SPECIALITY 
: OBSTETRICS AND GYNAECOLOGY

CASE

: BAD OBSTETRICAL HISTORY

NAME OF EXPERT
:  Dr. CHITRA RAGHUNANDA,   PROF. OF OBG-GYNA.
LADY HARDING COLLEGE & Smt. S.K. HOSPITAL, NEW DELHI

HISTORY

· Age of the patient at conception, education status of husband and wife.

· Husband’s occupation

· Last Menstrual period

· Period of gestation

PRESENTING COMPLAINTS

· Bleeding per vaginum

· Gestational age at the time of its occurrence

· Amount of bleed, ( fresh , old, clloted blood)

· Any passage of clots, products of conception or grape like vesicles pain abdomen

· Nature of pain and duration

· History of any intercourse or trauma

· Syncopial attacks

· Duration and recurrence of bleeding 

· History of nausea and vomiting or its sudden cessation

· H/o of fever with rash or genital ulcers

· H/o urinary frequency, urgency or dysuria

· H/o UPT done or documentation of USG examination and appearance of cardiac activity 

2ND TRIMESTER PREGNANCY

· Period of gestation

· H/o quickening 

· H/o pelvic pressure

· H/o bleeding P/V or leaking P/v

· H/o recurrent lower abdominal pain

· History suggestive & thyroid disorder ( constipation, weight gain, heat and cold intolerance)

· History S/o diabetes mellitus (polyuria, polyphagia, polydypsia)

· History S/o APLA (arterial or venous thrombosis, swelling of limbs, transient ischaemic attack)

· H/o S/o cardiac disease (breathlessness, palpitation, chest pain, swelling of feet)

MENSTRUAL HISTORY

· Age of menarche

· Regularity of the cycles

· History of prolonged cycles, duration of flow, amount of bleeding

· Passage of clots

· History s/o dysmenorrhea

OBSTETRIC HISTORY

· Age at marriage and first conception

· History regarding early fetal losses

· Gestational age at fetal loss

· History of blighted ovum (UPT + USG documentation)

· Pattern of expulsion

· Any pain abdomen and bleeding PV

· Any operative intervention (D & C procedure)

2ND TRIMESTER FOETAL LOSSES

· Any history of bleeding or leaking per vaginum and pain abdomen

· Duration of expulsion of foetus

· Any bleeding P/v

· Pattern of fetal ( with increasing or decreasing gestational age of the losses)

· Any congenital abnormality in the fetus

· H/o IUGR

· Early PIH or feature suggestive of arteriovenous thrombosis

PAST HISTORY OF THYROID DISORDER

· Obesity

· DM

· HT(hypertension)

· Hyperprolactinemia (galactorrhoea)

· Cardiac, renal or hematological illness

· H/o any surgery or trauma to the cervix

· History s/o leiomyoma, adenomyosis PCOD ( treatment taken for infertility)

· History s/o autoimmune disease (fever, joint and muscular pain)

FAMILY HISTORY

· DM

· Hypertension

· Recurrent pregnancy loss

· Congenital and chromosomal defects in the babies

PERSONAL HISTORY OF 

· Cigarette smoking

· Drug abuse

· Alcohol intake

EXAMINATION SPECIFIC TO RECURRENT PREGNANCY LOSS

· Height

· Weight

· BMI

· Hirsutism

· Acanthosis

· Body habitus

· Pulse

· BP

· Thyroid examination

· Breast examination (for sign of pregnancy)

PRE ABDOMINAL (2nd trimester pregnancy)

· Uterine fundal height 

· Estimated baby weight

· Presentation 

· Liquor volume

· Fetal heart sound

PER SPECULUM

· Cervix (blue or not)

· Length of the cervix

· Internal os open or closed

· Bleeding or product of conception coming through os

PER VAGINUM

· os closed or open, funneling of the cervix, cervical length

Uterine size corresponding to POG or not

· Adnexal mass and tenderness

INVESTIGATIONS

· Blood group+ Rh typing

· Complete blood cont ( haemoglobin with platelet count)

· Blood sugar (fasting and postprandial)

· VDRL

· TORCH

Lateral vaginal wall smear ( to rule out progesterone deficiency)

USG examination for

· Foetal biometry

· GCA

· Liquor volume

· Placental localization

· Congenital malformation of uterus, associated fibroid

· Cervical length/dilataion of funneling cervix coning of the membrane

· Parental peripheral karyotyping

· ACA, LAC, ANA, levels

· Fetal karyotyping by CVS ( if indicated)

MANAGEMENT

1. Management of etiology found if any

2. Management current pregnancy

Management of current pregnancy

· Complete bed rest during the critical period

· Diet

· Folic acid supplementation

· Luteal phase support

· Heg injection ( 1500-5000iu biweekly following LH surge for 8 weeks)

· Inj. Proulation depot 500mg i/m weekly till 14 weeks.

· Natural micronized progesterone by oral and vaginal route, 100-200mg BD till 14 weeks

· Symptomatic treatment of nausea and vomiting

· Reassurance to the patient

Treatment of etiological factors

· Syphilis, toxoplasmosis, thyroid disorder, disbetes mellitus

· Immunotherapy (APLA syndrome ) from 5 weeks of pregnancy

· Low dose aspirin – 80mg daily

· Heparin 10000 IU s/c BD

· Prednisolone 40mg to 80mg OD

· Other trials regarding immunomodulation are going on 

· Limitation of physical activity during critical peiod

PRETERM LABOUR

HISTORY 

· Age of the patient at the time of conception

· Education status and occupation of the patient and socioeconomic status

· Period of gestation

PRESENTING COMPLAINTS

· H/o pain abdomen, nature and severity of pain, duraiotn

· Whether pain associated with hardening of uterus

· H/o any urinary frequency or urgency, burning

· H/o fever

· H/o thyroid disorder/PIH/heart disease

TREATMENT HISTORY

1st trimester

· exact last menstrual period and UPT, USG confirmation for exact dating 

· H/o fever/rash/drug exposure

2nd trimester

· H/o of quickening

· H/o of leading p/v discharge p/v, bleeding p/v or pain abdomen

· H/o early onset PIH

MENSTRUAL HISTORY

· Menarch

· LMP

· Regularity of cycles

OBSTETRICS HISTORY

· Duration of marriage

· H/o any treatement taken for infertility

· H/o previous preterm birth

· H/o any D & C done in past

· H/o any surgery done on the cervix or any encirclage procedure done in the past 

· Sequence of events of pregnancy loss – leaking P/v, Bleeding P/v, abdominal pain

· Any significant postpartum events ( H/o puerperal sepsis/fever or foul smelling discharge)

Past history of DM/jaundice, asthma, thyroid disease any surgery done on cervix

Personal history 

· Addiction to drugs, alcohol, cigarette smoking

· Socioeconomic status

· Nutritional adequacy

Family History

· H/o DES exposure in the mother of the patient

· H/o DM/HT/thyroid disorder

· H/o recurrent preterm births in family

· H/o of GCA in the baby in the family 

Examination

· Height

· Weight

· BMI

· Pulse

· BP

· Thyroid examination

· Breast (pregnancy change of breast)

Per Abdomen

· Uterine fundal height, whether corresponding to gestational age or not 

· Any uterine activity ( whether any contractions present or not )

· Presentation of the fetus 

· Estimated baby weight

· Liquor volume

· Fetal heart rate auscultation

Per speculum

· Any discharge P/V

· Leaking and bleeding P/V

· Cervical os dilation/funneling of the cervix

Per vagnum

· Cervical length, dilatation of os, funneling of the cervix

Investigations

· BG, RH typing

· Complete blood count (TLC, DLC)

· Sugar – fasting and post prandial

· Urine – routine and microscopy + culture

· HVS-C/S or cervical smear – culture and sensitivity

USG

· Fetal maturity, viability and fetal growth biometric parameters

· To rule out GCA

· Liquor volume

· Placental localization and grading

· Uterine congenital anomaly

· Cervical parameters- length, dilatation or funneling of the cervix

Management of preterm labour

· Management of patient with warning symptom of preterm labour

· Management of patients in established preterm labour

Management of patient with warning symptoms

1) Bed rest

2) Reassurance

3) Treatment of any risk factors for preterm labour – treatment of vaginal infection, urinary tract infection, fever or medical disorder like PIH, renal disease

4) Sedation may be considered

5) Glucorticoids may be considered

6) Role of tocolysis in inhibiting preterm labour – only when uterine contraction are present and associated cervical dilation is there, under 2 conditions.

a. For the effect of – gluocorticoids can set in 24 hours, tocolysis can be given.

b. For the transfer to a tertiary care unit, where good nursery care facilities are available.

