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21 The surgery of
labour

211 Two different worlds of obstetrics

If labour does not proceed normaligtervention to hip the
woman may be necessaryHow best you should do this,

and what methods you should use, depends greatly on where

she is. This has been beautifully described:

Obstetrically, there are now two worlds, with pockets of one world in the
other, and every gradation between the two. In the advantagedrialdus
world CaesareaBectionis now so safe that it has done much to change the

whole pattern of obstetrics there. In that world obstetric services are good, in-between accurately

and theatres and blood banks well organisedwibmanneeds a Caesarean

Section it is done bya skilled obstetrician and an experienced anaesthetist.

Antenatal care is available everywhere, transport is easy, andvowsn

are sufficiently educated to understand why they should have a hospital

delivery if they need one. Most of them only plan &vé?2 or 3 children
anyway, and are not frightened by the possibility that Caes&eation

might reduce their chances of having any more. Just because it is so safe,

it is used electively foup to even 4% of womenas a means of anticipating
difficulty, rather than dealing with disaster. It is done so efficiently that

seriouslytraumatic vaginal deliveries and perinatal deaths from birth injury ~ For the most part, they are the same as those for which a

have almost disappeared.
Most women inlow- and middleincome countriesare less fortunate.
A really disadvantagedomanmust have & children, in order to be sure

that 3 or 4 will survive. If she has an obstructed labour in a distant village,

she may arrive in your hospital after a long journey, dehydratedtike

shocked, anaemic, or infected, or all of these things. If you have to perform

a CaesareaSection you may have to do it through infected tissues, so that
it may be followed by peritonitis, which antibiotics may fail to control.
When she has recoeat, she may remember only a frightening operation

followed by a difficult puerperium, and deliberately not seek hospital care

when she becomes pregnant agairthé foetusdied, she may blame the
hospital for the death, and decide to havine next one athome.
Unfortunately, Caesareg®ectionseldom removes the factor which caused
it, the narrow pelvis, which may have been the reasontHerCaesarean
Section will still be present. But the scar the uterus is now its weakest
part, so that the chancesibfupturing are great.

Lawson J. Emhbyotomy for obstructed labour.Tropical
19744(4):18891.

Doctor.

How can you help avoman like this? She may have no
antenatal care ithe next pregnancy, and be unable to reach
hospital forthe next delivery. Howcan obstetrics be adapted

One alternative, which needs the hands ofan expert
obstetrician, is the standard type of momlhity rotdional
forceps, such aKiellandd .sIn the hands of anyone else,
these forceps are so dangerous tlla¢ motherand her
foetuswill be safer if yowse vacuum extractionvhich you
shouldlearn anyway.So you will find that the only forceps
we descrite her e ar e Wrigley's
Perhapshe onlyacceptable use of the standanid-cavity
forceps by norexperts is their application to the
aftercoming head during a leeh delivery. For this purpose
you can however usually usetlet forceps instead.

The first priority , when awoman is admitted in labour,

is to examine her immediately, or to getthe most
experienced person availabie do so There should be a
careful re-assessment4hrly thereafterand observations
recorded onthe partograph

(21-2). Unless this happens, the whole process of labour

management breaks down
N.B.In some aras, traditional midwives may use herbs to

induce labour, and this may result in inappropriately early

and forceful corractions

Your team will need guidelines to know when to call you.
health centre refers womarto hospital. Maket a point that
no-one should hesitate calling yaarly, rather tharcalling

too late, even if this meanpsu will get many calls at first.

When youstart any operative delivery make sure that the

midwife who is assisting you knows how to resuscitate the
and has the equipment ready for doing this.
In some hospitals, the results of not doing so are seen only

baby,

too tragicaly, in the numbers of handicapped children who
attend the paediatric clinics.

Do notforget to relieve pain when you caso make proper
use of pethidineketamineand LA.

212 Obstetric anaesthesia

to the needs, without being dominated by the practice of the Anaesthesia is often the most dangerous part diffiault

industrial world?

delivery. In nany district hospitalsyou can avoidGA in

The answer is to make good use of the alternatives to OPStetricsiconsider also avoiding for Caesarearsection

CaesareanSection and one of the main purposes of this
chapter is to describe them.

When the patient is bleeding, or is already hypovolaemic,
need GAt expertmana g
ntu

or very ill, youol Il

Unless you use ketamine,iy® | | need to .i

Unfortunagly, in many hospitals the methods used to assist Full GAis dangerous in the circumstances cinylabour

a woman who has prolonged or obstructddbour are
unnecessarily limited. If an oxytocinfusionand a vacuum
extractor fail and in some settingrot even those two
life-saving optios are employed to overcome Rprogress
in labour, Caesareafectionis automatic, ando-one thinks
of other possibilities. If cephalopelvic disproportion (CPD)
is mild, performa symphysiotomy 21.7). If the foetusis
dead,performa destructive operatior2{.8). At all counts it

wards, and theperatingtheatre may take dangerously long
to get ready.
You can

perform mst CaesareanSectiors under

subarachaid (spinal) anaesthesia, provided you take the

necessary precautions. You can also ketamine and.A.
For a vacuum extraction, use a pudendal block, ia#thfor
the episiotomyif used, thogh it is not always necessary

For a destructive operation, other than a transverse lie,

should be possible to learn how to manage a breech delivery Y€ @ pudendablock combined with IV ketamine

(22.7) and other abnormal presentations withregorting to
Caesarean Section, except as a last resort.

For a transverse lieyuse ketamine or spinal anaesthetic
For manual removal of the placentagketamine
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Epidural anasthesia is excellent, buhay be mpractical,
except in specialized wetitaffed well-maintainedobstetric
units where rigorousaseptic poceduresare in place.
You will need staff to monitor the patient carejull
postoperatively.

PUDENDAL BLOCK FOR AN OPERATIVE VAGINAL
DELIVERY

This is not 100% effective but may still be useful in certain
situations. Thedanger of a needistick injury with a
transvaginabr perineal pudendal blodk high you have to
locate the ischial spineBy palpation through the vagina

canal on either. side at 4 &
REGIONAL (PUDENDAL) BLOCK
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introitus \ // \\\ ’V ;
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*
~— e T~ 7
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injection

Fig. 21-1 REGIONAL BLOCK FOR AN OPERATIVE VAGINAL
DELIVERY. A, position of injection sites forpudendal block through
the perineal skin. B, direction of block from each side C, or from a
single central puncture site. After Howie B. High Risk Obstetrics
Macmillan 1986Fig. 14-6,7 with kind permission.

Raise a skin wheabf LA half way between the vaginal
opening and the ischial tuberosities centrally(21-1A,C).
Use a 12cm x 1mm needle to reach the ischial spines.
Inject 12-5nh of 0.5% lignocaine or 1% procaine (both with
adrenaline) on each side. Supplem#ns with superficial
infiltration  for most operative vaginal deliveries.
Withdraw the needle while you inject 2bmf solution
in the directions shown. Use a total of 30m
For an emiotomy and vacuum extraction, superficia
infiltration alone may be enough.

CAUTION!
(1) Premedicate with pethidine.
(2) Distinguish  the ischial
tuberosities.
(3) Always aspirate with the plunger before you inject
If you withdraw blood, move the needle to avoid injegt
the anaesthetic solution IV.
(4) Allow the anaesthetic at least 3mins to act.

spines from the ischial

213 Delay in labour

Labour is seldom any problem if it goes at its proper pace.
Most trouble starts when it [golonged or thdoetus cannot
cope with the temporary lack of exchange caused by
contractions interfering with the blood supply to the
placenta. Even if théoetus can cope but reacts, for example,
to cord or head compression by cardiac deceleration, it is
difficult to be sure that no intervention is needed.
Most unnecessary intervent®n have no serious
consequences in rich countries but they may hawslige
results in other circumstances, directly or a few years later.

In orderto manage delain labour, you must know as early
as possible that it has occurred. To know this you will need
an effective method of monitoring labouhe partograph
(21-2). The most important part of this iplotting the
dilation of the cervix in ms, and the descent of the head in
fifths above the brim, against the duration of labouraors.

The purpose of the partogais:

(1) To preventneglectedobstructed lbour and ruptured
uterus (which cause 70% of maternal deaths in some areas)
by enabling peripheral health workers to monitor labour,
to detect deviations from the nornmore effectively,
afdarustd refemomenat the optinal moment before it is

too lake. This is the purpose of thealert line'. Ideally, you
should only usethe partographto monitor thosewomen
whose labour igxpected to be normakomenwith obvious
'risk factors' shouldalreadyhave beemrepaed for assisted
delivery.

(2) To monitor allwomen inlabour in hospital, so that you
know when to intervene. This is the purpose of the 'action
line'. If the 'progress line' of aomaris cervical dilation
moves to the right of the alert line, be extra vigilant.
If t he O pr o geaehessthe ladgtiondirde you must
intervene|jf you have not already dorsa.

The partograph depends on the principles that:
(1) The duration of thel® stage oflabour (though this is
difficult to define as it may include false contractions)
should not last longer tharmi&, hence the thick vertical line
at this point.
(2) The latent phase ends and the active phase starts when
thecervix is4cm dilated 8cmwasusedin the pastit is best
to stick to WHO guidelines if these are the rule natiopally
(3) During the active phasef the F!stagethecervix should
dilate quickly at OLcmhr.
(4) A lag time of 4hrs is usually acceptable between the
slowing of labour ad the need to intervene; this is the
distance between the alert and the action lines.

N.B. This lag time of 4hrs is obviously too long if there is
a scar on the uterus.

The WHO partographuses fixed alert and action lines and
transfersthe patientto the alet line as soon as she reaches
4cm, as has been done fare particular patier{21-3C).

Dilation of the cervix and its relation to the action line is
only one of the factors measuring the progress of labour,
and the necessity to intervene. It and the descent of the
foetalhead are th& most usé&l and the most easily plotted
Otherimportantfactorsare:

(1) the presentation,

(2) themoulding(foetal skull bone overlapgcore(21.5)

(3) the presence dbetaldistress,

(4) thewomaris condition,

(5) thedurationand frequency oftontractions.

Consider all these factors, add notbe guided only by the
dilation of the cervixin relation to the action line and by the
descent ofhe head, critical though these afighe position of
the action line is to some extent arbitrary, and some
obstetricians like the alert arattion lines closer together.
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In some circumstaces there is a line half way in between
and parallel to the alert and action line.
This is called the transfer line and used, for example,

Partographs have proved so useful in reducing both maternal

and perinatal mortality, that not to introduce them might
almost be considered criminal negldétyou do notalready

in peripheral urban clinics to indicate the best time that the use them, you mugi21-2) N.B. Partogaphs do not tell you

woman should be referred to a reahospital.

Intervention needs to be earlier innaultiparathan in a
primipara so somepartogrape have2 action lines, one at
3hrs formultiparaand one at 4hrs fgrimipara

Some hospital partograpk leave out the action line
altogether and take the alert line as the action line.
The important point is thahe further the progress line is
from the alert linethe greater should be your vigilanand
usually the greater your ng¢o intervene.

Whenthe patientapproaches the action linassess all the
factors listed above (and others) and decide what to do next,
using the guidelineslescribed for normal labour and for
obstructed labour2(L 4).

N.B. Some hospitals considehat the requirement for
some interventi on ILchhrisheor e
active', and leads to an unnecessarily high Caes&aztion
rate, which is not suitable for populations with an average of
perhaps-6 children, and when Caesare8@actionhas to be
done under less than ideal circumstances in small hospitals,
so they give the alert line a flatter slopis isjustifiable at
4-7cmof cervical dilationput >7cm 4hrs delay igoo long.
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Fig. 21-:2 THE PARTOGRAPH is a very wseful tool for managing
labour. The vertical scale on the left measureservical dilation in cm

and the descent of the head in fifths above theelvicbrim. 6 L1 QUOR®
represents rupture of the membranes and release of amniotic fluid.

about risk factos present before labour!
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Fig. 21-3 SOME PARTOGRAPHS. If you do not have enough
partographs for everywoman, put a clean sheet of Xay film over one
of them, write on this with a marker pencil, and thenwash the film
clean for the next patient.

Woman A, was admitted at 3pm 4cm dilated in the active phase of
labour; the progress line remained to the left of the alert line and she
delivered normally.

Woman B, was admitted at 9am 1lcm dilatedthe latent phase lasted
8hrs and the active phase 3hrs.She quickly passed to the left of the
alert line.
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Woman C, was admitted at 1pm 1cm dilated withthe foetal head %5
above the pelvic brim. At the next vaginal examination (5pmjhe head
was ¥s above the brim and she was 5cm dilated. She was theregor
transferred to the 'alert line'; the cervix continued to dilate, the head
descended, and she delivered normally.

