alpresentation




Engagement refers to passageof the widest diameter/ of the fetal

presenting part to alevel below the plane of the pelvic inlet.

estimated using the palm width of the five fingers of the hand ,If five
fingers are needed to cover the head above the pelvic brim, it is

five-fifths palpable, and if no head is palpable, it is zero-fifths

palpable.

ENormally, the fetus engagesin an attitude of flexion in the larger
transverse diameter of the pelvic inlet, unless the pelvis is very

roomy where it may engagein any diameter.

ZIn nulliparous women, engagement usually (not in all) occurs
beyond 3Avks, but in multiparous women it may not occur until

the onsetof labour.
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FRare causesof non-engagementshould alwaysbe considered
and investigated with an ultrasound scan (USS) (including

placentapraeviaand fetal abnormality) .

ZIn women of Afro-Caribbean origin, engagement may only
occur at the onset or during the course of labour, even in

nulliparous women due to the shapeof the pelvic inlet



. A head that is only two-fifths palpable is usually considered
to be engaged Put simply, an easily palpable head is not
engaged, whereas a head more difficult to palpate is more

likely to be deeply engaged

Care must be taken, as a breech presentation can sometimes

be mistaken for adeeplyengagedhead
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~ Station is the relationship of the most prominent leading part of

the presenting part to the ischial spinesexpressedas* 12,3cm.
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Fetal lie :relationship of longitudinal axis of fetus to thzag/ot the
uterus-could be e, U s

1Vertical or Longitudinal( 99.5%) : fetal head or breech palpable

overpelvicinlet

2. Transverse: fetal polesfelt in flanks and nothing abovethe brim
occurswhen the axisof the fetus is acrossthe axis of the uterus.
This iIs common before term, but occurs in only 1% of fetuses

after 3Avks.

3.0blique : the fetal and the maternal axesmay crossat a 45-degree
angle, forming an oblique lie, which is unstable the head or
breechis palpablein the iliac fossaand nothing felt in the lower

uterus
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Unstable lie occurs when the lie is still changing,
usually severaltimes a day, and may be transverse
or longitudinal lie, and cephalic or breech

presentation



Causes and associations of abnormal fetal lie
Multiparity (particularly >para?2) with lax uterus (common).
Polyhydramnios.

Uterine abnormalities, e.q. fibroids and Millerian duct

abnormalities.
Placentapraeviaand obstructions to the pelvis.
Fetal abnormalities.

Multiple pregnancy



Longitudinal Oblique lie Transverse lie
(normal) lie
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Assessment of abnormal—te—— —_—

l%Ascertain stability from the history: has the presentation been
changing?

FAscertain fetal lie by palpation.

ENeither the head nor buttocks will be presenting.

FAlso assesshe laxity of the uterine wall.

FDoesthe presenting part move easily?

FUltrasound should be performed to help ascertainthe cause



Risks of abnormal lie

 Labour with a non-longitudinal lie will result in obstructed
labour and potential uterine rupture.

£ Membrane rupture risks cord prolapse because with

longitudinal lie, the presenting part usually prevents descent of

the cord through the cervix



Management of abnormal lie

£ Admission to hospital from 37Awvks is usually recommended
with unstable lie, sothat CScan be carried out if labour starts or
the membranesrupture and the lie is not longitudinal .

EVhilst the lie remains unstable, the woman should remain in
hospital.

BVith increasing gestation the lie will usually revert to

longitudinal and in thesecircumstancesshecan be discharged



Flf the lie doesnot stabilize, a CSis usually performed at 4wks.

EBSome advocate a stabilizing induction whereby the fetus is

turned to cephalic and an amniotomy immediately performed.

This requires expertise.

Hf the lie is stable but not longitudinal, a CS should be
consideredat 39wks



Presentation is the lowermost part of the fetus presentingto

the pelvis.

In more than 95% of caseghe vertexis the presenting part and is
called normal presentation. Any other presentation (e.g. face,

brow, breech, and shoulder) is called malpresentation.