Identification of patient in whom the preterm labour need not be inhibited

· Advanced preterm labour

· Choriomnionitis

· Fetal congeniatl anomaly

· Severe fetal growth restriction

· Disease detrimental to meternal health

· Uncontrolled DM

· Severe preeclampsia, eclampsia.

Management of established preterm labour

· Glucorticoids (inj. Betamethasone 12mg I/M repeat 12mg after 24 hrs.)

· Tocolysis may be considered if no contraindication to its use are present and till the time glucorticoids action sets in 

· Beta-adrenrgic agents

· Isoxurpine

· Ritodrine

· Terbutaline

· Calcium channel blockers

· Magnesium sulpate

· Indomethacin

· Nursery and pediatrician to be informed

· Intensive labour monitoring and aseptic precautions at the time of delivery.

SPECIALITY 
: OBSTETRICS AND GYNAECOLOGY

CASE

: ABNORMAL UTERINE BLEEDING

NAME OF EXPERT
:  Dr. ANJALI TEMPE, HOUSE NO. 5, TYPE 6
,  MAMC CAMPUS, NEW DELHI - 110002

HISTORY :-

1) AGE

2) OBSTETRIC HISTORY pertaining to abortions, ectopic, gestational trophoblastic disease, last child birth, any complication causing endometritis.

3) MENSTRUAL HISTORY – excessive bleeding, content ( clots or POCs), amount, cydical / acyclical, post – coital or intermenstrual

4) H/O D&C or instrumentation

5) H/O Hormonal Contraception or irregular use of hormonal preparations, IUCDs

6) H/O sexually transmitted diseases

7) H/O bleeding disorders, aspirin or any anticoagulant use

8) H/O abnormal weight gain, cold or heat intolerance, S&S of diabetes, hirsutism (excessive hair growth), glactorrhoea

EXAMINATION :-

1) Appearance, obese/excessively cachetic, weight, height

2) Enlargement of thyroid, petechiae or ecchymosis on skin 

3) Discharge from breasts, hair distribution

4) Secondary sexual characterstics

5) Any mass or lump in abdomen, hepatosplenomegaly

6) Any abnormal discharge, growth or ulcer in per speculum examination

INVESTIGATIONS :-

1) CBC with differential count and platelet count

2) Coagulation profile, APTT where required

3) Blood Grouping and RH typing

4) Urine albumin, sugar and microscopy

5) Blood sugar – fasting  and psot-prandial

6) Liver function tests

7) Pap’s smear

8) Endomaterial sampling or Hysteroscopy ( particularly in > 40 year age group)

9) Thyroid profile, prolocation (wherever indicated)

10) Ultrasonography – transvaginal

DIFFERENTIAL DIAGNOSIS:-

1) Pregnancy complications

2) Anovulation associated

3) Submucous fibroids

4) Endometrial Polyps

5) Medication related

6) Endometrial hyperplasia

7) Endometrial cancer

8) Infection associated

9) Coagulation abnormalities

10)  Mullerian abnormalities

11) IUD complications

12) Adenomyosis

MANAGEMENT :-

1) Hormonal – Combined pills, progestogens, danazol, GnRH Agonists, Mirena

2) Tranexamic acid, mefenamic acid

3) D & C, Hysteroscopy

4) Conservative Surgery – TCRE, Endometrial ablation by Various methods ( LASER, thermal, radiofrequency)

5) Hysteroscopy – abdominal, non-descent vaginal, laparoscopic

6) Treatment of basic pathology

SPECIALITY            : OBSTETRICS AND GYNAECOLOGY
CASE                     : PRURITUS VULVAE
NAME OF EXPERT  : DR. P. REDDI RANI,
                                PROFESSOR OF OBST. AND GYN.,
                               JIPMER, PONDICHERRY-6.
HISTORY
1. Mode of onset, its duration, intensity, relation to menstruation.

2. Associated gynecological symptoms like type of white discharge- Mucoid, Frothy,curdy white, etc.;

3. Associated abnormal vaginal bleeding

4. Any urinary or fecal incontinence, history of passing worms in stool

5. Any vulval sore or growth

6. Contraceptive history- use of any spermicides, condoms, etc.

7. Generalized skin diseases-Eczema, psoriasis, etc.

8. Any allergy to medications, soaps, deodorants

9. History of diabetes mellitus

10. History of dyspareunia

CLINICAL EXAMINATION:
·  Look for evidence of dermatological, metabolic or deficiency diseases.
· Condition of vulva, vagina, urethra, anus
· Type of discharge
INVESTIGATIONS
· Haemogram

· Urine for sugar to exclude glycosuria

· Urine for C/S to exclude urinary tract infection

· Blood sugar to exclude Diabetes Mellitus

· Wet saline vaginal smear to look for Trichomonas vaginalis

· KOH smear to diagnose Moniliasis

· Stools for ova and cyst

· Biopsy of vulval lesion-to confirm the diagnosis and to exclude carcinoma in-situ

DIIFFERENTIAL DIAGNOSIS
· Eczema, psoriasis

· Various types of vulval dystrophies

· Contact Dermatitis

· Allergic dermatitis

· Diabetic Vulvitis

· Monilial & Trichomonas vaginitis and vulvitis

MANAGEMENT
· Treatment of specific cause if found

· Control of diabetes

· Control of Trichomonal infection and monilial infection with specific drugs.  Treatment of husband also to prevent re-infection.

· If Vulval dystrophy is localizied, local excision/partial vulvectomy

· If extensive and atypical epithelial activity present advise simple vulvectomy and follow up

· Apart from specific measures general measures like cleanliness, antihistamines, sedatives and hydrocortisone ointments prevent itching and provides adequate night sleep.  Avoidance of allergens and antigens.

SPECIALTY


: OBSTETRICS AND GYNAEOCOLOGY

CASE

: FIBROID UTREUS
NAME OF EXPERT
:  DR. PARTHA MUKHERJEE
 
  JIPMER,
  PONDICHERRY
HISTORY-  

a:- age (peak between 35-45 years)


 b:-patients are usually nulliparous or history of long period of secondary       infertility.

C :- menstrual irregularities- menorrhagia or hypermenorrhoea commonest. Metrorrhagia can be due to ulceration of submucous fibroid or fibroid polyp.

D;- symptoms of anaemia like shortness of breath, palpitation may be present.

E:- Heaviness or lower abdominal lump. Progress of the Lump(static, slowly increasing, rapidly increasing or initially slowly increasing but later rapidly.)

F:- pain is not a common symptom.  It may be due to cervical dilation induced by submucosal myoma, torsion of a pedunculated myoma or red degenration associated with pregnancy.  Congestive variety of dysmenorrhoea may be present due to associated endometriosis or adenomyosis.

G:- Pressure symptoms- More common with cervical fibroids.    When the       uterine size is increased, pressure is exerted on adjacent organs.  Urinary manifestations include frequency, urinary incontinence or difficulty in urination.  Posterior wall myoma exerting pressure on the rectosigmoid may cause constipation or tenesmus.  Rectal pressure can occur due to incarceration of the myoma in the culde-sac.

