2002 (supp)
	1) You are seeing an asymptomatic 31-year-old primigravida at 32 weeks gestation in the Antenatal Clinic. Her blood pressure is 160/105 mmHg. Urine dipstix examination shows 1+ proteins. Her booking BP at 8 weeks was 130/75 mmHg. Discuss your plan of management for her


Intro:

HT in pregnancy- BP>140/90mmHg or rise 30/15mmHg noted on 2 occasions, 4 hrs apart

Causes-PIH, chronic HT, chronic HT with superimposed PIH, 2°HT

Take BP of pt again in 4hrs; if raised…

⇒ Pt likely PIH (previously at 8 weeks no HT), proteinuric, mild HT(<160/110)

Plan of mgmt: 

1) Admit for assessment- 

    4 hrly PE Chart: 4hrly BP, symptoms, tendon reflexes, urine output and proteinuria

    Must take history to r/o symptoms of immenent ecclampsia: headache, blurring of vision, epigastric pain; 

    Family history of PE/PIH; 

    P/E: 
BP in all 4 limbs; 


Tendon reflexes and clonus             


Oedema- pedal, abd, orbital, sacral, pul oedema 

             
Tenderness of liver


SFH, lie, presentation, liquor vol 

             
Optic Fundi-HT changes

2) Assess Mother
- hx, pulse, BP, urine output, reflexes and clonus



- Invx: FBC, U/E/Cr, UFEME, serum uric acid, serum creatinine, Urine outpt, 24hr UTP

 

            LFT, Clotting screen, bleeding time (if severe) 

3) Assess baby
- Clinical: maternal weight gain, SFH, liquor vol, FM chart



- Growth: weekly SFH, 3 weekly U/S



- Hypoxia: daily FMC, liquor vol; CTG, AFI (1-2x/wk); umbilical Doppler, biophysical profile 

4) Control BP- chronic: methyldopa 250-500mg tds/qds +/- nifedipine/labetalol +/- atenolol


        - if >160/110, acute, IV hydralazine

If mild PIH and non-proteinuric moderate PIH with gd BP control can be d/c and mgmt by close outpt F/U

5) Timing of delivery- 37 weeks if well controlled

                                   - earlier if impending ecclampsia, uncontrolled BP, platelets <100,000, oliguria, deranged liver 

                                     function, clotting; low AFI, abN CTG, umbilical art Doppler, fetal growth ceases

6) Mode of delivery- NVD if no CI (KIV ass delivery to shorten 2nd stage) 


7) Post-partum- keep in hospital for 1 week (risk of fit decreases after 1 week)


          - monitor maternal BP up to 6 weeks post-partum → need to continue anti-HT(adalat)?

(impending ecclampsia mgmt will be covered 2001 qn 2 =p)

	2) A 32-year-old woman presents with bleeding per vagina at 32 weeks gestation of her second pregnancy. What are the possible causes? What will your immediate treatment be, and outline briefly how you will manage her pregnancy subsequently.


Anterpartum Haemorrage occurs in 5% of all pregnancies and can be due to both placental and non placental causes.

Placental causes – Previa 30%, Abruption 20%

Other causes include idiopathic 30%, and uterine rupture, vasaprevia, cervicitis, trauma, genital infection, varicosities and missed hematuria

Acute Management of APH begins with an initial assessment of the severity of the blood. In a very severe bleed with no signs of stopping, with shock and fetal distress, immediately resuscitate the patient with 2 large bore IV Cannulae and other supportive measures. Start iv crystalloids/colloids while awaiting blood. Investigations such as an FBC, a coagulation screen, a GXM(4 units), urea/electrolytes, and a liver function test should be sent out. 

As patient is being stabilized, asses the fetal state via CTG. If there is fetal distress or uncontrollable bleeding, or if the fetus is dead, call the neonatologist and prepare for immediate delivery.

Meanwhile other general management of the patient includes

· History : Initiating factos such as trauma and coitus, the amount and nature of bleed, associated abdominal pain or contractions, history of previous bleeds, assessment of confirmed gestational age and information about site of placenta from previous scans.

