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AFI : Amniotic Fluid Index

AIS : Androgen insensitivity syndrome

ASCUS : Atypical squamous cells of undetermined
significance

AUB : Abnormal Uterine Bleeding

BAD : Bis-acromial diameter

BCT : Benign cystic teratoma

BL : Broad Ligament

BLM : Broad ligament myoma

BMD: Bimastoid diameter

BPD : Biparietal diameter

BTD : Bitrochanteric diameter / Bitemporal diameter

BVs : Blood vessels

CIA : Common Iliac Artery

CILNs : Common Iliac Lymph notes

DMA : Direct Mento Anterior

DL : Diagnostic laparoscopy

DO : Detrusor overactivity

DOA : Direct Occipito Anterior

DOP : Direct Occipito Posterior

DZT : Dizygotic Twin

EH : Endometrial Hyperplasia

EILNSs : External Iliac Lymph nodes

EMA-CO : Etoposide , Methotrexate, Actinomycin—D

Cyclophosphamide , Oncovin

FCA : Fetal congenital anomalies

FFP : Fresh Frosen Plasma

FG : Fundal Grip

FL: Fundal Level

FU : Follow Up

GI : Granuloma Inguinale

HIFU:High Intensity Focused Ultrasound

HPL : Human Placental Lactogen

HSIL : High grade squamous intraepithelial lesion

HSM : Hepatosplenomegaly

IAP: Intra abdominal pressure

I LNs : Internal iliac lymph nodes

II vessels : Internal Iliac vessels

ITA : Internal iliac artery

IV : Internal iliac vein

IPHge : Intra Peritoneal Hemorrhage

List of Abbreviations

IUI : Intrauterine insemination

IUP : Intraurethral pressure

IVP: Intravesical pressure

LEEP : Loop Electrosurgical Excision Procedure
LGV: Lymphogranuloma Venereum

LLETZ : Large loop excision of the transformation zone
LMA : Left Mento Anterior

LMWH : Low Molecular Weight Heparin
LNG-IUD : Levonorgestrel - Intrauterine Device
LOA : Left Occipito Anterior

LPD : Luteal phase defect

LSA : Left scapula -anterior

LSIL : Low grade squamous intraepithelial lesion
MA : Mento-anterior / Monoamniotic

MC : Monochorionic

MCL : Midclavicular line

MCT : Malignant cystic teratoma

MDIF : Mullerian duct inhibiting factor

MH : Metropathia haemorrhagica

MP : Mento-posterior

MRKH : Mayer Rokitansky Kiister Hauser syndrome
MSAFP : Maternal serum Alpha Fetoprotein
MSH : Melanocyte stimulating hormone

MST: Malignant solid teratoma

MTX : Methotrexate

MV: Mento-vertical

MZT : Monozygotic Twin

NT : Nuchal Translucency

NTD : Neural Tube Defect

O/E : On Examination

OF: Occipito-frontal

OGTT : Oral Glucose Tolerance test

OHSS: Ovarian hyperstimulation syndrome

PAPP-A : Pregnancy Associated Plasma Protein A
PAS : Placenta Accreta Spectrum

PCT : Post coital test

PE : Preeclampsia

PEB : Premenstrual Endometrial Biopsy

PG: Primigravida / Pelvic Grip

POI : Premature ovarian insufficiency

POP: Pelvic Organ Prolapse

PPC : Post Partum Care

PROM : Premature Rupture of membranes
PUL : Pregnancy of Unknown Location
ROD : Right Oblique Diameter

ROM : Rupture of membranes

RSA : Right scapula — anterior

SIDS : Sudden infant death syndrome
SMB: Submento-bregmatic

SMM : Submucous myoma

SMV: Submento-vertical

SOB: Suboccipito-bregmatic

SOF : Suboccipito-frontal

SP: Symphysis Pubis

TD : Tubal Disconnection

TDF : Testicular differentiation factor
TENS : Transcutaneous Electrical Nerve Stimulation
TOA : Tubo-ovarian abscess

TOC : Tuboovarian cyst

TOT : Transobturator tape

TTTT : Twin To Twin Transfusion syndrome
TVT : Tension-free vaginal tape

UAE: Uterine artery embolisation

UG : Umbilical Grip

ValN : Vaginal intraepithelial neoplasia
VIN : Vulvar intraepithelial neoplasia
VVF : Vesicovaginal fistula
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Gynecology
Physiology of menstrual cycle --------=======-mmmemmm e 7
Amenorrhoea ——---=======mmmmm e 8

Puberty & Menopause -------======m=m=mmmmm oo 9
Anovulation, PCO , Hirsuitism & Hyperprolactinemia ------------ 10
Infertility -=----=mmm=m e 11
Fibroid ------=-=m=m e 12
Endometriosis & Adenomyosis -------=========mmmmmmmmmmmmm oo 13
AUB oo 14
ContracepPtion ====-======m == oo 15
Pelvic Organ Prolapse -----==--=====mmmmmmm e 16
Urinary Incontinence & Rectovaginal fistula ----------------=-------—- 17
Lower genital tract infections --------==========mmmmmmmmm oo 18

Acute PID - ee 19
ChroniC PID  —--- e e e e e 20
STDS  mmmm e e 21
Scheme for oncology-------====-==-==mmm e 22
Endometrial Carcinoma ----==========—-mmm oo 23
Cancer CerviX ==--==mmmmmm oo oo oo 24
Benign Ovarian Tumours -----============mmm e 25

Malignant Ovarian Tumours -----==--==========mmmmmmeomm e 26
Malignant vulval & vaginal tumours ----------========mmmmememmmee o 27
Functional cysts of the ovary -------===--==mm e 28
Benign conditions of the vulva & vagina --------=---===-—===mmmcmme- 28
Anatomy of female genital tract ----------====-==mmmeemmmeeee - 29 - 31

Sexual differentiation & abnormalities of female genital system --- 32
Endoscopy in Gynecology -----==--===mmmmmmmmmm oo 33

Obstetrics

Bleeding in early pregnancy
Abortion -- -——- 35
Ectopic pregnancy - 36
GTDs & Vesicular mole ----- - --—- 37

Bleeding in late pregnancy
APHge / Intrapartum Hge 38
Complications of 3rd stage of labor 39
Anatomy of female pelvis & fetal skull 40

Normal Labor 41

Abnormal labor & CPD 42- 43
Operative vaginal delivery 44
Occipito posterior / Face & Brow presentations 45
Breech presentation 46
Shoulder presentation 47
Multi fetal gestation 48
CS / Episiotomy / Analgesia & Anesthesia in labor 49
Assessment of fetal wellbeing 50
Premature Rupture of Membranes / Amniotic fluid disorders 51
Prematurity & Postmaturity 52
SGA & LGA 53
Fetal & neonatal asphyxia 54
Puerpurium 55
Puerpural sepsis 56
Fetal birth injuries 57

RH isoimmunization 58
Medical disorders during pregnancy

Hypertension with pregnancy

DM with pregnancy - - 60

UTI, Cardiac diseases & Seizures with pregnancy ----- -61
Anemia , Thyroid disorders ,VTE & PE with pregnancy - 62
GIT disorders with pregnancy / Toxoplasma / Rubella ----- -—-—- 63
Prenatal diagnosis of congenital anomalies 64
Fertilization, implantation & placenta formation 65
Placenta , cord 66
Diagnosis of pregnancy / Physiological changes during pregnancy ------------------ 67
ANC 67
High risk pregnancy , Maternal mortality 68

Instruments in OBGYN  69-70
Clinical History taking 72-77
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..2)Ectopic pregnancy PAIN @
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> Signs:> Gen : £ shock /b Oime oo e, o
’: Abd : tfgl‘c‘l‘e\:mne%% at tubal pomt / “Cullen sign” in case of long standing IPHge / No Ukentt Senge g Bod Diuw
L» PV : CX motion tenderness ? jumping sign = Frog 51gn) / adnexal fullness/ ut is bulky but Qamenorrhea | (o1 oted
- DD : Acute abdomen , bleeding in early pregnancy 7 i gy P 11D N Bima X No Yerdevness
I e o e 3 B D g 0, P AR e e i omal res
US :em pty ut t& adnexal fullness when BHCG > discrimination zone > TVS = 150035 wedus 3 m% an?;‘ ‘w
BHCG : increase but < 60% after 48 hrs ( doubling time ) TAS = 6500 — & woeelt$ I N
+ laparoscopy : If done then proceed to ttt via laparoscopy - ke gold wwagd el ‘.( Ioml Nea pulke 1) PLOS
Ttt: - Sygery 3] (puS n
/mabinhosiomossnses ¥ (onsavghive *6S \Iflg‘“ _"%\\L }40““\'_)‘3‘“’3"’“ P"?&%‘“‘Q
. . . e m
ot Medicalttt: (MTX Img/ kg BW IM) if : W = Wil ol by — Chemotherapy Sweel x \iehewhpic pragoany—> c&w\c o o\m(
" * pt Vltally stable / undisturbed ectopic No guer he (N Hme) N
Ectoplc %3 cem _®§po\— AguH -3 Vo TPhge L Other rare types of ectoplc gy <_\
Mag HCG < 6000 ot B UL -in Rudimentary horn —wawed — e bon
p 2 _ ral Co\wﬂ\“"@mb ) ¥ h\s\\ wketkilly | _in ovaries
* no fetal pulsatlons"ﬁ — kmikading e degnb m\shﬁ!&l s o (lw EXCenl' i€ -1 CEIVIX >oer - Curt Sake —swisseo) Sagneke ™ Tl cbotion %M“‘“‘M -H
* liver & kidney functions normal-ec &, 1 g w«eﬂe “Her omowrl —over CS SCar . 1w aur g

FU by B-HCG at D4/ D7 it should | by =15 % e mmw& e -abdominal pregnancy - s iy gum seer el g
- Surgical : I:: Laparoscopy (if vitally stable)% sg}plr'}ggstqmn% ugalpm ctomye oSN Tt [: medical (MTX) : if fulfilling criteria »FlL!

<) lw
Open laparotomy ( if'vitally unstable salplngec om o thd e | OF surgical removal
= Anti-D if pt is Rh-ve AL *;'Hcei(,wo
*U‘Slnq U veu. . mnhmwt{zﬂbemp}mbyxckgjfhdmmouglas Ptk tibe.. €Y soe g
ok ol rup

Notes of Dr. Nadine’s lectures by Reem Abdelhakim &) www.nadine-alaa-sherif.weebly.com

Page3 6



Inc: 0.15%
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Differentiatetl (With villi)

* Breag  Crello \/‘Qa(/hol’\—b ('l/lﬂl/@lﬂ/\ v otenine_ywcesel doe. do f DngQgTMUY\l, Sec,v‘d\eﬂ from (\ywvvv’

¢

&7

J

7,?

*mmrm&
e Qot

ql&h(penlgn) ngfgmm“,,i,, emp / ~—(>:S\3°“'*'d o G\gogfg\ﬁ\\/\
omplete mole sperm + Anucleated ovum 4 6XX > oM

CPW’“" webgnng 23X K © X NodmomasM S 0 t0rnal o )ﬁ‘l"‘é?

S“ﬁﬁi“a‘,’m IZartral mole : ZSperms + ovum 69XXX/ XXY / XYY e
oo el 23X /23Y 23X —> will end with 5
In extreme Ages , | fat diet , Race (Asia) wuss obortion
Patholo g)‘}QL\\an\—‘\n(MME ignancy ashes.
>Uterus

Gross: ut enlarged , soft, filled ¢ grape like vesicles Q)nm) Wity

po \l(—
e

|::Mrc ( same in invasive mole tooé)*méhfferentrated villi
»> Qvaries: OHSS like RHCG theca lutein cysts )“’N,SNQE&M
Clinical picture:

ired wi

§ymptoms v[:
eme cis *PN\’“"“ lower abdominal pain / enlargement>ngn ®\vod
> Signs: > Gen : SRS thyrotoxic (TSH like) / puss e
TBP (HCG effect)s wwrds. <
Abd : Ut > period of amenorrhea it Doughy ut
PV& bimanual : soft Cx / vesicles / full adnexaGilue
= Complications: Invasive mole 20% / Chorioca. 5% oleed

ah
o‘llafEJ with VH'(U‘.&I’ a\l\(;
vaginal bleeding / prune juice discharge oo G

brown

\Nesi
AA’_§)|

-+ DD: bleeding in early pregnancy ..+ u\SQT’; Q::Pj*‘
Inv:> To confirm diagnosis : US: snow storm appearance /
°*§:0 - Ov theca lutein ¢ysts

For follow up B- HCG :

- S Ye%hlgh level — 1o Q,,uw, “P
To detect comp‘l o (riesiie g S

1cat10ns XR / MRI pelvis S,mur !
Suction Evacuatio ? € ekhohcs & antibiotics ﬁ&eﬁ‘{y&cs
FU ¢ B- HCG|weekly till —Ve)then monthl for 1 year

el

o

¢ no fetus / sac or liquor ( or presence in partial mole )=> onovge |

U \coN-

I | Cl.pictp> S vaginal bleeding ¢ H/O of pregnancy event

5}

TDS ( Abnormal proliferation of villi ) owyuul/\emg E’l& ed:
vmrhr\ﬁn mi:wo v low o ‘4'3;1 0k j UE SY B
(wimemonic Tise) Undifferentiated (NO villi metastatnc)
___________ v.GIT (GTN)__ Ty __Z_

\Invasive Mole (locally m) ' Chorio Ca.

_— .

Tttt (LoWYisk oy,
*Age<40 7 <4 months from preg.
*<100.000 BHCG * < 6 cm theaca lutein
* No liver or bram M. * No prev chemo | * Liver or brain M. * Previous chemo
ttt: Single agent chemotherapy (MTX) . | ttt: Combined chemotherapy (EMA - CO)

good prognosis (hemo (nodye bad prognosis

VIR

Placental site T. Eplthelmld T.
(HIQI‘IS'(

* Age > 40 *> 4 months from preg.

*>100.000 BHCG * > 6 cm theaca lutein

Pathology: > Gross: enlarged ut & Iriable tissues € areas of hge &necrosLs)
* Mic: undifferentiated villi wprure o et
» Grading :» G1: < 5% malignant undiff.cells iﬁﬂ;
dion bed L i: G2: 5-50% malignant undiff.cells Camil )
crekion Y G3: > 50% malignant undiff.cells por
> Spread: = Direct : to surrounding locsl '
L \: Lymphatic : very rare
Blood : Lung BL B o wivomh.

