia fora pregnantwoman in hersecond and third
trimesters,orforamotherwhohasjustdelivered,isdangerousduetotheeffectof
progesterone.
GeneralAnaesthesia

Itisessentialthatonlytrainedanaesthesiapersonneladministergeneralanaesthesiato
patients.Moreover,itisessentialtoplaceanendotrachealtubeinallpregnantpatients
undergoinggeneralanaesthesia,sincetheriskofaspirationpneumonitis,secondaryto



theinhalationofgastriccontent,isasignificantone.

Untilthebabyisborn,themothershouldreceive100%oxygenandalowconcentration
ofaninhalationagentsuchasisoflurane0.5%.
Afterdeliveryanaesthesiacanbedeepenedbysupplementingtheanaestheticwith
higherconcentrationsofpotentvolatileinhalationagents.
Factorsconnectedwithanaesthesiahavebeenasignificantcauseofmaternaldeaths
untilveryrecently.Itisessentialforthemidwifetobeawareoftherisksassociatedwith
anaesthesiaandwhytheyoccur,soastogiveintelligenthelptoassisttheoperating
team andthepatient.

ProblemsinObstetricsAnaesthesia

Inobstetricstheanaestheticproblemsaredueto:
• Effectsofprogesteroneonthemother
• Thepressurefrom thegraviduterus
• Thepresenceoftwopatientsratherthan

onepatient
Someoftheproblemsinclude;Mendelson'ssyndrome,failedintubation,aortalcaval
occlusionandmaternalawareness.

Mendelson’sSyndrome

Itisbelievedthatinpregnancyandespeciallyinadvancedlabourthereisadelayin
gastricemptyingtime,duetotheeffectofprogesteroneonthegastro-intestinaltract.
Narcoticanalgesicslikepethidinethataregiveninlabour,causesignificantdelayin
gastricemptying.ThestaticstomachcontentraisesthepH.Fastingalsogivessimilar
reactions.Thepressurefrom thegraviduterusresultsintherefluxofthecontentsinthe
stomach when the motheris in recumbentposition.When she is undergeneral
anaestheticunnoticed regurgitation mayoccur.In caseswhere the acid stomach
contentsareaspiratedintothelungs,aconditionknownasMendelson’sSyndrome
result.Thealveoliaredamagedwhichcausestheimpairmentofgaseousexchange.It
isimpossibletooxygenatethemotherandinseverecasesdeathmayensue.

PreventionofMendelson’sSyndrome

Themainmethodofpreventionistheadministrationofantacidtherapywhileinlabour
tohighriskpatients.

RapidSequenceInduction
Rapidsequenceinductionisusedforunpreparedpatients.Preparedobstetricpatients
arealsoliabletohaveacidcontentsinthestomachandthesametechniqueisused.
Themethodalwaysincludesendo-trachealintubationwiththeuseofcricoidpressure,
whichprotectsthelungsevenwhensilentregurgitationoccurs.

CricoidPressure



Thecricoidcartilageispressurisedtoclosetheoesophagus,preventingacidreflux.
Thispressureisessentialinpreventingthedeathofthemother.Properapplicationof
cricoidpressureisessential.Whenintubationfailsandtheanaesthetistisableto
maintainaclearairway,afacemaskshouldbeusedwhiletheassistantmaintains
cricoidpressure.Anotheroptionisspinalanaesthesia,afterwakingthemother.

FailedIntubation

Thisusuallyoccursinpregnantwomenwithlaryngealoedemaduetopregnancyand
inducedhypertension.Theanaesthetisthasdifficultiesvisualisingthevocalcordsand
introducingthetrachealtube.Otherfactorsincludepooropeningofthemouthanda
stifforfatneck.

Prevention
Useapre-oxygenation technique,which involvesgiving facemaskoxygen forfour
minutesuninterrupted.Thiswillpreventcyanosissignificantlywhen attempting to
intubate.

Aortocavalocclusion

Youwillnowlookataortocavalocclusionanditsprevention.Thecauseofaortocaval
occlusionistheweightofthegraviduterus,whichpartiallyblockstheinferiorvenacava.
Thevenousreturnisthenreduced,whichinturnleadstoafallofcardiacoutput.This
occurswhenapregnantwomanliessupineinlatepregnancyforalongperiodinlabour.
Ifanemergencycaesareansectionisbeingperformedduetofoetaldistress,aortocaval
occlusionincreasesthefoetaldistressandcausesfurtherfoetalhypoxia.

Doyouknowhowthismightbeprevented?
Thisconditioncanbepreventedbyencouragingthemotherinlabourtoremaininan
uprightpositionforaslongaspossible.Duringlabour,whenthewomanneedstolieflat,
themidwifeshouldensuresheistiltedtotheleft,eitherwithasmallrubberwedge
underthemattressorafoldedblanketundertheleftbuttockatanangleof15°.Modern
deliverybeds,chairsandoperationtableshavethisfacilityincorporated.

MaternalAwareness 
Whilegivinggeneralanaesthesiamostofthedrugs,exceptmusclerelaxants,willpass
theplacentalbarrierandresultinasleepybaby.Topreventthis,alightanaesthetic
agentisgiven.Thewomanretainsahighlevelofconsciousnessandsheisableto
recalleventsthatoccurredduringtheoperation.However,sheisunabletogiveany
indicationofsensationsincesheisparalysed.Awomanwhohasretainedawareness
cannotrecallpainbutrecallsthewholeconversationduringtheoperation.Thiscanbea
terrifyingexperience,sinceshemaynotwanttoknowwhatwashappening.
Awarenessoftenoccurswhennitrousoxideisusedalone.
Theadditionof anopiateintravenouslyassoonasthebabyisdeliveredisknownto
reducematernalawarenesssignificantly.Inordertopreventmaternalawarenessyou



shouldmaintainneithertoodeepnortoolightalevelofanaesthesiaforthemother.In
this manner,you willalso be able to preventMendelson’s Syndrome,aortocaval
occlusionandfoetalhypoxia.

RegionalAnaesthesia
Theoperationalregionismadefreefrom painbyinfiltratingananaestheticdrugintothe
nervessupplyingtheregion.Thiscanbeachievedinseveralwaysi.e.epiduralblock,
spinalanaesthesia,pudendalblockandpara
cervicalblock.

EpiduralBlock

Epiduralanalgesiaisdescribedaslumbarorcaudal,dependingonthesiteusedwhen
approachingtheepiduralspace.Thisisachievedbyinfiltratinganaestheticintothe
epiduralspace so thatitsurrounds the fibres ofthe specific spinalnerves and
anaesthetisesthem,therebyachievingaselectiveblock.Thiscanbedoneintwoways:

LumbarEpiduralBlock

Thisisthemostcommonapproachandtherearethreedifferenttechniqueswhichmay
beused.Theanaestheticisintroducedbetweenlumbarvertebraetwoandthree,or
threeandfour.
Firsttechnique:Asingleshotepiduralreferstotheprocesswherebylocalanaesthesia
isintroducedusingaTouhyneedle,butnocatheterisinsertedfortoppinguppurposes.

Secondtechnique: Intermittenttechniqueiswhenapolyethyleneornyloncatheteris
insertedintotheepiduralspacesothatfurtherdosesoflocalanaestheticmaybegiven
whenrequired.
Thirdtechnique:Thecontinuoustechniqueiswhereanaestheticsolutionisinfusedvia
epiduralcatheterusinganintravenousinfusionlineattachedto anelectronicdrip
counter.

CaudalEpiduralBlock

Thisisanuncommontechnique.Theepiduralneedleisintroducedbetweenthesacral
vertebraandcocyxiatusthroughthesacralhiatus.

Contraindicationsforcaudalepiduralblockinclude:
• Maternalreluctance
• Bleedingdisorders
• Systemicorsiteinfection
• Existingdisease,forexample,multiplebloodvesselssclerosis

RegionalAnaesthesia

Youwillnowlookatsomeoftheindicationsofepiduralanalgesia.Theseinclude:



• Requestofthemother
• Malpositionwherelong,exhaustinglabourisanticipated
• Malpresentation,particularlybreechpresentation,whereanobstetricianrequires

awellrelaxedmothertoperform anassistedbreechdelivery
• Multiplepregnancywhereanepiduralanalgesiaisadvantageousbecauseit

allowsforthepossibilityofmanipulativedelivery
• Whenthemotherisnotobtainingadequatepainrelieffrom otheranalgesic

methodsandistenseanddistressed
Thereareseveralcomplications,whichmayarisefrom theuseofanaesthetics.Youwill
nowstudyeachoftheseinturn.
ComplicationsofRegionalAnaesthesia

Hypotension

Thisoccursasaresultoftheeffectofvasodilatationofthebloodvessels.Rapid
intravenousinfusioncanpreventthecondition.Thisiscommonlyknownasapreload
and commonlyconsistsofbetween 500mland 1000mlofHartman’ssolution.A
functionalintravenousinfusionisessentialbeforeepiduralanalgesiaiscommencedin
ordertopreventhypotension.

DuralTap

Thisistheaccidentalpunctureofthedurameter.Thisisrecognisedwhenafewdrops
ofCerebrospinalFluid(CSF)seepthroughtheTuohyneedle.Inordertopreventthis
condition,theanaesthetistnormallyre-sitestheepiduralcatheterinanadjacentspace.
Theobstetricianisinformedandaforcepsdeliverywillbeplannedinordertoprevent
thewomanfrom pushingandpossiblyforcingmoreCSFthroughthe
duralpuncture.
A reduction ofCSF volume usually results in severe headache,which resolves
spontaneouslywithinaweek.AnothermeasuretominimiseleakageofCSFistoleave
theepiduralcatheterinpositionandinfusenormalsalinewiththehelpofaninfusion
pump.Thisisnormallycontinuedfor24hourswhilethewomanislyingflat.

