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GYNAECOLOGY : PART 1

Gametogenesis 00:00:38

germ cell develop Srom :
epxblach

/

Bosed on SRY gene
® ; : l@

mMale : Spermo&ogon\a Femoale : Oogon\a

Sperma’cogenes\s :

Spermo&ogoma

l nitosis

Primarg spermoecocﬂ’ce
/ \me‘\osis |
Secono\ar5 spermakocBJce @

meiosis |\

@ @

l Spermiogenesis (No mitosis/meiosie)

sperms (33X or V)

* Spermatogenesis begins of : Puber{'ﬂ.

* Spermatogenesis occurs in : Seminiferous tubules.

* Size of sperms : SO-(O microns.

* Fertilizable spon : 48-78 hours.

* Time taken for spermotogenesis : 10-15 days Ga dags).

* Sperms attain modurity in : Proximal end of epididymis.

* Sperms attain moftility in : Distal end of epididymis.

* Time taken for sperm modurodion : 13-14 daﬂs.

* Total time taken to form moture sperm : = 90 doys (74 + 14 dags).
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2 - Gynaecology

----- Active space ----- 0099“93‘3 :
Oogonia Primordial germ cell
l mMitosis
when surrounded b5 folliculoy «<—— Pr'\mar5 oocg’ce
cells of ovar Y : Follicle. meiosis | : Arrested in diplotene stage of prophase.

Arrest is over ot puberty (L SUUFS@).
Ovulation

Secondary oocg’ce/ eqq First polar body

meiosis 4 : Arrested in me%aphase.
Arrest over ok fertilizadion.

Femole pronuc\eus Second polor boo\g

O Oogenes\s beg‘ms : Introuterine.

Fertilisoble spon of ova.: 18-34 hours.
* gize of mature $ollicle : 18-30 mm (Graafian follicle).

Number of Follicles :
- Moxdimum : -7 million ok S™ month of intrauterine lite.
(30 weeks of pregnancyy.
= At birth : -3 million.
= Puber’cB P 4=S lokh.
Follicles undergo apoptosis.

Gynaecology Revision ¢ v4.0 < Marrow 8.0 - 2024



Gynaecology : Part 1 -

Menstrual Cycle 00:09:16 - Active space
I** half of cycle LH surge
* Colled as : Proliferative/Solliculor phose. * LA surge is initioted by : gstrogen (2200 P9 for
* main hormone @ estrogen. 48 hro).
* Ovarian eycle is initiated by : FSH. * LA surge is maintained by : gstrogen +
* Hormones formed by granuloso. cells progesterone.
. estrogen (ey). * &efore ovulation : Both Lit § FSH surge.
a. \Inhibin &. * Ovulation is due to : Li surge.

3. AMH (Small antrol £ pre antral $ollicles). | ¢ LH acts on Theco, cells

* estrogen effect on FSH : Negative.
} ﬂndrogens
* estrogen effect on LH ¢ Negative, except
* Androgens — OMMEC e ctronen )

when >300 pg for 48 hrs —» LH surge. 9 Adipose tissue 9 .

* Inhibin effect on FSH : Negodive. - In granulosa. cells : Androgens — estrooen(ey).
MENSTRUAL CYCLE
Ovulation a™ half of cycle

° Primar5 ooog’re — Secondourﬁ ° AKA: Secre’corg/ Luteal phase

oocyte/eq0) * mMain hormone : Progesterone
* Follicle —> Corpus luteum Proqes’cerone

Time between * In low concentrotion : +ve on LH, FSH.

. LR surge and ovulation : 33-306 hrs * In high concentradion : —ve on LH, FSH.

(Besb, a4-306 hrs. Note
a.Lk peak and ovulation : 10-13 hrs. Time duration of luteal phase Sixed to :
3. estrogen peak and LH peok: 18-34 hrs. 14 daws.

@

Note : gronuloso. cell fumors.

Tumor markers — Inhibin & § AMK.

A
\

A

Y Ovulodion
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Gynaecology

Corpus Luteum :

* Corpus luteum in non—pregnan’c Lemales is maintained b5 P LH.