(O Gen : anemia / metastasis
}-’Abdominal : enlarged soft uterus / metastasis
> PV& bimanual : enlarged ut_/ adnexal fullness /vag.masses
FIGO staglng—' Stage I : confined to uterus
STage O, preaancenss | Stage 11 : local spread (ut/ ov/ vagina )
o ‘mshu lesion- Stage I1T : + lungs bled Sprecd * excephe °€'\4§u~\\l 'Ms

Stage IV : distant other than lun_g bfa\w‘f‘w\u

J

Por '
1
1
1
1
1

o detect spread : Chest X-ray / MRI pelvis U tugpon
o assess fitness of pt for ttt: LFTs / KFTs

/

Inr;EQFo conﬁrm‘draénosmi HCG / US—f fake bmb%r*&evw bleech,
Z

Low risk: single agent chemo (MTX) ¢ FU lyear after

~ve HOG AU

dJ
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NB:~ In old age no sire for fertility = TAKH, it Ui give me e meHoYNB: Hysterectomy if: mein TR 15 won Seuggical “Ueshetrencit
Qfa“ If plateau or rlsmg HCG' use MTX =) @l “*') *Cases complicated by severe bleeding R mpl
S ” Anti - D ‘i partial mole in Rh —ve non sensitized pts *Chemore51stant cases as placental site & Epithelioid tumor \mnh& E\n\\.
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¢ abnomal aelnesions.
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Bleeding in late pregnancy (APl-lge)

Definition : Bleeding after fetal viability (24 wks) till delivery . nosmel *Q)\Q
e NOY M
Etiology : Maternal,:: Obstetrics : Abruptio-placentae ( acmdental hge ) / Placenta pervia (PL PRV) (/VUM
>

o QN Gynecology : Vaginal lesion / Cervical lesion
e Drug { o it v\s@q
Fetal : vasa previa ( minimal bleeding— severe fetal distress)=> less B delivey 1= baby

@*5 ‘J: Systemlc Drugs ( anticoagulants ) / Systemic disorders
\&@ =S
Accidental Hge
@—v Placenta implanted on LUS

m‘n
o O’is‘faeénta previa
( commonest )
B @ nok
Multipara / old age / Prev Cs/ prev PL PRV

$Dignose imp
( 2" most common )
Malpresentations / Twins -

e

Definition Normally implanted placenta

<PG (PIH) / External trauma / APS /Smoking
Sudden ROM in polyhydramnios
* In PIH: Blood nbetween myometrial
%I“" “fibers — tende?l%;);d ut—bm
o(concealed accidental Hge)»Atonic PPHge
* In trauma: soft ut & normal myometrium
( revealed accidental Hge) - e vyl viecivy

Mixed / Revealed / Concealed

. P‘Eﬂ‘w
)
Risk Factors iy

penage an) tining o (wer povt
Shearing mechanism between LUS
& placenta & Unavoidable bleeding

Mechanism
( Pathology )

\lt&l

i o O
Complete centralis / incomplete centralis
Marginalis < 2 cm from os / Lateralis > 2 cm from os
Abways vag bleeding
Painless cﬁmss recurrent bleeding
Type of patient  + anemia + Shock  ChyniC

Yes3
=

Types

+Vag bleeding

usually abdominal pain

PIH ? + Shock (BP may not be |) aunlre
Tender ut (in concealed) / radr _\‘g‘\g’,\gﬁp% No ut Ws /FL® amenorrhea /
FL( amenorrhea hqmq)-m’u malpresentations(higher pecsibilivy)

Srodd 0S e Q"?fL—) Contraindicated till exclusmn of PL PRV ki 5% g wggver

Symptoms

-

Signs

General
Abd

Cl.picture

PV & ol eaninad-ow
speculum

HELLP / DIC / Atony / Sheehan syndrome |Placenta Accreta /Increta / Percreta &= LEED 1V

Complications N
Maternal : US /CBC / LFTs / KFTs / Inv for DIC / HELLP ot DNk 0 A

ant <
Fetal : Asse?- ment of fetal wellbeing ( DFMC / NST / BPP / Doppler yepenred peritoream T .y ywasi

Management of APHge: , K # plieria anda = brevia — (S Bysofory P pen
* Puenta brevis F Awda_ o ______

Termination if : * Reached maturlty s?go»"” Py |
OR  * Labor pains oo A prepoe : NB: Placental migration : < 24 weeks !

OR * Maternal or fetal complication ocd) Lk | Lower edge of placenta may be seen near |

- : int os , but é formation of LUS, placenta |

\ 1

| :

! 1

I 1

Investigations

Otherwise Conservative until one of 3 factors above are reached
migrates upward to its normal position,
&eto‘db

Termination

éD g away from internal os & the condition

LSCS \““J maRuEkbRY resolves in > 90% of cases

In Accidental hge In PL PRV WM S oF o o e !
(unless CI) (unless Lateralis )~ @pehiny gefevm-

* In case of abnormal adhesions of placenta, with no plane of cleavage (Increta / Percreta) - ttt : Cesarean hysterectomy

(= USCS followed by hysterectomy) as any attempt to separate the placenta increta / percreta will result in severe bleeding

NB: *Rescussitation in shock ( if present) * ttt of complications if present ie DIC / HELLP / Atony

Intrapartum Hge
= Obstetric Trauma A
bk Wa oshuded \door
Risk F : MG/ /scarfed ut / oxytocin , PG /Instruments
Cl picture @—»Pam relieve
de (> Abd : Fetal parts easﬂy felt
Sho |:: FHS inaudible +vemoluiia
PV: hee%pward Lruprune bm*m
Management : oam \mm&omy(\,&&)
* Rescussitation w_gegpix aureda.
* Laparotomy Repau—"‘ or ot =3 with &

Midline Subtotal hysterectomy {S)bh\qb_.,w&\.b

Improper Improper
Due st

to management of 1* | management of
stage ok dilayukion | 2 gtage
Echbolics / Omitting

Risk instruments / episiotomy /

[ PPT labor/ ' ngglp;gs/ent'ations/
manual dilatation/ | macrosomia
macrosomia
Lat / ant lip / (1*9: skin

! : skin +
- No pebt by superficial perineal
ms
Types : ond
anal sphincter
@
rectal mucosa
Prevention by proper management of
labor

tit  Repair+ Repaired in layers 0

replacement + post operative oN
care Y
—pettop: by o prlopse)y conghipation - &
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AU iwolutrion —3okter Givkh Lesered ¥ —-;C&'W week _,beluw __;%&N

wmhine

&

Notmal eoskpartum blocd < EoD cm WD
£ o e (S

f@) PPHge (bleednng after delnvery)
otrecl genead @i

voeh. Iry: 1% 24hrs +Recding
Bxie2ry: > 24hrs till end of puerperium due to ipfection
pge e () 1ry PPHge  >fom ddvey b2l

Def : bleeding > 500cc in VD / > 1000cc in CS
Inc : leading cause of maternal mortality in Egypt
Et:

) Retained placenta
Def : placenta didn’t deliver within 30 min
of fetal delivery S &7 "
Et : > Retained separated (-atony /
L rupture-ut / constriction-ring (rare ))

Retained non separated ( PAS

Mw"‘m ooy Tt )\Ecbolics + Brandt - Andrew’s
Placental site o bekoe ‘\“ng}@ £ ,2) Manual separation « =20 in
Bé*“ ¢ Atony (overdistension , prolonged labor , ecboljcs:s o “Q?'A 2~ 3) If only parts = D&C by ovum forceps
W‘g\,.g"" anemia ,... ) ( most common )Neo (enb W Bho n_ "-f"“ 4ttt of cause ( if present )
‘:30 & Retained placenta ( remnants ) 3" commo vﬂ )2 ot ,ﬁqm NB: in PAS
%“"v*"* DIC or systemic disorders Fer b i *Accreta (80%) : there is usually a plane of
";‘v;e *Ut inversion (may not present ¢ bleeding but pain) cleavage so separation of placenta occurs

Extraplacental site —, mangemest i« cepaiv inury
e ,;weTraumatw ( Cx, perineal , vag laceration due to
o “end Instrumental or macrosomia ) ( 2" common )
wt H""CI picture : \
Gen :anemia / shock |0engration —’3“9‘ o gl
Abd lax ut ( atony) / firm ( trauma ) /
nw°\“ ising (bleeding )/ inverted cup ( inversion)
CPV dark blood clots ( atony ) /
692 fresh bleeding ( trauma) / lacerations /
retained placenta / inv rted ut
Complications : Death / Sﬁ@,‘iﬁ%{l 'l' DI %m"ful\m
Inv : CBC ( inv for complications) Pred
Tut: ot Vo Jot=
A) PREVENTIONvg:* - M*‘% 1L ob
@okvl 00 e(n broper ANC/ 1, 2 3rd stage anagement )
B) Actual l) Ecbohcs + massage Eﬁ}:"\ low U
“35,( o 3\32:\.5 imanual compression oﬂ
xWr % Vag | 2)Bxploration of genital tract for trauma * 5 ¥
3) Intrauterine Bakry ballor ballon fo placed Vag@

min

4) Bilat uterine / ITA ligation ¥N h\ISW-‘IDW
kol Abdd © T e NAW’ Qo
todbwl in Tuphi@ 4) B-Lynch sutureu b couion “‘sm;w
0‘; -f\—B wems SC?Subtotal hysterectorny % P\ brewia

Loty ereowed) Yigestb rol o

NB Resuss1tat10n while doing these measures
YO~ ot - eplifl - - Blecd - unks... 3nuhmlh

( take care if increta / percreta )Manun)-

*Increta / Percreta : planned cesarean
hysterectomy ie classical CS, removal of
fetus , closure of wound-& proceeding to
TAH with ovarian preservation éout any
attempt to separate placenta ( to avoid
severe bleeding ) o0uulsion Gug SR 50 PL

Uterine inversion

ANy W thvgm) to Vs pluae

* Uk inotigon -3 top ™ vt ik 08

Def :
Et:
traction on placenta while uterus is lax
Cl.picture :
Gen : neurogenic shock Srddniva
Abd : absent fundus
PV :inverted cup ( decidua seen )
Ttt:
*Avoid
*Actual : Manual reposition in rduxakiov
Or Hydrostatic pressure reductionz

Uk
+on ot n & +pV

wakgr

Complications of 34 stage ¢ oy

A

@) Shock ( Hglc / Neurogenic / Septic )
Hgic shock
Def : state of circulatory impairement
Cl.picture :
1) Amount of blood loss
(<15%,15-30 %, 30-40% , > 40 %)
2) HR (<100, 100-120, 120-140 , > 140)
3)BP(Nor |)
4) Urine output (> 30ml/ hr ,15-30, 5-15, < Sml/hr)
Ttt: Airway ( maintained patent )
Breathing ( oxygenation )
Circulation ( adrenaline / perfusion )
Replacement :
* Whole blood
* Packed RBCs
* Fresh Frosen Plasma ( all clotting factors )
* Cryoprecipitate ( factors VIII, XIII, Fibrinogen )
* Platelets
Septic shock
Ttt : Broad spectrum antibiotics + ttt of cause
@) bic

Def :

consumptive coagulopathy / hypofibrinogenemia
Et:

* Massive blood loss in:irnsic
* Massive transfusion pathway

* Concealed accidental Hge

* HELLP ( endothelial

tgé: fluid embolism cell damage )
| l E% I é —» ++ extrinsic pathway ( thromboplastin release )
Cl.picture : of cause / bleeding from venipuncture

Inv: » | fibrinogen < 100 mg / dl | dcthire Guor
F ++ FDPs (++ D-dimer)
_’

++ PT , PTT

Ttt : > Of cause
EReplacement ( FFP / Cryoppt )
Never xx Heparinsalougy hw) blecdi

Wpo\n\nm\c N ‘1‘
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%cﬁe\? 3= Rﬂ‘;

' Ll #(afit ases
o T S G 92> ol UG a3 SRIONY ) e S
—— G g— e S
Female bony Pelvis ™| Anatomy of Fetal skull Terminologies
_Dostetior—y POtENOT BRES i . . Engagement: passage of widest transverse
0 g! rHumesilla of “he sacuin Py . .
. &iuf’;',,ﬁ:.;z“ e v ﬁx&im Engaglng dmf‘lﬁ!ﬁr §c";:..\u‘,{u.. -+ o diameter of the presenting part (eg :BPD)
- Inlet, o, i A /P engaging diameters: «w r#pif through plane of pelvic inlet. @_w?ﬁf;& e
Ol”\m W:: o otws n o v pnesit. ) 0"‘:%)}0‘;': bl s oo -jsha;:b:\ ule of 5: 2/5 = engagement) %%:";;d; os‘nmﬂ
Sl e e (<13.cm |(In cephalic Brow) MV:;, < i | Lie: (longitudinal / transverse ) e

oumeler  digmeker
"7'25”'«2 Gromn - (opectincal

Gl peo | Attitude: fetal parts (flexed / extended)Deens on bt

SO0 : Or mher” oyp ions 1st
\;\'::v;w;ﬂl c(@g#‘ ) — | e ensi Sadusy ‘v | PTESENtation: }) felt on PY e Gony pommnend
ider '3 (m m_ihe 0 o . \,g_ug\ —————————————
(E:(:“ ¥ Q(}:‘. oo He buw \ine > Cephalofate—> % P‘Paé\q{?ﬁm—’ Cephahc 96 /0 : X
Diagonal (el [ g o conmat o " ol "‘:h - Vertex 95% —>! occiput :
. — ephaloyerretk s HULY [/ Tensvene .
conjugate L OF¢  JongHeer —Face 0.5% —»! chin (mentum) |
j )ew elteh 1
L oo 'ﬁ o - —Brow 0.1% —»| no engagement @l
“2Cingers and Ciexion Y YA:-Ce
o i w i ol —> Breech 3.5% ™" =, sacrum !
s i o
bt o Sy s :
1

0/ T Ui
and by L Gy S0l reetber — Shoulder 0.5%%%1" scapula

i o (1"% b pomankr L6 Plane of greatest B Denominator : ----c--eee oo ———
B iy " S S e\ pelvie-dimensions towgus | Bony landmark of the presenting part
& [- Cavity |ssins P 12.5em . w Asynclitism (tilt) : (eg : ant asynclitism goweerf )
s Circlow j'\%":w N Full flexion Full extension |- post parietal bone presentation , when &;ﬁﬁm
b | o e S i in Vertex (in Face sagittal suture is toward ant.) <Qem
| ®laneiofieasp | B ek tati tat; Position: LF ccigo e
L .| presentation) presentation) | getation of fetal denominator to the ot M e
! o hep Q’ ~ = right / left & ant /post of the mother P
Diavoond o Y~ g p
‘| - Outlet wozp ML cephalic presentation Station:
! Shabioh, 0 when occiput is at the level of ischial spines
L oF e pewrs ! 2 p : p
! ook — Pnk Transverse opa i 1n vertex presentathn = Engggement _
::,?gwnm_‘ 'éﬁﬁv (B?tubergl{SS( o %Mb\,gm Transverse engaging diameters: Effacement : LUS is taken in UUS &7
! e woeesity [/ S ek | / Leopold manoeuver:
: oon, et ar N ool oo Gowder  ponveq o led had (F.level / F.grip / UG/ 13 & 2™ PG )
l o L A we seml nfe) o | o BPD ( largest’) = Naegle’s f la:
I Ant sagittal Torgle  pess poghonginal g aegle’s formula : & Dore
' &&;&M 6-7 /) tinSide pelic "‘"‘"i e . LMP —Zdays + 9months | pyp) o W“DEL\&" iy
4@ g W (6-7cm) il e Supra parietal / Sub parietal = 9cm | i ] o - tres = =
; SNCRS N Post sacittal Tin e *LTWAW> _ o - 4 Obstgtrlc code: b e o
(2 N\ Tnge (10 fm) b smines® | (in asynclitism ) ﬁm&d * 4 digitcode popr  phghon  uls o
] b e M _ S Fulljeo] P A Liviny
' !  BTD = 8cm el [>36wks [ 24-36 < 24 wks now —] |
: Qutlet segment : - e e
Nt wirsed Dl excpr Sl wybe el o BMD = 7.5 cm LS ooz —> s, g
} ) - ety - excep = *P+ Wit Yk i
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war NHemic ub entatkion paintul

*W her e BNO‘- NSWW'HQS l.em’ &ée \liy e\o\\qye \fgn volewial <ltoiemen)-, dilkation an) bahy SRy
U nof 10 ,,u) o b mud\vhhov' A awv
o SR \doov POV
@\ Nomal aber UG Qoye ok Bazlz. Normal labor &) A ﬁ Wh’bc’h No NICY JNoSaundice

ok nyeS
Del : passage of single / living / cephalic / Vertex / term / through blrth canal / éout interference / é no complications ( materélg & fetal) /éin 4 — 24 hrs$

