Editorial

>»> Robert L. Barbieri, MD Editor in Chief

At 2 am, the director of nurs-
ing pages you, asking you to attend to
a 26-year-old gravida 1 para 0 who has
just been brought by ambulance to labor
and delivery after attempting home birth.

The midwife caring for the patient
reports that she has been fully dilated
for 7 hours and has been pushing for
4 hours. You confirm that the patient is
fully dilated, with the presenting part at
+1 station; significant caput succeda-
neum; and molding of the fetal head.

Estimated fetal weight is 3,600 g.
The fetal heart-rate tracing is Category II.

You recommend a cesarean deliv-
ery. The exhausted patient agrees,
reluctantly.
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Do you have a clinical pearl
for delivering a deflexed,
deeply impacted fetal head
at cesarean delivery?

Send it to me at
robert.barbieri@ghc.com.
We’ll consider publishing it in
an upcoming issue.

Please include your name and
city and state.

But when you attempt to deliver
the fetal head, you realize that it is
deflexed and stuck deep in the pelvis.
It’s going to be very difficult to deliver
the head without trauma to the lower
uterine segment, upper vagina and,
possibly, the bladder.

What should you do now?

xperienced clinicians often
E recognize, instinctively, a
looming catastrophe before
it happens because we have seen
a similar situation earlier in our
career.! After we identify the potential

for trouble, we attempt to avert disas-
ter by taking preventive action.

One very good occasion
to use that “clinical

sixth sense”

Consider the situation in which labor
has been complicated by a long sec-
ond stage, with a large fetus—a disas-
ter waiting to happen. In such a case,
cesarean delivery, if it is necessary,
can be difficult to perform because
the fetal head is stuck deep in the
pelvis. Attempting to deliver a deeply
impacted fetal head, using standard
delivery maneuvers, may cause exten-
sive trauma to the lower uterine seg-
ment, vagina, and bladder, and fetal
injury. In turn, ureteral injury or post-
partum hemorrhage may occur dur-
ing your repair of damage to the lower
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Difficult fetal extraction
at cesarean delivery:
What should you do?

© Next time you face this hazardous scenario,
try reverse breech extraction

uterine segment, vagina, or bladder.

In the scenario described a mo-
ment ago, the fact that the patient
was in the second stage of labor for
7 hours, at home, without anesthesia,
and with failure to progress to vaginal
delivery increases the likelihood that
the fetal head is impacted deep in the
pelvis. Before you perform cesarean
delivery, you might find it helpful to
perform a vaginal examination to an-
swer two questions:

e On vaginal examination, between
contractions, can the fetal head be
gently moved out of the pelvis? Or
is it deeply impacted?

« Is there sufficient space between
the fetal head and symphysis pubis
to permit delivery with standard
cesarean maneuvers?

If the head is impacted deep in
the pelvis, I encourage you to consid-
er alternative approaches to cesarean
delivery, including reverse breech
extraction (FIGURE 1, page 9) or an
assist from a vaginal hand (FIGURE 2,
page 10) to facilitate delivery.

The “pull technique”:

Reverse breech extraction
One randomized trial and one retro-
spective study have evaluated the use
of reverse breech extraction (the pull
technique) in comparison to pushing
up with a vaginal hand from below
(the push technique) for managing
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G Reverse breech extraction—the “pull technique”

Once the uterus has been opened, reach immediately into the upper segment for a fetal leg. Apply gentle traction on the leg until the
other leg appears. With two legs held together, deliver (pull) the body of the fetus out of the uterus.
]

a difficult cesarean delivery after ob-
structed labor.
Results of a clinical trial. 108 Ni-
gerian women who had obstructed
labor were randomly assigned to a
pull technique (reverse breech ex-
traction) or a push technique (assist
from a vaginal hand).?

The push technique in this study
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was reportedly performed with a
“finger” in the vagina pushing up
on the fetal head while the surgeon
attempted to deliver the head in a
standard fashion.