H:-infertility

CLINICAL EXAMINATION :-
General examination:-

               Usually various degrees of pallor.

Abdominal examination:-

Inspections- number, site, size, shape, surface, margin, Consistency,    mobility, temperature, tenderness.

Fibroid uterus is usually firm to hard in consistency, maybe cystic in  cystic degeneration.  Margins are well-defined except the lower pole which cannot be reached.  Surface nodular or uniformly enlarged. Mobile from side to side but not from above downwards. 

Rising test to confirm intra-abdominal or parietal swelling.  Knee-elbow position and examination of the swelling again to decide whether the swelling is intraperitoneal or retroperitoneal.Hernial sites should be examined.

Percussion – fibroid is dull.

                 (shifting dullness and fluid thrill should be examined in any lump abdomen)

Pelvic examination:-

Uterus is not felt separated from the swelling.  No groove is felt between uterus and mass.  Cervix moves with the movement of the tumor.

INVESTIGATIONS:- a)To confirm diagnosis.

                                b) Preoperative assessment.

1) USG-TVS is the gold standard. Mapping accuracy of USG decreases in larger uteri containing multiple fibroids.  Smaller fibroid and subserosal fibroid may not be detected by TVS.  Addition of sonohysterography to TVS generally improves the sensitivity in detecting submucosal fibroids.  USG assessment should include examination of ovaries, presence peritoneal fluid also.

2) CT scan has no role in work up of fibroid.

3) MRI- It is the most accurate imaging modality for the diagnosis, mapping and characterization of myoma.  MRI finding can suggest further investigation in the line of leiomyosarcoma.

4) Diagnostic laparoscopy- when uterus is less than 12 weeks gestation and associated with pelvic pain and infertility, it may reveal coincidental endometriosis, pelvic adhensions or tubal pathology.  It 

differentiated between ovarian neoplasm and pedunculated fibroid if it   is unclear on the basis of clinical findings or USG.

5) Measurement of depth of uterine cavity with a sound can give an idea whether the mass is uterine or ovarian.

6) Complete hemogram, sugar, urea, creatinine, x-ray chest, ECG, urine and stool examinations.

7) Urinary tract study if urinary symptoms present.

· cystoscopy may be required to rule out intrinsic bladder lesion.

· IVU to demonstrate ureteral deviation, compression or dilatation in case of laterally located fibroid, broad ligament fibroid or cervical fibroid.

8) PAP smear to rule out associated cervical malignancy.

9) Endometrial sampling to rule out endometrial hyperplasia or carcinoma which may coexist.

DIFFERENTIAL DIAGNOSIS:-
Full Bladder- Strictly suprapubic, cystic or tense cystic, ill defined margin, tendency of  urge on pressure, disappear after catheterization.

Pregnancy- Recent history, amenorrhoea, soft elastic feelings, Braxton- Hick’s contraction, External ballotment present, USG confirmed.

Ovarian  tumor- Slow growing, no menstrual abnormality, cystic, tense cystic or sometimes solid in feel, well defined margin including lower one, usually freely mobile, uterus is separated from lump, USG confirmed.

Adenomyosis- Along with menorrhagia, congestive

                         Dysmenorrhoea is most prominent symptoms, lump is rarely  more than 


14-16weeks pregnant uterus, uniform swelling , USG confirm.

Encysted peritonitis- History of  Koch’s infection , usually associated with  amenorrhoea, cystic lump with ill defined margin, uterus is separated, USG.

Dysfunctional uterine bleeding-uterine lump usually is not more than 12-14 weeks pregnant uterus.  USG to rule out fibroid.

Pelvic inflammatory disease- Women may present with pelvic pain, tender pelvic mass, abnormal uterine bleeding.  USG and laparoscopy to confirm.

Endometriosis- Presented with chronic pelvic pain or congestive dysmenorrhoea, endometriotic cyst of ovaries may mimic myomas.  Laparoscopy is the gold standard of diagnosis.

      TREATMENT:
No treatment is required for asymptomatic fibroids which are less than  12  weaks size after clinical examination or found incidentally in USG.

                         Non- surgical treatment

                        1.improvement of general condition and anemia.

2.Estrogen and progesterone therapy in combination or     progresteronealone, ofteb are the first line of treatment for patient with uterine myoma and abnormal uterine bleeding.  It brings endometrial atrophy and stabilization but as it is a temporary measure and they have not been shown to reduce myoma size.

3. GnRH agonist causes amenorrhea and rapid decline of uterine and   myoma size.  Mean uterine size decreases 30-64% after3-6 months of therapy.  Maximum response occurs by 3 month.  After stoppage of treatment menses return in 4-6 weeks and myoma and uterine size return to pretreatment level in 3-4 months. 

      Indications of GnRH agonist:-

a) Severe pre-operative anemia, minimizing the need for transfusion,

b) Preoperative shrinkage of large and awkwardly situated fibroid to reduce blood loss and tissue injury.

c) Preoperative shrinkage also facilitate vaginal hysterectomy, hysteroscopic resection or ablation and laparoscopic destruction possible.

d) Preservation of fertility in women with large leiomyoma before attempting conception or preoperative treatment before myomectomy.

e) Treatment of women approaching menopause to avoid surgery.

f) Medical contraindications to surgery.

It should be commenced in the midluteal phase for most rapid pituitary gonadotrophin    down regulation no sexual intercourse that month to rule out pregnancy. Estrogen progesterone add-back can be given back to prevent osteoporosis, but it reduces the effectiveness of GnRH agonist .  Use of GnRH agonist in the preoperative phase may make surgical plane less distinct and myomectomy more difficult.  A small fibroid becomes a tiny one and may be missed during operation There is delay in diagnosis of leiomyosarcoma.

4)GnRH antagonist directly inhibits action of GnRh on the pituitary resulting in immediate gonadal suppression and avoidance of stimulatory phase seen with agonist.

5) Aromatase inhibitors directly inhibit ovarian estrogen synthesis and serum estrogen levels decrease after one day of treatment.

Myomas are known to over express aromatase, an estrogen synthetase, which suggests that myoma may produce their own estrogen and aromatase inhibitors can target the local source of estrogen and thus decrease myomavolume.

6) Mifepristone- antiprogestin, a progresterone receptor modulator with primarily antagonist action.  There are reports of shrinkage of uterine fibroids in response to continuous therapy with mifepristone.  A daily doses of 5-50 mg of mifepristone were used in various studies for a periods of 3-6months, highlights that  mifepristone therapy effectively regress myoma size while maintaining stable bone density; however endometrial hyperplasia may limits the long term therapy.

7) Danazole and gestrinone have been studied for treatment uterine myoma.  Both the drugs lead to significant reduction in myoma volume.  Androgen side effects of these drugs are there most prominent disadvantages.

8) Levonorgesteral containing intrauterine device has proven, effective, reversible treatment for menorrhagia by inducing endometrial atrophy.  Enlarged uterus with distorted uterine cavity or a submucosal fibroid is a contraindication for LNG-IUS use.

SURGICAL MANAGEMENT :-
Indications for surgery:-

· Abnormal uterine bleeding with resultant anaemia unresponsive to hormonal management.

· Chronic pain with severe dismenorrhea, dyspareunia, lower abdominal pressure or pain.

· Acute pain as in torsion of a peduculated leiomyoma or prolapsing submucosal fibroids.

· Urinary symptoms or signs such as hydronephrosis after complete evaluation

· Infertility with leiomyoma as the only abnormal finding.

· Markedly enlarged uterine size with compression symptoms or discomfort.

· Rapid enlargement of the uterus during premenopausal years or any increase 

in uterine size in postmenopausal women because of the inability to exclude uterine sarcoma.

