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MATERNAL PELVIS

Pelvis 00:00:21
Pehvic brim / Linea. terminalis :

From anterior to posterior it is formed by
Pubic symphuysis — Pubic crest — Pubic tubercle —» Upper
border of aseending rami of pubic bone —> lliopectineal
eminence ~—» liopectineal line — Sacroiliae joint —> Ala. of
sacral bone — Sacrol promontory,

Parts above the pelvic brim —> False pelvis (only support
grovidasum uterus).

Parts ot and below pelvic brim —> True pelvis (takes part in
labor).

Parts of true pelvis :
* inlet: Lies ot the level of pelvic brim.
Plane : Plane of inlet.
* Cowity : Lies ok the level of S, — &, vertebm.
(n between inlet and outied.
Planes :
I. Planes of greatest pelvie dimension.
a. Plane of least pelvie dimension.
° Outlet: Lies of the level of tukerosity,
Plone : Plane of outlet.



Pelvic inlet :

. Anteroposterior (AP) diameter :
Diameter . Definition Mmeasurement
True conjugote upper border of pubic 1 em
symphysis 4o sacral promontory,
Obstetric conjugote | mid of pubis symphysis to 10105 em
soorol prmn’co«rg |
Diagonal conjugate Lower border of pubis 1a em
(can be measured symphysis to sacral promontory |
diieol) | T |

* Smollest AP diameter — obstetric conjuopte oc).

* Critical obstetric conjugote :
Smallest OC diameter = 10 em.
\¥ OC < 10 em, Vaginal delivery is not possible — Such
pelvis is called contracted peivis.

* Longest AP diameter —> Diagonal conjugate (OC).

l\‘-Dcisnomulorlacm(\deaD—*Fmsercan‘Houch

swalpromorﬁorg.
\’?%rxserscantouc\wsaxzraﬁpromntorgthenbc<!acnx

Transverse diameter (TD) : Distonce between a farthest
points in liopectineal line, which is 13 em

Oblique diameter : Distance between one side’s sacroliog joint
4o other side’s iliopectineal eminence, which is 1& ems.

Right oblique diameter (start from right sacroliae joint to lePt
side Hopectineal eminence).



Left (start from left sacroiliac joint to right iliopectineal

eminence).

Shape of pelvic inlet in normal female is oval Gransverse ovaD.

TO diameter > AP diameter.

Cavity

00:21:34

The part of the pelvis between pelvic inlet and outiet i pelvic

cmfﬁlj.&isshapedhkea’«mcatedcgﬁnderv.

Plane of greatest pelvic dimension |  Plane of least pelvie dimension
i : Center of posterior mid pelvis lies ot this dimension.

surface of pubic symphysis. Anteriorly : Lower border of pubic
symphysis. S

postermﬂz..xmmo#sa/ss. Posteriorly : Junction of $4/5S
vertebro.

""@ax\gzmw foromen. Loferally: lschial spine. ‘

Risthe;oorrﬁ%‘:pw*o?pewsc it‘tsﬂ\enarrowestploneo?éehﬁs.

Wﬁ_ B _ B

.[Ai\o?itsdiwne’cer’sarelam AP diameter is iL.Sems to 1aems,

itdoesnothayearyobst_emml

* mid pelvis : Part of pelvis lies between the plane of
greodest dimension and plane of least pelvic dimension.
° Transverse diameter (inter ischial diameter; bispinous



diameter = ioemg) i the distance between two ischiol
spines. Being the smallest diometer of pelvis, it is the
most important diameter durins labour.

* Posterior sagittal diameter of mid pelvis = 45 0 S ems.
From the posterior boundarg, 9oing up il intersection of
fransverse diameter ond AP diameter.,

Clinicol Measurement of interischial diameter (WD) :
Try to touch both the ischial spines simultaneousy with
a %ngers ot your hand, it possible it means 1D is contracted,
which means mid pelvis is contracted,
So mid pelvis is called as contracted |
L 1$ WD is & Bems,
a. eoﬂa\schmspinescmbetow\edsmﬂmﬂgw&h a
fingers of same hand,
Note : In male pelvis or android pelvis, isehial spines are
prominent. Aind, deep transverse arrest occurs at the
level of ischial spine in an android pelvis.

