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Methodical recommendations for students of 4th course of stomatological faculty by practical lessons of obstetrics

Theme: Delivery biomechanism of childbirth at anterior and posterior vertex presentation. Pelvic presentation, classification, diagnostics, biomechanism of childbirth. Probable complications for mother and fetus. Written tests.
I. Scientific and methodological explanation of the topic
      Delivery biomechanism of childbirth at anterior and posterior vertex presentation-important theme, becauce biomechanism is a main component of childbirth; anterior and posterior vertex presentation determines prognosis fot mather and for fetus. 
Il. Scientific and educational goals

To generate skills the student should know:

1. Anterior and posterior vertex presentation.
2. Steps of delivery biomechanism at anterior vertex presentation.
3. Steps of delivery biomechanism at posterior vertex presentation.
4. Etiological moments of the formation of the posterior type of ver​tex presentation.
5. Classification of pelvic presentation
6. The moments of biomechanism of childbirth at pelvic presentation

7. Probable complications for mother and fetus
8. Manual aids by Tsovyanov I

9. Manual aids by Tsovyanov II
The student should be able to: 
1. Reproduce on the phantom anterior and posterior vertex presentation
2. Reproduce on the phantom delivery biomechanism at anterior and posterior vertex presentation
3. Reproduce on the phantom delivery biomechanism at pelvic presentation

4. Reproduce on the phantom the manual aids by Tsovyanov I, II
III. The basic knowledge:
1.   The structure of female pelvis.

2.   Mature fetal head structure, measurements

3.  Sutures and fontanels of fetal head

4. The major and minor segments of fetal head
5.  4th Leopold's maneuver

6.  Fetus position, the type of position, presentation
IV. Methodical recommendations for practical training:

Delivery Biomechanism at Anterior Vertex Presentation
       Biomechanism of delivery is a complex of progressive, rotational, flex​ion, and deflexion movements, performed by the fetus when it is go​ing through the parturient canal.
Biomechanism of delivery at the anterior type of vertex presenta​tion consists of four steps.
The first step — flexion of the fetal head and its descending into the area of brim. That is rotation of the fetal head around its trans​verse axis. As a result of fetal head flexion the small fontanel is located on the lower pole of presenting part, approaching the axis of pelvis, and becomes the "leading point". Due to this flexion the fetal head goes through the pelvis with the smallest circumference, which goes through the small oblique dimension and makes 32 cm.
Fetal head flexion is the most easily explained by the law of double-arm lever. Progressive movements of fetal head are conti​nuous, till the child is born. The fetal head is configured during this moment.
The second step — internal turning of the fetal head; it takes place when the fetal head moves from the wide to the narrow part of small pelvis. The fetal head slowly rotates around its axis in such a way that the occiput is directed to the symphysis, and the face — to the sacral bone. The sagittal suture gradually changes its position, changing from the transverse dimension to the oblique one, then from the ob​lique dimension — to the direct dimension of pelvic outlet. At the first position the sagittal suture goes through the right ob​lique dimension, at the second — through the left oblique dimension of pelvis.
Internal fetal head turning is a consequence of adjustment of its smallest dimensions to the largest dimensions of pelvis, and also re​sistance of the pelvic muscular system to the progressive movement of head.
The third step — deflexion of the fetal head in the area of brim. The sagittal suture coincides with the direct dimension of pelvic out​let. A point of fixation is formed between the middle of the inferior margin of symphysis pubis and suboccipital fossa. Fetal head defle​xion takes place around this point, and clinically it is accompanied by the birth of the fetal forehead, face, and chin.
The fourth step — internal turning of the fetal shoulders and ex​ternal turning of the fetal head. As the fetal head cuts through, the fe​tal body moves to the small pelvis, the transverse dimension of shoul​ders enters one of the oblique dimensions of pelvic inlet. At the first position the shoulders take the left oblique dimension of the pelvic inlet, at the second — the right oblique dimension of pelvic inlet.
The shoulders perform internal turning on the pelvic floor, simi​larly to the turning of fetal head. Having performed the turning, the shoulders fix with their direct dimension in the direct dimension of pelvic outlet. This turning is transferred to the born head, which cor​responds to the fourth step of delivery biomechanism. The head turns to the maternal hip with the face: at the first position — to the right, at the second — to the left.
The anterior shoulder gets under the pubic arch, fixes by the infe​rior margin of symphysis. The point of fixation is the place of the at​tachment of the deltoid muscle to the humeral bone. The body bends in the thoracic part around the point of fixation, the posterior shoul​der is born first, then — the posterior arm. After the shoulder girdle is born, other parts of fetus appear, the birth of which has no special bio​mechanism since their dimensions are considerably smaller than of the head and shoulder.

