Research —Background Pregnancy and Chiropractic-Baby Malposition

In examination of the complications involved during labor and delivery, the high
incidence of caesarian section delivery, induction rates, and maternal and fetal mortality.
Investigation has to begin before labor on examination of the structure of the Mother and
then the pesitioning of the baby within the Mother. The proper alignment is crucial to
obtain.an optimal birth outcome. We will also be investigating the role positioning of the
baby inutero presents and the explanation of the complications that arise during delivery
both for the Mother and child. In the investigation of Obstetrics and Gynecology for
“Dystocia is defined as a difficult labor. It may be associated with various abnormalities
that prevents or deviates from the normal course of labor and delivery. There are three
classifications often interrelated.1) Abnormalities of the passageway or a
contracted/torqued pelvis. Aberrations of the pelvic architecture may be related to size,
configuration alterations of the bony pelvis, soft tissue abnormalities of the birth canal,
reproductive tract masses or neoplasia, aberrant placental location. 2) Abnormalities or
the passenger or fetal Dystocia, excess fetal size, malpositions, cogenital anomalies, and
multiple gestation. 3) Abnormalities of the powers constitute uterine dystocia. Uterine
activity that is ineffective in eliciting the normal progress of labor. Hypertonic,
hypotonic, or discoordinated uterine activities are characteristic of ineffective uterine
action. Lack of voluntary expulsive effort during second stage that impedes normal
course of delivery.” “NIH Consensus Development Task Force on Cesarean Childbirth
investigation on increase in cesarean section for abnormal labors deliveries with vertex
presentations of the fetus. They urged more study in differential diagnosis of dystocia and
alternative therapy usage in these cases.”

When considering the pelvis and the birth process, it is important to discuss engagement
and pelvic stations. Subluxations of the pelvis can occur in three separate places. Each of
the sacroiliac joints and the symphysis pubis joint occur during pregnancy. Gynecoid and
anthropoid pelvises accommodate the head of the fetus well and subject that head to
equal forces with birth. Android pelvis has a large opening superior and narrow inferior.
As the fetus head engages in the pelvis and descent it will cause Superior and Inferior
sacroiliac subluxation due to narrowing of pelvis and inferior push of fetus. In contrast
the platypelloid pelvis is narrow superior and widens inferior. This type of pelvis tends to
subluxate at the symphysis joint. Thoracic subluxations will occur first during pregnancy
due to the flattening of the rib cage and exaggeration of the kyphotic spine. Cervical
subluxations occur because of hormonal changes and biomechanical compensation of
thoracic and lumbar curve.

Malpositions and malpresentations are both positional problems in pregnancy.
Malpresentations are when the baby’s head does not present in the cervix first.
Malposition present with baby’s head down in cervix, but may not be situated in the way
for an optimal birth. The different variations cause labor to be harder, longer, more
painful and even delay or stall the birth process

Gray’s Anatomy states: “During pregnancy the pelvic joints and ligaments are relaxed
and capable of more extensive movement. This relationship renders the locking



mechanism of the sacroiliac joints less restrictive and permits greater rotation. This
change allows alterations in the diameter of the pelvis at childbirth. The less the locking
mechanism, the more the strain of weight-bearing falls on the ligaments leading to the
frequent occurrence of sacroiliac strain after pregnancy. The subluxation of the sacroiliac
joint causes pain by unusual tension which imposes on the ligaments and the reduction by
forcible manipulation may be attempted.”

Berg Et. Al. 1988 Low Back Pain during Pregnancy describes how the majority of the
low back pain of pregnancy is associated with dysfunction of the SI joint. The SI joints
undergo a significant series of changes due to the hormonal and biomechanical stresses.

Hormones play a significant role in the alteration of the motor units of the spine.
Progesterone decreases smooth muscle tone and this alters the vascular supply to the
motor units and surrounding structure of all the joints in the body, Estrogen relaxed the
joint capsule allowing for more joint play in the joints of the body including the pelvis.
Relaxin also plays in the role to help the pelvis open sufficiently for passage of the baby.

Houser and Wells 1947 Chiropractic Principles and Technique, proposed a model for the
lordotic spine, which can be applied to the lordotic pregnant spine. “ If the head and chest
are thrown too far back the weight is thrown upon the articular processes, the inferior
articular process will slide backward on the superior articular process of the vertebrae
belpw, and will force the latter forward into the intervertebral foramen.