The vertex is a AEAI | 1 A Z @dalob Ahe fetal skull
bounded by the anterior and posterior fontanelles and

laterally by the parietal eminences



Attitude : refers to the position of the head with regard to
the fetal spine (i.e. the degreeof flexion and/or extension
of the fetal head

flexed, (this is the normal situation)
C neutral ("military"),

C extended.

C hyperextended



Some causes of malpresentation
. Maternal -

EMultiparity .

FPelvictumours.

FCongenital uterine anomalies

FContracted pelvis.

2-fetal

FPrematurity.

FMultiple pregnancy

Flntrauterine death.

FMacrosomia.

FFetal abnormality including :
hydrocephalus
anencephaly

cystic hygroma.



3-Placental
FPlacentapraevia
FPolyhydramnios.

EAmniotic bands
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Breech presentatio2 OOdzNE 6KSY GKS

over the maternal pelvis. The lie is longitudinal, and the

head Is found in théundus

The incidence of breech presentation varies according to

gestation: 20% at 30 weeksfalling to 4% by term.
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Causes and associations of breech presentation
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ypesof breechpresentation

extended breech: constitute between 50 and 70% of breech

presentations manifest with hips flexed and kneesextended.

Complete (or flexed) breech Is more common In
multiparous women and constitutes 5213 at term (hips and

kneesflexed.

Incomplete or footling breech (1&30%) presentswith one or
both hips extended, or one or both feet presenting and is

most strongly assoiatedwith cord prolapse (5210%).

Kneepresentation is rare.



Flexed breech
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Footing presentation

Extended (frank) breech
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Diagnosis
Z Before 36wks breech presentation is not important unless the
woman is in labour.

Z Breech presentation is commonly undiagnosed before labour
(20%).

FOn examination:

Flie is longitudinal

Fthe headcan be palpated at the fundus

Fthe presenting part is not hard

Fthe fetal heart is bestheard high up on the uterus.
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FUltrasound confirms the diagnosisand ultrasound assessmenis

recommendedasit allows
acomprehensiveassessmenbf the type of breech,
placental site,

estimated fetal weight,

confirmation of normality

and exclusion of nuchal cord or hyperextension of the fetal neck



Antenatal management
TERM BREECHDELIVERYOPTIONS

Women with a breech presentation at term should be offered
external cephalic version (ECV) unless there is an absolute

contraindication which arerelatively few but include
l-placenta praevia.
2- bleeding within the last 7 days.
3-abnormal cardiotocograph (CTG).

4-major uterine anomaly. 5ruptured membranes 6- multiple
pregnancy. 7- mother declines or is unable to give informed

consent.



ECV should be performed with additional caution where
there is oligohydramnios or hypertension .

ECV after one caesareandelivery appearsto have no greater
risk than with an unscarreduterus.

Women who have a breech presentation at term following
an unsuccessful or declined offer of ECV should be
counselled on the risks and benefits of planned vaginal
breechdelivery versusplanned caesarearsection
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-Coupl/esshould receive counselling about the procedure and its
success rates and complications, and the subsequent
managementof persistent breech presentation

External cephalic version ECV) It is a manual procedure by
which a breech baby can sometimes be turned from buttocks or

foot first to headfirst.
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risk with an ECV.

The most common risk with an ECV is a temporary change

In fetal heart rate, which occursin about 5 percent of cases.

Seriouscomplications are extremely rare but can include the

need for emergencyC-section_
vaginal bleeding.
lossof amniotic fluid _

and umbilical cord prolapse.



