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Define fetal malpresentations.

List the predisposing factors for malpresentations.

Identify the types of fetal malpresentations and the recommended
delivery options for each.



M 436
V

OB/GYN MEDIC-NE

PRELUDE

It is which part of the fetus occupies the pelvis eg. cephalic
normal, breech head is up, shoulder presentation the baby is transverse.

Normal presentation:
e The fetus is in a longitudinal fetal lie, ie.the axis of the fetus is parallel to the axis of the mother.
e The head is down

e Any other presentation is considered abnormal

the relationship of the longitudinal axis of the fetus to longitudinal axis of the

mother,
There are three (3) lies:
Longitudinal: fetus and mother are in same a vertical axis
Transverse _=_-l\: fetus at right angle to 8 mother
Oblique: fetus at 45° angle to @ mother
this is the relationship of the different parts of the /> &
baby to each others, usually flexion attitude. - (o ]
Normal, in flexion attitude: the head, hands \ 4 2,
(arms?) and legs are flexed. € /A€ 'y i))i" ‘ ?3 { }/{ e )
e.g. of other attitudes: the fetus may have one of S& (\ *j JL | j; Ry K AL g
his hands ( arms?) or leg extended. \/: A Y Y e
plete flexion Moderate flexion j(’:l:::“m)‘ Full extension
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Relationship of a definite presenting fetal part to
the maternal bony pelvis. It is expressed in terms
stating whether the orientation part is anterior or
posterior, left or right. The most common position
at delivery is occiput anterior.

Landmarks:
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Vertex presentation: the landmark is the Occipital bone with a flexed head (normal)
breech presentation: the landmark is the Sacrum

Face presentation: the landmark is the Mentum (chin) with an extended head.
Brow presentation: the landmark is the Frontal bone with partially extended head.

1- Breech presentation ;i i, The commonest

Baby is presenting with buttocks and legs . What is occupying the pelvis is the

buttocks and legs.
Incidence is 3% in term babies.

If | examine the patient at 7-8 months | may find breach presentation, but it will change

at term.

Jaall 4lgh (8 Cpdmy QA5 0 i g pellibal | 80 agd) 2l 28 <31 32U & sau) 3 US | shany Ll cilga)
; - ‘ (gl 5 ikl a5 36 & s e

Y il WAl 8 U US sl 2 ¥ 5 C-Section daleal 3 S Ldial (i 0 oY) il 1Y) il dial dpally
So the baby will always turn at the end unless if it was a big .Llle xnhll 4xia o} sy Jikal
baby at term
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(important in OSCE and MCQs)

Complete breech

Frank breech
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footling breech

the leg are flexed at hip
joint and knee joint the
whole baby is flexed
including thigh

flexed hip but extended knee
joint
U shape Ji ala 4S5 caga g0 als

" e

with extended hip and knee
joints and high buttocks

Very dangerous, could lead to
cord prolapse’

e \When you examine the
baby you may find one
leg coming out of the
Cervix.

e The buttock will be high
as the legs are down.

Fetal causes

Cundl 281 sala

Maternal causes

All related to fetal movement restriction:

Hydrocephalus the head is big, heavy to
flip over and therefore, remains in
upwards position.

Poly hydroniums (ol juado )5S 5341848

S Gl &l

Oligohydramnios Slie Gelll el e (i 5 5%
g e i) 5 48 ) e oae s Lad AL 4y 5l
o)

Placenta Previa

Short umbilical cord 4y s & a4l ey Lo 4ill
A e

OES & ay alag g iy Le 4l il s

S ball 0508 05 iy )
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In preterm the baby may be
transverse, breach or any other
presentation.

Uterines anomalies

fibroid uterus especially in the
lower segment.

Small pelvis

T AU e o8 ol e U oSad 430D da )l Gl sa el 3 4 ()5S s el L Jile 4 (e (S8 judl) 43V,
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BOX 13-4
Patients are offered the options of:
vaginal breech delivery? Fotus must be in a frank or complete breech
Complications: Cord prolaps, lower limb fracture, SS%??Z‘E;Z‘SE%?iZﬁ‘iESLﬁhkﬁi’ﬁi&!":ﬁ’é“‘s‘ooandssoog.
abdominal organs injuries, brachial plexus nerve el
injuries, Difficulties in delivering the head and oty T S e
intracranial bleeding. e bl i
c-section a 0t favour s opior
rotating breech presentation to ~head into the pelis.
cephalic presentation, enabling normal delivery. However, it is not always
successful.
(ECV)

A procedure in which the obstetrician manually converts the breech fetus to a vertex
presentation through external uterine manipulation under ultrasonic guidance. (8! 42z
(it b gl DY) (any

Done after 38 weeks. i as 5 Juis) ol (¥ 5 n 458 Y

If done earlier the baby may revert back to breech. At the

beginning the baby is not fixed and as mentioned before the i T /;%)

baby is usually in breech presentation during preterm. NN (A
\a ;_)

However, at 38 weeks the baby is fixed as he is heavy and
big and it’s difficult for him to make a full rotation to his
previous (breach)position.

If blood group is rhesus negative should receive anti D immunoglobulin. During fetal

movement there may be desensitization.

