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Short Description

dystocia, cephalopelvic disproportion, uterine inertia, precipitate labor and delivery, ruptured uterus, lacerations, ut...



Description


  



DYSTOCIA Abnormal or difficult labor Is often an indication of operative delivery with its associated complications. Shoulder dystocia







 TYPES ( 3 Ps) a) Uterine Dystocia ( Power) - uterine contractions need to be strong, coordinated, rhythmic and intermittent to be effective b) Fetal Dystocia (Passenger) – malpresentation, malposition, or other fetal factors such as macrosomia or shoulder dystocia. c) Pelvic Dystocia ( Passage) - fetus cannot enter or pass the bony pelvis of the mother due to contractions of the pelvis. Types of Pelvic Contractions: Inlet contractions Midpelvic contractions Outlet contractions *A contracture in any of these can result in CPD. CAUSES OF DYSTOCIA:  Abnormalities of expulsive forces.  Abnormal presentation.  Abnormalities of birth canal Risk Factors:  Maternal Risks  Prolonged labor  Uterine rupture  Damage to soft tissue  Fetal Risks  Cord prolapsed  Trauma to head Management  Oxytocin administration if there is inadequate contractions.  Cesarean delivery if there is abnormal fetal position. 



 







CEPHALOPELVIC DISPROPORTION implies disproportion between the head of the baby ('cephalus') and the mother's pelvis. Complications can occur if the fetal head is too large to pass through the mother's pelvis or birth canal. It is one of the commonest cause of different complications in labor, including prolonged labor, fetal distress, and delayed second stage . Cephalo-pelvic disproportion (CPD) is very frequently diagnosed and is a very common indication of cesarian sections. But it is very difficult to diagnose CPD before a woman has started her labor pains since it is very difficult to anticipate how well the fetal head and the maternal pelvis will adjust and mould to each other.



CAUSES:  Increased Fetal Weight:  Very large baby due to hereditary reasons - a baby whose weight is estimated to be above 5 Kgs or 10 pounds.  Postmature baby - when the pregnancy goes above 42 weeks.  Babies of women with diabetes usually tend to be big.  Babies of mothers who have had a number of children - each succeeding baby tends to be larger and heavier.







Fetal Position:  Occipito-posterior position - In this position the fetus faces the mothers abdomen instead of her back.  Brow presentation  Face presentation. Problems with the Pelvis:  Small pelvis.  Abnormal shape of the pelvis due to diseases like rickets, osteomalacia or tuberculosis.  Abnormal shape due to previous accidents.  Tumors of the bones.  Childhood poliomyelitis affecting the shape of the hips.  Congenital dislocation of the hips.  Congenital deformity of the sacrum or coccyx. Problems with the Genital tract:  Tumors like fibroids obstructing the birth passage.  Congenital rigidity of the cervix.  Scarring of the cervix due to previous operations like conisation.  Congenital vaginal septum.



COMPLICATIONS:  Dystocia  PROM  Failure of the cervix to dilate or the fetus to descend  Extensive caput and molding  Fetal intolerance  Potential for birth injury related to a difficult and traumatic delivery DIAGNOSTIC PROCEDURE:  Clinical Pelvimetry: The assessment of the size of the pelvis is made manually by examining the pelvis and palpating the pelvic bones by vaginal examination. It is usually carried out after 37 weeks of pregnancy or at the time of the onset of labor.  Radiological Pelvimetry: Xrays or CT scans are taken of the pelvis in different angles and views and the pelvic diameter measured. But this method is not done nowadays as it can cause radiation toxicity to the baby.  Ultrasound: The estimation of the baby's size can be made by ultrasonogram and an assessment of potential CPD can be made when the results are compared with the clinical pelvimetry . MEDICAL MANAGEMENT:  Asses pelvic and fetal size  Sonography  X-ray pelvimetry  At the point of delivery in CPD, forceps delivery or vacuum suction – to assist delivering the fetus vaginally  



UTERINE INERTIA failure of the mother`s expulsive effort during delivery it may develop during the first or second stage of labor



TYPES: I. Primary Uterine Inertia  most common of the two types  degree of inertia range from complete failure of the uterus to normal delivery with retained placenta CAUSES:



1



       



weakness of the uterus excessively large fetus fatty infiltration of the myometrium ketosis – a metabolic disease related to fat body condition, it may combine with fatty uterus producing insufficient contractions hypocalcemia stress uterine ruptures uterine tortion



MANAGEMENT:  monitor contractions and FHR  sedation in the form of short acting barbiturates ( to promote rest, relieve pain and abnormal uterine activity)  teach the patient proper muscle control



TYPES: a) Mild - it occurs without symptoms and do not cause problems for the mother or fetus. b) Severe – laceration is large, hemorrhage may occur and require a blood transfusion.  Uterus may not be repairable and may require removal.  Risk to baby`s life due to lack of oxygen.  Risk to mother`s life due to excessive bleeding NURSING INTERVENTION:  Nurse requires to be alert for changes that are either reassuring or non-reassuring in nature  Emotional and educational support  Assessment of cervical dilatation and fetal descent  Monitor progress of labor and FHT  Immediately report sign of fetal distress UTERINE RUPTURE



II. Secondary Uterine Inertia  direct result of dystocia CAUSES:  malpresentation  prolonged unproductive labor MANAGEMENT:  Augment labor if no CPD (amniotomy and oxytocin)  If augmentation is used, the nurse should explain that contraction are likely to be have rapid onset and very painful. Assurance should be given.  



PRECIPITATE LABOR AND DELIVERY Unusually rapid labor ( 
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