MALPRESENTATION OR MALPOSITION 
Definitions:

· Fetal attitude (habitus): relationship of one fetal part to another. 

· Singleton: A fetus that develops alone

· Station: The degree of descent of the presenting part of the fetus through the maternal pelvis, as measured in relation to the ischial spines of the maternal pelvis.
Breech presentation
Definition:

· Breech presentation occurs when the fetal pelvis or lower extremities engage in the maternal pelvic inlet
Epidemiology

· Breech presentation occurs in 3-4% of all deliveries. 

· The percentage of breech deliveries decreases with advancing gestational age from 25% of births prior to 28 weeks' gestation to 7% of births at 32 weeks' gestation to 1-3% of births at term
· Perinatal mortality is increased 2- to 4-fold with breech presentation, regardless of the mode of delivery. 

· Deaths are most often associated with malformations, prematurity, and intrauterine fetal demise

Classification:

· Three types of breech are distinguished, according to fetal attitude 

1. Frank breech: (50-70%) The hips are flexed, extended knees bilaterally (pike position). 

2. Complete breech: (5-10%) Both hips and knees are flexed (cannonball position). 

3. Footling breech: (10-30%) One or both hips extended, foot presentingone (single footling breech) or both (double footling breech) legs are extended below the level of the buttocks.

· In singleton breech presentations in which the infant weighs less than 2500 g, 40% are frank breech, 10% complete breech, and 50% footling breech. 

· With birth weights of more than 2500 g, 65% are frank breech, 10% complete breech, and 25% footling breech.

· Fetal position in breech presentation is determined by using the sacrum as the fetal point of reference to the maternal pelvis. 
· This is true for frank, complete, and footling breeches. 
· Eight possible positions are recognized: 
1. Sacrum anterior (SA), 
2. Sacrum posterior (SP), 
3. Left sacrum transverse (LST), 
4. Right sacrum transverse (RST), 
5. Left sacrum anterior (LSA), 
6. Left sacrum posterior (LSP), 
7. Right sacrum anterior (RSA), and 
8. Right sacrum posterior (RSP).

· The station of the breech presenting part is the location of the fetal sacrum with regard to the maternal ischial spines.

Causes
· Before 28 weeks, the fetus is small enough in relation to intrauterine volume to rotate from cephalic to breech presentation and back again with relative ease. 

· As gestational age and fetal weight increase, the relative decrease in intrauterine volume makes such changes more difficult. 

· In most cases, the fetus spontaneously assumes the cephalic presentation to better accommodate the bulkier breech pole in the roomier fundal portion of the uterus. 

· Breech presentation occurs when spontaneous version to cephalic presentation is prevented as term approaches or if labor and delivery occur prematurely before cephalic version has taken place. 
· Some causes include 
1. Oligohydramnios (The presence of an insufficient amount of amniotic fluid (less than 300mL at term), 
2. Hydramnios (Presence of an excessive amount of amniotic fluid, usually over 2,000mL), 
3. Uterine anomalies such as bicornuate or septate uterus, 
4. Pelvic tumors obstructing the birth canal, 
5. Abnormal placentation, 
6. Advanced multiparity,  
7. Contracted maternal pelvis
8. In multiple gestations, each fetus may prevent the other from turning, with a 25% incidence of breech in the first twin, nearly 50% for the second twin, and higher percentages with additional fetuses. 
9. Additionally, 6% of breech presentations are found to have congenital malformations.
· This includes congenital hip dislocation, hydrocephalus, anencephalus, familial dysautonomia, spina bifida, meningomyelocele, and chromosomal trisomies 13, 18, and 21. 
· Thus, those conditions that alter fetal muscular tone and mobility increase the likelihood of breech presentation.

Diagnosis
a)  Palpation and Ballottement
· Performance of Leopold's maneuvers and ballottement of the uterus may confirm breech presentation.

b)  Pelvic Examination
· During vaginal examination, the round, firm, smooth head in cephalic presentation can easily be distinguished from the soft, irregular breech presentation if the presenting part is palpable

c)  X-Ray Studies
· X-ray studies will differentiate breech from cephalic presentations and also help determine the type of breech by locating the position of the lower extremities. 

· X-ray can also reveal multiple gestation and skeletal defects. 

· Fetal attitude may be seen, but fetal size cannot readily be determined by x-ray.
d)  Ultrasound
· Ultrasonographic scanning by an experienced examiner will document fetal presentation, attitude, and size; multiple gestation; location of the placenta; and amniotic fluid volume. 
· Ultrasounds will also reveal skeletal and soft tissue malformations of the fetus.

