	2. Mdm Wong, a G3P2, has just had a normal delivery half an hour ago. Her placenta is still not delivered yet. Discuss the management including possible complications and their treatment.


2002 (main)
3rd stage of labour

Third stage of labour is timed from delivery of the baby to the expulsion of placenta and membranes, which normally takes 5-10 minutes. If this stage is longer than 30 minutes, it’s regarded as prolonged.

Management

Normal management of 3rd stage of labour

Controlled cord traction is the favored way of managing 3rd stage of labour, as it shortens the 3rd stage and is associated with a significant reduction of PPH:

· 1ml of i/v or i/m syntometrine is given at crowning or delivery of the anterior shoulder, to aid contraction of the uterus post-delivery.

· Placental separation generally occurs within 2-10 minutes of the end of the 2nd stage of labour. Wait up to 30 minutes for the signs of placental separation. Signs of placental separation are:

· Gush of blood from vagina

· Placenta seen at introitus or felt in vagina

· Lengthening of umbilical cord outside vagina

· Fundus of uterus rises up, and uterus becomes firm and globular

· Cord does not retract inwards on suprapubic pressure

· Only when these signs have appeared, should the assistant apply steady traction on the cord. With gentle traction and counter pressure between the symphysis and fundus to prevent descent of the uterus into the pelvis, the placenta is delivered.

· After delivery of placenta, the uterus is gently massaged to ensure contraction and minimize PPH. Placenta is inspected for missing cotyledons or a succenturiate lobe. If this is suspected, manual removal of placenta has to be done due to high risk of PPH.

In 2% of cases, placenta fails to be expelled by the above method of controlled cord traction. Further management includes:

· If no bleeding occurs, a further attempt at controlled cord traction should be made after 10 minutes.

· If this fails, the bladder is emptied, and a vaginal examination is performed:

· If placenta in vagina, remove the placenta

· If placenta still in utero:

(i) Set up i/v line with large bore cannula (16 or 18G)

(ii) Send for GXM

(iii) Arrange for manual removal of placenta in OT under GA. Following removal of the placenta or placental remnants, the uterus should be scraped with a large curette. Extensive placenta accreta usually necessitates hysterectomy. Antibiotics should be routinely administered as there is a significant association between manual removal of the placenta and postpartum endometritis.

Possible complications and their treatment

1) Retained placenta with PPH

Placenta accreta -- Where the placental anchoring villi grow down into the myometrium and disrupt the fibrinoid layer (Nitabuch’s layer) through which the placenta usually separates, placental separation will be incomplete. Bleeding results because the myometrium cannot contract sufficiently to occlude the placental site vessels. Should extensive bleeding occur during the 3rd stage with failure to deliver the placenta:

· Set up more than one i/v line with a large bore cannula (16 or 18G)

· Send for GXM, requesting for 4 units of blood

· Rub the uterine fundus to produce contractions

· Perform a vaginal examination:

· If placenta is in vagina, remove the placenta, rub up the uterine fundus and administer 0.25mg ergometrine.

· If the placenta is in utero, administer 0.25mg ergometrine and prepare for manual removal of placenta in OT after adequate resuscitation.

Bear in mind that once the 3rd stage exceeds 30 minutes, there is a 10 fold increase in PPH.

2) Uterine inversion

Uterine inversion occurs approximately 1/2000 deliveries. It is more likely to occur with vigorous cord traction and with Crede’s maneuver (manual compression of uterus to encourage separation of placenta). The uterus most commonly presents as a pelvic mass, sometimes protruding out from the vagina. It is associated with hemorrhage in over 90% of cases, with 40% complicated by shock. In such a scenario:

· Manage the shock

· Reposition the uterus manually via the vagina, without attempting to remove the adherent placenta first. This will be successful in 1/3 of patients.

· If repositioning the uterus is not readily accomplished, uterine relaxation may be attempted with a tocolytic. When available, GA using halothane 2% is effective.

· Once the uterus is in position, the assistant’s hand should remain in the endometrial cavity until a firm uterine contraction is felt. The placenta can then be carefully removed at this point.

· If simple repositioning fails, resort to the O’Sullivan method using hydrostatic pressure to treat uterine inversion. 2L saline at body temperature placed on an infusion stand at 2m above ground level, with connecting nozzle placed in posterior fornix of vagina. While fluid is allowed to flow quickly, its escape is prevented by blocking the introitus by using the assistant’s hands. The vaginal walls begin to distend and the fundus of the uterus begins to rise. After correction of the inversion, the fluid in the vagina is allowed to flow out completely.

