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	1) A 36 year old Chinese para 2 had an emergency LSCS for fetal distress two days ago. She developed sudden and brisk vaginal bleeding while in the postnatal ward. Discuss how you would manage this patient.


Issues:

Para2, emergency lscs 2(TWO) days ago for fetal distress.

Sudden brisk vaginal bleeding in the postnatal ward

· This is secondary post partum hemorrhage as is it more than 24hrs post partum..

· Surgical +obstet causes of hemorrhage have to be considered in this patient as she has had a emergency lscs

Most likely causes are 

· Retained placent/poc

· Coagulation problems

· Trauma to genital tract(if she attempted vaginal delivery prior to fetal distress), or unsecure hemostasis during surgery

· Atony of uterus(although unlikely to present after 2 days..but still possible according to Dr. MT wong.)

Immediate management of this patient

Resusitate! Are vital signs stable?(probably not!)Check ABC. 2 large bore iv lines. Take fbc,gxm,pt/ptt and u/e creat. ?lft

Start infusion with crystalloids, colloids initially for volume replacement. transfuse blood is blood loss estimated to be over 1.5L.

Administer supplemental o2, monitor pulse ox,BP.

Once patient is stable

Take a quick history and PE to ascertain the cause 

· Review intraoperative notes: any problems with GA(atony)? did she have uterine fibroids(atony)? Was she transfused with blood during the op(coag problems)

· Review current pregnancy: was she given excessive oxytoxics(atony), did she have chorioamnionitis(atony). Check the birth canal:any trauma left unrepaired?

· Previous pregnancy: was is delivered by LSCS too(chance of acreta

PE: check her vitals, do speculum examination(trauma in birth canal, feel uterus( contracted or atonic ; fibroids may make the uterus feel bulky

Check surgical wound for signs of infection(red,warm,inflamed) and wound breakdown which may cause secondary bleeding.

Definitive Management:

· Coagulopathy: active bleeding in this patient should be corrected by fresh frozen plasma. Platelets,fibrinogen and vit k should be considered if indicated

· Check the genital tract: repair any unrepaired wounds/bleeders

· If utereus atonic: iv ergometrine followed by syntocinon. Intramyometrial prostagladins if continued bleeding

· If source of bleeding cannot be localized, or bleeding is refractory(surgical methods have to be employed. Uterine artery ligation/embolization or hysterectomy

	2) A 37 year old Indian gravida 1 para 0 female at 18 weeks of pregnancy following an IVF procedure, has an amniocentesis which reveals a trisomy 21 fetus. Discuss how you would manage her.


Refer to 2003MQ1

	3) Write short notes on 3 of the following:

a) premature rupture of membranes

b) episiotomy

c) polyhydramnios

d) transverse lie at term


premature rupture of membranes

Def: rupture of membranes before onset of labour after 37 weeks

Incidence: 10%

Risk factors: infection, abnormal membranes, cervical incompetence, deficiency of copper ans ascorbic acid, abnormal lie, polyhydramnios, multiple gestation

Hx: 

ascertain gestational age of fetus as PPROM has different mx from PROM.

Ask about amount of fluid, colour, duration. Differentiate from show (blood, mucus)

Does liquor have meconium stain? 

Does mother have fever?

Any pain or contractions? 

PE:

Temp

Abdo: tenderness? Hard? Lie, presentation, estimated fetal weight, fetal heart

Sterile speculum examination- pool of liquor in post fornix, valsalva manouvere, amniocater (nitrazine stick turns black. False positive with blood, sperm) 

U/S-AFI and growth

Invx:

FBC- raised total whites?

CRP

UFEME and culture

HVS and culture

Pad chart to assess loss

Fetal CTG

Mx:

PROM at term hence deliver asap as risk of infection rises with duration of PROM. 90% will spontaneously enter labour after PROM for the rest who don’t, can induce or augment labour

Episiotomy
indications:

· Perineum threathens to tear

· Fetal distress

· Preterm 

· Instrumental

Procedure

During 2nd stage of labour, during crowning, when the head is 3-4 cm visible, hold skin away from the presenting part, infiltrate with LA, cut medially towards ischial tuberosity. Repair using resorbable suture starting from apex, tie off at mucocutaneous junction of fourchette.