Woman D, was admitted to a health centre withthe foetal head
4ls above the brim andthe cervix 4cm dilated, so she was put on the
alert line. At 12 noon she was only 6cm dilated and had moved to the
right of the alert line, so she was transferred to hospital. When she
arrived at 4pm she was still only 7cm dilated anchad reached the
action line. The head was¥s above the brim, with a moulding score of
3 (21.5) it was not possible to put a finger betweenthe head andthe
pelvic wall. So, following the indicationsoutlined (214), sheunderwent
a CaesareanSection If however she vere a nullipara, the foetal heart
action excellent and an anaesthetist available within 1hra trial of
oxytocin (for a maximum of 1hr) might still prevent a Caesarean
Section. Alternatively a symphysiotomy (21.7) may allow a normal
delivery.

THE CRITICAL AREA IN A PARTOGRAPH
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Fig. 21-4 THE CRITICAL AREA IN A PARTOGRAPH.

In a peripheral unit, if a woman's progress line reaches this area,
she should be referred. In hospital, it is the area in whichgu should
consider intervening; the darker the shading the more important this
is. Do notlet her cross the action linevithout careful reassessment!

METHOD

Make sure this is not actually obstructed laba(@14)
by excluding:

(1) severe moulding21.5) and caput(soft scalp swelling
caused by the foetal head being pressed against the)cervix
(2) foetaldistress,

(3) stretcling of the lower segmentwhere the peritoneum
becomes firmly attached to the anterior uterine (&ill5)

(4) bloody urine

N.B. DELAY IN THE LATENT PHASKorimipara and
multiparg is presentif a patient who was 'admitted in
labour' has not reached the active phase aftes8h

Distinguish false labour'from a truly prolonged latent
phaseRecognizedlse labouby:

(1) membraes stillbeingintact,and

(2) the cervix of a nullipararemairing long and closed
(or just admiting a finger tip),or the cervix of a multipara

beingnot effacedi.e. thinned and shortenefgven though it
may be 2cmdilated).

Explain that she is not in labour, amdturn her to the
waiting shelter If she insists thatshe feels painful
contractions administgoethidine 100mdgM, let her sleep,
and therreview her after 3hrs.

N.B. If you artificially rupture the membranesnd start
an oxytocin infusion, you inevitablyags the point of no
return and increase the chance of needing to perform a
Caesarean Sectioifhis is only really indicated if you want
to stimulate labour for example because of-petampsia,
gestational dabetes, or sickle cell disease

If the latent phaseis truly prolonged, the cervix is
completely effaced, but remainsundilated at c.2-3cm,

or effaces and dilates very slowlyyou have2 choices:

(1) Use sedatiorwith pethidine50-100mgIM, repeated if
necessary, anallow mobilization

(2) Administer very low dse mi sopr ost ol 20c¢
@4mofal100eg (itabl etlwateiifshere| v e c
is an indication to induce but not strong enough to risk a
Caesareaectionby rupturing the membrane®nce labour

starts, stop the misoprostol!

DELAY IN THE ACTIVE PHASEIN PRIMIPARA.

If the progress line for a primipara approaches the
action line, there may be simply decrease in contractions
or obstructed labour

Perform a Caesare&ectionif there is

(1) grosscephalepelvic disproportion€PD): head¥/s above
the brim and marked moulding

(2) amalpresentatioror

(3) foetaldistress.

If there is no evidence ofmalpresentation or foetal
distress first correct dehydration and ketosisvith an
infusion of I 'V Sal,iandepovide
adequate analgesiaither bya lumbar epidural block arse
pethidine 100mg promethazine 25mb.

Then in a primipara where there is m foetal distress,
nor scar in the uterus (also from myomectomy for example),
stimulate the uterus with oxytocandtry to decide if the
CPD is significant

N.B. Using oxytocin in women who have previously
delivered is increasinglydangerous with each delivery
Meconium stained djuor is in itself not a contrimdication
to the use of oxytocin but very good monitoring is
mandatory. Often the first sign of impendiuterine rupture,
rare in prinipara, is foetal distress. Women who hav
previously delivered vaginally are anyway less likely to
have a decrease in contractions after real labour has started
and oxytocin is less likely to be of benefit in this group.

(Of course, you can use oxytocin to start labour in a
multipara whose membranes have already rupturedt it
should be stopped as soon as labour is establiblutd.this
is then inductionnot augmentationof labour.)

Start an infusiorof a solution of 5U oxytocin to 50@l of
5% dextroseat 10drops/min and increase theate of the
infusion by 10dropgmin at Y2hrly intervals, untilthere are
contractions lasting 460secs at a frequency of-43in
10mins. (This means the first increment will be
20dropgmin, and 30mins later 30dropénin). As soon as
you witnessgood contractionsdo notincrease the speed of
thelV infusionany more
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You may even decrease tdeop rate if thefoetal head is
coming down ands well applied to the cervix.
If good contractions (3-4 in 10mins lasting >40ses) do
not clearly give rise toprogress, and the membranes are
ruptured, then there is an indication for a Caesarean
Sectionunless the cervix is nearly fully dilated.

N.B. It is difficult to know what good contractions are,
however. The frequency is easy to monitor, but the intra
uterine pressure is measureable however only with a

NB. For a multipara whose membranes have ruptured,
for example, it is acceptable to start labour carefully with
oxytocin and reduce or stop the infusion as soon as labour is
established. This applies also to a breech presentation.

If you are sure labour has started(the cervix is >3cm)
and the membranes have not already ruptured rupture
them but take cautions regarding HIV exposure
Labour goes faster imultipara and prolongedexposure to

transducer in the uterus and even then although low pressurevaginal HIV is lesslikely. Under close supervisiont is

is an indication for oxytocin, pper pressure does not mean
the pressure is directed by coordinated contractions in the
right direction.

Consequently estimate the length of contractions as an
indicator of their strength: <26es is weak, 2040secs
moderate, > 40secs is strong.

If you are sure labour has started, the cervix is dilated
O4cm and the membr anes ar e
rupture themRemember the risks of prolonged rupture of
membranes! Monitor the mothed grogressand thefoetal
conditioncarefully. Monitorthe heart andvatch for signs of
foetaldistress, especiallyslowing of thefoetal heart

N.B. Meconium staining of the liquor is common,
butis an unreliable sign.

If you detect signs offoetal distress, stop an oxytocin
infusion if oneis running.

N.B Oxytocin itself can, of course, cause such strong,
long, or frequent contractions th&tetal distress ensues.
Stopping theinfusion and restarting it later at a lower rate
might still result in the vaginal delivery of a healthy baby.
On the other hand, sonfeetusesjust cannot cope with
inadequate contractions; if the contractions are optimised
with oxytocin to cause further cerviadilation, the foetusis
in danger. This is therdefinitely an indication for a
Caesareargection with poor descent of the head or even
whenalmost full cervical dilatiorhas been reached

If there is severe CPD,which you can recognize by
(1) inadequate cervical dilation andfoetal descent,
especially associated wifbetaldistress,
(2) cervical dilation proceeding at <lcm/hr at the end of
4hrs, with no descent of tlieetalhead, or
(3) thefoetalhead remaining high, with mouldingeiorm a
Caesarean Section

N.B. Inadequatecervical dilation andfoetal descent
without foetal distress mayuggest the option of a vacuum
extraction (sometimes combined necessary with a
symphysiotomy21.7).

DELAY IN THE ACTIVE PHASEIN MULTIPARA.

If progress line for a multipara approaches the action
line, this is serious, and you will need to asgassarefully.

Do nottry to stimulatethe uterus with oxytocinunless you
are & sureas you can be thahere is no CPD2186).
This is difficult to be sure about, and if you are wrong,
and there is CPDthe uterus may ruptureA good rule is:
no oxytocin foraugmentationof labour inmultipara unless
you supervise it personally (not over the tele)oand
certainly not formultipara>3, and for not longer than 2hrs!

reasonable to start oxytocin a64m cervical dilation and if
good contractions ensue, then to rupture the membranes.

If you are in doubt, observefor 2hrsmore with adequate
analgesia, and then reasstss patient Feelthe contractions
yourself. She may progress to full dilation even when there
is major CPD. You can only detect this by finding severe
moulding and caput, with failure of the head to descend, and
nonprogressa brr reosethgnt>20secy in uthe 29 stage
21-5B,0).

CAUTION! Somewomenhave 6 or 8 normal labours,
and then needCaesarearsectionfor CPD with their next
pregnancy.Do not forget to offer a sterilisation with eéh
CaesarearSectionin such a situation

DIFFICULTIESWITH DELAY IN LABOUR

If there is delay in the latent stage look carefully for
hidden CPD. Provided there is a vertex presentation, it is
always worthsedating the patierstnd waiting a little to see
what happens.

N.B. CPD is almost impossible to diagnose when the
membranes are intaahd rupturing the membranes might be
a good idea if the cervix is very ripe. Even if you agng
oxytocin properly, its use with an unripe cervixwill
increaseyour CaesarearSectionrate.

If there is foetal distress with an oxytocin infusion
running, stop it turn the patientonto the left side, do a
vaginal examination to exclude prolapse of the cord,
and make sure she is adequately hydrated addinister
oxygen.If the signs are not relieved, proceed to Caesarean
Section.

214 Obstructed labour

The exact point at whickack of progresg21.3) becomes
obstructed labour is arguable.This is the failure of tk
presenting part to descendsgée gooduterine contractions.
What really distinguisheprolonged laboufrom obstructd
labour are the secondary signs and complications that
follow: severe moulding21.5) caput(21.3) intra-uterine
infection, prolonged suffering, fear of death, pain hestw
contractions, foetal distress, a stretched lower segment
(21-5), bloody urine, fistulae and rupture of the uterus.
Whereas delay in labour is usually inevitable asften
readily treatable, and is comparatively harmless, obstructed
labour isnone of these thing# should nevebe neglected if
care is adequateArguably, obstruction is not uncommon
(e.g a failed properly executed vacuum extraction)
but obstructed labour should never be neglected
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Recognized scenarios are, for example:

(1) needing3hrs to organise a @srean Section after a
failed vacuum extraction, without knowledge of how
perform a symphysiotom{21.7) or

(2) having waited fo2hrswith the mother activelpushing
without havingattemptecda probably easy vacuum extraction
andneeding 3hr$o organise a @esareasection

Obstruced laboumay be due to:
(1) An abnormality inthe pelvis (a contracted pelvisy true
conjugate (anterposterior diameter at the pelvic inlet
should be >9cm, and the diagonal conjugate (transverse
diameter) 1-82cm larger
(2) An abnormality inthe foetus(hydrocephals etc.).
(3) An abnormality in the relationship between theither:
(@) An abnormal lie or presentation (breedirow, face,
shoulder presentation, prolagsed arm in a transverse lie),
(b) An unfortunate coincidence of their relative sizes
Cephalopelvic disproportion (CPD) meansthe foetusmay
betoo big forthe mother, pvice versa
(4) A marginal CPD and/or soft tissue resistance combined
with contractions which are not optimal, or poor pushing by
the mother.
(5) Rarer causes, such as stenosis of the vagina, locked
twins, or a pelvic tumour, padilarly fibroids or an ovarian
cyst.

N.B. CPD is the most important cause>66%),
and an impacted transverse lie is the meast

In well-nourished mothers (but not oweourished) with an
adequate pelvis, the ocdi@-posterior position is often
involved in obstruction. This partly explains why the same
woman often delivers the second, heavier, baby vaginally
without problems.

In overnourished women the large size of tleetfis and
perhaps weaker contractions afat in the pelvis are
responsible for much obstruction.

Vitamin D deficiency seems to be involved in weak
contractions. This is important for women whose diets are
poor in Vitamin O and who cover themselves nearly
completely when they venture outside. Thisespecially
important if they live in climates with little sunshine and
when they also have much pigment to block UV light.

Much ofthe purpose of antenatal care screening is to detect
womenwho are at risk from obstructed labpalthough the
sensitvity and specificity of this screening are quite limited
The purpose of thpartograph, howeveis to detect it early

in labour and it works (with cephalic presentations in single
pregnancies) much better than screening.

In practice, when the presentipgrt stops moving through
the birth canal, you may not be able to tell if this is because:
(1) the uterine contractions are weak (uterine inertia), or
(2) thereis CPD.

Oftenin a primiparg there is a combination of inertia and
CPD.

Prevening obstrucéd labourdepends onseveral factors

(1) Good nutrition starting in childhoodnd good health
promoted by vaccinations, hygiene and mosquito seetisat
womenreach their genetically determined height, and the
pehis its genetically determined sizéoefore the first
delivery.

(2) Avoiding teenage pregnanayhere agirl has to deliver
before the pelvis has reached its maximum size.
(3) Universal antenatal care, so that obstructed labauibe
anticipated fronthe history, and any risk factoiigentified.

(4) The monitoring of labour by skilled staff, so that
womancan be referred at the first sign of danger, before she
obstructs.