\Ihls

Wh emnh'f
in \1 X Et ( t (Theories): %4+PGs /%+ fetal cortisol / 7+ ut distension / -M/ _ pl oxytocinase “*°= % ' Pt gy 1o fe :ﬁ:‘
>Sall-ob uferine t Latent <4 cm - g?
Stages o ond > “’m‘*‘*.m.; w&—uM stage Aot TUh & okdn  gnd gtage 0 0 §° 3rdstage
Cervncal changes ( effacement & dllatatlon) P “b""“’“ (Fetal dellvery) (Placental delivery)
Duration & akif 12 -18hrs in PG (red 200 2 “SE/ N 1 6 - 8hrs in e [2hrs in PG weed-e0 %1 hr in MG 30 min in both
’*69“‘4‘%‘3‘9”5 VP%"”“ Ut contractions (true labor pains)—Cx effacement & dilatation | - Descent may occur in - Placental separation,
dleadny in ok |cm? Active phase e o 2o = Engagement late pregnancy detected through :
10| obme | , (B |- 1 Flexion oF seor s * Gush of blood
. 8 | Latent phase | § ——> Deceleration L5 S g | - Int rotation pk wh & e 4 Dired oo d * Elongation of cord
chham:n“le 6 | oA Vs '8 1 |- Extension |% * Suprapubic bulge
TodudHon , —'—'—> ax slope P B — )
mmm‘mgh 4 f-¥ore o ! - Restitusion— *Y s - Placental descent
+Pogmentaion v | 2 A 'Atf_‘zecl‘f,ra“on ! § ! - Ext. rotation ob Hve boy— &% - Placental expulsion:
RN OWhotin 2 4 6 8 10 12 14 hrs @ | - Expulsion #%toee o e | * Schultze * Duncan
To get strong efficient (3 cont/ 10 min / each lasting 1 min / To allow extenwn after \.:ﬁ.g. :nc.so:"ﬁfa To minimize bleedin
Aim ¢ intensity 40-60 mmHg §'t0 cause dilatation of B 4o crowning to distend vulva b ToF &
o & 2 -C0s g (500cc) Pecegfible
1'Cim/hrin PG Or 1.5 cm/hr in MG - >0 SOF erineal tears
p
11 contractions by : AROM / oxytocin Ritgen maneuver do active management
Through . 4 . : . through use of ecbolics
1] contractions by : stop oxytocin / rehydration / epidural (perineal support) (eg ergometrine/oxytocin)
e > had ey | - H/O: medical / surgical / obstetrics [F|[P|A|L] LMP, EDD,GA | - Lithotomy / sterilization / - Wait for signs of
; I g y g
- Exam : Gen : vital signs towling separation
Dudkadss 3 oty Nt sabfl
Abd : Leopold maneuvers / FHS ~Brandt — Andr
PV : presentation / position / Cx dilatation / maneuver " &Wﬁ) eky
effacement / station / ROM .... - Instruct her to bear down during
Management | _ Nutrition ? IV fluids / Analgesics / Enema contractions& relax inbetween | - Explore placenta &
- Partogram : for FU progress of labor memb after their .
Pickion /&x* asgoen} do aymesb” delivery for completion
e ormal progress . ) ]
_________ Delayed progress - Maintain flexed occiput & - Explore birth canal for
. +++ Need action support permeum ( \wqoa cowwer) | tears
=\lp-\t0 Lolou¥ sHIL5 VY s A du_,u}cmb —>extemal (e monihining —2 propes [pr Furaug resstsp - \am
Lo & External CTG ONLY in high risk pregnancy 97 e 9':‘&”"3 .. o 1 Zhis la‘lter .observz . <
NB: (augmentation is a high risk) on Smes ted- Episiotomy ONLY if indicated complications (4" stage) o
ue & NE o> Wl A e, No &Ll w«ﬁ«\ - - Give Anti-D in Rh —ve &
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©onimiw) sddicent Ut (enk =5 muse

0 wn lhvi PG
Abnormal labor e 2 oul b
Def : labor lasting < 4hrs or > 24 hrs due to abnormalities in passages (pelvis) / passenger ( fetus) / power( ut. contractions)
Types: Lmz‘\)\cml \eurg - " v .
1) Precipitate labor ffbf‘b}w\“,,?&ﬁl -2 L_; *Q-.}\eq\ RS l" fuphure \tenus
Def : <4 hrs for 1%, 2" & 3™ stages #igh Sung U Gonk 3 athaghion L Rteny(pesr tarkur H9)
Et : multipara / small fetus / roomy pelvis / Istro ne. con;&ac&ons *uge o enied didaon \nigner f&@ffm’
Comp: * Maternal: lacerations of Cx / P.sepsis / PPHge i * Fetal : fetal birth injuries M altey deli Foawahic
Ttt: If seen before delivery : epidural to slow down%ﬁoogrés‘s / Perineal support in 2" stage Kokl een v \{y or
00ce  with
I: Explore birth canal for lacerations / antibiotics prophylaxis /neonatal exam for birth injury Jégulm\} (,j‘?w Hj;p e
2) Prolonged labor
Def : delay in progress <le¢m /hr in PG or < 1.5¢m /hr in MG e
“While arrest of labor : no progress at all (in Cx changes or fetal descent ) for 1 hr in MG or 2 hrs in PG in the presence of strong efficient
ut contractions whether in active 1% or 2" stages” -E quh": o *AMEtE = i EE: Ik Stage A st f-dionen) lleevel
| NB: Double til»l-nss zsz’i e idural is us d 2 owel ﬁ gk S5 s b b foShy Sub g A — ) e b
Et: |—> PW '3/\0 mm/no} (anse (X dl(\l‘ahon (uncoordimarel) D) clfatomte
ypo o Hypertomc ut. Inertia = inellicenk enb.
Comp: * Maternal: exhaustion / PPHge / P.sepsis * Fetal : distress / asphyxia
Ttt ;> If CPD : CS 1t sman oeh) S02U™
E If hypotonic : Bmmotomy / oxytocm augmentatiorinase OF ok whie it de contgubedd ;)b&ahon £l /xL
If hypertonic : stop oxytocin / IV fluids / epidural
|NB: In 2" stage arrest , assess whether it is due to exhaustion ( ~ use in._sdlzftnmental delivery if en?flged ) or obstruction ( ~ do CS) |
ips | Sudion
3) Obstructed labor ’ ecnanil Crchvuckion
Def : arrest of 2" stage ( although presence of strong uterine contractlons) due to CPD. 7nd Stage waff —sellivent O ont
Cl. plcture * Gen : dehydration / exhaustion ":‘“""’9“ No oxfoge RO
'\’(mSe «* Abd : pathological retraction ring ( Bandl’s ring ) DD from contraction ring
(d“ Pathological retraction ring ( Bandl’s ring ) Constriction / contraction ring U= \npery
* Between UUS & LUS '?\éﬁ? e *{8pasth of circular smooth ms fibers L2 oved
* Moves upwgrd ol chedatin % * Any site
* Seen abdominal & felt vag Stage > o Yrod * Felt vag only
* + Fetal distress / severe maternal exhaustion * No maternal or fetal distress
* Relieved by CS * Ms relaxation / anasthesia
* PV M dry vagina / oedematous / fully dilated Cx / stat10n§ -2 - 1;'} SRooY - wphire
Comp : * Maternal : rupture ut / necr\(%ﬁ‘\é‘w / PPHge / P. sepsis * Fetal : distress / asphyxia @\
Ttt: delivery by CS ( NO instrumental as head is NOT engaged) ﬁ;
|NB : PG responds to obstruction by atony while MG responds to obstruction by rupture uterus | éﬁ
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4) Cx dystocia

Def : rigid Cx that doesn’t dilate or efface in the presence of efficient ut .contractions
Et : spasm / scarred Cx

Ttt: spasmolytic / CS ( to avoid annular detachment of Cx or rupture ut )

5) Shoulder dystocia

Def : Failure of delivery of shoulder after head delivery due to impaction of anterior shoulder at the symphysis pubis
Et : fetal macrosomia

Cl.picture: Turtle sign

ttt: » Prevention by CS when indicated

Actual :
* Mc Roberts ( hyperflexion of maternal thigh) & suprapubic pressure
* Wood Cork Screw  * Post. Shoulder delivery -No Q“\«(’Q)WQ PNCEUTR
* Symphysiotomy * Zavenilli Maneuver

CPD -ephlopduic dyspropsthion

Def : one or more of the pelvic diameters is decreased so as to interfere ¢ normal vag delivery
Et : diseases or trauma to spine , femur or pelvic bones of the mother
Cl.picture :
* H/O
* Exam p Gen: for gait / height
E Abd : pelvimetry
o PV : Internal pelvimetry & CPD tesLtE h .
Wphesis 1) Pinard : NO PV o + prmi
A R 2; Muller-Kerr : € PV Wt oy
Ttt: = Ifno CPD : allow VD
Moderate CPD ( 1% degree) : trial of labor
for undetermined factors ( moulding of head / yielding of pelvis / strong ut cont. )

Severe CPD ( 2" degree ): CS
IS SR o Contracted outlet

Thom’s Dictum : the sum of the bituberous diameter & the posterior sagittal diameters of the outlet must exceed 15 cm to allow an
average head to pass through the pelvic outlet provided that the bituberous diameter is > 8.0 cm
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Tecroumental

OVD ( operative Vaginal delivery )

%D Forceps

MD Ventouse

= By Chamberlen famil :
% ( 15" to use forceps Zn living fetus ) in }}/,ear 1560-1730 By Malmstrom in 1954
* In modern obstetric , only low ( outlet ) forceps * For rotation & extraction in OA or OP positions 4o
is used for extraction only * Less enchroachment on maternal pelvic space 6&’2‘:;).9
_ § * Kielland long forceps is rarely used for rotation & * Time consuming
2 -Z2| extraction in OP ( need 20minutes to induce —ve pressure)
L'g 2| * in fetal distress to shorten 2™ stage +not used in fetal distress |\ oile Red vesel
A g * In Face presentation & PTL \pored- baby ) * Cl in face or p_reterrﬁ orﬁy used in vertex presentation)
| * Aftercoming head of Breech ( Piper’s forceps ) * Only used on living fetus as —ve suction & scalp edema
* Dead fetus formation ie chignon (which is the mechanism of
Neoop) Sone sl e s Sakion O w(h ot +ve *“m action of ventouse) needs living fetus to be formed
§ =\(S ond) \ess calpate OF old
b 7 Fully dilated Cx / Engaged head ( ie station Q at least ) / NO CPD / Membranes ruptured /
~ B Presence of uterine contractlons / Empty bladder & rectum / Antiseptic techniques / Anesthesia
8 ‘A’ dﬂqov\
Maternal ( mainly ) : - o/ A Fetal ( mainly ) :
- lacerations & tears 09 - cephalhematoma
. | (perineal / vaginal / cervical & even rupture uterus ) - scalp lacerations
& |- PPHge ( traumatic or atonic ) - ICHge if excessive —ve pressure in preterm fetus
'§ with fragile BVs
= |Fetal:
g - if wrong application : head compression , skull fracture | Maternal :
O & ICHge - If wrong application

- cephalhematoma ( bone fracture or fissure )
- facial nerve injury

( includes cervical tissue in the ventouse cup )
-+ lacerations
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Noamal position > bt eccipto Bak Ay Hexes)

o onk I—— Not LePr Gle Pt Nek CQMD Jvkes
&oe \ :
oF gr oo Malposntnon & Malpresentatlons
R+ Occipito - posterior_, fﬁ@"{‘f“,&f‘“‘m Face Malyeentahion
Def Longitudinal lie in which head is flexed & occiput posterior Longitudinal lie in which head is fully extended
(occiput is denominator) {It’s a malposition & not a malpresentation} (mentum is denominator) Lebt menko Qar
Inc 20% at time of labor 1/500
Position | ROP : most common occupying wider Right oblique diameter LMA : most common as it results from extension of ROP
Gen: CPD / Fetal anomalies / MFG / Lax obdomnen | yeqgagal eith A5 Gey - CPD / Pendulous abdomen / ...
Et S ey \ow QMEIa 1ywins go o+ daneer OB ific i OQ,
pecific : Android / Anthro 0id | elvi B \ = | Specific : Anencephaly—\b o) bnes — evmivalbion man
Desent> L+ correction of deflexion »> > D% P T Deuent 3 eggenent yPetension 3 ink LoF > ddivey vy
- 0 au«b P aatad
E!E%; . . menhofnk (oivetr menkoink) ﬂ,em:m
= |, & delivery by wm if_,%m‘ oo G e cmuit ek G S G Gt oty |+ MA : ant rotation > DMA & delivery by flexion
2 mild deflexion 1% *“P% *Tant Rot 1/5 : (deep transverse arrest) obstructed
= % 5 0/ both occiput & sinc Menko Pod-
= modgrate deﬂejxmn S » NO rotation : #Max amnid % NP > 2/, long ant rotation to MA & delivery by flexion —fogroc e
S ( persistent ob.hque OP) obstructed i Quid o 323 1/, no rotation or post rotation to DMP : obstructed »(S
= * severe deflexion 6% "°Isy, post Rot 1/q : DOP (face to pubis) aL l_> 3 Fo \f ok ek > Lo, —3 OMA ifex
& delivery by flexion Dusett 343 " O et some oot | crduler)
Com Maternal : Prolonged labor / PROM / PPHge / Puerperal sepsis ‘Pt
P- | Fetal : Distress / Asphyxia / Birth injuries / Instrumental delivery / Comp of associated anomalies
Pregnancy : it (WD 5 enembrune
Leopold: asOA : FL (same) / FG (buttocks) / UG (back Rt) / 1% Pelvic Grip ( done : delayed engagement ) /
2™ Pelvic Grip (not done)
Auscultation : FHS below umbilicus / US4k onb
‘E Labor: _ ' ' edevan in gt Heue
g PV : occiput 2 { PV : chin ( Tumefaction ) e bo (Ck \adkion
-g, 1% stage : watchful expectancy for JSactors that favor long anterior rotation :  —y b
£ ( Roomy pelvis (no CPD ) / Good pelvic floor muscles / Strong uterine contractions / Adequate liquor ) O ilfer b ‘“‘““‘,‘f‘ - &“j"‘m
- *90%: as OA ( assess factors for long ant rotation) SO¢ by efyers 0t *MA : delayed engagement + episiotomy (SMV 11.5 cm) ’\\“" i ame
*6% : Face to pubis (distending diameter OF 11. 5 cm) do ep1s10tomy_‘L *MP[: 2/ factors for long ant rotation (as MA) Cveth <00
*4% 1 Kielland for rotation &extraction as ’“D" S 1/, = Forceps delivery ( not done) pore ;‘ﬁ;‘i’
Ventouse for rotation &extractlon\u} 2 NEVER ventouse ( CI) Pure w '
nQV\nm@hhkL S \QQP(\ O
Safer CS (rincare® + chlige) Sinke Safer{CS)

Brow malpreeniahion
Def: Head is midway between flexion & extensmn Inc : 1/2000 Et : general causes
Mechanism : [: Transient brow dehvery as OP or MA
Persistent brow ( MV = 13.5 cm ) : Obstructed
Management : > Transient brow : mem;:?e-accordlngly —llexe) D 0&‘?'\Q
> Persistent brow @ aop) — e
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| ,.nﬂ\ﬂ(b‘\b © gam Q} Boow i,.?i?«w‘JrheL
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A
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009\“@

A

Maternal : 4 Ps ( Prolonged labor / PROM / PPHge / Puerperal sepsis )  when o) & epomes) ond :
[: (2 X — Lovrugprue §+ N\(\;‘%mxf\% psis) &“Z:\E'S the temp m@e & oW ol ocuipih Dirg below

I?op
(O
=5
¥

IN'Y e

Incidence: 3.5% at full term T4 7 25% at 28 wks &g &, 2l S5, Position: LSA = e Sumun aberior
Etiology: = General : contracted pelvis )ﬂ ut septum / fibroid /plprevia~/ MEG ¢t Types: EComplete MG)

Specific: | Hydrocephalus |( in full term) Prematurity | emi Frank (PG)
Mechanism : _saurotnkerior Wofg amgn L - e realn oo Bor e Footling / knee ...
for EButtocks ( Descent / Eng (BTD 9.5c¢m) / Int rotation / ant buttock hinge below SP, post buttock deliver 1% by Lat_Flexion of spine )

Shoulders ( Descent / Eng (BAD 12 c¢cm ) / Int rotation / post shoulder deliver 1% by Lat_Flexion of spine )

After coming head (Descent /Eng (BPD 9.5) / Int rotation(opposite direction as it enters pelvis in opposite axisé/ delivery by Flexion)

\ cipih pk B "
huid S Laill shudk over Symphesis RS

. LBiavicrod L
Complications: st + Stimdalion d resgindion - Rspindion of ammiokic
. . Aol @oev Otw_’m";e%ﬂ_?h .
Fetal ™ Retained after coming headeer seyious e ey g e —> 0K & feion
—>Post. rotation of thed head 4% Prague manoeuvre \ixu»’bywt'\fw o $irp Nok i |sb pimi
—>Fetal birth injuries

( nerves: Erb’s palsy / bones : hip dislocation / viscera: rupture spleen,rupture liver, rupture anal sphincter& hymen defloration)
—>Fetal distress / Sudden compression & decompression

FHS ( above umbilicus ) *ew ,i‘;(n Fender
US bauohlble Non bauohbh

During labor ( tip of sacrum + ischial tuberosities at same plane ) ______ __ __ __ __________________________
Management:  gyeal eprolic \eion i 1) ROM /cord prolapse 2) PI. separation

Diagnosis :(» During pregnancy E Leopold maneuver ( FL:same as amenorrhea period / FG: head / UG / PG: but{:['ocks ) oulle to lF Side
+

[:During pregnancy: BECV (60% success ), at 36 wks if not CI for \\nggﬂg Side effects: ! 3) Loops of cord around fetal neck

During labor : ( Assess for unpredictable hazards sp in PG) ddivey  4) Fetal distress 5) 4+ labor igucki

e o o o e - - - -t o - - -

2 VD: *Adssisted breech delivery : spontaneous delivery of buttocks & shoulders , BUT Assisted delivery of head —

Burns:Marshall wen pull Mauriceau-Smellie-Veit " Kristiller’s manoeuver Piper’g forceps
\ A . Y with _HeroN . v ) . v ) on ekl
( Leave baby hanging by its weight) ~ (Jaw flexion shoulder traction) ( supra pubic pressure on head by assistant ) <llenon b

*Breech extraction ONLY done in : 2™ twin if breech / fetal distress ¢ fully dilated Cx and NO CPD 9 & M}u T it
> CS R0/ primi breedn vo prevent rekained hesd H0 mine.
Indications of CS: 1) Extendedneck /  2) Twins 1% breech ( locked twins) /' 3)Preterm / 4)PG (80%) ??