Forquickreliefoftheheadache,theanaesthetistmaydecidetoperform a‘bloodpatch’,
thatisunderstrictasepsistakingbetween10ml– 20mlofvenousbloodfrom the
woman’santecubitalveinandintroducingitintotheepiduralspaceviatheintervertebral
spacenearesttheduralpuncture.Thisresultsinimmediatecureoftheheadache.
Thewomanislefttorestforanhourortwotoavoiddisturbingtheclot,whichhas
sealedtheduralpuncture.Itcarriesrisksofinfectionbutthesuccessrateis90%onthe
firstoccasionand98%iftheprocedureisrepeated.

TotalSpinalBlock
Thisisararecomplication.Itoccurswhenbymistakethereisa duralpuncturethat
failstobe recognisedandtheanaesthetistinjectsthelocalanaestheticsolution.This
resultsinrapidmotorandsensoryblockwithadrasticfallofbloodpressure.The
mother collapses and cardiac arrest may follow.If this happens,immediate



resuscitationisessentialandventilatorsupportisrequired.
Occasionally,thiseffectisseenfollowingalatertopupandnotduringtheinitialstages
ofepiduralanalgesics.Thereasonforthisisunclearbut,insomecases,theepidural
catheteristhoughttohavemigrated.Themidwifewhotopsupanepiduralmustbe
awareofthesepossiblecomplicationsandtheirimmediatetreatment.

BloodyTap
Thishappenswhentheanaesthetistpuncturesoneoftheepiduralveins.Bloodisseen
in the catheter.In this case the epiduralcatheteris re-sited in orderto prevent
intravenousinjectionoflocalanaestheticsolution.Iflocalanaestheticisinjectedinthe
vein,toxicitywillresultandthewomanwillcomplainoftinglingornumbnessofthe
mouthandtongue,anddizziness.Herspeechmaybeslurredandshemayfinallyhave
convulsions.

PatchyBlock
Thisiswhenanepiduralblockissometimesmoreeffectiveononesideofthebodyor
iscompletelyunilateralfornoobviousreason.Ifthisoccurstheanaesthetistshouldbe
informedtoadjusttheepiduralcatheter.

DisadvantagesofLocalAnaesthesia
 
Thereareseveraldisadvantagesoflocalanaesthetics.Theseinclude:

• Unpleasantexperience to the woman who maylose sensation and motor
functioninherlegs

• Beingunabletopassurineduetounawarenessofa
fullbladder

Theepiduralblockmayalsocontributetothefollowingsymptomsinthepostnatal
period:

• Impairedbladderfunction
• Markedperinealpain
• BackacheduetotraumabytheTuohyneedleduringtheepiduralprocedure

DrugsUsedinEpiduralAnalgesia

Thereareseveraldrugsusedinepiduralanalgesia.Theseare:

Bupivacaine

Thisisadministeredinstrengthsof0.25% and0.5% andtheseconcentrationsare
modifiedasrequiredbydilutingwithnormalsaline.Itiseffectivewithin10-20minutes
ofadministrationandlastsforabouttwohoursduringlabour.Thetotaldosegivenis
notexcessiveunlesslabourisprolongedandtoxicityisnotcommon.

Ropivacain(Naropin)



Thisanalgesicisgoodinlow concentrationwithminimalandnon-progressivemotor
block.Itslongactingactionmakesitsuitableforuseinlabour.

Opiates

Drugsinthisgroupinclude:
• Diamorphine
• Morphine
• Pethidine

Thesearegoodpostoperativeanalgesicsandneithercausehypotension,norcause
motororsympatheticblock.Theyarenotaseffectiveasmightbeexpectedinrelieving
labourpainsbutarecommonlyusedinourhospitalsfollowingcaesareansectionsdue
tothepleasantfeelingofwellbeingtheyinduce.Thereissomeriskofrespiratory
depression,althoughthisriskisminimal.

Lignocaine

Thisisusuallyadministeredinthestrengthof0.5-1% andisoneofthemoreeffective
localanaestheticsavailableforepiduraladministration.Theshortactingspanmakesit
unsuitableforusethroughoutlaboursincealargedosemaybeneededandtoxicityis
thereforearisk.Ifthewomanisverydistresseditmaybeusedfortheinitialdoseand 
Bupivacainecanbeusedthereafter.

SpinalAnaesthesia

Althoughspinalanaesthesiaprovidesforpainreliefatthetimeofdelivery,itisnot
suitableforuseduringlabourasitdecreasesthestrengthofthelabourcontractions.It
issuitableforcaesareansectionprovidedtheoperationisnotprolongedbeyondthe
effectivetimeoftheanaestheticsolutioninuse.
Aspinalblockisperformedinamannersimilartoanepiduralblockbutinthiscasea
localanaesthesticsolution isinjected into thesub-arachnoid space,i.e.in to the
cerebrospinalfluid.Thewomanwillhavetotalmotorcontrolandsensoryblockoverand
belowtheanaesthetisedareas.
Thereisagreaterriskofhypotensionwithspinalthanwithepiduralblock.Blood
pressureshouldbemonitoredcarefullyasshouldthethebladdercontents.

PudendalBlock
Thjsisatechniquethatisusedtoanaesthetiseareasthataresuppliedbypudendal
nerve,namelylowervargina,perineum andvulva.Thismethodisveryunreliableand
doesnotgive
adequateanalgesia.

ParaCervicalBlock
Inthistechniquetheparacervicalplexusisblocked,thisgivespainreliefforthefirst



stageoflabourbuteachinjectionisonlyeffectiveforaboutthreehours.
Thetechniqueisnotfavourablesincetheuterinearterypassesclosetothenerve
plexusandinadvertentintra-arterialinjectionofevenasmallamountofanaesthesia
wouldleadtofoetalbradycardiaorintrauterinedeath.

LocalAnaesthesia
Perinealinfiltrationisverycommonamongmidwiveswhoperform itbeforerepairing
episiotomies,perinealtearsorvaginaltears.Lignocainiscommonlyused,butthereis
needforcautionaslevels above200mlof1%solutionleadstoriskoftoxicity.

Themidwifeshouldreallyminimisetheriskofintravenousinjection,bybeingobservant
ofthepresenceofbloodinthesolutionafterwithdrawingthepistonpriortoinjection.

InhalationAnaesthesia

Thisisaprocessbywhichyouadministervolatileagentsusingafacemaskinpainrelief.
Itisindicatedinthelatefirststageandduringthesecondstage
oflabour.
Explaintheproceduretothemothertoensurehercooperation.Youshouldletherknow
thatitwillrelievethepain.Tellhertobreatheinduringacontractionandrestduringthe
timethecontractionwearsoff.Shehastobreatheinforatleast15to35secondsatthe
beginningofacontraction.
Itiscontra-indicatedunderthefollowingcircumstances:

• Antepartum haemorrhage
• Preeclampsia
• Anaemia
• Congestivecardiacfailure
• Inallcaseswithplacentalinsufficiency
• Maternalandfoetaldistress
• Intrauterinegrowthretardation

Whatarethemainadvantagesofinhalationanaesthesia?
·Itiseasytouse
·Itcanbeusedbyanycompetentmidwifewithoutsupervisionsolongassheknows
howtoregulate
theflow
·Inhalationanaesthesiahasshortlivedeffectonpainreliefwithnocomplicationstothe
baby
Therearetwotypesofinhalationanaesthesia.
Thesearecalled:

• Triteneortrichoboroethylene
• Entonox

Tritene

Thishasacompositionofupto0.5%oftriteneinair.Itisblueincolourandavolatile



agent.Oneofthemainsideeffectsofthisdrugisthatitaccumulatesinthematernal
bloodstream causingsleepbutalso,attimes,disorientation.Whenthishappensyou
muststoptheinhalation.Italsoaccumulatesinthefoetus,causingdrowsinessatbirth.
Itshouldnotbeadministeredformorethanfourhours.Oncethedrugisstoppedthe
effectisshortlived.

Entonox

Thisdrugiscomposedof50% nitrousoxide and50% oxygen.Whenusedinhigh
concentrationitissuitableforanaesthesia.
Ithasnosideeffects.

ResponsibilitiesoftheMidwife
Themainresponsibilitiesofthemidwifeinclude:

• Preparingequipmentandensuringitisingoodworkingorder
• Stayingwiththepatientsoastoinstructheronhow tousetheinhalation

apparatus
• Themidwifeshouldknowhowtheapparatusisused

ObstetricOperations

Youwillnow studyobstetricoperations.Theeasiestandmostimportantoperationis
theepisiotomy.Thisisatechniqueeachmidwifeshouldmasterwhileinthelabourward.
Thiscompetenceisachievedthroughobservinganexperiencedmidwifeconductingthe
procedure.Itisanasepticprocedure.

Episiotomyisinvasionthroughtheperinealtissues,whichisdesignedtoenlargethe
vulvaoutletduringdelivery.

Remember:
Giveanepisiotomyonlywhenindicated.

Themainindicationsofanepisiotomyare:
• Rigidperineum,mostlyinprimigravidae
• Poormaternaleffortormaternaldistressinsecondstage
• Incaseoffoetaldistressinsecondstagetohastendelivery
• Whentheperineum threatenstotear,forexample,inpersistentoccipitoposterior
• Priortoassisteddeliverysuchasinlowforcepsor

vacuum delivery
• Preeclampticmother
• Inmotherswhohavemedicalconditionssuchascardiacdiseaseordiabetes

mellitus
• Inprematurelabourtominimisetherisksofintracranialinjurytothebaby
• Incasethemotherhashadpreviousthirddegreetearswhichhadbeenrepaired
• Inmalpresentationlikebreechdeliverytopreventrisksofintracranialinjurytothe



baby

Thereareseveraltypesofepisiotomyincisions.

MediolateralEpisiotomy

Thisisthemostcommonlyperformedepisiotomyduetoitssafetyrecord.However,it
isdifficulttorepair.Itbeginsatthecentreofthefourchette,directedposteriorlyand
laterallytheincisionisnotmorethan3cm at45°tothemidline.Movetowardsapoint
midwaybetweenischio-tuberosityandtheanus.Thisistoavoiddamagingtheanal
sphincterandthe
Bartholin’sglands.