* Corpus luteum in pregnan’c Lemales is maintained bﬂ s hee,

* Life spon ot corpus luteum in r\on—pregnan’c Lemales @ 18-l do%s.

® Hormone which pre\/en’cs \u’ceo\Bs‘\s s hea,

®* Moximum size and ac’c‘wvrg ot corpus luteum is seenon : 8 do%s ofter ovulodion

D>-33.

° Moximum proges’cerone is seen on : D-34.
* Minimum LH § FSH is seen on : D-3a.

* Al tests for ovulation done on : D-34 = | week before menstruadion.

* Doy of ovuladion : 14 dcxﬂs prior to next menstruation (Leng’ch ot 050|e -4 do%g).

* Pain ok time of ovulation (Mid 05c|e olbdominal pa\r\) : Miktelschmerz sgndrome.

D33menorrhea :

Poin ot time of menstruodion.

Primary/Spasmodic dysmenorrhea

secondary/Congestive dysmenorrhea

Progesterone (Reloxant) withdrowal

Couses : Pelvic poecholog'\es

endometriosis (/o)

codinol vasoconstriction O ndenomﬂosis
olo

ey ¢ * Fibroid

Release of PGF-a0L —> Pain. * Pelvic in%amma’rorg disease

(No pelvic patholoow

Young femoale, c/0 pain since * Reproductive age group female (230)

Presentation | menarche except initiol few cgcles * ¢/o pain ot the time of menstruation
(Anovulakory) * No h/o pain

Pain location Supmpubic area (generalized) Localised

Poin charocter

Just before or ot menstruoation
Relieved within 78 hours.

Begins much before menstruation, and

remains after menses.

Pain progress‘\on

Pain decreoses on its own :
* pfter phgs\cod act.
L marriage.

Pain increases progressi\/e|5

® Child birth
p/v © Abnormal
®* NSRIDS or
Rx * ocPs (Mokes the cycles Manage the couse
anovulatory

Gynaecology Revision ¢ v4.0 < Marrow 8.0 - 2024




Gynaecology : Part 1 5

Drugs in Gynaecology 00:23:14 AT P e
Third generation/Artificial Drugs for endometriosis/dysmenorrhea
progesterone (Hyperestrogenic condition : Rx —» |, &strogen)
* As generation increases : Androgenic side mMinimal-mild :
efSects decrense. * *line : NSAIDS/OCPs.
* Third generadtion : * 3™ line : Progesterone (Downregulotes estrogen
- Desogestrel receptor).
— Norgestimate * 3" ine : gnRH continuous.
- Gestodene * ¥ no relie? : Laparoscopic management.
* Leost androger\ic side efSect mModerote-Severe :
eNas Senemﬂdon : Cgpro’cerone acetote * *line : Continuous GNRH.
(Anti androgenic) * ¥ no reliet : Laparoscopic management.

1 f

DRUGS IN §YNARECOLOGY

Y
Hirsutism :

Haodir grow’ch in mole po@c{em + ﬂ\opecia + Acne

!

nndrogen secre’r‘mg tumors

® Seenin: Tﬂno\rogenép()os
CAH

* Score : Ferriman oaliwey (>8).

e &t 1: :
e — | Androgen production
OLH=<—g+pP <« OCP : DOC
In case of conception, llo months (Not before)

spironolactone can ofSect E Spironolactone + OCP

virilisodion :

external genitalio. of o (Antiandrogenic)

l. C\'\’coromegodﬂ.
mole fetus. Hence OCPs

a. breast oecrophg.

ore odded. . )
°* niternodive : 2. Deepenmg oY Voice.

- Flutamide. - Ketoconazole. 4. mUSC\? moss |
- Finasteride. - Cyproterone acetate. S. Hirsudism.

* Topical : eSlornithine.
* Last resort : Continuous @nRH (| LH § FSI.

Gynaecology Revision * v4.0 « Marrow 8.0 + 2024



6 - Gynaecology

Note :
Drug not used for hirsutism : Danozol (Couses hirsutism).