S5)weight<2.5kg , >3.5kg / 6) Breech presentation other than complete or frank / 7) Other indications for CS

=

® Breech presentation wowevoiml ., d vy ko s o 5
Def :1t is a longitudinal lie in which buttocks with feet (complete) / buttocks only ( frank) / feet (footling) / knee are the presenting part.

ow

—>Extension of arm £ LOvset manocuvre wn o 2 —wl

ine)
ler

ry

O
Not o

ik
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Shoulder presentation- 'muxce ¢

Def : Transverse Lie ¢ scapula as denominator (%ﬁxgo?pﬁ[ ) Incidence: 0.5%
Etiology: I: General : CPD / Septate ut / Pl. previa Position: p» LSA
Specific [Pendulous abdomen | in multipara RSA

Mechanism : NO mechanism (Obstructed labor)
Complications: (= Maternal = 4 Ps
Fetal + neglected shoulder

Diagnosis : During pregnancy Leopold manoeuver ( FL — less than period of amenorrhea /[ FG — empty
UG — head on one side & buttocks on the other side /1 PG— empty )
FHS = at level of umbilicus at the head side
US

Management: Dlllgluri%nlabor. . ®_E>C?fnd 1Srton o Q0" Net 1¢0"lihe bre

: g pregna till 1% stage of labor cnSer
ink pedon  version = During labor :@f@

NB : IPV and breech extraction is ONLY done for @_twin ( if transverse ) e xvgge fo extimy
NB : neglected shoulder : Arm prolapse with ROM for long time & IUFD , delivery by CS ( mostly upper segment ) d ot
\au
for maternal safety to prevent rupture uterus
NS exposo) ______________ yp P ruphure memb - Gd"lh &s\m&&

o or temp<] ¢ intact memb, | +— CoOrd presentation & Cord prolapse_, .o/

«SE Def : cord is below presenting part either é intact membranes ( presentation ) or € rupture membranes ( prolapse )

& . [ T .
.+ Et: general ;> Maternal on p‘jquﬂ
ul\:;pconsl— I:: Fetal ( specific ) : malpresentations as shoulder / incomplete breech / footling / ... (ord

( ehl Diagnosis : PV : mind PULSATING or NOT |
didegManagement : [:IF PULSATING : urgent CS, while transferring her to OR: reposit the cord , give Oz, knee chest position \RV\*U\&

or trendelenburg position / IF fully dilated Cx: [: forceps in cephalic engaged ~ “le Virp
IF NON PULSATING : allow VD ( not an emergency )
L Das)  buby

breech extraction in breech presentation

Complex presentation
Def : Arm beside head or buttocks in 2" stage

Management : reposit the arm & proceed ¢ VD

Unstable Lie

Def : Fetus continuously changes its position & / or presentation after 34 weeks GA
Management : stabilized induction ie induction of labor while it is in a cephalic presentation after 36 wks

Page4‘ 7
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Dianmobic -3 2 04¢ soL Mone amn_nere. complicekipns. thon Diamn
Dichwiewi¢ =2 platente Multi fetal geStation (Twins in 97% of cases , Triplets in l;%)

Definition: Simultaneous presence of 2 or more fetuses in the uterus Inc: DZT 1-2% > MZT /55

ET: *WT( | sperm + 1 ovum ) Hrew dovision -3 denkiel

cleavage in MZT —» [f <3 days + Dichorionic Diamniotic 30%

> If 4-8 days ( chorion formed) ® Monochorionic Diamniotic ~ 65%

+ If 8-12 days ( ch & amnion formed) -+ Monoch. Monoam. 5% | MOST SERIOUS|
Oi > If > 12 days ( parts formed) » Conjoined (rare )32 .y, _ggsm()\\m\m wnth non)

> DZT( 2 sperms + 2 ova ) é induction of ovulation —Nd- identiad

Cl. picture : S large sized abdomen / ++ S of pregnancy (sever NIV)

Maternal : 4 Ps + 11 rate of medical disorders ( hyperemesis / HTN /anemia/GD/...) + pressure symptoms
Fetal 1) Vanrshlng twins / fetus compressus / fetus papyraceous -» 18its) and cborte)

2) MZTp MC , MA & tttt : discordant twins ( shared placenta ) > One fetus LGA / polyhydraminos / polycythemia
[ ttt 1aser ablation of anastomotic vessels Other fetus SGA / oligohydraminos / anemic
Conjoined twins (due to delayed cleavage) >1L 8
@f" m\?}”) «3) locked twins , if we allow VD when 1% fetus is breech ( which should not be done ) Daﬁ\ﬂ\ e e

— Guard against Atonic postpartum hge by prophylactic ecbolics—

General : ++ anemia / PIH/ HEG / GD / hypot@ndon &720 wlhe fL than omenorthen | o igh wronglt
E Abdominal : Leopold maneuvers (FL / FG /UG / 1St aR.?lVLﬁ}g o 5 FHS : galloping sign - 5 4t sites
PV: presenting part small in comparison to igr“ge abdomen e
Inv: US v
Mechanism : Depends on the presentation of 1% & 2™ fetuses
Complications: pre yem
uphure. nembrumos

w” Oin 4) death of one fetus :  Jtrimester (early ) : Littlerisk /3" trimester ( late ) : ++ DIC onaveayeraond: J, - Béhv
5) PTL ( COMMONEST complication ) & prematurity complications ‘Tgnvc heparin @m\mhon ), “D

Management : > During pregnancy : more frequent ANC visits due to more ++ of medical disorders during pregnancy L_,sm\e
During labor :(» CS: if 1) otherindications of CS %ﬂ‘mb’&'“ 2) >2 fetuses &w -

[: 3) monoamniotic twins or conjomed twins 4) 1 fetus is non cephalic X e
VD :if 1* fetus is cephalic & no other indications of CS Teamive

Delivery of | 2 twin
W Uwg, If cephzlic (most common) if breech if trangverse
W ) " ROM & ROM & ROM &
O\ W Allow VD spontaneous Do breech extraction Do IPV & breech extraction

-
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Ll wks physhotkony
Cesarg&n Section k

Def : Delivery of a viaﬁe fetus through an abdominal & L_lt_illCiSiOl‘lS.'T
Types of CS : LSCSEtransverse incision (by default)
[ Vertical incision (in certain situations)
USCS (Classical CS) usually in PAS

2| wks
Indications: Loroaion ob

Maternal :\CPD / previous CS Gxppef L) Ggper ) Lot
Fetal : Malpresentations / fetal distress
Techniques:
LSCS USCS
Uses Usually done Lv\llw\’,"{ In placenta accreta
Inc of O .
02-09% x10 times ( 2-9 %)
rupture
Formed of 2 ms layers | Formed of 3 ms layers
= less Hge / better = more Hge / less
coaptation / less coaptation / more
Scar =
hematoma hematoma
- better healing = worse in healing
(strong scar ) ( weaker scar )
. Better peritonization & Visceral peritoneum is
Peritoneum . . adherent
less adhesion formation .
- more adhesions later

Complications of CS :
- Intraoperative :

* Anesthesia complications

* Injury to bladder/ intestine / BVs
® Early post operative:

* Reactionary Hge

* Ureteric injury symptoms / fistula
9 Late post operative

* W(I))und 1£)1fect10n'° we ¥ Quingge S 200 W bl:. \i:;ﬁ"l

W

No Vegyrerd
Aviol

nn esed
‘MIE\IS(J&"’” e

* Paralytic ileus , acute gastric dilatation->tJte™
* Thromboembolic complications-valiry e
* Adhesions & subsequent tubal & peritoneal factors of infertility
| * Placenta accreta if implanted on the scar site |-k (is\e
A\l o \
NB : VBAC ( Vaginal Birth After CS) or
TOLAC ( Trial Of Labor After CQ’JL:,\’
Prerequisites :
-Only one previous LSCS
-(Nevenafter USCS (classical CS), hysterotomy or
myomectomy scars
- No current indication for CS
Complications of VBAC : rupture uterus
“ Previous normal VD followed by CS improves the'chance
of a safe and successful VBAC ”

Episiotomy

Definition : an incision in post vaginal wall ,
perineum & skin done during vaginal delivery
to widen the vulval introitus for the fetus
\ O
Indications:
Maternal :I: rigid perineum
instrumental delivery

Fetal :#» macrosomia

malpresentations or malposition
= prematurity ( to avoid sudden

compression & decompression of

fetal head )
Timing : Just before crowning

Types :

exterd Yo ondl -
* R

Median e Mediolateral

No extention to
anal sphincter &
rectum so avoid

More anatomical
More cosmetic

Less dyspareunia

= damage of anal
Qo . .
| Less pain sphincter
- Less blood loss (ONLY
Easier repair advantage over
median
Better healing episiotomy)

Complications :
- extension to anal sphincter in median type
- hematoma — Infection

- later dyspareunia

Analgesia & Anesthesia
Anesthesia in labor

Spinal is anesthesia of choice for CS : in subarachnoid space

( hypotension & headache, - IV preload is needed )
Epidural :
( hypotension , - IV preload is needed )

General : IV anesthet1cs as thiopental Na (ketalar) , in addition to
inhalation gas drugs as N>O & O;
( affect fetus & mother )

in wgqv_\g
Analgesia in labor

&3«%

1) Pharmacologlcal

Local
1) Narcotics: 1) Epidural : used all through
*Pethidine labor
X b
*Morphine DIO ie: intrapartum & postpartum
*Butorphanol <’ * 5 georeecio Side effects :

* block motor too

|
(not just sensory )

* loss of urge of straining
* accidental puncture of dura :

Side effect: Neonatal RDS if
given < 2hrs before delivery

Antidote : naloxone ( Narcan )

headache
2) Non- Narcotics : 2) Local infiltration anesthesia
* Benzodiazepines: diazepam | (é lidocane )

Most commonly used

( for episiotomy or tears )
3) Pudendal nerve block
At level of dschial spine,
injected through the vagina

( valium )
* Phenothiazine derivatives

3) Inhalation :
*N,O+ O, P 50:50

( laughing gas ) 4) Paracervical block

* Trilene * Injected on either side of the
(obsolete due to its toxic cervix through the lateral
metabolites) fornices

* Side effect : fetal bradycardia
(= rarely used )

IT ) Non-Pharmacological

1) ANC classes ( how to relax / breathing excercises / abdominal &
pelvic floor ms exercises )

2) TENS ( Gate theory of pain )

3) Acupuncture ( Gate theory of pain )

4) Water birth

Notes of Dr. Nadine’s lectures by Reem Abdelhakim
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Assessment of fetal wellbeing @

oo™

Antepartum
( from viability till labor )

Intrapartum
(in 1%t & 2" stages of labor )

e

W (cunt
{ 1) DFMC : 10 movements / 12 hrs
%‘)m NS§T fetal heart acceleration in relation to Qs/r_nwents

et =1 L, Orope # =
(for 20 min CS“* ol 2 plnpe:
oL ¥
@ 15 b/min acceleration for 15 sec ( = reactive NST ) B o
mevenenk =auderdion\ |15 b/ min 15 b/ min
Non teadive SHEs vesr sec sec =
wveod < & b
e # 20 min M’)ﬂ U\N _\M—
e If non reassuring NST — Repeat for another 20 min
e If non reactlve NST-— - Do BPP
Laik S tnoveme wstnak 202
3) ENPP US fo detect ( movement / tone / breathing / AFI )
yphsial Qﬂ,m
Each 1tem if not present “‘m““’ ool
[:(2) if e "
if presen
SAUN L Cak *Hbc\ oS an
= Total score = .
If<6 /8« do doppl e S
[ ] < K
o doppler ?Q o

};\2\\

dov
¥ N)Im(l.’ Q l

4) Doppler study: for umbilical artery , MCA

\é Pe({'\lS\Oh d‘ b\m‘l {4 WN A
e If ++ resistence ( low flow ) - placental insufficiency
e If NO flow - Alert sign
e Ifreversed flow - Action should be taken Doowm mew&
Consider termination: 0?'%:1 OR CS Cor rerenm +

NB : If high risk cases - assessment of fetal wellbeing
DFMC — done daily

O'Q}A\\_QD

1) Passage of Meconium ( in cephalic presentation ) :
indicates fetal distress

relation of FHR to uterine contractions

2) CTG : 9 @(Dbeg
-(N) FHR = 110160 b/min (TR~ Vraxd)
e If <100 bradycardia { TG ONLY FOR
= fetal distress ! HIGHRISK i

e If > 160 tachycardia Coamn
-Loss of beat to beat Varlablrty = fetal acidosis,
-Early deceleration = head compression @ C’l\d \ml-h (ont

b Conl= + wsith @nt
-Variable deceleration = cord comgressmn ( exclude cord prolapse )

( sp if persistent late deceleratlon)

-Late deceleranon' = etw 1 di stress
0'*’—“3} No mnve“ﬂx!'\ o

-Sinusoidal rythm aqﬂy
3) fetal scalp PH PH =7.25—-7.35%~ .
) PP : . ¢ phalic + oo
o [f7.2-7.25 — -mild acidosis
o If <7.2 — -severe acidosis leaks
Management of Intrapartum distress ( asphyxia )
Yoot € % : ; ;
4 omwsh - Stop oxytocin / give IV fluids
+p) exwniudid mask Oz / put ptin Lt lateral position

..
Pers1ster*1t distress Returns*back to @

Immediate Termination continue labor ¢ close observation

Not }ully fully

NST / BPP = done biweekly dilated dilated ,
Doppler — done weekly S VD Forceps in cephalic pr. No \ouwur (i)
£m Breech extraction in breech pr.

> Lol pev(os\m -5 by —>deaelond$h
[Compensairfi

e
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Ditk._(omphmkions. -3 Dikk manoes

ook
Prererm Premarure re pn

PPROM vs 6
T L STNWMS
Definition : ROM after fetal viability & before onset of labor
Incidence :10%
Etiology: & Idiopathic & ‘
Infection ( commonest ) : GTI, UTI .
Cx incompetence kS oxoxiony
Polyhydramnios — o\ toupfen Mefl =
Local membrane defect /ismoking
Complications :

Maternal : infection : Chorioamnionitis ( most serious ) ofs U RIS
Fetal: ‘Preterm labor within 24-48 hrs (.commonest ) o ) e
Clinical picture : s awnt
, he , oxcessive. disdape ligpw)

Symptoms : gush of fluid—woybe U ‘_'L?b e Q;i‘;L 3 e oltl

Signs ;% General : fever ( in case of infection ) wee amotnks
-+ Abdominal : FL < period of amenorrhea / ne
tender uterus in chorioamnionitis

\ade = PV(under STRICT aseptic conditions ) :

[srel.  speculumyfor fluid pooling in pgﬁstherclg fornix [s e i wg b

Investigations : frgn cx  audl e e '
Confirm diagnosis : Speculum / Nitrazine paper / Ve fern / Amniosure
Detect complications ( infection ) : CRP / TLC /DLC /ESR

US for@F) : If<5 = oligohydramnios +i¢ & \wy ke

Al *_-n\u—(iml’s

Management : ANTIBIOTICS give Sreyodd 9‘;&5 .........................
<36 wks e i dte 06 g
> IF E NO maternal or fetal complicg\?}‘ofﬁd@ : TOCOLYSIS!
NO Ut contractions M‘Z:\}Me i
| of
Conservative : Antibiotics pophylachc CQO@% _?dqm:e‘vj
+ Follow up maternal & fetal conditions

> [F » > 36 wks o hreald
EOR Presence of maternal or fetal complications choroamMn0 Ren

OR Presence of Ut contractions less. & sion o wix

Antibiotics + Termination ( whether \Q%r CS depending on
obstetric condition )

Oligohydramnio

. Gooniokic Cwid ivdex
Def: | liquor <500cc  AFI < 5o

or  deepest p(\)agEet < 2cm -
Inc : 5%
kam N\OYQ'W)}Q
Et: custhow A U8

( | production by fetus or placenta)
* Renal agenesis
* Pl.insufficiency

Cl.picture:
* Small size abdomen < amenorrhea
* Picture of the cause (eg : PE)
ok L5 BN
ownnickic flid sed%. Normaly 1020 G
/ AF1 / Deepest pocket
then neaSNe pggliness by i

Inv

US for volume
T;dwm'on & 0\’()%

Complications:

* Of cause ( placental insufficiency )

* Limb deformity / lung hypoplasia /
amniotic band syndrome

* Cord compression / fetal distress

o
Ttt:

Depends on etiology
i nr
ein idiopatic hugpe o
, n
oo @ quse presive mun\frgr&h?
with igparhic — QRIS
ANe Omoioinlusion iR X

: * Amniotic fluid functions : protect from infection / regulate temperature / lung expansion / limb movements / nutrition

: * Amniotic fluid composition : 99% water, clear, alkaline / mainly F E‘TAL contribution :

Polyhydramnios

(Chronic hydramnios)
Def : 1 liquor >2liters AFI > 25Cm
or  deepest pocket > 8cm

Inc : 0.5%

Et: | swallowing by fetus

or 71 production

* Idiopathic

* DM (‘uncontrolled )

* Oesophageal or duodenal atresia -sengin

* Anencephaly

Cl.picture:

* Oversize abdomen > amenorrhea

* Pressure symptoms
(‘as resp. embarrassment )

* Picture of the cause (eg: DM )

Inv:

US for volume / AFI / Deepest pocket

Complications:

* Of cause ( uncontrolled DM )

* Pressure symptoms

* Sudden ROM , Placental abruption,
Cord prolapse

* Malpresentations , Dysfunctional
labor , Atonic PPHge

Ttt:

Depends on etiology

NB: Acute hydramnios:
polyhydramnios before age of viability
(24wks ) associated ¢ chromosomal
anomalies , causing rapid
accumulation of liquor & pressure

symptoms
ttt: induction of abortion

paze5 1
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Preterm labor

Post term pregnancy

Definition: start of labor pains after fetal viability & <36 wks

Incidence: 5-10% S

Etiology: = Idiopathic / miscalculation .

