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Arm full form in obg

Compound presentations are rare obstetric events and often engender much anxiety in the care team. Such concerns are usually unjustified, but considering the unlikely possibility of a problem delivery is valuable. Although in an average delivery service of 2500 births annually such an event might be expected to occur only about once a
year, providers should know strategies for managing this situation if intervention becomes necessary. [1, 2] Compound presentations may be observed more commonly after premature rupture of membranes, with preterm labor, with pelvic masses displacing the main fetal pole, or after inductions of labor involving floating presenting parts.
Compound presentations are more likely with obstetric interventions than with spontaneous events. [3, 4, 5] This type of presentation involves the prolapse of an extremity along with the more traditional presenting part, almost always the fetal vertex. Usually, the misplaced part is a hand or arm. Less commonly, a foot can present with the
vertex if the baby is extended at the knee and flexed at the hip, or a hand or arm may present along the side of the breech. Management of these individual events differs according to the finding and the circumstances. If intact membranes are found, leaving them intact while resolution of the compound presentation is attempted may be
wise. The discovery of a hand beside the head is the most common presentation irregularity and is the least worrisome of the possibilities. In general, if left unattended, the hand will retract or the arm will extend further as labor progresses. Although the presence of an extremity usually does not create prohibitive dystocia, its absence is
preferable in principle; this avoids circulatory compromise that could occur if the extremity is in place too long. [6] Also, the bruising to which the limb is prone adds undue concern for the parents until it disappears. If the hand has not prolapsed beyond the presenting part, causing the hand to retract often is accomplished, if necessary. In
contrast, if the hand or arm has prolapsed past the presenting part, abandoning vaginal delivery and proceeding to cesarean delivery is wise. Resolution is best accomplished by the baby itself. Although people sometimes forget that unborn children have all their reflexes in utero, unborn babies are fully capable, within the limitations of the
space available, of reacting as they would as newborns. The simplest approach, therefore, may be to apply a benign noxious stimulus, such as a gentle pinch to a fingertip of the advancing hand. By applying a benign noxious stimulus (between contractions, of course), the hand may withdraw and never appear in the undesired position
again. Less often, gentle pressure upward also may displace it successfully. If these maneuvers do not succeed in solving the abnormal situation, it can be ignored as long as labor is progressing normally. Excessive force applied to the extremity can injure it, or it may displace the head and convert the benign situation into an
undeliverable shoulder presentation with entrapment of the fetus. [7] An intrusive foot beside the head is a more complicated event because it has more bulk than a hand and may retract less readily. Although it will not prolapse further, it may persist, increasing the diameter of the presenting part. Resolving this also involves trying a
noxious stimulus, but this succeeds less often because of the complexity of the withdrawal response within available space. Forceful upward displacement also may not succeed if, for any reason, the knee does not readily bend or the hip does not flex further. An experienced operator may find that external manipulation of the leg may be
achieved if it is the anterior one, but it is unreachable if it is the posterior limb. With fortuitous fetopelvic proportionality, delivery can still occur, but prudence precludes labor stimulation or difficult operative pelvic maneuvers. If vaginal birth is planned, it should occur spontaneously. Compound presentations preclude forceps applications
orvacuum extraction. Compound presentation with breech birth is less common, and management is less controversial. In general, unless readily resolved by benign maneuvers as described above, abdominal delivery is chosen even if it was not planned already for the breech presentation. An arm presenting with the breech may preclude
descent of the breech into the pelvis, may add unduly to the increasing diameters presented as labor progresses, and may influence the baby to rotate into an arm or shoulder presentation. [8]  A case of a child with isolated lower brachial plexus palsy (Klumpke) and Horner syndrome who had a vertex compound arm presentation at birth
has been reported. [9] The induction of labour (IOL) is a relatively common procedure where labour is initiated prior to pregnant women going into labour and vaginal birth naturally themselves. There are medical and surgical ways of inducing labour, some pregnant women also try natural ways of inducing labour. When is labour induced?