· PE : Vital signs, Abdomen : Woody hard uterus, uterine pain, difficult to feel fetal parts (Abruption) and high presenting part, malpresentation (previa). 

· Speculum Exam : To determine site of bleed; VE: If previa has been excluded prior, to assess state of cervix if delivery is planned.

· Other blood investigations include:  An apt test to determine the origin of blood can be done. Especially if the mother is rhesus negative, a Kleihauer test of the mother’s blood should be done to assess feto-maternal transfusion.  

· Ultrasound scan: to check for previa if unknown, to look for presence of retroplacental clot and other concealed bleed. Also to assess fetal state

Management for rest of pregnancy if patient is stablised and after finidng out the cause of the bleed include

· Considering administration of steroids

· For rhesus negative patients, consider giving Anti-D Antibodies after Kleihauer test results return, unless it has been given in the last 3 weeks prior.

· Ensure availability of blood products

· Expectant Management depending on underlying cause

· Bring to term if patient and fetus stable.

· Assess fetus closely via CTG

· Correct mothers haemoglobin if it drops to below 11g/dl

· Preterm labour/ Irritability : Judicious use of tocolytics; beta blockers contraindicated

· Delivery

· Placenta Previa : The mode of delivery should be based on clinical judgement in each situation, but a placenta encroaching within 2cm of the internal os is a contraindication to attempting vaginal delivery.

· Abruption : Vaginal delivery possible depending on maternal condition state of fetus and state of cervix. LSCS especially if CTG shows abnormalities and if patient unstable.

· Post Partum : Assess for PPH

	3) Write short notes on THREE of the following:

a) Early detection of chromosomal anomalies

b) Postpartum haemorrhage

c) Premature labour

d) Management of a post-LSCS patient




GY’s notes
	4) A 28-year-old lady who has been on IUCD (intra-uterine device) contraception presents to your clinic for her annual checkup when you find the IUCD thread missing. List the likely causes of this and outline how you would arrive at a definitive diagnosis. You subsequently discover that the patient is 6 weeks pregnant. How would you manage this patient?


Likely causes for IUCD thread missing

Expulsion of IUCD

· This occurs in about 5% of women in the first year of use.

· 50% of all expulsions take place in the first 3 months.

· Commonly occurs during the menstrual period. Hence women should check their pads or tampons daily while menstruating.

· If an IUCD is expelled unnoticed, the woman may easily get pregnant.

Pregnancy with IUCD in place, and thread has migrated up

· Failure rate of IUCD is <1%.

· If pregnancy occurs while the IUCD is still in place, the risk of miscarriage is 50% greater.

· This risk is decreased by 25% if the IUCD is taken out as soon as possible.

· If the IUCD is not removed, a risk of infection to the woman exists, with the bacteria tracking up the thread.

Uterine perforation

· Part of the IUCD may penetrate the uterine wall, and the entire IUCD may also work its way into the surrounding abdominal cavity. If the IUCD traps a loop of intestine, this could lead to a medical emergency.

· IUCDs that perforate the uterus should be removed as soon as the perforation is detected. This is done via laparoscopy.

· Perforation happens most often at the time the IUCD is put in, when it may be accompanied by sudden pain or bleeding, and is more likely to occur if the correct technique is not used or if the doctor is inexperienced. Perforation is less likely if the doctor measures the depth and position of the uterus beforehand.

· Perforation takes place in roughly 1-3 out of every 1000 IUCD insertions. Generally it produces no symptoms, except that the woman may not be able to find her IUCD thread during her monthly thread check. Perforations sometimes are discovered only when a woman develops signs of pregnancy.

· Transvaginal ultrasound or pelvic x-ray can be used to check the position of the IUCD.

How to arrive at definitive diagnosis

· Urine pregnancy test to check if she is pregnant.

· Pelvic ultrasound scan (preferably trans-vaginal) to check for location of IUCD, can also pick up pregnancy.