The detailed preventive measures are:

(a) screeningfor risk factors, especially short statuend

(b) the routine use of theartograph
When adequate antenatal care is impossible, and where
health centre and hospital beds are limited,establishment
of a 'mothesd waiting area otemporaryvillage' is a useful
alternative.

OBSTRUCTED LABOUR

Normal labour

A B

hemisphere

\ lower /

segment

Fig. 21-5 OBSTRUCTED LABOUR.

A,B,C, during a normal labour, the hemispherical lower segment is
converted into a cylinder: it thins but does not elongate During the
2" stage the uterus shortens itself by contractiorof the upper segment.
D, E, during an obstructed labour, the uterus cannot empty, so the
thinned lower segment elongates. F, sometimes a palpable (Bandl's)
ring forms between the upper and lower segmest G, from the side,
you may sometimes see or feel three distinct abdominal swellings:
(1) the bladder, (2) the lower segment, (3) the upper segment.
Bandl's ring separates the lower and the upper segments.

After Lawson JBStewart DB,Obstetricc and Gynaecology in the Tropijcs
Edward Arnold 196Fig 11.2. with kind permission

Neglected obstructed labour is a major failure of obstetric
care Unfortunately, it still happens, even in some hospitals.
It often depends on tharevalence of CPD in your area, and

the quality of your antenatal and obstetric care.
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Alas, the poorest communities with the worst health services
are usually those with the most CPD.

A warning sign that labour is going to obstructis a
prolonged1® stage, buthis maybe normal or even short.
The membranes rupture, amanniotic fluid (iquor) escapes.
The uterus contracts and retracts, and forttesfoetusinto

its lower segment, which gradually becomegmsiretched.
Foetal escapeis obstructed so the lower segment moulds
closely round and thins. The contractions thé uterus
become hypertonic, and relaxation between them poor.
The placenta is poorly perfused, therefaetal distress,
andthefoetusdies.

Obstructed labour hasrBain dangers:

(1) Stuckbetween thdéoetalhead and the pelvithevagind,
bladder, and reat walls become squeezednd eventually
become necrotic, slough, and develop fistulae.

(2) Oftenin a primiparathe contractions stop while the head
is wedged in the pelvis causing sepsid/anfistulae.

(3) In amultipara the uterukeeps contracting till it ruptures
or a (nearly) dead severely moulded baby is delivered.

A primipara begins to have trouble whehe cervix fails to
dilate normally. An oxytocirinfusion may speed upabour

if the CPD is minimalor the lack of progress is caused by
poor contractions,but cannot do so ifCPD is gross.
The result is thathe labour usually obstructs before she is
fully dilated, although she will usually reach fudilation
eventually.

The results,fithe situdion is not rapidly relievedare dire
(1) Asphyxia and infectionin the foetus ensue owing to
prolonged uterine contractions reducing the placental blood
flow.

(2) The foetal headis damagedso thatbrain injury may
result

(3) Pressure necrosis and sloughing thie vaginal wall
occur. As this slough separates, a fistdewvelops anteriorly
betweenthe vagina and theladder 21.18), or posteriorly
between the vagina and the rectl2t.{9).

The fistulamay involve the proximal half ofhe urethra
and/or the neck ofhe bladder, up to its ureteric orifices
or involve the rectal $pncter mechanism

Later, as the ring of necrosis in the vagina heals and

contracts, it stenoses. If the mother does not die, she delivers

The bladder was distended. Catheterizibhgvas difficult, andthe foetal

head had to be dislodged by putting tvimgers into the vagina,

and pushing it up.

Thebladder was drawn up so high that the catheter had to be passed a long
way before any urine flowed; when it did so, it was blstained.
Thefoetuswas alive, andhefoetalhead was 4/5 above the brim,rsgither
symphysiotomynor vacuum deliverywere suitable She was therefore
resuscitated withlV fluids, treated with antibiotics, and delivered by
CaesareanSection The baby survived with a neurological handicap

but the wound became infected, and she developed a pelvic abscess,
which was drained. She was in hospital a month, and was lucky not to
develop a fistula.

LESSONS (1) The decision feerform a CaesareaBectionwas correct.

(2) She wa only 14,andsothe pelvis will continue to grow. (3) She is at
risk of a ruptured uterus in future, so she must deliver in hospital.

If the fistula is successfully repaired and she becomes
pregnant again, she must haveCaesarean Section to
prevent the repair breaking dowif. the fistula is not
repaired (in which case she is less likely to become
pregnant), stenosis of the vagina is likely to prevent vaginal
delivery.

A multipara may show the same failure to dilate as
primipara or the cervix may dilate normally to begin with,
and then slow during the active phase, only to dilate finally
if she is left untreated. Meanwhile, the presenting part fails
to descend.

MAPULESA (35yrs, para 8 gravida 10) arrivect hospithjust beforethe
uterus ruptured. She too was anxious, distressed, and félirdacervix
however was fully dilatedThe lower segment had continued to retract and
thin, so that the junction betwe#re upper and lower segments had risen in
the uterus adar asthe umbilicus. She had a 'thréemour abdomenihen
viewed from the sidean oedematous distended bladder, a distended, tender
lower segment, and a tonically contracted upper segment. A (Bariutls
could be felt througtthe abdominal wall betwen the upper and lower
segmentsq1-5G). Theround ligament$21-18) stood out on either side of
the ballooned lower segment, like the guy ropes of a tent.
A brow presentatiomas felt on vaginal examinatioShe was resuscitated
with IV fluids, andhad a Caesaredection At operationthe uterus was
found to have ruptured intthe abdominal cavity.The foetuswas alive,
but was asphyxiated, and diesithin 1lhr. The uterus was repaired,
thetubesligated and she recovered uneventfully.

LESSONS (1) Even a patient who has had many normal deliveries may get
an obstructed labour from a malpresentatimalposition,or just because
babies tend to become larger with higher parity amdes are also on
average larger and have larger heads than femalds f§ajtographwould
have given earlier warning d¢iie impending obstruction(3) Tubal ligation
was essential.

an injured, severely moulded dead baby. She is also at risk The critical event, in a patient like this, is rupture of the

from septicaemia, peritonitis, peritoneal abscess, @toni
postpartum haemorrhage (22),1l and foot drop from the
pressure of théoetal head on the pelvic nerves. Even if the
fistula can be repaired, she may be infertile, and the vagina
may be so stenosed that sexual intercourse is difficult. There
are of cours also serious psychological consequences.

MPHO MOKETE (14yrs, para 0, gravida 1) became pregnant héter
1%t period. She hidhe pregnancy fromher parents, and so received no
antenatal care. She arrivat hospitalexhausted, anxiouand febrile, with

a fast pulseHer contractions were strong and painful, with little relaxation
between them. The head tbe foetus showingsigns offoetal distress, was
high, and overlapped the brim tbfe pelvis. Theliquor had drained, so that
theuterus was moulded arouttite foetus

Thevulva and cervix were oedematous, and althahetioetalhead could
be felt just insidethe cervix, this was not because it had descended,
but becausé was severely elongated. Abdominal examirashowed that
most of it was still abovéhe pelvic brim. The vagina was dry anthot',
andthecervix not fully dilated.

uterus. This usually starts inthe thin lower segment,
and extends downwards on one side th®vagina, as well
as upwards towardthe fundus. Several things can then
happen:

(1) The presenting part may remain jammedhia pelvis.
(2) The foetus may be expelled through the rupture ithe
peritoneal cavity.

(3) Bleedingfrom the rupturd uterus may be seen the
vagina.

(4) Occasionallythe bladder also ruptures, especially ifst
stuck to the scar of a previous lowsgment Caesarean
Section.
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Before rupture the signs that it is imminent are:
(1) Failure of labour to progress. Lack of progress should
therefore alert you to the possibility that rupture might be
imminent.

(2) Bandl's ring.

(3) A distended bladdavhich is difficult to catheterize.

(4) Frequent strong uterine contractions, with little or no
pause between them.

(5) Persistent pain between contractions in a restless,

anxious patient.

After rupture, avomanmay have little or no pain. If you ask

An assistedvaginal delivery(apart from shoulder dystocia
which needs a combined vaginal and abdonmapglroach)s
absolutely contraindicated ifthe uterus has already
ruptured performa laparotorg. Often, you will not know
whetherthe uterushas rupturednor whether it will rupture
in the next 30minsso performall vaginalprocedurs for the
relief of neglectedbstructed labour in theperatingtheatre,
with equipment and staff availablenstantly for a
laparotomy.

Caesarearsectionhas a limited rolén the management of
obstructed laboyrespecially if neglecte@nd is likely to be
a serious riskso do notundertakeit lightly. It is mainly

her, she will tell you that contractions were strong, but then indicated whenthe foetus is alive andthe mother is in
suddenly stopped, and were replaced by a lesser continuousreasonable conditionHowever, make sure that tHeetal

pain, or no pairat all She may bealert and even talkative,
or quite obviously collpsedin severe hypovolaemic shock,

with cold, sweaty skin, and a weak or absent radial pulse.

She might survive only 10mins or 72hrs. Yfeel no uterine
contractions, but you can usually feélké foetusthroughthe
abdominal wall lying free inthe abdomen Often the

heartbeatis still present just before you start the incision!

A destructive operatio(218) is indicated whethe foetusis
dead,the cervix is fully dilated or nearly so, the presenting
part is fixed inthe pelvis, andthe uterus has not ruptured,
and is in no danger of doing so. If you are in any doubt,
perform a minilaparotomy as abovéccasionally, wen a

presenting part, when examined vaginally, has disappeared destructive operationfor foetal death would be dfficult,

and cervical dilation has decreaséd (7).

A multipara who is not steadily progressing in tHé gage
(when the cervix has dilated fulland she has started to
pushbut has not delivered after 60mins is in great danger.

N.B. Most fistulae occurring after uterine rupture are
complications of the surgery, not the labour.

215 Managing obstructed labour

If a woman with obstructed labour is admitted from

home shemay have been in labour for days, and tried many

home remediedder stomach is likely to be full, and she can
inhale its contents only too easifyshe vomits She is thus a
major anaesthestic risk. There are several waygioh you
can deliver hefoetus butyou should never usaidcavity or
rotational forceps, such as Kielland21.1).

Vaginal delivery is often possible, but try to predict when it
is going to be difftult, so that you can avoid &iled
vacuum', and perform a symphysiotomy(21.7) or a
CaesarearSection (219) from the start especially when
there isfoetaldistress.

However, judging whether vaginal delivery will be

successful by clinical vaginal examination can never be

perfect. If you are prepared to perforracuumexraction
combined in case of failure with a symphysiotomy,
you will be able to avoicaround25 subsequent Caesarean

Sections if your judgement is only wrong in 10% of cases.

This statistic is only invalid if you perform a tubal ligation at
the @ame time as the Caesarean Sectibime side effects of
one symphysiotomy are different but certainhot more
dangerous than the sigdfects of one @esarean Section,
and thesideeffects of 25 @esarean Sectiorase naturally
overwhelmingly more seriowsndfrequent than those of one
symphysiotomy.

N.B. Of course a symphysiotomy is nearly absolutely
contrarindicated if thefoetushas died.

because théoetal head is mobileind G3/5 above the pelvic
brim, you might have to resort to a hysterotoffg.5)

SYMPTOMS.

A woman in obstructed labour is in great paianxiety,
and distress. In the bustle of treating hdw, notforget to
comfort and reassure her

If the foetus is already dead inform her If you do not
she may blame you fats death and not come to hospital
when she is pregnant next time.

DIAGNOSIS.

Suspect obstructed laboar neglected obstructed laboifir
you find:

(1) No cervical dilation despitevhat appear to begood
contractions.

(2) Increasing moulding21.5)and caput21.3), butwithout
descent ofhefoetalhead.

(3) Anxiety and restlessess

(4) Hypertonic uterine contractions, with poor relaxation
between

(5) A stretched lower segmenti t h a B.andl 6s
(6) Bloody urine.

(7) Unexpectedly easy dislodgemeftthe presenting part
followed by a gush of vaginal bleedinghen abandon
vaginal delivery and opeihe abdomen.

(8) Variable or por application of thecervix to the head
(9) Offensive discharge or fever.

(10)A vesico or rectovaginal fistula (usually found
2-3daysafter delivery).

N.B.Now determine if the uterus is ruptured

If you are in doubt about uterine rupture, make a mini
laparotomy to check the uterui:it is intact proceed to a
vaginal delivery while the incision is covered with sterile
towels, then recheck the uterus and perhaps, when indicated
and desired, tie the tubes.
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This is far less risky as an operation than a CaesareanAn easy way to document moulding is to add the moulding between the
Section. because tlwentaminated fluids in the uterus do not parietal bones (PP) and th®ulding between the occipital and one parietal

ter th it | it d d t il th teri d bone (OP). So if PP+2and OP+, total moulding is 3+
enter the peritoneal cavity and do not soil the uterine an (3) Watch forfoetal distress. Counthe foetal heart rate for
abdominal wall incisions.