Delivery Biomechanism at Posterior Vertex Presentation

The first step — flexion and descending of the fetal head (does not differ from the anterior type of vertex presentation).
The second step — internal turning of the fetal head: the oc​ciput turns not to the symphysis, as at the anterior type of vertex presentation, but to the sacral bone; the face is turned to the symphy​sis. After the occiput the fetal back turns back. Thus, the small fonta​nel is directed to the sacra, and the large one — to the symphysis. The sagittal suture through the oblique dimension similar to the position turns into the direct dimension of the pelvic outlet.
The third step — additional flexion of the fetal head. It is fixed in the middle of the inferior margin of the symphysis with a part of the anterior margin of the large fontanel; the first point of fixation is formed, around which the additional flexion is finished, which lasts till the second point of fixation forms. 

The fourth step — head deflexion. Further cutting of the head is caused by the formation of the new, second point of fixation between the suboccipital fossa and the coccyx apex. Thus, the head is born with the face from under the symphysis, it disengages with a slightly less circumference than the circumference of the small oblique dimen​sion — with the average oblique dimension.
The fifth step does not differ from the fourth step of delivery bio-mechanism at the anterior type-of vertex presentation.
Configuration of the head at the posterior type of vertex presenta​tion is dolichocephalous.
Etiological moments of the formation of the posterior type of ver​tex presentation include changes of the form and dimensions of the pelvis, and also of the fetal head. This variant is often observed at small, premature or dead fetuses.
Peculiarities of the clinical picture of the course of delivery at the pos​terior type of vertex presentation: longer duration of the act of delivery than at the anterior type of vertex presentation; bigger waste of labor strength for excessive flexion of the head; most often there appear perineal ruptures, repeated powerless labor, fetal hypoxia, etc.
Labor prognosis is generally satisfactory. Labor management is expectant, but one should always be ready to render obstetric help or conduct a surgery.
Pelvic presentation
Delivery at pelvic presentation (PP) of the fetus is viewed as border​line between normal and pathological, which is explained by more frequent complications both for the mother and fetus, frequent appli​cation of manual aids and operative interventions. Perinatal mortality at this type of presentation is by 4—5 times higher in comparison with delivery at cephalic presentation.
PP frequency makes 3—5 % on average at full-term pregnancy, at incomplete pregnancy the figure increases as pregnancy term dicreases.
The reasons: changes of the lower segment (its stretch and flabbi-ness), stretch and flabbiness of the prelum abdominale muscles pro​moting the change of uterine tonus, musculation deficiency caused by organic pathology, pelvic contraction or anomalies of its develop​ment, malformations of the uterus and vagina, tumors of the uterus, uterine neck, vagina or ovaries, multifetation, oblique lie of the fetus, when the pelvic pole of the fetus is in one of the mother's iliac fossae, hydramnion or oligohydramnios, malformations of the fetus (hydro​cephaly, anencephaly), prematurity, placental presentation, birth ac​tivity anomalies.
Classification
1.   Breech presentation:
— complete (mixed) — together with the buttocks the legs are also turned to the pelvic inlet, the legs are bent in the hip and knee joints, the fetus is in the "squatting" position;

—incomplete (pure) — only the buttocks present, the legs are
stretched along the body, bent in the hip joints and extended in the
knee joints, the feet are located in the region of the chin and face
2.   Footling presentation:
—incomplete — one leg is located in the vagina, it is extended in
the hip and knee joints, and the other leg, bent in the hip joint, lies above the presenting one and is bent in the knee joint, but extended in the ankle joint;
—complete — both legs are in the vagina, extended in the hip and
knee joints.
3.  Knee presentation (forms during delivery):
 ---  incomplete — only one knee fits into the pelvic cavity;