ﬁndrogens in females :

v v

mild] ¢ Hirsutism excessive | :

* Virilisodion.
* Causes : Androgen secreting tumou, CAR.
Female with hirsutism :

Check testosterone levels (Next step)
|

v v v

Q: 270 but <300 : 2300 :
\d‘\opoech\c * PCOS. ° CAH.
® Lote onset CAH. O F\ndrogen secre’c‘mg

tumour in ovavies.

* m/c cause of hirsutism in young : PCOS.
* m/c couse of rapid onset hirsutism in young females : Hndrogen secreting
tumour of ovaries.

Gynaecology Revision ¢ v4.0 < Marrow 8.0 - 2024



Gynaecology : Part 1 -

7
----- Active space -----
SERM : Selective estrogen Receptor Modulator Roloxitene
Clomiphene : * use : Osteoporosis.
* use : Ovulation induction * Side effect : Hot Slushes, vaqinal dryness.
(1 HPO axis intact ie FaH @)). Tamoxifen
* most common side effect : Hot Slushes. * use : Breast cancer.
* 3™ most common side efSect : * Side effect : Hot Slushes, vaginal dryness.
Formodion of ovarian cyst. Leods To : endometrial Co.
* Chances of multiple pregnancy : 7-10%.
* Side effect because of which its use should nMinimuMm time SQ_P between tomoxiten %
be stopped immediately : Visual disturbances. pregnancy : & months,
. : Tera’cogemc.
* Common S/€ : Vaginal dryness ldeal gap ¢ 3 monthe.
Ospemifene : t }
Mx vaginal dryness.
OrmiloxiSene : DRUGS IN GYNRECOLOGY
Component of centehroman (Chihaya).
v v
Drugs for Fibroid : GNRH :
sty N . o
I* line : D's which decrease bleeding but NOT Sunthetic Analogue : Leuprolide,
size of Rbroid cosaralin:
l. Tronexomic acid. Route :
a.0CP. e o/c imections.
© fyecton (Orally inactive)
3. Progesterone. * Intranasal sproy.
nd | SN 9 9 d
a™ line : D’s which decrease size of Rbroid § Uses ¢ Pulsatile = 1 &, TLr, TFoH
bleed:
2 .. Delayed puberty.
Drugs Decrease gstrogen :
a. ¥alimann syndrome.
Aromoadase
. Letrozole (Androgen —><—> estrogen) 3. Anovulodion.
3. Danozole (S/¢ : Hirsutism) Continuous &rrH = | €, | androgen,
3. §nRH analoques (Continuous) b, | Fon.
- 2
4. gNRH antogonist l. Fibroid
Progesterone : 3. Endometriosis 25
. SPRM : Ullipristal (Also as emergency 3. Precocious puberty - Hyper
- . . estrogenic
contraceptive) 4. Hirsutism
conditions.
3. Progesterone antagonist : Mifepristone S. €R +ve breast cancer y
(Ru 486 : medical abortion. (. Prostote concer

SPRM : Selective Proges{'erone Qe—-up{'od«e nModul

okor.

Gynaecology Revision * v4.0 « Marrow 8.0 + 2024



8 - Gynaecology

Note :

Gnk+H an’cagon'\s{'.
C &\agohx.

uSqu\3 octive but expensive.
* Cetrorelix.

® used same as continuous GNRH.

Abnormal Uterine Bleeding 00:45:34

Normal characteristics of menstrual cycle :
* Length of cycle : 34-28 doys (Old : aI-3S days).
* No. of days bleeding : 4.5-8 days (Old : 3-8 days).
* volume of blood loss : 30-80 miL.
° Cﬂc\e to cgc\e variation : 4-340 daﬂs.

Abnormal Uterine eleed'mg

Any deviotion $rom normal chavacteristics of menstrual cgc\e.

Couses : PALM COZINL
C Po\gp.

C Adenomﬂos\s.

Ooagulopa’dnﬂ.

O\/udoerorg dﬂs?—unc’rion.

] Le'\omﬂomzx endometrial couse.

. mod‘\gnomcg/ hyperplasio. * lodrogenic.

Not ge’c clossified.

