2.15        Abnormal labour

May be defined as pregnancy in the context of:

· Induced labour

· Poor progress (e.g. delay in cervical dilatation or descent of presenting part)

· Foetal compromise

· Malposition or malpresentation

· A uterine scar (e.g. from previous caesarian section)

Describe the role of induction of labour and the possible methods

Definition:  

· This is the artificial initiation of labour before its spontaneous onset with a view to delivering the foetus and placenta.  

Aetiology (incidence/age/sex/geography)/Risk Factors:

· Indications for IOL.

1. Maternal 

· Significant APH

· Severe PET/pregnancy-induced HTN

· Other maternal medical problems e.g. DM, chronic renal disease. 

2. Foetal

· Prolonged pregnancy (most common)

· IUGR

· Rhesus disease

· Contraindications to induction:

1. Maternal

· Active genital herpes

· CPD (cephalo-pelvic disproportion)

· Pelvic structural deformities

2. Foetal

· Malpresentation

· Preterm foetus without lung maturity

3. Uteroplacental reasons

· Placenta praevia

· Vasa praevia

· Cord prolapse

Management: (mnemonic Bishops SOAP)

· Prior to IOL, an assessment of the cervical status should be made using the Bishop’s Score to predict likelihood of success.  Bishop’s score is based on cervical position, dilatation, effacement, consistency and station.  A closed, non-effaced, firm, posterior cervix gives a low score and allows little probability of success.  A cervix beginning to dilate, which is effaced and is soft and anterior gives a high Bishop score and is more likely to be favourable to IOL.

· Methods for IOL include:

· Stretch and sweep can be tried, which increases the chance of natural labour occurring within 48 hours, without the need for other methods of IOL.  A finger is placed in the cervix and a sweeping motion is made to strip the foetal membranes from the cervix.

· Oxytocin IV infusion (syntocinon), which aids cervical ripening and promotes uterine contraction.  However, the dose must be carefully titrated according to strength/frequency of uterine contractions.  Complications of oxytocin use include:

· Hyperstimulation of the uterus

· Rupture of the uterus (rare in primips)

· Uterine atony

· Foetal distress due to excessive uterine contractions

· ADH-like actions can lead to lack of diuresis and water intoxication.

· Amniotomy (AROM – artificial rupture of membranes) is thought to stimulate local production/release of prostaglandins to promote labour.  Often used in conjunction with oxytocin.  Complications of amniotomy include:

· Cord prolapse

· Infection

· Failure to induce sufficient contractions when use alone.

· Prostaglandins ( cervical ripening (a series of biochemical events that alter cervical collagen to make the cervix softer and pliable) using PGE2 vaginal gels (Prostin) can be used in an attempt to stimulate labour.

Recognise common foetal and maternal problems in the first stage of labour

· Participate in the management of delay in the first stage of labour including the use of oxytocin and monitoring techniques

· Recognise delay in the second stage of labour and the circumstances when it may occur
Presenting Complaint: Failure to progress in labour (Delayed first or second stage of labour).  This is also known as dystocia.

Differential diagnosis:

· Problems with the powers (by definition second stage):

· Lack of coordinated, strong uterine contractions. More common in primigravidae and older women. 4-5 contractions per 10 mins is considered ideal.
· Management includes: 
· Maternal rehydration

· Artificial rupture of membranes

· Syntocinon (also spaces out irregular contractions)
· Problems with the passage:

· Cephalopelvic disproportion (CPD). This is when the size of the pelvis is not in proportion to the foetal size.  

· E.g. a short stature woman with a large baby. 

· May also be caused by malpresentation.

· May also be caused by an abnormal bony pelvis e.g. with ostogenesis imperfecta, kyphosis, scoliosis, pelvic fractures.  

· Uterine abnormalities e.g. fibroids, septum

· Cervical scarring e.g. after cervical stenosis, after cone biopsy/LLETZ.

· Vaginal/Vulva: Female circumcision.

· Malpresentation esp brow or shoulder presentation – most common in high parity women.

· Problems with the passenger:

· Large foetus

· Foetal abnormality e.g. goitre, ascites, hernias.

· Foetal malposition e.g. OP

· Foetal malpresentation e.g brow, face, breech or shoulder presentation.

Clinical Features:

History

· Any history of conditions predisposing to bony problems with the pelvis?  

