Post term pregnancy

Definition

Post term pregnancy is said to be present when pregnancy bypass 42 weeks or 294 days from date of the last menstrual date. While past date or post date is said to be present when pregnancy bypass 40 weeks but still less than 42 weeks. Post term pregnancy is associated with increased maternal and perinatal morbidity, and that it is why should be promptly diagnosed and managed.
Incidence
Post term pregnancy occurs in up to 10% of the overall pregnancy. However when we depend on dating upon the last menstrual bleeding the incidence is about 6 %, while when other methods are used for pregnancy dating like ultrasound scan, the incidence is up to 12 %

Etiology

The exact factors which cause post term pregnancy are still unknown. However pos term pregnancy is known to be associated with the followings

1. Fetal anomalies especially fetal anencephaly in which the cranium of the fetus is missing. This may explain the role of fetal hypothalamus in the initiation of normal labor in human being.

2.  Genetic factors. Pregnant women how develop post term pregnancy may be themselves post term during fetal life. Though the genetic factors are no exactly ruled out, yet they may have a role in post term pregnancy.
3. Placental sulfatase deficiency. This enzyme is responsible for the metabolism of sex steroids which are excreted from the fetal adrenal gland, before transfer to the maternal circulation. It has been found that post term pregnancy is associated with deficient sulfatase in the placenta.
4. Male fetus. Few studies have shown that pregnant women with male fetus are more likely to have post term pregnancy than female fetus. The cause is largely unknown.
Physiological changes at post term pregnancy
Once pregnancy bypass 42 weeks or 294 days the followings are likely to occur
1. Oligohydramnios; which is defined as the amount of amniotic fluid volume less than 500 cc. oligohydramnios predispose to fetal hypoxia as the umbilical cord become more compressed between the fetal body and uterine wall. As a result fetal hypoxia/ acidosis is more likely during labor.

2. Placental changes. The placental capability to transfer oxygen and other nutrients to the fetus is significantly reduced after 42 weeks. Placental calcifications become more and cotyledons indents uterine surface more deeply.

3. Fetal changes. The most prominent fetal changes in post term pregnancy is increase in fetal weight and fetal head measurements. Those changes make engagement of the fetal head more difficult during labor. The fetal scalp bones become more ossified and as a result molding of the fetal scalp bones is reduced. Thus intra cranial hemorrhage is more likely to occur during labor than term infants.

  Complications of pos term pregnancy
Pregnancy that continues beyond 42 weeks is associated with risks to the fetus and the mother.

Risks to the fetus
Stillbirth or neonatal death — The incidence of stillbirth or infant death is increased in pregnancies that continue beyond 42 weeks. However, the risk is relatively small, with only 4 to 7 deaths per 1000 deliveries. By comparison, the risk of stillbirth or infant death in pregnancies between 37 and 42 weeks is 2 to 3 per 1000 deliveries.

Large body size — Post term fetuses have a greater chance of developing complications related to larger body size (called macrosomia), which is defined as weighing more than 4500 grams. Complications can include prolonged labor, difficulty passing through the vagina, and birth trauma (eg, fractured bones or nerve injury) related to difficulty in delivering the shoulders (shoulder dystocia).

Fetal dysmaturity — Also called "postmaturity syndrome," this refers to a fetus whose growth in the uterus after the due date has been restricted, usually due to a problem with delivery of blood to the fetus through the placenta. 

Meconium aspiration — Beyond term, the fetus is more likely to have a bowel movement, called meconium, into the amniotic fluid. If the fetus is stressed, there is a chance it will inhale some of this meconium stained amniotic fluid; this can cause breathing problems when the baby is born.

Risks to the mother — Risks to the mother are related to the larger size of post term infants, and include difficulties during labor, an increase in injury to the perineum (including the vagina, labia, and rectum), and an increased rate of cesarean birth with its associated risks of bleeding, infection, and injury to surrounding organs.
Fetal monitoring in post term pregnancy

Once the fetus bypasses 40 weeks gestational age, capability of placenta to transfer oxygen is reduced. And that is why all fetuses who bypass 40 weeks should be regularly monitored by ante partum fetal surveillance test. This include the followings

Nonstress testing ; Nonstress testing is done by monitoring the baby's heart rate with a small device that is placed on the mother's abdomen. The device uses sound waves (ultrasound) to measure the baby's heart rate over time, usually for 20 to 30 minutes. Normally, the baby's baseline heart rate should be between 110 and 160 beats per minute and should increase above its baseline by at least 15 beats per minute for 15 seconds when the baby moves.