\n\/es’dgoedon :
* I UPT except post-menopausal/ virgin femole.
* 3™ : TVS except puberty menorrhagia. (/% anovulation > coagulopathy.
* 2 : endometrial b'\opsg,

endometrial 6'\op35/ endometrial Aspiration 03%0\035/ endometrial Sampling

Indications :

c/o AU
v i v
Reproductive age Perimenopausal age Postmenocpausal age

* 1§ endometrial thickness * India : 740 yrs. 1§ endometrial

2|l oM. * Internadional : 745 yrs thickness 24 mm.
* Risk for endometrial l Alwoys

cancer (Using Tamoxiter. endometrial biopsy
* 1§ bleeding despite irrespective of usE findingg.

medical Rx.

Gynaecology Revision * v4.0 « Marrow 8.0 - 2024



uses ¢
* endometrial hyperplasio/cancer : 10C.
C Lﬂnch SSndrome : Sereening.
* Genital T6 diagnosis.

Gynaecology : Part 1 - 9

* Couples with anovma’ciont Ovuloted : glonds coiled. (Corkserew/sauwtooth appearance).

Non—-ovuloted : Simp\e tubulor 3\ands.

* Late menopouse (Long estrogen exposure).

Procedure :
* Instrument :
~ Pipelle/Volbra. aspirator (Worldwide).
- rorman cannula (ndic).
* Time:a-3 daﬂs prior o menstruodion.
Note :
endometriol pa’cho\o% oold standard :

Indications :

* Froctional careﬁage + hﬂs’ceroscopﬂ. By repor’c :

Order of * Dilototion care’c{age + hgs’ceroscopg.
pre‘? e * Froctional cwre’c{age.
O Hgs’ceroscopg.
Perimenopausal 6leedin3 :

UPT — TVS —» endometrial b\ops5

- Hﬂperp\asia with a{'ﬂpia,

- InsufSicient sample.

- Hﬂperp\asia without od’ﬂp'\a
but patient continues to
bleed despite Rx.

® Cervical stenosis.

v v

Novrmal LWiss cheese pa’c{em
mMix of AUB : mMetropodhio haemorrhagica
* Tronexomic acid. (AR schroeder’s disease)

°* OCPR

C Proges’cerone.
\$ b\eed\ng persists : Fractional
curettage + hysteroscopy / &fin OT.

metropathio hemorrhag'\ca :
* Age : Perimenopausol female.
e /6 a-3 months of amenorrheo —F/25 Bleeding,
* Cowuse : Anovulotory cycles (| Progesterone).

y

endometrial hgperp\asia

* Rigk of mahgnancg 2 11%
°* Rx: Proges’cerone.

Gynaecology Revision * v4.0 « Marrow 8.0 + 2024



10 - Gynaecology

endometrial hgperplasia :

v
with Atypio. :

v
without A’rﬂp\a :

* Chance of moalignancy ¢ 8-30% * Chances of moalignancy ¢ 1-2%.

* mx: * mMx:

— Next step : FC + hysteroscopy, - pest : mikenA (ueo).

- Best : Total abdominal - Alternadive : Oral progels%erone.

hgs’cerec’comg/ Simple ¢ V

hgs%erec’comg/ Type | Ccontinuous cyclical

C (a-14 daﬂ%

Persistent bleeding

FC + hﬂs’ceroscopﬂ.

Postmenopausal Bleeding :
* m/c couse Polyp (31%).
* a™m/c cause : endometriol a’crophg/ Senile endometriosis (0%).
* m/c cause in Indio : Cervical concer.

mMonoaoement :
QS TVS

{

Check endomel%r‘\al thickness

v

24 mm 24 mmm

!

Tronexamic ocid endometrial b\ops&

lPers'\chen’c b\eed‘mg

FC + hgs’ceroscopﬂ.

