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Unresponsiveness during labor is an extremely
uncommon event. Differential diagnosis includes
catastrophic events, such as abruptio placentae,
uterine rupture, cardiac arrhythmias, or neuro-
logic events. Rapid assessment and diagnosis are
important for fetal and maternal well-being. If
temperature, blood pressure, pulse rate, and find-
ings from a physical examination are not consis-
tent with a catastrophic event, a psychiatric proc-
ess should be considered. We report a case of a
young Hispanic woman who became unrespon-
sive during the second stage of labor. The differ-
ential diagnosis is reviewed and a probable psy-
chiatric process is discussed.

Case Report
A 23-year-old Hispanic woman, gravida 2, para 1,
came to the hospital in active labor at term.
Her obstetric history was notable for a previous
Cesarean section with low transverse uterine inci-
sion because of fetal distress during the second
stage of labor and failed vacuum extraction. Her
medical history was unremarkable, and the pa-
tient denied drug, alcohol, or tobacco use. Her
prenatal course for this pregnancy had been com-
plicated by poor progression of fundal height
noted at 37 weeks’ gestation, and the patient was
examined for intrauterine growth retardation at
that time. Obstetric consultants believed findings
on her examination and sonogram to be con-
sistent with a normal variant and recommended
serial nonstress tests. Because these tests elicited
no evidence of fetal distress, it was believed
that she was a candidate for vaginal birth after
Cesarean section.

When she arrived at the hospital, the patient’s
cervix was dilated to 6 cm. She continued through
the first stage of labor with no medications.
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Approximately 1 hour after admission, the patient
had artificial rupture of membranes with clear
fluid, and an intrauterine pressure catheter was
placed to enhance fetal monitoring. The patient
progressed to the second stage of labor 1¥2 hours
after admission. The second stage of labor lasted
65 minutes. During that time the patient’s spouse,
nursing staft, and various physicians were present.
The patient was encouraged to push appropriately
during contractions, but she became increasingly
unresponsive. After 30 minutes she was totally
unresponsive. Her temperature, heart rate, and
blood pressure remained stable, fetal monitoring
was reassuring, as there were no signs of distress,
and uterine catheter pressure monitoring con-
tinued to show a good labor pattern. The patient
was unresponsive to verbal and noxious stimuli,
including sternal rub, ammonia capsule for olfac-
tory stimulation, and loud verbal stimulus. When
the patient’s eyelids were retracted, only sclerae
were visible, making pupillary examination and
doll’s eyes maneuver impossible. Immediately
before becoming unresponsive, the patient ceased
any effort to push with her contractions; instead,
she forcibly crossed her legs. Despite a good con-
traction pattern, there was no further progression
of fetal descent, so a vacuum extractor was applied
with successtul delivery of a vigorous female
infant whose Apgar scores were 9 and 9 at 1 and
5 minutes, respectively. After the fetal head
crowned, the patient became alert and responsive
and asked for the infant. She continued to bond
well with the infant.

During the postpartum hospitalization, the
patient had normal findings on a neurologic ex-
amination, and a brief psychiatric evaluation was
obtained. It was noted that the patient reported a
sense of shutting herself off to pain 6 years ago
following a motor vehicle accident and that she
had no recollection of this final stage of labor.
Further workup was recommended, but the pa-
tient refused, and the consultant’s final note stated
“rule out conversion reaction.” Postpartum, the
patient was lost to follow-up, although the infant
was seen briefly for poor weight gain.

