1999 (Supp)

	1) An 18-year-old single Chinese girl presents with irregular and heavy menses since she had her menarche 4 years ago. Discuss how you would manage her.


· No change in previous pattern of menses

· young age: “usual” causes like fibroids, adenomyosis are less common. Mostly >30yrs old

· sinister causes: endometrial CA or cervical CA also unlikely

· likely differentials: DUB, exclude PCOS-endometrial hyperplasia

· hyperprolactinemia causes irregular cycles, less often menorrhagia

Hx

· LMP, sexual history, IUCD

· Differentiate from hematuria

· Menstrual Hx: frequency, volume, duration of flow ( symptoms of anemia

· Discharge

· Ovulatory cycle: dysmenorrhoea, klein regnung (ovulatory spotting), mittleschmertz (ovulatory pain), mastalgia, cervical mucus changes, PMS (courtesy of shufen)
· Urinary symptoms: compressive and for insulin resistance; bowel symptoms

· Family Hx of breast, bowel, ovarian cancer

· Medical History of bleeding diathesis, AI dz

· Screen for hypothyroidism: lethargic, constipation, croaky voice, wt gain, cold intolerance.

· Galactorrhoea

· Drug history: hormones, aspirin, warfarin

· stress

PE

· Vitals ( bleeding away?

· General: obesity, hirsutism, acanthosis nigricans ( PCOS; anemia, skin and hypothyroid facies

· Abdo exam: uterus size, liver dz

· VI ( examine external genitalia: polyps, clitoromegaly

· Non-VI: speculum exam ( polyps. PV: bimanual exam of uterus, adnexae palpation

Invx: 

· UPT

· FBC: Hb, platelet, WBC

· Hb low: iron panel

· PT/PTT

· TFT if suspect hypothyroidism

· Serum prolactin

· Serum progesterone on day 21 to confirm ovulation

· Serum FSH LH if suspect PCOS

· Pelvic U/S:, masses, polyps, string of pearls in ovary, ovarian tumours: granulose-theca cell; endometrial thickness: more than 10mm ( consider sampling

Tx

· Iron supplements

· Consider BSL: fasting or casual for DM if PCOS.

· PAP smear if sex active

· Anovulatory cycles: cyclical estrogen-progestin combo: estrogen daily for 25 days, MPA added for last 10 days of estrogen treatement ( regularity and volume control

· Possible to use OCPs if sexually active, and contraception desired.

· young patients possible to use cyclical progestin: Norethisterone day 5 onwards for 21 days.

· Cycles not known: IM 100mg progesterone, withdrawal bleed count as day 1.

· Ovulatory cycles: try PG synthetase inhibitor and tranexamic acid ( decrease volume and dysmenorrhoea

· Androgens: unacceptable masculinization

· Danazol: mild androgenic effect. Expensive. Tried of estrogen and progestins fail or contraindicated.

· Surgical methods not indicated.

DUB

· Heavy but regular uterine bleeding implies ovulatory bleeding: except for rare corpus luteal abnormalities. 

· CL insufficiency

· CL prolonged action

· Anovulatory cycles are associated with a variety of bleeding manifestations: breathru vs withdrawal bleed.

· Estrogen breakthrough bleeding

· Anovulatory cycles have no corpus luteal formation. Progesterone is not produced. The endometrium continues to proliferate under the influence of unopposed estrogen.

· Eventually, this out-of-phase endometrium is shed in an irregular manner that might be prolonged and heavy. Occurs in the absence of estrogen decline.

· Estrogen withdrawal bleeding

· This frequently occurs in women approaching the end of reproductive life.

· In older women, the mean length of menstrual cycle is shortened significantly due to aberrant follicular recruitment, resulting in a shortened proliferative phase. Ovarian follicles in these women secrete less estradiol. Fluctuating estradiol levels might lead to insufficient endometrial proliferation with irregular menstrual shedding. This bleeding might be experienced as light, irregular spotting.

	2) A 30-year-old Indian housewife with severe dysmenorrhoea was referred by a GP for a palpable pelvic mass. Discuss how you would go about managing her.


30/I severe dysmenorrhoea, palpable pelvic mass

Differentials are endometriosis, adenomyosis, fibroids, pelvic inflammation, ovarian Ca, luteal cyst??

Hx

Menstrual hx

Dysmenorrhoea- since menarche or recent onset? Any pain when not having menses?