It should be done in the theater with everything ready for c-section. For urgent

cesarean in case of complications. ‘
BRI R NUC U JOY Iy WORE L I W DU FUTON I D

Contraindications:
Contracted pelvis
scar uterus (' rupture risk)
placenta previa
hypertensive patient (Rupture risk)

Complications:
Membrane rupture
uterine rupture in previous scar or myomectomy
abruptio placenta
cord prolapse

21t can be managed by vaginal but now people worried about breech and always go for
C-section, but the mother has the right to go for CS or vaginal
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e Complications of vaginal breech delivery.

lower

o O O O O

Cord prolaps very common

limb fracture due to pulling of the fetus'’s leg.

abdominal organs injuries
brachial plexus nerve injuries due to pulling of the baby’s arm
Difficulties in delivering the head and intracranial bleeding .

The whole baby will be delivered except for the head ,pulling on the
fetus to free the head may result in intracranial bleeding.

Most patients choose no to take this risk (intracranial bleeding and
cerebral palsy) and agree on a cesarean.

A Mother should be informed of such risk, and if she insists on a
normal delivery, she should sign a consent form that entails her
knowledge of the difficulty in delivering the head and possible
outcomes.

In patient’s who are prime gravida and those with previous scars
always do cesarean. We do not do assisted breach
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-Patient in lithotomy
position

- cervix should be
dilated

fully

3

Legs are delivered easily unless it is an extended that need to be flexed.
With delivery of the umbilicus small loop of cord is pulled down to feel the pulsations.
Then delivery of both arms first the anterior then the posterior.
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4- Delivery of the head?

436

KING SAUD UNIVERSITY

Burn Marshal manoeuvre

Jaw flexion shoulder
traction

Obstetrical forceps

Keep the baby hanging to
promote head Flexion

action of posterior a
: A Black, G. D. Jones: Human Labor & Birth, 6th
wwwv.obayn. mhmedical

Capyright © McGraw-

for the after coming head

o
Y

&

. Tﬁetrlckln breach delivery is the head. Extension of the head may happen

leading to many possible complications and problems, so always try to keep the

baby’s head flexed.

e Jaw flexion shoulder traction: Insert a finger into the baby’s mouth and pull it
downwards to induce flextion.
e If the head gets stuck there is no other option but to pull and this my result in
asphyxiated baby and many other problems.

2- Face presentation

Occurs as the result of complete extension of the head.
The incidence is about 1 in 500

. ‘).JU

The presenting diameter of the face is the submento—bregmatic, which measures
9.5 cm Refer to measures from the book, look at every diameter how it is drawn and

the average length

In majority of case the cause is unknown but is frequently attributed to excessive
tone of the extensor muscles of the fetal neck,

Rare causes like tumor of the neck, thyroid, thymus gland and cord around the neck

( )-

It depends on the attitude of the baby

3 The after coming head is where thing get stuck especially if the head is in extended potion and stuck at

the pelvic, you may try and pull the baby but it may suffocate, so never pull the baby’s head it will come
down because of the body weight. Or you can put your finger inside the baby’s mouth to flex the head
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Chin of the baby is facing the anterior of the The chin of the baby is at the posterior of the
mum. mum

C 7
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vaginal delivery is
possible and the head is delivered by flexion

If the chin is anterior to the mother then it's possible to flex the head and to perform a
normal deliver.

But if the chin is opposite the mother (posterior) then it's not possible to deliver the baby
normally and we opte for cesarean. (These are all mcq questions)

3- Brow presentation More rare

The incidence is about 1 in 2000 deliveries.
It occurs when there is less extension of the fetal head than that
seen in face presentation, midway between face and vertex
presentation. 2xiuS) @Y 5 sl Y o )

which is
very long so it will be hard for it to go out
diagnosed in labor by palpating the anterior fontanelle ,supra
orbital ridges, and nose on vaginal examination. nose not mouth

Because the presenting diameter is increased.

More extension=face! Less extension =brow!

4- SHOULDER PRESENTATION always cesarean

Common in women with high parity. z s u 251 Jasi le JS (e oY
el Al Ll 5 Lo ol 455l e c2SY ey (s sl G 050
Ui Sa 5 cu 2 LIS week muscle tone baby can be in any
position
Also occurs in placenta previa, uterine anomalies,

and pelvic tumors. Anything occupying the center
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If diagnosed in early labor with intact membrane and no other pathology external
cephalic version can be tried. @l Ledas e (a8l (0SS 1aa chms je
In case of rupture of the membranes exclude cord prolapse.

Intact or ruptured membrane delivery should be cesarean.

Summary

The most common presentation of the fetus.

The head is maximally flexed.

Landmarks: occiput.

Engaging diameter: suboccipitobregmatic (9.5)
Management: normal position — simple vaginal delivery.

vertex
presentation

the most common malposition.
Feet and buttocks present first.
types:
complete: Flexed legs at hip and knee joints.
Frank: flexed at the hip joints and extended at knee joints.
Incomplete(footling): Extended legs at hip and knee joints.
Management: Patients are offered the options of vaginal breech delivery,
external cephalic version, or c-section.

breech
presentation

partial extension.

Landmark: frontum.

Engaging diameter: verticomental (13.5)

Management: C-section most of the time because of the large diameter
unless if the fetus is small and the pelvis is large.

brow
presentation

complete extension.
Landmark: mentum.
Engaging diameter: submentobregmatic (9.5)
Management
mento-anterior (chin on pubis):Vaginal delivery is possible and the head is

delivered by flexion.
mento-posterior (chin on spine):Vaginal delivery is not possible and patient

should be delivered by caesarian section.

face
presentation

MCQs
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A- vertex.
A- vertex.

A-complete breech.

breech.
C-frank breech.

A- vertex.

B-brow.

B-brow.

B-brow.

C-breech.

C-face.

C-breech.

D-face.

B-incomplete

D- vertex.

D-face.
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