Gynaecology Revision ¢ v4.0 < Marrow 8.0 - 2024
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Gynaecology : Part 1

Menopause 01:06:02 .. Active space -----
Aoe worldwide : SI yrs. Hot Flashes :
Age Indio ¢ 47 yrs. Vasomotor SHmP*O”"
POV/Premoture menopause : Menopause <40 yrs Due to izs&rogen.
(Primary ovarian \nsa?%ic\enct}). Imbalance in : Serotonin § norepinephrine.
Lote menopause : Not achieved at >SS yrs. more at : Night (Night sweas).
Diagnosis : Clinical, oamenorrhea 218 months. Feeling of ¢ Intense heat $/b sweading
Diagnosis of POI : FSH levels Severe hot flush : AfSects daily activities.
e ©: 10w Seen in : Perimenopausal § menopausal females.
° Sugges’dx/e : 23S W n’\omagemen’c :
* Diagnostic : 240 U ® HRT : Severe hot Slashes.
® 3SR Fluoxetine.
* Others: Phg’coes’cr%ens, clonidine, gabapentine, tibolone.
Drugs not used : Clomifene, raloxitene, famoxiten.
SERM approved : € + Bazedoxitene.

MeENOPAUSE

Osteoporosis :
* | estrogen, quantitative defect.
* /o0 backache.
* m/c Sractures : Vertebral > Neck of $emur > Colle’s Sracture.
* Compulsory bone minerol density check : Dexa. scan (10C).
C managemer\’r :
Bisphosphonates : Alendronate (% line).
Serm : Raloxitene.
Others : Tibolone, teriparadide (PTH analogue), strontium,
denosumab (RANK ligand ©)
- Drugs on osteoblosts : Teriparatide, strontium.

\

\

\

Senile Vagin'\’ds/ e\eni’courinourg $5ndrome of menopause : COronoura Ar’cerg Disease :
* Due fo: | estrogen. * estrogen is cardioprotective (THDL, | LDL).
* Patient ¢/o: vaginal daness, spotting, dgspareuma. * pfter menopause Tead risk but HRT not
° mcmagemenk : given Sor pre\/enhon.
- Mline : voginal lubricants. ~ In females 260 y: HRT slightly ses risk.
- a™line : HRT (estrogen cream. - &+ P HRT Tsesrisk » € only HRT.
@S&m used : Ospemitene.
SermMs not used : Clomiphene, Raloxitene, Tamoxiten

Gynaecology Revision * v4.0 « Marrow 8.0 + 2024



12 - Gynaecology

_____ Active space - Hormone Replacement Therapy 01:16:01

Common C/\ of HRT

* /0 breast cancer.

* /0 thrombosis.
* /0 Ml or stroke.

* Active liver disease.

C und‘\agr\oseo\ \/ag‘mod b\eed'\ng,

Only Indicodion : Severe hot Slashes. * Severe uncontrolled hypertension.
I uterus is present : g + P * severe | Te,

I¥ uterus is absent : € only, * Diobetes with vasculopathy,

m/c estrogen used in HRT : 17 B-estradiol | | ¢ migraine with aura.

HRT is not a contraceptive agent. * 23S years + smoker.

)

HRT
|
\ v v
EHRT e+P HRT HRT for Post menopausal Females :
Ad\/om’cage : Ad\/om’cage : Moximum S yeoars
.| Hot Slashes. .| Hot Ylashes. For peri menopausal females/Turner
3. | Osteoporosis. 3. | Osteoporosis. syndrome/POl : Till normal age of
2. | Colorectal carcinoma. 2. | Colorectal carcinoma. menopouse.
Disadvantoge : 4. | endometrial cancer. HRT does not increase : Ca cervix risk,
.. Tendometrial cancer in Disadvantage : HRT does not decrease : | Chances of
patients with uterus. ..} Thrombosis. cAd
a. | Thrombosis. a. Tovarian cancer *.
2. T ovarian cancer *. 2. |ereast cancer.

Gynaecology Revision * v4.0 « Marrow 8.0 - 2024
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PCOS

: PART 2

13

00:00:06

Primary Podrhologﬂ g
Tandrogen production by ovaries.

@) Androgen levels in females : <7ong/dL.
In PCOS : 70-180 r\g/ daL.

Due o Tandrogen g
. Hirsutism.
a. It is folliculotoxic.

luteum —» No proges’rerone.
- Patient ¢/o infertility, a° amenorrhea.
- Jchances of abortion.

2, No follicular modurotion —» Anovulodion. —» No corpus

Additional Features :

I Insulin resistance.

a. Obesi’cg.

In Obese PCOS females :

gl:ed =
- & &/t androgen Adipose tissug, ¢
- @ —>» 3.