MedianEpisiotomy

Thisbeginsatthefourchette,isdirectedposteriorlyforapproximately2.5cmsand
stopsjustbeforetheanalsphincter.Itfollowstheinsertionofperennialmusclesand
hasminimalbleedingduetofew bloodvesselsinthisarea.Itiseasytorepair,less
painfulandrarelycausesdypareunia.Howeverthereisthedangeroftheincision
extendingtotheanalsphincter.



JShapedEpisiotomy

Theincisionbeginsatthecentreofthefourchette,isdirectedposteriorforabout2cm
and then itisextended latero-posteriorlyto avoid damage to the analsphincter.
Suturingofthisepisiotomyisverydifficult.



Lateral

Notusednow.Unlikeinalltheothertypes,theincisiondoesnotbeginatthecentreof
thefouchettebutonthesideofthevaginalopening.Theincisionmayextendleading to
aseverevaginaltearandexcessivebleeding.



Remember:Episiotomycancomfortablybegivenwithoutlocalanaesthesiaatthe
heightofacontraction.Thefirstandthesecondtypesaremorepreferred.

PerforminganEpisiotomy

Thetimingoftheincisionisveryimportant.Itisbesttimedwhenthepresentingpartis
directlyappliedtotheperineum.Iftheepisiotomyisperformedtooearly,itexposesthe
mothertoalotofbleeding.Ifperformedtoolate,therewillnotbeenoughtimeto
infiltratethelocalanaesthesia.Atearmayalreadyhavedevelopedbeforethemidwife
givesanepisiotomy.
Themainrequirementfortheprocedureisatrolleywith:

• Suturepack
• 10mlssyringesandneedles

Lignocaine(0.5%10mlor1%5mls)
• Chromiccatgut
• Needleholder
• Suturingscissors
• Arteryforceps
• Tootheddissectingforceps.
• Mayoscissors



Procedure

Whentheheadreachesthepelvicfloor,twofingersofthelefthandareinserted
betweentheperineum andthefoetalhead.Lignocaine,0.5%,isinfiltratedintothearea
wheretheincisionhastobemade.Usingtherighthand,themidwifeplacesthetipof
theopenedscissorsandmakesanincisionattheheightofacontraction.

InfiltratingthePerineum



PerforminganEpisiotomy

Deliveryoftheheadshouldfollow immediatelyanditshouldbecontrolledtoavoid
extensionoftheepisiotomy.Ifthereisdelaybeforetheheademerges,applypressure
attheepisiotomysitebetweencontractionstominimisebleeding.
Useaseptictechniques.

TheMethodUsedandtheToxicSignsofLocalAnaesthesia



Thefollowingmethodshouldbeused:
• Directyourneedle4.5cm beneaththeskinoftheproposedsiteofinjection
• Ensuretheneedleisnotinthebloodvesselbydrawingbackthepiston
• Ifyouwithdrawblood,redirecttheneedle
• Injectthelignocaineasyouwithdrawtheneedle
• Distributetheanaesthesiabychangingdirectionoftheneedletotwoormore

areasontheproposedinjectionsite
Thefollowingaretoxicsignsoflocalanaesthesiathatyoushouldbeawareof:

• Drowsiness
• Twitchingoftheface/lips
• Tinglingintheareaofthemouth
• Convulsion
• Circulatorycollapse
• Respiratorycollapse

Iftheabovesignsarenoted,callformedicalhelp(anaesthetist)andresuscitate.

RepairoftheEpisiotomy

Theepisiotomyshouldberepairedassoonaspossible(immediatelyafterthethird
stage)beforeoedemasetsinandwhiletissuesarestillanaesthetised.Youwillneeda
goodsourceofdirectlight.Thepatientisplacedinthelithotomyposition.Themidwife
shouldbeseatedcomfortablyduringtheprocedure.
Anaseptictechniquemustbemaintainedthroughouttheprocedure.Thevaginaandthe
episiotomysitearecleanedwithantisepticlotionandthemidwifeshouldhaveasterile
gownandgloveson.Sterilegauzeisinsertedintothevaginatoabsorbbloodandkeep
theoperationsitedry.Absorbablesuturesareused.Therepairbeginsattheapexofthe
vaginalwound.Acontinuousorinterruptedstitchisused,startedfrom theapextothe
fourchettebringingthetwoedgesofthewoundtogether.Theperinealmusclesarethen
suturedandfinallytheskinissutured.
 

Thestitchesshouldjustbefirm enough.Iftheyaretooloose,theymaycauseoedema



andiftheyaretootight,themotherwillbeveryuncomfortable.Aftersuturing,remove
thepackfrom thevaginaandnoteonthemother’scardthatthepackhasbeenremoved.
Insertthelittlefingerintotheanalorificetomakesurethetwoorificeshavenotbeen
stitchedtogetherandthevaginalorificeisstillpatent.

Therepairfrom theapexofthevagina

Thefasciaandmuscleofperineum are
repairedwiththreeorfourinterrupted
sutures

Skinsuture  



CareoftheEpisiotomy

Advisethemotheronhowtotakecareoftheepisiotomysite.

Thisincludes:
• Fourhourlyseatbaths
• Changetheperinealpadwheneveritissoiled
• Avoidcoitusuntiltheepisiotomywoundishealed
• Takeabalanceddiettopromotehealing
• Maintaingoodhygiene
• Avoidconstipationbytakingplentyoffluidsandroughage,constipationwould



causestretchingofthesutures
duringdefecation

Possiblecomplicationstobeonthelookoutforinclude:
• Infectionsleadingtobrokenepisiotomy
• Haematomaformationatthesiteofthe

episiotomyhaemorrhage
Vacuum Extraction(Ventouse)Delivery

Youngeinventedthebasicideaforthevacuum extractorin1706whenheusedaglass
suctioncup.In1849,Simpsondesignedtheinstrument,butatthetimeitwashardly
used.In1774Mostronintroducedthemodernvacuum extractor.Thereareopinions
aboutthevalueinassistingdeliverybythismethodanditisrarelyusedthesedays.
However,itisstillusefulinremoteareas.

Indicationsforvaccum delivery:
• Mildfoetaldistress
• Delayinsecondstageoflabour
• Malposition;occipitallateralandoccipitalposteriorpositions
• Maternalexhaustion

TheProcedure
Thefollowingstepsshouldbefollowedwhenconductingthisprocedure:

• Reassurethemotherandexplainthenecessityofthisprocedure
• Thepaediatricianshouldbepresent
• Explaintothemotherthatthebabywillhavechignon(anareaofoedemaand

bruisingwherethecup isapplied)butthiswilldisappearaftersomehours
• Equipmentasfornormaldeliverywiththeadditionof

vacuum equipment
• Themothershouldbeplacedinthelithotomyposition
• Thedoctorshouldassemblethecupandtubing
• Thenurseattachesthedistalendtothesuction
• Thedoctorshouldthenswabandpreparethemother
• Catheterisationisdonetoemptythebladder
• Theperineum shouldbeinfiltratedwith1%lignocaine
• Thecupshouldbedippedinsterilewaterthenintroducedsidewaysintothe

vaginabypressingbackwardsagainsttheperineum
• Itisplacedonthescalpasnearaspossibletotheposteriorfontanelle
• Careshouldbetakennottotrapthecervixorthevaginalwallunderthecup

Whilethedoctorholdsthecupinthecorrectposition:
• Thepressurecausesanartificialcaputsuccedaneum orchignon,whenvacuum

reaches0.8kg/cm thecupiscompletelyfilledwithscalp
• Tractiononthehandleshouldbemadeasnearlyverticallytothecupaspossible

asobliquedirectionmaypullthecupoff
• Thenurseusesthehandpumptocreatevacuum gradually
• Increasenegativepressureby0.2kg/cm atoneminuteintervaluntil0.8kg/cm



isattained

heprocedurecontinuesasfollows:
• Intermittenttractionisappliedwithuterinecontraction
• Directionofpullchangesastheheaddescendsthroughthebirthcanal
• Whencrowningtakesplaceepisiotomyisperformedifnecessary
• Theuseofventouseshouldbereconsideredifthereisnoobviousdescentafter

threetofourcontractions
• Topreventdamagetothescalp,thevacuum isreducedasslowlyasitwas

createdafterdeliveryoftheheadbyopeningthescrewreleasevalve
• Thecupisthendetached
• Shouldthecupdetachitself,itisprobablyduetopullinginthewrongdirectionor

usingtoomuchforce
• Avacuum shouldbecreatedagainandifthechignonislarge,thenanotherarea

onthescalpisused

Remember:
Neverusethecupactivelytorotatethebaby’sheadduringtheprocedure.Donot
continuethisprocedureformorethan30minutes.

Whatcomplicationsshouldyouwatchoutforduringandaftertheprocedure?
·Failureoftheprocedure
·Traumatothefoetalscalp
·Chignon,thatis,oedemaandbruisingwherethecuphadbeenapplied,whichcan
occasionallygetinfected
·Somebabiesdevelopcephallohaematoma
·Intracranialhaemorrhage
·Necrosisofthescalp
·Aponeurotichaematoma



·Thesecomplicationsoccurmainlyduetosomedegreeofdisproportionwherethecup
hasbeenappliedforlongperiodandforcefultractionused

CaesareanSection

Caeserian section isthe deliveryofthe foetusthrough an incision made on the
abdominalwallanduterus.Itisconsideredamajorabdominalsurgery.Thediminished
dangerofcaesareansectionhasmadeitwidelyusedandevenabusedattimes.