· Very rarely is a laparotomy required to reposition the inversion surgically. Once replaced, i/v oxytocin should be administered.

	3) Write short notes on three of the following:

a) External cephalic version (ECV)

b) Use of the obstetric vacuum cup for delivery

c) Amniocentesis

d) Puerperal pyrexia


external cephalic version
-Procedure done at 34-36 weeks to correct presentation of a term breech fetus. Success rate of about 60%

-Usually done by an experienced obstetrician in the labour ward.

-Before embarking on the procedure, it is important to exclude contraindications for ECV such as 

· placenta praevia

· oligo/polyhydraminos

· Hx of antepartum hemorrhage

· Prev caeser or myomectomy scar

· Multiple gestation

· Pre-eclampsia or hypt

· PLAN TO DELIVER BY LSCS ANYWAY!

-The risks of ecv should be explained to the parents. Such as placental abruptio, PROM, cord accident, transplacental hemorrhage, fetal bradycardia

- ECV method

Perform CTG for 30 mintues before procedure. Make sure there are no signs of fetal distress. Do an ultrasound to confirm presentation of fetus, location of placenta and AFI. Tocolyse with IV terbutaline, and wait 5 minutes b4 performing ECV. Mother should be lying comfortably in the lateral or slight trendelengburg position with hips n knees slightly flexed. The breech fetus should be dislodged and disengaged from the pelvic inlet. The version should be done in direction which increases flexion of the fetus, in such a way the fetus does a forward somersault. ECV should be abandoned if any resistance occurs along the way.

CTG should be done for 30minutes after the procedure to ensure there is no fetal distress. Anti-D should be given to Rh-ve mothers if indicated.

Vacuum cup delivery
outline:indications, contraindications, method, complication

-Commonly known as ventouse cup. Comes in 3 sizes 4,5,6cm.

Indications: delay in 2nd stage, fetal distress in 2nd stage, maternal condtn requiring a short 2nd stage i.e. any situation which requires 2nd stage expedited.

Contraindications: face presentation, gest <34weeks, active bleeding from a fetal scalp sampling site.

Method: after confirming dilation of the cervix and full engangement of the head the ventouse cup should be applied. The position of the vertex ,amount of caput  and the attitude of the presenting part should be determined by vaginal examination. No need to cath patient, no need for extra anaesthetic. Patient shld ideally be lithotomy postion but dorsal, lateral and squatting postions can also be used. Vacuum part is gently inserted into the vagina while the other hand parts the labia- intial pressure should be 0.8kg/cm2. traction should be along the pelvic axis(downwards at 45deg) for the duration of the contraction. Only pull when there are contractions. One hand should be on the bell of the cup while the other applies traction. As the head crowns the angle of traction changes upward through an arc of 90 deg. Perform episiotmy at this time if desired.

Note:this shld be completed in 15 min and the ventouse shouldn’t be reapplied maximum twice

Complication:

· Materal-commonest n most serious-Trauma to gential tract- can lead to life threatening hemorrhage

· Fetal- chignon(oedematous bump), cephalohematoma, intracranial injuries

Amniocentesis
-technique by which a fine needle is placed transabdominally into amniotic cavity under u/s guidance. 

-done from 15-20 weeks when fetal sqaumous cells shed in fluid can be collected via amnio

-Can be used for prenatal dx where squamous cells can be cultured and karotyped. In Rh-sensitized patients, fluid bilirubin levels can be measured to determine degree of hemolysis.Later in pregnancy it can be used to measure surfactant levels which are indicative of lung maturity.

Method:30ml of amniontic fluid are removed using 20 to 22 guage needle under u/s guidance transadb. 

Rh –ve mothers are given AntiD.

Complications are amninotis (1in1000), fetal injury, bowel,vascular injury, Rh sensitization

puperal pyrexia
Defined as a temperature of >=38 deg within the 1st 10 post partum days excluding the first 24 hours(as it is normal to have a temperature in the 1st 24 hrs, but if accompanied by tachycardia(better cover ass and investigate)

-Almost always due to infection, but can be due to venous thrombosis

-Therefore bacteriological studies should be obtained for both aerobes and anaerobes from endocervicl canal, blood and urine. 

