Dysfunctional uterine action

- primary uterine fault rarely

- often cephalopelvic disproportion

Prolonged latent phase

1) wrong diagnosis of labour

 False labour contractions

 - irregular, weak, no effect on the cervix

2) abnormal or high presenting part

3) premature rupture of the membranes (PROM)

4) idiopathic cervical dystocia

Management: examination, CTG, ultrasound, active movement,  infusion of oxytocin, pain relief

Secondary arrest of cervical dilatation

stop at 5 - 7 cm dilatation of cervix

Primary dysfunctional labour

- fetal distress, large baby

- increase of maternal anxiety and pain

- dehydratation - maternal acidosis

Typical case:

malpresentation (brow, face, breech)

occipitoposterior position

relative cephalopelvic disproportion

Th.: oxytocin, spasmolytics, psychotherapy, verticalisation

CEPHALOPELVIC DISPROPORTION - absolute, relative

Muller step, pelvimetry, ultrasonography

Malpositions - head is not presenting part

Breech presentation

2-3% , twins, prematures, placenta praevia, polyhydramnions,

a quarter of all pregnancies before 32 weeks are breech

Bistrochanteric diameter (10cm) engages in the transverse diameter

1) flexed

2) extended (frank)

3) incomplete

4) footling

Positions:

- left, right sacroanterior

- left, right sacroposterior

Diagnosis

- no head above symphysis

- FHR maximum above umbilicus

- no "hard" head palpable vaginaly

- ultrasonography

Management

- try external cephalic version about 33 weeks

At term:

- Oxytocin infusion, continous cardiotocography,

 prevention of membranes rupture

- check the pelvis!

- assess the size of the baby

- full dilatation before pushing

- inteligent patiency, do not hurry with pushing and  extraction,

- 5 U of Oxytocine i.v. with the head delivery

Labour according Bracht, Covjanov

Difficulty with aftercomig head, shoulders,

Extended arms - breech extraction

Classic extraction, Mullers manoever, Moriceau- Smelie

CESAREAN SECTION

- baby weight above 3500 kg, primigravida

- all prematures

- CS in history, infertility

- dystokia

- placenta praevia

- any signs of hypoxia

Prognosis

Increased mortality (20 promile) due to intracranial injury or hypoxia

Shoulder presentation

(transverse lie)

- POLYHYDRAMNIOS

- PLACENTA PREVIA, FIBROIDS, CONTRACTED PELVIS

- ABNORMAL SHAPE OF UTERUS

- MULTIPARITY

- SECOND TWIN

- PREMATURE LABOUR

Position (I. head on the right, II. head on the left side)

- dorsoanterior

- dorsoposterior

No presenting part over the brim

Mangement

ECV, extraction of second twin, cesarean section

NEGLECTED TRANSVERSE LIE- prolapsed arm, uterine apposition, rupture of membranes - fetal death

Oblique lie (temporary)

__________________________________________________________

Hard round head in iliac fossa

Multiparity, polyhydramnion, placenta previa, fibroids

External version, labour induction

___________________________________________________________

DEEP TRANSVERSE ARREST OF THE HEAD

head descended to the level of ischial spine

sagittal suture lies in the transverse diameter

Kjelland forceps rotation, vacuum extractor

Malpresentation - head is presenting but vertex is not in the anterior quadrant (face to pubes)

Head deflexions incidence 0.3%

OCCIPITOPOSTERIOR POSITION (both fontanelle felt)

-----------------------------------------------------------

Aetiology

- flat sacrum, poor contractions, poor flexion, epidural analgesia - cesarean section if no progres in 4 hours

Non engagement of the head, early rupture of the membranes

caput succedaneum formation, long labour, contractions ineffective, hypotonia post partum

MOULDING OF THE HEAD (possible rupture of the great cerebral vein - intracranial haemorrhage - "soldiers hat"

Oxytocin drip, epidural block,

Cesarean section in fetal distress

Arrest at the pelvic outlet - Kjellands forceps

FACE PRESENTATION

------------------------------------------------------------

Chin as denominator, exaggerated extension of the head

Positions:

right, left mentoposterior

right, left mentoanterior

Submentobregmatic diameter (9.5 cm) comes through the cervix

Diagnosis:

vaginal examination, face palpable,

"cervical groove" has different direction,

head mass is on the same side as the spine

face is swallen discoloured - soon recovery

Causes:

anencephaly, cervical tumours, premature labour

BROW PRESENTATION

------------------------------------------------------------

mentovertical diameter 13 cm

severe moulding of the head

Dg

cephlaic prominence above the brim, non-engagement

Th - cesarean section