The test is considered reassuring (called "reactive") if two or more fetal heart rate increases are seen within a 20 minute period. Further testing may be needed if these increases are not observed after monitoring for 40 minutes.

Biophysical profile; biophysical profile (BPP) score is calculated to assess the fetus' health. It consists of five components, nonstress testing and ultrasound measurement of four fetal parameters: fetal body movements, breathing movements, fetal tone (flexion and extension of an arm, leg, or the spine), and amniotic fluid volume. Each component is scored individually, 2 points if normal and 0 points if not normal. The maximum possible score is 10.

Amniotic fluid volume is an important variable in the BPP because a low volume (called oligohydramnios) may increase the risk of umbilical cord compression and may be a sign of changes in the feto utero placental circulation. Amniotic fluid level can become reduced within a short time period, even a few days.

Contraction stress test; contraction stress test (CST) can also be done to assess fetal health. It involves giving an intravenous medication (oxytocin) to the mother to induce uterine contractions. The fetus' heart rate is monitored in response to the contractions. A fetus whose heart rate slows down during a CST may require a cesarean delivery.

Doppler of the umbilical artery- Doppler studies which is simply measuring the speed of blood in the umbilical artery is being increasingly used in assessment of fetal wellbeing. The most commonly parameter used is systolic/ diastolic ratio. Fetuses with post term pregnancy have more placental resistance than normal. Accordingly the ratio become higher as the speed during diastole is low or absent.

Cervical ripening agents

Formerly, it was custom to allow pregnancy to extend beyond 42 weeks on the hope that spontaneous labor eventually start avoiding induction of labor. The most likely cause for induction failure is unripe cervix or low Bishop Score. Nowadays pre induction ripening of the cervix becomes more widely implied and the rate of successful induction becomes more increasing, thus avoiding unnecessary cesarean sections. The most widely cervical ripening agents include any of the followings

1. Prostaglandin E2. This is available both as pessary as well as gel. Applied to the cervix every 6-8 hours prior to induction and starts oxytocin afterward.

2. Prostaglandin E1. This is a synthetic prostaglandin called misoprostol which can be used both for ripening of the cervix as well as induction of labor. The dose of ripening is 25- 50 microgram every 6- 8 hour prior to induction. 

3. Nitric acid donors. There are 3 drugs which acts as nitric acid donor used to ripe the cervix which include isosorbide dinitrate, isosorbide mononitrate and glycerine trinitrate. Tablets are applied locally to the cervix vaginally every 6- 8 hour to soften the cervix. Induction of labor is started thereafter.

Timing of induction

Most obstetricians induce labor between 41 and 42 weeks. Prior to induction ripening of the cervix id done
Technique

Oxytocin infusion remains the most widely method for induction of labor. Starting with low dose 6- 12 miu per minutes and doubling every 30 minutes until efficient uterine contractions commence. Thereafter the rate of infusion is reduced to 32- 16 miu per minute accordingly. Application of partogram is mandatory to monitor cervical dilatation and fetal head descent. Electronic fetal heart monitoring in the form of continuous cardiotocography is also mandatory to detect early signs of fetal distress. Fetal scalp pH estimation may be used to assess of fetal hypoxia. In 70 % of the cases successful induction of labor is achieved. Should fetal heart rate decelerate or other signs of fetal wellbeing deviate, delivery by emergency cesarean section are done. 
Shock in obstetrics

Definition
Shock is defined as a state of under perfusion of blood to tissues ultimately leading to anaerobic glycolysis with lowering of the blood pH. Depending on the severity and duration of shock the following organs are most affected

· Kidney with either tubular or cortical necrosis
· Heart with various degree of arhythmia or cardiac stand still

· Brain starting clinically as apprehension, confusion, delirium and coma

Clinical presentation

· Fast and weak pulse

· Hypotension

· Pallor

· Sweating

· Cold extremities

· Rapid acidotic breathing

· Confusion and coma
· Oligouria or anuria

Hemorrhagic shock

By far hemorrhagic shock is the most commonly seen in obstetrical practice. Death from hemorrhagic shock in the form of post partum hemorrhage is also very common in third world countries including Iraq. 
Etiological factors

1. Bleeding in early pregnancy following abortion, hydatiform mole and ectopic pregnancy.
2. ante partum hemorrhage from placenta previa and placental abruption
3. post partum hemorrhage following uterine atony or inertia
4. Laceration of the genital tract which include ruptured uterus, cervical tears and vaginal lacerations.
5. Broad ligament hematoma.
6. Rarely from slipped ligature following cesarean section at the angles.

