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THE FETUS AT RISK IN LATE PREGNANCY


         (Risk of damage or death)


The cause: acute or chronic placental insufficiency


1. Inadequate maternal blood flow in utero-placental circulation


   - maternal circulatory failure or asphyxia,
   - metabolic  disturbances  e.g.   diabetes,  renal  or  liver
     diseases


2. Reduced size and efficiency of the placental surface area


   - lost placental  tissue by  infarction due  to the gestosis,
     hypertension or separation from the uterine wall, prolonged
     pregnancy


3. Poor fetal blood flow in feto-placental circulation


   - fetal illness, e.g. haemolytic, cardial, metabolic diseases,
     umbilical cord entanglement or prolapse


Intrauterine Growth Retardation


                        /IUGR/


     This  term  implies  that  the  fetus  has been subjected to
nutritional deprivation or to some cause of growth impairment.
- 4 - 6 %  all newborn  are  growth  retarded
  (vs SGA  = small  for gestational age)


Factors leading to poor fetal growth


Small parental size
Ethnic group
High altitude
Maternal viral infections /rubella, CMV/
Fetal malformations
Fetal chromosomal abnormalities
Maternal smoking
Maternal malnutrition
Maternal illness /hypertension/
Multiple pregnancy
Placental size
Placental perfusion /maternal and fetal/
Reccurent antepartum haemorhage


- greatly increased perinatal mortality and morbidity.


                  Risks of IUGR


Antepartum  -   slow growth, oligohydramnios,
            -   reduced  fetal   movements,  hypoxia,  acidaemia,
            -   abnormal heart rate,
            -   iatrogenic, prematurity,
            -   intrauterine death.


Intrapartum - fetal distress,  hypoxia, acidaemia,
            - abnormal heart,
            - rate, passage of meconium,
            - intrauterine death.


Neonatal -  hypoglycaemia, hypocalcaemia, polycythaemia,
         -  asphyxia, neonatal death,
         -  long term handicap /neurological and mental/.


Postnatal -  psychomotor problems in childhood,
          -  diminished reproductive performance,
          -  a higher  incidence of  hypertension and non-insulin
             dependent diabetes in later life


     Prenatal detection of IUGR


History - past pregnancies, maternal illness
Clinical examination - maternal weight gain, blood pressure,
                     - abdominal palpation for fetal size,
                     - measurment of the symphysis-fundal height


Ultrasound biometry - AC, FL, BPD


Two types of IUGR
a) symmetrical
b) asymmetrical


            Management of IUGR


- to make the diagnosis and to identify a cause,
- serial monitoring,
- the aim:  to delivere a newborn  as mature as possible,  but in
  good condition, before hypoxic damage has occured.


      The methods of monitoring


Clinical  methods: - maternal weight gain
                   - uterine size or symphysis - fundal height
                   - fetal movement counting


Biophysical methods: - cardiotocography
                     - non - stress testing
                     - biophysical profile
                     - amniotic fluid volume
                     - serial ultrasonic fetal biometry
                     - doppler studies
                     - placental function tests


              Treatment of IUGR
- bed rest, often in hospital, to improve placental blood flow
- glucose drip,  heparin, magnesium, low  dose of aspirin  given
  from early pregnancy
- spontaneous vs caesarean section labour.


   Intrauterine death of the fetus


Causes


- Pregnacy  induced  hypertension,   essential  hypertension  and
  chronic renal disease
- Diabetes mellitus
- Postmaturity
- Placental abruption
- Cord accidents
- Haemolytic disease
- Unexplained placental insufficiency
- Fetal malformation
- Infective diseases


Pathological anatomy


The fetus is usually born in a macerated condition.
Skin is  peeling and staine reddish-brown by absorption  of blood
pigments.
Body is softened and toneless.  Cranial bones are moveable on one
another.
Autopsy is advised in all cases.


Symptoms and diagnosis


- fetal movements
- fetal heart sounds
- smaller uterus than expected
- secretion of colostrum from the breasts may occur
- ultrasonic examination - the presence of gas in the fetal heart
                           and great vessels


Management


Labour soon follows death.
Sometimes  is  necessary  induction  of  the  labour  by  vaginal
prostglandin pessaries or gel, extra or intra amniotic injections
of prostaglandins.
Caution - the danger of DIC.