· complete — both legs are bent in the knee joints and are in the lumen of the small pelvis. 
Diagnostics
At the stage of anamnesis obtaining one might suspect PP if there are the above-listed etiologic factors in the pregnant woman, and also if the pregnant woman herself indicates that fetal movements are felt mostly in the lower parts of the abdomen, and in the epigastric area a hard part of the fetus is felt (the fetal head).
At external examination: 1) the uterine fundus is high, set against the xiphoid process or deviated from the median line to the side op​posite to the fetal position; 2) in the uterine fundus there is palpated a round, evenly smooth, movable balloting part, which goes in to the fetal body through the cervical constriction; 3) above the pelvic inlet there is detected an irregularly-shaped, soft, poorly fixed part, which is not balloting and goes straight in to the body; 4) fetal heartbeats are often auscultated above the navel or at its level, in accordance with its position.
At vaginal examination: 1) the presenting fetal part is irregularly shaped, bigger and softer than the head, is easily pushed off from the pelvic inlet, does not have sutures, fontanels, hair; 2) at pure breech presentation it is possible to palpate the boy's genitals, the fissure be​tween the buttocks, anus, sacral and coccygeal bones, eccentrically located ischial tuberosities, greater trochanter and inguinal curve on the anterior buttock; palpation of the sacral bone helps to specify the position and type; 3) at mixed breech presentation, except for the mentioned above, one can additionally detect two feet with calcaneal tubers, even and short fingers, which gradually enlarge, the big fin​gers can not be pressed to the sole and drawn aside considerably; 4) at complete footling presentation two feet pass into the shins at right angles; 5) at incomplete footling presentation one foot and buttocks are detected; 6) at knee presentation there are detected round knees with popliteal spaces and movable kneelers. The fetal position may be found by the location of the popliteal space: at the first position the space is turned to the left, at the second — to the right.
At evident labor tumor breech presentation may be taken for face presentation. Thorough examination helps to prevent such a mistake. At breech presentation the examining finger feels the resistance of the anus muscles, whereas at passing into the mouth harder cushions (jaws) are felt. Moreover, the finger removed from the anus is some​times stained with meconium. The mouth and molar eminences are triangular, whereas the ischial tuberosities and anus are located on one line. The area of genitals and anus are to be palpated very care​fully to avoid injuring. 

The provisional diagnosis of PP is made at the term of pregnancy of 30 weeks, and the concluding diagnosis — at 37-38 weeks.
The obstetric status may be speci​fied by means of ultrasound scanning, which in this case is the most informa​tive method of diagnostics, allowing to detect not only the variety of PP, but also the expected weight and sex of the fetus, head position (the degree of deflexion), placenta localization, amniotic fluid quantity, cord entanglement, the angle between the cervical spine and fetal oc​cipital bone. By the size of this angle there are differentiated 4 vari​ants of head position, which is important for detecting the method of labor management in case of PP: the head is slightly deflexed — "sol​dier posture" — the 1st degree of deflexion, the angle of 100—110°; the head is moderately deflexed — the 2nd degree of deflexion, the angle of 90—100°; excessive head deflexion — "the fetus is stargazing" — the 3rd degree of deflexion, the angle is less than 90°.
Pregnancy Management

When pregnant women with PP are managed in the conditions of the antenatal clinic one may attempt to correct PP: at the term of 30 weeks with the purpose of self-turning of the fetus onto the head there is recommended the woman's position on the side oppo​site to the fetal position, knee-elbow position during 15 min 2—3 times a day.

From the 32nd till the 37th week during 7—10 days a complex of correcting exercises by one of the existing techniques (I.F. Dvkan, I.I. Hryshchenko, A.Y. Shuleshova, and others), which causes irrita​tion of mechano- and baroreceptors, increase of the tonus of the uter​us and anterior abdominal wall, change of fetal presentation.

The main elements of the I.I. Hryshchenko's and A.Y. Shuleshova's correcting gymnastics: 1) introductory exercise during 1 min, which unites walking (may be on the spot) with swinging the arms and even breathing; 2) forward and side bending of the pregnant woman's body, consecutive side turns, pulling the hips to the abdomen at bent knees; 3) the final complex includes the exercises causing contraction of the muscles of the pelvis and pelvic floor.