Dyspareunia and dyschezia for endometriosis

Fever, discharge for PID

Ask abt e mass, felt any lump before? Abdo swelling or bloating

Sexual history- active? Multiple partners?

IUCD usage

Fertility- subfert in endometriosis

Local symptoms such as change in uri or bowel 

PE

Abdo- size, shape, location, tenderness, fixation of mass or is the uterus enlarged? How many weeks?

Pelvic: 

Speculum- discharge? Do PAP smear

PV

· adnexae tenderness or cervical excitation

· uterine mass

· uterosacral ligament tenderness

PR

Inguinal lymph nodes may be enlarged in PID and Ca

Invx

HVS, EC swab and culture

U/S scan

FBC, ESR

UPT

Mx

Mx of endometriosis depends on patients symptoms and desire for fertility. Generally medical and surgical

Medical treatment includes OCP and danazol if fertility not desired yet. If fertility desired, use GNRH agonist for 6 months then let her try.

Surgical treatment is used when the endometrioma is very large.

Adenomyosis- GNRH agonist and surgical methods

Fibroids

Conservative management if size less than 12-14 weeks and patients preference

Medical treatment includes GNRH agonist and danazol

Definitive treatment is surgery. Myomectomy if patient wants to have children. Otherwise hysterectomy has less complications. If less than 12-14 week size can do vaginal hysterectomy or laparoscopic otherwise abdominal hysterectomy

	3) Write short notes on three of the following:

a) Polycystic ovarian syndrome

b) Chlamydia infection

c) Urinary stress incontinence

d) Primary amenorrhoea


Polycystic ovarian syndrome

Also known as Stein-Leventhal Syndrome, characterized by an accumulation of many incompletely developed follicles in the ovaries.  Incidence of 25% in UK.

Pathogenesis

· Part of the metabolic syndrome

· Due to insulin hypersecretion and insulin resistance

· Insulin hypersecretion leads to increased androgen secretion which is converted by adipose tissues into estrone, which in turns stimulates the pituitary to secrete LH, which keeps the androgen levels high.

· High androgen levels lead to the arrest of follicular growth and the development of prominent ovarian stroma – leading to polycystic ovaries

· As the HPA reaches homeostatic state, the lack of cyclicity of the hormones results in anovulation and irregular menses

Clinical features

Hx

· Infertility

· Oligo-amenorrhea

· Recurrent miscarriages

PE

· Hyper androgenism: Hirsutism, Acne, male pattern balding

· Obesity

Inx

· LH:FSH ratio – 2-3:1 (normally 1:1)

· Testosterone – elevated

· Fasting Plasma glucose/ random capillary glucose

· U/S ovaries – ten or more peripheral cysts of between 2-8 mm in diameter (string of pearls); increased ovarian stromal volume to >8cm3

Association

· Higher risk of type II diabetes, GDM.

· Higher risk of arterial disease

Management (target presenting problem)

· Hirsutism/Acne: cyproterone acetate, spironolactone (anti androgen), finasteride, waxing

· Endometrial hyperplasia: screening and progestogen

· Diabetes and obesity, hyperinsulinism: exercise, diet advice, metformin

· Cardiovascular problems : as above

· Infertility/anovulation – ovulation induction: clomiphene, gonadotrophins, surgery: ovarian resection, drilling to reduce stroma

Chlamydia infection

Definition, incidence, risk factors

Chlamydia trachomatis is the commonest bacterial sexually transmitted infection in industrialized countries.  Patients who are sexually active with multiple sex partners are at highest risk of contracting it.

Microbiology

· It’s a small obligate intracellular pathogen. 

·  Serovars, A-C infects conjunctiva.  

· Serovars D-K cause genital infections.  

· Specific LGV serovars (L1-L3) cause LGV (lymphogranuloma venereum)

· Infects columnar epithelial cells via elementary body

· Usually it’s the inflammatory response to infection that contributes most to damaging the epithelial surface.

· Humoral immunity is serovar specific and short-lived

· Cell mediated immunity more important for eradication of pathogen

Clinical features

Women

· Cervicitis, PID

· Abdominal pain, dyspareunia, fever, vaginal discharge

· Leading to infertility, and higher risk of ectopic pregnancy

In pregnancy, Chlamydia infections predisposes to:

· preterm labor, 
· premature rupture of the membranes, 
· low birth weight, 
· neonatal death
· postpartum endometritis
In infants

· Chlamydial infection during pregnancy may be transmitted to the infant during delivery 

· conjunctivitis
· Nasopharyngeal infection. 

