1999 (Main)

	1) A 32 year old gravida 2 para 1 Indian housewife was found to have a haemoglobin of  8.0 g% at her first antenatal visit at 20 weeks of amenorrhoea. How would you manage this patient?


Hb <11 = anemia in pregnancy.

Hx

· Unbooked, try to establish dates: LMP, quickening, hyperemesis

· History of PV bleed and/or abdominal pain ( threatened abortion

· Diet, hyperemesis

· Currently taking iron and folate supplements

· Confirm number of gestation in current pregnancy

· Symptoms for anemia: fatigue, dizziness, palpitations, SOB, LL swelling

· Gum bleed, infections

· Hemetemesis, melena, pr bleed

· Family hx of anemia

· Prev obstetric history

· Interval between current and last pregnancy

· Previous threatened abortion

· Antenatal blood test done for previous pregnancy

· Drug history: NSAIDs, steroids

PE

· BP for postural hypotension

· CVS exam for CCF

· Obstetric exam: 

· SFH to see if appropriate for age. Though there is better correlation in 22-36week +/-2weeks

· Fetal doptone

Invx: 

· U/S screening scan, dating using HC and FL, number of gestation

· FBC: Hb, MCV, MCHC; platelet and WBC

· Low MCV: gel electrophoresis for increased HbA2 and HbF ( beta thal

· Alpha thal: alpha trait +/- HbH in electrophoresis ( requires gene probe.

· PBF: 

· target cells(beta thal; sickle cell, spherocyte

· hypersegmented neutrophils( megaloblastic anemia: folate deficiency

· Iron panel

· Folate/B12

· Occult bleeds: urine dipstick, fecal occult blood

Tx: 

1) iron deficiency: oral ferrous sulphate: 200mg fumarate bd ( improve Hb by 1/week. Blood tfusion only if Hb <7. parenteral iron only if late in gestation, need to push up Hb fast. Give folate supplement if not already on. 

2) folate deficiency: 5mg bd/tds.

3) Low MCV: diagnosed mum with thalassemia. Test father’s blood also. Both carriers ( counsel risk in child ( offer amniocentesis: explain <1% chance of miscarriage. Allow for TOP if Bart’s, HbH, beta thal major.

	2) Discuss the management of a 26-year-old Malay primiparous patient with a uterus smaller than dates at 34 weeks amenorrhoea.


Covered in previous years.

	3) Write short notes on three of the following:

a) breech delivery

b) urinary retention after delivery

c) triple test as an antenatal diagnostic tool

d) reduced fetal movements at term


breech delivery
A Breech Presentation is one where the presenting part of the fetus is that of the Lower Limbs.

There are 3 forms of Breech Presentation, namely:

a) Extended Breech (Common, where the Knees are extended)

b) Flexed Breech (Uncommon, where the Knees are Flexed)

c) Footling Breech (Rare, where a single foot is the presenting part)

Prematurity is the commonest predisposing factor for a breech and the small size of the fetus in the relatively larger uterus before 37 weeks of gestation allows the fetus to “somersault” around and revert back to a cephalic Presentation Spontaneously.

The Likelihood of this is markedly reduced once the fetus goes past 34 weeks so it is possible to attempt external cephalic version from then on.

Management is divided into that of a Preterm and Term Breech Deliveries.

On Presentation at the clinic, one should assess the Gestational age of the baby first by

1) Symphysiofundal Height 

2) Ultrasound Dating using the Crown Rhumb Length 

3) From the History, Old notes or Last Menstrual period

Also look for any predisposing factors for the Breech presentation, which may result in a failure of ECV, via Ultrasound, such as:

1) Polyhydramnios

2) Oligohydramnios

3) Small for Dates Baby

4) Placenta Previa 

5) Massive Uterine Fibroids

6) Macrosomia

Attempt the ECV in the Delivery suite while ready for a Crash Caesar in case the procedure fails.

1) Establish I/V Access using 2 large bore needles 

2) GXM the Mother. 