According to the V.V. Abramchenko's method the pregnant woman is offered twice a day (in the morning and in the evening) on an empty stomach to lie on her back with the pelvic pole elevated due to a lubricating pad up to 30 cm high. The pregnant in the moderate Trandelenburg position, with the hips slightly moved apart, relaxes, breathes evenly during 10—i5 min. She does these exercises during 2—3 weeks.

Performing correcting gymnastics by the Dykan's method the pregnant woman lies down on a hard surface and in turn changes po​sition (on the left and right side — 10 min on each) during 1 h. The exercise is repeated twice a day before meals.

According to different authors, efficiency of the exercises directed at PP correction makes 76.3—94.5 %.

Contraindications to such exercises are: preterm labor threat, pla​cental presentation, low insertion of placenta, anatomically contract​ed pelvis of the II—III degree.

If fetal self-turning does not take place and therapeutic physical exercises do not help, external abdominal version is performed at full-term pregnancy, but not in the conditions of the antenatal clinic — in the conditions of the hospital of the 3rd level.

At the term of 38 weeks a doctor of the antenatal clinic determines the necessity of hospitalization to the obstetric department of the 3rd level by such indications: compromised obstetric-gynecological his​tory, complicated course of this pregnancy, extragenital pathology; decides the question of possible external abdominal version.

In the conditions of the obstetric department general and obstet​ric anamnesis is thoroughly examined, the diagnosis is specified (pregnancy term, expected fetal weight, PP variety), internal and ex​ternal obstetric examination is conducted, ultrasonography; fetal con​dition is assessed (biophysical fetal profile (BFP), dopplerometry if necessary), readiness of the woman's organism to delivery (the Bi​shop's score), the question of the possibility of external turning onto the head is decided, the plan of labor management is defined.

If the pregnancy is full-term, in the conditions of the 3rd level hos​pital there may be performed external fetal turning onto the head, which leads to the increase of physiological deliveries in cephalic pre​sentation.

Indications: incomplete breech presentation at full-term pregnan​cy and alive fetus.
Conditions: fetal weight < 3,700 g, normal pelvis, empty urinary bladder, possibility to conduct ultrasonography to specify presenta​tion before and after the operation, satisfactory fetal condition (BFP 9—12 points) and the absence of fetal malformations, sufficient mo​bility of the fetus, normal quantity of amniotic fluid, normal uterine tonus, intact fetal sac, readiness of the surgical ward to render emer​gency aid in case of complications, the presence of a qualified special​ist knowing the procedure of the turning.

Contraindications: complications of pregnancy at the term of ma​king a decision to conduct the turning, compromised obstetric-gyne​cological history (habitual noncarrying of pregnancy, sterility, peri​natal loss), oligo- and hydramnios, anatomically contracted pelvis, scarry changes of the vagina or uterine neck, the 3rd degree of head deflexion according to ultrasonography, placental presentation, se​vere extragenital pathology, a uterine scar, peritoneal commissures, hydrocephaly, tumor of fetal neck, uterine malformations, tumors of uterus and uterine appendages.

Operation procedure: the woman is in the position on one side with a 30—40° inclination to the side of the fetal back, the fetal buttocks are drawn aside from the pelvic inlet with the doctor's palms intro​duced between the womb and fetal buttocks, the fetal buttocks are carefully moved to the side of the fetal position, and the head — to the side opposite to the position. The turning is finished by means of displacing the fetal head to the pelvic inlet, and the buttocks — to the uterine fundus.

Possible complications: premature detachment of the normally lo​cated placenta, fetal distress, metrorrhexis.

Delivery Course
A high standing of buttocks does not lead to sufficient smoothing of the uterine neck, which is observed when the head is descending into the small pelvis. It is generally known that the amniotic fluid dis​charges prematurely at PP because of the presence of communicating posterior and anterior waters. This is connected with insufficient grasping of the uneven presenting fetal part with the inferior segment of the uterus. This causes all unfavorable consequences of the so-called "dry labor"; besides, delivery at pelvic presentation is more long-term than at cephalic presentation.