Subsequent management on finding out patient is 6 weeks pregnant









	5) You are called to see a 27-year-old unmarried female receptionist who presents to the Accident and Emergency Department with a 2-day history of feeling unwell with lethargy, vaginal discharge and lower abdominal pain. Enumerate your differential diagnosis and discuss your management of this patient.


Different diagnosis

Most likely and most dangerous – pelvic inflammatory disease, ectopic

Other possible diagnosis

Can be divided into gynecological and non-gynacological( kiv discharge may be physiological and the real sinister symptom for her is the abdominal pain)

Gynacological

Ovary-cyst accident

Tube- ectopic, tubo ovarian abcess

Uterus- cervical Ca(unlikely at this age), PID, IUCD problems, cervical polyp with torsion

Lower gential tract infection- candida, chylmydia trachomatis, bacterial vaginosis, trichomonas

Non-gyn

Urinary infection/stone, diverticulitis with fistula

Management

Acute management

· Manage her in a critical care area. Monitoring devices such as ecg, pulse ox vtials. Supplemental oxygen. Iv line, run fluids to keep her hydrated.

· Take a brief history- 

-fever, nature of pain, nature of discharge, sexual history and practices, contraception used(IUCD), 

-last menstrual period, prev ectopic pregnancies, (other symptoms suggestive of             ectopic like pain radiating to shoulder, syncope)

-urinary symptoms, GI symptoms

· Physical examination- 

VITAL SIGNS, PV, VE:SPECULUM, ABDOMINAL EXAM

Fever,tacycardia, flushing, peritonism, cervical excitation tender fornices(pid

Peritonism, cervical excitation, full POD, signs of shock(ectopic preg

Cervical os opened(incomplete abortion

· Investigations

BLOOD-fbc look for anaemia, infection. UE creat to look at renal func..may be raised in urinary tract stone disease. Blood culture, gxm. 

Swabs from gential tract-HVS,endocervical swab

Urine- ufeme, dipstick, hcg

Ultrasound pelvis look for abcess or ectopic

Diagnostic laproscopy/laprotomy if still unclear

· Definitive management

For PID. Start on iv antibiotics. Ceftrixone + doxycycline(active against chlymydia). Surgical drainage is required for abcess.

Ectopic- 

Medical: Medical therapy involving methotrexate may be indicated in certain patients. A number of factors must be considered. The patient must be hemodynamically stable, with no signs or symptoms of active bleeding or hemoperitoneum. Furthermore, she must be reliable, compliant, and able to return for follow-up. Another factor is size of the gestation, which should not exceed 3.5 cm at its greatest dimension on ultrasound (US) measurement.

Surgical:laproscopic/open laprotomy(for hemodynamically unstable pts) w. sapingostomy or salpingectomy

	6) Write short notes on THREE of the following:

a) Management of a woman aged 38 coming for primary subfertility for 3 years

b) Management of a woman aged 35 referred for Pap smear showing CIN II

c) Management of a woman aged 43 presenting with chronic pelvic pain for 1 year

d) Aetiology of dysmenorrhoea


Management of a 35 yr old woman referred for pap smear showing CIN II

CIN 

· cervical intraepithelial neoplasia

· represents a spectrum of disease beginning as a change from mild to moderate to severe dysplasia and to carcinoma in situ

· Under Bethesda system, CIN II refers to the finding of moderate dyskaryosis on PAP smear.

· Explain 25% progression to invasive CA w/in 10 yrs.

