
Comment & Controversy

“�Not�all�coNtraceptives��
are�suitable�immediately��
postpartum”
RobeRt L. baRbieRi, MD  
(eDitoRiaL; SepteMbeR 2011)

the�iud�is�an�option�for�
postpartum�placement
Dr. Barbieri did a great job of summa-
rizing the latest recommendations 
from the Centers for Disease Control 
and Prevention (CDC) and high-
lighting the options for postpartum 
contraception. I have never inserted 
an intrauterine device (IUD) imme-
diately after delivery, but it is nice to 
know of the option.

Jackie�Garrard,�md
boulder, Colo

risk�of�expulsion�is�too�high�
to�make�the�iud�practical
Given the cost of an IUD ($600–$700), 
the 12% to 25% risk of it falling out 
after postpartum placement is unac-
ceptable. Try convincing the insur-
ance company or Medicaid that they 
should pay for another one.

suzanne�merrill-Nach,�md
San Diego, Calif

›› Dr. Barbieri responds
IUD is cost-effective
I thank Dr. Garrard and Dr. Merrill-
Nach for taking time from their busy 
schedules to write to OBG Manage-
Ment about important patient-care 
issues. Slowing the rise of health-
care costs is an important goal in the 
United States. Cost-benefit analyses 
suggest that, even after accounting 
for the risk of expulsion of an expen-
sive IUD, it is cost-effective to consider 
placement. The advantage of the IUD 
is that it results in fewer deliveries dur-
ing the follow-up interval, thereby sav-
ing the cost of additional obstetric and 
newborn care. 

At our institution, we have 
recently seen a decrease in the use 
of postpartum sterilization and a  

significant increase in the use of  
Implanon, inserted while the patient 
is on the postpartum floor, before dis-
charge home. Once implanted, the 
Implanon device cannot be expelled 
or discontinued by the patient with-
out the involvement of a clinician.

“�does�the�use�of�multiple��
maNeuvers�iN�the�treatmeNt�of�
shoulder�dystocia�iNcrease�
the�risk�of�NeoNatal�iNJury?”
RobeRt b. GheRMan, MD  
(exaMininG the eviDenCe; auGuSt 2011)

severe�shoulder�dystocias�
are�more�likely�to�require�
multiple�maneuvers
Both the study of obstetric maneu-
vers for the acute management of 
shoulder dystocia and Dr. Gher-
man’s review of it ignored the fact 
that severe and difficult shoulder 
dystocias are severe and difficult. 
Naturally, if a dystocia is severe, it is 
less likely that the first maneuver will 
be effective at resolving it. Rather, 
another maneuver will be necessary. 

I would conclude that more 
severe dystocias are more likely to 
require additional maneuvers to  

alleviate and also more likely to 
result in fetal injury. I would not 
assume that the increased number 
or the type of maneuvers used was 
the cause of injury. In fact, given that 
one third of brachial plexus injuries 
occur in the posterior shoulder, and 
another third occur when there is no 
dystocia at all, it seems most likely 
that nearly all such injuries are the 
result of forces and stresses that were 
present in labor before the delivering 
clinician touched the baby—and are 
not a result of maneuvers.1–3 

My personal experience, and 
that of my two partners, has strongly 
borne out the utility of delivering the 
posterior arm as an excellent second 
maneuver after McRobert’s maneu-
ver. In the large majority of cases, I 
am able to deliver the arm, which 
leads to delivery of the infant in 100% 
of cases. In a few cases, when the pos-
terior arm is straight at the fetus’ side 
and the hand is inside the uterus, I 
may be unable to deliver the arm. 
Nevertheless, an attempt usually 
succeeds in rotating the fetus’ shoul-
ders, accomplishing a partial Wood’s 
screw maneuver concurrently, and 
often allows delivery of the ante-
rior shoulder with another maternal 
push.

The bottom line: More severe 
shoulder dystocias are more likely to 
require multiple procedures and also 
more likely to result in fetal injury. 
McRobert’s maneuver and delivery 
of the posterior arm are an excellent 
place to start.

david�h.�Janowitz,�md
houston, tex

references
1. Graham EM, Foronzau I, Morgan MA. A 

retrospective analysis of Erb’s palsy cases and 
their relation to birth weight and trauma at 
delivery. J Matern Fetal Med. 1997;6(1):1-5.

2. Sandmire H, DeMott RK. Erb’s palsy 
causation: iatrogenic or resulting from labor 
forces? J Reprod Med. 2005;50(8):563–566.

3. Gherman RB, Ouzounian JG, Goodwin TM. 
Brachial plexus palsy: an in utero injury? Am J 
Obstet Gynecol. 1999;180(5):1303–1307.

SepteMbeR 2011

10 obG Management  |  november 2011  |  vol. 23  no. 11 obgmanagement.com