The prophylaxis of delivery complications in this case must begin with the appearance of the first contractions. To prevent early mov​ing of waters the parturient woman is out into bed and recommended to take the position, in which she is least bothered with contractions. It is expedient to put the parturient woman on the side, where the fe​tal back is. In such position of the parturient woman the uterus under its weight is declined to the side, on which the parturient woman is lying; the pressure of the presenting part on the uterine neck reduces, which leads to birth activity weakening, and this prevents the fetal .sac from early rupture. Besides, such position, reducing the inclina​tion of the parturient woman's pelvis, promotes the synclytic fitting of the presenting part and prevents the umbilical cord from falling out.

Preservation of fetal sac integrity for a longer period of time is necessary for a sufficient opening of the mouth of womb and for the shortening of waterless period duration, not always indifferent for the fetus and parturient woman. In spite of fetal sac integrity, birth activ​ity begins to intensify in the parturient woman. With every next con​traction the lower uterine segment, grasping the presenting part more tightly, prevents the umbilical cord from falling out, which is often observed at such delivery.

It is recommended to manage the 2nd stage with a mobilized vein for i.v. introduction of 5 IU of oxytocin in 500.0 of saline (up to 20 drops a min). By indications episiotomy and pudendal anesthesia are carried out. At PP delivery is to be managed by a highly qualified spe​cialist, and at the 2nd stage the anesthesiologist and neonatologist are to be present.

Expulsion stage deserves special attention, since at this aid there may arise such complications as arms throwing, spasm of the internal mouth, rear view formation, fetal hypoxia.

To prevent the mentioned complications delivery at pure breech presentation is managed by Tsovyanov I. It should be emphasized that manual aid is not an operation, it is doctor's aid at independent birth of the fetus at PP.
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internal turning of the fetal shoulders
Manual aid by Tsovyanov I is begun at the moment of buttocks disengagement. The buttocks, which are being born, are held without any attempts of fetus extraction (premature pulling leads to the violation of the lo​cation of body parts, arms throwing, and head deflexion).

The main aim is to preserve the normal location of fetal body parts, not to allow the legs to be born prematurely. At normal body parts location the legs are stretched along the body, the crossed arms are pressed to the thorax, the feet of the stretched legs reach the level of the face and sustain head flexion.

Such position of the legs turns the fetal body into a cone, gradually dilating upwards. Therefore the legs are kept pressed to the fetal body with the thumbs. The other four fingers are placed on the fetal sacral bone.

As the fetus is born, the hands are shifted along the body to the posterior labial commissure of the parturient woman. In the oblique dimension the body is born till the lower angle of the anterior scapula, the shoulder girdle is set in the direct dimension.

At this moment it is important for the obstetrician to direct the buttocks at himself to ease the independent birth of the anterior shoulder from under the pubic arch. For the posterior shoulder to be born the fetus is lifted upwards again. To prevent the umbilical cord occlusion with the fetal head after the body is born to the lower angle of the scapulae further delivery of the fetus should not last more than 5—7 min. At complications, which may arise when the shoulder girdle is born and thereby causing arms throwing, one should proceed to shoulder girdle release by the technique of classical manual aid. One should begin rendering this help already after the fetus is born to the lower angle of the anterior scapula. The posterior arm is the first to be released.

With one hand the doctors takes the fetal legs by the shins and di​rects them forward and to the side opposite to the fetal back. The index and middle fingers are introduced into the vagina along the fetal back (to release the similar fetal hand — the similar obstetrician's hand), and, moving along the fetal back and shoulder, the bend of elbow is reached. Then the arm is descended for it to perform the "washing" movement; the elbow, forearm, and hand appear from the vagina in turn.
The anterior arm is taken out after it was passed into the posterior position also from the side of the hollow of sacrum. For this purpose the fetus is grasped with hands by the pelvis and anterior part of the hips (the fetal abdomen should not be touched — 4 fingers of each hand on the hips, the thumbs — on the fetal buttocks) and turned by 180° .