Management
A. Antepartum Management

· Following confirmation of breech presentation, the mother must be closely followed to see if spontaneous version to cephalic presentation occurs. 

· If breech presentation persists beyond 36 weeks, external cephalic version should be considered 

· Radiographic pelvimetry using x-ray, computed tomography, or magnetic resonance imaging should be done to rule out women with a borderline or contracted pelvis. 

· Attempts at vaginal delivery with an inadequate pelvis are associated with a high rate of difficulty and significant trauma to mother and fetus. 

· Difficult vaginal delivery may still occur in women with adequate pelvic measurements.

B. Delivery
· Cesarean delivery has now become much more common in breech presentation, with lower rates of perinatal morbidity and mortality. 

· However, many breech presentations can be safely delivered vaginally without significant risk of injury or death.
Criteria for vaginal or cesarean delivery in breech presentation
a) Vaginal Delivery

1. Frank breech presentation 
2. Gestational age of 34 weeks or more. 
3. Estimated fetal weight of 2000-3500 g. 
4. Flexed fetal head. 
5. Adequate maternal pelvis as determined by x-ray pelvimetry 
6. No maternal of fetal indications for cesarean section. 
7. Previable fetus (gestational age < 25 weeks and weight 700 g). 
8. Documented lethal fetal congenital anomalies. 
9. Presentation of mother in advanced labor with no fetal or maternal distress
b) Cesarean Delivery
1. Estimated fetal weight of 3500 g or more or < 1500 g

2. Contracted or borderline maternal pelvic measurements 
3. Deflexed or hyperextended fetal head

4. Prolonged rupture of membranes
5. Unengaged presenting part
6. Dysfunctional labor
7. Elderly primigravida
8. Mother with infertility problems or poor obstetric history
9. Premature fetus (gestational age of 25-34 weeks)
10. Most cases of complete or footling breech over 25 weeks gestation without detectable lethal congenital malformations (to prevent umbilical cord prolapse)
11. Fetus with variable heart rate decelerations on electric monitoring 
12. Footling presentation

Zatuchni-Andros Breech Scoring 

	
	Add 0 Points
	Add 1 Point
	Add 2 Points

	Parity
	0
	1
	2

	Gestational age, wk
	39+
	38
	<37

	EFW, lb
	8
	7-8
	<7

	Previous breech
	0
	1
	2

	Dilation
	2
	3
	4

	Station
	-3
	-2
	-1


· If the score is 0-4, cesarean delivery is recommended. 

· With the dwindling number of experienced obstetricians who perform vaginal breech deliveries and teach the technique, future generations may not have resources for instruction, and the technique may be lost to attrition. 

Complications of Breech Delivery
A. Birth Anoxia
· Umbilical cord compression and prolapse may be associated with breech delivery, particularly in complete (5%) and footling (15%) presentations.

B. Birth Injury
· The incidence of birth trauma during vaginal breech delivery is 6.7%, 13 times that of cephalic presentations (0.51%)

· The types of perinatal injuries reported in breech delivery include tears in the tentorium cerebellum, cephalohematomas, disruption of the spinal cord, brachial palsy, fracture of long bones, and rupture of the sternocleidomastoid muscles.

· Vaginal breech delivery is also the main cause of injuries to the fetal adrenal glands, liver, anus, genitalia, spine, hip joint, sciatic nerve, and musculature of the arms, legs, and back.

· Factors contributing to difficult vaginal breech delivery include a partially dilated cervix, unilateral or bilateral nuchal arms, and deflexion of the head.
VERSION
Introduction
· Version is a procedure used to turn the fetal presenting part from breech to cephalic presentation (cephalic version) or from cephalic to breech presentation (podalic version). 
· Because cephalic version is performed by manipulating the fetus through the abdominal wall, the maneuver is known as external cephalic version. 
· Podalic version is performed by means of internal maneuvers and is known as internal podalic version. 
· External cephalic version is regaining popularity, whereas internal podalic version is rarely used.

External cephalic version
· External cephalic version is used in the management of singleton breech presentations or in a nonvertex second twin. 

· In carefully selected patients, it is safe for both mother and fetus. 

· The goal is to increase the proportion of vertex presentations near term, thus increasing the chance for a vaginal delivery.