Description of the different classifications of pelvises, which are characterized by the
shape of the inlet by Caldwell and Moloy

Gynecoid classification accounts for 50% of women, a female pelvis. Structurally best
suited for childbirth and usually is predisposed to an occiput anterior position of fetus.
Good uterine function, early and complete internal rotation. Round inlet and transverse
diameter only slightly larger than anterior posterior diameter. The walls are straight and
sacrum well curved.

Anthropoid is found in 20% of women, well suited for childbirth. It has straight walls and
an oval inlet. The sacrum is usually posterior and larger anterior posterior than transverse
diameter. Birth face to pubis is common. Fetal head engages in anterior-posterior and
occiput posterior.

Android shape is the typical male pelvis and found in approximately 30% of women. It is
characterized by a triangle inlet and flat sacrum. As the fetus descends through the pelvis
it will have an increasingly difficult time as the outlet narrows, a deep transverse arrest as
occiput posterior with failure of rotation. Fetal head engages in the transverse or
posterior diameter in asynclitism and extreme molding. Usual assistance is done with
forceps or vacuum application.

Platypelloid is known as a flat pelvis. The inlet is somewhat kidney shaped and presents
difficulty for the fetus at the brim. Once the fetus passes brim, descend easier. Fetal head



engages in transverse diameter with marked asynclitism. Labor is usually terminated by
caegarean section. Found in approximately 3% of women.

The basic malpresentations are Breech (bottom-feet first), vertex (head-down), or
transverse (sideways). In most current obstetric practices, only vertex presentations are
considered for vaginal delivery. Some provider’s will considered vaginal delivery for
some breech presentations or will try some turning techniques. Most Obstetricians will
schedule a c-section if the baby is thought to be breech or transverse.

The most common presentations are: Vertex:-Baby head-down, a requirement for vaginal
delivery in most Obstetric practices. Variations do present and will be discussed.
Transverse: baby present with its shoulder or side first, there is a high chance of cord
prolapsed. Baby must turn or be turned for vaginal birth, or come by c-section.
Transverse can sometimes be fixed through maternal position changes or external
version.

Breech: Baby’s head is up by Mother’s ribs, the baby’s bottom or legs present first
instead of the head. This presentation results in more risk to the baby born by c-section or
vaginally. Variations of Breech: Frank Breech-baby present butt first, this position is the
most favorable for vaginal birth. Footling Breech-baby presents feet first, this position
very few attempt vaginal delivery. Alternate Breech Presentations (complete, incomplete)
variations based on how the legs are positioned (folded, straight out, kneeling).

In Malposition, position termindlogy refers to how the back of the baby’s head (occiput)
relates to the Mother’s body. Which way the baby’s eyes are facing.

Anterior: baby’s head down looking at the spine. Ideal presentation for birth LOA (Left
Occiput Anterior): baby facing Mother’s back, chin tucked, head looking slightly towards
the Mother’s right side, baby spine along the left side of the Mother’s belly. ROA (Right
Occiput Anterior): baby spine along the right side of Mother’s belly. Tendency for easy
delivery, but tend to flip into a posterior position before or during labor.

Posterior: baby is head down and looking at the Mother’s tummy. Its spine is against the
Mother’s spine. The diameter of the head must fit through the pelvis first is usually larger
than the pelvic outlet. Many posterior babies have their heads de-flexed (chins not tucked
under-military position)-this creates an even larger diameter of their head. This makes for
a long, slow, difficult, painful labor. Some posterior babies can be born vaginally if they
are smaller, or chin is tucked under. A large percentage of posterior babies result in c-
section due to Cephalo-Pelvic Disproportion (CPD), baby is too big for Mother’s pelvis.
Failure to Progress-labor stalls out partway through dilation because of unequal or
inadequate pressure on the cervix from the baby’s position. Some posterior can be turned
anterior through use of special exercise and position before or during labor. Once turned
these babies are born very quickly.



Transverse/Occiput Arrest: baby is head-down but the head is turned completely
sideways toward the Mother’s hipbone, Or resenting shoulder or belly first, causing the
baby to arrest (get stuck) because it did not fit well. The same exercises used for posterior
baby can often help disengage and rotate the transverse baby to facilitate normal birth, Or
presenting shoulder or belly first.

Asynclitic: Baby is head-down and probably anterior but the head is slightly tilted to one
side or off in some way so that the head does not move down into the pelvis smoothly.
Usually the side of the head or parietal bones present first instead of the crown of the
head, makes the diameter much larger. There are also exercises to resolve this position.