Inducing labour is usually reserved for situations where the benefits of delivering the baby outweigh the risks of continuing the pregnancy. Just over one quarter of all labours in Australia are induced. Some situations where IOL is performed includes: Prolonged pregnancy (that goes beyond 41 weeks) Where a woman’s waters have
broken prior to the onset of labour in a term pregnancy (a pregnancy 37 or more weeks gestation) At the request of the pregnant mother (only where exceptional circumstances exist) Gestational diabetes (diabetes in pregnancy) requiring insulin for treatment Cholestasis of pregnancy (a condition of pregnancy where the pregnant mother
experiences itch without a rash, which is associated with specific abnormal blood results) Hypertension (high blood pressure) in pregnancy based on individual circumstances There are some situations where IOL shouldn’t be performed including: Abnormalities of the placenta such as low lying placenta (placenta praevia) Abnormalities of
how the baby is lying (malposition or malpresentation) Where the pelvis is too small for the passage of the head of the baby (cephalopelvic disproportion) Where the pregnant mother refuses Where the umbilical cord is the presenting part or has prolapsed into the vagina (cord prolapse) Active genital herpes HIV infection Your cervix The
process of IOL can vary depending on the condition of your cervix. There is a scoring system, known as the Bishop score, that is used as a scoring system to assess the cervix. A modified Bishop’s score is also available. The difference between the two is that the original Bishop’s score includes cervical effacement (0-30%, 31-50%, 51-
80% and >80%) which has been  replaced in the modified Bishops’s score with cervical length (>3cm, 2cm, 1cm, 4 Length of Cervix (cm) > 3 2 1 < 1 Station (relative to ischial spines) -3 -2 -1 / 0 +1 / +2 Consistency Firm Medium Soft – Position Posterior Mid Anterior – From the table you can see that you will have a higher score if the
cervix has already started to dilate, has shortened, is soft and has moved from a posterior to anterior position.For those women in which the cervix is already ‘ripened’ (a score of 7 or above) or have undergone cervical ripening, the next step of the process of inducing labour is artificial rupture of membranes and commencement of
oxytocin infusion. If the cervix is favourable, ways to bring on include artificial rupture of membranes and/or oxytocin infusion. For an unfavourable cervix, it must first be ripened using either a transcervical foleys catheter or vaginally administered prostaglandins. Each of these is discussed in detail below. Transcervical foley catheter The
transcervical foley catheter is one of the means to ‘ripen the cervix’ so it is more favourable for induction. It is a long thin tube that has a balloon at its tip that can be inflated/deflated. During this process the tip of the foley catheter is passed through the canal of the cervix and the balloon then inflated. It is important that the inflated balloon
is positioned correctly in order to exert the mechanical pressure needed to dilate (open) the cervix. The opposite end is then taped to your thigh. The main advantage of the foley catheter is that it can be used in situations where it is advisable to avoid pharmacological agents (prostaglandins). Prior to having the foley catheter inserted, you
may be asked to empty your bladder. The position of your baby will be confirmed by palpating (feeling) the abdomen. A cardiotograph (CTG – recording of the baby’s heart rate and contractions of the uterus) will be performed to check the foetal heart rate pattern and the presence/absence of any contractions. If the bishop’s score is
unknown an internal cervical assessment/vaginal examination must be made. Some women can find this uncomfortable as it involves the Doctor or Midwife inserting two fingers into the vagina in order to feel the cervix and make an assessment about the cervix’s dilatation, length, position and consistency (Bishop’s score). The foley
catheter can then be inserted if the Bishop’s score is 6 or less. The foetal heart rate and maternal observations (any vaginal fluid loss or bleeding, temperature, pulse, blood pressure and oxygen saturations) will be checked immediately after and 4-hourly thereafter. A vaginal examination will be performed between 12 and 18 hours post
insertion to assess the position of the catheter and any change in the cervix. If there is evidence that the uterus is becoming highly stimulated, the baby is stressed, or if you request it, the catheter will be removed. How to bring on labour with prostaglandins Prostaglandin E2 (dinoprostone) provides a pharmacological method of cervical
ripening and induction of labour. It is available in the form of a gel (Prostin E2) or as a controlled release (the dose is released over a period of time) pessary (Cervidil) that is inserted into the vagina. Some reasons why you shouldn’t have prostaglandins include: Previous surgery involving the uterus, such as previous caesarean section If
you have had five or more babies in the past Abnormal CTG or suspected foetal compromise Known hypersensitivity to the medication Any other conditions for which a vaginal delivery is NOT recommended Caution is used if a woman has certain medical conditions so make sure your doctor is aware of your past medical history. Prior to
inserting the medication into your vagina, you may be asked to empty your bladder. The position of your baby will be confirmed by palpating (feeling) the abdomen. A cardiotograph (CTG – recording of the baby’s heart rate and contractions of the uterus) will be performed to check the foetal heart rate pattern and the presence/absence of
any contractions. If the bishop’s score is unknown an internal cervical assessment/vaginal examination must be made. Some women can find this uncomfortable as it involves the Doctor or Midwife inserting two fingers into the vagina in order to feel the cervix and make an assessment about the cervix’s dilatation, length, position and
consistency (Bishop’s score). The prostaglandin can then be inserted if the bishop’s score is 6 or less. Following insertion you should lie on your left side for 30 minutes to allow the medication to be absorbed. A CTG will be recording your baby’s heart rate and any uterine contractions during this period. The foetal heart rate and maternal
observations (any vaginal fluid loss/bleeding, temperature, pulse, blood pressure and oxygen saturations) will be checked 4-hourly thereafter. If you develop contractions you will need to have continuous CTG monitoring. A repeat internal exam will be performed six hours post dose to assess any cervical change. If the change is minimal
then a second dose can be given. Complications can include: Maternal gastrointestinal symptoms such as nausea Uterine overactivity (the uterus contracting too frequently) Postpartum haemorrhage (bleeding following the birth of your baby) Fever Amniotic fluid embolism Vaginal irritation and/or Back pain Inducing labour by artificial
rupture of membranes Artificial rupture of membranes (ARM) refers to surgical rupture of the membranes that surround your baby (the amnion and chorion). This can be performed to induce labour if the bishop’s score is 7 or more. Some women, especially those who have had babies previously, may go on to develop contractions
spontaneously. Alternatively this method is commonly used in combination with oxytocin (discussed below). Before your membranes are ruptured, you will most likely be asked to empty your bladder. Following this, the position of the baby will be determined by palpating (feeling) the abdomen. Your baby’s heart rate will also be monitored.