Rectal diclofenac is given for analgesia

Midline Vs mediolateral

Only advantage of mediolateral is decrease extension of cut towards perineal body. Disadvantages include difficult repair, faulty healing, post-op pain, increase blood loss and dyspareunia. However, still preferred.

Cx

Bleeding, infection, wound breakdown, vulva hematoma

Polyhydramnios

Def: AFI>20 or deepest pocket>8 . amniotic fluid usu more than 2L

incidence: 1 in 250

causes:

50% fetal anomalies leading to decreased swallowing or increase output such as hydrops fetalis, pulmonary( cystic adenomatoid malformation of lung), anencephaly, spina bifida, duodenal atresia, tracheoeso fistula, twin-twin transfusion

20% due to maternal DM

30% idiopathic 

signs and symptoms include SOB, edema, varicose veins, abdominal girth >100cm, 

uterus> dates, hard to feel fetal parts and positive fluid thrill

invx:

U/S- exclude fetal anomlies, hydrops, multiple pregnancies

OGTT, TORCH (leading to fetal anomalies), Rh

Karyotyping if amnioreduction is performed

Cx:

Increased PTL and PROM

Maternal resp distress

Umb cord prolapse

Malpresentation

Abruption

PPH due to atony

Mx

If PTL- B agonist to tocolyse

Amnioreduction only relieves maternal symptoms of dyspnoea and has no long term benefits on neonatal outcome Cx include abruption thus amnioreduction is not recommended

Indomethacin can be given to decrease fetal urine output

During delivery, check for cord prolapse and pass an NG tube after delivery

Transverse lie at term

incidence: 1 in 400

Pred factors:

Multiparous, multiple preg, polyhydramnios, uterine abnormalities ( arcuate/ septate, prev sx), placental previa, contracted pelvis, fetal abnormalities (anencephaly)

A/N diagnosis

- ovoid uterus, wider at sides or asymmetrical

- lower pole empty, head in flank

- SFH< expected

- U/S

Cx

Increase need for LSCS

Cord prolapse during spont rupture of membranes

Prolapse of hand, shoulder, foot during labour

Mx

Admit

Since at term, ECV (esp if multiparous with lax uterus) if successful, NVD

If ECV fails or if spont rupture or early labour, emergency LSCS 

	4) A 45 year old single nulliparous Chinese female with a history of irregular periods since her menarche started to develop hot flushes and irritability. Discuss her management.


· Menopause is defined as being amenorrhic for 12 months 

· If her last menstrual period was 12 months ago – then she’s in menopause

· If she still has irregular periods, it is likely that this lady is in the perimenopausal transition period (defined as 2-8 years preceding the last menstrual period and one year after the last menstrual period).

· However since she has had irregular periods since menarche, intermenstrual bleed cannot be excluded and thus she will have to be investigated.  

· Surrogate biochemical marker might be useful in this case.   Changes in FSH is detected earliest.  If FSH is >5IU/L, (with 10 fold decreased E2) it signifies ovarian failure.  The rise of LH >12IU/L occurs later.

Management of a lady in menopause with symptoms

Hx

· Ask her how severe her symptoms are and how they are affecting her life (disturb sleep? – leading to irritability).

· Ask for other symptoms of menopause – sexual function, urinary incontinence, increased frequency of UTI

· Finally ask her if she would like to start on HRT, discussing with her the risk and benefits

· If she refuses and has only symptoms of hot flushes, there is SSRI, clonidine and progestins which have their own side effects...

· 50-75% cease having hot flushes in 5 years

	WHI findings

	· Increases risk of Ca breast/ CVS events (CVA/AMI/thromboemolic events)/Alzheimer’s

· Risk of Ca Breast

· 0yrs=45/1000

· <5=45/1000

· 5-10=47/1000

· 10-15=51/1000

· >15=57/1000

· protects against colon cancer and fractures

· recommendation is to use only to treat symptoms and give for as short a period as possible (preferably less than 3 years, but no more than 5 years)


· ask if she has any cardiovascular risk factors (smoking, DM, high lipids, hypt)

· Any family history of breast Ca, cardiovascular events

PE

· look out for urogenital changes ( incontinence, vaginal dryness, UTI)

· Examine breast and BP as breast CA and uncontrolled hypertension are absolute contraindications.  Others include present or suspected pregnancy, suspicion of endometrial cancer, acute active liver disease, confirmed venous thromboemolism

Inv

· Screen for high lipids, DM, do mammogram, DXA, PAP smear, stool occult blood (endometrial sampling?)