Also ¢/o menometrorrhagia.

3. Abnormal Gonadotropin Secretion :

L T,

For: .

Mormod\5 LH : FSH ¢ kL

In PCOS potients : ail /2.

Test for FeH is done on Day & or day 3 of menstrual

c5c\e.

4. HAIR-AN Sgndrome :

HA : Hﬂpemndrogemgm.

IR : Insulin resistance.

AN : Acanthosis nigricons.

A

PCOS

Rotterdam Criteria :
Any & of the ¥ol\ow'\r\5 3 should be present :
. Androgen levels : |

- Testosterone (eiochem'\co\\\B) or hirsudism.
3. Ovulatory dgs?»unc’t\or\ :

- Oligomenorrhea (<9 cgc\es/ 560@ or amenorrheo.
2. On UsSG *

- Follicles (n one/both ovaries) : Number 213,

size : 4—-9 mm or

- Volume of ovary : 210ce
T O

Gynaecology Revision

v

Lab Findings Increased :

l. Testosterone.

. DHEA.

LH.

LDL.

. gstrogen : In obese females.
ANNH.

£ P e

Decreased :
I Proges’reror\e,
a. SHBG.

Unchomged :
. FSH.
a. Prolactin.

Progesterone Challenge Test

+v4.0 - Marrow 8.0 - 2024



14 - Gynaecology

Note :
* Necklace pattern (Follicles arranged around per‘\pher5 of ovary in PCOS) not
included in Rotterdam criterio.
* uropean/American society : 230 follicles is diagnostic.
Rotterdom criterio. fulfilled

Probable PCOS Dx, D/D : Loke onset CAR

Check |7—h5drox5proges’cerone

v v v

<300 ng * 300-800 ng : 2800 ng :
Rules out ACTH stimulodion Definitive diagnosis

loke onset CAR  testrequired  of loke onset cAH (Rare)
* PCOS Vs Ovarian Hyperstimulation Syndrome (OHSS) USE :

PCOS OHSS
Follicle Small, 3-9mm Laroe
Stroma | Visible, hﬂperecho'\c Not visible

Aconthosis nigricans ok nape of neck :

Gynaecology Revision ¢ v4.0 < Marrow 8.0 » 2024



Gynaecology : Part 2 - 15

* DOC for irreqular cgcles : OCP

* DOC for hirsutism : OCL
* Overall DOC for PCOS : OCP.

Sp\rono\ac’rone > OCPs.

Note :

I** Line Management in all Patients of PCOS :
Lifestyle modification § weight management.

* DOC for insulin resistance : metformin.

* & Drugs not used i a fFemale of PCOS wants o conceive :

In patients of PCOS = Treat whodever complaint they come with.

A

A

MANAGEMENT OF PCOS

v

Management of \n¥er’cil'ﬂ:3 in PCOS patients :

" step :
Lifestyle modificotion § weight management.

I* Line Management (Rx o anovulation) :
* DOC : Letrozole > Clomiphene citrate (CO.
~ Tchances of live birth rate § pregnancy,
— Both can be used only ¥ For is @ (ntoct HPO
o).

a™ Line Management :
* £ insulin resistant :

- CC + metformin.
* ¢ |DHen.

- CC + Cortigol.
* To J,cmdrogen : OCP

After a-2 cycles

androgen levels |

HAN&
(Human menopausal 3onado’«op\r\)

v

Synthetic LK § F&R obtained $rom urine of
menopausal femoale.

v

2 Line Management :
Pulsodile enkH

corlier = Surgerg was done
Laparoscopic ovarion dr'\\\ir\g

Gynaecology Revision * v4.0 « Marrow 8.0 + 2024



16 - Gynaecology

° Princip\e :

Burn stromo. of ovary

y

Des’vroB theca cells

y

! androgen

Laparoscopic ovarion dr'\l\'\ng :

= F\o\\/cm’cage :No T = D'\sad\/an’cages=

chances of twin Moy lead to premature

pregnancy § OHSS. ovarian insufSiciency (POD.