3) FVC for Anemia, optimize before procedure

4) Setup CTG to monitor Fetal Status - Stop if any Late Variable Decelerations or Fetal Bradycardia

5) Tocolyse using Salbutamol, Monitor K+

6) Perform the ECV

7) Ultrasound to confirm successful version

8) Check Fetal Heart Rate

9) Give Rhogam if mother is Rhesus Negative and Baby is Rhesus Positive

10) Await Spontaneous Labor By NVD

Breech Delivery

Contraindications to ECV

a) APH (Abruptio)

b) Placenta Previa

c) Oligo/Polyhydramnios

d) Previous Caesar

e) Previous Myomectomy

f) Pregnancy-Induced-Hypertension or PreEclampsia

g) Multiple Gestation

Complications of ECV

a) Fetal Bradycardia

b) Abruption

c) Cord Accidents – Cord Round Neck or Compression

d) PROM

e) Transplacental Hemorrhage (Rhesus Isoimmunisation)

The results of the Term Breech Trial indicates that the INCREASED Morbidity and Mortality for a trial of Vaginal Delivery vs. a Caesarian Section. Therefore contraindications to ECV or Failure of ECV = Caesarian in Term Breech Babies.

Management of Preterm Breech:

Initial Management as above. Split into In Labor and not in Labor.

Not in Labor wait till Term and Caesar as above.

If in Labor administer Dexamethasone.

If in Early Labor Tocolyse for as long as possible.

If in Late Labor, estimate the fetal weight using ultrasound.

Fetal Weight > 1.5kg – Caesar

Fetal Weight Less than 1.5 kg – Trial of Vaginal Delivery

· Mariceau Smellie Veit Maneuvers to Decrease Fetal Birth Trauma

· Piper Forceps to aid delivery as needed.

· Experienced Obstetrician to perform.

Unsure = CAESAR

urinary retention after delivery
Serious Bladder Distension can occur within the 1st 12 hours Post Delivery, in spite of catheterization during Labor.

This has the Following Causes:

1) Marked Polyuria immediately Post Partum

2) Excess Pain of Labor desensitizing the bladder

3) Spinal Anesthesia during surgery creating a form of neurogenic bladder

4) Trauma to the Base of the bladder following a difficult delivery or forceps delivery

Treatment:

Aim Re-establish Normal Voiding of Urine

More than 1 liter of Urine:

At least 2 days of decompression by a retention Foleys catheter.

Less than 1 liter of Urine:

6 hourly intermittent catheterization if patient unable to void completely.

Lower incidence of UTI

Complications:
Asymptomatic Bacteruria 5%

Persistent Bacteruria 1.5%

Overt UTI

Midstream Clean Catch Urine sample post Partum for culture and sensitivity.

Institute Therapy with:

1) Nitrofurantoin

2) Amoxycillin

3) Cefalexin

triple test as an antenatal diagnostic tool

The Triple Test, done between Weeks 15 and 20 of gestation, consists of: 

a) Alpha-Feto Protein (S-Shaped Curve)

- Produced by Fetal Liver and Yolk Sac

b) Unconjugated Estriol (E3) (S-Shaped Curve)

- Produced by the Fetal Placental Unit

c) B-hCG (Reversed S)

- Produced by Trophoblast Cells

These Levels are calculated from a Maternal Blood Sample.

Sensitivity is based on Maternal Age at Estimated time of birth.

Usually used in Down’s Syndrome Screening. 

Has a false positive rate of 4.5% hence requires a confirmatory test and is not itself diagnostic.

On Average a positive test has 1 in 250 Chance of actually having Down’s.

Other Diseases in which the Triple Test can be used in Screening:

	
	AFP
	HCG
	E3

	Abdominal Wall Defects
	
	
	-

	Down’s Syndrome


	
	
	

	Trisomy 18


	
	
	

	Neural Tube Defects


	
	-
	-


Once a Positive screening test is confirmed, the mother is placed under the high-risk category and will be offered a confirmatory diagnostic test, for example amniocentesis or a structural abnormalities ultrasound in the case of NTD or AWD.