~» Cx_incompetence / septate or bicornuate uterus

> O_ﬁr(h stended ut ( polyhydramnios / MEG / fibroid ut )

~»> Medical / obstetric indication for termination. Los¥onuy

> PROM / GTI/ UTI/ smoking / excessive physical activity

=» [atrogenic ( induced PTL in complicated uncontrolled
pregnancies)

Clinical picture:

Symptoms : true labor pains < 36 wks

Signs: General : of cause or risk factor

EAbd : true ut contractions / cause
PV: start cx changes (dilatation / effacement)

Complications (ALL FETAL )
> RDS / Retinopathy of prematurity / Cerebral hge
-» Neonatal sepsis / Necrotising enterocolitis
Investigations :

—> CTG to confirm PTL  inomperence (whooc
~> US : short cervical canal <2.5 cm 525 Cm

—» FFN (Fetal fibronectin): from 24-32 wks —3\
@ absent , if present ( by vag swab ) «~ 50% PTL within 2 wks
Management:ct T < Lobaby sependrion

*C,( d\\(ﬁﬂl’\bV' s
* Prophylactic against RDS: steroids 24mg IM Opsa o give Sewids
& delivery 24hrs after last dose : Ne  \ew\Hes

Betamethasone ( long acting) 12mg 24" 12mg
Dexamethasone ( short acting) 6mg 3! £ 6mg 21 6mg 13 6mg

* IF still in latent phase (Cx < 4cm dllatatlon & < 50% effacement)

can use Tocolysis to delay labor till Steroids work / NICU transfer:

1) Ca channel Blocker ( Nifedipine)
2) B2 agonist ( Ritodrine)
3) PGs synthetase inhibitor ( Indomethacin ) < 32wks—ycasse promahurt
4)Anti- oxytocin ( Atosiban ) Cosye  dudes
5) MgSOq4 if <28wks to prevent CP pltedoss

Definition: pregnancy continue afterweeks
Incidence: 5-10%

Etiology: > Miscalculation. K, pun 4 b
Idiopathic. with OB <
| Anomalies as Anencephaly. dhgion

Placental cause

Clinical picture:
=» Symptoms : of cause / may be oversized abdomen ( 80%)
= Signs : may be normal or oversized abdomen ( 80%)
Complicgtions: Pekal >
> 80% LG (g\}’ normally functioning placenta) thaunssn i
= 20% IUGR W1th its sequelae (in placental aging)
( postmaturity syndrome)
=» | liquor / meconium stained liquor

& meconium aspiration during delivery

Investigations:
US : for AFI/ placental grading cenlivm &5 Grabarity)
Growth curves ooy e bapys
Management: aeesnad ©

Assessment of fetal wellbeing ( DFMC / NST / BPP / Doppler )
When to terminate: 42 wks
E occurrence of labor pains
occurrence of complications
How to terminate: IOL
C/\ ok > ©d Aﬂnb

£ P Oxytocin : If Bishop > 5

) PGs : IF Bishop <5 W & ““?\‘“Q‘\WU‘\
0 1 2 3

Dilatation closed 1-2 cm 3-4 cm >5 cm

Effacement <30% 30-50% 50-80% >80%

Position posterior mid anterior

Consistency firm mid soft

Station -3 -2 -1/0 +1/+2

6) Natural Progesterone (17 OH Progesterone caproate ) IM weekly

Bishop score

Amniotomy 185 — ink, ing, o e CGugedpion
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o ccseenityy Fetal growth M(hsorders o R

wepsimerks = o TU et
Fieo  ARC Al T L W

- ) \erefh) , = W \e
e koo - AGA)sewenqe & Gh s g
PR iy
§GA (IUGR) S SGA LGA (Macrosomia)
ﬁg*:\isio o eshickinn
() \J

Def: < 10" percentile for GA

Types:
1) Symmetrical 20% ( fetal / intrensic) causes
2) Asymmetrical 80% ( maternal / extrinsic) causes

Et:
Fetal : ch.anomalies / infection in utero -sisist st xf«s%ex.,gm

Maternal : pl. insufficiency (qrexaC 33N Sedrinsic

Pathology : brain sparing effect in asymmetrical [UGR
Lot moner i anemic b Q) €tk — exeg- Brain — Vet peented  _y Agym
Cl.picture : to organs Z’m'\‘ﬁ‘"&a;*m
Symptoms : small sized abdomen ( < period of amenorrhea )
Signs: [: General : of cause Qnemic + KN + (o 2o weigk

Abdominal : || FL / || SFH (24 - 32 wks)
spnisobundal Weight  cm = we

Inv:

avephalde OAE V2w

Def : > 90™ percentile for GA
Et : Idiopathic / DM / Past date | tukiqui | obesity

Cl.picture: [:Syrnptoms . of the cause / oversized abdomen
Signs: »General : of cause
Abdominal : ++FL / ++SFH **
Inv: —

1) To detect etiology
2) US for fetal growth curve assessment:

ttt: depends on etiology
Delivery by IOL or CS according to obstetric indication but
avoid Instrumental delivery for fear of shoulder dystocia

___________________________ amise) Wepngms_ _ _
IUFD e N
Definition: Death in utero after fetal viability *&" 5", sy

1) To detect etiology
2) US for fetal growth curve assessment: o Cravce@e
* In symmetrical [UGR » -- BPD , -- FL & --AC

* In asymmetrical [UGR - (N) BPD & --FL --AC

Dogplef OS - MCA - yebilid ©- ?m

[11 5 i € "Gl gerusion X
e Veogin

according to cause

Idiopathic in 50%

* NeonthlL  dath >
tearh  abler M“RB

30 Maternal as in placental insufficiency
\(w . . .
o Fetal anomalies / infections
Cl.picture:[: | or NO fetal movements

1] FL < period of amenorrhea
Complications : DIC ifretained for weeks
ttt:r” Wait fg)og gpontaneous labor pains while closely monitoring

fibrinogen level , FDPs to guard against DIC

> If anxious or start complication :

Etiology:

Terminate IOL OR CS according to obstetric condition |

HS
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Fetal asphyxia

( In utero )

Neonatal asphyxia
( Post natal )

Def: |O, & | elimination of CO, « 1 CO, —acidosis (PH<7.2)
Etiology: 1) Maternal : uncontrolled medical disorders )
2) Placenta : separation / insufficiency —> Conic

3) cord: prolapsed / loops around the neck

4) fetus: anomalies / instrumental deliveries

Cl. Picture: (FETAL)
1) Abnormal CTG in assessment of fetal wellbeing:
- Loss of beat to beat variability W

- Sinusoidal rhythm ,
- Late deceleration (sp.persistent) \Y\thPa/ﬂ‘“«m
- Brady <100 Tachy >160 b/min
2) Meconium stained liquor in cephalic presentation
3) Fetal scalp PH < 7.25
Management:
* First aid measures:
1) Stop oxytocin + IV fluid rehydration
2) Turn mother to Lt lateral position + O, mask
3) Atropine to the mother
* If distress
Relieved : continue VD ¢ continous CTG monitoring
Not relieved : immediatle delivery

| }

Def: |O; & | elimination of CO»
Etiology:

» 1 CO, —acidosis in neonate
—» persistent fetal asphyxia

— morphine given to the mother 2 — 4 hrs before delivery
— meconium aspiration “Dgwe Nabxone

—> cong anomalies of respiratory , circulatory systems

—» prematurity

—» birth injuries

Cl. Picture: APGAR score at E’t

Imin for need of rescussitation
Smin for prognosis

0 1 2

Appearance Trunk — pink _

( color ) Blue Extremities = blue Pink

Pulse — < 100 b/min > 100b/min

Grimace — : Active cough

( reflexes ) Grimace & sneeze

Activity . . Active

( movement ) Flaccid Some flexion movement

Respiration — Slow , irregular Active cry
Ttt: ) Max — 10
» Prevention > proper ANC & control of maternal diseases

proper intranatal care f Proper use of Instrumental delivery

* Episiotomy whenever needed
* Proper use of morphine
* Care during delivery of

>ttt : A (Airway & suction ) after coming head

If engaged presenting part If not fully dilated B ( Breathing & O, mask ) Y
& fully dilated Cx l C ( Circulation CPR & warmth ) ¥ 2PH,CT
D ( Drugs ) Naloxone : morphine antidote 3 teml iwoed
Forcens ‘ CS NaHCO;5 : to combat acidosis
Breech expirac‘[ Adrenaline : to combat bradycardia
Antibiotics : in case of sepsis
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U adicduye  AHey  \doy

Puerpurnum

Definition : period of 6 wks following delivery during which all

ohoh 2ps  changes that occurred during pregnancy , will return

3¢ No intercanse — W X —Drisw of inked-ion.
back to normal. %15 IO N eant

Changes:
Uterus:

d\LQX 2w\ 9 whe O uhe
—~ Lochla(endometrlum) rubra » serosa » alba Lot
~> Myolysis bty whie
— Size at umbilicus on day of delivery
3
then'SP (@wks later) 0l o

Ut oh e uophons
"“&",‘L‘:L‘:"‘ then pr prepregnancy size (\4wks later )
—> After pains: contractions that occur — specially ¢
breast feeding — to help uterine involution >
—> (Cx & lig back to normal (4wks later )
Vagina / Vulva I:: Reformation of rugae
oeoachin Ggpping of Yulva disappears
—> PRL for milk formation
~> Oxytocin for milk expression
—> Colostrum (++Ptns , ++1Ig, -- CHO, -- Fat )
ﬁrs@days then m11k expressed — kil il foa toske
—> lactational amenorrhea in 50% of females
_» pigmentation of areola remains ¥
vital signs : = BP back to normal
> ++ T°, but <38 in 1 24hrs after labor
—> Transient ++ pulse tathy
—> Diuresis ( retention only with painful episiotomy )
—> Const\/vlgzi‘u/on ( due to lax muscles)— 6 gHcann k10

M| %

Breast :

Jay

6

- o e ¥ —> Emotional liability ook
Rect <:;‘\-s“‘:1:m,a —* Post partum blues are very common ( needs
A?-M;;gnan(\/ . support & reassurance) but rarely depression”

( needs ttt) & psychosis (needs hospitalization )
.0k post Palbun hyper congle B0 ol Hhouph PRI

S — dcharge okey Uz hre

Eﬂr\‘ﬁ I"nlc'l:)‘éram lwee\k after labor , then 4%5\9)wee\-ks later
to check :
* vital signs returned back to normal «
* breast feeding & no milk engorgement—
* uterus back to normal & lochia~
* abdominal & pelvic floor excercises”
* wounds : CS or episiotomy wound—
* care for bladder & bowel by normal evacuation~”
* contraceptive counselling”  Brenck ledivoy anle

[Puerpural pyrexiaj Lab &

¢ Letho Royev

Definition: ++ T° > 38° after 1% 24hrs of delivery , per31st1ng
for 24hrs or recurring within 24hrs till end of puerpurium.

Etiology :

1) Mastitis / Breast engorgement ( most common )—& the
Sowld alwoys
omin il

2) P. sepsis ( most serious )
3) UTI

4) Wound infection

5) Respiratory tract infections as COVID — 19 infection
6) DVT , Thrombophlebitis

7) other causes of fever as typhoid , malaria.”

@me&\'e
W ool
«\*{9“"“"

ons2y

p.sepsis until proved otherwise ”

“ Any case of puepural pyrexia should be considered

Page5 5
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Py doys  glver on stal-_exercise

- e T ol eany
Puerpural Sepsis (3¢ causc o Saidmal mostaliiy in Egypt) iy
Definition : Infection of the genital tract after labor Investigations : Gl B
till end of puepurium * To exclude other DD : N+ gyidante
Etiology : - Breast exam ( for engorgement & mastitis ) hgeo
= Predisposing F : » General : | immunity/ anemia / DM - Chest X-Ray ( for chest infections ) - Urine analysis ( for UTI)
Local : tears / septic conditions / la@@¥ions - C/S ( for wound infection ) - Doppler US ( for DVT)
instrumental delivery * To confirm diagnosis :
Prolonged labor & prolonged PROM - Culture & sensitivity from discharge ({(3(_
Retained parts of placenta or membranes - Blood test (++CRP , ++ESR , ++TLC ,++DLC (shift to the left) ,
= Organism : Polymicrobial ( Gram —ve / +ve / anaerobes ) ++ staff / segmented ratio )
= Route of infection : > Ascending from vagina _Pelvic US s b e it thew o wkained poowks 3 DaC
FAutogenous from elsewhere in body Treatment :
» Exogenous from attendees * Prevention :
Pathology : - by proper ANC ( control anemia , DM )
17 site ( symptoms immediately after delivery ) ORNEN - 1*' stage of labor : |-> Avoid prolonged labor
* Uterus (putrid endometritis ,septic endometritis) , ()((ABG -+ Give antibiotics in PROM
Cx, Vagina , Perineal lacerations - 2™ stage:— Proper use of instrumental delivery
2% site ( late symptoms after 7-10 days ) |_> Proper aseptic techniques while doing episiotomy
* Parametritis , salpingo oophoritis , peritonitis , - 3" stage:»Explore placenta & memb. for any missing parts
pelvic thrombophlebitis ( after 14 days ) Repair of any laceration under aseptic technique
Cl.picture: * Active ttt :
> Putrid - Hospitalization
Symptoms: - IV fluids / IV analgesics / IV antipyretics
* Fever/ foul smelling discharge / lower abdominal pain / - IV antibiotics »Cephalosporins for Gram +ve 61 fene\W\"
+ oedematous white swollen limbs ( phlegmasia alba dollens )0 | Resk Gentamycin for Gram —ve
Signs: MrowphlepS HpohC ¥> | ( Max for 3 days as they are nephrotoxic )
* General :Fever / tachycardia / toxic facies / dehydration a\anm " »Metronidazole for anaerobes
* Abdominal : t%‘r*lhé\}ness / guarding / rebound tenderness * Special situations : ( in addition to above mentioned ttt )
* PV: jumping si%n / h(})ors‘ev;‘i}}(')aec indpurxatéb(a.n -around Cx - Abscess : drainage
*+ L affection : swollen Wh‘itesﬁagm%ul limbs - In retained parts : Ecbolics + D&C
* Septicemia in severe untreated cases - W - Infected wound : remove suture& drainage
# Septic : involuted , no pus inside the uterus , X Qw(@ - Septic thrombophebitis : anticoagulants& immobilization L\g
very bad general condition - Pelvic abscess: Fowler position + drainage by colpotomy 8
aumAde s gl Doglv gouch <
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Types:

Fetal bil‘th illilll‘ieS%au oL Phem & preventable.