-Common sites of infection include genital tract, urine, breast, wound infection post lscs

-Appropriate antibiotics should be given according to culture/sensitivity report-

-pelvic infection should be treated with broad spectrum antibiotics like cefttrixone, metronidazole, doxy

-if no improvement in 72 hrs(consider pelvic thrombophlebitis, or pelvis abcess, which has to be surgically drained

-septic embolization is a rare but life threatening complication of pupereal sepsis 

Risk factors for puperal sepsis include CS, PROM, prolonged labour, instrumental delivery, retained POC.

	4) A nulliparous 15-year-old single girl presents to you in the clinic at 8 weeks’ amenorrhea, requesting for pregnancy termination. Discuss the management of this patient.


Legal issues

· 15 year old - statutory rape. Referal to social worker at Institute of Health. (all abortion cases <16 year old are referred there. Decision to make the report to the police is made by the patient after counseling by the MSW. 

· informed consent for abortion: 1974 Termination of Pregnancy Act ( no need parental consent even if <21.

· Counseling

· Parental knowledge?

· Circumstance of pregnancy ie rape, 

· Social history: multiple sex partners?

· Reason for TOP

Management after proper admin

Preop

· Pregnancy test – confirm

· Assess for complications of pregnancy: anaemia, hyperemesis

· U/S scan:

· Viability 

· Accurate dating

· Rhesus status: anti-D antibodies if Rh –ve mother

· Procedure can be carried out only 48 hours after counseling

· Explain risk of procedure ie. Bleed, infection, local trauma

Peri-op
· method of choice 7-12wk ( dilatation and curettage
· <8 weeks can be done medically using prostaglandins
· 13-24week
· intraamniotic prostaglandin
· pessary prostaglandin
· IV oxytocin
· Intraamniotic hypertonic saline/urea/mannitol
· D & evacuation

Post-op

· Immediate complications: trauma, bleed, infection, retained POC
· Late: Cervical incompetence, infection, subfertility (asherman’s), Rhesus isoimmunisation
· Counseling: contraception
· Screen for STD
· PAP smear begins
	5) A 58-year-old Malay teacher, with three children, complains of a protruding mass at her introitus associated with bleeding per vaginum of one week duration. Discuss your differential diagnosis and management of this patient.


Differentials

· Most likely: Uterovaginal prolapse with ulceration- uterine prolapse, vaginal prolapse, cystocele, rectocele

· Cervical carcinoma

· Polyps- cervical polyp, uterine polyp

· Rare: Vaginal cysts, urethral diverticulum, vaginal carcinoma 
· Endometrial carcinoma-To be excluded as pt is having post menopausal bleed 

Mx

Hx:

· Lump- duration, size/ enlarging? Aggravated by straining?, reducible?, prev lumps, tenderness

· Bleeding- differentiate from hematuria, bleed from lump? Amt, nature, trauma? PCB? PMB?

· Uri symptoms- incontinence, freq, dysuria

· Bowel sympt- constipation

· Pred factors- cough, constipation

· Menstual cycle- menopause?

· Obs- prolonged labour?

· Past med hx- fitness for op

· Prev PAP smear?

PE:

· General stable? Lungs?

· Abdo- causes of increased abdo press

· Pelvis- lump, ulcers, ask pt to strain, VE, Sim’s speculum. If prolapse and incontinence present, insert a pessary and test for incont again

· PR

Invx:

· Uroflow and urodynamics if coexisting incontinence

· U/S scan to exclude endomet ca. pipelle and D&C if any suspicion

Mx:

UVP: 

Premarin cream and packing till ulcer heals

Conservative- pelvic floor exercises, pessaries (not good idea cos she’s prone to ulceration)

Vaginal hysterectomy and ant or post repair if necessary. TVT or Burch if ass with GSI 

Cervical polyp- use punch biopsy forceps to twist off and curette the bace

Uterine polyp- D&C

Cysts-excise

Urethral dicverticulum- Sx

Vaginal Ca- RT

	6) Write short notes on three of the following:

a) Intra-uterine contraceptive device (IUCD)

b) Hormone replacement therapy (HRT)

c) Urinary incontinence

d) Colposcopy


Intra-uterine contraceptive device (IUCD)

· Divided into copper bearing/ hormone releasing

· All induce inflammatory response in the endometrium – prevents implantation

· Hormone releasing IUD additional effect on cervical mucus and endometrium (levonorgestrel –releasing)

· Mirena has additional benefit of reducing menstrual blood loss.