. . . o 30secs, before, during and after a contractaetaldistress
Otherwise with ultrasound guidance, you cay aspiration

) . is shown bya rate of<120 or >160'min or dowing which
with a longneedle lateral to the uterts reveal meconium

. : ; ersistsaafter a contraction (slowing during it is normal).
stainedfluid (more commonly thamather than bright red P CAUTION! ( 9 g )

blood). This confirms the diagnosis of rupture.
N.B. Ultrasound on its own,is unreliable unless the
rupture is obvious.

(1) Do not use an oxytocinnfusion if there are signs of
obstruction.On the correct indicains (see later) you can
use it for delay
(2) Do notuse Kielland's forceps, or try internal version.
(3) Neverattemptan operative vaginal delivery ihe uterus
has already ruptured

N.B. You may not know ifthe uterus hasuptured so do
all vaginalprocedurs for the relief of obstructed labour in
the theatre, with a set of laparotomy instruments ready for
instant useAlternatively, peform a minilaparotomy
(4) Choose an appropriate method of delivery

DIFFERENTIAL DIAGNOSIS

Thereis, in the main, grolonged latent phase.ttie patient

was made to push during the latent phase, she may be
distressed and dehydrated, ahdvulva and cervix may be
oedematousThe cervix will however not be dilated, or only
slightly so,the membranes are likely to be intact, and there
will be no Badl's ring. Reassurancepbservation,
analgesicssedativesand IV fluid replacemenimay be all

that is needed Episiotomy. This is sometimes all that a pripaia needs,

especially if the foetal vertex isin an occipiteposterior
position. Puttingher into the lithotomy position may make
deliveryeasieBewar e of Oroutined use
bigger, be painful, get infected and cause excessive blood
0sSS.

MANAGEMENT.

Hypovolaemic and/or septic shoclre very common
Resuscitation must be rapid, because delivery is urgent.
Admit the patientdirectly to whatever highisk area you
have, usually the labour ward or the theatre, and resuscitate
herthe_re. This V\_/|_II allow you to operate as soon as she is in Vacuum extraction (216)

an optimal condition. INDICATIONS

Correct the dehydration, the electrolyte deficit, andthe (1) A live foetuswith <%s of the foetal head above the brim

amd;sswnh vt\)/grmgd Rlngersshlactate; thlere IS dusgiallydno the moremouldingthere is, the lower the head should be for
heed 1o Use bicarbonate. She mayarely need blooc, a successful vacuum extraction.

preferably red ceII§ onlyf the haen_1atocrit is raised as the (2) An occipitotransverse oroccipito-posterior position,
result of dehydration, a transfusion, even of safe blood, without CPD, or with only mild €D, especially

may be harmfulher gimary need iV fluids. 3) Definite CPD bired with hvsiot 17
Administer IV chloramphenicol, benzylpenicillind rectal E4g Foermlai unggr:r;c:(r)iswpaﬁesr?gg. yvsvli(t)honggzlar.np))sia

metr.omdazolel. I, in .splte_ oddequate f.esusc"?‘“or." shock perhaps combined with fundal pressure to make up for the
persists, trya titrated infusion of dopamine. This will cause lack of straining.

pe_ripheraldilation, SO @rrect it imm_ediatel_ywith mo__reIV CONTRAINDICATIONS.
fluids. DO. not howeve_r waste time. with sophicated (1) A live baby with>%/5 of thefoetalhead above the brim.
rr_lethods if your _team _uaot familiar with them proceed (2) Severe moulding.
simultaneously with delivery. (3) Definite CPDunless combined with a symphysiotomy
CAUTION!

(1) Delivery with a vacuum extractor or outlet forceps
should never be a difficult operation. flfetal asphyxia is
already present, it should merely be a-tift'.

(2) Use a systematic technique of pulling

Do notbe afraid to use an old machine which works even if
you do not have a modernwiidevice!

If it has taken >3hrs for the cervix to dilate from 7-10cm
on the partograph, or the fundal height is >40cm
suggesting a large babgerformthe vacuum extraction in
the operatingtheatre, and prepare faymphysiotomyor
Caesareasection

Fundal pressure may save the daySuch situations are
0T Bones stil separate _foetaldistress, oaenexhausted _mother where h_er strf_iining is
1 | Bones touching : just not foceful enlough to deliver, andherea I|tt|_e bit of
2 | Bones overlapping, but separate when you press with a finger. extra force will deliver the baby. Or else, even withioetal

3 | Bones overlapping but not separable. distress, whn there is no working vacuum extractor present
Feel where thefoetal parietal and occipital bones touch one another. and transport to a suitable venue with better facilities will

Overlapping at both the sagittal and the lambdb&tween the parietal and take too much timeor there is the risk of deIivery in an

the occipital bones}utures, is more serious than at the lambdoid suture . . .
alone. unsuitable vehicle (or oxcart) during transport.

MONITORING. Record the pulsegndblood pressure every
5mins. Monitor the urine output hayr

If the presenting part stops descendingthe cervix usually
stops dilating, although this may not be so in multipara.
On the partographhe 'progress line' will have crossed the
‘action line'.

MANAGEMENT

(1) Assess the height of tHeetal head.Do notassess tis
by vaginal examination onlyThere will be much caput
(21.3) and this will mislead you.d the descent dhe skull
that matters, not the descentlodéfoetalscalp swelling

(2) Calculate the foetalmoulding score

409



41C

Even ina sophisticated hospital, wi@ vacuum extraction
is almost successful btibat little extra forceneeded pulls
off the cup,fundal pressure magolve the problem.

Symphysiotomy(21.7)

INDICATIONS.

A live foetus of fundal height <40cm, (2-5-4kg),
in acephalic presentatiomvith these scores:

Head above Total foetal moulding score
the brim (PP+OP)
OIs <6 if the head is on the pelvic floor
s 03

Destructive gperations (21.8)

INDICATIONS. Make sure thaall these conditions are met:

(1) Foetaldeath or severfoetal malformation incompatible

with life.

(2) An impactedfoetal head with(¥/s above thepelvic brim,

or a transverse lie

(3) Cervical dilationat least 7cm, and preferably Iful

(4) No uterine rupture, noimminent dangethereof
CAUTION! A multiparawho has been in labour for a

long timewill have alower segmentvhich will be very thin.

If it is alsotender and distended, it is certaimgry thin and

on the point ofupture

Do not push an instrument against tfeeetal head without

somebody supporting the fungdustherwise your pushing

might rupture the uterus if the head dislodges upwards.
N.B. When the lower segment is paper thiany

destructive operatiomill rupture the uterusunlessyou are

simply decompressing hydrocephalic headlith a needle

Caesarean Sectiorf21.10)

INDICATIONS.

(1) A live foetus whose head is too high for vacuum
extraction or symphysiotomy.

(2) A deadfoetus <?/s above the pelvic brim, whose head
cannot be pushed down into the pelvis to perfoam
destructive operatiosafely.

CONTRAINDICATIONS.

(1) A head which is deeply engaged in the pel@% @bove
the brim).

(2) A deadfoetuswhich can be delivered by aedtructive
operation.

Here we are mostly concerned with a vertex presentation, and a

few curiosities. See elsewhere for a breech presents?did),(
a transverse lie, and a brow or a face presenta2@8)(

VERTEX CEPHALIC PRESENTATION.

If the foetal head is

Y5 above the brim, with minimal moulding, apply the
vacuum extractor and sea the course of deliverywhether
an episiotomy is needed or not

Y5 above the brim, with a total moulding score
(PP+0OP)0-1 andfoetal distress performatrial of vacuum
extractionin the operating theatre, with everything ready for
symphysiotomy

/5 above the brim, with a total moulding score 23
and foetal distress, combine vacuum extraction with
symphysiotomyor perform a Caesarean Section

25 above the brim, with atotal moulding score of 62,
maybe 3, perform a trial of vacuum extraction in the
operating theatre, with everything ready for symphysiotomy
or Caesarean Section.

%5 above the brim, with atotal moulding score of4 or
possibly 5 and foetal distress perform a trial of vacuum
extraction in the operating theatre, with everything ready for
symphysiotomy or Caesarean Section.

%5 above the brim, with atotal moulding score of 62,
performa trial of vacuum extraction. If neszsy andf the
pelvis is big enough (you can get your finger between the
head andhe symphysis) perforna symphysiotomy.

35 above the brim, with atotal moulding score of>2
perform a Caesarean Sectiaimless you can get a finger
between the headnd the pelvic wall, indicating that a
symphysiotomy might be possible.

If the foetusis dead wi t h an i mpactd¥ed
above the pelvic brim and the cervix is Orcm dilated,
perform a destructiveraniotomy, provided you can get a
finger betweerthe foetalhead andhe pelvis.

If the foetusis dead and itshead is mobile or$¥/s above
the brim, get an assistant to push the head into the patvis
you perform a deructive craniotomy If this fails, and the
foetusis mobile enough in the uterus, see if you can insert a
balloon catheter into thi@etalrectum and apply traction for
a breech delivery2R.7). Only as a last resort, perform a
hysterotomy.

MENTO-POSTERIOR PRESENTATION.
If the foetus is alive and the cervix is fully dilated,
perform a Caesared@ection

If the foetus is dead and the cervix is fully dilated
perform a destructive craniotomy

A CONGENITAL VAGINAL SEPTUM (rare) seldom

causes trouble, because it usually quite thin, pushes to one
side, ad may never even be diagnosed during labour.
If it does cause trouble, but is thin, you may be able to

If uterine rupture is suspected but uncertain perform a
mini-laparotomy for inspection (see above)

If the foetusis alive andthe cervix is not fully dilated,
perform a Caesare&@ection

If the foetus is alive and the cervix is fully dilated
managemetrdepends on:

(1) the height of théoetalhead,

(2) the degree of moulding,

(3) signs offoetaldistress,

(4) the risks associated with needirfgrther Caesarean
Sections,

(5) the estimated size of tfigetus

divide it. If it is thick, perform a Casarean Sectign
and excise it latemaking sure the patierg not pregnant.

A VAGIN AL STRICTURE (quite common) caused by scar
tissue from a previous delivery, or of uncertain cause, feels
quite different from a cervix. If it is thin, incise latero
posteriorly on both sidesafthe 4 & 8 o'clock positions)
and let vaginal delvery proceed, andfterwardssuture the
incisions if they bleed significantlyf it is wide and fibrous,
perform a Caesarean Section
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AN OVARIAN TUMOUR OR A FIBROID
OBSTRUCTING LABOUR (21.6) Perform a Caesarean OBSTRUCTED
Section If there is an ovarian cyst or tumour, LABOUR BECAUSE
you can remove it athe same time a€aesarearsection
If there isa fibroid, leave itunless it has a thin pedicland OF TUMOURS
remove it subsequently if necessary.

N.B. Never try to remove aon-pedunculatedibroid at
CaesarearBectionas it will bleed copiously.

POSTOPERATIVELY AFTER A DIFFICULT VAGINAL
DELIVERY

An overstretched infected uterus will often not contract
properly after delivery. So there is an indication for active
management gblacental deliverythe 39 stagg, as well as
rubbing the uterusand the continuous use of IV oxytocin
after the placents delivered

Keep the patientin hospital for3-4days {-10days for a
symphysiotomy). Observéer carefully. Before she goes
home, make sure that she understands what operation she
hashad, and why it was done. This will be important when
she becomes pgeant again.

If there is a history of neglected obstructedlabour, Fig. 21-6 TWO TUMOURS OBSTRUCTING LABOUR.

examine her early in the puerperium for signs of peripheral A, an ovarian cyst. B, a cervical fibroid. If a patient has an ovarian cyst
nerve injury. She may fail to complain about sensory ortumour, you can remove it at CaesarearSection If she has a fibroid,
changes and weakness, so you will have to look for them. '\‘fg;’ﬁé;f‘;'isesxt'égﬁi 2;?3'%2%‘1‘8:?;2&?2&2&'Z‘éeiga’;e%sssi;y&ﬁs‘fr
If she hassensoy changes & weakness her legs, she has

an OBSTETRIC PARALYSIS, which may vary from mild
footdrop to extensive paralysis of her legs, including her
gluteal and quadricepsuscles. If you are not carefidhe

may develop contractures. So put her joiftotigh their

full range of passive movements regularly, and encourage
her relatives to do the same. If she has a foot drop, use a
posterior plaster splint to keep her ankle fully dorsiflexed at
night (32.11). During the day, typical high basketball shoes
make walking much easier. She is almost certain to recover,
but this may take 2yrs.

OXYTOCIN

Oxytocin is an invaluable drug for makinthe uterus
contract: (1) To induce labour.

(2) To accelerate labour.

(3) To stop bleeding after abortion or deliveAjways have
a secret cache of this drug so that you never run out.