Long term complication of PCOS :

D/t
T androgen : Testrogen : Obesity :
* Duyslipidemio (TLDL, {HDL). ¢ endometrial hyperplasia. . ﬂnx'\e{'ﬂ/depress\on.
o Tcap. * endometrial corcinomo. * Sleep apnea sgndrome.
* Non-aleoholic steatohepoditis.  * metabolic X sﬂno\rome.
® Ovorion corcinomao T,
Note :

* Complication not seen : Osteoporosis (n PCOS : € levels are never |).

* endometrial hyperplasia —» AUG .

* Hirsutism scoring system : Ferriman oaliwey score —» 28 : S\gn'\%can’c Gk in

Asian females).

Gynaecology Revision ¢ v4.0 < Marrow 8.0 » 2024



Gynaecology : Part 2 - 17

Ashermann Syndrome 00:18:47  _____ AN TR0 e
. Pa’chologa : * m/C symptoms :
. Iotrauterine adhesions. - &roup of sgmp’coms : Menstrual
+ '\rregudar'\’des
a. Thin defective endometrium. - - S‘\ng\e 35mp’coms : \nS}er’c\l\)rﬂ >

a° amenorrhea > hﬂpomenorrhea

* m/c couse: (gcom‘\'ﬁ bleeding).

excessive cuure{'{age.
o |t investigadion :

°* mMoxdimum rigk :
- HeG Fi\\'mg defect.

N pos’cpar’cum per‘\od.
* |10C:

* Other causes: . : :
- Hysteroscopy : Diagnostic + therapeudtic.

- excessive D g C.
- genital Te.

ASHERMAN SYNDROME

v r v

* LH. managemen{r :
* FSH. © . Hysteroscopic adhesiolysis
° ESkrogen. +
* Progestrone challenge test : a.nsert paediatric 4\101653
Negodive (No bleeding). cotheter (Prevent adnesion
* e+P challenge test: Negodive . Sormadion)
+
’ 2.2 + P for 2 months
Moth eaten appearance (To build the endometrium

mMultiple S—‘\l\‘\ng defects with

'\rregudar mourg'\r\s.
Note :

Pop/ fbroid :
Single ‘-?\l\\ng defect +

Smooth reqular marging.

Gynaecology Revision * v4.0 « Marrow 8.0 + 2024



18 Gynaecology

Secondary Amenorrhea

----- Active space ----- 00:25:04
Absence of menstruation for 2 months/90 da5s in o pre\/'\Ous\g normod\5
menstruating Lemale.

Causes : Tests
* Pregnancy (m/c couse). * UPT.
L Thgro'\d disorders. * Proloctin level.
* Tproloctin levels. * TS level.
® LH, FSH F ¢ levels.
Orgon Condition Features Hormonal ass Other Ix
9 2
Couses
* Anorexia
Hypothalamus - * pulimia - mel: Q)
¢ Tphysical exertion
GnRH ® Stress
* Necrosis of anterior
tuitory d/t PPH
privary &H ¢ | (Firsd
" Symploms: B, FoH, e | MRI : empty sell
Y Sheshans |~ Inability to ey (FEh ' seler
o an Proloctin : | fursico.
Pituitary OO S— breost feed (M/o)
Y _ Tor: | Lasd
- Persistent amenorrheo
@ m/o
® Proloctin secrehng — o
° . o
pi{w‘carﬂ adenomo. SP )
. ngp’coms : oc(mpgmg lesion
Note :
L ks - Secondary LM, FSH, & | I
° . i
Prolactinomo amenorrhea (M/o GnRH ¢ | . ore nancg
- Infertiity (@™ M/ Prolactin : | P 3 Y1
Golactorrhe lactation @ Treot
- O o
only if visual
- Headache, visual oy
distuwrbonces disturbance ®
LH, FSH :
* Absent Sollicles ’ f
Y 5e
* No ovulation (| €5
Ovary PO ks | (@) level & 1-2) -
* Symptoms : Hot Sushes, _
~——1 _ 4 Sugges’n\/e of POI
os’veopoross - )
<05 : Diagnostic of PO
‘; ‘FZ * Secondary amenorrhea EiH :1\@ Progesterone
PCoOsS ®  Hirsutism .. r\J o/ T chod\enge test:
\ ® Insulin resistance Hn"\\—\(?r? Positive
¥¢ . \n¥er’dh’c5 Fer, it @ Challenge tests
Asherman * Secondary amenorrhea P ° P .
e: @ Negodive
SBno\rome C ngomenorrhea * ¢+pP
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Note : TLH, Fer @) conditions.
®* PCOS —» Secondar5 omenorrheo.