Indications

Thefollowingareindicationsofcaesareansection:
• Maternalorfoetaldistress

duringlabour
• Pelvictumour
• Diabetesmellitus
• Cephalopelvicdisproportion
• Severehighbloodpressure
• Abnormaluterineaction
• Haemolyticdiseases
• Failedinduction
• Placentaprevia
• Antepartum haemorrhage
• Grossdisproportions
• Cervicalorvaginalstenosis
• Faultinbirthcanal
• Doubleuterus
• Impactedmentoposterior
• Foetalmalpresentation
• Shoulderpresentation
• Breechpresentation

TypesofCaesareanSection
Youshouldnotethattheforcepsdeliveryposesseveraldangersbothtothemotherand
baby.

Whatarethedifferenttypesofcaesareansectioncalled?



·Lowersegmentsection,whichistheoperationofchoice
·Classicalsection
·Extraperitonialcaesareansection
·Caesareanhysterectomy

Canyouthinkwhyalowersegmentsectionprocedurewouldbetheoperationof
choice?
Themainadvantagesoflowersegment
sectionare:

• Bloodlossisminimal
• Incisioniseasytorepair
• Theriskofruptureduringlabourislessenedastheloweruterinesegmenthas

lessuterineactivity
• Theoperationisassociatedwithlowerincidenceofpostoperativeinfection

LowerSegmentCaesareanSection
Thefollowingstepsmakeuptheproceduretobefollowedinthelowersegmentsection:

• Thebladderisemptiedbycatheterisation.
• Intravenousglucosesalineisstarted(keptready).
• Theoperationtableistiltedtopreventcompressionofinferiorvenacava.
• Atransverseorverticalincisionismadeoutofthelowersubumbilicaltoopen

theperitonealcavity.
• Attheendofthewoundawideretractorisinserted.
• Topushthebladderofffrom thelowersegment,theuterovesicalpouchis

dividedtransverselyfor
 about10cm.

• Atransverseincisionabout2cm longismadeinthemiddleofthelowersegment.
• Deepenuntilthemembranesbulge.
• Ifpossibletheamnionsackshouldbekeptintact.
• Theincisionisextendedto10cm byexertingtractionusingtwoindexfingersat

theincision.
• Themembranesareruptured.
• ThehandisthenslippedbesidetheheadandthefirstbladeofWringley’sforceps

isapplied,andtheotherfollows.
• Astheheadisdeliveredgentlywiththeforceps,theanaesthetistinjectstenunits

of
syntocinonintravenously.

• Theshouldersareeasedoutcarefullytoavoidlateralsplittingoftheuterine
wound.

• Thedeliveredfoetusisheldupsidedown,theairpassageclearedbysuctioning.
• Thecordisclampedandcutandthebabyishandedtotheassistantforfurther

care.
• Theplacentaseparatesimmediatelyandisdeliveredthroughthewound.
• Theuterineincisionissuturedwithtwolayerswithcatgutordexon.
• Anyblood,liquor,vernixisremovedfrom theperitonealcavityandthewound

closed.



ClassicalCaesareanSection

Theincisionismadedirectlyintothewallofthebodyoftheuterus.Theprocedureis
rarelyperformed,itsindicationsare:

• Gestationoflessthan32weeks(i.ebeforethelowersegmenthasformed)
• Placentapreviawhichisanteriorlysituated
• Anhourglasscontraction(constrictionring)

Itisalwaysperformedthroughamidlineincision.

ExtraPeritonealCaesareanSection
Procedure

Accesstotheloweruterinesegmentissecuredbyappropriatedissectionoftissues
aroundthebladdertobypasstheperitonealcavityandthebabyisextracted.Asthe
peritonealcavityisnotdisturbedthereisnoriskofintroducinginfectionfrom infected
liquororinfectionfrom theuterus.Thiswasapopularprocedureinthepre-antibioticera
butisnowoutdated.

CaesareanSectionHysterectomy

ThisisalsoknownasPorro’sOperation.Theremovaloftheuterusfollowsafter
caesareansection,duetootherconditionsoftheuterus;suchasplacentaaccreta,
multiplefibroidtumoursoftheuterusandsoon.Onrareoccasionsandinconjuction
with othergynaecologicaldisorders this operation may be used forsterilisation
purposes.

ElectiveCaesareanSection

Thedecisiontodeliverbycaesareansectionismadeduringpregnancybeforetheonset
oflabour.Some reasons forthis decision are absolute while others depend on
combinationoffactorsandtheopinionoftheobstetrician.

EmergencyCaesareanSection

This operation is performed when adverse conditions develop during labour.The
psychologicalpreparationofthemotherfortheoperationisofparamountimportance.
Youshouldbepreparedtodealwiththedifferentfeelingsofdifferentmothers.An
opportunityshouldbegiventomotherstoexploreandexpresstheirfeelings, bethey
fear,disappointmentorfrustration.Thiscanbedoneinagrouporindividualcounselling
setting,whereuncertaintiesandmisunderstandingscanbeclarified.Thenursecanbe
ofgreathelpactingasamediator,fosteringacceptanceandsenseofreadinesstoboth
theapprehensivemotherandherpartner

Pre-OperativeCareForElective



CaesareanSection

Thefollowingarecharacteristicofpre-operativecareduringanelectivecaesarean
section:

• Thedoctorexplainstheproceduretothemotherandherpartnerandconsent
isobtained.

• Physicalexaminationiscarriedouttomakesurethemotherisfitforgeneral
anaesthesia

• Bloodforhaemoglobin,crossmatchandtwopintsofbloodarekeptready.
• Motherisadmittedandnotfedovernight.Sodium amytal(200mg)isgivento

ensureagoodnight’ssleep.
• Theabdomeniscleanedinthemorning.
• Abathistakeninthemorning.
• Aretentioncatheterisinsertedtoensureanemptybladderthroughtheoperation.
• Anintravenousinfusionisstartedas

perprescription.
• Valuablesarekeptsafely.
• Nailpolish,dentures,glassesorcontactlensesareremoved.
• Theatregown,leggingsandscarfareputonthemother.
• Pre-operative medication is usually administered halfan hourbefore the

operation(1m atropineandanalgesic).
• Foetalheart,foetalposition,andpresentationaredetermined.
• Maternalobservations are recorded:pulse,respiration,blood pressure and

temperature.
• Aurinalysisiscarriedoutforalbuminsugar.

UnanticipatedCaesareanSection

Insuchasituation,themother’sanxietywillbehigh.Reassurethemotherandexplain
thereasonsforsurgery.TheprocedureisthesameasoutlinedforelectiveCaesarean
butiffoodhasbeenconsumed,gastriclavageshouldbeperformed.
                Remember:Insomecountries
                midwives aretrainedtoperform 
                caesareansections.

PostOperativeCare

Thisisthesamecaregiventoanywomanwhohasundergoneamajorabdominal
operation.Formoredetails,refertomoduleone,unitfour.
Additionalcarestepsarealsorecommended.Themothershouldbreastfeedassoon
asherconditionpermits.Ifforanyreasonshecannotbreastfeed,thebreastshould
manuallybeexpressedfrom thethirddaytopreventengorgementofthebreasts.Four
hourlyvulvaswabbingshouldbetakenifthepatientisconfinedtobed.
Rememberthatmaternalmortalityisfourtimesgreaterthaninnormallabour.Elective
sectionsusuallyhavelowermortalityratesbutemergencycasesareusuallyathighrisk,



especiallyduetotheuseofanaesthesia.Motherswhowereinlabourforaprolonged
periodareespeciallyatriskofseriousinfection;soprophylacticantibioticsshould
alwaysbeused.Aruptureduterusismorerareherethaninthelowersegmentsection.
Allmotherswithacaesareansectionscarshouldbedeliveredinthehospitalunder
vigilantobservation.
Thefoetusisalso atrisk,giventhatrespiratoryproblemsmayoccurdueto the
anaesthesia.Intracranialdamagemayoccurasaresultofimpropercareduringthe
deliveryofthefoetalhead,whichhastobebroughtupfrom thepelvisorthroughthe
smalluterineincision.
Obstetricemergenciesmayoccursuddenlyormaybeduetopoormanagementor
negligenceonthepartoftheskilledmedicalpersonnel.Youshouldalwaysbevigilantin
yourobservationsinanefforttoavoidsuchemergencies.Whentheydohappen,you
shouldbereadytorespondinordertosavelivesandreducemorbidityandmortality.

ObstetricEmergencies

ObstetricEmergencies

Youwillnow lookatsomeobstetricemergenciesandhow youcanpreventthem and
systematicallydealwiththem.

VasaPraevia

Thisconditionoccurswhenthereisavelamentousinsertionandthebloodvesselfrom
thecordliesovertheos,infrontofthepresentingpart.Thisendangersthelifeofthe
foetus.Vasapraeviacanbefeltonvirginalexaminationwhenthemembranesarestill
intact.Theconditioncanbevisualisedonultrasound.Aspeculum examinationshould
beundertakenifthisissuspected.Whenthemembranesrupture,thefoetalvesselmay
alsorupture.Theruptureofvesselsshouldbesuspectedwhenthereisfreshbleeding
aftertheruptureofthemembranesfollowingfoetaldistress.

ManagementofVasaPraevia
Youshouldinform thedoctorimmediately.Takethefoetalheartbeatand,ifthefoetusis
alive,administeroxygenandpreparethemotherforcaesareansection.
A paediatricianshouldbepresentatthetimeofdeliveryofthebaby.Thebaby's
haemoglobinshouldbeestimatedandtransfusedasnecessary.Thereishighmortality
associatedwiththiscondition.

PresentationoftheCord
 
This is a condition where the cord lies in frontofthe presenting partand the
membranesareintact.
Cordprolapseisaterm usedwhentheumbilicalcordliesinfrontofthepresentingpart
andthemembranes



areruptured.
Occultprolapsedescribestheconditionthatoccurswhenthecordliesalongside,but
notinfrontof,thepresentingpart.

CausesofCordProlapse

Anyconditioninwhichthepresentingpartdoesnotfitwellintotheloweruterine
segmentwillpermittheumbilicalcordtoslipdowninfrontofthepresentingpart,for
example,malpresentation and malposition,breech presentation,face and brow
presentation,shoulderpresentationresultingfrom transverselieandoccipitoposterior
position.
Malpresentation,polyhydramnious and prematurity are conditions thatare more
commoninmultiplepregnancies,allofwhichcancausecordprolapse.