The main dangers are that:

(1) The uterus may rupturd you admirster too much too
fast to amultipara late in labour. The sensitivity of the
uterus to oxytocin varies greatly. Early in pregnancy it is
comparatively insensitive; it becomes much more sensitive
later, especially ina multipara So in a pregnant patient
alwaysuse an IVinfusion, starting with a small dose. If you
do not get the effect you wantise more inincremental
doses After delivery, or during an abortion, this rule does

If despite infusion of large amounts of fluids
only <400m urine is passedin 24hrs, she is in renal
failure. Put her on an accurate fluid balance. Tikiserious,
but potentially curable. Early treatment will improve her
prognosis, so watch for.ifTry furosemide40-320mg V.

If this fails try dopamine if obtainable. Start with

. . not apply, and yoy can safalge a bolugjectionlV or IM.
2’? St 9 / kg /d mi rt1 Ih . I'n cane effece ha|3||treen S :(ﬁ ghé%j\n%lig? xgj/gen and nutrients to the foetus via the
a altned, s s usua y a placerita” will iha qlﬂg{e fkerine contractiongake too

long or are too frequentThe foetus might not cope,
even if there is a normal placenta. If, however, there is
already marginal lacental functiong.g.in the presence of
high blood pressure and/or growth retardation, the effect on
thefoetusmay be catastrophic.

Remember:oxytocin might kill afoetusif you do not
monitor its use properlyEvennormal contractions may be
too muchfor thefoetusif placental function is very pobr

(3) You canadd too much fluidat the same time when
infusing oxytocin IV, especially when you use oxytocin to
induce labour early in pregnancy, when you may need high
doses.So when yowse acalatingdoses avoid the danger

of water intoxication byusing 0.9% saline or Ringer's
lactate,not 5% dextrose

If labour was obstructed with cephalic presentation for a
long time (active labour forG6hrs) insert a catheter for
l4days it might just prevent dfistula. If one does devep,
keepthe catheteiin situfor at least 6wks.

The neonate has a greater chance of brain dam&agea
difficult delivery. This may be caused by:

(1) Direct trauma fromhe proceduretself.

(2) Lack of oxygen.

(3) Poor betal blood flow

Watch him carefully for signs of twitching, irritability,
or fever.
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The primigravid uterus is sufficiently insensitive for N.B. If there is absolute CPD do notuse a vacuum
oxytocin to be safe enough for midwives to give routinely to extractor, it will be ineffective and potentially dangerous
accelerate labouBut, wsing oxytocin to accelerate labour in  unless you combine it with a symphysioto(@.7)

multipara can be dangerousso only use itif you are (5) A need for haste because fofetal distresswithout or
experienced,and do not let your midwifery team use it  with only mild CPD.

unsupervised. (6) In an wnconscious patiene.g.with eclampsia, witmear

In Africa, the head is often high through much of the (8cm)or full cervicaldilationand a moderatsizedfoetus

1%t stage Speeding its descent with oxytocin iangerous (7) Failure to progress, or exhaustiam a 2" twin with a

for the inexperiencedf labour in a multiparais slow, and cephalic presentatigmvhen the cervixs closing down even
her previous deliveries were normal, she will probably if the membranes have been ruptured andoagtocin
deliver the presentfoetus eventually, provided héas a infusion is in progressThe height of the head does not
cephalic presentation. So it is likely to be safer to leave her, matter in this situation, provided you can get the cup on the
after examiningcarefully to exclude a browpresentation occiput. This is not easy because the head is often high and
than risk wpturing the uterus by usng oxytocin the flabby cervix and the cord of thé& fbetustend to find
unnecessarily. their way into the cup

Oxytocin is used otherwise in many situations: evacuation of (8) Prolapse of the cord mmultipara.
incomplete or delayed miscarriage (20.2), and retained (9) In combination with a symphysiotomy in order to control

miscarriage (20.4), inducing labour222), breech the delivery better and keep the head away from the
presentation 242.7), multiple pregnancy 22.10), tenporaily poorly supported urethra
and posfpartum haemorrhag@2.11).
Alwaysuse thaprotocol on the wad CONTRAINDICATIONS.
(1) Prematurity<36wks because of the risk of intracerebral
AVOID OXYTOCIN IN MULTIPARA haemorrhage.

(2) A brow or facepresentation.

(3) CPD, unless you combine vacuum extraction with
216 Vacuum extraction (Ventouse) (GRADE 1.3) symphysiotomy21.7)

(4) Foetaldeath

CAUTION! Do not applya vacuum extractor before full

or nearly full (8cm) cervicaHilation because iis usually
dangerous: the only exceptions are (5,6,7) abbwenotuse
it for delay late in thel® stage (21.3) (If this does not
respond to oxytocin, it is likely to be due to CPD
If (&) it has taken>3hrs to dilate from 7-10cm on the
partograph,
or (b) the fundal height is >40cm (suggesting a large
baby), expect difficulty.Performthe vacuum extraction in
theatre, and prepare f@aesareaection

You will find a vacuum extractor invaluable, so if you are
notalready using one, you mugt!properly functioning one
will save many motérs and babiest has many advantages
in the confined space of tktwmmonlysmallpelvis of many
women seeim many lowincome communities.

Unlike forceps, the vacuum cup takes mp extra space
beside the head in the birth canal, and it is difficult to
injure the mother seriously. Thioetal head can rotate
spontaneously at the optimum level, and if it is not
flexed enough, vacuum extraction will ofterleX it.
Most importantly, a vacuum extractor is less likely to
damage thdoetal brain than forcepsThe indications for its
use in a hospital are somewhat broader than those in a healt

centre. ) . . :
N.B. Always determinghe position of the head relation

N.B. Make it a habit to clen and grease your (manual) h ic bri o heischial spinesif th Vi
vacuum apparatus weekly. Machines which do not function .tOt epelvic brim, anchot totheischial spinesit the pelvis

at the critical moment might kill babies and even mothers. is shallow and there is much caput, you may be able to feel

g ; it belowthe spines before it is engaged.
If somebody offers donations to your hospitgk for extra ! ,
cups (preferably the model Bird type, including one (3) The head m(ljs; descermf atffleast move somewhaith
posterior cup) and tubing so that you have a few autoclaved contractlo?]s aﬁ e?mglng € orts.h h . .
packs ready, particularly over a long weekend. Invest in the (4) YOu should preferably know where the occiput is,

best qualityithere are very poor quality sets on the market because traction will be more effective if you can put the
Before you starpplying the cup to the head, try it on you cup thereThisis often not that easy and sometimes you are

gloved hand first to see if there are any leaks forced to put the cup at the lowest point. An ultrasound
' might help if you are notsure, to locate théack ofthe

INDICATIONS. occiput(21-7).
(1) Delay in the 2" stage of >1hr in a primigravida,
and 30nins in a multigravida, especially delay caused by
malrotation of thedcciput.

(2) To reduce maternal effort if\womanhas cardiac failure
gestational hypertensipor exhaustion

REQUIREMENTS.
h(1) A cephalic presentation.
(2) Thefoetalhead must bé&}/s abovethe pelvic brim.

If a bimanual examination indicates that the head is
wedged solidly in thepelvis, and you are unable to rock

it up and down at all, then a vacuum alone is unlikely to be
successful. It there is severe moulding >4, you will need to
(3) To minimize the strain on a scarred uterus. add a symphysiotomy at least. However, seeingfdie¢al

(4) Relative CPD due to deflexion and malrotation of the head in theintroitus_ e_specially betweenontractions is a
head good reason for optimism.
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WHERE TO PUT THE CUP 21.7 Symphysiotomy(Pelvic release)

Cuttingthe symphysis allows the two halves the pelvis to
separate -3cm. This increases its diameter bys-@Bcm,
which is enough to overcome mild or moderate CPD, and so
avoid CaesareaBection After delivery, its circumference
remains wider by aboutBcm, ad its diameter by about
0Bbcm, so thatthe next deliveries maywell be normal.
Symphysiotomy is thus particularly valuabletlife mother
expectsa large family. Moreover, having a scar on the
uterus is hazardous if the next delivery is not guaranteed to
happen in a welequipped and staffed hospital.

This is an invaluable operation which needs to be reinstated
and given its proper placa obstetric practice in poorly
resourced entres.

forward

The reasons are clear
(1) Unlike CaesareanSection especially with unskilled
anaesthesia, it is never fatal, and seldom produces
complications, particularly serious ones.
(2) It does not leave womanwith a scar irthe uterus which
may rupture if she does not deliver in hospital when she is
Leave the cup on long enough for caput to pregnanthe next tll"_ﬂe._ . .
be formed inside it before you start pulling (3) It may saveherlife if she delivers in a health centre and
cannot bespeedilyreferred.
Fig. 21-7 WHERE TO PUT THE VACUUM EXTRACTOR CUP. (4) Retrospective  studies show quite clearly that
You will find a vacuum extractor invaluable. Attach the cup as nearly symphysiotomies are less dangerous for the women involved
as you can over the posterior fontanelle or jusa little in front of it. ard very prolably the baby alsoWe encourage you to
METHOD investigate this, since, like the destructive operations,
it is one of the few practical procedures which might really
alleviate maternal mortality from obstructed labour.
Symphysiotomy has fallentio disreputen rich countries of
the world where CPD is uncommon, where trends are set,

Co-opention from a woman who is fully conscious is
desirable, but not essentiatzood uerine contractions,
which mear3-4 every 10mins lasting >40seage the norm,

but not essential (as in the case of an unconscious patient). d h book terb
With an uncooperative patient, use ketamine. an where most = 1eXiDooKs * are witielmecause

N.B. An oxytocin infusion in the absence of good gynaecologists  stopped  performing  the ~operation.
contractions may caudeetaldistress There it is rarely used and then mainly for shouttietocia
' But, in countries where CPD is common, symphysiotomy is

excellent when used properlyaé is the case foany
procedure) for obstructed labour

There is no doubt thatf CPD is marked, avomanneeds a
Caesareassection The skil you needs to recognizevhen

this is mandatory You will not need to make a
symphysiotomy very ofteriput there are hospitals in Nigeria
where it is performed more often than a Caesarean Section
and the patients prefer a symphysiotomy if given a choice
You will find that deciding when tperformone needs more
judgement than deciding when foerform a Caesarean
Section If a symphysiotomy failsyou can stillperform a
Caesareaection but you should look upon this as an error
of judgement, and trytdo better next time.

In many countries there is resistance from the
medical/gynaecological/midwifefyolitical establishment to
symphysiotomies. If you have to prove your point, it is
therefore better to start with a very solid indication,
viz.a woman who is feverish, has been in obstructed labour
for hours, and has a livieetuswhose head is lown these
circumstances, &aesarean Section is very dangerous and
might be impossible to organise within the 30mins before
thefoetusdies.

Use 3 pulls, the first to dislodge tHeetal head from its
arrested position, the second to bring the head toehécp
floor, and the third to deliver thfeetus or at least make the
vertex visible at théntroitus.

Pull during contractions combined with maximum straining
and keep traction maintained in between to prevent the head
from retreating between contraat&/pushing efforts.

N.B. There are situations where you use vacuum
extraction to prevent strenuous pushiegy.when there is a
scar on the uterus,maternal cardiac abnormality
hypertensioror fear ofmaternalkerebral haemorrhage.

Sometimes you know that a little harder pulling could
deliver the baby, but you also know that the cup will then
come off. If you think that is the casé is quite legitimate

to get an assistant to push on the fundus. Centliaations

for this fundalpressure are a scar in the uterus and perhaps
an extremely enlarged spleen.

It might be advisable to insert the local anaesthetic for a
symphysiotomy (21.7) before the vacuum extraction, in case
it fails.
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On the other hand with the stuck aftercoming head in a
breechpresentationa shoulder dystocia or a failed vacuum
extraction, it will take only 15mins to execute your first
symphysiotomy slowly and methodically. If all goes well
that might be a watershddr introducing the value of this
procedure

If you have sufficient helpersslayour staff to prepare for a
Caesarean Section, but get on with the symphysiotomy in
the meantime!

A
SYMPHYSIOTOMY
B you can feel
this depression
. . hyaline
fibrocartilage cartilage
labium minus urethral orifice inferior
labium majus vaginal orifice E;:::em
D

position of
urethra
(pushed to side)

position of
clitoris

catheter

Fig. 21-8 SYMPHYSIOTOMY. A, position of the symphysis on tk
anterior abdominal wall. B, position of the symphysisi relation to the
clitoris. C, structures to cut. D, ncision in relation to the urethra
pushed laterally, and the bladder. E, stuation in shoulder dystocia.
After Rust RE Hirschler RA Lennox CE Emergency Symphysiotomy for
trapped head, Trapal Doctor 199;22(2):71-75

SYMPHYSIOTOMY (GRADE 2.1)

INDICATIONS.