Definition: Injuries of fetus at birth (iatrogenic)
Etiology: (Instrumental / prematurity / CPD .....)

1) Bone i 1n]ur1es
- Skull : + ICHge* (ch[nlw

ok ermon ey
Yo baby when \o* oper
Uk 40w by \cnile

Subperiosteal Hge Caput succedaneum ( scalp edema )
( cephalhematoma ) ( chignon )
Wrong application of forceps / Cervical caput: prolonged labor /cervical causes
Causes | * Depressed fracture or fissure fracture Pelvic caput : obstructed labor / CPD
Artificial caput: ventouse application
When | After few hours At birth
Overlie a certain bone Lowlizes Any area of the scalp (Sluin)
Shape | Never crosses suture line May cross the suture line &W)W“'
Skin over it is normal Skin over it is echymotic
May be infected — proemiwkic @ox Subside spontaneously
Calcification in 1-2 days
Fate Hyperbilirubinemia
ttt: [: Expectant ttt (Antibiotics & follow up)
Measures to | ICT (in cases of ICHge )

- Other bones : humerus / clav1cl§/ sg;ne  injuries / shoulder dislocation {1\ \ev h@&\\\’\_‘j

= ttt: Splint / slab’ ( for long bones injury )

2) Muscle : as sternomastoid =» ttt: Passive tractio

3) Nerves :

4) Organs : liver / spleen / anus / hymen

Brachial plexus

- C5,6 : Erb’s palsy ( Policeman tip position )

- C8,T1: Klumpke’s palsy ( failure of grasp reflex) ( Ape hand ) p=» ttt: Physiotherapy
Facial nerve injury : ( flat nasolabial fold )
due to forceps pressure at stylomastoid foramen

(‘as in breech delivery )

Klumpke’s

palsy
(will resolve if edema)

NB: proper management of the 2" stage of labor will prevent most of these iatrogenic birth injuries Erb’s palsyr
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Rh isoimmunization o Biood fnfusion wve

Definition: hemolysis of fetal RBCs by maternal Ab ( problem occurs when maother is Rh negative & fetus is Rh positive )
Etiology : sensitization of the mother by — Rh —ve Mother received Rh+ve blood transfusion ) ,
W expoeste Gxon \gM 2 expesue e s b E: Rh —ve Mother: x i Rh+ve Father i Rh+ve fetus \'hm\'{"‘ 9\‘ 032)
Pathogenesis : o dd — ixi DD (Dd) o sgpend-ion ob
. —— R — e Labor
Dd (100%) Dd (50%) & dd (50%)
- 15 baby may be affected if previous maternal blood transfusion with Rh-+ve blood
- Fetus may be spared if : (= 1 baby
2" baby but 1% one was Rh-ve ( heterozygous father )
With ABO incompatibility
Small amount of exposure
Effect: depends upon E Immune system of the mother

Associated ABO incompatibility
She may marry Rh —ve or heterozygous Rh+ve man
Clinical picture: (FETAL ONLY) Hemolytic anemia ( mild form )
Neonatal jaundice : Icterus gravis neonatorum ( commonest & moderate form )
+ kernicterus if bilirubin > 20 mg % cross BBB
Hydrops fetalis ( severe form ) » anemic HF & generalized edema ( Buddha attitude )
Investigations: > Rh blood group of mother & father
Indirect coomb’s test to mother

mwmsuz Amniocentesis ( if indirect coomb’s >1/,, ) —> (%\‘_“”‘““ ¥ ﬂ—g“ by 2
US for fetal anomalies ( HSM / Ascites ) L’N'Emy
Treatment: = Prevention: Anti D (only for non sensitized Rh —ve mothers )within 72hrs of delivery of Rh+ve fetus & at
28wks GA & immediately after any procedure done during pregnancy ( Abortion , Ectopic , Amniocentesis , ... )
sowower wven woiver = If indirect coomb’s < 1/, —>repeat after 4 wks Ve
mg’ﬁzed by +owsbusion or ok mother [: S 4 . .
previs Getnl e + WO o e /16 —»amniocentesis
w\\." dvede Q) fekug e m *
I e If 1 bilirubin & | Hb ( + hemolysis ) Hb (N)18gm% |, bilirubin (N) < 2 mg / dI
v v
< 34wks > 34wks Follow up with titre
¥ \
Intrauterine transfusion Terminate
=> After delivery: exchange transfusion for the baby with O —ve blood

=» Definitive ttt is plasmapheresis for maternal blood to remove antibodies (very costly, available in limited centers, doubtful prognosis )

Notes of Dr. Nadine’s lectures by Reem Abdelhakim www.nadine-alaa-sherif.weebly.com
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Hoiows VTN b ‘o okher

Quis? Sme aF Nty
ow nor et baby (CHIBNC

e 1) Pregnancy Induced Hypertension (PIH) mst
Definition : HTN + Ptnuria > 24 wks "“\@‘L‘E’b "*m”‘w 2 Nomnolly  BOY with ¥
Types : abttr deivegy *

* Mild : BP > lljlpn(ng‘bpm >300mg
* Severe: I::uncomphcated : BP>160/& or 110, ptn > 5gm ( no symptoms or lab changes )
complicated ( ¢ symptoms or lab changes in addition to the above mentioned criteria )
Inc : 4-7% ( one of the leading causes of maternal mortality )
Et:» Risk f : i_y_@ / renal disorders / SLE / QPSV/ \2‘*1\21‘ /;JJ{EKCG ( v.mole / MFG ) thofic. YW | 90X
1 : . oong »
TheOFralleiiuglfepi;h?f(?glifli(l)aggt.ic invasion in spiral arterioles ok p\aLerﬂ-a -3 Novanslly me
_— omud PR
mus@loa g Cunttriondd ﬂ» layor o bleo vesel .\;\';) in
Narrower vessels with ++ vascular resistance [UGR
Nep > & release of toxic mediators

Serions
W) Hioester

» || placental perfusion

<in Chionic
Reaching all or any organ ( liver / brain / retina / kidney / BVs ) 4nis not pen-Ly, Ch. Fetal distress
So affecting their function occulk eerva -3 gonequli oemay
(o Seew guet

Cl.picture : & (1|20 noniler i ° By
disease of Signs 1BP / ptn in urine / weight ( due to occult edema )
B oSHecon,

ymptoms ONLY in severe PE :
e eolema

* Headache
* Vomiting } brain affection

* Blurring of vision ( retinal affection )

\ivex

* Epigastric pain

* Rt. Hypochondrial
pain ( liver affection )
LR

M

| * | DFMC ( in severely affected fetus ) |

Warnin
* Vaginal bleeding ?? * QOliguria ( in kidney affection ) |4—4\C" 1y signs g
( Accidental hge) ( APHge) * LL oedema | b 65L
— DD : of 1 BP / ptnuria / edema ‘ vemotsis of TLRC dwe
Complications : >Maternal : »Severe PE ¢ symptoms or lab changes (HEREP ) :“ES&T’ Maternal
Retina / liver / kidney / brain / DIC ... mortality

Eclampsia ( convulsions ) W o BF
. HRwes Wt low
o LcfalJUFD - Onetle Neuw

9 Pokignunia >W0/00

Medical disorders during pregnancy

Oligohydramn%s"mw* Complicated : IF Symptoms or lab

! Hypertensive disorders of pregnancy : |

\ * Preeclampsia(PIH) : mesh 0L !

! HTN + Ptnuria > 24 wks GA :

¥ * Gestational HTN : HTN > 24 wks GA

B * Chronic TN :HTN < 24 wks GA \own™ |

Y4+ Superimposed PE : chronic HDI?_I:E :
1

Ttt: #* \\@ d)n"}' y ©F to St lower .
g \ wso) Anti WiN

Mild PE : ®80n, (0%, 2%

continue to term but NOT post term

¢é close observation
Severe PE :

changes :
M/&SQ4 & Immediate termination

*Uncomplicated :IF only BP & ptnuria
NO symptoms or lab changes:
]

v v
<36wks >36wks  #0T
Antihypertensive v el 1
& close observation MgSO4
Till: » reach 36wks + terminate
E labor pains
occurrence of complications

Eclampsia:
- MgS0Os / Diazepam :

to control convulsions
- IV anti hypertensive

- Termination of pregnancy * W L
xCeve - RS Q_m&hq\,dqfk

NB:  Deag OSRITE S L petusiond

s
* Prophylaxis ? LDA /Ca/VitD

% Owonic W

o

Inv : ™ Maternal ?A“\/\C ratio > 0.3 , CBC ( Hb, Het, PLT) , LFTs, KFTs, S @
coagulation , fundus exam , ? CT brain ks SO, W | Uric acid : increases in PIH & used n
Fetal : US ( growth assessment , liquor ) / assessment of fetal wellbeing oicpptl for its prediction b\\:_.; dy:; * gc:f
\pacl | o
W odor
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2) DM with pregnancy
Definition : nv 4
. . . . . afrion
hyperglycemia / glucosuria / microangiopathy > Maternal : weive. sugos T e Q:;g 9?,&%:“\&5“.
Et: > Screening for all pregnant ladies (24-28wks):
: ) 50gm OGTT If > 140 mg /dl e 09 I
GDM : Only during pregnancy > Diagnostic : 3hrs 100gm QGTT o gese “eane led “?v)w\):g& Her I
. s . . 2 e
Overt DMH;,J" Typel: 1nsu11'n dependent 1_3 Chmﬂl.b L» Considered positive if at least 2 values are abnormal cd/\.:'ﬂ‘
Pre Gesfttiy Tyne |1 - non insulin dependent N : FBS : 90 mg % &
. Y he
Risk F : 1hr :165 mg"/f; pugne
old age , multipara , H/O of IUFD, H/O of congenital anomalies 2hrs 1 145 mg %
3hrs : 125 mg %

. . > HbAlc: to assess glycemic control over past@ months 0F
Pathophys’lolt')gy ) . .. ) ( best indicator for occurrence of fetal congenital anomalies) %N&MH
pregnancy is diabetogenic due to placental anti insulin hormones Fetal »US 2" trimesteric for anomaly scan Wnygni Q)
(PRG; Cortisol; HPL) & insulinaserenzyme |: I::Brd trimesteric for Macrosomia , Polyhydramnios

. Assessment of fetal wellbeing
Cl.picture :
—» Maternal: > 7 infection ( vulvovaginitis ) Pungcu. —shvea) ‘o@i’j Treatment:
(»\\“\:g:‘;gu Abortion / PTL / PROM / Puerpural sepsis > Diet + exercise : if blood sugar < 200mg/dl
‘,p,f,w w [ Instrumental deliveries » Continue metformin ( if was given since before pregnancy )
++ DKA/PE g uiine sRprsute esmtic spiObtTnsulin - if blood sugar > 200 mg /dl anolt m‘:g
—> Fetal :» Macrosomia {‘ polyhydram%;os wlremin - Mth 2/, dose atmorning & 1/, X d(t)gshe atnight  Not e
. ! n A~ nkeymedw-
Iﬂhﬁ&ﬁa@ Yool Ghicemia — Typert o 50:50 (r“g_ggﬁar : I‘\Q-(In)
- VSD ('most AETRIRIREI ) _ » xxx Oral hypoglycemic xxx as teratogenic & long acting so
- Sacral agenesi Ca}j‘lﬂgegresswn syndrome) difficult to be controlled hypoglyemic  com
(‘most specific ) ‘ » Delivery : depends on glycemic control
> Sudden IUFD (hyper + Ipo@iLamic) . * if good control - « wait for spontaneons lahor pains  — (\) o
— Fetal birth injuries & shoulder dystocia * if uncontrolled - - terminate after giving steroids for ) %~
*Nggnatal ™ RDS . lung maturity. 26 wolks Mo Rk
OCtEX - Hypoglycemia -3wper insdinemia pRicis L ‘
Wt e . ; ()
L ( give IV glucose to the new born upon delivery ) No W\Q"YEMMM - Q'buw‘i" dyskoci
» Hypocalcemia x* abugphon 7 o SN0 ‘ o
. P ijgyﬂﬁmla e brer jelivery  ne walkin akb ‘0\*’ mam/p&b}’l/\ll/\ N
e BteS 3 No gl abtech ¥ vt ey 2
- Hyperbilirubinemia b gL g
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3) UTI é pregnancy 4) Cardiac diseases é pregnancy

A) Asymptomatic bacteruria Types: RHDs (developing ) , CHDs (developed ) countries.
o e WNOONBIYIS Vo S W ARG Pathophysiology :
Def : > 100.000 CFU >+ BP = 11CO | x {{{TPR
o cowac\es woker i 1SV x THR i (hyperdynamic f:lrculatlon)
Inc: 3-7% of pregnant females g (o) SO > Waterhummer pulse: (S /D) difference
(11 in 2™ trimester due to stasis &“c*:’omgression ) > Apex :shifted to @D intercostal space outside MCL —>&Ce changes, Noally
. . on-Uieker > SQEt__& / appearance of @)/ Systolic functional murmurs (éout thrill)
Diagnosis : I:: urine analysis » ECG changes due to change in heart axis
urine culture & sensitivity Risk F : anemia / hypertension / infection / hyperthyroidism
>q01.. C.CoW = bmpeinin Clinical picture ( NYHA classification ) :
Ttt : outpatient I :Dyspneaon >ordinary effort I : Dyspnea at ordinary effort
oral antibiotics is a must as 30 — 45 % —» pyelonephritis III : Dyspnea on < ordinary effort VI : Dyspnea at rest
Effect (complications):
B) Acute pyelonephritis ( upper UTI) Maternal : Worsen NYHA classification by 1grade it dirady had kD
Def : upper UTI with systemic manifestations Fetal : LBW / IUGR / Fetal anemia o Yol ovedleed)
Inv: ECG / Echo / US for fetal biometry (SGA) -2
Et :asymptomatic bacteruria Management:
* In pregnancy
Cl.picture: fever/ loin pain -+ More frequent ANC
» Guard against anemia / infection / HTN / Hyperthyroidism
Complications: -+ Digitalis to be continued or started whenever needed
Maternal: pulmonary dysfunction from sepsis & anemias (LD * In Labor: —sSpnianens
Fetal : PROM , PTL , Morbidity & Mortality - Se}’ﬁmitting /'O, mask / Analgesics / Antibiotics

+ Avoid fluid overload : care ¢ oxytocin ( has ADH like action )

Inv :EUrine analysis / Urine culture & sensitivity > Shorten 2™ stage by forceps / | bearing down e in @ of PV

UsS + Smooth VD or CS ( whenever indicated )
Assessment of fetal wellbeing -+ In 3" stage : * Lasix to | VR & heart load * NO Ergometrine
* In puerpurium : LCT in Pk
Ttt: Hospitalization + IV fluids , antipyretics , analgesics > Breast feeding CI in HF , juow meowic 0t
Start IV antibiotics then modify according to C/S »> Proper selection of contraception - wsk kel > 100
5) Seizures (convulsions s Epilepsy) é pregnancy
75% remain same , 25% worsen due to metabolism of anticonvulsants. o Yonic sdnic = @
Effect of anticonvulsants on fetus : FCA , CP/MR ,- - VitK (€ phenytoin)
Management : p»Maternal : * Extra folic since before pregnancy 800ug daily * Monotherapy is better ¢ least possible dose to control seizures
Fetal : anomaly scan —T,)—gm_m Ls\enisk Dose

Page6 1
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6) Anemia é pregnancy

7)Thyroid disorders
€ pregnancy

8)Venous thromboembolism

Def: | Hb less than 11gm%

or less than 10.5gm% i rimester
Inc: commonest medical disorder during pregnancy
Effect of pregnancy on blood :
* Physiological ( dilutional anemia )

(+t+ plasma > + RBCs)
* Tachycardia & Hyperdynamic circulation
* Max effect at 20 wks owht
Etiology : rﬂypo(g\wumi‘
* Nutritional (Fe deficiency anemia) COMMONEST
* Megaloblastic (folic A. & Vit By, deficiency)
* Hemorrhagic

(bleeding in early, late pregnancy & PPHge)
* Hemolytic (congenital or acquired)
* Hereditary (thalassemia , sickle cell anemia)
* Aplastic
Effect (complications):

|:Maternal: easy fatigability , PTL , PPH,

Puerpural sepsis
Fetal:IUGR, LBW, PTL, neonatal sepsis , anemia
Inv:
» Maternal ( for iron deficiency anemia):
CBC / serum ferritin / TIBC
+» Fetal : Assessment of fetal wellbeing
Ttt:
» Prophylactic
> Mild (10-11gmv/dl) : oral iron - & months ¥ )
»>Moderate ( 7-10gm/dl) parentral iron — &€ ¢
»>Severe ( 4-7gm/dl) / Decompensated
( < 4gm/dl): blood or packed RBCS’)\”““Q"“M’
» Guard against PPH / P.sepsis

*Contmue iron in puerpurlum
| =+ ud—

1) physiological Goiter
Due to » ++ blood supply
}» - - iodine
+» ++ total Ts & T4
due to T TBG Bivdive) goowin
( free T3z & T4 unchanged)
sioeg@l B n <2
2) Hyperthyroidism
* Graves’ disease (cammonest
during pregnancy):
Autoimmune
* Complications:
Abortion , PTL , IUGR
*Inv:--TSH, + + freeT4 ,
+ +TSH receptor Ab
* Ttt:
Propylthiouracil + B /
Steroids
x x NO radioactive iodine x x

3) Hypothyroidism
Rare in pregnancy as it causes
infertility & anovulation
Commonest cause:
Autoimmune
(Hashimoto thyroiditis)
Inv:++TSH, - - freeT4
Ttt : Eltroxine -)\x‘e@ & Aymd

£ weesed dote
NB: Wi ey

Effect of pregnancy on blood: Noally O prgranty tree e o
clotting factors & - - fibrinolysis hupercuguble Sake o =
platelets activation PORge

Venous stasis due to pressure by gravid ut.