Compound: Baby’s hand presents alongside its head (nuchal hand), making a larger size
that has to go through the pelvis. The baby’s are or elbow is across its face. This is a
painful presentation for delivery and a slow process. If position of the hand changes the
baby is born quickly.

Brow or Face: baby is head-down with the head de-flexed and the chin tilted so that
either the forehead (brow) or face is towards the Mother’s vagina. A difficult vaginal
birth often results in C-Section.

Oblique: Baby is head-down but the whole body is at an angle to the pelvis and cannot
entgr. Usually results in c-section

There are a host of problems associated with malpositions, usually attributed to the
Mother’s size of her pelvis, cervix does not dilate well or the baby being too big. These
casgs may have a baby Malposition problem.

A LOA baby, pressure is placed on the cervix even and smooth, labor advances smoothly
and quickly as the baby passes through the pelvic bones. The Mother’s pelvis stretches
and expands at the ligaments to let the baby through, and the baby’s soft head folds at the
fonfanel’s (molding) to facilitate passage.

When the baby is Malposition, the pressure on the cervix is placed inconsistently, and it
often dilates slowly, erratically, or stalls out altogether, even though the Mother
experiences strong contractions and significant pain. The diameter of the baby’s head that
presents is usually bigger, which mean more molding must occur. If the baby is at an
angle, it is forced against the pelvis uncomfortably (especially if pitocin is added to
augment contractions), which may cause fetal distress.

The baby can get stuck past station O (entry to the pelvis proper). This often causes the
labor to be slow and inefficient (uterine dystocia), or stop altogether (failure to
progress/FTP), or keeps the baby from moving through the pelvis despite good
contractions or even full dilation and pushing (CPD) or “baby is too big for the Mother’s
pelvis).



Some occurrences may signal baby malpositions:

*Days of tiring pre-labor or false labor before rue labor, Mother may be exhausted
*A tendency towards post-mature (long) pregnancies and overdue babies.

*A baby that does not engage before or even well into labor.

*Feeling lots of hands and feet in front by Mother’s belly

*PROM Premature Rupture of Membranes-water breaks before labor starts
*Difficulty finding the baby’s heart tones

*Stalled Labor-labor stops at 4-7 cm, does not progress

*Prolonged labor-especially pushing stage

*Back Labor-painful contractions in back, common in posterior births because the
baby’s back is pressing against the sacrum, also found with arms folder across the
baby’s face, the arm is pressing against the sacrum

*High need for pain medication-abnormally difficult labor

*Early Transition- showing transition signs (nausea, chills, high pain, shakiness)
between 4-7 cm instead of 7-10cm

*Fetal Distress-baby’s heart rate has problems because baby is stuck and stressed,
may increase the incidence of fetal meconium in labor

*Early pushing-feeling the urge to push before being fully dilated
* Anterior Lip- dilating to 9.5 cm but a small lip of the cervix is left

*Stuck Baby a baby that gets stuck before passing the ischial spines (o Station) does
not descend even after hours of pushing

*Great pain with pushing, especially on one side or another.

Research on Malpositions

The most difficult cases involve babies that start labor Malposition and stay in that
position (persistent posterior). Studies show that between 60-90% bomn ‘operative
delivery’ (forceps, vacuum, cesarean). These are difficult labors, commonly placenta is




stripped, pitocin, prostaglandin gel usage, complications of fetal distress, meconium
__staining and contusions and head distortions occur.

Gardberg (1998) 1/3 posterior position began that way before labor, babies that were
persistent posterior required operative procedures (forceps and cesarean sections) 66.7%.
2/3 of posterior presentations occurred during labor. Suggestion that lax musculature can
occur with epidural, especially with back positioning of Mother for labor.

Sizer and Nirmal (2000) posterior position babies, 14% delivered vaginally, 85.4%
required operative procedures (43% forceps or vacuum and 41.7% cesarean). Epidurals
were strongly associated with posterior babies.

Fan (1997) Persistent transverse position required operative delivery 83%, persistent
posterior required operative delivery 92%. Also the group had increase amount of uterine
inertia and prolonged and difficult labors.

These studies reflect that Malposition of baby has a significant effect on the labor
process. Three choices when faced with malpositioned baby. First they can wait to see if
the baby turns on its own-which it does in a fair percentage of the cases. This may also
lead to long, difficult labor for the Mother and to fetal distress. Secondly, use high force
procedures like forceps or vacuum extraction for rotation. These devices are known to
cause damage to the baby to varying degrees. Third choice is highly invasive procedures
caesarean section deliveries. This procedure causes more maternal morbidity and risk to
future pregnancy. These solutions still does not an answer of prevention of occurrence of
malpresentation and malpositions before the problem presents in the delivery process.