410 JABFP Sepr.-Oct. 1995 Vol. 8 No. 5

‘ybuAdoo Aq paroaroid '1sanb Aq 9z0g |udy 9T uo /Bio wjgel- mmmy/:dny woly papeojumod ‘G66T Jaqualdas T uo 0TS 8 wiqel/zzTe 0T Se payslignd 1sii :10eld Wed pleog wy


http://www.jabfm.org/

Discussion

Unresponsiveness during labor is extremely un-
common. In the face of unstable temperature,
heart rate, blood pressure, and fetal distress, dif-
ferential diagnosis would include placental abrup-
tion, intrauterine rupture, cardiac arrhythmias,
and cerebral hemorrhage.!-? In this cas, maternal
and fetal temperature, heart rate, and blood pres-
sure remained normal; therefore, a catastrophic
event was unlikely. During the second stage of
labor, the patient became less responsive to verbal
encouragement until she finally became totall'y
unresponsive, even to noxious stimuli. Immedy
ately after delivery the patient was alert and ori-
ented and appropriately asked to see the baby. No
evidence of disorientation or postictal confusion
was found. As noted in the psychiatric evaluation,
the patient denied memory of the second stage of
labor. She also stated that during her episode of
amnesia following the motor vehicle accident
6 years earlier, she was trying to escape from all
pain. During her first delivery the patient re-

mained alert during her second stage of labor;.

however, she underwent primary Cesarean sec-
tion after a failed vacuum extraction. At that time
no unusual behavioral phenomena occurred, al-
though nursing notes did mention the patient to
be stoic or very quiet. s

When biomedical causes for unresponsiveness
during labor have been ruled out, it makes sense
to look for a psychiatric process as an expl,anauqn.
The most likely psychiatric process involved.m
such a trancelike state with amnesia is dissocia-
tion, the artificial separation of elements of men-
tal functioning, such as memories, thoughts, and
feelings, from each other.* The clinical o.bs.ervg-
tion that supports the hypothesis of dissociation is
that on questioning about the period of amnesic
unresponsiveness, the patient stated that 6 years
earlier she experienced a similar episo'de of amnesia
after being involved in a motor vehicle accj'ldent.
She stated that at that time she was trying to
escape from all pain. Escape from pain is Fhe
classic and most frequent motive force driving
dissociation.* '

The revised 3rd edition of Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM-III-Rf
defines five dissociative disorders: psychoger}lc
amnesia, psychogenic fugue, multiple person.ahty
disorders, depersonalization disorder, and disso-
ciative disorder not otherwise specific (NOS).

The hallmark symptom of these disorders is a
sudden temporary alteration in the normally inte-
grated functions of consciousness, identity, and
motor behavior in such a manner that one or two
of the functions cease to perform in concert with
the others. A continuum exists with a minor, non-
pathological form, such as daydreaming, on one
end of the continuum, progressing to a pathologic
state, such as multiple personality, on the opposite
end.* From this point of view, dissociative disor-
ders are not characterized by a single symptom or
set of symptoms that qualitatively differentiate
normal from abnormal, but rather by quantitative
differences in the frequency, extent, or intensity of
dissociative symptoms.® Three principles charac-
terize pathological dissociation: (1) the individual
experiences an alteration in his or her sense of
identity, (2) there is a disturbance in the individ-
ual’s memory for events occurring during a period
of dissociation, and (3) most dissociative disorders
are traumatically induced.* The diagnostic hy-
pothesis that best fits this case is that the patient
dissociated to avoid the pain of the second stage
of labor. She ceased dissociating when major pain
ceased. This process and disorder can occur in
conjunction with a variety of medical and surgical
procedures, including birth.’

Summary

This case report illustrates an unusual occurrence
during the second stage of labor. After appropriate
evaluation for life-threatening causes, a psychiat-
ric process must be considered. Although our pa-
tient refused further psychological evaluation, we
believe that she exhibited a trancelike state during
the second stage of labor and suffered from amne-
sia in which one awakens to the current situation.*
It is known that certain individuals are predis-
posed to dissociate in response to stress.5 Accord-
ing to our patient’s history, she seems to fall into
this category. Although those involved in obstetric
care must remain alert to the possibility of cata-
strophic events intrapartum, we must also remem-
ber to consider unusual psychiatric processes.
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