· Now it is performed in patients who have completed 36 weeks of gestation so that the risk of spontaneous reversion is decreased, and if complications arise, delivery of a term infant can be accomplished.

· Current success rates for external cephalic version range from 35-85%, with a mean of 60%.

Indications
· Patients with unengaged singleton breech presentations of at least 36 weeks' gestation are candidates for external cephalic version. 

· The procedure is more successful in multigravidas and those with a transverse or oblique lie.

Contraindications
· Contraindications to external cephalic version include engagement of the presenting part in the pelvis, marked oligohydramnios, placenta previa, uterine anomalies, presence of nuchal cord, multiple gestation, premature rupture of membranes, previous uterine surgery (including myomectomy or metroplasty), and suspected or documented congenital malformations or abnormalities (including intrauterine growth retardation).

Complications
· Complications are rare, occurring in only 1-2% of all external cephalic versions. 

· Examples include placental abruption, uterine rupture, amniotic fluid embolism, preterm labor, fetal distress, and fetal demise.

Technique
External cephalic version is performed as follows:

1. Obtain informed consent from the patient.

2. Perform an ultrasound examination to verify presentation and rule out fetal or uterine abnormalities.

3. Perform a nonstress test. Results must be reactive.

4. If desired, administer a tocolytic to prevent contractions or irritability.

5. Administer anesthesia if desired.

6. Perform external cephalic version.

7. Place both hands on the patient's abdomen, and perform a forward roll by lifting the breech upward while placing pressure on the head downward toward the pelvis. If this is unsuccessful, a backward roll may be attempted.

8. Following the procedure, external fetal heart rate monitoring should be continued for 1 hour to ensure stability. If the patient is Rh-negative, administer anti-D immune globulin.

9. If stable, the patient may be sent home to await the onset of spontaneous labor if the version is successful. If unsuccessful, the patient may be scheduled for an elective cesarean section, or plan a trial of labor with a breech vaginal delivery, if the mother is a good candidate.

COMPOUND PRESENTATION
· Compound presentation is prolapse of a fetal extremity alongside the presenting part. 
· Prolapse of the hand in cephalic presentation is most common, followed by prolapse of an upper extremity in breech presentation. 
· Prolapse of a lower extremity in cephalic presentation is relatively rare. 
· Compound presentations are uncommon, occurring in only 1 in 1000 pregnancies.
Causes
· Obstetric factors that prevent descent of the presenting part into the pelvic inlet predispose to prolapse of an extremity alongside the presenting part (i.e. prematurely, cephalopelvic disproportion, multiple gestation, grand multiparity, and hydramnios). 
· Prematurity occurs in over 50% of compound presentations. 
· In twin gestations, over 90% of compound presentations are associated with the second twin.

· Because of poor application of the presenting part to the cervix found in compound presentations, umbilical cord prolapse is common (occurring in 11-20% of cases) and a major contributor to fetal loss during labor.

Management
· Management of compound presentation depends on gestational age and type of presentation. 

· Since 50% of compound presentations are associated with prematurity, viability of the fetus should be documented prior to delivery.

· If the fetus is considered nonviable (< 24 weeks' gestation), labor should be permitted and vaginal delivery anticipated. 

· The small size of the fetus makes dystocia or difficult vaginal delivery uncommon.

· Labor may be allowed and vaginal delivery anticipated in viable cephalic presentations with a prolapsed hand. 

· These cases generally pose no difficulty in labor or delivery, since the hand moves upward into the lower uterine segment as the vertex descends into the birth canal.

· Umbilical cord prolapse is a risk in all cases of compound presentation, and continuous fetal heart rate monitoring should be done to detect fetal distress or changes in the fetal heart rate. 

· Umbilical cord complications should be managed by immediate cesarean delivery
Diagnosis
· The diagnosis of compound presentation is made by palpation of a fetal extremity adjacent to the presenting part on vaginal examination.
· The diagnosis is usually made during labor; as the cervix dilates, the prolapsed extremity is more easily palpated alongside the vertex or breech. 

· Compound presentation may be suspected if poor progress in labor is noted, particularly when the presenting part fails to engage during the active phase.

Prognosis
· Compound presentations are associated with perinatal mortality rates ranging from 9-19%. 

· Contributing significantly to this persistent loss are prematurity, prolapsed umbilical cord complications, and traumatic vaginal delivery.