With a positive confirmatory test the couple can then make an informed decision on whether or not to continue the pregnancy and can also receive genetic counseling on future offspring.

reduced fetal movements at term

Term = 38 Weeks or more Gestational Age

Possible Causes of Reduced Fetal Movements:

1. Intrauterine Death

2. Fetal Anemia

3. Infection

4. Fetal Hypoxia and IUGR

5. Cerebral Hemorrhage of Fetus

6. Fetal Sleep State: Up to 90 minutes beginning 28th Week.

7. Busy Mother

Management:

1. Check for Fetal Heart Beat on Doptone

2. Check SFH = Gestational Age

3. Ultrasound (A fetus appropriately sized for dates and adequate liquor excludes hypoxia) 

4. CTG, AFI and Biophysical Profiling to Confirm Fetal Well Being

Scenario 1: No Doptone

1. Ultrasound to confirm Fetal Death. 

2. Deliver

Scenario 2: IUGR

1. Confirm with Ultrasound

2. 3 Weekly Growth Charts with AFI

3. If Normal deliver as of 38 weeks.

4. If Reversal of Flow or abnormal growth = Deliver immediately.

Scenario 3 NO IUGR Abnormal AFI

Consider Delivery.

Scenario 4: No Abnormality

Reassure mother, and issue a Fetal Movement Chart to document movement.

In all 4 cases, advise early booking for next pregnancy in the 1st Trimester.

	4) A 30-year-old Chinese waitress presents with a history of severe dysmenorrhoea on the first 2 days of her menses for the past 2 years. She has also been trying for a pregnancy for 1 year soon after her marriage. There is a history of termination of an unwanted pregnancy from another partner 5 years ago. Discuss the management of this patient.


	5) A 35-year-old Chinese para 1 sales executive presents at the emergency department with lower abdominal pain. She has had an IUCD inserted for the past 2 years after the delivery of her last baby. Discuss how you would manage this patient.


History

1) Document everything about the pain

· Onset, site, duration, previous episodes, trigger and relieving factors, nature, progression, radiation

2) Take a history to exclude the following differentials:

Gynaecological pathologies

A) Ectopic pregnancy/ Abortion

· LMP

· Amenorrhoea

· Pregnancy symptoms

· Vaginal bleeding

· Shoulder tip pain

· Syncope episode

B) Acute salpingitis (PID)

· Predisposing factors (hx of STDs, hx of surgical instrumentation through the uterine cervix, multiple sexual partners)

· Fever

· Foul smelling Vaginal discharge

· Bilateral pain

C) Uterine perforation by IUCD

· Unlikely because most occur during insertion of IUCD itself

· Ask her if the thread was present the last time she checked after her period

D) Fibroid complication (degeneration/expulsion), Adenomyosis

· Menorrhagia

· History of fibroid in previous pregnancy

E) Ovarian cyst complication (hemorrhage/torsion/rupture)

· Dysmenorrhoea

· Dyspareunia

Non-gynaecological pathologies

A) GIT system

· Source of infection (appendicitis/enteritis/colitis)

· Fever

· GIT symptoms

· Intestinal obstruction

· Vomiting

· Abdominal distension

· Constipation

· IBS

· Recurrent colic

· Change in bowel habits

B) Urinary tract system

· Ureteric colic

· Passage of stone

· Unilateral colicky pain, suprapubic/loin site.

· UTI/pyelonephritis/cystitis

· LUTs

· Haematuria

C) Vascular system

· Dissecting aneurysm, Thrombosis/embolism

· Screen for haemodynamic symptoms of collapse

Physical Examination

1) Vital signs

· Fever

· Tachycardia

· Toxic looking

· If hypotensive, tachycardic and pale and clammy, beware shock

2) Perform VE

· Vaginal discharge (PID)

· Vaginal bleed (ectopic)

· Cervical excitation (PID/ectopic)

· Tenderness in fornices (PID)

· Fullness of POD (ectopic)

· Tender adnexal mass (ectopic, ovarian cyst, tubo-ovarian abscess)

· Cervical os opened, look for product of gestation at os (inevitable/imminent abortion)

· Irregularly enlarged uterus, with or without localized tenderness (fibroid)

· Enlarged uterus (adenomyosis)

· Check to see if the IUCD thread is still present

3) Perform abdominal exam

· Exclude signs of peritonism (from ectopic rupture/ovarian cyst rupture/other viscus rupture); boardlike rigidity, rebound tenderness, decreased bowel sounds.