Treatment

Non pharmacological

· Evening Primrose Oil is particularly useful in her case.

· Exercise, sunlight, fish, tofu

· Phytoestrogens

Non- HRT pharmacological measures

· SSRI, clonidine and progestins can be used to treat vascular symptoms of menopause

· Tibolone (Livial): gonadomimetic (synthetic steroid) as good as HRT +testosterone (might have small risk for Ca breast)

· SERMs: raloxifene (Evista) – high cost, 5% get hot flushes (not in this woman), small proportion DVT, reserved for osteoporotic risk

· Bisphosphanates (not in question too)

Modes of administration of HRT

· Oral (continuous -  more common now, cyclical)

· Transdermal (more physiological ratio – without first pass effect)

· SubQ

· All with progestogen to prevent risk of endometrial hyperplasia and Ca

· Warn of start up symptoms (breast tenderness, nipple sensitivity, appetite rise, weight gain, calf cramps)

Review

· First review in 3 months – resolution of symptoms

· Then follow up every 6mthly

· Check breast, BP, pelvic examination

Protocol of routine investigations in menopause clinic

· PAP every at least once every 3 years 

· Mammogram every 2 years.  Yearly in patients on HRT

· Bone Mineral Densimetry.  Once within 2 years of menopause.  

· If T score more than -1.5 : repeat every 2-5years

· -1.5 to -2.5 (osteopenia): repeat every 1-2 years

· less than -2.5 (osteoporosis): repeat yearly

· (might do lipid profile and ECG to assess cardiovascular risk)

	5) A 60 year old Malay multiparous female complains of a mass at the introitus, which enlarges on straining or coughing for the past 5 years. However, it has become irreducible 4 months ago and she is bothered by it. How will you manage this patient?


Lump at introitus (differentiated mainly via P/E)   

· gential prolapse

· Vaginal cyst or paraurethral cyst

· Cervical/fibroid polyp

· Vaginal Ca

· Urethral diverticulum

· Imperforate hymen with haematocolpos (not possible in this pt!)

History

· Symptoms- dragging sensation, fullness in lower abd, pain, backache, vaginal d/c. How long? Getting worse? Reducible?  How? What aggravates (cough/strain)?

· Local complications-bleeding, pain, ulcers. 

· Urinary symptoms- frequency, urgency, incontinence, dysuria, hematuria, hesistancy, incomplete empting, terminal dribbling (urethral diverticulum)

· Bowel symptoms- constipation, incomplete evacuation

· Risk factors- childbirth (how many? Prolonged labour? Instrumental delivery?), menopause, raised intraabd pressure (cough, constipation, obesity, lifting heavy obj, pelvic mass, abd distention)

· Past med/surg history- asthma, bronchitis, COPD? History of previous pelvic op (CAs? Masses?) Previous hysterectomy? 

P/E

· General- cachexia or obese? 

· Abd- abdominal fullness/ascites/ masses? 

· Pelvis

· Inspect- mass: ulcers? Bleeding? Infection? 

  Vaginal cyst?

  Cervical/fibroid polyp? – pedicle of lump can be traced into cervical canal

   Vaginal CA? – friable and irregular 

· Strain via valsava/cough- type and severity? Stress incontinence? Reducible? 