· History of fibroids either prior to pregnancy or diagnosed during USS?

· Any history of cervical procedures or of female circumcision (partial or complete?)

· Any history of DM? Is this a post-term pregnancy?  Have they had a macrosomic baby in the past?  

· Any congenital abnormalities shown on scan?   

Examination

General

· What colour is the liquor? 

· What is the partogram showing? 

· How is the mother doing?

· What about the foetus? 

· Are contractions occurring?

Abdominal examination

· Foetal lie, presentation and engagement (if head not engaging, suspect cephalopelvic disproportion, large baby, or abnormality of the foetal skull such as anencephaly).

Vaginal examination

· Cervical dilatation and effacement (if not dilating, think cervical scarring)

· Station

· Position of presenting part

· Any caput (swelling under the foetal scalp due to reduced venous return) or moulding

Investigations:

· CTG is useful to detect foetal distress and also for monitoring contractions.

· If cervical diameter large enough (3+ cm) then foetal blood sample (FBS) is a useful measure of foetal distress and more reliable than CTG.

· All other assessments are clinical.

Management:

· Depends on cause

· Should have CTG monitoring and look for meconium-stained liquor as signs of foetal distress.

· Ensure adequate analgesia

· In shoulder dystocia consider pubic pressure, McRoberts position and episiotomy.

· If bony pelvis abnormality, CPD, malpresentation or macrosomic baby, consider LSCS as management.

· Delay in the first stage of labour can be managed with infusion of oxytocin (sytocinon) to augment uterine contraction, but the dose must be titrated carefully as if uterine contractions are too strong they may compromise placental oxygen exchange, leading to foetal hypoxia.

· Delay in the second stage consider instrumental delivery (forceps, ventouse) or LSCS

Shoulder dystocia

Definition:

This occurs when there is an inability to deliver the shoulder after the head has been delivered. This condition is associated with: 

· A large foetus - any cause of macrosomia increases the risk - in diabetics the foetal head may be of normal size but the body is disproportionately large and the shoulders fail to enter the pelvis as the head is delivered; 

· A post-mature foetus; 

· A short cord; 

· A rotational forceps delivery - this may occur because there is some degree of disproportion and the foetal head has failed to pass the pelvic outlet. Birth asphyxia may occur.
The aim is to deliver the anterior shoulder – expert senior obstetric aid is essential.

Suprapubic Pressure

Apply pressure over bladder (never over fundus)

Oblique downward and anterior pressure

Initial attempt: Apply pressure for 30 to 60 sec

Later: Rocking motion similar to CPR

Effect: Decreases foetal shoulder breadth

McRoberts Position

Efficacy: Resolves >40% of dystocias (50% when used with suprapubic pressure)

Technique: mother flexes thighs and pulls knees toward ears

Effect: Expands size of maternal pelvis, flattens lumbar lordosis and rotates symphysis superiorly.

Episiotomy

Cut a generous episiotomy - may be delayed until after pressure and McRoberts

Effect: does not effect bony pelvis obstruction but increases room to work for rotational maneuvers

Rotational Maneuvers

Perform maneuvers while maintaining downward traction

Maneuvers described for left occiput position

Rubin II Maneuver

Two fingers placed behind anterior shoulder

Apply downward pressure around arc of rotation

Rotate presenting part clockwise for 30-60s

Wood-Screw Maneuver

Two fingers placed in front of posterior shoulder

Apply upward pressure around arc of rotation

Rotate presenting part clockwise for 30-60 sec

Rubin II Maneuver with Wood-Screw Maneuver

Maximizes torque for rotation

Difficult due to limited vaginal space for maneuver

Reverse Wood-Screw

Reverse direction of rotation (counter-clockwise)

Posterior arm delivery

Flex elbow and sweep forearm across chest

Avoid grasping upper arm (humerus fracture risk)

Gaskin Maneuver or all-fours position

Patient rolls onto hands and knees

Apply downward traction to deliver posterior shoulder

Above rotational maneuvers may be repeated if needed

Effect: Increases pelvic diameters (TOC, Sagittal)

Maneuvers of last resort

· Deliberate Clavicle Fracture
· Zavanelli Maneuver

· Cesarean section with cephalic replacement

· Symphysiotomy

· Abdominal surgery with hysterotomy

Management Mnemonic: PERSPIRE
Preparation

· Delivery Room

· Nurses on steps

Episiotomy

(Mc)Roberts Position (See Above)