Types of surgery:-

Hysterectomy:-

Routes depend upon the size of uterus, the situation of fibroids, history of previous surgical procedures.  Hysterectomy can be done by abdominal route, vaginal route or laparoscopic assisted vaginal route.  Shrinkage of myoma with GnRH can be done prior to LAVH or vaginal hysterectomy for large fibroids will be rendered easier by prior enucleation of fibroid.  Ureters maybe vulnerable during removal of a broad ligament fibroid or lateral fibroid and their pathways almost be identified.  Incase of large cervical fibroid hemisectionof the uterus followed by enucleation  of the fibroid is an alternative approach in order to gain access  to uterine artery and cervix.

Myomectomy:-

Indications-a) Patient is in the reproductive period, desirous of having a baby. b) In case of recurrent pregnancy loss due to fibroid.

Infertility evaluation, hysteroscopy to detect a fibroid encroaching uterine cavity or tubal block and endometrial carcinoma should be done before myomectomy.

Myomectomy can be done by hysteroscopy incase of submucosal fibroid, or laparotomy.

Patients should be counseled about the recurrence  of myoma which is as high as 50% and about one third patient requires repeat surgery.  She may requires hysterectomy at any time during operation.  It is better to remove as many fibroids as possible through a single incision to prevent postoperative adhesion.  

Incision on the posterior wall be better avoided to prevent adenexal adhesion.  Prevention of blood loss during myomectomy can be done by Bonney’s clamp and Rubin’s tourniquet.  Now these procedures are replaced by use of vaso-occlusive injection Vasopressin used either intramurally, or perivascularly  in the broad ligament at the junction of anastomosis of ovarian and uterine blood supply.  Myoma greater than 4-5 cm and not having greater than 50% protrusion into the uterine cavity are not good candidates for hyteroscopic removal.

Uterine artery embolization(UAE):-

It is a minimally invasive technique for any symptomatic fibroid except pedunculated subserous  fibroid. Other contradiction is pelvic inflammation. The disadvantage is no pathological confirmation of uterine fibroid is obtained and uterine sarcoma could be missed. UAE may be an ideal conservative treatment for leiomyoma to eliminate symptoms, reduce the size of myoma, limit recurrence of future myoma and preserve fertility.  But UAE is not without complications like pain, nausea and vomiting and general malasia, (Post embolization syndrome). Expulsion or sloughing f fibroid occur in few case particularly common in submucous fibroid.

Myolysis:-

It can be done laparoscopically by electrosurgical heat, laser energy or cryotherapy.  This procedure termed myolysis is accomplished by destruction of tumour tissue or obliteration of vascular supply of fibroid.

Other points to remember:-

· Ascites may present along with myoma.  Myoma may attach to omentum and get blood supply from omental vessels (floating myoma) , If there is torsion and obstruction of these vessels there may be transduction of fluid and development of ascites.

· Polycythemia may be present due to elevated level of erythropoietin.

· Benign metastasizing uterine myoma characterizied by myoma like lesion in lung.

· Intravenous leiomyomatosis is a hormonally responsive disease that manisfests as vermiform extensions originating in the uterus that can extend as far as the heart.

· Shrinkage of myoma with GnRH against can be done before. Performing vaginal hysterectomy or LAVH.

· It is difficult to assess pelvis during hysterectomy for large fibroid.  It can be made easy by prior enucleating the fibroid.

· Ureter may be vulnerable during operation of broad ligament fibroid, so their pathways may be identified.

· There is no contraindication to oral contraceptive in women known to have fibroids provided uterine volume is monitored and there is no increase in size of fibroids.  In women with out fibroid long term oral contraceptives may have a protective against tumor development.

· Pregnancy related manifestation-

Increase in size, mostly in the early pregnancy, myoma less than in 5 cm diameter increased in size and larger myomas decrease in size during the second trimester.

Red degeneration.

Miscarriage, PROM, placental abruption , malpresentation, prolong labor, increase operative interference. 
SPECIALITY                     :   OBSTERITICS AND GYNAECOLOGY
CASE                                   :   HEART DISEASE COMPLICATIONS  IN PREGNANCY
NAME OF THE EXPERTS:    DR M SAKUNDALAL BARATHI,                                                   4/17 H, UDAYASURYAN 1ST STREET, TOLLGATE, CHENNAI-600019


DR .M.SAKUNDALA BARATHI M.D., D.G.O., FORMER DIRECTOR AND SUPERINDENT - LOG . EGMORE . CHENNAI. 
I. History 

H/O - Rheumatic Fever in Childhood 

H/O Heart Disease - Surgery done for Heart Disease 

Previous Pregnancy and outcome 

H/O taking anticoagulants and antibiotics 

H/O Congenital Heart disease in her mother 

2. Clinical Examination

    On Inspection - 

    Dyspnoea, Orthopnoea. 

    Neck vein pulsations 

    Clubbing of fingers, Cynosis 

    Edema legs. 

CLINICAL FEATURES 

SYMPTOMS 

. Progressive dyspnoea 

. Orthopnoea 

 .   Nocturnal cough 

 . Hemoptysis 

. Syncope 

. Chest pain 

. Palpitations 

SIGNS 

.   Murmur 

. S2 Split&Other Sounds 

. Dilated Neck Veins 

. Arrythmias 

. Clubbing 

. Cyanosis 

SIGNS 

. Hyper dynamic circulation of pregnancy causes alteration in CVS that mimics heart disease. 

. Premature atrial &Ventricular ectopic beats, 

of peripheral pulse volume,  d pulsation of neck vein, forceful apex beat due to 1"d CO suggest cardiomegaly. which occurs in    normal pregnancy should be differentiated from those occuring in heart disease. 

DYSPNOEA 

. Most frequent symptom 

. Can occur in normal pregnancy 

. Differentiated from heart disease by history whether present prior to pregnancy or not 

CHEST PAIN 

. Occurs due to ischemic heart disease,AS,HOCM 

. Pulmonary hypertension ~ MI ~Arrythmias, VF ~sudden death. 

HEMOPTYSIS

 . Seen in MS 

ORTHOPNOEA & NOCTURNAL 

COUGH are other presentations of heart disease. 

PALPITATIONS 

. Occurs commonly in pregnancy 

. No correlation between dysrrythmia & symptoms 

.   A palpitation often short&does not necessarily requires treatment. 

.    Seen in HOCM 

SYNCOPE 

. Occurs in ill Trimester 

. Peripheral resistance., ). Cardiac outputof-s 

. Occurs in AS, HOCM, TOF, Eisenmingers syndrome 

PALPITATIONS 

. Occurs commonly in pregnancy 

. No correlation between dysrrythmia & symptoms 

. Palpitations often short&does not necessarily requires treatment 

. Seen in HOCM 

SYNCOPE 

. Occurs in ill Trimester 

. Peripheral resistance cardiac output~s 

. Occurs in AS. HOCM, TOF, Eisenmingers syndrome 

EDEMA 

  .     Non specific for heart disease

  .      Occurs due to 

  .       Pressure of gravid utreus

 .      in intravascular colloid osmotic pressure        exacerbated injudicious use of crystalloid soln


DILATED VEINS 

Significant if mean Rt atrial pr       lOmm resulting ~in height of JVP 

APEX BEAT 

Significant If heart beat is shifted >2cm outside the MCL ca 

NYHA CLASSIFICATION 

CLASS - I - No limitation of physical activities,Ordinary physical activities does not cause palpitations, dyspnoea or   anginal pain. 

CLASS - ll-Slight limitation of physical activity. Pt is Comfortable at rest. 