· VE/bimanual palpation- size and mobility of uterus, adnexal masses

· Sim’s speculum- type and severity

· Rectal- rectocele or enterocele (former, wall is lax on pushing anteriorly)

Classification: 

UV prolapse

1°- cervix above hymen

2°- cervix at hymen

3°- cervix below hymen
Procidentia- fundus below hymen

Urethocele/cystocele(ant wall; upp 1/3 and lower 2/3);

Rectocele (post wall); enterocele (pouch of Douglas);

Vaginal vault prolapse

Grade I- descent above hymen

Grade II- descent to hymen

Grade III- descent below hymen </= 2cm

Grade IV- descent below hymen >2cm

Invx

MSU-analysis and culture → UTI

Cystometry, uroflowmetry, urodynamic studies +/- pessary → stress incontinence

Punch biopsy → if suspect vaginal CA

Micturating cystourethrogram and urethroscopy → if suspect urethral diverticulum

Mgmt

Genital prolapse → General: treat cough, constipation

→ Conservative: physiotherapy, vaginal pessary (Cx: ulceration, infection, incarceration), treat complications (infection, ulceration etc)



      → Surgical 

· UV prolapse

· 2°- VH +/- BSO
· 3°- VH +/- BSO + sacrospinous fixation
    - TAH +/- BSO + abd sacrocopolplexy
· Vault prolapse- 

· 2°/ 3°- sacrospinous fixation or abd sacrocopolplexy
· Cystocele- grade 2, 3 → ant repair

 - grade 4 → ant repair + gynae mesh

· Rectocele- grade 2, 3 → post repair

 - grade 4 → post repair + gynae mesh

· Enterocele- grade 2,3,4 → high ligation of enterocele

Vaginal Cyst → excision or marsupialization

Cervical/fibroid polyp → avulsion

Vaginal CA → RT

Urethral diverticulum → excision of diverticulum and reconstruction of urethra

	6) Write short notes on 3 of the following:

a) post-partum sterilization

b) mucinous cystadenocarcinoma of the ovary

c) condylomata acuminata

d) carcinoma-in-situ of the cervix


Post partum sterilization

Post partum sterilization can be performed  during a caesarian section or in the first few days postpartum via a mini-laparotomy where a small insision is made supra pubically. The main method of sterilization done post partum is tubal ligation. However immediate post partum sterilization is associated with an increased risk of infection, of regret post sterilization and of failed sterilization. It is preferable to adivse the mother to wait 6 weeks so that it they can rethink their decision and to allow laproscopic clip ligation which is associated with less trauma and associated with a lower failure rate.

All women going for post partum sterilization should be advised on the irreversibility of sterilization, the small possibility of ectopic pregnancies developing and of trauma to surround organs during the surgery.

mucinous cystadenocarcinoma of the ovary
Mucinous tumours of the ovary arise from the surface epithelium of the ovary. Cystadenocarcinomas make up 5-10% of all mucinous tumours and 10% of all malignant tumours of the ovary. Grossly they tend to produce large cystic masses, often multoloculated and filled with sticky gelatinous material. 20% are bilateral. Histologically the lining is made up of tall columnar epithelium showing apical mucinous vacuolation, with numerous papillary projections, 

mural nodules, epithelial cell atypia and invasion of the capsule.

They are slow growing tumours which are usually first seen when the lesions are no longer confined to the ovaries.They thus usually have a poor prognosis and usually metastatise to the contralateral ovary, lymph nodes and to distal organs. Once they breach the capsule, they can seed the peritoneal cavity with multiple implants filling it with mucinous secretions to produce pseudomyxoma peitonei. This is also strongly associated with appendicial primary mucinous tumour with secondary spread to the ovaries and peritoneum with massive ascites resulting.

They usually occur in peri- or post-menopausal women of low parity as well as in patients with  gonadal dysgenesis . Risk factors include a family history of breast endometrial or colon cancer, low parity and long term HRT. The usage of OCPs have a protetive effect. An association has been found with BRCA1.

Usual clinical manifestations include abdominal pain, swelling, loss of weight, urinary frequency, constipation, lower limb swelling and shortness of breasth.

Diagnosis is made clinically via the presence of an abdominal mass or adnexal mass felt on PV examination as well as te use of ultrasound, CT scans and the use of tumour markers particularly CA 125. Classification is based on The FIGO staging.

Surgical staging requires a laparotomy with a thorough examination of the abdominal cavity. If disease appears confined to the ovary, biopsy of the diaphragmatic peritoneum, paracolic gutters, pelvic peritoneum, para-aortic and pelvic nodes, infracolic omentum are required in addition to peritoneal washings. 