· Chlamydial pneumonia 
Men

· Most important cause of Non gonococcal urethritis

· (may also cause throat colonization, conjunctivitis in both sexes, LGV can cause severe proctitis)

Investigations

· endocervical cells/ areas of cervical ectropion (columnar epithelial cells) harvested.

· Sent for ELISA

· PCR more sensitive, can detect bacteria in urine or vaginal swabs, but higher cost

Management

· Doxycycline 100mg bd X 1/52

· Erythromycin 500mg bd X 2/52

Used in pregnancy

· Azithromycin 1g as a single dose

· Ofloxacin 400mg OM X 1/52

Primary amenorrhea

Def: failure to develop secondary sexual characteristics by 14 years of age or who fail to menstruate by 16 years of age

With secondary sexual characteristics

· Reproductive outflow tract abnormalities – mullerian agenesis, tranverse vaginal septum, androgen insensitivity, imperforate hymen, (cervical stenosis/ ashermann’s)

W/O secondary sexual characteristics (HPA axis affected)

Hypothalamus (hypogonadotrophic hypogonadism)

Functional

· Low GnRH pulsatility due to stress, weight loss, exercise, pseudocyesis

· Drugs – depo-provera, danazol, GnRH agonists, neuroleptics

Nonfunctional 

· Space-occupying lesion (craniopharyngioma, tuberculosis or sarcoidosis)

· Kallmann’s syndrome

· Iatrogenic

Pituitary

· Hyperprolactinoma

Ovarian disorders

· Gonadal dysgenesis – turner’s, pure gonadal dysgenesis (streak gonads with no secondary sexual development), swyers syndrome (XY, but Y doesn’t work – loss of germ cells early in fetal life) – require resection to prevent malignancy

· Iatrogenic

· (severe PCOS)

· (resistant ovary syndrome)

Endocrinopathies

· thyroid

· cushing’s

Assessment (exclude pregnancy in those with secondary sexual characteristics)

Hx

· secondary sexual characteristics

· past med/ surg history

· family history

· hypothalamus – stress, exercise, anorexia, focal neurological signs, smell

· pit – visual disturbances, galactorrhea

· ovarian – developmental milestones, congenital abnormalities

· outflow tract obstruction – haematocolpos, haematometria

· endocrine disorders?

PE

· secondary sexual characteristics

· scars

· hypothalamus, (PCOS): height/weight BMI

· Pit: visual fields

· Ovarian: imperforate hymen, external genitalia, stigmata of chromosomal disorders

· Endocrine: thyroid, cushing’s

Inx

· Pelvic U/S

· Bone age

· Hormonal profile

· If hypergonadotrophic hypogonadism, do chromosomal 

	4) A 32-year-old G2 P0 Malay female was diagnosed to have a twin pregnancy at 8 weeks, after clomiphene induction. Discuss how you would manage her pregnancy.


G2P0-2nd pregnancy; 32 years old; had clomiphene induction → precious pregnancy (prob difficulty conceiving)







             → Likely dizygotic twins

Twin pregnancy → high risk pregnancy!

Mgmt:

Antenatal

1st trimester -
U S→ dating, no. of fetuses, chorionicity, ectopic, heterotropic (Raj’s dinosaur), FA (nuchal   translucency)



Baseline FBC, HBsAg, VDRL, ABO, Rh, BP, DM screening (OGTT) 

Inform on risks: maternal → ↑ symptoms of anemia, hyperemesis, backache, SOB; 

     risk of GDM, HT, APH, operative delivery, PPH

Fetal → miscarriage, FA, TTTS, Polyhydramnios, PTL, PPROM, cord prolapse, 

IUGR, fetal demise, malpresentation, operative/instrumental delivery



Iron, folate, vitamin C



Treat hyperemesis – antiemetics



More rest

2nd trimester-
F/U 2-weekly (no. of fetuses)



U/S 3-4weekly

Early screening scan (14-16 weeks) - emphasis on monochorionicity (TTTS)

Offer amniocentesis (16-20 weeks) cos’ triple test no value in twins

Detailed FA screen (22-24 weeks)

Close monitoring for Cx — eg. PE, GDM(OGTT at 28 weeks) 

3rd trimester-  
F/U weekly



Fetal growth surveillance — IUGR



Fetal well-being



Beware PTL

(admit as necessary for Cx-PTL, PE, GDM etc.)