SHOULDER DYSTOCIA
· Shoulder dystocia is defined as an inability to deliver the shoulders after the head has delivered. 
· Characteristically, after the head is delivered, the chin presses tightly against the perineum as the 

· The diagnosis is usually made during labor; as the cervix dilates, the prolapsed extremity is more easily palpated alongside the vertex or breech. 

· Compound presentation may be suspected if poor progress in labor is noted, particularly when the presenting part fails to engage during the active phase.
Risk Factors
· Fetal macrosomia, gestational or overt diabetes mellitus, history of shoulder dystocia in a prior birth, and a prolonged second stage of labor have all been shown to increase the risk of shoulder dystocia. 

· A history of a macrosomic infant, maternal obesity, multiparity, and postterm pregnancy have also been implicated in contributing to shoulder dystocia. 

· However, 50% of patients with shoulder dystocia have no risk factors.

Complications
· Immediate neonatal complications (up to 50% of cases) occur when delivery is delayed or inappropriately performed, resulting in birth asphyxia or traumatic injury. 

· Birth asphyxia may result in fetal death during delivery, neonatal death, or neurologic damage. 

· Short-term neonatal complications of birth asphyxia include metabolic acidosis, shock, renal failure, central nervous system depression, and seizures

· Long-term complications include central nervous system damage resulting in mental retardation, cerebral palsy, learning disabilities, seizure disorders, and speech defects.

· Traumatic birth injuries include fractures of the humerus or clavicle and injury to the brachial plexus of the anterior shoulder (Erb's palsy)

· Maternal complications of shoulder dystocia include postpartum hemorrhage and lacerations involving the cervix, vagina, and perineum.

Prevention
· Accurate assessment of fetal weight, attention to risk factors associated with shoulder dystocia, and avoidance of midpelvic deliveries in patients with a prolonged second stage of labor should minimize the occurrence of shoulder dystocia 

· Patients at high risk for shoulder dystocia should be offered a cesarean section, especially if the estimated fetal weight is > 5000 g in a nondiabetic and > 4500 g in a diabetic patient.

Management

· Shoulder dystocia should be anticipated when there are any indications of macrosomia. 
· The diagnosis is confirmed when gentle downward pressure on the head fails to deliver the anterior shoulder from behind the pubic symphysis

· At this point, the fetus is at risk for asphyxiation, since it cannot expand its chest to breathe, and umbilical cord circulation is compressed within the birth canal

· The following obstetric procedures should be rapidly and skillfully performed to prevent birth anoxia and trauma.

· Initially, the operator places a hand in the birth canal to assess the posterior outlet. 

· If inadequate, an episiotomy or a proctoepisiotomy is performed

· The McRoberts manuever should be used initially because it is simple and resolves shoulder dystocia in 42% of cases. 

· The maternal legs are hyperflexed onto the maternal abdomen, resulting in flattening of the lumbar spine and increasing the size of the posterior outlet.
BROW PRESENTATION
Introduction:

· Brow presentations usually are transient fetal presentations with deflexion (the position of the fetal head in relation to the maternal pelvis in which the head is descending in a nonflexed or extended attitude) of the fetal head

· This is the rarest presentation, and is diagnosed when that portion of the fetal head between the orbital ridge and the anterior fontanel presents at the pelvic inlet.

· The fetal head thus occupies a position midway between full flexion (occiput) and extension (mentum or face). 

· Except when the fetal head is small or the pelvis is unusually large, engagement of the fetal head and subsequent delivery cannot take place as long as the brow presentation persists.

· During the normal course of labor, conversion to face or vertex presentation generally occurs. 

· If no conversion takes place, dystocia is likely. 

· Brow presentation occurs in approximately 0.06% of deliveries.

· In approximately 60% of cases, pelvic contraction, prematurity, and grand multiparity are associated findings. 

Diagnosis
· The presentation may be recognized by abdominal palpation when both the occiput and chin can be palpated easily, but vaginal examination is usually necessary. 

· The frontal sutures, large anterior fontanel, orbital ridges, eyes, and root of the nose can be felt on vaginal examination. 

· Neither mouth nor chin is within reach, however

· The diagnosis is made by vaginal examination. 

Mechanism of labor
· With a very small fetus and a large pelvis, labor is generally easy. 

· With a larger fetus, however, it is usually very difficult, because engagement is impossible until there is marked molding that shortens the occipitomental diameter or, more commonly, until there is either flexion to an occiput presentation or extension to a face presentation. 

· The considerable molding essential for vaginal delivery of a persistent brow characteristically deforms the head. 