                  Postmaturity


means the prolongation of pregnancy beyond its normal duration.
5 - 10 per  cent of deliveries take place over  2 weeks after the
expected date of delivery


            Clinical significance


- uterine   blood  flow   diminishes  and   degenerative  changes
  progress,  placental function  is inadequate  for still growing
  fetus
- mechanical difficulties during labour because of increased size
  of the fetus
- a uterus  which is slow  to begin labour  may also prove  to be
  inefficient during labour
- the  risk of  fetal distress   and death  during the  labour is
  greater


                      Management


   The certainty over gestational age


- last menstrual period
- date of conception
- the date of first felt fetal movements
- bimanual examination
- ultrasound measurements /CRL up to the 14 week, BPD/


                       Treatment


Induction of the labour at least  2 weeks over the term except in
cases of placental insufficiency
The  condition: The  ripeness  of  the cervix  /lenght, softness,
position, dilatation/


- vaginal prostaglandin pessaries or gel
- amniotomy
- intravenous syntocin drip
- fetal  monitoring  /CTG,  fetal  blood  examination obtained by
  scalp puncture/
- cesarean section or forceps by fetal distress


               Multiple pregnancy


The spontaneous incidence of twins: the Negro race 1 in 30
                                    the Mongol race 1 in 150
A tendency to multiple pregnancy is  inherited and it occurs more
frequently in certain families
- after  induction  of  ovulation /slight  risk  with clomiphene,
  considerable with gonadotrophins or GnRH analog/


               Varieties of twins


- binovular
- uniovular


Binovular twins
are developed from two separate ova
are four times more common than uniovular variety
the children may be of the same or of different sex
their genetic material differs
they have separate and distinct placentae
each fetus has its own amnion and chorion
have no anastomosis between their blood vessels


Uniovular twins


are developed from a single ovum, which after fertilization
has undergone division to form two embryos
are always  of the same sex  and are alike in  their physical and
mental characters
their genetic material doesn´t differ
may have complete  set of membranes /chorion and  amnion/ or only
one  chorion  and  separate  amniotic  sacs  or  rarely  they are
monoamniotic
- fetal circulations often communicate /fetus papyraceous/
- when  the  process  of  division  is  incomplete  some  form of
  conjoined twins may occur.


               Diagnosis of twins


- all the  early symptoms of  pregnancy such as  morning sickness
  may be more pronounced
- excessive abdominal enlargement and fetal movements
- anaemia is very often
- atypical palpation
- heart sounds are detected in two separate areas
- ultrasound examination /two gestational sacs/


       Complications of pregnancy


- preterm labour
- discordant fetal growth
- pregnancy  induced  hypertension  /three  times more frequently
  than in single pregnancies/
- anaemia
- polyhydramnios
- congenital malformations /Twice as often than in singleton/


          Complications of labour


- malpresentations - 45 % - both twins - present by the head
                     35 % - one by the  head and the other by the
                            breech
                     10 % - both present by the breech
                     10 % - transverse lies or combinations
- postpartum haemorhage
- cord prolapse
- locked twins
- communal fetal circulations


      Management of twin pregnancy


The antenatal care should be intensified
Admitting  to hospital  from 30th  to the  35th gestational week,
adequate  rest,  prophylactic  use  of  tocolytic drugs, cervical
suture, prevention of premature labour


         Management of twin labour


All  cases  of  twin  labour  should  be  in  hospital because of
complications.
Intravenous glucose drip with Oxytocin is suitable.
Fetal monitoring /CTG, blood sampling/
The second twin  is mainly at risk. /separation  of the placenta,
prolapse of the umbilical cord/
An episiotomy should be performed routinely.
An anaesthetist should be ready in the labour ward
/epidural analgesia, obstetric operation, fetal resuscitation/.
After delivery of the first twin is necessary to estimate the lie
of the second fetus. If it is oblique or transverse - external or
internal version.
Locked twins
/1 in 1000 twin deliveries/
cesarean section vs embryotomy


Syntocinone  or Syntometrine  should be  given in  third stage of
labour because of increased risk of postpartum haemorrhage
There are liberal indications for cesarean section


Triplets and higher multiple births


ART - assited reproductive techniques in infertility
All the fetal hazards are accentuated
Generally best managed by SC
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