Mild or moderate CPD associated with any of these
problems, most of which are interrelated:

(1) A failed trial of vacuum extraction even after applying
fundal pressure. This is the most common indication.
It is difficult to be sure that vacuum extraction won't work
without having a try! A difficult vacuum extraction may
succeed, bt only after prolonged traction and the risk of
damaging the baby. Symphysiotomy will make delivery
easier and safer. At the strategic moment, preferably before
there are any signs ofoetal distress, it is ideal.

If the indicationsare right, it is better than Caesarean
Section, and it avoids a difficult vaginal delivery.

(2) Neglected obstructed labour with a livéoetus

If the foetal head is deeply jammed into the pelvis, perhaps
with caput visible at the vulvaymphysiotomy will be safer.

If you try to perform a Caesarean Section, thetal head
will be difficult to deliver, and cause a laceration of the
lower segment into the large vessels or deep in the cervix or
even into the bladder.

Moreover, there will ien be an infection at this stage and
by opening the uterus, infected material contaminate the
operative field including the peritoneal cavity.
The wound in the uterus and the abdominal wall is likely to
become infected. An infected uterine incision ilely to
result in a weak scar.
(3) A woman living in an isolated location, who comes late
to hospital, and who is likely again to present late with the
next delivery, and especially whofsetal outcome is likely
to be poor.She may subsequently be teeghtto deliver at
home with fatal consequences, about which you will hear
nothing. If she has a symphysiotomy her pelvis will be
somewhat larger and there will be no uterine scar.
(4) Mild or moderate CPD with a liveoetus particularly in
a primigravida, when théoetal head isY/s or %5 above the
brim, and is too tightly held for vacuum or low forceps
alone.
(5) To deliver the arrested aftercoming head of a breech
presentatioriif you are quick) or a shoulder dystocia.
N.B.Never do this as your® eversymphysiotomy.
(6) Extreme anaemia when there is no blood available or the
patient is
(7) When there is a long lag time between taking the
decisionto perform a Cagarea Section and actually doing
it, especially if this delay might kill mother and/or child.
Moreover the longer the waiting list is for Caesarean
Sections, the more likely it is that somebody else will die
who is even later in the queue.
(8)In a health cetne, where a symphysiotomy is an
emergency delivery method, thusecuring a live baby,
when referral is impossible.

CONTRAINDICATIONS.

(1) Severe CPD.

(2) Malpresentations, with the exception of the aftercoming
head of a breecl22.7).

(3) Foetal death if there is minor CPD and a
symphysiotomy would be feasible, acraniotomy will
likewise be possiblef there is no CPD aymphysiotomy is
unnecessary. Only in very exceptional circumstances would
a symphysiotomy be an option with CPD &oétal death
when a woman is highly likely to have CPD in the next
pregnancy and she is very unlikely then to deliver in hospital
next time A larger pelvis after the symphysiotomy for a
dead baby could help with the next delivery.

(4) A complete family when thepatient would like a
sterilisation. The chances are that there will be fewer
combined obstetrical problems now and in the future if a
tubal ligation is performed together with a Caesarean
Section.

(5) Abnormalities ofthe maternalpelvis orlegs.

(6) A large foetus >4kg as estimated by the fundal height
being >40cm (who is too big to deliver by symphysiotomy),
or <2T5kg (who does not need
(7) A foetal head which remains®s above thepelvic brim
after rupture of the membranesg. in hydrocephalu@2.6).
Relative contraindicationare:

(8) Severe obesity

(9) Previous gmphysiotomy, or

(10) Previous VVF repair.
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If you have the opportunity, see what happens to a cohort of women who Puyshthe point of the still vertically held blade about 1cm

delivered by Caesarean Section and who could have had a symphysiotomy ; ; ; oid
instead. Record the complications, and not only those around the index deep in the space between the pUbIC bones (m th{p

delivery but also from subsequent deliverissy over the next 10yrs. between the su.perior.and inferior margins) with ¢hﬁin9
Such a study in your region will probably show that many women who had edge of the knife facing dowrwards In order to avoid
a Caesarean Section, but could have had a symphysiotomy for failed damaging the vagina, or urethra (which you are pushing to

vacuum extraction, or for failure to progress foetal distress in the the side with your index finger of your naominant hand)
2"d stage, die of complications of a subsequent delivery or become infertile ’

because of postoperative peritonitis. There will then be evidence to StOP cutting downwards, but swing the blade towards you,

challenge inappropriate use of Caesarean Section in your region. so that youare now cuttingipwards (away from the vagina).
The fibres of the wupper part
METHOD fulcrum for the blunt part of the end of the blade.
Check thecervical dilation, the descent and position thfe The sharp part of the blade will cut the fibres of the lower
foetal head. At this point decide if symphysiotomy is part of tte §ointd you will feel them @ving way as they part
indicated or not(Symphysiotomy is normally done at full  under tension.
dilation, but you can do it when there is still a 1 or 2cm ring The skin isusually so flexible in this area that the skin
of cervix). incision will only be enlargeda little because of ik
If the foetal head is /s above the pelvic brim, manoeuvreOnceyou have cut the fibres of the lower part of
a symphysiotomy is unnecessapnless combined with a  the §oint§ taking care never to go beyond the arcuate
failed vacuum extraction ligament (which arches across the inferior aspect of the
If the foetal h e ad 2 sbovedthe pelvic brim, symphysis) withdraw the knife hold it again vertical and
symphysiotomy may be indicated. rotateit in such a way that the belly of the blade is now
If the foetal h e ad 3 abovedthe pelvic brim, facing upwardsReinsert the knifethrough the stab wound
try to insert a finger vaginally betweehe foetal head and and now swing the bladaway from you thereby cutting
the pelvis. If your finger passes too easilgymysiotomy is the fibres near the superior margin of thigintd

unnecessanyif it passes with difficulty, symphysiotomy is ~ When the§ointd is almost divided, it will begin to open
indicated. If it does not pass at all, CPD is too great, sometimes audibly2cm k ideal, it shouldhever open >&m.

soproceed to Caesarean Section Often, though, you will not have cut enough fibres and will

Listen to thefoetal heart to make sure thtite foetusis alive. have to divide some more. The best way to do this, keeping

Place the patient ithe lithotomyposition your nordominant finger in the vagina pushing the urethra
CAUTION! Find 2 assistants and ask them to support away from the midline, is to insert the bladeiagander the

each ofthelegs, so thathe abduction angle betweenthetwo s ki n i n the &é6jointoé but keepi

upper legs is at maximum 9Qeach upper leg #angle with the belly of the bladen@t the point thoughagainst the tense

the horizontal) This must be their only job; they must do fibres.Do not make a sawing motiphut you can move the
nothing dse. If they allowthelegs to flop apart, the fibres of  handle up and down somewhat in a 20%king adion

the sacroiliac joint may rupture, anithe patientwill have agains pressure of your finger in the vagina. Gentle pressure
much postoperative painand maybe pelvic instability usually suffices.

You will value these assistants anyway, even if you have

reliablelithotomy poles, to prevent too much abduction. If you cut 90% of the fibres that is enougtip not be
Palpate the bony margins of the symphysis pubis. Infiltrate per suaded t o cut more in the
the skin and subcutaneous tissue over the symphysis and thebecause it is more difficult to dislodge the proximal urethra

6] o betwieén the pubic bones with -183 ml of 1% and bladder base in this arealternatively, when nearly
lignocaine with adrenaline. Infiltrate sal the area for an through the fibresuse the top ofyour thumb through the
episiotomy with the remaining LA in your syringe. wound as a wedge to foropenthe Gointéso that the knife
Although normally a vacuum extraction does not stays far away from the vagin@l his works well, although

automatically mean an episiotomy, it does with a yourthumb will be someWwat tender for a few days
symphysiotomy. By controlling the descent of the head and  N.B. Sometimes th&ointdis not completely vertical and

keeping it away from tharethra, you will prevent a tear you have to hold the blade aiming somewhat out of the
Clean the skin and wvulvawell with betadine or midline (therefore not completely vertically down).
chlorhexidine.Insert a stiffcatheter.You may need to push Be careful not to do exert too much rotatifaggce on the
the foetal head a littleto pass the catheteApply the handle (clockwise or anticlockwisd)ecause you could
vacuum extractor. wrench the blade out of the handiebreak it. However it is
Placeyour index finger(do not use two fingers, because the usually easy to retrieve largeblade
urethra tends to slip between theof) your nondominant N.B. Often thegointdopens suddenly and the head comes
hand inthe vagina, to displace the catheter the urethra down very fast and it is a struggle to apply the vacuum and
away fromthe midline. performan episiotomySo it is better to apply the vacuum
CAUTION! You mustdisplacethe urethra, or youmay before the symphysiotomy
cut it. Thiscould be a rajor disaster! You will find anyway that most of your symphysiotomies
Use a large blade, preferably a solid knife, so that the blade will be done after dailed vacuumlt is very difficult to be
does not come off or breaklake a 2-3cm incision inthe sure where there is ra indication for symphysiotomy

skin and subcutaneous tissue aWgrsymphysis pubis in the that an extraction will fail. It is better to perform the
midline. Then holdthe knife vertical, and find the exact episiotomy as late as possible becatkere might be
posi t i on o f(This yoeshodlfhavie fot¢aied when significant loss of blood with greater chance of HIV
you injected_A). exposure
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CAUTION!
(1) Always keepthe urethra to one side with your
nondominanthand.
(2) Do notcut abovethe symphysis pubifiecausehe uterus
or bladder may be protruding there
(3) Do not cut below the symphysis pubi;m case you
damage the clitoris.
(4) Neverperform a symphysiotomy withaart episiotomy
(5) Make sure the legs of the pati are held firmly in
position, and strapped together before moving her from the
delivery bed.

If you have operated on the right indicatiotise mother
will deliver easily usually after bearing down with
1-2 contractions.

CAUTION! Do not apply delivery forceps after
symphysiotomythey may stretctthe sacroiliac jointtoo
muchor damage the initially poorly supported urethra

If the incision continues to bleed suturethe subcutaneous
tissue,and skin with 12 vertical mattress sutures. Lie the
patient on her sideand press on the wound for 5mins

Leave a selfetairing catheter in place foas long aghe
patientis immobile because lifting the buttocks on a bedpan
will be painful. Normally after @ys whersheis able to sit

on the side of the bed, remove the cathepeovidedthe
urine is not blod-stained. The sual cage of this is
obstructed labour or a balloon blown up still partly in the
urethra because thHeetal head prevented it being passed all
the way in the bladder.

If the indication was for prolonged obstruced labour
(>6hrs), the patientis at risk ofdeveloping a fistulaso
leawe the catheterin situ for 10daysto try to prevent tlis
from developing oto help a tinyfistula close completely

Apply a stretch bandage around the knees fodags
Allow walking with the help 6 a chair frameor trolley as
soon as thelegs can move independently without pain
(usually 72hrs) Some patients can do this easily, others,
especially the heavier ones, fail to walk until tHe7% day.
Removesutures on the '7day. Most patients arevalking
well, and fit for discharge, on the ®.@ay. There is no need
to bindthe pelvis the symphysis will healeavingthe pelvis
larger that it was before.

DIFFICULTIES WITH SYMPHYSIOTOMY

If spontaneous delivery does not occurpull with the
vacuumextractor. Use oxytocin with the birth of the anterior
shoulder or very soon aftebecause rainfected, exhausted
uterus tends to contract poarlgo there is then a risk of
PPH.

If the wound shows signs ofocal infection, useampicillin
or chlorampheicol, which are not passed through breast
milk as are tetracycline or sulphonamides.

If there is postoperative fever suspect urinargr puerperal
infectionbecause of prolonged labour, or hoth

If urine does not pasavhen the catheter is removed on the
39 day, replace it and trggainon the 5' day.

If there is incontinence of urine it may be:

(1) stress incontinence which happens often in the first
weeks after operation but will usually recover spontaneously
within 3months or

(2) evidence of a fiwla. In this case, keep the cathetar
situ: it might close or at least the hole might become
smaller. However, check that there is ndh fact alarge
fistula keptopen by the catheter balldon

If, later, she develops chronic pain & discharge,

she has chronic pubic OSTEITIShi§ is rareandtreatment

is difficult; use NSAIB;, and rarely antibioticslt probably
only occurs when the incision involves bone, so keep strictly
to the midline in the fibrocartilage of the joint.

If the patient hasdifficulty walking with an uneven gait,

this may well be because her hips were not held firmly, and
the sacral ligaments were stretched or disrupted. A corset is
rarely required, but active physiotherdpyecessary.

If you injure the ur ethra, see21.18.

218 Destructive operations

For an obstructed labour with a dead baby a destructive
operation is usually better than a Caesarean Section.

These operations are sometimes said to be old fashioned,
and to have no place in modern obstetrics.-fa&hioned
perhaps, but they have some useful features:

(1) They need few instruments and only simple anaesthesia,
so that they can be done in a health centre where a woman is
first seen. If she cannot befeered, they may save her life.

If referral is difficult, they avoid the risks and delays of a
long journey.