The pull technique was per-
formed by opening the uterus, im-
mediately reaching into the upper
uterus for a fetal leg, and applying

gentle traction on the leg until the
second leg appeared. Then, with
two legs held together, the body of
the fetus was delivered (pulled) out
of the uterus. The delivery was then
completed using a technique simi-
lar to that used for a breech delivery.
Standard breech delivery maneuvers
were used to assist with the delivery
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EEEEA Assist from a vaginal hand:

The “push technique”

When pushing the head up from the vagina, try to flex the fetal head. If possible, use
three or four fingers—or a cupped hand or the palm of the hand—to apply force spread

widely across the presenting part.

of the fetal shoulders and fetal head.
Comparing the push technique
with the pull technique, the push
technique was associated with longer
operative time (89 minutes com-
pared with 56 minutes [P <.001]);
greater blood loss (1,257 mL and
899 mL [P <.001]); and more exten-
sions involving the uterus (30% and
11% [P <.05]) and vagina (17% and
4% [P <.05]) that required surgi-
cal repair. The rate of fetal injury
was similar using either technique:
6% (push) and 7% (pull).
Results of a retrospective re-
view. A study of 48 difficult cesar-
ean deliveries reported that the push

technique resulted in a higher rate
of extensions of the uterine inci-
sion (50%) than the pull technique
(15%).2

A third retrospective study is
relevant. Investigators compared
reverse breech extraction and stan-
dard direct delivery of the impacted
fetal head, without assistance from
a vaginal hand. In 182 laboring
women in whom the fetal head was
deeply impacted, reverse breech ex-
traction was associated with a lower
rate of extension of the uterine in-
cision (2%) than the conventional
approach of direct delivery of the
impacted fetal head (23%).*
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My recommendation. When you
intend to use a reverse breech de-
livery technique to deliver a deeply
impacted fetal head, I recommend
a low vertical uterine incision so
that you are able to extend the inci-
sion superiorly in case there is dif-
ficulty delivering the breech. Many
clinicians report, however, that it is
relatively easy to perform a reverse
breech extraction through a trans-
verse uterine incision.® If you have
made a transverse hysterotomy in-
cision and it becomes difficult to
deliver the breech, consider making
aJ or T incision in the uterus to pro-
vide additional room to deliver the
breech.

The “push technique”:

An assist from a

vaginal hand

Using a hand in the vagina to push
the head up toward the uterine inci-
sion can be performed by an assis-
tant or the primary surgeon.® If the
need for assistance with a hand from
below is recognized before the cesar-
ean is undertaken, the mother’s legs
can be placed in a supine frog-leg or
modified lithotomy position.”

The assistant pushing the head

up from the vagina should try to
flex the fetal head. If possible, three
or four fingers—or a cupped hand
or the palm of the hand—should be
used to apply force spread widely
across the presenting part.
Caution: Using only one or two
fingers for this technique, with the
pushing focused on one small area
of the head, may increase the risk of
fetal skull fracture.

Using the obstetrical spoon

Some clinicians who routinely use
a Coyne spoon to deliver the fetal
head at the time of cesarean delivery
prefer to use the spoon to deliver the
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deeply impacted fetal head. Using
two fingers (not the entire hand),
the spoon is gently placed through
the uterine incision to a position be-
low the fetal head. The spoon is then
used to help release and elevate the
head from the pelvis, and the fetus is
delivered in the usual manner with
the spoon.

Caution: After an excessively pro-
longed labor, it may be difficult to
place the spoon below the fetal head
without damaging the lower uterine
segment.

Other techniques to consider
When a transverse uterine incision
is performed after prolonged labor,
a fetal shoulder often appears in the
hysterotomy as soon as the incision is
made. This so-called shoulder sign is
another indication that the fetal head
is deeply impacted. Clinicians have
reported that it can be helpful to have
an assistant gently push the shoulder
cephalad, while the surgeon attempts
the direct extraction of the fetal head
in the classical manner.