The fetal back is under the symphysis; then the other hand is re​leased similarly to the first one.    Release of the head may be performed in a couple of ways. Accord​ing to the Mauriceau—Levret's method the fetus is seated in the "riding" position on the obstetrician's hand, the middle fin​ger of this hand is introduced into the fetal mouth, and head flexion is provided by slight pressure on the lower jaw. The index and middle fingers of the other hand grasp the fetal shoulder girdle in fork-like manner from above (mind the clavicles!). The same hand conducts tractions downwards (till there appears the scalp of the head and forms a point of fixation between the suboccipital fossa and pubis), and then to himself and upwards.
There may be used head removal by the Bracht's method — en​tering the small pelvis in the oblique dimension the fetal head finishes its internal turning, descends onto the pelvic floor and at intensive birth activity is born independently, the obstetrician elevates the fe​tal body to the parturient woman's pubis.
Some obstetricians use the Veit—Smellie's method. To flex the fe​tal head by this method the fetus is put astride on the palm and fore​arm of the obstetrician's lower arm with the fetal arms and legs thrown on both sides. The index and ring fingers of this hand careful​ly press the upper jaw on lateral surfaces close to the fetal nose, the middle finger is put to the chin and the head is flexed. The external hand is out onto the fetal back, the index and ring fingers are hook​like located on each side of the neck, and the middle finger presses the occiput promoting additional head flexion. After the assistant has in​creased the flexion, pressing the uterine fundus to the fetal head through the anterior abdominal wall, the obstetrician with the upper hand pulls the fetus down till the suboccipital fossa appears under the symphysis, and then performs tractions horizontally and upwards for the head to be born with the small oblique dimension.
When premature fetuses are born the Myers' method is used — the fetus is placed on the lower hand in the way it is performed at clas​sical manual aid. The obstetrician places the index and middle fingers of the hand on the upper fetal jaw on each side of the nose. The palm of the right obstetrician's hand is at the level of the fetal shoulder gir​dle, the index and middle fingers are introduced maximally deeply along the spine, which allows reaching the inion in premature fetuses. The joint movement of the obstetrician's fingers dur​ing contraction allows per​forming the necessary de​gree of fetal head flexion. 
Manual  aid  at foot presentation (by Tsovya nov II) aims at preventing the birth of fetal legs till sufficient cervical dilation and in such a way at promoting the intensification of birth activity. The external genital organs of the parturient woman are covered with a sterile tissue. The fetus is kind of squatting down and appears in complete breech presentation. At sufficient cervical dilation, if the buttocks have already descended onto the pelvic floor, the legs are not kept, the fetus is born independently till the lower angle of the scapulae, further the shoulder girdle and fetal head are released by means of classical manual aid.
The obstetric approach if complications arise in the 2nd period: 1. Throwing back of arms — a complication, at which the arms lose their typical position, move from the thorax up and to the face or occiput. There are differentiated three degrees of the throw​ing back of arms: I — the arm is in front of the ear, II — at the level of the ear, III — behind the fetal ear. The most frequent in such cases is severe fetal hypoxia (or even fetal death) because of protracted deliv​ery of the head, since the volume of the head together with the arm increases so much that without rendering immediate help delivery can not end successfully.
The thrown back arms must be released right after the fetus is born to the lower angle of the anterior scapula, because later the head fits tightly into the small pelvis and this anomalous position fixes. The release of the thrown back arms of the 1st and 2nd degree is con​ducted from the side of the fetal back or thorax. To perform the first method the fetal legs are declined upwards into the-position opposite to the inguinal fold. The four fingers of the internal hand move along the back, shoulder, grasp the arm above the elbow and take it out anteriad, descending from the lateral surface of the head or face on the thorax downwards.
According to the second method the arms are grasped not from the side of the fetal back but from the side of the fetal thorax (only in para II, wit the normal dimensions of the mother's pelvis and small fetal weight). In this case the legs are declined with one hand down​wards, and fingers of the other hand are moved to the shoulder, the arms are taken out along the face, chest, and abdomen of the child.