(2) They leave the mother with an intact uterus, which will
be less likely to rupture if she has a home delivery the next
time.

(3) If there is already infection present, they are less likely
than Caesarean Section to spread the infection into the
peritoneum.

(4) Hospital stay is shorter.

The case for destructive operations is strongest in
communities where a woman is marriedwgoung. She
may not be fully grown when she first becomes pregnant, so
that the pelvis is small and the first labour obstructs.
The pelvis will continue to enlarge until she 18yrs,

so, if she delivers vaginally ith the first pregnancy,
the laterdeliveriesmay bepossible vaginallywithout the
risks of scaring the uterus. Besides their distasteful
messiness, the main argument against these operations is
that, in inexperienced hands, they areléaio be even more
dangerous than Caesarean Section. This is unlikely to be
true, if you follow the instructions carefully!

To those who decry them, we reply that as long as there are
fistulae resulting from neglected obstructed Ilabour,
symphysiotomy andestructive operations an®tobsolete.
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If your maternity staff are not familiar with these
procedures, explain their indication and benefit carefully. FETAL CRANIOTOMY
There are several types of destructive procedures, each with f

its own indication: '
(1) Craniotomy,

(2) Decapitation,

(3) Cleidotomy(cutting the clavicles)

(4) Thormcoabdominal evisceration (orrdryotomy)

A transverse lie requires decapitation, and often evisceration
also, which is more difficult than craniotomy; but even so,
it is often wiser than Caesarean Section, which is

particularly dangerous for an infected neglected transverse '

lie. If the shoulders
are large, you
may have to cut

INTRA-UTERINE FOETAL CRANIOTOMY the clavicles
(GRADE 2.3)

INDICATIONS.
(1) For a cephalic presentation, all the following conditions
musthold:

(a) Foetaldeath.

( b ¥/ (@if you are experienced) of tHeetal head must
be above the pelvic brimlhefoetalhead must be impacted.

¢ O7cm cervical dilation, |

(d) No uterine rupture, present or imminent

N.B. If a multigravida has been in labour for a long time,

the lower segment will be very thin, and if it is tender and
distended, it isextremelythin. Any destructive operation,
except pushing a needle into a hydrocephalic head,
will rupture the uterus.
(2) For a breech presentatio22(/) when a normal or
hydrc ephal i c aftestuwckbmi ng head

Use any pair of
large forceps

PREPARATION. Always perform a destructive operation in
the theatre with a laparotomy set ready for immediate use.
You need this, eitheimmediately instead of a destructive
operation, if you find that the indications are unsuitable,
or immediately afterwards, if you discover that the uterus .
has ruptured. Fig. 21-9 CRANIOTOMY AND CLEIDOTOMY.
Confirm foetal death. Set up an IV infusion, take blood for  For an obstructed labour with a dead baby a destructive operation is
crossmatchirg, and administer pethidine 50mg and usually better than a CaesarearSectionor symphysiotomy.
diazepam 10mg IV with  chloramphenicol g,1 Kindly contributed by John Lawson.
benzylpenicillin 5MU.
Use the lithotomy position, and clean and drape the vulva
and perineum.
Infiltrate the perineum with 0.5% or 1% lignocaine.
Catheterize the bladder. Ask your assistant to hold 1 or 2
Sims' specula in the vagina so that you can sedottal
head well.

CAUTION! Ask another assistant, standing on a footstool
if necessary, to steady tleetal head by fundal pressure so
that the foetusis not pushed upwards when you operate on

Put your fingers througthe cervix to rest againghe foetal

skull. Check that thdoetal head is wedged in the pelvis, or
stabilized by your assistant.

Push a closed pair of strong pointiedceps(e.g. Ko c her 6 s)
or, better, Simpson's perforatorto the skull through the
cranium

For a face presentatiopgerforatethe foetal hard palate or
thefoetalorbit.

Ensure that the tip of the instrumaatat the centre ofhe

the head. gcﬁ:]aillsskull. You may have to withdraw it a little to be sure
METHOD Stabilisethe instrument well so that it does not slip off the

skull and damages the moth&/hen you are 80cm irside

N.B. For a hydrocephalic head, you only need a large bore the skul] open the instrument and rotate it 360° to break

camula to drain off the fluid for the head to collapse.

(You can do this through t tﬁgwn%eqi?pﬁa‘etr ést ha]bg”omtiI nal dtwall |
guidedby ultrasound, if the presentation is not cephalic) emove e instrument while Stll partly opened to eniarge

the hole.Brain tissuewill flow out from the perforation
thefoetal skull will now collapse.

417



41¢

Remove any loose piecessifarpbone. Attach 3r 4 strong
forceps tahefoetalscalp and the remains thfe foetal skull.
Pull on them and try to brinthe foetal posterior fontanelle
under the symphysis. If sharp edges of bone stick out,
protectthe vagina witha Sints speculum

Wait until there & a contraction. Hold th@ pairs of forceps
together, and pull and twistThe collapsed foetal head
should nowdeliver. Sometimes descent does not go very
fast; instead of struggling impatiently and panicking it is

INTRA-UTERINE FOETAL DECAPITATION
(GRADE 2.5)

INDICATIONS.

For a transverse lie, all the following conditions must hold:
(1) Foetaldeath.

(2) Atransversdie.

(3) Cerviecml dilati
(4) No uterine rupture present or imminent.

on O8

better to connect a strong traction rope to the handles of the PREPARATION. As for caniotomy above.

instruments andonnect that to a weight of3kg over the
foot end of the bed and obserfor 20mins The foetal body

will follow. If a piece ofthe foetal skull pulls off, reattach
the forceps taking a deeper bite of skull closer to its base.
Make an episiotomyif indicatedand deliver the remains of
thefoetalhead.

CAUTION!
(1) Do na include folds othevaginal wall or cervix
(2)Use a good light and a large Sims' speculum,
to make sure you grasp orthye foetal skull.

If delivering the foetal shoulders is difficult, put a hand
behind the foetus and try turningit through 90 or 180.
Then try deliveringhefoetalshoulders again.

If you cannot bring down the foetal shoulders by
turning, bring downthe foetalarms one by one. Put a hand
behind the foetus in the vagina and feel forthe foetal
posterior arm. Gently pull it dowo notworry if the arm
breaks, butlo notdamagehevagina

Then turnthe foetusthrough 180 and deliverthe other arm

in the same way. Delivery should now be easy.
Alternatively, cutthefoetalclavicles (cleidotomy21-9).

TRANSVERSE
LIE

Fig. 21-10 A TRANSVERSE LIE.

A, if a community health worker meets this, advise her to refer the
patient to you urgently! B, a shoulder presentationwith a prolapsed
arm. (1) The incision for decapitation,for a dead foetus,leaving the
head attached to an arm. (2)Do not try to remove an armleave it
attached to the head or the body, to help you to bring these down.
A, dter WernerD. Where there is no DoctoHesperianFoundation1978;
B, after Howie B High Risk Obstetrics, Macmillan,1986 with kind
permission.

METHOD
Put one hand intthevagina and suppothefundus with the
other.Measure the cervicalilation. Examine thecondition
of the lower segment; explore it as far as youn eeithout
using force.
Assess the exact position of tfaetus Which ofthe foetal
arms have prolapsed? Where exactlythefoetalhead and
neck, chest, abdomen, and back&n you reach théoetal
neck easily?

CAUTION!
(1) Do not try an internal ‘ersion without doing an
evisceration firstyou will rupturethe uterus.
(2) Do notattempt decapitation, or evisceration, throule
vagina ifthe foetusis still high inthe birth canal you will
not be able to protetihevaginal wall and cervix adequately.

Bring afoetalarm down or pll on aprolapsed arm with one
hand, andapply a weight connected to the arm; if you can
bring the foetus down even a little,the operation will be
much easier and if it is a prematuietus this will often
achieve spontaneous deliverl! also preventsthe foetus
being pushed upwards by your handtie uterus,prevents
the distended lower uterine segnent being stretched,
and brings the foetal neck lower which you camow feel
with your other hand~eelhow large it is, and how easy it is
to put a fingeraround it. If the foetus is small and
macerated, you can usually dhe foetal neck with strong
ScCissors.

If it is larger, usethe BlondHeidler or Gigli saw
(or equivalent21-110). If you do have to usa saw, fix the
thimble (21-11A) to it and put this on your riglimdexfinger
(21-11A). Pass the thimble ovehe foetal neck, and down
the other sidg21-11B). If this is difficult, becase there is
little room betweenthe foetal neck, head, andchest, try
putting the saw ovethe foetal neck and undethe arm.
(21-10B: tis has the advantage of making delivery of the
head easier, simply by pulling on the arn®y improvise a
smaller thmble by fixing something elssuch as a piece of
wire, to the end of the saw. Remove the thimble, and fix
handles to each end of the saand cover the saw with
rubber sleeve®1-11C) Keep the handles close together, so
that the vagina is not injured. Protect it witihe speculim.
Cutthefoetalneck with a few firm stroke@1-11D).

CAUTION! Hold the handles close togethetherwise
you might laceratéhe uterus or vagina

To deliver the foetal body, pull on thefoetal prolapsed

arm, protecting the vagina from any jagged pieces of bone in
thefoetal neck.
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DECAPITATION

if there is no rubber
on your saw, cut
& place like this

thimble

Blond —Heidler
saw

rubber tube

Fig. 21-11 DECAPITATION FOR A DEAD FOETUS will leave a
woman with an intact uterus, which will be less likely to rupture if she
delivers at home next time. Cut throughthe foetal neck with a Blond
Heidler saw. A, push the thimble roundthe foetal neck. B, pull the loop
of the thimble down the other side othe foetal neck. C, saw through it.
D, removethe foetal head with forceps. Pieces of rubber tube cover the
outer m of each end of the sawKindly contributed by John Lawson.

To deliver the foetal head put a hand in the vagina, and
turn the foetal head so that the neck points downwards.
Grasp the stump of thieetal neck with large forceps, and
put a finger in théoetalmouth. Then deliver thivetalhead,

as if it were the aftercoming head of a breech.

This will prevent the stump from injuring the birth canal.
If the foetal head is very large, you may needperforma
craniotomy. If you delivered thi®etal head first, deliver the
foetalbody by pulling on the other arr®o nottry version

the cutfoetalneck might lacerate the uterus.

If you are using scissorshook one or two fingers round the
foetal neckand pull it down. Ask an assistant to protect the
vaginal wall with 2 specula. Gently pull tHeetal arm.
When you do this, you will feel thipetal neck. Try to see
what you are cutting with each cut, because you could
otherwise easily cut theterus or bladder. Cut thimetal
neck a little at a time, then deliver tfeetusas before.

CAUTION! Do notcut if you cannot see tHeetal neck
After each cut, pull on it. It will come a little further down
with each cut until you have tright through.

INTRA-UTERINE FOETAL EVISCERATION
(GRADE 2.5)

INDICATIONS

For a transverse lie wheahe foetalneck is difficult to reach,
but the foetalbody is well downpr after decapitatioiif this
fails to effect delivery

PREPARATION As for craniotomyabove.

METHOD

Ask your assistant to pull othe foetal prolapsed arm, and
find thefoetalaxilla. Protecthe vaginal wall with2 specu&
Grasp thefoetal abdominal wall with strong long forceps,
and wth strong scissors rka a large opening ithe foetal
abdomen. Put one or two fingers into the opening and
remove allthe internal organs. Make sure you remabe
liver, heart, and lungs. If necessary perforétte foetal
diaphragm withthe scissorsNow reassess the situaticand

try whichever of these manoeuvres seems best:

(1) Put two fingers behindhe foetal pelvis and hookhe
foetalbreech down.

(2) Inflate the balloon of a Foley catheter placed infuegal
pelvis with 5660m and apply traction (as in a breech
presentation22.7).

(3) Grasp a leg or foot and bring that down.

(4) Try to bring the foetal neck down for decapitation by
pulling onthefoetalarm.

(5) Divide both clavicles (cleidotomy) to reduce the \widf
the shoulders of a large dead baby. Use long scissors to
make a small cut in the skin of theetalneck. Through this,
guided by the fingers of your other hand, feel inside the
foetal skin, until you can divide a clavicle between the tips
of the operd blades of the scissofBhe ends of thdoetal
clavicle will then overlap and narrow tHeetal shoulders.
Be sure it is thdoetal clavicle and not the spine of tieetal
scapula that you are cutting

Or, finally,

(6) Separatethe foetal prolapsedarm atthe shoulder. Push
the embryotomy scisso(49.2) throughthe foetal axilla and
divide the internal structures from insidthe foetal skin,
while keeping your other hand betwette foetal body and
theuterus, as a constant guide. Finally, dividefoetal skin
and superficial tissues under direct vision, and deltier
foetusin 2 halves.