· Both forms are highly effective methods of contraception (PI of IUD: 0.5-1; mirena:0.2)

Procedure for insertion

· Usually inserted after menses, pregnancy, TOP with an introducer – (cervix is slightly dilated)
· Lasts for 3-5 years depending on type

· Advice women to check for thread during bath and to return if signs of infections/ abnormal heavy flow
Contraindications

· Previous PID

· Previous Ectopic 

· Known malformation of the uterus

· Copper allergy (will be suitable for mirena)

Side effects/disadvantages

	IUD

· Risk of expulstion/perforation

· Irregular/painful menses with heavy flow

· PID (no protection- increased risk during insertion)

· Ectopic pregnancy
	Mirena

· Risk of expulsion/perforation

· Reduce menstrual flow

· Protection against PID

· Increase risk of ectopic

· Persistent spotting and irregular bleeding in the first few months of use

· Progestogenic side effects: acne, breast tenderness


Hormone replacement therapy (HRT)

Refers to the replacement of the female sex hormones after menopause

· Combination of estrogen(estrodiol/estrogen/estrone) and a progestogen.  Estrogen no longer given alone as it increases risk of endometrial ca

· Trial by WHI (estrogen+progestin)  showed increase risk 

· breast cancer after 5 years

· early occurance of adverse coronary events (within a year of usage)

· thrombotic events (within a year)

· Stroke (within 2 year)

· Benefits

· Decrease risk of colorectal CA

· Decrease risk of osteoporosis

· No change in dementia

· Conclusion that HT should not be given to prevent any outcome, but is warranted only of short tem treatment of menopausal symptoms.

· Routes of administration include Oral route (daily), transdermal (3 monthly), subq implantation.

· Side effects

· Progestogen – bloating, mastalgia, PMS

· Estrogen – as above (risk of ca + thrombosis)

· Tibolone – estrogenic, progestogenic, androgenic activity.  Suppresses symptoms and prevents osteoporosis.  Androgens increase libido.

Urinary incontinence

Involuntary loss of urine that is objectively demonstrable and is a social or hygiene problem.

Prevalence: 20% in those >65

Classification

1. Genuine Stress Incontinence 

·  When bladder pressure exceeds the maximum urethral pressure in the absence of detrusor contractions

· Symptoms (stress incontinence, freq, urgency, prolapse)

· PE: prolapse, cystocele, levator ani tone, cough test
· Urodynamic studies to confirm

· Causes: abnormal descent of bladder neck; low intra urethral pressure at rest; laxity of suburethral support

· Aetiology: childbirth (damage to nerve supply, machnical trauma to pelvic floor musculature) and menopause, congenital cause, increase in intraabdominal pressure

· Rx: physio (pelvic floor exercises), pessary; surgery: burch colposuspension; Tension-free vaginal tape

· Artificial sphincter, periuretharl bulking, 

2. Detrusor instability 

· Bladder contracts spontaneously, or on provocation during filling phase of cystometry.

· Main Symptoms (urge incontinence, urgency, frequency, nocturia,), ask if able to feel urine (loss of sensation)
·  PE: neurological evaluation (check power, sensation of LL), , check anal tone, anal reflexto determine level of lesion
· Rx: bladder retraining, anticholinergic (oxybutynin, tolterodine), imipramine (enuresis), desmopressin (nocturia)

3. Overflow incontinence

· Due to insidious failure of bladder emptying – chronic retention leading to overflow.

· Causes: LMN, UMN lesions,

· Urethral obstruction

· Pharmacological

· Hx: increasing difficulty in bladder emptying, frequency, poor stream, incomplete bladder emptying, straining,

· Inx, cystometry, urogram to exclude reflux, dipstick for UTI

· Rx: urethral dilatation in case of mechanical obstruction, clean intermittent self catheterization (CISC), suprapubic catheters

4. Total incontinence

· Extra urethral causes – vesicovaginal fistula.

· Usually due to congenital or iatrogenic causes

· Interim bladder drainage, small, recent fistula may heal spontaneiously if urine is diverted.
Colposcopy

· Involves examing the cervix under a binocular operating microscope with magnification up to 60 times

· Used to identify dysplastic abnormalities on the ectocervix

· Usually done after abnormal PAP smear changes (moderate –severe atypia) or

· 3 consecutive borderline cases (mild atypia + inflammation)

Abnormal vessel patterns (might be examined under green filter)

Application of acetic acid

· abnormal epithelium  high NC ratio – appears white

· mosaic 

· punctuation

· atypical vessels

Application of Lugol’s solution

· normal squamous epithelium (high glycogen – stain brown)

· columnar, abnormal squamous and normal immature squamous will not stain.

Allows for colposcopic-directed biopsy for confirmation of the diagnosis