· Watch out for localized peri-umbilical pain changing to RIF pain (appendicitis)

· Abdominal distension, dehydration (I/O)

4) Do a PR

· Empty (I/O)

· Hard faeces (constipation)

Investigations

Gynaecological investigations

· FBC (raised total whites for infection, low Hb for bleeding)

· ESR/CRP (if increased, supports PID in addition to clinical criteria)

· UPT (for ectopic/abortion)(first positive at 4 weeks amenorrhoea) (if positive, go on to do quantitative B-HCG: if viable pregnancy, should double every 48h, and at 1500 count should see intrauterine gestational sac in utero)

· High vaginal swabs and endocervical swabs (for PID)

· Ultrasound pelvis (for ovarian cyst, fibroid, ectopic, and to check that IUCD is in utero)

Non-Gynaecological investigations
· U/E/Crt (electrolyte imbalances in GIT pathologies, dehydration)

· Urine FEME and culture if suspect urinary tract infection

· KUB if suspect urinary stones

· Stool culture, for ova/cysts if suspect enteritis

Subsequent management

· Consider giving pain relief (but may mask symptoms)

· Refer non-gynaecological conditions to surgery team.

· For gynaecological conditions…

1) Ectopic pregnancy

· Expectant observation

· At least 14 studies have documented that 68 to 77% of ectopic pregnancies resolve without intervention. However, this remains an option only for patients with a small ectopic pregnancy (<3.5cm in greatest dimension) and low, declining B-HCG levels who are willing to comply with close F/U.

· Methotrexate therapy (i/m, or laparoscopically/US guided into sac)

· B-HCG levels higher than 1500 are a/w a much higher risk of treatment failure.

· Advantages are avoidance of surgery and its concomitant hazards, preservation of tubal patency and function, and lower cost.

· Side effects include N&V, urinary frequency and mild diarrhea.

· Currently, when the diagnosis of ectopic pregnancy is certain and the ectopic mass is <3.5cm in greatest dimension, methotrexate therapy is an option.

· Laparoscopic removal, OR urgent laparotomy if haemodynamically unstable (salpingectomy/salpingostomy)

· Salpingectomy is preferred only in patients with uncontrolled bleeding, extensive tubal damage or recurrent ectopic pregnancy.

· Remove IUCD, replace IUCD or change contraceptive method

· Regardless of the treatment approach, the B-HCG levels must be followed until it becomes undetectable or decreases to <5mIU per ml.

2) PID

· Antibiotics: i/v broad spectrum antibiotics should be given before results of culture are back. Usually ceftriaxone, metronidazole, doxycycline (or azithromycin) given. i/v therapy is recommended for patients with more severe disease, and can be replaced with oral therapy when she improves clinically (24-72 h later). Treatment is recommended for 14 days.

· Monitor the response to treatment, via regression of symptoms, signs, and decreasing total white and CRP.

· If there is no improvement clinically within 48h, surgical intervention is needed (laparoscopy and reviewing of diagnosis, and where needed, incision and drainage of tubo-ovarian abscess).

· Remove her IUCD and send it for culture. Change contraceptive method, preferably to barrier method since it helps prevent STD transmission, or use OCP since it causes thickening of cervical mucus which also reduces the chances of ascending infection.

3) Fibroid complications

· Conservative or surgery

4) Ovarian cyst complications

· Laparoscopic removal/urgent laparotomy

5) Inevitable/incomplete/missed abortion

· Uterine D&C

· Counselling for grief

· Remove IUCD, replace IUCD or change contraceptive method

6) Uterine perforation from IUCD

· Laparotomy removal

· Remove IUCD, replace IUCD or change contraceptive method

	6) Write short notes on three of the following:

a) sterilization as a family planning method

b) polycystic ovarian disease

c) teenage pregnancy

d) stress incontinence 


Sterilization as a family planning method

· Sterilization is a very effective and popular method of contraception worldwide. Both male and female sterilization are available. It is essentially considered an non-reversible method; therefore counseling and consent play an important part.

· Sterilization has avery low failure rate(PI=0.1 to 1) hence is very effective.

· Counselling: the women should be educated about alternative contraceptives. Both her partner and her should have discussed family planning, and sterilization should only be offered to those who have completed their families.

· Timing of sterilization should be discussed with the patient. It can be done post-TOP,post partum or after a caesarean. However, in such scenarios the woman may be emotionally influenced to make a wrong choice. The ideal time to do a female sterilization is during the interval period.

· Post parturm sterilization is popular here. The uterus is sized about 22weeks after pregnancy hence easier to handle.