DIFFICULTY WITH DESTRUCTIVE OPERATIONS

If you have difficulty delivering the foetus try to visualize
carefully thefoetal lie and identify its anatomy. Ultraand
may help. Remember, there is usually no rush to perform
this procedure.

POSTOPERATIVELYAFTER ADESTRUCTIVE OPERATION
Remove the placenta manually, and immediately feel for
tears ofthe uterus and lower segmemdminister oxytocin

IV asthe foetusis delivered. Checlthe uterus by feeling
inside it to make sure it has not ruptured. If it,l@erforma
laparotomy and repair i2(17). Checkthe cervix, vagina,
and vulva for tearsand repair then2(L.15).
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If the uterus is not well contracted set up anV oxytocin
infusion with 5-20U in 500M. Continue the salinefusion
for 24hrsas well as perioperative antibiotics

Monitor for:

(1) Postpartum haemorrhage in the first 24hrs.

(2) Acute urinary retention in the first 24hrs.

(3) Infectionof thegenital tract after 24hrs.

(4) Infection oftheurinary tract at 710days.

(5) Afistula 21.18).

If the foetal head has been impacted inthe pelvis for
many days leave aurinary catheterin situ for 14days.
This will help to prevent a fistulaHowever, dstructed
labour with a transverse lie doest cause pressure necrosis
of the vagina

CAUTION! After any destructive operation, be sure your
assistant wraps up théoetus immediately on delivery
Try wrapping it in such a way that the mother can still see
the face if she wishes, without expositite débrisof the
operation This will help her in the grieving process more
than simply disposing of the deéaktus In some cultures,
the family may wish to bury thefoetus with all due
ceremonyBe careful that you respect such traditions.

AVOID CAESAREAN SECTION
WHEN THE FOETUS HAS DIED

219 Which kind of CaesareanSectiorf?

Caesarearsectionis the commonest emergency procedure
after episiotomy and evacuation of retained products of
conception carried ouin a district hospital. If you are
inexperienced it will also be the one which you will be most
frightened of doing. In unskilled hands it is often fatal,
asareallt of:

(1) anaesthetigelated problemsuch asobstruction of the
upper airways and the inhalation of gastric contents, spinal
shock or ventilatory paralysis and overdose,

(2) haemorrhage, often related to inexperience or technical
problems after earr operations,

(3) sepsis.

There are severatethodsf Caesareafection
(1) Lower segment through a transverse incisi¢@1.10)
It has long been the standard operation because:
(a) a scar here rupturd® times less often than the scar
from a classical incision,
(b) when it does rupture it does so less dangerously,
(c) the incision in the uterus heals better,
(d) the danger of spreading infection is reduced,

There arestill some problems, though

(a) A lower segment operation needs more skill.

(b) It is still dangerous if there is intrauterine infection,
although less so thahe classical incisian

(c) You may injure the bladder.

(d) Bleeding from the ends of the incision is more difficult
to control, especially if there are lateral extension tears,
as may happen if the lower segment is thin and distended,
or thefoetusis an awkward position, as in a transverse lie.
These tears may bleed severely, and in trying to control
bleeding you may tie or cut the ureters.

(e)You may find it difficult to extract a distorted
presenting part through aver ssgment incision, and tear
the uterusas you do. This tear will be dangerous, and the
only way to avoid such, is to extend it. If you can do this
curving the incision upwards at the edges, well and good;
otherwise you may have to resort to a T incision,civtdoes
not heal well, and is a very bad incision to have to make.
So only make the standard transverse incision if it is safe.

(f) The risk of spontaneous rupture iswi but not
insignificant at 1%.

Because of these dangers, we desdibther methods
(2) Transverse dassical through a transverse incision low
in the upper segment. This is occasionally needed if there is

(a) a transverse lie,

(b) a contraction (Bandl's) ring,

(c) a very vascular lowesegment, with many thick veins

(d) a placenta praevia (20.11),

(e) a poorly developed lower segment especially if it is a
premature delivery, or

(f) a uterus whichs a mass of fibroids its lower part

(3) Midline classical through a vertical incision in the
upper segment2(.12). This isreally only indicated then
rarely,if:

(a) the lower Y2 of the upper segmenwhich is very
vascular or inaccessible as result of adhesions from
previoussurgery

(b) a previous classical irgton has healed poorly,

(c) you will proceed to hysterectomy anyway

(d) in the rare case of pestortem delivery

N.B. You should combine a classical incision with a tubal
ligation unless there ia very good reason not to, because
uterine rupture may occur spontaneously in pregnancy and
occurs inup tol®s of all cases.

(4) De Lee(Kronig or Cornell ), througha vertical incision,
| in the lower segment, anglin the upperUse thisif:

(a) a lateral tear is likely, as can happen if the lower
segment is verthin,

(b) thefoetusis in an abnormal positior,.g.transverse lig

(e) the placenta is less often directly underneath the uterine especially if thefoetalback is presenting

incision,
(f) the bowel is less likely to stidio the scar in the uterus,
(g) there are fewer postoperative cdicgtions.

N.B. It is difficult often to know where the lower segment
endsand the upper segment starts,as®e Lee may actually
become a midline lassical incision. Risk of spontaneous
rupture is up to 5%.

(5) Extraperitoneal, by excluding the peritoneal cavity
from passage of thimetus This greatly reduces the impact
of infection as septic fluids are prevented from entering the
peritoneal cavity.
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(6) With hysterectomy Indicatedoccasionally for

(a) rupture of the uteru17),

(b) severe bruising ahe lower segment,

(c) lacerationof the uterineartery,

(d) established uterine infection,

(e)severe placenta accreta after
Sections,

(f) earlyprovencervical carcinoma

(N.B. you can easily confuse this macroscopically with

cervicalschistosomias)s

2110Lower segmentCaesareanSection

Experiencedsurgeos often use a Pfannenstielor Joetl
Cohen abdominal wall incisiofor a Caesarean Section.
This isjustifiedif t hi s wi | | be the pa
Section, or is combined with a tubal ligation, or if she will
have access to equally experienced surgeons in the future.
Otherwise there arturther problems the surgeon who will
performthe next @esarean Sectionay notbe experienced,
and may not be able to cope wittadhesions behind
Pfannenstielincision likely especially after infectioror
keloid formation thiscan be vergifficult. A lower midline
incisionis safer if future circumstances anecertain

PREOPERATIVE COUNSELLING.

Always think of discussing with the patient the advisability
of performng a simultaneous tubal ligation. Indications are:
(1) >1 previous Caesarean Section.

(2) Parity >2.

(3) >30yrs of age.

(4) Hypertension, diabetes, sickle cell disease, or heart
disease.

(5) Advanced or untreated HIV infection

(6) Previous clagsal incision.

It is always a good idea, especially in resotpoer
countries, to discuss, preferably halfway during pregnancy,
whether a parous pregnant woman would like a tubal

previous Caesarean

WAMBUE (35yrs) had had previous Caesareaectiors, and went into
premature labour one evening. The duty doctor thekto the theatre.
Thelower segment was very vascular, and there were many adhesions from
previous operations. When he incised it, he cut mfolacenta praevia
which is normally not a problem but it is better to open the uterus with your
fingers (and then it is easy g through or past the placenta as long as you
are quick) The operationwas otherwise uneventfuthe uterine incision
was repaired, and all bleeding carefully controlled. He noted ttieat
bladder was distended, but assumed that the catheter had cobrii¢hen
she left the theatrthe blood pressure was normal, and she wassfused
one unit of blood. The urine was however netl to be bloodstained.
He was summoned urgently to the wdrsimins latebecause she wdying
in a pool of blood, with no pulse and a systolic blood pressure of 30mm Hg.
The uterus was well contracted, she was given ergometrine, and rushed
back to the theatréShe was resuscitated atite abdomen was reopened,;
there was no blood in it. Stiéed on table. At postmortem she had a large
tear in the bladder; the upper edge of theiterine incision had been
mistakenly sutured to the uppearginof the anteriorbladdertear, so that
the lower edge ofhe uterus had been able to bleed freely ititebladder
and vaginaThe doctor was overcome by grief and felt very incompetent.
LESSONS (1) The anatomy of a patient havand® CaesareaSectioncan
be complicated. (2Po not make your incisiorod low, especially witta
repeat Gesarean Section (3) If you find an abnormally adherent or
:gascular Iovierse memterform 3mhigh nsverse incisigd) As so often,
isstér Fad e rRsult bf heXdmbindtiof & rekFadtofs. A Bwer segment
which has been the site of adherence of a placenta préewpt to bleed
postoperatiely. Had she not also had a placenta praevia, she would
probably have escaped witlerlife, and merely had a vesiadgerine fistula,
which could have been repaired. (5) If you have to try to do your best in 20
expert fields Bnultaneously (see the frontispiece), you will, by the
standards of 20 experts, not be as competent as theyoarevill inevitably
meet tragedies of this kind, for which you cannot be blanfed.can but
do your bestWhat is reprehensible is not to casnd not to strive to
improveyour standards. (6) A colleague in this condition needs support.

ANTIBIOTICS halve the incidence of wound infection after
Caesarean Section use prophylactic pre-operative
benzylpenicillin,chloramphenicolV and metronidazol®R
stat as soon as you make the decision to perform surgery.

If you wait till the cord is clamped, it is too late to help
preventfoetal sepsis.

If you have difficulty catheterizing the bladder before
operating, raise thefoetalhead with your hands. If you fail
to pass a catheter on the first occasion, try again tifeer
patientis anaesthetized, when pushing up fbetal head
will be easier.If you have to operate with a full bladder,
be very careful as you openetiperitoneum. Open it as far
cranially as you can, and empty the bladdéth a long

ligation in case she needs a Caesarean Section. She has thefeedlevia the abdomen.

time to think about it and discuss it with the relevant
persons, and is not rushed into making a decision in an
emergency.A preprinted questionnaire on her antenatal
record will help remind staff and also make it routine.
This is important as patients mustt feel the question is
specifically directed at them, but that it is the routine to ask.

Clip the hair where you intend to make the incision.
(Avoid shaving, which increases the risk of infection).
Prepare the skin of thewer abdomen21-12B), drape the
abdomen with 4 plain towels, and cover these with a towel
with a slit 21-12C).
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picking up the
loose peritoneum

introduce a
finger to break
% the vacuum

spreading the
scissors

J avoid injuring the bladder:
do not denude the lower
segment >5cm

W X
enough, extend it f
laterally upwards
with your fingers

K place moist packs
on either side

to open: at the lateral edges,
aim in an upward direction\

flowing out

extend the opening with your fingers

Fig. 21-12 LOWER SEGMENT CAESAREAN SECTION

A, catheterize the bladder. B, prepare the abdomen. C, drape and
cover the patient with an abdominal towel. D, incis the skin.
E, pick up a fold of peritoneum to feel if there is any bowel in it.
F, incise the peritoneum. G, enlarg the opening in the peritoneum with
scissors. H, pick up the peritoneum of the vesieaterine pouch with
dissecting forceps and cut itl, put the scissors into the cut, and open
them, soas to separate the petoneum. J, as you reach theedge of the
uterus, cutin a more cephalic direction.K, place moist packs on either
side of the uterus and push down the bladdeiDo notuse small swabs!
put a strong stay suture in the uterus M, start to incise the uterus.
N, openthe wound with fingers so liquor will spurt out. O, put more
fingers to extend the opening. P, apply fundal pressure. Gently insert
your hand to lift out the foetal head. Q, place the baby on the mother's
thighs andresuscitate him. R, put clamps on the both extremities of the
wound. S, remove the placenta by controlled cord traction and fundal
pressure, but wait until the uterus is contracting first.

of the uterus

never use
small

rescuscitate the
newborn: do not

apply g
pply suction the nose

Green-Armytage
clamps at the
lateral edges and
along the borders
of the uterus

extract the
placenta with the
help of fundal

\ pressure

another suture
beyond the
opposite angle
\ and continue
to the middle

uterus; then suture from just
open it with beyond the angles
towards the middle

your fingers

close the

suture a 2nd l;‘;er peritoneum

if necessary

T, start suturing just lateral to both endsof the
incision and knot in the right on the short end of the left andiice versa
U, close the 2 layer. V, close the peritoneum.

EQUIPMENT. Make sure you have, if possible, at le@stCaesar
laparotomy sets (4.12eady on stardby at all times. Havesuturesand
oxytocin ready also.

PALESA (24yrs, Para 1) was taken to theatre because of a high head after
pushing for 30mins. She had had a Caesarean Section before. In the old
notes, it was recorded that the previous Caesarean Section was also for a
high head ding the 2¢ stage and that this was surprisingly difficult
because the head was so low. At arrival in theatre i(gOkater) with all the
theatrestaff present just before the spinal anaesthetic, the gynaecologist
smelled faeces. He #examined the pati¢nand found the head on the
perineum. Encouraged by the enthusiastic staff, who normally only see
babies born by Caesarean Section, it became an easy vaginal delivery.
LESSON: use all your senses.
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