History

· Risk factors

· Young age at first sex

· Multiple sex partners

· Multiparity

· Smoking

· Symptoms of menorrhagia, metrorrhagia, postcoital bleed, intermenstrual bleed, bloody, foul smelling discharge, LOW

P/E

· Grossly abnormal cervix

· Bleed on examination

· Discharge

· Lymph nodes

· Inguinal

· Para-aortic

· PR: parametrium, rectovaginal pouch

· Mets: ascites, pleural effusion, hepatomegaly

Invx: 

Colposcopy

· allows location and direct visualization of abnormal area for directed biopsy
· facilitates any local excision or ablative therapy
· technique: localization by acetowhite appearance of dysplastic areas
· within acetowhite areas, look out for abnormal vascular patterns: punctuation and mosaicism ( more dilated, irregular, large intercapillary distance ( more atypical the tissue. Also if intensely acetowhite.
· Frankly invasive: comma, corkscrew shaped vessels
· Biopsy worst looking area + endocervical curettage for cytology
· Schiller’s test (lugol’s idodine) not specific.
· 3 outcomes of colposcopy
1. gross abn lesion ( biopsy
2. whole TZ visualized with no abnormal zone ( repeat cytology ( conization if abnormal again
3. TZ not fully visualized OR endocervical curettage abnormal cytology ( conization
Result of direct biopsy ( confirmed CIN 1-3/carcinoma in situ/invasive CA

· If CIN grade differs from PAP smear by 2 grades or more(diagnositic conization

Treatment

· CIN

· Ablative methods: cryposurgery, laser, LEEP, electrocautery ( entire TZ must be visible AND endocervical cytology must be normal. Preferred in those who desire child-bearing. 

· Conization

· Hysterectomy. Consider if CIN III, concurrent uterine, adnexal disease, sterilization desired.

· Invasive CA ( Clinical Staging: EUA, cystoscopy, PR, IVU, CXR

· Stage Ia: total hysterectomy

· 1b-2a: radical hysterectomy + pelvic lymphadenectomy OR radiotherapy (external and brachy)

· explain pros and cons

· RT: prolonged treatment, radiation cystitis, proctitis, delayed urethral and bowel stricture, ovarian dysfunction, vaginal dryness and dyspareunia, secondary malgnancy

· 2b-4a: chemoradiation (external + brachytherapy + platinum-based chemo)

· 4b: palliative

Follow up monthly for first 6 months, 3 monthly till 2 yr, 6 monthly till 5 yr, then yearly

· PV

· Vault smear

Management of a 43 year old woman who presents with chronic pelvic pain for 1 year.

Definition: chronic pelvic pain = nonmenstrual pain of 3 months duration or more, localized to the pelvis.

Hx: Focus history on characterizing the patient's pain, 

· Location of pain: 

· Precipitating factors: dyspareunia, dysuria

· Alleviating factors: Alleviating factors may exist. For example, rest may decrease pain of musculoskeletal or adnexal origin.

· Quality of pain: colicky? dull? Well localized?

· Pain radiation

· Severity or intensity of pain: Use some type of rating system to evaluate pain severity or intensity with a degree of objectivity and reproducibility. Different types of pain scales may be used. Numerical scales are more useful and reliable. The visual analog scale is one of the commonly used numerical scales.

Gynecologic and obstetric: menorrhagia suggests uterine leiomyomas or adenomyosis. History of previous surgery may suggest intra-abdominal or pelvic adhesions. Patients with cervical stenosis usually have a history of chronic cervical infection or treatment with cryosurgery/laser surgery/loop excision or endometrial resection. Having multiple sexual partners is a risk factor for pelvic inflammatory disease. Fhx of ovarian, breast, endometrial cancer. IUCD use

Urologic: patients with cystitis report urgency and increased frequency of urination as the most distressing features. Hematuria/pyuria: bladder stones. Incontinence: UG prolapse

Gastrointestinal: colicky pain? Diarrhea, constipation, blood per rectum. Fhx of colon cancer.

Neurologic: Constant burning pain is a common complaint in patients with pudendal neuralgia. Patients may report dysesthesia and vulvodynia but usually not dyspareunia.

Psychologic: A good psychosocial or psychosexual history is needed when organic diseases are excluded or coexisting psychiatric disorders are suggested. Obtain sufficient history to evaluate depression, anxiety disorder, somatization, physical or sexual abuse, drug abuse or dependence, and family problems, marital problems, or sexual problems.