Suprapubic Pressure

Posterior arm delivery

Internal Rotation

· Wood-screw maneuver (rotate face towards floor)

· Try with patient positioned on all 4 extremities

Emergency

· Fracture Clavicle

· Zavanelli Maneuver (See above)

Management Mnemonic: HELPPERRR (ALSO course)
Help

Call for Help

Episiotomy

Legs

Position with McRoberts Maneuver for 30-60 seconds

Pressure at suprapubic area

Enter

· Position hands in position

· Two fingers by anterior shoulder

· Two fingers by posterior shoulder

Rotation

· Rubin Maneuver: Rotate counter-clockwise for 30-60s

· Wood-Screw Maneuver: Rotate clockwise for 30-60 sec

Remove the posterior arm

· Roll the patients to hands and knees

· Repeat the above procedure

Replace foetal head (Zavanelli Maneuver)

Avoid harmful maneuvers
· Fundal pressure

· Excessive traction on foetal head or neck

· Twisting or bending neck
Malposition

Definition:  

· Normally the foetal head engages in occipitotransverse position and as it descents it rotates to an occiptoanterior presentation.

· Any position which does not follow this is a malposition.  

· The two most common types of malposition are:

· Occipitoposterior (OP) position

· Deep transverse arrest

OP Malposition

· Approximately 10-20% of deliveries start with the head in an OP position, but the majority correct in labour.

· Risk factors for OP positions include anthropoid and android pelves (the AP diameter is equal to or more than the transverse position).

· Labour tends to be prolonged.  Operative vaginal delivery or LSCS may be needed.  

Deep Transverse Arrest

· This is when a poorly flexed head arrests in the transverse position at the ischial spines.

· The transverse position fails to rotate to an anterior position.

· Presents with failure to progress in the second stage

· Rotation is needed, which is done using forceps or LSCS can be performed.

Malpresentation 

Definition:  

· This is any presentation other than cephalic vertex presentation.  

· Types of malpresentation include:

· Breech (most common)

· Face

· Brow

· Shoulder 

· Transverse/unstable lie

Aetiology (incidence/age/sex/geography)/Risk Factors:

Causes of malpresentation:

1. Maternal

· Pelvic tumour

· Uterine abnormality (e.g. fibroids, septum)

· Grandmultiparity

2. Feto-placental:

· Premature labour

· Placenta praevia

· Oligo/Polyhydramnios

· Multiple pregnancy

· Foetal anomaly e.g. hydrocephalus, goitre or other neck lump, anencephaly, decreased foetal tone.

Breech Presentation:

· Breech presentation occurs in 3-4% of pregnancies.

· Three types of breech: 

· Extended (frank breech), where there is flexion of the hips and extension at the knees,  This occurs in approximately 50% of cases

· Flexed (complete breech), where there is flexion at the hips and knees.

· Footling breech.

· Examination reveals the foetal head at the uterine fundus and consequently the foetal heart is higher than would be in cephalic presentation.

· USS can be performed not only to check breech presentation, but also to assess if there are any predisposing condition, such as uterine abnormalities, polyhydramnios, foetal abnormalities, placenta praevia.  

· There are 3 options to manage breech delivery

· ECV (External cephalic version)

· This involves the attempted conversion of breech to vertex presentation by manipulation of the foetus through the maternal abdomen.

· Performed at approximately 36/7 weeks gestation

· Risks are foetal distress (1%), placental abruption, PROM.

· Contraindicated in uterine abnormalities/pelvic mass, APH, placenta praevia, previous LSCS, IUGR, oligo/polyhydramnios and multiple pregnancy.

· It is performed using tocolysis to relax the uterus or under epidural and with USS guidance.  Anti-D should be given to rhesus –ve women and a CTG should be done before and after the procedure.

· Vaginal delivery.  Less commonly performed now due to a large scale trial which indicated lower complication rates with LSCS.  However, can be used in frank breech, estimated weight <4000g, adequate progress, with absence of foetal distress.  

· LCSC either elective or emergency.  The same manoevre’s are performed as is done in vaginal delivery (the Lovset’s and Mauricaeu- Smellie-Veit manoevres).  