It Is performed from 36wks in nulliparous women and 3'Avks In
multiparous ones The aim s to reduce the need for delivery by
CS

FEfficacy. the succesgate is about 50%. Spontaneouseversionto

breech presentation occurs in 3%. Attempting ECV halves the
chance of non-cephalic presentation at delivery and greatly

reducesthe risk of CS
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ﬁrﬂrs for successful EC\[
Multiparity
Nonengagementof the breech,
Useof tocolysis,
A palpablefetal head,
maternal weight of lessthan 65 kg

Other factors include posterior placental location, complete

breechposition and an amniotic fluid index greaterthan 10



EMethod: after USS,a forward roll techniqueis used The

breechis elevated from the pelvis, and pushed to the side
where the backis; the headis then pushed forward and the

roll completed. Excessivdorce must not be used



1. Gently disimpact the breech from the pelvis. guiding
it towwards the iliac fossa.

2 Continue o guide the breech upwards wntil the baby is
transverse, then gentle pressure on the occiput helps o
completse the forward rodl.
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Women should be made aware that even with a cephalic
presentation following ECV, labour is still associatedwith a
higher rate of obstetric intervention than when ECV has not

beenrequired



. ECV should be performed in a setting where urgent
caesarean section (CS) is available in case of fetal
compromise during or soon after ECV. CTG for 30z40 min
prior to and after ECV should provide confirmation of fetal
health. The use of moxibustion at 3%35 weeks, In
combination with acupuncture, may reducethe numbers of
births by CS Training specialist midwives is potentially
AT OOz A At A BBdcte§s rates comparable to
AT T OO0 GArvicestsl #6%)
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The need for emergencydelivery by CSbecauseof suspectedfetal

compromise Is estimated to be 0.5%. Mothers who are
OE A OO O Z isho@dh hakzeCsAKleihauerzBetke test after the
procedure and receive A 1 O.Hf £V is unsuccessful,women who
are keen to avoid CS may be offered a repeat attempt under
neuraxial blockade. Otherwise appropriate counselling about the
options of elective CSor assistedvaginal breechdelivery should be

offered.
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Vaginal-delivery of the breech fetus- o

Knowledge and experience of this remains important because
breech delivery requires skill and will occasionally be inevitable
because of diagnosis in advanced labour or because of the
| T OE AighésO
Factors affect the safety of vaginal breech delivery?
Hyperextended neck on ultrasound.

High estimated fetal weight (more than 3.8kg).
Low estimated weight (less than tenthcentile).
Footling presentation.
Evidence of antenatal fetal compromise.
The role of pelvimetry is unclear..
Oxytocin augmentation is not advisedand failure of the buttocks to

descendafter full dilatation isasignthat delivery may be difficult
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Spontaneousonset of labour is preferred and labour managementis
similar to vertex presentation. Successfuloutcome depends on a
normal rate of cervical dilatation, descent of the breech and a
normal fetal heart rate (FHR) pattern.

Where progress of labour is poor and uterine contractions are
Inadequate, oxytocin augmentation can be used juidiciously with
early resort to emergency CS if progress remains slow (<0.5

cm/hour), particularly in the late first stage
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Epidural anaesthesigorevents bearing down before the cervix is
fully dilated and is particularly important for labour with a
preterm breech, when there is areal risk of head entrapment in
the incompletely dilated

Cervix if pushing commencestoo early. For all breech labours,
the mother should be encouragedto avoid bearing down for as

long aspossible
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Vaginal breech delivery technique

FMaternal effort should be delayeduntil the buttocks arevisible.

Fafter delivery of the buttocks the baby is encouragedto remain
back upwards but should not otherwise be touched until the

scapulais visible.

FThe arms are then hooked down by the index finger at the fetal

N 7z N ~ — pd

elbow, bringing them down the A A A ¢hésO

FThe body is then allowed to hang.



EIf the arms are stretched above the chest and cannot be
reached,, | O Ovanpewreis required
EThis involves placing the hands around the body with the

thumbs on the sacrum and rotating the baby 180 clockwise

and then counterclockwise with gentle downward traction.

Z This allows the anterior shoulder and then the posterior
shoulder to enter the pelvis and for the arm to be delivered

from below the pubic arch.