Anatomical outlet 00:25:34

The oudlet is diamond shaped,
goundaries of anatomical outiet :
I Posterior  Tip of sacrum (or
cocca if it is not pushed baek),
3. Anterior ¢ Lower border of puble

L

3, Loderal * Ischial tubsrosity,




Diameters :
* AP =13 ems
* Transverse: il ams, it is the distance between 3 ischial
tuberosities. I's also called bituberous diameter.
o 1 transverse diameter is < 8 ems then it is comracted,
* Posterior sogittal diameter : 7 ems.

Clinical measurement of bituberous diameter : ldeadlg 4

k\sleo?mmdﬁm=nr53lewudebgpelv$
inlet with the horizontal it is S °.

Subpubic angle *
mg!ebeh»eentheadesoendmgmmo?pubnbone
in male : fRcute.

These clinicol measurements are called as clinical pelvimetry,
* 0 primigroyida’s : Between 38 to 39 weeks.
* in multi gravida. ; At the onset of labour,
Note : Routine Clinical pelvimetry at the time of admission s
not recommended oy LHO.



Contracted pelvis 00:32:08

¥ any of the essentiol diameters of pelvis is shortened by
0S em, OR

Contracted inlet (OC < 10 cm) OR

Contracted midpelvis (ID $ 8 eme) OR

Contracted outlet (Bituberous diameter 4 8 cm).

i Con be d‘\o.gnosed bg clinicol pewmekrg.
mode of delivery : Alwoys cesarean section.

whenever o female with contracted pelvis become pregnant
-*nhngsc-secﬁonhas’cobedone.mroleos}’«mo?iabor.

S0, contracted pelvis is a. indicoion For recurrent cesoreon
section

Tgpeso‘?-con’cmc’ced.peMy

.. Noegele's pelvis | 0

One Ala. of sacrum is absent. ||
Onlgonenlaispresen%.

a. Robert’s pelvis : 8oth the Al
of sacrum are absent.

rnanogementmbo’ch’checo.sesismesamansectm

Normal varieties of pelvis 00:37:08
Coldwell and mohoy clossificadion :
| @ynecoid | Android | Anthropoid | Platypelioid
W | ( il
Prevalence S0% a0 % 35 % S &

Snopeof inlet | Transverse Meart  fotero- | Flag bowl
!wat | posterix oval {like

| | |
TOAP TO? AD ™ > AP [ap',-'m %m»mp
H

isehial spe Prominent |
sdewolls  |Paraliel and ‘(:onvefgeﬂi lPorollel 4 Divergent
;broa.d 'marrow

Subpubie angle  [Obtuse  IfAeute




Cephalo pelvic disproportion (CPD) 00:45:18
Pelvis and baly s normal. éut, the pelvis is small for thie baby,
CPD 8 a relative %ndins.

Here every time o female becomes pregnont doestt meon
coesarion has 1o be done.

Trial of labor con be done.

Clinical assessment is not best methods 1o assess CPD.
E%tmeﬁsod’codiasnoseCPDﬂVw#hbor?m\ > clinical
CPD can occur of level of inlet, mid pelvis and oudlet.

CPD ak the level of inlet can be dia_gnosed clinica'l\g bg

gimanual method :

Trial of lakoor :

Done only i# there is mild CPD of level of inlet.

kot done in cose of severs CPD.

Not done in previous cesarean section pafient even if thers is
Trial oF labor is not equal 4o Trial of sear (rial of vaginal
delivery in previous cesarean section patient (VaaC),



Management of CPD :
Tradl of labor —> successful — Deliver voginaliy,
|
unsuccesstul (CPD ot the level of mid pelvis/ outie.
|
Cesareon section,
&0 for direct cesarean section it severe CPD or previous h/o
cesarean section,
No role of instrumentol delivery,

CPD ot the level of mid pelvis or outlet : Trial of labour fails.
CPD'md.‘\co:torsdurinS\abON

1. moulding + slow progression of lakbor.