• Contractedpelvis:becausethemembranesmayrupturebeforetheheadhas
engaged.

• Certainplacentaland cord conditionslikelow implantationoftheplacenta,
marginalinsertionofthecordandalongcord.

• Highhead:themembranesrupturespontaneouslywhenthefoetalheadisstill
high.Alsoartificialruptureofthemembranesiscontraindicated
inhighhead.

• Prematurity:thereismoreroom betweenthesmallfoetalheadandthematernal
pelvis.

• Polyhydramnios:thecordislikelytobesweptdowninagushofliquorwhenthe
membranes
rupturespontaneously.

Howwouldyoudiagnosecordpresentationorcordprolapse?
Duringlabourcordpresentationorprolapsecanbediagnosedasfollows:

• On vaginalexamination a softpulsating mass can be feltin frontofthe
presentingpartwiththemembranesintact.

• Acordmaybefeltinthevaginaorseenatthevulvaeitherpulsatingornot



pulsating.
• Wheneverthemembranesruptureavaginalexaminationshouldbedonetorule

outcordprolapse.

ManagementofCordPresentation

Assoonasyougetcordpresentation,whichisrare,youshouldremoveyourfingers,
takingcarenottorupturethemembranes.Explaintothemotherthesituationathand.
Askyourassistanttoinform thedoctorandtheatrestafftoprepareforemergency
caesareansectionwhileyoupreparethemotherforthesection.Takethemotherto
theatreassoonaspossibleasthemembranesmayruptureatanyminute.

ManagementofCordProlapse

Ifyoudiagnoseprolapseofthecordwhileperformingavaginalexamination,checkfor
thefollowingfactorsthatdeterminethemethodofmanagement.Checkwhetherthe
pulsationofthecordcervicaldilatationisinthefirstorsecondstage.Determinethe
adequacyofthepelvis.Ifthecordispulsatingyoumustactveryfastinordertosave
thebaby.

PulsatingCordwithMotherinFirstStage
Explaintothemotherthesituationathandwhileyoupushupthepresentingpartsoas
nottocompressthecord.Ifthecordisoutsidethevagina,gentlyreplaceitinthevagina
topreventspasm andkeepwarm.Instructyourassistanttoinform theobstetricianand
thetheatrestaff,andkeepthemotherinkneechestpositionwithoutremovingyour
fingers.Continueelevatingthepresentingpartuntilthepatientis
intheatre.
Yourassistantshouldgivethemotheroxygenbyfacemaskwhilesomeoneelsedraws
blood forgrouping and cross matching.Atthis pointyou should commence an
intravenouslineandkeeptheveinopen.Themothershouldbeaskedwhenshelasthad
amealandgastricaspirationshouldbecommencedifnecessary.
Onceconsenthasbeentaken,themothershouldberushedtothetheatreassoonas
possible.Ifthecervicalosisfullydilatedandthepelvisisadequate,youshould
encouragethemothertopush.Telltheassistanttoinform thedoctorandpreparefor
vacuum extraction.Continueencouragingthemothertopushandgiveagenerous
episiotomytohastenthedeliveryofthebaby.Shouldthedoctorarrivebeforethebaby
isout,hemayperform vacuum extraction.Ifthereismalpresentation,thepatient
shouldbequicklypreparedforcaesareansectionasperstepsabove.

IftheCordisnotPulsating

Theproceduretobefollowedvariesfrom institutiontoinstitution.Insomeinstitutions
youmaybeabletopersonallyinform thepatientofthesituation.Otherwise,youmay
havetowaituntilthedoctorcomestotellthepatientaboutherdeadfoetus.Ifthe
patientisinfirststageoflabourandthepelvisisadequate,letnaturetakeitscourse
anddeliverafreshstillbirth.Ifthepatientisinthesecondstage,sheisencouragedto



pushandshewilldeliverastillbirth.Incasethereisacontractedpelvis,acaesarean
sectionshouldbeperformedinspiteofthedeathofthefoetus.

PostPartum Haemorrhage(PPH)
 
PPH canbedefinedasexcessivebleedingofmorethan500mlsofbloodfrom the
genitaltractafterthebirthofababyoranyamountthatmayleadtodeteriorationinthe
mother’scondition.ThisisalsoknownasPrimaryPPH.Iftheconditionoccursafter24
hoursof,andwithinsixweeksafter,deliveryitisknownasSecondaryPPH.

ThereareseveralpredisposingfactorsassociatedwithPPH.

Canyouthinkwhatthesesare?
• Grandmultipara,thatis,highparityofmorethanfivechildrenandadvancedage
• Precipitatelabour,thatis,rapidlyprogressinglabour
• Overdistensionoftheuterusresultingfrom polyhydramnios,multiplepregnancy

oroverlylargeinfant
• PrevioushistoryofPPH
• Bloodclotting/coagulationdisordersanddisseminatedintravascularcoagulation
• Preeclampsiaandeclampsia
• Heavysedativemedicationduringlabourorgeneralanaesthesia

PrimaryPostPartum Haemorrhage
Bleedingoccursinthethirdstageoflabourandwithin24hoursafterdelivery.Themain
sourcesofthehaemorrhageinclude:

• Placentalsite
• Lacerationsofthegenitaltract
• Bloodcoagulationdisorders

Haemorrhagefrom thePlacentalSite
Bleedingcanalsoresultfrom themismanagementofthethirdstageoflabour.If
ergometrineorsyntocinonisnotgivenattheendofthesecondstage,itremains
quiescentforafew minutes.Whiletheplacentaisstillattached,nobleedingoccurs.
However,ifthereareanyattemptsto manipulatetheuterussuchasmassaging,
kneading,squeezing and pushing,this willover-stimulate the uterus and cause
uncoordinateduterinecontractions,hencebleedingwillbegin.



InjudiciousattemptstoexpeltheplacentabeforecompleteseparationwillcausePPH
aswellasinversionoftheuterus.Additionally,afull/distendedbladderduringthethird
stageinhibitsproperplacentalseparationleadingtohaemorrhage.
Anabnormallyadherentplacentacanalsobeproblematic.Inplacentaacretachorionic
villipenetratethemyometrium totheperitonealsurfaceoftheuterus.Inplacental
praevia,theplacentahasawiderareaofattachmentthannormalandtheloweruterine
segmentmayfailtocontractstronglyenoughtocontrolbleeding.
DisseminatedIntravascularCoagulation(DIC)andotherclottingdisordersarerarebut
can cause slow butpersistentand dangerous haemorrhage.DIC is especially
associatedwithconcealedplacenta,abrupt,amnioticembolism anddeadfoetus.Finally,
fibroidscaninterferewithgoodmuscularactionandpreventtheclosureoftheblood
sinuses.

WhataretheSignsofPossiblePPH?
·Thereisanescapeofbloodthroughthevagina.
·Thereisanabnormallyhighfundusandtheuterusfeelslargerandsofterthannormal.
·Thepatientbecomesshockedespeciallywith
concealedhaemorrhage.
·Withexcessivehaemorrhagethebloodpressurefalls,thepulseraterises,pallorand
airhungermayoccur.
·Postpartum necrosisoftheanteriorlobeofthepituitaryglandisrareandoccurswith
lowlevelbloodpressure.

PreventionofPrimaryPostPartum Haemorrhage
Youshouldbeabletoidentifyriskfactorsduringtheantenatalperiodthroughaccurate
historytaking.Anaemiamustbecorrectedduringpregnancy.Youshouldencourage
hospitaldelivery,especiallyforwomenwithahistoryofPPH,grandmultiparaora
historyofAPH.

ForthemothersatriskofPPHinfusionofsyntocinonduringlabouruntiltwohoursafter
thirdstageiseffectiveandsafeforthemother.Incaseofprolongedlabourinduction
canbedonebyuseofsyntocinondrip.
Ergomentrineorsyntocinonshouldbegivenatcrowningoftheheadorafterdeliveryof
theanteriorshoulderofthefoetus.Thebladdershouldbeemptiedattheendofthefirst
stageoflabour.Inanticipationofbloodcoagulationdisorders,youshouldhaveready
twounitsofbloodforwomenatrisk.

ManagementofPrimaryPostpartum Haemorrhage
Themainprinciplesoftreatmentinvolvearrestingthebleeding,restorationoftheblood
volumeandtreatmentofcirculatory
failure(shock).
Youshouldascertainwhethertheuterusiscontracted,ifitisnot,youshouldrubitto
causeacontraction.Askyourassistanttorepeatsyntometrineifyou administeredthis
atthe end ofthe second stage.Ifyou had not, they can begin to administer
syntometrine,putupanIVinfusionofnormalsalineandcallthedoctor.



Whenyoufeelacontraction,delivertheplacentabyusingcontrolcordtransition.When
theplacentaisoutyoushouldcontinuetorubuntilthefinalcontractionsexpeltheclots
andthebleedingstops.
However,ifthemotherisstillbleedingandtheplacentaisout,theuterusisnotwell
contracted.Quicklycheckforthecompletenessoftheplacenta.Iftheplacentais
complete,perform abimanualcompressionwherebytherighthandisinsertedintothe
vaginaintheanteriorfornixabovethecervix,andthelefthandisplacedonthe
abdomenandpresseddownwardsontotheposteriorwalloftheuterussothatitis
compressedbetweenthetwohands.Thedoctorwillordersyntocinondrip40unitsat
40dropsperminute.

Maintainfirm pressuretilltheuterusisfeltto
 contract;bleedingwillstop.