Management

1. Insertion of 2 wide bore cannula
2. In severe cases venous cut down with insertion of cannula should be done.

3. insertion of Foley's catheter

4. insertion central venous pressure line

5. keep the patient warm with blankets

6. Elevation of legs to return the blood to the brain. 
7. preparation of at least 2-4 cross matched blood

8. starting saline or Hartman's solution until blood is available
9. In severe cases immediate infusion of non cross matched O Rh –ve may be justified.
10. Monitoring chart for at least 24 hours until stabilization is reached.
11. treatment of the underlying cause
Septicemia shock

Septicemia shock is caused by circulating gram negative dead bacteria in the blood. Their cellular wall contains complex lipopolysachrides which is extremely toxic. This type of lipid is released from the bacteria only after their death. It causes extreme vaso dilatation and activation of coagulation cascade leading to disseminated intra vascular coagulation syndrome. By far the only cause in obstetrical practice of this type of shock is infected retained product of gestation following abortion. 
Treatment

1. Insertion of cannula, Foley's catheter, central venous pressure line.

2. Monitoring chart.

3. Monitoring of the coagulation profile through measurement of serum fibrinogen, platelets, prothrombin time and partial thromboplastin time.

4. Use of crystalloid infusion like normal saline, Hartman's solution and blood to fill the circulation

5. Broad spectrum third generation antibiotic to combat infection

6.  Hydrocortisone 2-4 grams every 6 hours.
7. fresh frozen plasma, cryo precipitate in cases of DIC
8. Dopamin infusion in low dose 5- 8 microgram/ kg/ minute to increase the blood supply to the blood supply to the kidneys.

9. Treatment of the underlying cause usually by evacuating the retained infected of gestation by curettage after stabilization of general condition.
Vasovagal shock
Vasovagal shock is mediated by extreme vaso dilatation following strong activation of vagus cranial nerve. This type of shock mostly seen in obstetrical practice following uterine inversion by mismanagement of the third stage of labor. Rarely, caused by massive hemo peritoneum following ruptured ectopic pregnancy. Treatments include rapid returning of the inverted uterus with administration of oxytocic drugs thereafter.

CARDIAC ARREST

Definition

Sudden circulatory collapse caused by sudden failure of the heart to pump the blood adequately.

Causes

Any cause of obstetric shock can end by cardiac arrest, the commonest of which are:

· Severe haemorrhage. 

· Hypoxia due to eclampsia or anaesthesia. 

· Mendelson’s syndrome: gastric aspiration with pneumonitis. 

· Embolism of whatever the nature. 

Diagnosis

· Sudden collapse.   

· Loss of consciousness. 

· Absence of pulse including the carotid and femoral pulse. 

· Apnea and cyanosis of variable degree. 

· Fixed dilatation of the pupils. 

Management

· Urgent pairs of hands are needed to save the patient’s life. 

· Put the patient in the dorsal position onto a firm surface, even the floor. 

· A single firm thump with the closed fist over the lower sternum may be sufficient to correct the condition otherwise, 

· The following ABC steps are carried out: 

Airway: 

· Clear it: from vomits, blood, teeth, foreign body ...etc. 

· Maintain it: Pull mandible and tongue forward. 

· Insert an airway. 

· Endotracheal intubation as soon as possible. 

Breathing: 

· Mouth-to-mouth artificial respiration. 

· Mask and ambubag with 100 % oxygen. 

· Cuffed endotracheal tube with intermittent positive pressure of 100% oxygen. 

Cardiac massage: 

· Using the heel of one hand, with the other on top, and with the arms extended, apply pressure to the lower sternum using the full body weight. This should provide a palpable femoral or carotid pulse. 

· The optimal compressions are 60 / minute in a ratio of 4:1 to ventilation. 

Drip and Drugs: 

· Sodium bicarbonate 8.4% solution: to counteract metabolic acidosis. Give 100 ml initially and a further 10 ml for each subsequent minute of inadequate circulation. 

· Cardiac stimulants (inotropic drugs): can be given IV or intracardiac e.g. 

1. Adrenaline 0.5-1.0 mg.       

2. Atropine 0.6 mg. 

3. Isoprenaline 4 mg in 500 ml solution. 

4. Dopamine 500 mg in 500 ml solution (1-3 m g/ kg/ min). 

5. Calcium chloride 10% solution. 

Fibrillation treatment 

· Direct current (DC) defibrillator is used. 