Only recently has significant attention to the issue of baby malposition-chiropractors-
midwives-doulas-nurses. Writing from experiences with pregnancies. That greater
attention to posture in the late stages of pregnancy can lower the number of cases of fetal
Malposition. Pauline Scott and Jean Sutton wrote Understanding and Teaching Optimal
Fetal Positioning. Proactive use of maternal positions can often turn the malpositoned
baby in labor preventing the high rate of operative deliveries and difficult labors
(dystocia). Several nurses have written about the importance of maternal positioning
(Andrews and Andrews 1983, Biancuzzo 1993). Midwife Valerie El Halta (1995)
problems with posterior positions and how to proactively resolve them. European and
Asian doctors have also investigated posterior positioning and baby malpositions, its
influence on labor and proactive treatments. Yet this investigation is limited in the United
States in our OB/Gyn field.

Anatomy and Physiology

The bony pelvis is comprised of four osseous structures-tow in nominate bones, the
sacrum, and the coccyx. The four joints uniting these bones are the symphysis pubis, the



sacrococcygeal joint, and bilateral sacroiliac joints. The pelvic structures function as the
foundation and support for the spinal column and upper body, and transmits the weight
bearing and gravitational forces of the lower extremities. The female pelvis changes in
adolescence from anthropoid to gynecoid in mature females. Pelvic inclination is
evaluated in the weight bearing position. The plane of the pelvic brim illustrates an
approximate sixty-degree angle with horizontal. The pubic spine and the anterior superior
iliac alpine are in the same vertical plane. The axis of the birth canal is the path taken by
the presenting fetal part as it progresses downward through the pelvis. Initially, it
advances inferiorly and posterior to the level of the ischial spines, then alters direction to
the inferior and anterior. Three pelvic planes are used for obstetrical description and are
classified. 1. The plane of the pelvic inlet, or the superior strait. 2. The planes of the
pelvic cavity, the most significant two are known as the plane of greatest dimensions and
the plane of least dimension. 3. The plane of the pelvic outlet, or the inferior strait. **The
most important of these diameters is the obstetric conjugate-the one through which the
fetus must pass and extend from the middle of the sacral promontory to the posterior
superior margin of the pubic symphysis.

Both parasympathetic and sympathetic nerves innervate Nerve supply to the pelvic
structures. The sympathetic nerves from the lumbar sympathetic ganglia originate from
L1-L4. The sympathetic innervations cause uterine muscle to relax and parasympathetic
cause uterine muscle contract. The ovary sympathetic originates from T10-T11. Pain of
childbirth is associated with the dilation of the cervix, uterine contractions and stretching
of perineum. Sensory nerve input is carried from the uterus to the spinalcord by visceral
afferent nerves, which enter the spinal cord T10-L1. Pain fibers from the perineum travel
to the spinal cord by somatic afferent nerves (pudendal nerve) and reach spinal cord at
S2-S4. These nerve impulses are carried to the brain by the spinothalamic tract.

The uterosacral ligaments extend from an attachment posterior lateral to the supra vaginal
portion of the cervix to encircle the rectum and then inserts into the fascia over the
second and third sacral vertebrae. The uterosacral ligaments are comprised of the
connective tissue and some smooth muscle and are covered by the peritoneum. These
ligaments form the lateral boundaries of the recto uterine cul-de-sac or pouch of Douglas.
Posterior subluxation of the sacrum may result in a tightening and torsion of the
uterosacral ligaments. These ligaments are responsible for the sacral subluxation stability,
and are viewed by bringing legs into flexion to sacrum. Leg resistance that is
disproportional signal these ligaments are tight. The imbalance of the uterosacral
ligament contributes to an imbalance in the uterus, which leads to intrauterine constraint.
The round ligament extends from the lateral portion of the uterus, arising below and
anterior of the origin of the oviducts. Each round ligament is located in a fold of
peritoneum that is continuous with the broad ligament and extends outward and
downward to the inguinal canal. It then passes to terminate in the upper portion of the
labia majorus. It joins with the inguinal ligament half way on its inferior course. A
nonpregant female, the round ligament is 3-5 mm diameter. It is comprised of smooth
muscle cells that are in continuous with the uterine wall and connective tissue. During
pregnancy, the round ligament enlarges in length and diameter. The sacral subluxation
may cause a unilateral pulling effect on the round ligament as the uterus is brought into
constraint by the opposite uterosacral ligament. The round ligament contracture will be