P/E

Detailed abdo exam: tender palpable bladder, enlarged uterus, fecal mass, colonic mass

Vaginal exam: cervix: excitation; adnexa: tender nodules; posterior fornix: tender nodule; bimanual palpation of uterus: fibroid, adenomyosis; PR: blood, melena, tender nodule in POD.

Invx: 

· Gynae: Pelvic U/S, laparoscopy for endometriosis, adhesions. ?Tumour markers 

· Uro: KUB, urinalysis, culture. Cytology if indicated

· GI: AXR, barium enema

· General: leukocytosis, ESR

Extrauterine reproductive disorders

· Endometriosis 

· Adhesions 

· Adnexal cysts 

· Chlamydial endometritis or salpingitis 

· Pelvic congestion syndrome 

· Subacute salpingo-oophoritis 

· Tuberculous salpingitis

Uterine reproductive disorders

· Adenomyosis 

· Chronic endometritis 

· Endometrial or cervical polyps 

· Leiomyomata 

· Symptomatic pelvic relaxation (genital prolapse) 

· Intrauterine contraceptive device

Urologic disorders

· Bladder neoplasm 

· Chronic urinary tract infection 

· Interstitial, radiation cystitis 

· Lower UTI 

· Urolithiasis 

Musculoskeletal disorders

· Abdominal wall myofascial pain (trigger points) 

· Compression fracture of lumbar vertebrae 

· Fibromyalgia 

· Mechanical low back pain 

· Chronic coccygeal pain 

· Muscular strains and sprains 

· Pelvic floor myalgia (levator ani spasm) 

· Piriformis syndrome 

· Rectus tendon strain 

· Hernias (eg, obturator, sciatic, inguinal, femoral, spigelian, perineal, umbilical)

Gastrointestinal disorders

· Carcinoma of the colon 

· Chronic intermittent bowel obstruction 

· Colitis 

· Chronic constipation 

· Diverticular disease 

· Inflammatory bowel disease 

· Irritable bowel syndrome

Neurologic disorders

· Neuralgia/cutaneous nerve entrapment (surgical scar in the lower part of the abdomen; usually iliohypogastric, ilioinguinal, genitofemoral, and lateral femoral cutaneous nerves) 

· Shingles (herpes zoster infection) 

· Degenerative joint disease 

· Disk herniation 

· Spondylosis 

· Abdominal migraine 

· Neoplasia of spinal cord or sacral nerve

Psychologic and other disorders

· Personality disorders 

· Depression

· Sexual and/or physical abuse

AETIOLOGY OF DYSMENORRHOEA

Primary dysmenorrhoea

· Painful menstruation not due to organic disease

· Usually begins within 6-12 months of menarche

· Pain is attributed mainly to uterine contractions and resultant uterine ischemia

· Prostaglandins are important mediators

· Secretory endometrium have higher prostaglandin content than proliferative endometrium ( anovulatory cycles are seldom painful

· Pain usually begins few hours before onset of menstrual bleed and may persist for hours to days.

· Cramp-like, localized to lower abdomen, may radiate to thighs and lower back

· a/w nausea, vomiting, diarrhea, headache, fatigue

· Treatment

· NSAIDs highly effective: ibuprofen, naproxen mefenamic acid

· OCPs reduce menstrual flow, inhibit ovulation ( decrease secretory endometrium

· If no response to NSAIDs and OCPs, reconsider diagnosis ( secondary dysmenorrhoea

Secondary dysmenorrhoea

· Painful menstruation secondary to pelvic pathology

· The precise clinical picture is determined by the underlying cause. 

· Change is noticed in the intensity and timing of menstrual pain, which is less related to the first day of bleeding and usually, is not limited to the menses.

