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'VAGINAL EXAMINATION .
There may be no specific findings
Cervix may be lifted up or may
prominent bag of membranes.
Investigations
1. Ultrasound. Ultrasound evalu '
diagnosis (Fig. 2410)—(@) A deepest single pockgt
> 8 cm or amniotic fluid index of > 25 cm 1S
diagnostic. Multiple pregnancy and foetal congenital
malformations can be found or ruled out.
2. Radiography. Radiography is only done if ultrasound
is not available. The X-ray may not be very clear
and may show twin pregnancy OF foetal congenital
anomalies.

3. Blood.
(i) Blood group as Rhesus isoimmunization can

cause hydrops fetalis and foetal hydramnios.
(i) Fasting and post prandial blood sugar or glucose
tolerance test to rule out diabetes.
4. Ammiotic fluid. Measurements of alpha fetoprotein in
amniotic fluid is raised in foetal central nervous system

defects (rarely done).

on vaginal examination.
be slightly dilated with
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ation is useful for

FigP 24.10: Ultrasound picture i 7 S - S
liquor pocket picture in polyhydramnios showing large |

?iﬁtmﬁaldiagnosis p) ,9%,

. Multiple pregnancy

The i
i ;se Z;e mimy 'foetal' parts with two foetal heads and three
S palpation with absence of fluid thrill. Ultrasound
liferentiate between two conditions. . 4

2. Pregnancy with |
; arge ovarian cyst v 44
;'he uterus is felt separate from the{sytst Lt
etween'ov'ar{an cyst and pregnant u‘te
L wlule it is absent in hydramnios, In 9
 cervix is pushed down while in hydsg

ere is a groove

drar 1yst, the
in hy@r mnios, the cervix is
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Section 4 | Abnormg by
Ut

central resonance in ovarian cyst dqe to floating bowels
hows normal-sized uterus in o
€5,

Vaginal examination 8 ; .
Ultrasound abdomen can help to make the diagnogig >

ascites and to rule out pregnancy.

4. Concealed abruptiott
In abruption there will be pallor and other signg ;

intra-abdominal haemorrhage. Ultrasound is usefy] i
diagnosis- There may be foetal distress or foetal deat, i

abruption.

uterus with full bladder

5. Retroverted avid
: = and ultrasound are useful j,

Vaginal examination
diagnosis.

6. Hydatidiform mole
Hydatidiform mole (doughly feel of the uterus, absence f
of fluid thrill, negative foetal shadow on radiography |

and ‘snow storm’ appearance On ultrasonography) are
diagnostic of a molar pregnancy.

The pi-’d’gﬁés‘i‘sr"is unfavourable for both mother and |
fetus especially in acute hydramnios. The following |

complications may be seen in hydramnios.

".}"

omplication

Ditring pregnanc
There is increased incidence of:
1. Maternal mirror syndrome due to hypertension -
proteinuria and edema (preAe‘clampsia) ma}; be seen
especially with hydrops fetalis. ) .
2. Abnormal foetal presentations, malpositions and
floating head due to excessive liquor in pregnancy. §
3. Preterm rupture of the membranes due to excessive
liquor.
4. Premature labour -
5. Abruptio placentae due to rapid decompression :
of uterus on rupture of membranes is a serious i
common complication.
6. Cardiorespiratory ~embarrassment especially with |
severe hydramnios. :

During labour
T'P'&F-, " Preferm rupture of the membranes in early labout.
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. Increased operative intervention like cesarean delivers

- Postpartum haemorrk
uterine overdis Ol
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" Chromosomal abnormalities
(i) TriP oidy, Trisomy 18, Turner
i) F oetal growth restriction

(u) [ntrauterine death

i Posf term pregnancy

1\: Rll—p—ﬁl';éa‘ membranes

1§ Foetal infections

Congenital anomalies

@ Amniomsyndrome
(b) Cardiac defects like Fallot te

synd 'ome

(vi)
(vii)

defects tralogy, Septal
o) Central nervous System—FHo]q
o microcephaly Prosencephaly,
() Diaphragmatic hernia

(e) Genitourinary defects (33-57

% cases)—R,
i s —Re
agenesis, renal dysplasia, 4 )—Renal

ethral ;
bladder exstrophy al obstruction,
Twin reversed-arterial—perfusion (TRAP)
sequence 4

‘ .
Vacter—(vertebral, anal, cardiac, tracheq-
esophageal and renal abnormalities)
anomalies

ternal causes

“(f)m Preterm premature rupture of membraneg

{ (PPROM) (most common)
(i) Uteroplacental insufﬁciency
(iii) Hypertension

(iv) Pre-eclampsia

(v) Right heart failure

\

3, tal and membrane causes
i) Abruption
(i) Twin-to-twin transfusion

ities of Placenta, Gorg e
pnormalities 0 » 20rd, Amniotig gy,
24| A Uid and Mp
anes

4, Drugs
(i) Prostaglandin synthase inhibitors
(e.g. m
(ii) Angiotensin-converting enzyme inhibitors Jpdf

(e.g. captopril)
(iii) NSAIDS

() Amnion nodosum (failure of secretion by cells of
______amnion covering placenta)

6. latrogenic

Fig: 24.11: Ultrasound picture in oligohydramnios with scanty
liquor amnij

N

- Association with aneuploidy and structural anomalies,

- Abnormal umbilica] artery waveform velocimetry.

8. Potter’s syndrome: Oligohydramnios with pulmonary
hypoplasia with dysplastic both kidneys is called
Potter’s syndrome.

- Amnion nodosum: Amniotic fluid, looks like yellow
nodules in severe oligohydramnios. e

—

Late Problems

1. Cord compression in labour causing variable
decelerations.

2. Meconium aspiration syndrome occurs in the second
~—— 11 dspira - e

trimester.
Maternal Problems’
1. Prolonged labour due to uterine inertia and
dysfunctional labour.

2. Higher chances of operative delivery due to
malpresentations. There is higher maternal morbidity
due to these factors. 3
There are very few maternal risks, unless foetal therapy

is considered (i.e. the placement of a vesicoamniotic shunt
or amnioinfusion). These procedures carry the risk of

abruptio placentae and CW
A Dt

villus sampling, etc.

LP‘,ﬂ‘mo hypoplasia is the main risk, especially l}f
sy dramnios develops before 7 weeks ith g
lp?l’lnata mortality.

deformitios 1; .
3 \?_mutles like talipes S
| am Otic adhesions or bands causing deformities like
4. Pog::’a 0;10 i icanthic__folds
S facies—Low rs, epicanthic folds,
:’efc&\r&m le @dﬁlﬁd nose are the seque.la,e
Vo oydramnios, 4

Won 3

(i) Invasive procedures like amniocentesis, ch’()_l“iO_n |

Management |

Antepartum

There is (D0 _specific treatment for oligohydramnios
In early severe oligohydramnios, a careful search for

renal anomalies has to be made. llike
bilateral renal agenesis is diagnosed, the woman must bg
Counselled and the option of termination given. In case of
mﬁ like posterior urethral val\'gs, the
options of in utero therapy or early neonatal correction are

to be discussed. In case of{oligohydramnios hccompanying
oetal growth restriction,|antepartum foetal surveillance

and Doppler_and proper timing of delivery are .es‘s;“nttm}_‘
‘ Ammom%usmr\! is an option only in selected cases but is