«+ Hthromboembolic events in pregnancy & puerpurium
Risk F:> 35 yrs , multipara, obese, VV, H/O of DVT ,
thrombophilia , APS , CS, sepsis sp . pelvic
Cl.pict of DVT: red, hot, tender , swollen calf ms
Complications : 25% of DVT will result in PE of which 15%

are fatal
Inv: Doppler US
Venography ( CI during pregnancy )

Ttt:
»Prophylactic :

* Hydration & mobilization cone

* LDA® l ade

oS

* Elastic stocking
*LMWH (clexane?)smgle SC injection :
in high rlsi&multlfactorlal till end of puerpurium
»Actual ttt :
Therapeutic dose of TV heparin or LMWH
& immobilization

-3

When to stop anticoagulants before delivery?
- Aspirin 1 week before delivery
- Clexane 24hrs before delivery

9)Pulmonary Embolism

requirements 71 in pregnancy

Cl.pict: Breathlessness / Hypoxia / Tachycardia /
Pleuritic chest pain
nv: > ECG changes
EVentilation / perfusion scan
Pulmonary angiography
Ttt: ICU support , O Therapy ,
IV Anticoagulant ( high therapeutic dose)

.......... OV N AMeARS. ... un ... }‘ mApilk..end. ok

\—n 008 Feedy
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10) GIT disorders with pregnancy

A) Emesis Gravidarum (NVP)

C) Jaundice with pregnancy

ko LS coaths Pregnancy related:
Reassurance / small frequent meals / || fat & carbohydrate intake *Severe hyperemesis gravidarm O
ch) \mm‘\—i'(\; H f Y *Severe complicated PIH ‘\’GN%Q X P‘ig\%) o
B) Hyperemesis Gravidarum (HEG) D'";'fatl'le'l’at'c _chglg\s}gﬁs 20 whs GA AN s\\:;é W
DNo ety o Yomive — DenyOion —3icetont et : cholestasis & pruritis wks ‘ o
m\m\«% . o _ Y 2 G awa Inc:1-4 % , Etiology : unknown ?! genetic ;@\ﬁ
Def: Excessive vomiting in l_s_ttrlmester that affects general condition Diagnosis : (= Cl.picture : Itching éout rash , sp. palms & soles -
E Jaundice ( rare ) @
Etiology ( theories ) : ++HCG / - - Vit By ( Thiamine) / Psychogenic Inv: - ++ bile acids _
cealc mfng IR Mild + AST, ALT , Bilirubin
) oo, . Ttt: Symptomatic : cold baths , antihistaminics
Pathogenesis : Dehydration / hemoconcentration ‘ . EUrsodeox cholic acid tab
& Electrolyte disturbance / Starvation ketosis Termination if : teach 36 weeks / occurance of labor pains /
Complications | liver glycogen & ++ AST , ALT maternal or fetal complications
Mallory Weiss Syndrome *AFLP ( acute & may be fatal )
Wernicke’s encephalopathy Definition: fat deposition within liver cells in 3™ trimester
= affection of function +++AST & ALT
ATt T S . Incidence : extremely rare
Inv:Na™/ K"/ LFTs /Het/ chloride in urine Etiology : unknown ?! error of metabolism ( enzymatic )
o St < Cl.picture : nausea , vomiting , abdominal pain, jaundice
Treatment: Hospitalization / e Z e Ehypoglycemia , HTN (PE)
IV fluids & correct electrolytes coagulopathy , DIC
IV or PR Antiemetics Inv: ++PT, PC, INR, Bilirubin, AST , ALT , hypoglycemia
as metoclopramide , meclozine , ondansetrone ttt: prompt delivery ( serious condition )
Rarely termination ( in severe cases of encephalopathy) & ICU admission to support general condition
Not pregnancy related:
*Hepatitis
*Drugs / food
> — N nkx
11) Toxoplasma é pregnancy ¥&'io? TGwe

Et : toxoplasma gardii (protozon) & infection by handling cats excreta
Inv: IgM detection — infection ( NB : Detection of Ig G = immunity )

12) Rubella (German Measles)

Et : viral infection
Inv : Ig M detection — infection ( NB : Ig G detection — immunity )

. . T9omwe :
Cl picture : maternal : fever , lymphadenopathy, abortion , cong anomalies

Tt :sw ttt even during pregnancy I9G vve q &°
Tgn e — i)

Cl picture: abortion , cong anomalies
Ttt : prevention by giving Rubella vaccine before pregnancy
( live attenuated vaccine ) Kille) cotuing COM fale
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Prenatal diagnosis of congenital anomalies

Definition : In utero identification of structural or chromosomal (aneuploidy / non disjunction) abnormalities in the fetus for early management

(ie early induction of abortion if needed , counselling of the parents to be prepared ) * Prenceghadly é‘gg;;:‘%n
Indications: High risk cases needing screening # Down —3 conkrauorion
1) Maternal age > 35 yrs ( more risky for qup syngirome.) + pimi ORI o eubegenic .
2) Early exposure to teratogens ( drugs , radiation , infection ) ealy bebowe degposis <t v\2
3) Previous H/O of anomalies in babies or family H/O of genetic disorders PGy (oo tighey i ° J<
NB : If screening test is positive — - confirmatory test is needed ohe eyposar) Ojc:?{ ‘ﬁfg d by
Screening Tests Diagnostic (confirmatory ) Tests
( cheap / non invasive / high sensitivity ) ( accurate / invasive / high specificity )
1) Maternal serum biochemical markers : o ., 1) Chorion Villous Sampling : ( trophoblastic tissue biopsy )
- DMT : p HCG + PAPPA ( 11— 13 wks ) bsar - Agwce w mRSE L vaginal (at 11wks) / abdominal ( at 14 wks )
- TMT : B HCG + MSAFP + uEs ( 14 — 16 wks )l °- ey - both TAS guided / abortion risk 2 %
- Quadruple test : same markers as TMT + Inhibin A ( 16 —20 wks ) 2) Amniocentesis: ( Amniotic fluid & cells shedded obtained
NB : in Down syndrome all markers ||| EXCEPT  HCG 111 by needle US guided)
2)US: - abdominal at 14-16 wks

Mdul Hanclucenty - risk of abortion 1% , infection , ROM , Pl.separation

- NT, presence of nasal bone ( 11-13 wks )Notmaly 4 Srom

(NT > 3mm , hypoplastic nasal bone in Down ) 3) Cordocentesis : ( Fetal blood sample , US guided)

| Doencegoly o b)) excep 0T - diagnostic & therapeutic in exchange transfusion
3) Cell free Fetal DNA : (10 -11 wks) in Rh isosensitization
- used as screening & confirmatory - abdominal at 16-20wks
- non invasive but expensive & not available in all centers 4) Advanced US (level 2)

- diagnostic only for 5 -12 chromosomes
(including ch. 21, 13, 18 ), but not the whole 23pairs of ch.
as other diagnostic tests as CVS & amniocentesis

- anencephaly , cystic hygroma , skeletal anomalies ( 11-13 wks)
- major anomalies : NTDs , skeletal , cardiac , renal & GIT
anomalies , diaphragmatic & ventral hernias ( 18-22 wks )

ﬂ(b'm rY)oW)@(’g @\ax) 5) Cell free Fetal DNA: ( as before )
Prenatal diagnosis of Down syndrome
NB : PGD ( Pre implantation genetic diagnosis ): H/O : maternal old age
Done in association with IVF procedure Screening Confirmatory
Single cell at 8 cell stage or dozen cells in blastocyst stage : 10wks: Cell Free Fetal DNA 10wks: Cell Free Fetal DNA
— stage can be taken with no damage to fetus , to provide DNA 11 13 wks: |" DMT : 1 BHCG + | PAPPA | 11wks: Vaginal CVS

for PCR analysis for inherited genetic disorders. US: *NT > 3mm, 14-16 wks: Amniocentesis
* hypoplastic nasal bone

fo? d1agn051's of anomallqs beff)re doing the embryo transfer' &N | 1416 wks: TMT: 1 BHCG + |MSAFP +| uE;
preimplantation sex selection ( in cases of sex linked anomalies)” | 18-22wks: US: Other soft markers
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o) © seen- Fertilization , Implantation & Placenta formation
gh
o8
et
Endoderm 2) Implantation 1) Fertilization
3) Fetal development Mesoderm
Ectoderm
50 )
I N ¥
¢ %03@ [ OO Fertilizatloé\l\
Gaod S0, P TR S e 3 ol
a) Placenta formation < senphendo N e bl
-r) decidua + chorion ——aewve\mé \\“\:\‘\}u am% eﬁ Y & ;
;IN?T;“H on b oo S Q&\‘*L basalis 1 fron osum | 2) leave « &@Y (23X +23Y)
asali i e
(%i ‘é‘:‘ ngusmn 4 6XY
Placenta extra " polar body EF“M
embryonic = = » :‘q‘;‘“}\:’:&% ond &desyion
Cord tissue \@'\“’\, Spewn  oudens ’
b) Umbilical cord &% Morula (16 cell stage) P
T e T «\*““‘“‘a‘- Imbibe water & implant as
) \endvdemd_ \argers Fetus o e © Blastocyst - cw‘“\*-‘)
(embryonic disc) Invagination to form (o) l (o et m s d &ﬂ\m’) %
umbilical cord wuuevéme\mm“ dews e
w««‘

‘e bdecidua parietalis

) Fusion é
o Lun vera h
Yolk sac " &m*"’“(w P“’Sﬂg"" fon anft STOWERLOF
. . decidua capsularis embryo o»\’ng
¢) Extraembryonic membranes ( Embryonic tissue ) ) ok'lxe‘ \ v Qe
(amnion /chorion) Endo —Meso —Ectoderm ; ) v,,o& ty Hartman e
- < sign can &
1(3\\, A # 0 e end & \Q—h‘ﬂfﬁ“ occur before
§ A D ouertn G"m:) they fuse
W\ T crgawgenis th
\ @ 3 ecrodeim o mesdRim sedodtm Q""‘JOgs 9
.. . . ) i YT Sodding 0 Whe
d) Amniotic fluid (1.5 liters , 99% water) I D lusion ok ceuiden Sow 3 i
. onesen) Sigpers Al
Gt e ol T L
. ependion No pqm @
rgeon o JOIOTY! & puentn O
Hotm | &
&w'.’f.'&,_m_.&g“
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Placenta %‘i’néfMatemal surface (dull greyish)
Definition : interface between mother & fetus Cotyledon= unit of placenta 03 inch, = dress
Formation : Chorion frondosum + decidua basalrs . Fotal Surface éﬂstenmg)
Gross: 20 cm diameter ( drscmd ), 500gm weight, formed of 15-20 cotyledons ( unit of the placenta ) M I
Functions: T | Abnormalities : e
1) Transfer : » Simple diffusion : é conc gradiant as H.O , Oz, CO; | 1) In shape :Membranacea ( diffuse / large ) placenta ( Circumvellate )
N“*'f“’“ Facilitated diffusion : é carrier as glucose , ketones , FA | Bilobate : 2 lobes ¢ tissue inbetween
fxmavje“h Active transport : against conc. gradient as aa, Ca™" , Fe QEF““‘ Bipartite : 2 parts € membranes inbetween
S Pinocytosis : for large molecules as LATS , Ig \m\gdq& Succenturiate : one large part & another small
2) Endocrine :p» HCG : w to maintain CL of pregnancy in IStAvmk | accessory lobe ( may be missed & retained in. delivery )= m;:‘
Secndkiov HPL : ‘L)[tn main metabolic hormone , provide “*"{‘ | 2) In size & weight : ++in § , hydrops fetalis , DM ﬂﬁg,w?
e m&mg ucose , aa , FA to fetus o ! (>600gm & > Scm thickness ;\;ﬁ
Estr%en steroid for hyperplasia of ut ms, breast duct | 3) In adhesions : accreta / increta / percreta : IR
prliE wn "?&‘ s
TP L, Oxytocm receptors=,’ ar o) & 4&*.\% l 4) In implantation : on LUS = pl.previa G y
“}-&PRG ster01 for hypertrophy of myometrium , decrdua l 5) Pl.infarcts: [: White : fibrin deposition / calcium deposmon
& bz,maw Breast alveoli k(')‘edema immunological,, e\axrior : Red: hge as in HTN *
5) Immunological : for fetal acce tance oL millc = —mx“*" I 6) Calcification: with advanced aging of placenta
ot b ccj AW cremb
Ly yporond] ig \sws Yowsard  Peey "’%‘5 \Wi\*’* L mri'a“\ Y \*‘ Mou\
sk ok wbeckion -3 Rasyplene iy S eBngen e \ \\»03 x(‘ Ve 4 e ) nomenes
Kexuebion of wodre produdus ¥om W\Q 5> M A\' i -> O -
iV Membranes
D@ = Umbilical cord p
" 6\_9‘0\55 B.attlcriorc
@ *8\\‘ \‘\& insertion "O
o 8 &(“U:me' lacssd ok o qupnent Bipartite
Nt o N (SOl Sen) OWWEOS L o
Definition : develops from the ventral ( connecting ) stalk , mesodermal in origin t «\%*‘A@““‘“ *%\J@@
measures 50cm , 1-2 cm diameter B e Placental tlssue
Abnormalities : / Vcla.mentous
1) Insertion :[: Marginal ( battledore ) ) —
Velamentous ( in membranes ) AT 5 VESE %
1T crossing the internal os Bilobed
0 ool Ok Qoo
2) Knots : PFalse: accumulated Wharton’s jelly (no complrcatlons )\\‘9‘\L e ; § m@ﬁ@"'
True :» fetal asphyxia W v “‘ﬁ» :;«E ‘\-\fsc
Circumvallate
3) Length : [:Too long (> 60 cm )= cord prolapsed & true knots loops around neck¥ w g " i~ i
d
Too short (<35 cm )+ prolonged 2™ stage of labor — f tﬂ&“’) Y@ﬁ Pr;g\\'é ) Jore (305 cosca d\mfuﬁi\fﬁ? N‘*\fa@c m‘:‘\‘i‘ﬁi\&j\-\ﬁ 8
'« ) O
4) Vasa previa : Vessels crossing Cx . connecting placenta to another lobe as in velamentous insertion ( If bleeding—+ severe fetal distress + death ) éﬁ
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Physiological changes

Diagnosis of pregnancy - ANC
during pregnancy
1) B HCG detection : ®RG in Def : program of preventive obstetric
= .:';:gjﬁ’_, * Systems: Seet SN ok Frequency :
Iweek after missed period G aed Weten i wite 2” drorges / month in 1" 6 months
«r - Hyperventilation -)T size / 2" f:r“égf:ﬁ /2 weeks in 7" & 8" months

Quantitative : at time of missed period *’3«“:1 Lmxu, el deep pigmentation / week in 9™ month - AL opine

Uosae £ doubling time =& "5 s we e | nipple What to check ?  _ ,, (et (\u\\d:} fec e
Qualitative : at time of missed period = e - Montgomery oi=) > BP/ BW ;‘EW\“ 9sd

S —iaal| - Apex change Ui ¢ tubercles #%: | Ret Leopold / FHS
(J — — o< w2 e | - £BP =1COXTPRY lost Searehion disdmfe ibd
2) Ultrasound B %:;m;*‘s,:., - Bl volume 11 - colostrunrr s Lok 28, T o » CBC /urine analysis
o (o » H/O ( present /past / famil
y