ManagementofPrimaryPostpartum
Haemorrhage
Iftheplacenta isnotcomplete,do a bimanualcompression IV with 40 unitsof
syntocinon.Askyourassistanttoinform theatrestafftoprepareforexplorationunder
generalanaesthesia.Preparethepatientfortheatre,readytobetransferredwhenthe
doctorarrives.
Iftheplacentahasnotseparatedandremainsintheupperuterinesegment,manual
removalofthe placenta undergeneralanaesthesia isperformed.Ifbleeding still
continues(andisnotduetoaclottingdefect)tyingoftheinternaliliacarteriesoreven
hysterectomymaybeconsidered.
However,you should check the haemoglobin leveland determine the need for
haematinicsortransfusionwithblood.Iftheplacentaisdeliveredandiscompleteand
theuterusiswellcontractedbutthemotherisstillbleeding,checkthebirthcanalfor
anytear,whichmaybethecauseofbleeding.
Iftheplacentaisdelivered,theuterusiswellcontractedandthereisnotearofthe
perineum,whichisbleeding,thenyoushouldsuspectcoagulationdisorders.Thedoctor
willcommencethemotheronfibrogenwhilepreparationismadetotransfusefresh
blood.

Haemorrhagefrom Lacerations
Bleedingresultingfrom lacerationsmayoccurfrom thecervix,thewallofthevagina,at
theapexofanepisiotomywound,and/or
atear.
This usually occurs during the Spontaneous VaginalDelivery (SVD)ofa large
(macrosonic)babyorwhenalargediameterpresentsinface,extractionoftheafter
comingheadinbreechpresentation,orduetodifficultinstrumentaldelivery.
ThemainsignsofSVDarethatthebleedingstartsimmediatelythebabyisborn,the
bloodflowiscontinuousand/ortheuterusis
firmlycontracted.
Canyouthinkofthemanagementoflacerations?



TheManagementofLacerations

Inalithotomypositionexaminethepatient’sbirthcanaltodeterminethelocationand
extentofthetear.Applypressureto thetearstilltheyaresutured.Useaseptic
techniquetosuturethetears.Rememberthatproperretractorsandinstrumentsare
neededtosutureahighcervicaltear.
Profusehaemorrhagefrom acervicaltearinvolvingabranchoftheuterinearterycanbe
temporarilycontrolledbyclampingthearterywithanarteryforcepstillthepatientis
takentotheatre.A seatbathafterthesuturinghelpstocleanthearea.Antibiotics
shouldbeprescribedto preventinfection.Youshouldalso determinethelevelof
bleedingtodeterminetheneedfortransfusionorhaematinics.

BloodCoagulationDisorders

Intheeventthatthe patienthasacoagulationdisorder,shemaybleedprofusely.You
candiagnosethisbydoingabedsideclottingtimetoruleoutDIC.Clottingtimethatis
morethansevenminutesissuggestiveofDIC.Inthiscasestartmanagementas
follows:

• Keepthepatientwarm
• Givefreshwholeblood
• Givefreshfrozenplasma
• Giveplateletsconcentrates

Thistypeofcaremaynotbeavailableinsmallhealthinstitutionshencetheneedfor
referral.
Ifbleedingpersistsutero-ovarianarteryligationorsubtotalhysterectomyshouldbe
considered.

SecondaryPostPartum Haemorrhage
Thisusuallyoccurs24hoursafterdeliveryoruptosixweekspostdelivery.Themother
maypresentwithretentionofaplacentapiece/productsofconception,bloodclotsor
puerperalsepsis,especiallyduetocaesareansection.Theremaybelow gradefever,
lochiaisusuallyheavierthannormalandbrightredincolour.Subinvolution
ispresent.

Canyouthinkhowtomanageasecondaryposthaemorrhage?

TheManagementofaSecondaryPost
Haemorrhage

Mothersareusuallyreadmittedduringthepuerperalperiod.Callforthedoctor.Ifthe
uterusstillpalpates,stimulateittoinduceacontractionandexpelbloodclots.Give
ergometrine1ml. Keepallpadsandlinentoassessbloodvolume.Thedoctormay
orderanultrasoundtoruleoutanyretainedproductsofconception.Theresultwill
determine whether the mother willbe prepared for exploration under general
anaestheticortreatedconservativelywithantibioticandoralergometrine.
Haemoglobinisestimatedbeforedischarge.Ifitisbelow 9g/dl,theoptionofiron



replacementisdiscussedwiththemother.Theseverityofanaemiadeterminesthe
appropriatecarewithfoodsrichinironorironsupplements.Inseverecasesthemother
istransfused.

RupturedUterus
Thisisaseriouscomplication,whichshouldnotoccurintoday’sobstetriccarewhere
thereisgoodprenatalandintrapartum care.
Theruptureoftheuterusisatearinthewalloftheuterus.Thistearisdividedintotwo
categories.
CompleteorIntraPeritoneal

Thisisatearinthewalloftheuterus,whichinvolvestheendometrium,myometrium
andperimetrium/peritoneum.

IncompleteorExtraPeritoneal

Thisisthetearingoftheuterus,whichinvolvestheendometrium andmyometrium.
Tearscanoccurparentally,duringlabourordeliveryandmayendangerthelivesofboth
motherandfoetus.

Canyouthinkofthepredisposingfactorsthatmayleadtoruptureduterus?

Thefactorsthatmayleadtoruptureduterus
Predisposingfactorsincludethosethatcontributetooverdistensionoftheuterussuch
as:

• Polyhydramniousandmultiplepregnancy
• PregnancyoccurringwithinsixmonthspostCaesareansectionwiththeplacenta

situatedonthescar
• Obstetricmanipulationoroperationssuchasduringinternalcephalicversion
• Previousoperationoftheuterus
• Foetalpelvicdisproportion
• Myomectomy

Signsofruptureduterusinclude:
• Rupturemaybegradualwithbleeding
• Pain and tendernessatthecentralregion arepresentwhen theruptureis

incomplete
• Diagnosisisdifficult;thereforeclosemonitoringisveryimportant.

TheCausesofRupturedUterus

Prenatally,aruptureduterusmayoccurduetoaweakscar.Duringlabouranddelivery
orwhennotinlabouraruptureduterusmayoccurasaresultof:

• Obstructedlabour,forexampleinmalpresentation,cephalopelvicdisproportion,
contractedpelvis

• Excessiveorinjudicioususeofoxytocin



• Intrauterinemanipulation,forexample,internalcephalicversionofsecondtwin
• Forcepsdeliveryandvacuum extraction
• Shirodkarstitchinlabour
• Rigidcervix
• Breechdelivery
• Multiparity,duetothedegenerationoftheuterinemuscle
• Previousscar
• Manualremovalofplacenta
• Perforationofuterus

Duringlabouraclassicalscarismorelikelytorupturethanthelowersegmentscar.

EarlySignsofScarRupture
Earlysignsofscarruptureincludeaconstantlowerabnormalpain.Thispainworsens
during a contraction.There is fresh bleeding,which maybe mistaken forshow.
Contractionsmaycontinuebutthecervicalosfailstodilate.Pulserateisraiseddueto
shockandtendstoincreaseslowly.
Vigilantobservationisrequiredforamotherwithauterinescarshowingtheabove
signssothatshecanbesectionedbeforeruptureoccurs.
Epiduralanalgesiamaskstheearlysigns,andisthereforecontraindicatedinthemother
withacaesareanscar.Intheadvancedstage,themothercomplainsofsevereand
drasticpain,whichiscontinuousanddoesnotcorrespondtotheuterineaction.When
thescarrupturecontractionceases,themotherrapidlybecomesshocked.Rupture
throughascarhaslesschanceofinfectionthanaruptureduetoobstructedlabour.
Thepresentingpartdoesnotdescendtothepelvicbrim inspiteofstrongcontraction.
The cervicalos dilates slowly and hangs loosely like an empty sleeve and the
membranesruptureearlyorthebagofwateriselongatedlikeasausage.

TheLateSignsofScarRupture
Thefollowingaresomeofthelatesignsassociatedwithscarrupture:

• Motherisdehydrated,showsketosisandisinseverepain
• Rapidpulseand pyrexiaofover38°C
• Poorurinaryoutput,concentratedwithketosisandoftenbloodstained
• Uterusgetsmouldedroundthefoetus
• Stronguterinecontraction,whichdoesnotrelaxbetweencontractions
• ABundle'sring
• Onvaginalexamination,thevaginaishotanddry
• Presentingpartishigh,wedgedandimmovable
• Thereisoverlappingoffoetalbonesandbigcaputsuccedaneum
• Themotherisexhaustedbeforetherupture,andshewillprobablycryoutduring

theruptureandcomplainofasharppaininthelowerabdomen
• Shefeelssomethinghasgivenwayandsoonpresentswithshock

RuptureSecondarytoManipulation
Thegeneralconditionofthemotherwillchange,andthiscouldbediscoveredwhenthe
handisstillintheuterus.Afteranydifficultmanipulation,theuterusmustbeexplored
toruleoutinjuryorrupture.Caesareansectionispreferredtodifficultmanipulation.



RuptureSecondarytoOxytocicDrugs

Thisiscommonwhenclosemonitoringisnotdone.Thereislessdangerwhenthese
drugsareusedasadiluteinanintravenousdrip.Theriskismuchgreaterinmultipara
wheremanycasesofrupturehavefollowedunmonitoreduseofoxytocicdrugs.

Writedownallthatyoucanthinkofinthemanagementofruptureduterus.
Themanagementofaruptureduterus

• Combatshockbyputtingupanintravenousdripofsalineandelevatefootofthe
bed

• Inform thedoctorortheatrestafftoprepareforanemergencycaesareansection
• Preparethemotherphysicallyandpsychologicallyfortheatre
• Takebloodforgroupingandcrossmatching

Theoptionstoperform ahysterectomyortorepairtherupturedependontheextentof
thetraumaandthemother'scondition.Ahysterectomyisdoneiftheruptureisbeyond
repair.Iftheruptureisrepaired,youshouldstresstothemothertheimportanceofnot
conceivinguntilatleastayearaftertheoperation.Emphasisethatsheshouldalways
deliverbycaesareansectionandthereshouldbenotrialoflabourwhatsoever.