· Rare before 25 years old

· Common causes

· Endometriosis

· Pelvic inflammation

· Fibroids, Adenomyosis

· Ovarian cysts

· Iatrogenic: IUCD

Endometriosis

· Pain extends to premenstrual and postmenstrual phase

· Hx: deep dyspareunia, premenstrual spotting

· P/E: tender pelvic nodules especially on uterosacral ligament

· Invx: pelvic U/S, confirm by diagnostic laprascopy

Pelvic Inflammation

· Pain extends to premenstrual phase

· Hx: fever, foul-smelling discharge, dyspareunia, IUCD, sexual hx

· P/E: lower abdominal tenderness, tender adnexal mass, cervical excitation

· Invx: leukocytosis, raised ESR, pelvic U/S for tuboovarian abscess

Fibroid/Adenomyosis

· Pain is more like dragging sensation, dull ache

· Hx: urinary symptoms: frequency, residual urine, poor stream; bowel habits; menorrhagia

· P/E: enlarged uterus

· Invx: U/S

Ovarian cyst

· More often endometriosis at ovary, or luteal cyst

· P/E findings of tender adnexal mass

· Luteal cyst is larger than follicular cyst and more likely to cause pain which is related to menstruation. Regresses by next menstruation.

· Torsion or rupture causes acute abdominal pain with signs of peritoneal irritation

· Invx: pelvic U/S

Patient is 6 weeks pregnant, and her IUCD thread is missing.





Do a pelvic ultrasound to locate the IUCD.





IUCD cannot be found; has been expelled from uterus





IUCD has perforated uterus and gone into abdominal cavity





IUCD still in place in the uterus





Does she want to keep the pregnancy?





Does she want to keep the pregnancy?





Does she want to keep the pregnancy?





If yes:





It is now not possible to use abdominal xrays to locate the IUCD in the abdominal cavity since she desires to keep the pregnancy. So abdominal ultrasound may be used instead.





In the event that the IUCD is indeed located in the abdominal cavity, it is advisable to carry out the laparoscopic surgery to remove the device only after she has reached the last trimester in her pregnancy.





Otherwise, manage her pregnancy as per normal.








If yes:





Manage the pregnancy as per normal.





Post partum, alternative contraceptive strategies may be offered for her consideration, or a new IUCD inserted.





If yes:





1) Such is the high contraceptive efficacy of IUDs that women using them are at lower risk


of ectopic pregnancy than women not using contraceptives or women using certain


other forms of contraception. However, when pregnancy occurs with an IUD in utero,


the likelihood of ectopic pregnancy is increased. Thus, in these circumstances ectopic


pregnancy must be ruled out as soon as possible. Perform dating scan at 10-12 weeks.





2) If the fetus is viable and in utero, she should be counseled that since she is pregnant with an IUCD in situ, her risk of spontaneous abortion, septic mid-trimester abortion, and premature delivery is higher if the device is left in place than if it is removed. However, it is not recommended that the IUCD be removed at this stage for her since the thread is missing and any further manipulation would result in an even higher risk of miscarriage.


Let her know that the IUCD will be expelled naturally when she goes into labour. 





3) With copper-bearing IUDs


in place during pregnancy there is no evidence of increased risk of fetal malformations; with a levonorgestrel-releasing IUD there is theoretical concern, but no evidence, about


the possible effects of hormone exposure on the fetus. Hence the rest of the pregnancy requires close monitoring. She should also be warned about the symptoms and signs of miscarriage, as well as the symptoms and signs of IUCD perforation through the uterus in the course of the pregnancy.














If no:





Perform abdominal and pelvic xrays to locate the IUCD.





Prepare her for laparoscopic removal of IUCD from abdominal cavity. Also prepare her for TOP (suction and evacuation at this stage). Offer to replace her with a new IUCD during TOP. Also offer her alternative contraceptive strategies for her consideration, eg condoms, implanon, OCPS.





During TOP, insert new IUCD if needed.











If no:





Prepare her for TOP (suction and evacuation at this stage).


Offer to replace her with a new IUCD during TOP. Also offer her alternative contraceptive strategies for her consideration, eg condoms, implanon, OCPS.





During TOP, insert new IUCD if needed.








If no:





Prepare her for TOP (suction and evacuation at this stage).


Offer to replace her with a new IUCD during TOP. Also offer her alternative contraceptive strategies for her consideration, eg condoms, implanon, OCPS.





During TOP, take out old IUCD, insert new one if needed.
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