· Breech deliveries are associated with increased perinatal mortality due to:

· Prematurity

· Cord prolapse

· Birth trauma (intracranial hemorrhage, spinal cord injury, soft tissue damage)

· Congenital abnormality

Face Presentation:

· Face presentation occurs every 1 in 300-500 pregnancies.  

· It occurs when the head is fully extended so that the submento-bregmatic diameter presents.  

· Risk factors for face presentation include:

1. Maternal

· Pelvic tumour

· Uterine abnormality (e.g. fibroids, septum)

2. Feto-placental:

· Premature labour

· Placenta praevia

· Cord around the neck

· Neck tumours

· Diagnosis is made typically via vaginal examination late on in labour.

· Management includes:

· Manage as vertex presentation, but with CTG monitoring.

· Vaginal delivery (+ episitomy) is possible with mento (chin) anterior face presentations, although LSCS is needed if mentoposterior.

Brow Presentation:

· Brow presentation occurs every 1 in 1000 pregnancies.  

· This occurs when the head is semi-extended and thus the largest diameter (mento-vertical) which usually can not be delivered vaginally.

· Risk factors for brow presentations are the same as for face presentations.

· Management is usually by LSCS. 

Transverse lie:

· Transverse lie occurs every 1 in 500 pregnancies.  

· Risk factors for transverse lie are those of malpresentation, but especially include grandmultiparity, premature labour and position of a second twin.

· Diagnosis is made on the basis of clinical findings (foetal head palpable laterally in the maternal abdomen, with a lower, wider uterus than expected) and can be confirmed on USS

· The main complications associated with transverse lie are cord prolapse and PROM.  

· Transverse lies can be managed with:

· ECV

· Stabilising IOL

· Elective LSCS

recognise the common complications of the third stage of labour and describe how they may be prevented

· Postpartum haemorrhage

· Retained placenta (inc. placenta accreta / percreta)

· Uterine inversion
Postpartum hemorrhage

The most common complication of the third stage of labor is PPH. Active management of the third stage has clearly been shown to reduce the frequency of this complication and therefore most likely has a positive impact on maternal mortality and longer-term morbidities such as anemia. See below for further details.

Retained placenta
'Retained products' is where all or part of the placenta or membranes are left behind in the uterus during the third stage of labour. Most commonly this is a succinate lobe of the placenta, which underlines the importance of a thorough examination of the placenta after childbirth - a vessel in the membranes apparently leading to nothing is a sinister sign.

Retained placenta can be broadly divided into:

· failed separation due to failure of uterine contraction or morbid adherence e.g. to a fibroid or scar

· separated but retained due to e.g. a snapped cord contracted uterus, closed cervix

Retained placenta is a common cause of postpartum haemorrhage, both primary and secondary.

succinate lobe

This is a separate (satellite) lobe away from the main body of the placenta, but attached to the latter by vessels running in the membranes.

Accessory lobes have an incidence of approximately 5%.

It is important to ensure that this lobe separates properly from the uterus, otherwise retention may cause PPH or sepsis. It should be suspected when there is a defect in the membranes a short distance from the expelled placental margins.

Management involves manual removal.

Retained placenta is defined in various ways. The most common definition is retention of the placenta in utero for more than 30 minutes. This is an arbitrary definition, and management is greatly influenced by the clinical assessment of whether significant bleeding is occurring. This bleeding may be visible or may manifest only by the increasing size of the uterus. In the absence of any evidence of placental detachment, consider the diagnosis of complete placenta accreta or a variant. This condition may be present with bleeding if only a portion of the placenta is abnormally implanted.

Ensuring that the bladder is empty may speed the delivery of the placenta and at least aid in the assessment and control of the uterus. Ideally, women should have an empty bladder at the time of delivery. This usually occurs naturally because of pressure from the presenting part and maternal expulsive effort. Encouraging the woman to attempt to void late in the second stage or following delivery is not unreasonable, although this may be difficult. Emptying the bladder is mandatory before any attempt at assisted vaginal delivery.

A number of trials have evaluated the role of injection into the umbilical cord in the management of retained placenta in women not experiencing significant bleeding (Carroli, 2006). The definitions of retained placenta range from 15-60 minutes without placental delivery but are most commonly 20-30 minutes. Injections into the cord vein have used isotonic sodium chloride solution (normal saline), oxytocin and saline, prostaglandin and saline, and dextran 70.