· The caput succedaneum is over the forehead, and it may be so extensive that identification of the brow by palpation is impossible. 
· In these instances, the forehead is prominent and squared, and the occipitomental diameter is diminished.

Management
· Initial management is expectant, as spontaneous conversion to vertex presentation occurs in more than one-third of all brow presentations. 

· Oxytocin is not recommended, as arrest patterns and uterine inertia are common sequelae because pelvic contraction is often associated with this presentation, and liberal use of cesarean section should be made. 

· Perinatal mortality rates are low when corrected for congenital anomaly, prematurity, and manipulative vaginal delivery.

Prognosis

· In transient brow presentations, the prognosis depends upon the ultimate presentation. 
· If the brow persists, prognosis is poor for vaginal delivery unless the fetus is small or the birth canal is huge.

FACE PRESENTATION
Definition: 

· With a face presentation, the head is hyperextended so that the occiput is in contact with the fetal back and the chin (mentum) is presenting. 
· The fetal face may present with the chin (mentum) anterior or posterior, relative to the maternal symphysis pubis. 
· In term-size fetuses, labor progression is usually impeded with mentum posterior face presentations because the fetal brow (bregma) is compressed against the maternal symphysis pubis. 
· This position precludes flexion of the fetal head necessary to negotiate the birth canal. 
· In contrast, flexion of the head and vaginal delivery is typical with mentum anterior presentations. 
· Many mentum posterior presentations convert spontaneously to anterior even in late labor

Etiology
· Causes of face presentations are numerous, generally stemming from any factor that favors extension or prevents head flexion. 

· In exceptional instances, marked enlargement of the neck or coils of cord about the neck may cause extension. 

· Anencephalic fetuses naturally present by the face. 

· Extended positions occur more frequently when the pelvis is contracted, or the fetus is very large.

· In multiparous women, a pendulous abdomen may predispose to face presentation. 

· It permits the back of the fetus to sag forward to laterally, often in the same direction in which the occiput points, thus promoting extension of the cervical and thoracic spine. High parity itself is a predisposing factor
Management
· In the absence of a contracted pelvis, and with effective labor, successful vaginal delivery will usually follow.

· Because face presentations among term-size fetuses are more common when there is some degree of pelvic inlet contraction, cesarean delivery is frequently indicated.

TRANSVERSE LIE
Introduction:

· This occurs when the long axis of the fetus is approximately perpendicular to that of the mother. 

· When the long axis forms an acute angle, an oblique lie results. 

· The latter is usually only transitory, because either a longitudinal or transverse lie commonly results when labor supervenes. 

· For this reason, the oblique lie is called an unstable lie in Great Britain.

· In transverse lies, the shoulder is usually over the pelvic inlet, with the head lying in one iliac fossa and the breech in the other. 

· In such a shoulder presentation, the side of the mother toward which the acromion is directed determines the designation of the lie as right or left acromial. 

· Moreover, because in either position the back may be directed anteriorly or posteriorly, superiorly or inferiorly, it is customary to distinguish varieties as dorsoanterior and dorsoposterior
Etiology

· The common causes of transverse lie are:

a. Unusual relaxation of the abdominal wall resulting from high parity.

b. Preterm fetus.

c. Placenta previa.

d. Abnormal uterus.

e. Excessive amnionic fluid.

f. Contracted pelvis.

· Women with four or more deliveries have a tenfold incidence of transverse lie compared with nulliparous women. 
· Relaxation of the abdominal wall with a pendulous abdomen allows the uterus to fall forward, deflecting the long axis of the fetus away from the axis of the birth canal into an oblique or transverse position. 

· Placenta previa and pelvic contraction act similarly. 

· A transverse or oblique lie occasionally develops in labor from an initial longitudinal position.

Diagnosis  

· This is usually made easily, often by inspection alone. 
· The abdomen is unusually wide, whereas the uterine fundus extends to only slightly above the umbilicus. 

· No fetal pole is detected in the fundus, and the ballottable head is found in one iliac fossa and the breech in the other. 
· At the same time, the position of the back is readily identified.
Management
· In general, the onset of active labor in a woman with a transverse lie is an indication for cesarean delivery.

· Because neither the feet nor the head of the fetus occupy the lower uterine segment, a low transverse incision into the uterus may lead to difficulty in extraction of a fetus entrapped in the body of the uterus above the level of incision. 

· Therefore, a vertical incision is likely to be indicated