3. Caput succedaneum + slow progress of labor.



MATERNAL ADAPTATION IN
PREGNANCY

Changes in metabolic system in pregnancy 00:00:50

Pregnanca is an anobolic stote.
BHMR increoses bB 10 t0 20%.
O, consumption : Presnancg —> M3O%
Labor — 1 40-60%
Total serum Co®'¥: lonized Co®* remains normal +
non-ionized Ca®*
Fetus is dependent on mother for :
1. Slucose.
a. Thyroxine (For brain developement).
3. Calcium (30g ot term) :
a. vitamin D increoses.
b. Caleitonin increases.
e PTH _C Decreosed in ecmg pregnancy.
Increased in lote pregnancy.
Vitamin D requirement in pregnancy : 10 meg(400 1W/dayy.
Calcium requirement in pregnancy * 1300 mg/day,

Carbohydrate metabolism in pregnancy 00:04:26

¥

Insulin resistance :
* Occurs in pregnancy to spare glucose Yor the Yetus.
* Mainiy due 4o humon placental lactogen (HPLD.
* Other hormones ‘é'stroaen, progesterone { cortisol
* moaximum between a4 to 38 weeks.
* Pregnoncey is a diobetogenic state.

Slucose is transported by &UT | § 3 Facilitated dftusion).
n pregnancy; i mother is in:
* Fosting stode : Hypoghicemio. as glucose is transported to
fetus,
* Post-prandial stote : Hypergiycemia. d/t insulin resistance.



nsulin secretion ncreases durins pregnoncy
In pregnancy there is phﬁs'\o\os'\cal gifjcosurio\,

Proteinurio. is albnormal odwags.
Loctosurio. is fi’\«jsio!osicol during breast %eding.

Skin changes in pregnancy 00:08:37

D Linea. nigra. 3 Striae grovidarum 3) Chloasma. &ravidarum

4) striae albicans 9 Spider nevi/ Angjoma. @) Palmar erythema.

I Linea. nigra. : Blue blaek line $rom xiphisternum to pubic
symphygsis ( d/t ereosed melanocyte secreting hormone),
a. Striae grovidarum : Stretch mark of present pregnancy
(pinis coloun),

' &, Chioosma. grovidarum : Pregnancy mask (a/%
Pyperp'gmen’m&b%kch resoives after delivery,

4, Striae albicans : Stretch marks due to previous pregnaney
(siivery white coloun).

s. Spider nevi/Angioma. : Dilated capiliaries below the skin.

b. Palmar erythemoa. : Red areas of skin on the paim.

All the skin changes are due 10 increased estrogen, exceptt
bosol body temperature which is due to progesterone
(Thermogenic).

10



Changes in bfenst curing pregnanty 00:11:47

1. Size and weight of breast increases d/t :
o. Increosed fot @ efSect of insulin,
b. Increased alveoli : e¥%ect of progesterone (maury),
estrogen § prolactin
¢ Increased ducets : efect of estrogen.
a. Hyperpigmentadion of breast occurs,
3. Appearance of secondary alveol occurs.
4. montgomerny tubercles appear : Modified sebaceous
glands.

Colostrum :

Can be seen as early as 13 weeks.
o ' _ . e\legﬂ'\ingmoreﬁm

First thing to come out of breastafter |~ = & |

Colostrum has

svxouldbegwentoneomier&isrichin *F:Fot
imenunogiobuling § vitamins, * C ' Carbohydrades.

ereast milk lacks Vitamin t and is less in vitamin D.
For milk ejection/galactokinesis/milk let down reflex :

* Hormone : Oxytocin,

* Oxytocin causes contraction of myoepitheliol cells of
For continuous milk production (galactopoiesis) :

* Prolactin.

* Suekling by neonate is needed.

Prolactin in pregnancy 00:16:10

mox : At time of labor » third 4rimester.