CLASS - ill - Marked limitation of physical activity ,less than ordinary activity causes fati gue, pal pitati on, dyspnoea&angina 

CLASS - IV - Inability to cany out any physical activity with out discomfort,syrnptoms of cardiac insufficiency or of anginal syndrome may be present even at rest. Any physical activity causes discomfort 

MURMURS 

. Can occur in normal pregnancy 

. Early to midsystolic murmur which is soft & of grade I & II is normal 

. ESM heard over Rt & Lt II ICS about 2cm from steral edge systolic or continuous modified by pressure of stethoscope occurs due to ot flow in mammary vessels 

. Venous hum , 

. MIIn11llr ~r~ ~"ciih1~ in th~ n~ck 

Murmurs should be attached clinical significance if systolic murmur is loud or long like 

. PSM(VSD,MR, TR) 

. Late SM (MR,MVP) 

. ESM louder than Gr3/6(AS)or that varying with respiration (PS) 

. Or associated with other abnormalities like ejection click (pSorAS) . Munnur associated with thrill,Diastolic murmur 

MURMUR 

Mid to late systolic murmur associated with or without mid systolic click ~ MVP Postural maneuvers are used to aid in As. 

Activities that  Lt ventricular volume  degree of MVP 

ARRHYTHMIAS 

-Sinus bradycardia, tachycardia, atrial&ventIjcular premature contractions,SVT occurs In pregnancy 

- VT ,multiform premature ventricular 

complexes are less common in normal pregnancy. ., - AF suggests heart disease 

-ASD can present with supra ventricular arrhythmias. 

Cyanosis,clubbing,pulse deficit peripheral signs of endocarditic are other signs 

J. INVESnGA nONS: 

. CHEST X-RAY 

. Radiation to abdomen &fetus is minimal 

. Use of pelvic & abdominal shield is mandatory . CXR is not specific 

. Pulmonary venous congestion,cardiomegaly, valve calcifications can be made out 

ECG 

. ST depression,flattening ofT wave in It side precordicalleads occurs in 14o/00fnorrnal pregnancy 

. T wave inversion,Q wave in L III in seen in healthy pregnant women 

. ECG is used in diagnosing dysrrythmias &rare causes of cardiomyopathy than in demonstrating structural abnormalities of heart 

. Ischemic changes in ECG is important if associated with biochemical changes. 

Blood Chemistry 

. Haemoglobin , ~TC, ~ESR,& ~ LDH occurs even in normal pregnancy 

. ~ of serum glutamic acid transarninases & CPKwith appropriate clinical setting is used in diagnosing MI. 

. During puerperium interpretation of enzyme should be cautious because they are liberated in tissue destruction of involuting uterus. 

. MB isoenzyme of CPK is specific to cardiac muscle. 

ECHO 

. Used to demonstrate structural changes in heart 

. Bacterial vegetations. prosthetic valwlar dysfunction can be made out better by Transesophageal echo.done by attaching the transducer to a flexible endoscope. In Marfan' s echo showing significant aortic root dilatation.pregnancy should be discouraged 

DOPPLER 

. Used to study flow patterns . But prevalence of regurgitant flow across Rt sided valve is significantly greater in nonnal pregnant woman than in non pregnant state. Hence it should be considered 

USG 

. Important in establishing gestational age early 

. Early obstetrical scan is important for confirmation of due date. . .. Diagnosing multiple pregnancies or fetal anomalies. 

. USG done in 16-20 wks is used to study fetal heart & major vessels 

. Those at risk for intrauterine growth retardation occurring in Eisenminger's should be subjected to serial USG every 2-4 wks in III Trimester 

4. Differential Diagnosis 

. Nonnal Physiological changes during pregnancy 

. Anaemia 

. Hypoproteinemia 

5. Non - Surgical Management 

. Class I & n 

Admission 2 weeks earlier to EDD .ClassIll&IV 

Immediate Hospitalisation . AN Care 

. Prevent Anaemia, Prevent Infections - RI . UTI. Limitation of activities 

JP Care - Hospitalisation in tertiary care centre 

Stage 1 : Propped up position, oxygen, sedation. Stage 2 : 

Prophylactic outlet forceps or vacuum ~ 

Withheld prophylactic methergin Stage 3: 

Ifbleeding, oxytocin to be used. Stage 4: 

If patient is in failure, oxygen, Digoxin, IV , Oral Digoxin, Diuretics - Injection - Furesimid 40 to 80 mg IV. Sedation - Injection - Morphia 15 mg 1M 

Antibiotics -Injection - Ambicillin 1.5 mg and Inj Garamycin 60 mg eighth hourly. - SHE Prophylaxis 

Arrhythmia - Quinidine, Electro version. 

6. Surgical Management 

INDICATION FOR SURGERY 

. BECAUSE OF THE ASSUMED RISK TO BOTH THE MOTHER AND FETUS, SURGER Y HAS BEEN CONFINED TO THE PERSON WHO IS REFRACTORY TO MEDICAL MANAGEMENT WITH EITHER INTRACTABLE HEART FAILURE (OR) INTOLERABLE SYMPTOMS. 

. ONLY 0.5 TO 2% OF mE PATIENTS REQUIRE SURGERY 

FOR . CORRECTABLE CARDIAC LESION: SURGERY . NON CORRET ABLE CARDIAC LESION - MTP 

TYPES OF INTERVENTION 

CWSED 

OPEN 

- PERCUTANEOUS BAlLOON MITRAL OR AORllC 

VAL VUWPLASTY 

VALVULOPLASTY 

CLOSED COMMISSUROTOMY VALVE REPLACEMENT [MS} [AR} [AS] [MR.] 

VALVOTOMY 

STENTING 

PULMONARY STENOSIS 

CORONARY ARTERY DL~E 

Dissection of AORTA 

. INDICA nONS FOR VALVOTOMY 

. i) PULMONARY CONGESnON NOT RESPONDING TO DRUGS . ii) EPISODE OF PULMONARY EDEMA BEFQRE PREGNANCY. . iii) PROFUSE HEMOPTYSIS 

. CRETERIA FOR VALVOTOMY 

. - NO SIGNIFICANT INCOMPETENCE 

. - NON CALCIFIED V AI.. VE 

. - NO OTHER SIGNIFICANT V AI..UE INVOLVEMENT 

OPEN HEART SURGERY 

. INDICATION - LIFE THREATENING PULMONARY EDEMA REFRACTORY TO MEDICAL MANGEMENT OR IN PATIENTS WITH PRIOR VALVE REPLACMENT OBSTRUCTED JJY THROMBUS OR PANNUS. 

. MMR: 5%PERINATALMORTALITYRATE: 33% 

. DUE TO INADEQUATE PERFUSION OF THE PLACENTA DURING CARDIOPULMONARY BYPASS EITHER BECAUSE OF RELATIVE HYPOTENSION OR BECAUSE OF PULSATIBE BLOOD FLOW. 

VALVE REPLACEMENT 

Bio valve 

ADVANTAGE: NO SIGNIFICANT RISK OF BLOOD CLOTS ON mE VALVE. SO mEY DO NOT REQUIRE ANTICOAGULANTS, THUS MJNIMISJNG THE RISK ASSOCIATED WITH W ARF ARIN/HEP ARIN DURING TIllS PREGNANCY AND SUBSEQUENT PREGNANCY. . 1) PORCINE VALVE (FROM TISSUE OF PIG) 

DISADVANTAGE: HOWEVER DEGENERATION OCCURS DUE TO ACCELERATED CALCIFICATION AND REQUIRES REOPERATION AFTER 5 TO 10 YEARS. 

n MECHANICAL VALVE 

. VALVE OF CHOICE IN MOST YOUNG WOMEN WHO DO NOT DESIRE FUTURE PREGNANCY (OR) ARE FEARFUL OF REOPERATION.. 

. ADVANTAGE: DURABILITY MORE THAN 20 YEARS 

. DISADA VANTAGE: SMALL POTENTIAL FOR BLOOD CLOT AND THEY MAY LEAD TO 

STROKE. 