Postoperativecareshouldbefollowedasinthecaseofcaesareansection.
Canyouthinkofallthecomplicationsthatmayoccur?

Thereareseveralcomplicationsofruptureduterustothemother.Theseinclude:
• Paralyticileus
• Peritonitis
• Septicaemia
• Urinarytractinfection
• Renalfailure
• Death

Thefoetusmayexperiencecomplicationssuchasbirthasphyxia,stillbirthsincomplete
ruptureandneonataldeath.

PreventionofUterusRupture

Preventionispossiblethroughgoodantenatalcareafterathoroughhistorytaking.
Referhighriskpatientswithpreviousscarsandcontractedpelvisforassessment.
Vigilantobservationsinlabour,especiallyintrialandinductionoflabourarenecessary.
Youshouldbeabletorecognise,atanearlystage,signsofobstructedlabourand
ruptureduterus.Maternaleducationisimportantincaseofriskfactorssuchasa
previous scar.The community should be educated on pregnancy and childbirth
complications.Theyshouldbeadvisedontheneedtodeliverinahospitalratherthanat
home.
ShoulderDystocia

Shoulderdystociaissaidtohaveoccurredwhenthereis:
• Failureoftheshouldertorotatespontaneouslyintoanterior,posteriordiameter



ofthepelvisoutletafterdeliveryofthehead
Predisposing factors include unusuallylarge infants,foetalanomalies,postterm
pregnancy,maternalageofover35yearsandhighparity.Youshouldwatchoutforthe
followingwarningsigns:

• Thereisslow advanceoftheheadandfailureoftheheadtorotateexternally
followingrestitution

• Slowcrowningofthehead
• Therearedifficultiesinextensionofthefaceduringdeliveryofthehead
• Thereisslowrestitutionoftheocciputtothelateralposition

ManagementofShoulderDystocia

Youshouldtakethefollowingstepsaspartoftheprocessofmanagement:
• Explainthesituationtothemotherandreassureher.
• Positionthemothereitherleftlateralwithbuttocksattheedgeofthebedor

lithotomywithbuttocksslightlybeyondtheedge.
• Askyourassistanttosummonthedoctor.
• Iftheshoulderiscaughtonthepubicbonetherotationwillfail.
• Yourassistantshould tryto dislodgetheshoulder.Theypush theanterior

shoulderabdominallytowardsthemiddleline,whileatthesametimeyou
attempttopullthesameshoulderforwardsvaginally.

• Simultaneouslyapplytractiontotheheadondownward,backwarddirection.
• Whenyouhavemanagedtobringdowntheanteriorshoulder,rotateanddeliverit.

ChangeoftheMaternalPositiontoHelpReleasetheFoetalShoulders
McRober’smanoeuvreisausefulposition.Themotherisaskedandhelpedtolieflaton
herbackandbringherkneesasfaraspossibleuptothechest.Thismanoeuvrehas
beenprovedtorotatethesymphysispubicangleposteriorly.Themidwifecreates 
pressuregentlyatthemother’slegsandherabdomen.Theimpactoftheanterior
shoulderisreleasedbythispressure.

SupraPubicPressure
Makeanepisiotomytoenlargetheoutletandreducepressureatthepelvicfloor.

Whileyouexerttractiontotheheaddownwardsandbackwards,hookthefingersinto
anterioraxillaandrotateitsshoulderforwards.Whentheshouldersareinanterior
posterior,conductthedeliveryasusual.

Rubin’sManoeuvre

Identifytheposteriorshoulderonvaginalexamination.Inserttwofingersandpushthe
posteriorshoulderinthedirectionofthefoetuschest.Iftheanteriorshoulderdislodges,
rotateitawayfrom thesymphysispubicanddelivertheanteriorshoulder.

ZavanelliManoeuvre



Thismanoeuvreisdoneasalastoptiontosavethelifeofthebaby.Theobstetrician
reinsertstheheadintothevaginabyreversingthemechanism andcaesareansectionis
doneimmediately.
Advisethemotherontheproperdiettopreventbigbabies.Aproperassessmentofthe
baby'ssizeat36weeksbythedoctorshouldenableyoutodecidethepropermodeof
delivery.
Thereareseveralcomplicationsassociatedwithshoulderdystocia.

• Twothirdsofthepatientswillhavebloodlossofmore
than1,000mls

• Maternaldeathmayresultfrom uterinerupture
• Neonatalasphyxia
• Brachialplexusinjury
• Neonatalmorbiditymaybeashighas42%

AmnioticFluidEmbolism

Thisisaveryrarecatastrophiccondition.Amnioticfluidembolism canoccuratany
gestationbutitismostcommonattheendofthefirststageoflabour.Theamniotic
fluid entersthematernalcirculation through theuteri-placentalsite.An emboliis
formedwhichobstructsoneofthepulmonaryarteriesoralveolarcapillaries.Itis
associated with strong contractions,the membranes having ruptured.The body
respondsintotwophases.
Intheinitialphase,thepulmonaryarterygoesintovasospasm causinghypoxia.Inthe
secondphase,thereisleftventricularfailure,haemorrhage,andbloodcoagulation
disordersfollowedbypulmonaryoedema.

Canyouthinkofwhatthepredisposingfactorandsignsandsymptomsare?

Predisposingfactorsinclude:
• Hypertonicuterineaction
• Placentaabruptio,wherethebarrierbetweenmaternalcirculationandamniotic

sackisbreachedandtheplacentabedisdisrupted
• Procedureslikeinsertionofintrauterinecatheter
• Ruptureofmembranes
• Caesareansection
• Inter-uterinemanipulation,forexample,podalicversion

Signsandsymptomsoftheconditionareasfollows:
• Onsetofsuddenmaternalrespiratorydistress
• Severedyspnoea
• Cyanosis
• Hypotension

Themothermaygetconvulsionsandcollapseimmediatelyafter.

ManagementofAmnioticFluidEmbolism

Thefollowingproceduresshouldbefollowedwhentryingtomanagethecondition:



•
 Administeroxygen

• Commenceresuscitationatonce
• Giveaminophyllinslowly toreducebronchialspasm
• Givefreshbloodorfibrinogentocombathypofibrinogenanaemia
• Maintainanintakeandoutputchartcheckingonurinaryoutput
• Assistdelivery

   Inmostcasestheprognosisispoor.

Themothershouldbetransferredtotheintensivecareunit.
Youshouldalwaysrememberthatthereareseveralcomplicationsassociatedwiththe
conditionandyoushouldbeonthelookoutforthem.Theseincludedisseminated
intravascularcoagulation,haemorrhagebeforeamnioticfluidembolism andacuterenal
failure.Also notethatperinatalmortalityand morbidityarehigh ifamnioticfluid
embolism occursbeforethebirthofthebaby.

AcuteInversionoftheUterus

Inversionoftheuterusreferstowhentheuterushasturnedinsideout.

Classifythethreedegreesofinversionoftheuterus.
Inversioncanbeclassifiedasfollows:

• Firstdegree,wherethefundusreachestheinternalos.
• Seconddegree,wherethecorpusoftheuterusisinvertedtointernalos.
• Thirddegree,whereboththeuterus,cervixandvaginaareinvertedandarevisible

atthevagina.
Classificationofinversionsisalsobasedonthetimetheyoccur.Acuterefersto
immediateprolapsedafterdeliverywhiletheplacentaisstillattached.Subcuteand
chronicrefertoaninversion,whichhappens24hourslater.
Classificationofinversionsisalsobasedonthetimetheyoccur.Acuterefersto
immediateprolapsedafterdeliverywhiletheplacentaisstillattached.Subcuteand
chronicrefertoaninversion,whichhappens24hourslater.

Thepredisposingcausesofacuteinversionoftheuterus:
• Managementofthirdstageoflabour
• Combiningfundalpressureandcordtractionwhileconductingthirdstage
• Useoffundalpressurebeforeseparationofplacenta
• Placentaacreta
• Unknowncause,suchaswhentheprolapsehappensspontaneously
• Suddenemptyingofthegraviduterus
• Shortcord

Howcanyoudiagnoseacuteinversionoftheuterus?

Howtodiagnoseacuteinversionoftheuterus:



• Haemorrhage between 800ml– 1,880ml,which depends on the degree of
placentaadherentontheuterinewall

• Shockduetopain,whichiscausedbythestretchingofperitonealnervesandthe
ovariesbeingpulled

• Nofundusispalpableabdominally
• Ifinversionispartial,thefunduswillnotbevisiblepervagina
• Onvaginalexaminationamassmaybefelt

Thefastertheinversionisreversed,thelesstherisktothemother.Rememberthatin
anemergencyyouneedeffectiveteamwork.Themore medicalpersonnel,thequicker
theworkisdone.
ManagementofUterusInversion

Inform themotherwhathashappenedandreassureher.Callforhelpfrom other
midwives.

Giveinstructionsasfollows:
• Oneofyourassistantsshouldcallthedoctor
• Theotherassistantshouldelevatethefootofthebedandgivepethidine

100gm torelievepain
• Theassistant shouldthenfixacanular,removebloodforcrossmatchandfix

aninfusion
YoushouldthenuseJohnson'smanoeuvre.Trytopushthefundususingthepalm of
yourhand.Directthefundustothevaginaand towardstheposteriorfornix.Liftthe
uterustowardsthemembraneswithsteadypressureandreturntoposition.Oncethe
uterusisinposition,instructyourassistanttogive0.5gm oxitocinwhileyouholdthe
uterusuntilyoufeelahardcontraction.Thentheplacentacanbedeliveredbyusing
controlcordtraction.Ifthedoctorcomesbeforeyoufinishtheprocedure,theycantake
over.Inahealthcentreyoushouldreferthemothertothehospitalifyousucceed,for
furthermanagement.
Insertagivingsetintothevagina.Useonehandtosealthevaginalorifice.Your
assistantshouldinstilawarm salinethroughthegivingset.Afterpouringseverallitres
thepressurewillbuildupinthevagina.Thispressurewillrestorethenormalpositionof
theuterus.