The membranes are ruptured while an internal exam is being performed. Once the membranes have ruptured you will experience fluid leaking out of the vagina, this is the fluid that surrounded your baby. The risks include infection and cord prolapse (where the umbilical cord comes out in front of the baby’s head).Situations where ARM
shouldn’t be performed includes: Low lying placenta (Placenta praevia) HIV infection Active herpes lesions Abnormalities of how the baby is lying Any other conditions for which a vaginal delivery is not recommended How to induce labour with oxytocin Oxytocin is the hormone responsible for stimulating the uterus to contract. Synthetic
forms of oxytocin (Oxytocin; Syntocinon) are available and these can be administered intravenously (into the vein) to induce labour. This is typically as an infusion where a certain dose of the medication is delivered over a period of time. Before starting oxytocin it is important that it has been 6 hours or more since your last dose of
prostaglandins if you had any, that your membranes have ruptured either naturally or artificially (ARM) and that there are no abnormalities with the foetal heart pattern on CTG. While you are receiving the oxytocin infusion you will need continuous CTG monitoring. This is to monitor your baby’s heart rate as well as determine how many, if
any, contractions you are having. The amount of oxytocin given to you is adjusted depending on your response. The aim is to use the lowest dose of oxytocin possible to maintain 3-4 contractions in 10 minutes with each contraction lasting approximately 60 seconds. Situations where you shouldn’t have an oxytocin infusion include: Any
condition in which labour is not recommended 2 or more previous caesarean sections Complications that can be associated with oxytocin infusion include: Overstimulation of your uterus (Uterine hyperstimulation) – see below Water retention Low blood pressure (Hypotension) Rarely abnormal heart rhythms (arrhythmias) and/or
anaphylaxis reactions can occur Oxytocin can be associated with uterine hyperstimulation. This occurs when: Frequency of contractions is five or more within a ten minute period Contractions last greater than 90 seconds Contractions of a normal duration occur within 1 minute of each other The uterus does not completely relax between
contractions If the baby seems unaffected by this it can simply be managed by turning off the oxytocin until the activity returns to normal. If the baby appears stressed (determined by its heart rate pattern) the oxytocin should be stopped promptly and consideration given to the use of medications to stop further contractions. Preparation for
immediate vaginal delivery and/or possible caesarean section should be made in the event that the foetal heart rate does not return to normal. Where contractions return to normal and the baby is not stressed, the oxytocin should be restarted at half the rate of the last dose infused and adjusted accordingly. Risks associated with induction
of labour There are several risks associated with induction of labour which include: Failed IOL – the criteria for failed IOL is generally not well agreed, however, it would include those women that fail to establish labour as well as those that establish labour but then fail to progress despite induction. In such cases, individual circumstances
should be reviewed and an assessment of foetal wellbeing made. Options should be discussed with the woman, which may include caesarean section. Uterine hyperstimulation, as discussed above, can occur with either prostaglandin or oxytocin. If this occurs any remaining prostaglandin should be removed. If an oxytocin infusion is
running it should be reduced or turned off as per above management plan (discussed under oxytocin) Cord prolapse (where the umbilical cord exits through the vagina before the baby) is a potential risk at time of artificial rupture of membranes and it is an obstetric emergency often requiring emergency caesarean. Uterine rupture (tear in
the uterus) – is uncommon with induction of labour, however, when it does occur it is life threatening to baby and mother. If uterine rupture is suspected, preparation for an emergency caesarean +/- uterine repair or hysterectomy should be made. Kindly written and reviewed by Dr Allison Johns BSc (Hons) MBBS, Doctor at King Edward
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