To take out the thrown back arms of the 2nd and 3rd degree the Preobrazhenskiy's method is used. At the 2nd or 3rd degree of the throwing back of arms the lower angles of scapulae rise and sharply diverge to the sides from the backbone. The obstetrician presses the lower angles of the scapulae from the outside inwards, displacing them to the side of the backbone. The muscles attached to the scapu​lae pull the fetal humerus and elbow downwards to facilitate the sub​sequent release of the thrown back arm in one of the above-listed ways.
To release the thrown back arm of the 3rd degree the fetus is ro​tated around its longitudinal axis in the direction of the pathological​ly located hand as if unwinding a twisted cord. For this purpose the fetus is put onto the forearm, and the palm of the internal hand, as it is done at classical manual aid, pushes the fetus to the side of the small pelvis, and only after this the turning is performed. Here might be a couple of variants:
1) if the anterior arm is thrown back, the posterior arm should be released in the usual way. After this (fixing the posterior arm) one should turn the fetal body in such a way that the fetal chest, and not the back, is under the symphysis. After the anterior arm becomes pos​terior it is released in the usual way;
2) if the posterior arm is thrown back, the fetus is rotated around the longitudinal axis in such a way that its back is under the symphy​sis. After this the anterior arm, which is not thrown back, moves back​wards to the side of the perineum and is released in the usual way. Then the second fetal turning is performed for the arm, which is lying freely in front, to turn backwards, where it is released in the usual way.
2. One of severe complications is also the formation of the poste​rior view at PP, when the back turns backwards, the course of deliv​ery decelerates, coming out of the shoulders and head is complicated. When the head is flexed the area of the bridge of nose rests against the symphysis, and the occiput comes out above the perineum. But more often the head is extended, the chin is held above the symphysis, and the head must be born in the condition of extreme deflexion. Without obstetric help the delivery of the head is delayed and the fe​tus dies of asphyxia. The head must be released quickly and carefully by means of special maneuvers.
Coming out of the head depends on its condition — if it is flexed or extended. In the first case the inverse Mauriceau's method is used — the obstetrician introduces the first phalanx of the index finger of the upper hand into the fetal mouth and maximally flexes the head till it rests upon the inferior margin of the symphysis with the anterior part of the prefontanel. Simultaneously the other hand is placed in forked manner on the posterior surface of the shoulders and performs trac​tions upwards till the fetal head is born with the large transversal di​mension.
In case of head deflexion and chin holdback above the horizontal pubic ramus it is offered to use the "inverse Prague method" — one hand grasps the fetus by the shoulders from behind, the other — by the legs in the region of ankle joints. First there is performed a down​wards traction till there appears the hairy part of the occiput, then — a strong traction downwards and anteriad. The head is born rotating around the symphysis pubis. Performing the maneuver one must ex​ert pressure on the hand above the womb. Episiotomy is obligatory for the prophylaxis of deep perineal ruptures.
3. In case of fetal distress at the 3rd stage (the fetal buttocks are on the pelvic floor or are cutting into) delivery is conducted by means of the operation of fetal extraction by the pelvic pole.
4. If there appears a spastic contraction of the mouth of womb, it is necessary to introduce i.v. 0.5—1.0 ml of 0.1 % atropine sulfate so​lution, 2 ml of 2 % of papaverine hydrochloride solution, 2 ml of No-Spa, or stop tractions temporarily. If there is no effect and the uterine neck is thin and smooth, some authors recommend cervicotomy by Dursen on the places corresponding to 2, 6, and 10 hours of the dial plate. If it is possible, the index finger is brought into the child's mouth, the obstetrician significantly flexes the fetal head (corre​sponding reduction of its dimensions) and shifts the anterior lip of cervix uteri from the occiput upwards under the symphysis pubis of the mother.
Indications to the operation of cesarean section:
· expected fetal weight of 3,700 g and more;
· footling presentation of the fetus;