. HENCE THE PATIENTS WITH MACHANICAL VALVE REQUIRE LIFE LONG ANTICOAGULANTS. 

m. HOMOGRAFT VALVE 

FROM HUMAN ORGAN DONOR mERE IS NO RISK OF BLOOD CLOTS, 

HENCE NO NEED FOR ANTICOAGULANTS 

COMPLICA nON OF VALVE REPLACEMENT 

INCmENCE 

. 3 TO 5% 

. - . - . - . - 

BLEEDING INFECTION RENAL FAILURE STROKE 

. FOLLOWUP: 

. 

. ECHO EVERY 6 MONmS TO CHECK THE FUNCTIONING OF . THE VALVE. 

. ANTIBIOTICS PROPHYLAXIS BEFORE ANY PROCEDURES 

STENT 

DRUG ELUDING STENT IS A TYPE OF STENT COATED WITH AN AGENT THAT INffiBITS RESTENOSIS. 

. THE AGENT IS AN ANTIBIOnC NAMELY RAP AMYCIN OR SIROLIMUS (CYTOTOXIC DRUG) WfllCH IS SLOWLY RELEASED INTO THE ARTERY FOR ABOUT 30 DAYS AFTER IMPLANTATION. 

. THE DRUG INffiBITS CELL GROWTH AND DIVISION. T CELL ACTIVATION AND PROLIFERAnON. [T CELLS INITIATES AN INFLAMMATORY RESPONSE THAT COMMONL Y FOLWWS IMPLANT A nON AND THE INFLAMMATION CAN LEAD TO RESTENOSIS] 

. INCIDENCE OF RESTENOSIS 

. WITH AN UNCOATED STENT 15 - 25% . DRUG ELUDING STENT 3 TO 4% 

VALVULAR HEART DISEASE 

. MITRAL STENOSIS 

. MOST COMMON VHD, THAT REQUIRES THEREPEUTIC INTERVEN1l0N DURING PREGNANCY AS THE TRANSMlTRAL FLOW INCREASE AND THE TIME OF DIASTOLE DECREASE DURING PREGNANCY DUE TO DECREASE IN C.O & H.R USUALLY AT 20 WEEKS OF GESTATION. 

. HENCE, INTERVEN1l0N SHOULD BE DONE IN EARLY 21M! TRIMESTER. . TYPE OF INITERVENTION 

. CLOSED: PERCUTANEOUS BALLOON MITRAL VALVOTOMY 

. COMMISSUROTOMY ~ OPEN :VALVEREPAIR 

VALVE REPLACEMENT. 

OUTCOME 

. CLOSEU 

. MMR 5% 

. PERINATAL 10-15% . MORTALITY 

. COMPLICATIONS 

. THROMBOEMBOLISM 

. MITRAL REGURGITATION . CARDIAC TAMPONADE 

AORTIC STENOSIS: 

0 TO 6.5% 0.9 TO 3% <5% 

~ 

<20;0 >30% 

MILD TO MODERATE AS - WELL TOLERATED 

. SEVERE - SUDDEN DEA rn OR IRREVERSffiLE HEART FAILURE 

. THERE IS ALSO DECREASED CEREBRAL, CARDIAC . AND UTERINE PERFUSION 

INTERVENllON 

. (1) . (ll) 

. 

VALVULOPLASTY 

PERCUTANEOUS BALLOON ATRIAL VAL VOTONY 

. INDICA nON 

-FAnGUE 

EJECTION FRACTION <600/0 SYNCOPAL ATTACKS 

LVDH.ATAllON SHROTNESS OF BREATH 

CONGENITAL HEART DISEASES 

. ASD: 

. ISOLITED ASD SUCCESSFUL AND UNCOMPLICATED PREGNANCY . VSD AND SMALL PDA : TOLERATE PREGNANCY 

. COARCTATION OF AORTA - BAlLOON ANGIOPLASTY 

--~ SURGICAL CORRECnON RECOlvfMENDED ONLY IF nIERE IS AORnC 

DISSECnON, UNCONlROLLED HYPERTENSION, HEART FAILURE & REFRACTORY TO MEDICAL TREATEMENT 

DISSEcnON OF AORTA 

. TYPE A - INVOL VING THE ASCENDING AORTA 

URGENT REPAIR - REPLACE ASCENDING AORTA . RESECT THE PRIMARY INTIMAL 

. TEAR IF POSffiLE. 

. RECONsnTUTE THE DISTAL FLOW INTO THE 1RUE AORnc LUMEN 

. TVPE B - INDICA nON FOR SURGERY 

.RUPTURE 

. ACUTE EXPANSION 

VITAL END ORGAN ISCHEMIA 

7. Any other 

ACUTE RHEUMATIC FEVER 

. It usually presents as non-specific malaise joint pain which is likely to get missed. . Florid signs of swollen joints, rheumatic nodules skin rashes with which it usually 

presents in children does not occur in adults 

. Hence diagnosis is based on HlO sore throat, ~in ASO titre,ESR>8Omm, ~in CRP&ECG showing prolonged PR interval&QT interval 

MORTALITY ASSOCIATED WITH PREGNANCY 

. GROUPI<l% 

VSD,ASD,PDA,Pulmonary or tricuspid disease,corrected TOF ,porcine valves,MS with I&ll 

GROUP II 5-15% MS AF ,Artificial valves,MS with NYHA III& IV ,AS,coarctation of aorta- uncomplicated, uncorrected TOF ,previous MI,Marfan's with normal aorta. 

. GROUP III 25-50% 

PHT ,coarctition of aorta with complications, Marfan' s with aortic involvement. 

INDICATION FOR PREGNANCY TERMINATION 

- 

Absolute 

-PHT 

-Dilated cardiomyopathy 

-Marfans with carillo vascular involvement -Pulmonary A VF 

Relative 

~ 

! Parous women with ill,IV cardiac lesions 

-I & II patients with history of cardiac failure in early pregnancy in between pregnancy -Done < 12 weeks by suction evacuation or dilatation and evacuation -Dilated cardiomyopathy 

Induction of Labour can be done with adequate monitoring 

-Use of anticoagulants - Inj Heparin ( fractionated) during 6 to 12 weeks and after 36 weeks and Puerperium. 

-Tab. Warfarin from 12 to 36 weeks 

-LSCS for Obstetric indication, coarctation of Aorta, pulmonary hyper tension -Contraception - Barrier method, Tubectomy or Vasectomy for Husband. -Breast feeding - Not contra indicated. -Peripartum Cardio Myopathies -Heart Tran~n1antatinn 

Speciality                  :-  Obstertics and Gynacology

Case                          :-   Obesity and hirsutism

Name of the expert  :-    Dr. Col. T.K. Bhattacharyya

        Armed Force Medical College

                                         Pune- 4110001
Key Issues - Obesity and hirsutism

History: 

Age of Onset at menarche suggests PCOS, idiopathic hirsutism or 21-hydroxylase deficiency. Onset distinct from menarche suggests tumor 

Progression - Rapid progression of hirsutism or other symptoms suggests tumor 

Menstrual disorder 

Drug intake like Phenytoin, Minoxidil, Cyclosporin 

Clinical findings and lab tests 

Hirsutism, Acne - PCOS or idiopathic hirsutism 

Virilisation - Ovarian or adrenal tumor, hyperthecosis 

Evidence of ovulation 

Ovarian ultrasound - Confirm polycystic ovaries, rule out ovarian tumor 

Total and free Testosterone and LH levels 

Evidence of insulin resistance 

17 OH progesterone levels 

Lipid profile 

Prolactin, TSH 

CT of adrenal glands - If ovarian ultrasound is normal and tumor is suspected 

Dexamethasone suppression test 

Differential Diagnosis ~ 

PCOS 

Ovarian hyperthecosis 

Idiopathic hirsutism 

Adrenal/Ovarian steroidogenic enzyme deficiency 

Late onset 21 Hydroxylase deficiency 

 3 β Hydroxy steroid dehydrogenase or 11 Hydroxy deficiency 

Adrenal/ovarian tumors 

Drug induced 

Non Surgical Treatment 

Treatment of Hirsutism 

Aim of medical therapy - suppress androgen production, block androgen receptors or decrease the conversion of testosterone to dihydrotestosterone by inhibition of the enzyme 5a-reductase 