Stage 1:a. 1 ovary. b. both ovaries no ascites. C. surface of one or both OR ascites

2 with pelvic extension

3 peritoneal implants outside pelvis OR positive retroperitoneal inguinal nodes, Superfical liver mets

4 distant mets, pleural effusion, parencymal liver mets

Early stage disease, FIGO I and IIa 

total abdominal hysterectomy and bilateral salpingo-oophorectomy with omentectomy, with staging biopsies performed as described. In younger patients wanting to conserve fertility with localized, unilateral tumors (stage I) and favorable histology, unilateral salpingo-oophorectomy may not be associated with a high risk of recurrence. 

Wedge biopsy of the contralateral ovary should be performed, if the contralateral ovary is not normal on inspection. 

FIGO stage I a/b, well differentiated, non-clear cell histology: surgery alone is adequate [I, A]. FIGO stage Ia/b poorly differentiated, densely adherent, clear cell histology, FIGO stage Ic optimal surgery and staging should be performed, and adjuvant chemotherapy considered [IV, B] 

FIGO stage IIa: Surgery and staging should be performed to remove all or most of the tumour, followed by chemotherapy. 

Chemotherapy options: carboplatin (or cisplatin) plus paclitaxel every 3 weeks for 6 cycles or carboplatin AUC 5 or 6 every 3 weeks for 6 cycles. 

Advanced disease; FIGO stage IIb, IIc and III 

Surgery should include total abdominal hysterectomy and bilateral salpingo-oophorectomy with omentectomy, with staging biopsies performed as described. Maximal cytoreduction (no tumor nodules > 1cm left in situ) should be achieved where possible [I, B]. Following surgery, chemotherapy is indicated. 

Chemotherapy options: 1) carboplatin plus paclitaxel every 3 weeks for 6 cycles, 2) cisplatin plus paclitaxel every 3 weeks for 6 cycles. 

If initial maximal cytoreduction was not performed, interval debulking surgery (IDS) should be considered in patients responding to chemotherapy, or showing stable disease [II, B]. IDS should ideally be performed after 3 cycles of chemotherapy, followed by 3 further cycles of chemotherapy. 

There is no evidence for a survival benefit for "second-look" surgery following completion of chemotherapy in patients whose disease appears to be in complete remission. Such procedures should only be undertaken as part of a clinical trial. Likewise, the value of secondary tumor reduction at the time of second-look laparotomy is not clear. 

Advanced disease; FIGO stage IV 

Patients with stage IV disease obtain a survival advantage from being maximally surgically cytoreduced at initial laparotomy [III, B], although randomized trials have not addressed this question. 

Young patients with good performance status, pleural effusion as only site of disease outside abdominal cavity, small volume metastases, and no major organ dysfunction should be considered for surgery. 

If surgery is not planned, the diagnosis should be confirmed by biopsy and chemotherapy administered. Suitable chemotherapy regimens are as for FIGO Stage III disease. 

Response evaluation 
CA125 levels can accurately correlate with tumor response and with survival during chemotherapy [III, A]. Prior to each cycle of chemotherapy, serum CA125 should be performed. 

For patients with abnormal CT scans at baseline, this should be repeated after cycle 6. Patients with normal CT scans at baseline do not need further CT scans, provided there is no clinical or biochemical indication of disease progression. An interim CT scan after 3 cycles of chemotherapy should be considered for a patient who is negative for serum CA125, or for whom IDS is being considered. 

Randomized trials have not shown a benefit for chemotherapy beyond 6 cycles, but did not include taxane-based regimens. Patients with a partial response after 6 cycles of chemotherapy but continuing evidence of response by CA125 can be considered for a further 3 cycles of the same chemotherapy [V, B]. 

Follow-up   

History, physical examination including pelvic examination every 3 months for 2 years, every 4 months during the third year and every 6 months during year 4 and 5 or until progression is documented. 

If no progression within 2 years of chemotherapy, extend the follow-up interval to 3 months for the 3rd year, and to 4 months for the 4th year. Thereafter, patients should be seen every 6 months. 