Labour

- Delivery in OT (in case of emergency LSCS)

- P/E & U/S → Presentation → mode of delivery

- Inform 2 pediatricians, neonatologist, anesthetist, senior obstetricians

- Insert 2 large bore i/v drip; take bloods for FBC, PT/PTT, GXM

- Continuous monitoring of fetuses → 2 CTGs scalp electrodes 

- Analgesia

- Regular assessment of progression of labour  

- Fleet enema to empty bowels

- Poor progression of labour → Poor contraction → oxytocin 
Delivery

Twins — usu deliver by 37-38 weeks

- 1 twin cephalic, diamniotic → “NVD” (assisted twin delivery)

- anything else, LSCS

“NVD” (assisted twin delivery)

- In theatre with standby neonatologists, anesthetists

- Continuous monitoring of 2 FHRs

Delivery of 1st twin - large episiotomy

     - clamping and cutting of cord but don’t take cord blood yet ( twin can exsanguinate; if   

       monochorionic, drain blood from 2 twin) 

- If delay of> 15min b4 contractions recommence: ARM (if presenting part low)

if not engaged → oxytocin (ARM risk of cord 

                              prolapse) 

Delivery of 2nd twin- Assessment of lie: Palpate abdomen, VE, u/s (in OT) 





        Cephalic: NVD (can use forceps / vacuum if there’s delay)

         If non-longitudinal, version to longitudinal

        



        Breech: turn it around / assisted breech delivery/ op

        Oblique / Transverse: Internal podalic version (to breech)/ external cephalic 

        version (to cephalic)

- No real time limit for delivery, but usually 20 min to prevent risk of uteroplacental insufficiency 

- Continuous monitoring 

Delivery of placenta- Check placenta → chorionicity, amnionicity

- Active management with IV ergometrine -after deliver 2nd baby, B4 deliver placenta - followed by oxytocin infusion (↓ risk of PPH)

Postpartum

- Home support

- Breastfeeding

- More nutrients

- Contraception

- Timing of next pregnancy so that she’ll be prepared for it

	5) A 29-year-old G1 P0 Indian housewife at term and in early labour had a severe foetal bradycardia, down to 70 beats per minute. How would you manage her?


The patient is a primiparous woman whose fetus’s CTG shows bradycardia of unknown duration and no other CTG findings. While a normal CTG tracing is indicative of non fetal distress 95% of the time, an abnormal CTG has a false positive rate of 80%. In this case, the patient has only 1 abnormal feature and is as such classified as a suspicious CTG. If the bradycardia has been present for more than 9 mins howeve, it should be classified as a suspicious CTG and further action warranted. 

Upon discovery of a suspicious or abnormal CTG, the patient should be placed in her left or right lateral position, given 100% O2, her oxytoxin infusion should be stopped and signs of cord prolapse should be ruled out and managed.

For accurate management of this patient a full clinical history needs to be obtained. This would include a complete antepartum history and looking for complications such as antepartum hemorrhage, IUGR, GDM, infections or a pre existing medical problems. In addition the results of previous ultra sound scans should be obtained in particular regarding the lie and position of the fetus as well as the adequacy of liquor and the position of the placenta. 

A physical examination should be obtained especially regarding the status of the membranes, the cervical score and the presence of meconium stained liquor. CTG monitoring should be continued and further abnormalities looked out for.

With this information, if the CTG is deemed abnormal or if there is a significant antenatal history of maternal or fetal complications, immediate delivery is mandated. If the patient is in early labour, as is this patient an emergency LSCS is required. If the patient progresses quickly vaginal delivery should be expedited via the use of ARM and oxytoxin infusion. A neonatalogist should be alerted prior to delivery and be available at the bedside or operating theatre. Cord blood sampling should be performed upon delivery and AGPAR scores taken on birth.

If the CTG is suspicious, a fetal blood sampling should be performed. IF the pH is less than 7.2, immediate delivery as above is indicated. If it is between 7.2-7.5, it should be repeated in half an hour. If more than 7.25, constant CTG monitoring should be continued. Delivery should be expedited if possible. Other investigations such as internal fetal monitoring via spiral electrodes can be performed if the cervix has dilated to more than 2 am and if the membranes have ruptured. Ultrasonic umbilical Doppler velocimetry can also be performed if indicated.

	6) Write short notes on three of the following:

a) postpartum haemorrhage

b) pre-eclampsia

c) forceps delivery

d) premature labour
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