Oral Contraceptive Pills 

Gonadotropin Releasing Hormone Agonists 

Glucocorticoids - Hirsutism secondary to late-onset congenital adrenal 

hyperplasia or functional adrenal hyperandrogenism 

Androgen Receptor Antagonists - cyproterone acetate 

Spironolactone - OCP is often used in conjunction 

Flutarnide is a nonsteroidal anti androgen - works at the androgen receptor 

5a-reductase Inhibitors - Finasteride 

Insulin Sensitizing Agents 

Metformin 

Eflornithine HCL( difluriomethyl ornithine) 

Non-Medical Therapy - different means of mechanical hair removal have been employed in combination with medical therapy 

Shaving 

Epilation 

Chemical depilatories Electrolysis Lasers 

Photodynamic therapy - aminolevulinic acid 

Treatment of Insulin Resistance and Other Metabolic Abnormalities 

Weight loss 

Insulin-sensitizing agent - Thiazolodinediones . rosiglitazone and pioglitazone, Metformin 

OCPs and anti antiandrogens - spironolactone flutamide and GnRH agonist 

Treatment of Anovulation 

Clomiphene citrate 

Aduvant therapy like Metformin, Dexamethasone and dopamine agonists Gonadotropins 

Surgical Treatment 

Bilateral ovarian wedge resection 

Laparoscopic drilling 

Surgical removal of tumors 

Speciality                  :- 
Obstertics and Gynaecology

Case                          :- 
Post dated pregnancy

Name of the expert   :- 
Dr. Siddhartha Datta

                                    162/A-94 Lake Gardens

            
                        Kolkatta- 700 045 
History 

     In order to detennine whether the size of the baby is correct for the gestation, the gestational age needs to be accurately known. 

     Prediction of the expected date of confinement: 

   Patient's statement - 

. last nonnal menstrual period (LNMP or LMP) 

. Naegles rule: first add 7 days to 1st  day of LMP, then go forward 9 months 

. Cycles: regular preferably 28 days in length / irregular / prolonged / short - if the interval of cycle is longer, add extra days; if the   interval is shorter, subtract lesser days 

             . Accurate maternal recall of the date ofLMP 

       . Period occurred at the expected time and was of the usual duration 

       . There had been no vaginal bleeding in the immediate subsequent month 

             .  That the woman had not been using honnonal methods of contraception within the last 3 monthsofLMP. 

       . Clomiphene induced: ovulation generally occurs 48 - 72 hrs after the last dose of CC 

            . Date of insemination: fertilization usually occurs within 24 hrs after insemination; add 265 days ftom day oemination (  fertilization - delivery interval = 266 days) 

.      . Date of embryo replacement: 2 cell- 30 hrs, 4 cell- 48 hrs; add 264 days to day of 

transfer 

             . Day of fruitful coitus: client may remember in relation with some social event . Date of quickening: Primi - add 22 wks, Multi - add ~4 wks 

Previous records: the required weeks are to be added to make it 40 

    . Size of uterus prior to 12 wks generally corresponds with period of amenorrhoea; 

8 wks - cricket ball size, 12 wks - fetal head (term size) i.e. fills pelvis completely

      . Palpation of fetal parts (external ballotment) - earliest 20th wk 

     . FHS - stethoscope 18 to 20th wk, Doptone - lOth wk 

   . Preg color test - 5th to 6th wk 

. USG - gestation sac with yolk sac: 5th wk, gestation ring with internal echoes: 6th wk; CRL in centimeters + 6.5 = approximate wks of gestation 

Clinical examination: 

Fundal height 

  Principle: the height of uterus depends on the duration of pregnancy 

    . tell the client what you are going to do 

 . ask for a chaperone if you belong to male gender 

   . ensure that the client has voided 

  . client lies on her back with legs semi-flexed

   . always keep eye contact 

  . correct dextro-rotation 

 . the position of the fundus is palpated using the fITst Leopold grip 

 . at 16 wks: 1 -2 fmgerbreadths above the symphysis

 . at 20 wks: 2 fingerbreadths below the umbilicus 

. a2 t 4 wks: at the umbilicus 

. at 28 wks: 2 - 3 fingerbreadths above the umbilicus 

.at 32 wks: midway between the umbilicus and the sternal xiphoid 

.  at 36 wks: at the costal margin 

. at 40 wks: 1 - 2 fingerbreadths below the costal margin 

.. early in the 3Th wk the fundus descends and regains the same height as at 32 wks. One can reckon on an expected date of delivery 3 - 4 wks after this time 

Symphisio-fundal height (SFH): 

    serial SFH measurement has a sensitivity of 76% at specificity 79% 

    with a positive predictive value (PPV) of 36% ( Reference: Lindhard trial) 

 . determine fundus first 

   . the distance from the upper margin of the symphysis and the middle of the upper edge of the fundus is measured in centimeters 

  . keep the tape blinded (i.e. non-marked side up) othef"!:ise biasness 

  . SFH is a conditional measurement of the size of the uterus and an indirect measure of the size of the gestation. It corresponds in a     characteristic manner with the wks of pregnancy. As a rule of thumb, from the 16th to 35th wk the SFH in cm will be the same figure as the duration in wks. 

. Used alone SFH identifies 28% of antenatal population as being risk of small for gestational age (SGA), and would detect 78% SGA babies. 

Abdominal circumference 

    A simple though very inaccurate, method of estimation of gestational age. May be used in in conjunction with SFH 

· Measured at the level of umbilicus 

·  Measured at each antenatal visit from 20th wk - only regular consecutive measurements are of value 

· The average normal girth at term is 100 - 105cm. Much lower values ( less by 6cm)may indicate growth retardation or incorrect dating. Larger values (greater than 6cm) may occur with large baby, multifetal gestation, hydramnios, and obesity. 

Leopold's palpation 

Four consecutive steps 

. First Leopold - height of fundus; two hands 

. Second Leopold - back; two hands 

. Third Leopold - two hand pelvic grip (reference: Leopold's grips in Williams Obstetrics 2002) 

. Fourth Leopold - one hand pelvic grip 

Abdominal palpation contd….

 . Amount of liquor - cystic, versus uterus full of fetus 

 . Feel of head - hard 

Vaginal eumination 

   Bishop's score 

· value span: 0 - 13 

· bishop's score increased by one point for each previous vaginal delivery, at the initiation of labour, in pre-eclampsia 

·  Bishop's score decreased by one point in post dated pregnancy, premature rupture of membranes, primigravidae (reference: Nisswander . Cervical scoring systems in Danforths Obstetrics, 2002) 

Investigations 

Ultrasonography 

  . Confinnation of date- BPD,FL 

  . Growth - HC / AC 

    . Liquor - AFI 

      . Fetal well-being - biophysical score: components - fetal tone(1imb movement), trunk movement, breathing movement, FHR, amniotic    fluid volume (at least one pocket> lcm) 

Cardiotocography : 2 x wkly / daily 

Pre-induction scoring: cervical scoring systems 

Differential diagnosis 

    Mistaken dates 

   IUGR - SGA, Preterm

  Oligohydramnios 

Management 

           Placental ageing leads to impaired gas transfer - fetal hypoxia & distress. Hypoxic state is aggravated in elderely clients, hypertensive disorders, bleeding during pregnancy. 