CA125 can accurately predict tumor relapse [I, A], and should be performed at each followup visit. CT scans should be performed if there is clinical or CA125 evidence for progressive disease.

Condylomata acuminate

Condylomata acuminate are also known as benign genital warts. They are caused by the HPV especially serotypes 6 and 11 which are low risk serotypes for the development of cervical cancer. 16 and 18 which are linked to Ca Cervix may cause flat warts. Risk factors for genital warts include multiple sexual partners, unknown partners, early onset of sexual activity, tobacco use, nutritional status, hormonal influences, age, stress and concurrent viral infections (such as flu, HIV, Epstein-Barr and herpes). From 20% to 40% of young, sexually active men and women may be infected with HPV at some point,

They initially present as exophytic papules typically seen on moist non–hair-bearing skin involving the vulva, vagina, cervix, perineum, penis, and anal region. Infection at multiple sites is common. These lesions may become confluent or progress to large pedunculated, cauliflower-like masses. Sessile plaque-like flat warts may also be present, most commonly on the penile shaft and in the vagina. Left untreated, genital warts can spontaneously regress, persist, or grow.

Most patients with genital warts are not at greatly increased risk but if a cervical cytology has not been done in the last 3 years, a pap smear should be done and continued 3 yearly. Women with warts on the cervix however should be sent for colposcopy. The partner should also be examined for the presence of warts. 

Abstinence is the only way to non develop genital warts. Barrier devices such as condoms do not prevent genital warts as any skin contact with the genitals can transmit the virus.

No current therapy eradicates HPV infection, and current therapies have a limited impact in preventing wart recurrence and reducing the likelihood of disease transmission. Most are effective in clearing warts or temporarily reducing their size. Recurrence rates, however, are high with all current treatments. Ablative methods using laser ablation and electrocautery are used for multiple lesions but is generally quite uncomfortable. Surgical excision is used for large exophytic condylomata. Medical therapy includes using Podophyllin For destruction of genital warts. A plant compound that works by arresting cells in mitosis. Applied to warts at a concentration of 10% to 25% in a compound tincture of benzoin. The compound is applied in the clinic and should be washed off after 1 to 4 hours. Once or twice a week for 6 weeks. Cure rate is 60%. Excessive exposure can cause bone marrow depression. Applications should be less than 0.5 mL. Not to be used in pregnancy. Podophyllotoxin can be self applied twice a day for 3 days, but it can cause ulceration of the surrounding skin. Trichloroacetic acid For destruction of genital warts. An 80% to 90% solution is applied directly to the wart in the clinic Causes chemical destruction of wart epithelium. Treatment repeated weekly. Not absorbed systemically; can be used in pregnancy.

Carcinoma-in-situ of the cervix

Carcinoma in citu is a condition where there is dysplasia of cells across the entire epithelieum of the cervix without breech of the basement membrane. It is classified as stage 0 in the FIGO staging of cervical cancer. It is a premalignant lesion and studies show a 40-60% chance of progressing on to invasive cervical carcinoma is untreated. 

Dysplasia of the cerival epithelium has a number of risk factors including HPV infection, early sexual debut, smoking, multiparity and OCP usage. HPV infection in particular has a 99.7% etiological relationship.

The first step in the diagnosis of CIN and CIS is the Pap smear, which is recommended 3 yearly in all women who have engaged in sexual activity or who have turned 21. Classification of the smear based on the extent of cellular atypia koilocytosis, nuclear atypia, delayed maturation, hyperkeratosis,

and dyskariosis, into a high grade squamous intraepithelial lesion which requires further examination via copposcopy. Observation of abnormal vessel patterns, mosaicism and punctuation are noted and a biopsy of suspicious areas are noted to confirm the biopsy. A thorough examination of the surrounding areas is requied to check for signs of spread.

Treatment for this lesion has included conservative therapy, large loop excision or cold-knife cone biopsy, or definitive therapy consisting of hysterectomy. But, rates of residual adenocarcinoma in situ after cone biopsy with negative margins vary from 0% to 40%, and residual disease rates as high as 80% have been noted when the margins are positive.
Management of adenocarcinoma in situ, micro-invasive, and early stage adenocarcinoma of the cervix. 
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