The studies comparing injection of oxytocin (commonly, 10 IU) and saline (commonly, 20 mL) with expectant management (OR, 0.7; 95% CI, 0.48-1.02) or saline injection alone (OR, 0.59; 95% CI, 0.43-0.82 and NNT, 8; 95% CI, 5-20) suggest that this practice indeed reduces the need for manual removal of the placenta. This intervention seems reasonable in stable women with minimal bleeding while preparations for a manual removal are being made.

Manual removal of the placenta is warranted if the above maneuvers have failed to deliver the placenta or if significant bleeding occurs. The retained or partially detached placenta interferes with uterine contraction and retraction and leads to bleeding. Perform manual removal with a level of analgesia that matches the clinical urgency of the situation. The cessation of an oxytocin infusion or the administration of uterine relaxants to promote uterine exploration and manual removal is of questionable value and may lead to increased bleeding. Ultrasound may be useful in select cases.

When possible, an elbow-length glove is worn and attention is paid to asepsis. The perineum and vagina must be prepared. The vaginal hand may be immersed in povidone-iodine solution (Proviodine) to facilitate easier entry. The hand is passed into the vagina through the cervix and into the lower segment following the umbilical cord. Care is taken to minimize the profile of the hand as it enters, keeping the thumb and fingers together in the shape of a cone to avoid damage.

Control of the uterine fundus with the nonvaginal hand is essential. If the placenta is encountered in the lower segment, it is removed. If the placenta is not encountered, the placental edge is sought. Once found, the fingers gently develop the space between the placenta and uterus and shear off the placenta. The placenta is pushed to the palmar aspect of the hand and wrist; when it is entirely separated, the hand is withdrawn. Ensure that an oxytocin infusion is running rapidly as the hand is withdrawn in order to encourage strong uterine contraction, and then perform uterine massage. Care must be taken to tease out the membranes. Once uterine contraction is established, examine the placenta and membranes to determine whether further exploration or curettage is necessary. The administration of antibiotics following manual removal is sometimes advocated. Evidence is very limited, but a single, small, randomized trial supports the practice (Chongsomchai, 2006).

How to gain experience with potentially lifesaving procedures such as manual removal poses a dilemma. The days of regional anesthesia being an indication for manual removal are hopefully past, and this opportunity no longer exists. Manual removal at cesarean delivery allows the clinician to gain the most critical skills needed for this procedure. However, recent trials show that manual removal in this setting is associated with increased blood loss and infectious morbidity and therefore should not be routinely practiced (Wilkinson, 2002).

Uterine inversion
This condition is very rare. The risk of uterine inversion is increased in abnormalities of placentation, such as accreta, and is more likely with fundal cord insertions and any condition that predisposes patients to uterine atony and prolapse. Cord traction should never occur without countertraction or in the absence of uterine contraction. Leave the placenta attached, and focus management on maternal resuscitation and rapid return of the uterus to the abdominal cavity.

The fingers are formed into a single cone-shaped unit and placed at the most dependent portion of the protruding mass, which represents the inverted uterine fundus. Gentle upward pressure is exerted in the axis of the birth canal with the fingers and thumb together to minimize the risk of uterine perforation. The action has been likened to that of placing the fingers at the toe of an inside-out sock and pushing to make the sock right-side out. Following uterine replacement, vigorous massage and uterotonic administration should undertaken.

Manual removal of the placenta may be performed when the mother's vital signs are stable unless concern exists regarding abnormal placentation. Uterine relaxants, such as nitroglycerin, may be helpful.

Placenta accreta
This is rare. This is the morbid adherenece of the placenta to the uterus. This is more likely after a previous caesarian section.
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If there is placental infiltration of the myometrium then this condition is termed 'placenta increta' whereas if the placental infiltration reaches the serosa then this condition is termed 'placenta percreta'.

Placenta accreta and its variants are not complications of third-stage management but are most commonly recognized during the third stage. These life-threatening abnormalities of placentation may occur spontaneously; however, they are much more common in situations in which the placenta has implanted over a previously scarred uterus. The routine use and improving capabilities of ultrasound may suggest this diagnosis in the antepartum period, and the diagnosis should be considered in high-risk situations. The possibility of placenta accreta mandates that preparations for the management of severe PPH are in place and, if suggested based on ultrasound findings, that expertise is available to deal with the complications of placenta percreta.

recognise and participate in the immediate management of post-partum haemorrhage

Definition: 

· PPH is defined as vaginal bleeding of >500mls after delivery.  It can be

· Primary (early): Within 24 hours of delivery

· Secondary (late):  Between 24 hours-6 weeks after delivery.