          During labour, there is increased incidence of asphyxia and intracranial damage due to

         Aggravation of pre-existing hypoxia 

         Increased incidence of difficult labour due to big size baby, non moulding of head, Shoulder dystocia 

         Increased incidence of cord compression 

After birth, greater chance of meconium aspiration syndrome and atelectasis, hypoglycaemia, Polycythaemia 

Perinatal mortality increased x 1.5 at 42 wks, x 2 at 43 wks, x 4 at 44 wks Therefore IOL at 10 days past expected date 

25 - 30% clients start on their own by 10 days 

Non-surgical management 

Cervical ripening methods and agents 

       Prostaglandin E2 gel, PGE2 pessary, misoprostol 25~g, foley's catheter 

Stripping of membranes digitally 

Surgical management 

ARM 

Planned Caesarean section - post-caesarean pregnancy, malpresentation, elderely primi 

Any other Accoucher should be conversant with management of shoulder dystocia. 

Speciality            : 
OBSTETRICS AND GYNAECOLOGY
Case                     : 
JAUNDICE IN PREGNANCY

Name of Expert  : 
Dr. SMITI NANDA
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HISTORY:

1. Period of ammenorrhoea

2. Duration of Jaundice

3. Pruritis/Itching

4. Abdominal pain/distension

5. Pale/clay wloured stools

6. History of Blood transfusion, I/V drugs, fluids, hepatoxtoxic drug, needle prick

7. Nausea(mild/moderate/severe)

8. History of malaise, anorexia, weight loss

9. H/o fever, rash

10.  Any History suggestive of :-

· coagnlopathy(bleeding diathesis)

· encephalopathy(altered sensorium, conrulsions)

· nephropathy(renal failure)

11. Family H/o Jaundice

12. H/o Jaundice in previous preganancies

CLINICAL EXAMINTATION

· Weight of the patient

· Icterus-eyes, palm, oral mucosa & skin
· Signs of pruritis(scratch marks)
· Bleeding spots(if any)
· Oedema
· Sensorium
· Temperature
· Blood Pressure
· Liver:- Surface, span, margin, consistency, tenderness
· Spleen
· Ascites
· Any evidence of dhydration
· Obstertrical examination : - Height of uterus Presentation Fetal Heart
Any evidence of IUGR< Fetal distress

Patients of Pre-eclampsia with HELLP syndicrome are vry ill with hypertension, protecnuria, hemolysis
Jaundice, hemoglobinopathies, thrombocytopenia with activation of coagulation cascade

INVESTIGATION

1. Complete hemogram including ESR

2. Serum Bilirubin – Total Direct, Indirect

3. SGOT, SGPT

4. Serum alhaline phosphalase

5. Urine-Bile salts, bile pcpinen ts, urobilingogen, ketone

6. Serum proteins- Total Differential(A/G Ratio)

7. PTI, PTTK

8. Viral markers.hepatitis serology

9. Blood sugar

10. Serum creatinine

11. Ultrasound of abdomen for 

Liver echotexture

Splenoportal axis

Collaterals in portal hypertension

Ascites

Space occupying lesion

Biliary stone

Fetus & placenta



IUGR/IUD

DIFFERENTIAL DIAGNOSIS

Causes not specific to pregnancy

Viral hepatitis

Cholelithiasis

Autoimmune hepatitis

Neoplasia

Gilberts syndrome

Specific to pregnancy

Hyperemesis gravidarum

( Ist trimester)

Severe pre-eclampsia/HELLP

(2nd half of pregnancy)

Acute fatty liver of pregnancy

(2nd half of pregnancy)

Intrahepatic cholestasis

(2nd half of pregnancy)

MANAGEMENT


Management will be as per aetiological cause:-

Hepatitis:-

Antenatal(Prenatal)

Supportive care

Dietary advice

Monitor liver function tests

Testing for HbsAƒ

Asess fetal growth & health

Vigilance for uterine activity

Infection control measures

Labor/delivery and postnatal

Infection control measure

Watch for PPH

In HbsAƒ positive cases, newborn should receive passive(HBIG) and active immunization

“Intrahepatic” Cholestasis of Pregnancy

Prenatal:-

1. Local antipruritic measures

2. Consider cholestyramine, ursodeoxycholic acid

3. Vit K supplement

4. Monitor fetal well being

5. Consider elective deliver

6. Biliary tract ultrasonography

Labor/delivery:-

1. Anticipate preterm delivery

2. Increased risk of PPH

Postnatal:-

1. Monitor biochemical resolution

2. Vit K supplement for baby

“Acute Fatty Liver of Pregnancy” 

Prenatal:-

1. Estabilish diagnosis, resuscilate

2. Intensive care

3. Supportive therapy

4. Plan delivery

Labor/Delivery

1. Maternal resuscitation by correction of

a. Hypoglycemia

b. Fluid imabalance

c. Coagulopathy

2. Treatment of liver failure

3. Intensive fetal monitoring

4. Urgent delivery when maternal condition is stabilized, vaginal delivery preferable for mother

5. Meticulous hemostasis, including adequate wound drainage

Postnatal:-

1. Continue intensive care management

2. Watch for postpartum wound hematoma formation and spses, PPH

3. Supportive contraceptive measure

“Severe Pre eclampsea:-

Prenatal & Labor

I. Control of hypertension

II. Control coagulation disturbance

III. Consider anticonvulasant prophylaxis

IV. Close fetal monitoring

V. Watch for fall in hemoglobing from hemolysis

VI. Fluid and electrolyte management

VII. Initiate deliver process

Postnatal

I. Anticipate delayed postnatal recovery

II. Continue monitoring plalelets and renal function

III. Monitor for hemolysis

IV. Control severe hypertension

“Hyperemesis Gravidarum”

1. Intravenous fluid and electrolyte therapy

2. Diet-Discuss with dietitian

3. Antremetic regimen

4. Nutrient and Vitamin supplement

5. Antressphageal reflerex measures

6. Psychological and social support

7. Steroids-controversial

Surgical Management

No role of surgery
NAME OF SPECIALITY: OBG

NAME OF THE CASE –URINARY FISTULA

NAME OF EXPERT: PROF. TRIPATHI

History 

Details of Incontinence - true or false, associated presence of urinary stream Previous obstretric history including 

(a )details of labour 

(b )mode of delivery 

(c )interval between delivery and leakage Previous gynae operative history Type of surgery performed 

Interval between surgery and leakage 

Clinical examination

Inspection of Vulva with special reference to excoriation 

PIS to demonstrate site and size of Fistula 

PN to confirm above and to comment on extent of scaring I fibrosis 

Further information on PN to assess regarding uterine and adnexal pathology 

Urinary examination for microscopy and culture Methylene blue test Cystoscopy. 

IVP in selected cases 

Examination under anaesthesia especially if clinical examination is not infonnative enough 

- Must distinguish between ureterovaginal and vesicovaginal fistulae 

Managment

Non - Surgical management - Role of prolonged catheterization Pre Operative management - Elimination of urinary tract infection 

- Treatment of external excoriations 

Surgical management 

Various techniques of repair 

- Special reference to postoperative management - Prophylactic measures for both obstetric and 

gynae urinary fistulae 

FAECAL FISTULAE 

Histroy

- Similar to urinary fistulae. Special importance to intermittent  incontinence with reference to consistency of faecal matter 

-Vulval examination 

- PIS and P/V to determine details of fistula and especially to assess distance of fistula from anal verge and introitus 

- Tone of external anal sphincter 

Investigations - Routine 

- Special - proctoscopy I sigmoidoscopy 

- Examination under anesthesia if required - Fistulogram 

Differential diagnosis 

- Distinguish between RVF and 3rd degree perineal tear 

Management

- Local hygiene 

- Various kinds of repair and their approaches 

- Prophylactic measures during episiotomy, Perineorrhaphy suturing and hysterectomy 
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