· fetal head deflexion of the 3rd degree by ultrasonography data;

· fetal neck tumors and hydrocephaly.  
       Because of the high frequency of unfavorable outcomes for the fe​tus at PP in case of delivery through the natural maternal passages, most obstetricians consider it expedient to expand indications to ce​sarean section. Thus, if there arise complications of the delivery pro​cess at PP, one should more often put a question of operative deliv​ery.
The gestational age of the fetus is important if operative preterm delivery is discussed. At the term of pregnancy of 32—36 weeks (fetal weight 1,500—2,500 g) cesarean section is considered more expedi​ent, since according to literature the number of children, who died af​ter the operation, is 16 times less than at preterm delivery through the natural maternal passages. If the fetal weight is < 1,500 g, the method of delivery does not influence perinatal outcome.
V. Organizational structure of lesson:

Organizational moments-2%;

Topic motivation -3%;
Checking the initial level of knowledge -20%;

Independent work of students under supervision of a lecturer -35%;                                             

Checking the final level of knowledge -20%;

The rating of students` knowledge -15%;

Lecturer`s summary/conclusion, home task-5%.       

VI. Methodical support:

 The place of practical training: classroom, delivery room.
 Visual aids: tables, slides, phantoms, model of pelvis, results of laboratory examinations, 
 model of pelvis, centimeter tape, pelviometr, case studies and test questios.

Checking questions for the assessment of the final level of knowledge
1. What is this delivery biomechanism of childbirth?
2. The first step of delivery biomechanism at anterior vertex presentation
3. The second step of delivery biomechanism at anterior vertex presentation
4. The third step of delivery biomechanism at anterior vertex presentation
5. The fourth step of delivery biomechanism at anterior vertex presentation
6. Breech presentation, diagnostics at external and vaginal examination
7. Footling presentation, diagnostics at external and vaginal examination
8. Knee presentation, diagnostics at external and vaginal examination
9. Manual  aids by Tsovyanov I
10. Manual  aids by Tsovyanov II
Case studies for the assessment of the final level of knowledge

      1. 24 year old pregnant, first pregnancy, first delivery. Regular labour activities began. On vaginal examination: uterine neck is effaced, 4 cm dilated, fetus bladder is intact, fetal head is pressed to the inlet to the small pelvis. The saggital suture is in the transverse dimension of the small pelvis inlet, triangular fontanel in the middle of the pelvis, turned left.

· What is presentation, lie/position, type?

Vertex presentation, second position, at the moment it is impossible to determine the type.

· What is the moment of the delivery biomechanism?

Head bending

       2. 26 year old with her first pregnancy was admitted with regular labor activities. On vaginal examination: the saggital suture is in the oblique dimension, triangular fontanel can be palpable next to the symphysis and left. The fetal head is in the narrow part.

· What is presentation, lie/position, type?

Vertex presentation, first position, front type.

· What is the moment of the delivery biomechanism?

Internal head turning

       3. A 30 year old pregnant, second delivery, second period. On vaginal examination: uterine neck is fully dilated, fetal head is in the plane of small pelvis outlet, the saggital suture is in the straight dimension, triangular fontanel is turned left.

· What is presentation, lie/position, type?

Vertex presentation, back type,  position is impossible to determine, front type.
· What is the moment of the delivery biomechanism?

Additional head bending


Test questions for the assessment of final level of knowledge
      1. A 28 year old woman is admitted with regular labor activities. The first pregnancy. On vaginal examination: uterine neck is effaced, 6 cm dilated, the saggital suture is in the left oblique dimension, the small fontanel is on the left and back. The head is with its small segment in the small pelvic inlet.

· What is presentation, lie/position, type?

A. Vertex presentation, 1st position, back type

B. Vertex presentation, 1st position, front type

C. Vertex presentation, 2nd position, back type

D. Vertex presentation, 2nd position, front type

      2. A 20 year old pregnant woman. On vaginal examination: uterine neck is fully dilated; presenting part is the head which is in the plane of the small pelvic outlet. The saggital suture is in the straight pelvic dimension, smaller fontanel is on the left under the symphysis.

· What is the moment of the delivery biomechanism?

A. Head unbending

B. Internal head turning

C. Head bending

D. Internal turning of the shoulders

      3. A primigravida presents to the delivery floor with full-term pregnancy and complaints on the regular contractions 45 seconds long each 3 minutes for last 7 hours. On vaginal examination: uterine neck is effaced, thin, up to 6 cm dilated, the fetal bladder is intact.

· What is the diagnosis?

A. 40 week pregnancy, 1st period of delivery, active phase

B. 40 week pregnancy, 1st period of delivery, latent phase

C. 40 week pregnancy, 1st period of delivery, slowdown phase

D. 40 week pregnancy, 2nd period of delivery

      4. On internal obstetric examination there is noted that the lower head vertex is at the level of the interspinal line.

· What is the degree of head engagement?

E. With its large segment in the pelvic inlet

F. With its small segment in the pelvic inlet

G. The head in the pelvic cavity

H. The head in the plane of the pelvic outlet

      5. On internal obstetric examination there is noted that the head is presenting, in the front, closer to the pubic the smaller fontanel is palpable, the saggital suture is in the right oblique dimension, cranial bones moderately cover each other.

· What is the degree of head configuration?

I. Second

J. Third

K. First

L. Zero
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