Differential diagnosis:

· Primary PPH

· Uterine atony (90% of cases of primary PPH)

· Uterine inversion

· Uterine rupture

· Lower genital tract trauma

· Retained placenta/placenta accreta

· Coagulopathy

· Secondary PPH

· Retained products of conception

· Endometritis

· Molar pregnancy/choriocarcinoma

Primary PPH:

· Uterine atony is when the uterus fails to contract and retract after delivery of the infant.  Risk factors for atony include:

· Things which overdistend the uterus: multiple pregnancy, polyhydramnios, macrosomia and grandparity

· Prolonged labour

· Previous PPH

· APH (especially placenta praevia and abruption)

· Uterine inversion is when the uterine fundus passes through the cervix

· Lower genital tract trauma can happen in any labour, but is more common in operative vaginal deliveries, foetal macrosomia or a deeply engaged baby at LSCS.

History

· How much blood loss?

· When did the lady deliver?  By what mode?  Any problems during labour?  Any risk factors for uterine atony?  

Examination

· General: Well vs unwell, ABC, signs of shock, pallor.

· Abdominal examination: Assess uterine fundus – it should be below the umbilicus.  If not, it is not contracted/has retained products.  If fundus is impalpable, think of uterine inversion
· Gynaecological examination:
· External inspection: Any genital tract lesions?

· Vaginal examination: Any evidence of inversion?    
Investigations

· Bloods: FBC, U+E’s, clotting and XM.

Management

· ABC.  If severe, 

· IV access with wide bore cannula

· Fluid resuscitation

· Catheterise

· Consider CVP for monitoring

Treat the cause:

Uterine atony

· Bimanual compression/massage of uterus, 

· IV syntocin 

· IM/intrmyometrial prostaglandins (carboprost). 

· Consider surgery if this does not work (e.g. uterine artery ligation, iliac artery ligation, hysterectomy).

Uterine inversion

· Manual or hydrostatic replacement of the uterus

Uterine rupture

· Laparotomy + repair or hysterectomy.

Retained placenta

· Attempt manual removal if whole placenta retained with controlled cord traction under regional anaesthesia + syntocin.

· If this fails, or retained products, EUA and manual removal.

Lower genital tract lesions

· Suture under adequate analgesia

· Consider packing or surgical intervention if this fails

Coagulopathy

· Replace RBC’s, plts and coagulation factors (e.g. with FFP’s).

Complications

Sheehan’s syndrome can occur, where severe PPH leads to AVN of the pituitary with hypopituitarism.  Patients present with secondary amenorrhoea and failure to lactate.

Secondary PPH:

History

· When delivered and mode of delivery.  Any problems ante-natally?  Post-natally?

· Any discharge or fever (think endometritis)?

· Any haemoptysis or CNS symptoms (think choriocarcinoma mets)

Examination

· General: Well vs ill, systemic signs of infection (fever and tachycardia), pallor

· Abdominal examination: Tenderness (endometritis), uterine height (retained products lead to poor contraction)

· Pelvic examination:

· External examination: Discharge, bleeding

· Speculum: Discharge

· Bimanual: Uterine size, open os (retained products), tenderness (endometritis)

Investigations 

· Bloods: FBC (WBC and Hb). Consider XM if very pale/lots of blood loss.  Consider serum (-HCG if suspicious of molar pregnancy.

· HVS for endometritis

· USS to check for molar pregnancy and retained products

Management

· ERPC for molar pregnancy (+ follow up) and for retained products

· Antibiotics for endometritis

· Discuss with patients the need for operative delivery including Caesarean Section

· Debate critically the role of Caesarean Section

Assisted delivery 

· This includes ventouse and forceps.  Assisted vaginal delivery is any operative procedure designed to expedite vaginal delivery.
· Indications for operative vaginal delivery include:
1. Maternal indications

· Maternal exhaustion

· Inadequate maternal efforts e.g. due to neuromuscular disease

· Need to avoid excessive maternal effort e.g. in CVS or in certain CNS disease

· Prolonged second stage

2. Foetal indications

· Foetal distress

· There are also a number of criteria that must be fulfilled for operative instrumental delivery:

1. Maternal conditions:

· Adequate analgesia (pudendal block or epidural)

· Consent

· Empty bladder

2. Foetal conditions

· Vertex presentation

· Engaged head (i.e. <2/5 palpable abdominally)

· Station i.e. below the ischial spines

3. Utero-placental conditions:

· ROM

· Fully dilated cervix

· No placenta praevia

Double instrumentation and choice of tool:

Both ventouse and forceps delivery have their advantages and disadvantages – there are two important rules.