Female sterilization techiniques and approaches

Techniques

· Ligation using sutures: pomeroy method is most popular.(loop ligated and sectioned! Double hit!). other techniques:irving,aldrige(not very impt

· Ligation using other methods: spring loaded clips(filshie)(has a higher chance of reversibility compared to suturing methods. However clip may dislodge if applied on a inflamed and edematous fallopian tube, like that found in a post top/partum patient

· Silastic bands:self explanatory

· Electrocoagulation using diathery(mono or bi)

PI for all the above methods are 0.1 to 0.4

Approaches

· Laprotomy- is largely superseded by other methods now

· Mini laprotomy- is very safe and has a small scar, but is a problem with obese.

· Laproscopic- very popular method, and is done under LA. Diathermy,clips, rings

· Colpotomy- popular is rural places. Approached via the posterior fornix. However, risk of bleeding, infx high

· Hysterscopy- approached via the uterine cavity. Need sophisticated instruments. Using coagulation or mechaninal obstruction(E-sure)

Problems/ complications with female ligation are

· Failure of sterilization:round ligament ligated instead: overcome by checking for fimbrial ends before ligation

· Surgical complications:bleed, torn tubes, anaesthic

· Abd pain/dyspareunia:more so with cautery

· Menstrual disturbances:

· Regret: 3-4$ regret. 1% request reversal

· Ectopic preg: if ever they get pregnant..quite high chance of ectopic 10-60%

Male sterilization is also considered irreversible. It is the most effective method of birth control.

It is a simple tech done under LA and the patient is discharged within an hour post op.

It is a permanent method with no side effects, has no interference with sex/ejaculation(oomph!), and has no effect on masculinity or virility(phew). PI is 0.1!

Complications of the procedure include

· Post op pain and swelling

· Minor sepsis and bleed

· Sperm granuloma(10%)- can be painful

· Antisperm antibodies(60-80%)

Follow up

· Patients should have documented azo spermia in 2 ejaculates before they have unprotected sex.

· Some patients may take 10-15 ejac to achieve this

· First sample is checked 10-12 weeks post op

· Therefore they should carry on normal method of contraception until this is documented

Issue of reversiblity

· 2/3 will return sperm in their ejaculate i.e. procedure failure

· 1/3 of partners will get partners pregnant

Teenage pregnancy
Outline:

-Introduction: social issues  

-Legal issues

-management:keep it, abort it. 

-global care for patient:contraception,std etc

· Teenage pregnancies in this day and age can be planned or unplanned ; both in and out of wedlock.

· An unplanned or undesired pregnancy can be devastating crisis for a woman esp if she is unmarried having a Significant impact on education,career plans, cultural/socioeconomic situation. A psychological evaluation must be undertaken at the 1st opportunity to assess her mental status,  social history and support, current vocation. Sexual habits and practices. Most importantly, determine whether the pregnancy is wanted or otherwise.

· Legal issues:if the patient is below 16 at the time of SI, considered statutory rape. Refer the patient to social worker reg with institute of health, who would further counsel and advice patient. A police report may be filed for the patient if so desired. 1974 termination of pregnancy act states the no parental consent is needed for abortion even if patient is below 21. Therefore, parents needn’t be informed of the patient’s condition. However, surgical consent has to  be given by the parent is the patient is below 21. I.e  patient can only agree to medical TOP, surgical top needs parents consent. Also, the abortion has to be done before 24 weeks gestation.

· Management should be tailored according to the gestation. Pregnancy should be confirmed by urince HCG and u/s to ensure it is a viable  intrauterine pregnancy. 

· Patient education+counseling should be given so that she understands the significance of a choice between abortion,carrying the fetus to term and placement for adoption, or keeping and raising the child herself. Her choice must not be pressured by parents or partner. 

· Patient who wish to place their child for adoption should be referred to a licensed adoption agency. A patient who wishes to continue the pregnancy should have appropriate education about her anticipated parenting role. Adolescents require special attention with regards to nutrition,parenting skills and contraception

· Methods of TOP:refer to earlier answer.

· Post partum or post abortion counseling, support, education and re-evaluation are impt aspects of care to help avoid a recurrence of unplanned preg.

· Contraceptive advice!

· Std screening after reviewing sexual practices?

Signs of infection
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