MedicalManagementofInvertedUterus
Ifinversionisnotpossiblemanually,itmaybeduetoacervicalconstrictionring.The
doctorwillprescribearelaxanttorelaxthecervicalosandfacilitatethereplacementof
theinversion.

HypovalaemicShock

Youhavecomeacrosshaemorrhagingintheprevioustopic.Haemorrhagingisoneof
themaincontributorstoshock.Youwillnowlookathowbleedingcausesshock.

Shock



Shockreferstothecollapseofthecirculationsystem,whichresultsinthereductionof
bloodflowtothetissue.Thiscausesdysfunctionoforgansandcells.Inobstetricshock,
theconditionmaybeduetocomplicationsofpregnancyandlabour.
Shockcanbedividedintothreecategories;canyouthinkwhattheseare?

Threetypesofshock
• Hypovolaemic,whichisasaresultofreductioninintravascularvolume.
• Cardiogenic,whichisduetotheinabilityofthehearttopumpblood.
• Distribute,whichresultsfrom amalfunctioninthevascularsystem causing

maldistributionofthecirculatorysystems.Thiscanbecausedbysepticand
anaphylacticshock.

Thereareseveralcausesofobstetricshock.

Thecausesofobstetricshock
• Haemorrhageduringpregnancy,labour

andpuerperium
• Obstetric trauma such as difficult instrumentaldelivery,forcible breech

extraction,manualremovalofplacentaorcaesareansection
• Prolongedlabour
• Fluidloss,forinstance,excessivediuresisorhyperemesisgravidarum
• Supinehypotensivesyndrome
• Pulmonaryembolism,whichmaydislodgeandcauseoxygendeprivation
• Reactionduetobloodtransfusionordrugs

Theconditiondevelopsinseveralstages,whichyouwillnowstudyindetail.

TheInitialStage
Thevenousreturntotheheartisdecreasedduetoreductionofbloodorfluid.Thereis
alsoareductioninstrokevolumeandcardiacoutputcausedbyinadequatelyfilled
ventriclesoftheheart.Thereisafallinbloodpressure,whichdecreasesoxygensupply
tothetissueandaffectsthefunctionofthecells.

CompensatoryStage
Atthisstagethebodycancompensateforupto10%offluidvolume.Whenitreaches
20-28%itbeginstofall.Thesympatheticnervoussystem respondstoadropincardiac
outputbyconstrictingvesselsinthegastro-intestinaltract,kidney,skinandlungs.This
causestheskintobepaleandcool.Peristalsisslows,urinaryoutputispoorandgas
exchangeinthelungsisimpaired.Thiscausesischaemiaandcollapseofalveoli,
ultimatelyleadingtorespiratoryfailureknownas‘adultrespiratorydistresssyndrome’.
Bloodisdistributedtothevitalorgansonly.
Thereisanincreasedheartrateinanefforttoimprovecardiacoutputandblood



pressure.Thepupilsdilateandthesweatglandsarestimulatedcausingtheskintobe
moistandclammy.Adrenalineandaldosteronefrom theadrenalmedullaandadrenal
cortexarereleased.Theposteriorpituitarylobealsoproducesanantidiuretichormone,
whichcausesvasoconstrictioninanattempttoimprovecardiacoutput.Venousreturn
totheheartincreasesbutcannotbesustainedforlongunlessfluidlossisreplaced.

Lookingatthismechanism youwillnoticehowimportantitistoreplacethelostfluid.
HypovolaemicStage

Whenthecompensatorymechanism beginstofail,thereisafurtherfallincardiac
outputandbloodpressure.Vitalorganslackperfusionandcoronaryarterieslacksupply.
Thereispoorperipheralcirculation.Thepulseiseitherweakorabsent.Inthebrain,the
levelofconsciousnessdeterioratesandthemotherbecomes
increasinglyunresponsive.
Therenaltubulesbecomeischaemic,leadingtokidneyfailure.Wasteproductssuchas
ureaandcreatininearenotexcreted,resultingintheirincreasedpresenceintheblood.
Thegut'sfunctionasbarrierfailsduetoischaemiaandgram-negativebacteriaareable
toenterthebloodstream.
Thelivercannolongermetabolisedrugsandhormones.Asthebilirubincannolonger
beconjugated,itbuildsupandjaundicedevelops.Withtheliverfailingtoactasafilter,
thereisabuildupoflacticacidandammoniainthebloodduetothefailureofwaste
metabolism.Liverenzymesarereleasedinthebloodcirculationbydeadhepaticcells.

FinalIrreversibleStageofShock
Thedistractionsofthecellsareirreparablecausingmultisystem failureandultimately
death.

OutcomeofShock
Earlyarrestofthecauseandreplacementofbodyfluidwillgivefullrecovery.

Attimesthemothermaysurvivebutdeveloppermanentdamagetovariousorgans.
ThisisreferredtoasSheehan’ssyndrome.Deathisusuallyduetoadelayintreatment.

ManagementofHypovolaemicShock
Urgentresuscitationmeasuresshouldbeappliedtopreventirreversibledamagetothe
patient.
Thefirstthingyoushoulddoistomaintainaclearairwaybyturningherononeside.If
sheisunconscious,insertanairwaybyturningherononesideandadministeroxygen,
40%attherateof fourtosix litres.
Findthesourceofbleeding,wheneverpossibleandtrytostopthebleeding.Replace
fluidimmediately.Takebloodforacrossmatchandgivebloodtransfusionasand
whenready.Meanwhileaplasmaexpandersuchasdextran,haemocelorglucosesaline
(1litre)shouldbeadministeredassoonaspossible.

Whenthebloodisready,thefirst1,200mlsshouldbegivenrapidly(within30minutes).
Thedoctorshouldremainwiththepatientduringthisexercise.Avoidexcessivewarmth



asitwillinterferewiththeconstrictionoftheperipheralbloodvessels,whichusually
occursinresponsetoshock. 

Remember: 
Constrictionofbloodvessels 
improvescardiacoutputand
bloodpressure.

Elevatethefootofthebedby30cm.Thiswillraisebloodpressure10mm Hgbygravity.
Thisallowsthebloodtoflowtovitalcentresinthebrain.
Hydrocortisone100-500mgisgivenslowlyincasesofsuparenalfailure.Asedativemay
benecessaryinthecaseofrestlessnesstocalm anapprehensivepatient.

Observations
Thefollowingobservationsshouldbemadewhilemonitoringthepatient:

• Assesslevelofconsciousness,notingsignsofrestlessnessorconfusion
• Monitorbloodpressurecontinuously,aboutevery15-30minutes
• Cardiacrhythm needstobe

monitoredcontinuously
• Measureurineoutputhourlybytheuseofindwellingcatheter
• Takehourlytemperatureandobservethecolouroftheskin.Improvementto

normalbodytemperatureandcolourmaymeanthefunctionoftheorgansis
goingbacktonormal.Persistenceofsubnormaltemperaturemeansthereverse

• Theinfusionquantityandrateshouldbemaintainedaccuratelybymeasuring
haemodynamicpressureintherightatrium

• Observefurtheroccurrenceofbleeding

SepticShock

Thisisalsoknownasendotoxicorbactereamicshock.Themaincauseofsepticshock
isgram-negativeorganism suchasEscherichiacoli,BacillusProteusorPseudomonas
pyocyaneus.Theseorganismsarecommonlypathogenicinthefemalegenitaltract.
Gram-positivebacteria,viralorfungalinfection,donotcommonlycausesepticshock.In
20-30% ofcases,the cause ofinfection is combined organisms,and treatment
becomescomplex.
Canyouthinkwhatthecausesofsepticshockare?

SepticShock

Septic shockcanbecausedbyprolongedruptureofmembranesandpuerperalsepsis,
especiallyincasesofcaesareansection.
Theprimaryresponseofthebodytosepticshockisthereleaseofhistamineand
enzymes produced by damaged cells.This contributes to an increase in the
permeabilityofcapillariesandvasodilatation.Mediatorsofoppositeactionarealso
producedcausingvasoconstriction.Vasodilatationistheoverallresponseandcauses
thereductionofthesystemicvascularresistance.Cardiacoutputremainselevated



duringthisfirstphaseofvasodilatation.Themother’sfaceisflushed,herskiniswarm
andmoist.Temperaturerangesbetween38and41°C. Systolicbloodpressureisless
than90mm Hg.
In the second orlate phase ofvasoconstriction,there is cold hypotension.The
continuityofhypotension and vasodilatation causes damage to the kidneys with
reduced glomerularfiltration dueto theconstriction oflobulesand acutetubular
necrosisfollowedbyoliguria.
Adultrespiratorysyndromeispresentinmanycases.Haemorrhageoccursdueto
disseminated intravasculardepression,which resultsin multisystem organ failure.
Thereismentalconfusion,comaandcardiacfailure,whichresultindeath.
Identifythesourceofinfection bytaking specimensincluding high vaginalswab,
multistream urineandbloodcultures.Checktheinfusionsiteandindwellingcatheterfor
signsofcontaminationandchangewhereappropriate.

DrugTherapyforSepticShock

Usequickfluidtherapyincludingglucose,saline,rigers,lactateorwhole.Aninjectionof
dopamine,20mgperkilogram,isinfusedinthevasodilationstage.Hydrocortisoneis
given,100mgsIVstat,followedby100mgsixhourlyuntilthepulseandbloodpressure
arestabilised.
Antibioticsarecommencedimmediatelyafterthespecimensforcultureandother
investigationsarecompleted.Theseinclude:

• Gentamycin 80mgIV eighthourly
• Metronidazole 500mgIVeighthourly
• Ampicillin 500mgIVsixhourly
• Theseshouldbeadministereduntilthebowelsoundreturns.Youshouldthen

continuewith400mgmetronidazoleorallyeighthourlyfor10days.