· The decision should be made dependent upon which instrument the operator is happiest with. 

· Do not swap from one instrument to another – this compound sinjuries to the foetus and worries the mother.

Ventouse Delivery

· This involves the use of a suction cup to extract the foetal head.  Suction cups are metal, plastic, silicone or rubber.  

· CI in face presentation, urgent foetal distress (forceps is quicker) and <34 weeks gestation.
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In ventouse delivery, there must by adequate maternal effort and the woman must be >34 weeks gestation.

· The cup is inserted into the vagina +/-episiotomy and applied over the saggital suture, near the posterior fonatelle.

· Traction is applied with maternal effort and contractions to guide the head along the birth canal.

· If the cup detaches >3 times, there are >3 attempts without delivery or >30 mins of trying with no delivery, abandon the procedure.

· Complications:

· Failed delivery

· Cephalohaemoatoma (bleeding into the scalp)

· Scalp lacerations

Forceps Delivery

· Two main types of forceps:

· Non-rotational (traction) forceps e.g. Simpson forceps, Neville-Barnes, Anderson’s. These have pelvic curvatures, cephalic curvatures and locking handles.

· Rotational forceps (Kielland forceps).  These have no pelvic curvature and a sliding lock.

· The indications for forceps are largely the same as ventouse, but they can be used when maternal effort is not present, on <34 week gestation foetuses and in face presentations.  

· Complications of forceps include foetal injury (fractured foetal skull, facial nerve palsy, facial bruising) and increased maternal perineal injury or uterine rupture  Remember, in all perineal injuries:

· First-degree tear = Skin only

· Second-degree = Skin and perineal muscle

· Third degree = 2nd degree + partial/complete rupture of the anal sphincter

· Fourth degree = 3rd+ tear involving the anal mucosa.

Episiotomy

· This involves incision of the perineal body at the time of delivery in order to increase the diameter of the vulval outlet.  

· Indications for episiotomy are:

1. Maternal:

· Female circumcision

· If previous perineal surgery

2. Foetal

· Shoulder dystocia

· Instrumental delivery

· Consider in breech vaginal delivery

· There are two techniques used, both of which should be done with adequate analgesia (perineal infiltration with local anesthetic or epidural):

· Mediolateral (advantage is if the incision extends during delivery, the anal sphincter is more protected,

· Midline (advantage is it is easier to repair and less painful post-partum)

· Complications include:

· Infection

· Haematoma

· Extension into anal muscle/rectal mucosa

· Fistula formation

Definition: 

· A caesarian section involves delivery of a foetus via the abdomen (laparotomy) through an incision made into the uterus (hysterotomy).  
· There are two basic techniques: Vertical ‘classical’ CS (this involves a midline incision) and has now largely been replaced by lower segment caesarian section (LSCS), which has lower blood loss and heals stronger
Indications

1. Maternal 

· ANY prior upper segment caesarian section (an absolute contraindication to vaginal birth)

· Two previous LSCS

· Placenta praevia

· Maternal disease e.g. PET, DM.

· Maternal request

2. Foetal

· Breech presentation/other malpresentations

· Twins (if first twin is not cephalic)

· Abnormal CTG/FBS

· Cord prolapse

· Delayed first stage

Technique

· Under GA or regional anaesthesia (e.g. spinal)

· Low transverse skin incision is made, the rectus sheath is divided and the uterovesical peritoneum is incised to allow the bladder to be reflected.  The lower uterine segment is incised transversely and the foetus delivered.

· IV oxytocin is given to aid delivery of the placenta and membranes (manual removal may cause problems later)

· Prophylactic antibiotics are given to reduce the risk of uterine and wound infection post-operatively.

Complications

· General: Haemorhage, infection, PE/DVT and risk of anaesthesia (regional or GA)

· Specific: Injury to foetus, injury to bowel, bladder, ureter.
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A ‘classical’ incision for comparison
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