-ITVSI: at Sweeks (B HCG 1500 iu/ml) st>%2l  (Plasma > cells)
&3

< - TAS at Gweeks (B HCG 6500 ju/ml) * s e o &B‘)ijﬂé % Rh Blood group / CBC / LFTs Q(Q
s o

- Ut U sﬂ’*" ]w‘ !
jo Qom S m SEACFTs / FBS / urine analysis / NS
b tasongs &%‘*ﬁ atlomCRE gﬁ e | - Hypercoagulable ""’""“’”[: LUS % "w \<°; {”wﬁ‘f Hepatitis markers ’
ol e o S | e S vag, viha
S— —_— @@t@t o increase vascularity Supplement

Chadwick’s sign_, | 1 trimester - folic acid
edemakons, (PRG) mma 2nd , 3rd > Q_a, Le , \QE

Coown taro 10 senipiyonic
GS-gvd & yolisac or CRL Tesr o tve

-:krm \Hes teach obiomen o L W & ylsations

phieen {2 weels she ghould GV e Bkt to B 2-0ca (O - Morning sickness ; ~ Waik| Drugs & vaccines >
P wrend up- 6 wks | 52 | - Ptyalism e Striae gravidarum | _ preferable class B medications @fz@:&
© | (salivation) - Linea nigra - Only killed vaccines, toxoids and passive
- Heart burn ydas <00 - chloasma of - immunization ( Ig) are given , while
If the next step is not seen : rescan after 1wk | - %ggstlpanon:?ﬁﬁm pregnancy live attenuated vaccines are contraindicated
ukel et us:

3) Abd exam : at 2" trimester =\ Q@O‘L - 13 T : single / living / intrauterine
- At 12 wks » FL at SP - Frequency ir@ - Backache -2 T : anomaly scan
- At 20-24 wks = FL at umbilicus @trimesters P o (lig relaxatlon)amll,w 3 T : growth curves
- At 36 wks > FL at XS et | dsia (OT1) = v | Special care for high risk
( Leopold maneuver & FHS auscultation ) S -Elderly primi >25veat 09
When engagement occur@aﬁ’ FLdil e ++ By ¥ ++ SHBG * - Grand multipara ‘= P5 o
ﬁnﬂu? wrﬁaj%e phe dss 2am £ 970 (M,;;w ““6"‘.5.‘?“ » ++ Total form of _ Oedema - Medica} disorde.rs _ ?
NB : 4) PV : is not routinely done , only in - | hormones , but not gravitational - Obstetric complications

certain situation as early vag bleedmg y e free (active) form & compression
\> qraunlky ywaber etentiog by PRG

e T 3ive
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High risk pregnancies

* Definition : pregnancy that endangers health of mother / fetus or newborn

* Examples :

1) Elderly primi ( > 35yrs ) , pregnancy > 40 yrs old , grand multipara ( > 5 deliveries )
2) Maternal medical condition : uncontrolled DM , HTN , cardiac , SLE, ...

3) Obstetric problems: H/O of RPL, current APHge , ROM , PTL ,Placenta accreta, ...
4) Fetal problems : anomalies , [UGR , Multiple pregnancies , ...

* Management :

- More frequent ANC visits

- Delivery in specialized equiped place

- Management in pregnancy & labor accordingly

Maternal mortality in Egypt

* Incidence : 52 /100.000 deliveries as per year 2013 ( number of maternal deaths due to Obstetric causes )

* Common causes:

1) obstetric hemorrhage : as PPHge 30% , as in Egypt

2) PE & Eclampsia : 15% , as in developed countries

3) puerpural sepsis : 3.5% , as in developing or very underdeveloped countries
4) others as pulmonary embolism , DIC , Cardiac problems ,...

Notes of Dr. Nadine’s lectures by Reem Abdelhakim www.nadine-alaa-sherif.weebly.com
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Instruments in OBGYN

NO ANESTHESIA NEEDED

Uterine Sound

Cusco speculum

Sim’s speculum

Volsellum

Ring forceps

steady the firm

[\
' . multiple single
/ -\ \M\\\\(L\UP ENAS toothed toothed
\J - Used to hold and
- Used during - Used to retract posterior _ Used to hold and ?:)?;%Ztliz)s Zgrvix
- Measures the length of the | gynecological vaginal wall to expose the

in cases of early

single tooth volsellum

§ uterine cavity preliminary | examination to anterior one in case of (gynecology) cervix for eenancy prior to
> | to IUD insertion, or any visualize the cervix vesicovaginal fistulae. aiy oce gl}llre of TUD Surgical e}\]/gcuation
procedure as dilatation and lateral vaginal Patient should lie in sim’s any pt &l
or i »ps\/ walls position msertion. as it is less
a w\e'cc( > TUD > D2C ' traumatic than the
i volsellum
. May be traumatic to the
o . .
g Uterine Perforation CCIVIX, Causme .
) lacerations especially in

Notes of Dr. Nadine’s lectures by Reem Abdelhakim
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Instruments in OBGYN

ANESTHESIA NEEDED
Dilator Uterine Curette Doyen Retractor Ovum forceps

O
A\

- Used to retract the dissected

urinary bladder down from the - Used to evacuate the

- for endometrial biopsy (Fractional products of conception

& | - Dilatation preliminary to : lower uterine segment during . .

@ . curettage) or evacuation of products : ; in case of abortion

- another operation . Cesarean section, to protect it , .

of conception o« and prevent bladder iniur - It’s same as ring forceps
P JHLy: but without a lock
- Shock: if used without
| anesthesia. In addition to complications of
g* - Perforation of the uterus dilatation, over curettage may lead to
3 | - Lacerations of the cervix Asherman’s syndrome.

- Introduction of Infection.
- Anesthetic complications.

Ei NB: In case of uterine perforation :

i - Stop procedure

- Give antibiotics

- Observe vital signs I:: If normal : Discharge the patient
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Clinical History Taking
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Provisional diagnesis : patient’s name 5/ Age / GPL / complaint in medical terms ( + duration ) / provisional diagnosis /
relevant medical problems / relevant surgical operations

2 evey Vs o@uany = Beee. o on o Bin A, Bign A the avodoy oetr b we ad) 4O
* wel\‘(\: {;nsn §3§2$ ng\hﬁvﬂ ?‘\09"@ 3V ko) B Ser «log Ptiod 0w = - - q
General sheet o by by ¢ PO
. : . . . . P
Personal H/0 : Name / Age / Marital status / Parity / Occupation / Residency / Special habits i)
g/ 0: ir; Iﬁt/tignt’s own words ( + duration ) Jﬁiﬁ\i v aka ;“ ':w\iw 7:“::, Tgp T\ T oear ZJO j:_ =26+ wedke
resen : & Ogels Lowonkhs
Gynecological sheet Obstetric sheet WARNING SYMPTOMS
1) Analysis of complaint 1) LMP EDD +GA R e e e R '
(‘onset / course / duration ) 2) Analysis of 1* trimesteric symptoms 1) Headache
2) Analysis of Pain / Bleeding / Mass Vomiting ®®) | 2) Blurring of vision
3) Ask about etiological F , symptoms & Bleeding RS on dodelr = 3) Vomiting
icati Frequency of micturition—9 @ —
comph.cgtlorlls d(.)f your DD to reach 3) Analyélls of y2nd trimester_ié: symptoms 4) Epigastric pain
a provisional diagnosis . . Quickening = ¢ S 52 5) Rt. Hypochondrial
4) Investigations & ttt done for this patient Relieve of 1t trimesteric symptoms pain 6) | Perception of
5) Review of other systems involvement 4) Analysis of 3™ trimesteric symptoms: fetal movement
( warning symptoms ) A\
5) Analysis of C /O ( if present ) - . o
6) Investigations & ttt done 8) Vaginal bleeding ‘//
7) Review of other systems %) ROM . ) LL edema
. . . . ¢ OLSR!
Past H/ O:I::Medwal : medical disorders prior to C/O & b e ‘3‘ 2 dows ;Lw%» o) ped
Surgical : operations done prior to C/O & g i g i“f’ - *&fg& | er“m}ﬁ
Family H/O : of similar condition / consanguinity § & *edondrosie v L
Menstrual H/O : menarche / menstrual index eg: 3/,§ /dysmenorrhea / intermenstrual bleeding e s weVC owarion
Obstetric H/0 : |  Futem| Peeo]  Awhep Lie| / GPL / history of contraceptions bukot fawfor
“uans <UHukrem _ Qpad G
oeyensy” | >36wks | 24-36 | <24 | now | %2 =
eg: — PGS .
8 Year of GA at termination | Outcome | Mode of delivery | place Pregnancy Postpartum lactation
pregnancy |/ delivery / termination % complications | complications
1999 + 8 wks abortion s SE KA NO ) D
2003 +FT LQ 3, § VD home Failure of
lactation )
. : OCPs
2007 + 28wks N\SB ¢ CS Private Wound sepsis
Y clinic
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Notes of Dr. Nadine’s lectures by Reem Abdelhakim

www.nadine-alaa-sherif.weebly.com



Examples of certain sheets:
I. Bleeding sheet

Personal history : as general sheet
Complaint: Excessive or Irregular or Excessive irregular vaginal bleeding for how long
Present history:

e Analysis of the complaint:(menorrhagia, metrorrhagia, menometrorrhagia)
» onset, course ,duration , amount of bleeding (number of pads, clots)
e Analysis of other related gynecological complaints :
» pain (type,site,radiation,severity,.....)
» mass (onset, course, duration,site,..)
» discharge (amount, colour, odour ,itching)
e Analysis of the causes :
» preceding event e.g. period of amenorrhea, .U.D. insertion, injectables
contact bleeding
bleeding from other body orifices, ecchymosis
thyroid disorders
heart disease (dyspnea ,palpitation ,L.L.O. ,....)
» hypertension

YV V VYV

e Analysis of the Consequences: anemia ( dyspnea, easy fatigability, blurring of vision)
e Analysis of investigations and treatment : U/S, D&C, CBC, coagulation profile
e Review of other systems.

Menstrual, Obstetric, Past, Family history, Diagnosis: as general sheet

Modifications in a case of postmenopausl bleeding

Personal History: if widow or divorced should be stated
Complaint: vaginal bleeding after ....... years of cessation of menstruation.
Present history:

e Duration of menopause

e Symptoms suggestive of distant metastasis:
» Lung (cough , hemoptysis,..) Liver ( rt hypochondrial pain , jaundice )
» Bone (‘aches and pathological fractures ) Brain ( projectile vomiting , headache,...)
» G.LT. symptoms ( vomiting , constipation , bleeding per rectum)

Notes of Dr. Nadine’s lectures by Reem Abdelhakim www.nadine-alaa-sherif.weebly.com
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I1.Genital prolapse sheet

Personal history: as general sheet

Complaint: mass protruding from the vulva , sense of heaviness + duration
Present history:

o Analysis of the complaint:

» Onset , course , duration,

» effect of straining and lying down, (mention if the onset was following delivery)
o Analysis of other gynecological symptoms:

» bleeding( menorrhagia)

» pain ( congestive dysmenorrhea)

» discharge (leucorrhea)

N.B. these are the triad of pelvic congestion due to prolapse.
o Analysis of the consequences :

» urinary symptoms: frequency, nocturia, dysuria, sense of incomplete evacuation, urine retention, loin pain, pyelonephritis,
stress incontinence, inability to complete micturition except after digital reduction of the mass.
» rectal symptoms: inability to complete defecation except after digital reduction of the mass , constipation , incontinence to
flatus or stools ( if associated with complete perineal tear)
» sexual troubles: dyspareunia
» backache (traction on uterosacral ligaments in uterine prolapsed)
o Analysis of the Causes:
» precipitating factors: chronic cough , chronic constipation, obesity
» predisposing factors: symptoms suggestive of weak mesenchyme e.g. hernia, flat foot, varicose v.
o Analysis of investigations and treatment: previous repair , use of pessary
e Review of Other systems:

In Obstetric history: It is important to ask whether her deliveries were difficult and prolonged ended with use of forceps or ventouse,
delivery of macrosomic baby

Menstrual, Past, Family history, Diagnosis: the same as general sheet

Page74
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II1. Infertility sheet

Personal history As general sheet plus

e ask about previous marriage

e children from previous marriage

e the age of the youngest child

e husband personal history: age/ occupation/ smoking/ another marriage and the age of the youngest child from the other marriage.

Complaint:Failure of conception for ........ years despite of regular marital life
Present history:

e Duration of her current marriage:
o Analysis of the causes:
» Male factor of infertility:
o semen analysis ( results, time) - treatment (nature, duration, result)
o previous operations (hernia, varicocele) - medical disorders and drugs.
» Ovarian factor:
o symptoms suggestive of ovulation (regular cycles ,spasmodic dysmenorrhea, premenstrual mastalgia, intermenstrual bleeding ,pain and
discharge)
o hirsuitism , oligomenorrhea ,hypomenorrhea (P.C.O.)
o symptoms suggestive of ovarian failure (hot flushes , nervousness , bony aches)
» Tubal factor:
o symptoms suggestive of salpingitis ( bilateral lower abdominal pain associated with offensive vaginal discharge, fever and chills)
o previous abdominal operations that may lead to adhesions
Uterine factor :
o previous dilatation and curettage followed by decrease in the amount of menstrual flow ( suggestive Asherman syndrome)
Cervical factor: vaginal discharge + backache, erosion, cautery, cervical amputation
Sexual factor: Fequency per week, Dyspareunia ( superficial or deep ), vaginismus, effluvium seminis
Analysis of investigations and treatment :
Investigations as: hormonal profile, hystrosalpingography , sonohystrography, premenstrual endometrial biopsy, folliculometry, laparoscopy
( mention the results )
Induction of ovulation : tablets, injections, how long,
History of Tuboplasty
Previous ART (IUI, ICSI)
Review of other systems: General or Endocrine as thyroid dysfunction, DM, TB, Hyperprolactenemia

*VVY VY®VYV VY

Menstrual, Obstetric, Past, Family histories and Diagnosis: as General Sheet.

Notes of Dr. Nadine’s lectures by Reem Abdelhakim www.nadine-alaa-sherif.weebly.com

Page7 5



IV. Primary Amenorrhea sheet

Personal history: As general sheet

Complaint: Non occurrence of menstruation Or Absence of menstruation

Present history:
o Analysis of the complaint a case of primary amenorrhea till age of ....
o Development of secondary sexual characters : breast development, pubic hair, axillary hair

Analysis of the cause:

Hypothalamic cause: psychological disorders, stress, anosmia, head trauma, drugs

Pituitary causes: galactorrhea , symptoms suggestive of increased intra cranial tension, visual field changes
Ovarian causes: hirsuitism, deepening of voice , pelvi-abdominal mass

Uterine causes: History suggestive of T.B.( night fever ,night sweat, loss of weight, loss of appetite)

vV V VYV V V

Out flow obstruction (cryptomenorrhea): cyclic lower abdominal pain , progressive abdominal swelling, if +ve ask about urine
retention .

» General causes: thyroid dysfunction, DM, severe debilitating disease
o Analysis of investigations and treatment:

» Hormonal profile, ultrasound, IVP, MRI

» Progesterone withdrawal

» E .+P. withdrawal
e Review of other systems

No menstrual or obstetric history
Family history: ask about similar condition in the family (her sisters)
Past history and Diagnosis: as general Sheet
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Modifications in case of 2ry amenorrhea

Personal history: as above
Complaint: cessation of menstruation for .....(how long)
Present history:
e FExclusion of pregnancy:
» pregnancy symptoms (nausea, vomiting, abdominal enlargement)
» pregnancy test

o Analysis of the last pregnancy event:
» post partum hemorrhage ( amount, cause, blood transfusion )
» puerperal sepsis ( fever , offensive lochia)
» in case of abortion ask about ( fever , D&C, offensive discharge )

e Hormonal treatment: e.g. injectable contraception
e Hypothalamic cause: psychological troubles
e Pituitary cause:
» galactorrhea
» symptoms suggestive of pituitary adenoma ( increased I.C.T. , visual field changes)
e OQOvarian cause :
» hirsuitism , deepening of voice , pelvi-abdominal mass
» hot flushes , nervousness, bony aches
e Uterine cause:
» Symptoms suggestive of T.B.
» history of D&C (over curettage suggestive of Asherman syndrome)

General cause:

» As lry amenorrhea

Menstrual history taken about menstrual condition before amenorrhea
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