/.Umbilical Cord

UMBILICAL CORD

Also called Funis.

Connecls the fetus and placenla

Extends from the fetal umbilicus to the fetal surface of placenta

Structure of umbilical cord:

jelly.

Wharton's jelly is derived form Primary Mesoderm

The umbilical cord contains 2 Umbilical Arleries and one Umbilical Vein, which are embedded in Wharton's

Wharton's jelly consists of mucoid ground substance and a network of fibroblasts.

Wharton's jelly protects the blood vessels from Mechanical trauma.

Wharton's jelly is made of Mucopolysaccharides — mainly Hyaluronic Acid and Chondriotin Sulphate.

Length of umbilical cord:

At birth, Normal Umbilical Cord is 50 to 60 cm in diameter
Itis about 12mm in diameter

A long cord is more than 100cm

A short cord is less than 30 cm

Complete absence of umbilical cord is called acordia
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Normal umbilical cord showing
three vessels:

2 Umbilical arteries and 1
umbilical vein

Typical Appearance —
Mickey Mouse appearance




7. Umbilical Cord

| OBSTETRICS | UMBILICAL CORD

Most common congenital anomaly of the cord Is single Umbilical Artery

Notes on single Umbilical Artery:
* Incidence is aboul 1% of all pregnancies.
»  The most common cause is primary agenesis of one umbilical arlery.
»  Twin pregnancies show a higher incidence of single umbilical artery than singleton pregnancies.
*»  USG - normal three vessel cord — appears as MICKEY MOUSE Pattern.
=  Confirmation of single umbilical artery is by Colour Doppler.
»  The incidence of congenital anomalies in single umbilical artery is about 20 to 50%

*»  The organ systems mosl commonly affecled are

1) | Musculoskeletal system 23%
2) | Genitourinary tract 20%
3) | Cardio vascular system 20%
4) | Gastrointestinal system 110%
5) | Central nervous syslem 5%

*  MC chromosomal anomaly associated with single umbilical artery is trisomy 13.

*  Fetuses with Single Umbilical Artery have increased incidence of Intra Uterine Growth Retardation and
Increased Pennatal Mortality.

Knots of the umbilical cord:
True knot . Umbilical cord is tied in the form of a true knot

. True knot anses as a result of Fetal movement

. Incidence of True knot is higher around 32 weeks of geslation as
there is more liquor and more fetal movement

. Highest incidence of true knotting is seen in monoamniolic twins.

. _ *«  Thereis a4 fold increases in fetal loss — dua to kinking of umbilical
P ' vessels in knol
e

I . Loose knots do not affecl circulation

«  Tight knots affects umbilical cord blood circulation

o ——

False knot . It 1s of no clinical significance.

| l ‘ l . Local ectasia of the umbilical blood vessels

_ a .
Ej‘ A

5 SPEED



7. Umbilical Cord

UMBILICAL CORD

OBSTETRICS

Questions & Answers

1. Wharton's jelly of umbilical cord is derived

from (DNB 2008)
a) Ectoderm b) Endoderm
c) Mesoderm d) All

2. Length of umbilical cord is

a)

c)

Ans: ¢ (Mesoderm)
(DNB 2009)
b) 60— 120 cms
d) 25-40cms
Ans: ¢ (30 - 100 cms)

40 - 50 cms
30 - 100 cms

Usual length is 50 to 60 cms

Length of umbilical cord = length of the baby.
Less than 30 cms is a short cord.

More than 100 ecms is a long cord.

So the range is 30 cms to 100 cms

Option 'C'is correct.

3. Theumbilicalcord normally contains

(UPSC

2010)

a)
b)
c)
d)

SPEED

Two artenies and two veins
One artery and one vein
Two arteries and one vein
One artery and two veins

Ans: ¢ (Two arteries and one vein)

4.

a)

Umbilical cord length at birth is (Al 2001)
25cm b) 50 cm
75cm d) 100 em

c)

Ans: b (50 cm)

The finding of single umbilical artery on
routine ultrasound in an antenatal woman

indicates

a)

b)

c)

d)

(UPSC 2007)

This finding is very common and does not
indicate any abnormality

Is an indication that the baby may have
congenital anomalies

Equally common in babies of diabetic and non
diabelic mothers

Occurs in 50% of fetuses

Ans: b (Is an indication that the baby
may have congenital anomalies)
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Physiological Changes in Pregnancy
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Physiological Changes in Pregnancy
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Physiological Changes in Pregnancy

g O B nm Hﬂ-

Uterine contractility - Braxton Hicks
contractions -FM T T Nawlw-

* Irregular .””

* Unpredictable .~
* Sporadic

* Nonrythmic .~

tCan be detected by bimanual
examination
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Physiological Changes in Pregnancy

Cervix.

* Vascularity increased — Bluish

tones — clodwAls
J«de -

* Cervical glands undergo marked

proliferation,and by the end of

sregnancy.they occupy upto one
half of the entire cervical mass.
D)
s l
L

PULAAD
fl\..?s :

Extension of the normal columnar

endocervical glands into the
ectocervical portio.- ECTROPION
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— Physiological Changes in Pregnancy

Vagina
pH : S”""f"ﬂ"m o T . Pregnancy is associated with
‘/h(c;ease in glvcogen stores elevated risk of vulvo — vaginal

d-r/ - il candiasis,particularly during
crease in lactobacilli second and third trimesters —

Increased production of lactic acid may be related to increased

x @ aod - glycaogen stores.
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Physiological Changes in Pregnancy

hCG
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Physiological Changes in Pregnancy
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RELAXIN

rotein hormone

S

Secreted by the corpus

Physiological Changes in Pregnancy

* Remodellingof the reproductive
tract connective tissueto
accommodatelabour.

luteum,decidyua and the placenta.
y y -\Augments renal hemodynamics

Relaxinis also gxpressed in the
- heart,braina

* Increasesarterial compliance. (MU M‘O@

@espite its name,serumrelaxin levels
o not contribute to greater

peripheraljoint Iaxitynj pelvic girdle

painduring pregnancy.
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Physiological Changes in Pregnancy

Maximum level of hCG is at
(O - weeks 6o -“Fo & a ?

3
light secondary peak at 3d -
weeks

hCG disappears from circulation

following delivery.
(awu ) & -

15



« Physiological Changes in Pregnancy

A haps kTR o
' dndopmant’ o mule  Gtvvrel senoda

g O @ e
MBLM‘E @\MN\M*U W"‘t

CrE st

16



Physiological Changes in Pregnancy

Partial mole Complete mole
hCG is expected to disappear hCG is expected to disappear
1 weeks following suction —-—--ﬂ- weeks following suction

evacuation . evacuation .
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Physiological Changes in Pregnancy

« Py, (n e

-

hPL (human Placental Lactogen) \\ DAt

P_%P\i' ormone

Antiinsulin hormone MM&LN- C
-

Produced by -i‘di\'%mp F}‘M

Also called M—

Promotes lactation

e .

Asiren  Gnedonic SW h‘?‘\n-

Unlike hCG, the levels

weeks

| progressively increase till 36
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Placental hormone levels through pregnancy
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Physiological Changes in Pregnancy

Placental hormone levels through pregnancy
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hCG, human chorionic gonadotrophin; hPL, human placental lactogen.
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Physiological Changes in Pregnancy

Hematological changes in pregnancy
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