A more formal method of using
the shoulder that presents in the
hysterotomy incision to facilitate de-
livery has been reported?®:

1. The shoulder presenting in the
hysterotomy is delivered

2. The opposite shoulder is delivered

3. The fetal body is delivered

4. The fetal head is delivered last.

There are risks and
consequences to extending
the second stage

Trends in OB practice have resulted
in more instances of labor in which
the second stage extends past 3
hours. Prolonged labor markedly in-
creases the likelihood that an obste-
trician will encounter cases in which
the fetal head is deflexed and deeply
impacted in the pelvis, making ex-
traction of the fetal head very diffi-
cult. Prolonged labor also increases
the likelihood that the lower uterine
segment and upper vagina will be
edematous and very thin, increas-
ing the likelihood of trauma to these,
and adjacent, organs.

One approach to reduce the
risk of difficult fetal extraction is to
limit the second stage of labor to 3
hours or less in most situations. If
you are asked to perform a cesarean
delivery on a patient whose pro-
vider has allowed the second stage
to extend well beyond 3 hours, be

prepared to perform a reverse
breech extraction! @
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ROBERT.BARBIERI@QHC.COM

References

1. Stuebe AM. Level IV evidence—adverse an-
ecdote and clinical practice. N Engl J Med.
2011;365(1):8-9.

2. Fasubaa OB, Ezechi OC, Orji O, et al. Delivery of
the impacted head of the fetus at caesarean sec-
tion after prolonged obstructed labour: a ran-
domised comparative study of two methods. J
Obstet Gynaecol. 2002;22(4):375-378.

3. Levy R, Chernomoretz T, Appelman Z, Levin
D, Or Y, Hagay ZJ. Head pushing versus reverse
breech extraction in cases of impacted fetal head
during Cesarean section. Eur J Obstet Gynecol.
2005;121(1):24-26.

4. Chopra S, Bagga R, Keepanasseril A, Jain V, Kalra
], Suri V. Disengagement of the deeply engaged
fetal head during cesarean section in advanced
labor: conventional method versus reverse
breech extraction. Acta Obstet Gynecol Scan.
2009;88(10):1163-1166.

5. Fong YE Arulkumaran S. Breech extraction—an
alternative method of delivering a deeply en-
gaged head at cesarean section. Int ] Gynecol
Obstet. 1997;56(2):183-184.

6. Lippert TH. Bimanual delivery of the fetal head
at cesarean section with the fetal head in the mid
cavity. Arch Gynecol. 1983;234(1):59-60.

7. Landesman R, Graber EA. Abdominovaginal
delivery: modification of the cesarean section
operation to facilitate delivery of the impacted
head. Am J Obstet Gynecol. 1984;148(6):707-710.

8. Khosla AH, Dahiya K, Sangwan K. Cesarean
section in a wedged head. Indian ] Med Sci.
2003;57:187-191.

Editor in Chief Dr. Robert L. Barbieri cast a wide net across

women’s health in his memorable 2011 Editorials

» Consider denosumab for postmenopausal
osteoporosis (January)

» What can “meaningful use” of an EHR mean for your
bottom line? (February)

» Levonorgestrel or ulipristal: Is one a better
emergency contraceptive than the other? (March)

» Stop staring at that Category-Il fetal heart-rate
tracing... (Apri)

» Big step forward and downward: An OC with 10 ug
of estrogen (May)

» OB and neonatal medicine practices are evolving—
in ways that might surprise you (June)
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» Have you made best use of the Bakri balloon in PPH?
(July)

» Not all contraceptives are suitable immediately
postpartum (September)

»» Medicare and Medicaid are on the brink of
insolvency, and you’re not just a bystander (October)

» Insomnia is a troubling and under-treated problem
(November)

» How to repair bladder injury at the time of cesarean
delivery (December)

You can still read these insightful discourses in the
past-issue archive at obgmanagement.com
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