£ FaX
/
. /,f/ Vs~
% 7

lrresular d.urins lactation

AL Ta T3 Postpartum
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Prolactin :
Pregnancy (song/mD > Non pregnant $emale (sng/mD.
In non pregnant female ¢ > 85 ng/mi > hyperprolactinemia,

influences on Prolactin :

L Estrosen :
* e effect on lactotrophes : increased prolastin level
* —ve eflect on acl"m’qj of Prolactin

Post-dghive Eroloctin
T Prolactin activity->milks production
a. Dopamine is a. prolactin inhibiting hormone.
Abter delivery, it a. femole has less mik production :
* She has less proloctin.
* mw: Metoclopramide — YDopamine — terolactin

more m‘\k\l;mdm’tm
In 1UD, post delivery, lactadion should be stopped.
Dopammersfclf drugs :
* Cabergoline § &romocriptine.
B Pgrdoxne.

* High doses of estrogen : Not recommended, /4 risk, of
deep vein thrombosis.

Femaiew&hbreastensorgem’r(m%pm&wtm&w=
* Problem s in mik gjection.
* Advice use of breast pumps.
¥ oxgbachcanbeg'wen.

Vaginal,cervical & uterine changes in pregnancy  00:24.47

Voginal changes
Chaduwick sign/Jacauemier’s sign : Bluish discoloration of
vogina.,



pH of vagina decreases.
increased Dideriein's bacteria (Inhabitant lactoboeili bogsterio)

l

more 3\3c03en is converted to lactic acid

!

Increased o.cidikg/ decreased pH

Decreosed pathogen‘\c bocterio
Cervicol chmaes :
Cexvical secretions thicken o form o. plug
{ close the cervixk mouth

The plug is released during labor alongwith bleeding (Show)

Th%edmngesare{hequg?smtumlde%memechan'sms
4o prevent infection (main cause of preterm labor).
Candida. : Can survive in acidic media. (M/C vaginitis in

pregroncip.

uterine chnnses :
Non pregnan’c Pregmn’c
we'gh’c SO 1o 80 9 100 o
morked hgpertropi'\g
" Limited hyperplasia.
| bengi‘h 7S em. 35 em.
|r volume | Stoiomi SL (upto 30 L).
" Shape | Pear shaped. |elobular = spherical (3 week
I Ovoid
Broxton Hicks contractions

* 3™ 4rimester onwords,

* Infrequent and painless.

* Infrauterine pressure : S-8Smm of Ha,

* Near term : more $requent § changes to false labor pain.
As uterus becomes albdominal organ Dextrorotation 1o the
right side (As sigmoid colon is to left side ).

13



Hematological changes during pregnancy 00:32:10

Increosed | Decreosed

|
glod volume increases K Hemodilution : Liguid cornponertt
* Plasma. volume (40 t0 SO %), || increases more than solid

* ReC volume (30 +o 30 %), ;

* Hemoglobin mass (9. * Viscosity of blood decreases.
* temogjobin concentration (g/dD

Increased oxygen
carvying copacity of blood, Physiological anemia.
| *mafemalergthropoietm * Packed cell volume decreoses.

levels increases. * Hemaodocrit decreases.
* ReC life span decrease (10 days).
* Hemoglobin concentration never
less thon il SI.

Increased Decreased
mdmocgkewm’c(um Plotelet decreases (but remains
courntt) increases : within normal range) *

* Normol TLC # #,000. * AKA benign gestational
* Pregnant TLC * 1S,000. thrombocytopenio.
* Postpartum TLC @ Upto 85,000. || * Occurs due to ¢
* DLC : Neutrophils § lymphocytes || o Hemodilution .
increase. b. splenomegaly (So% .
* T lymphoeytes increase, * gosinophil count decrease.

eigmp\—\ocg’cesmdcbheb'araminsundwonged,

* Plasma. protein mass (g) increases. |[* Plasma. protein concentration |
* elobulin increases (due to estrogen),| decreases (g/dD.

* Sex hormone binding globulin. "|* Albumin decreases.
* Thyroid binding globulin. i
l ) k %@bbswm

In pregnancy, albumin : globulin rokio s | : i (Normal is 1713 D
Al Mmmo&org morkers increose |

*CRE

* SR,

* Leukocyte alikpline prosphatase,

* Complement C3, CA,

Pregnaney is an immnunodeficient stote.

* Harmnoreld ‘wmmﬁg NCrenses.
| * T nelper cell a increases.

* Cell medioted kwmmﬂg decreases.
* T helper call | decreases.