O ﬂndrogen ‘msens\hvﬁb sﬂndrome — Primox& omenorrheao.

Pituitary Apoplexy 00:37:52

Acute infarction/! hemorrhage of p'\hx\{'arg 8\and in o poec‘\en’c with und\agnosed

p'\m\m@ odenomo.

Precipitating foctors : Presentotion :
* PPH, * H/o post partum shock,
* Acute shock. * c/F:
* Hypertension. - Headoche £ visual disturbonce
* DM, (®/t adenomaoD.

— H5P08|Bcem‘\a o/t J,cor’c‘\sol).

b All pituitary hormone | .

Treotment :
* I*line : Corticosteroid supplementodion o, Thgro‘\d hormone, sex steroid,
vosopressin § gH.
* Indications For Sx : Progressive visual loss, eranial nerve involvement £ loss of

CONSCIOUSNESS.

Note : OHSS v Molor pregnancy

usG ?md‘mgs :

— /0 infertility + IVF (HMG use) —> OHSS
* Large Lollicles.

* Tno. of follicles. o
—> UPT (®), ¢/o bleedingin  ——> Theca lutein cysts
* No stromo.

- g
2 =

* trimester/early a™ (molar pregnancy)
USG | OHSS trimester, PHcs |
Ovarian Hyperstimulation Syndrome (OHSS) 00:43:50

C \oecroger\ic comp\icoedor\.
®* Mox risk with : HMG > cC.
® Not coused bﬂ : Letrozole.

Ehopa’chogenesis :
hce (Ovulation trigojer with HM& use) —» multiple follicles mature —» |vesF —» Tcapil\arg
permeabi\ikg.
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Risk foctors :
* PCOS.
* Thin females.
° Pregnancg.
° \/Oung age.
Note :
Indication for metformin in PCOS :
® Insulin resistance.
* HME use (Decrease risk 0F OHS).

Prevention :

* <. estrodiol : >3S00 P9,
® AMKH : 23,2,
* 230 foliicle, 10 mm size.

* monitor follicular number % size, estrogen (3D levels.

O SJcop Sonado’crop\ns.

* Do not give inj. hC& For ovulation it & >aS00 po.

* Give : Cabergoline (| vesP.

Classification of OHSS :

v

8&{\5 onset :
* <8 days of Inj. hCe.
° nj\ exogenous hCea.

v

Lote onset :
* 29 days of Inj. hce.,
* D/t endogenous ht& produced
by pregnant females.

nmild Abdominal pain, nausea, \/om'\’dng
mModerote UsSG : Ascites or ovarion en\argemen’c
Severe | Clinical : Ascites § hypovolemia. features
Critical Sign of end orgon damoge ®
Note : menstrual 05de
e i it Peak Hormone
e o 83’«0890.
& R ke b FSH.
¢ LH—> LHsurge is

responsible for ovulation.
da: Proges’ceror\e.
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ESTROGENS :

Po’cen% :

aih‘\rgl estradiol (88) > Conjugoted equine estrogen (Cee) > €3 > &1 > €3

- B
Synthetic estrogens Physiclogical estrogens
Condition gstrogen
m/c synthetic € in OCP L.
m/c synthetic € in HRT 17 3 estradiol
m/c & in reproductive age female a3 (estrodioD
n/c & in menopousal $emoale el (estrone)
m/c & in pregnoncy €a
most specific € in pregnancy €3
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Endometrial Cancer

GYNAECOLOGY : PART 3

00:01:10

\mpor’can’c One Liners :
* most common endometriol cancer : Adeno Co.
* most mod‘\gnan’c :

- Clear cell Cou

= Papil\a@ serous tumor.

* most common comploun’c ¢ AuBs—M.
* most sPeci‘T‘\c complaint : Post menopausal
bleed\ng.

* Most common age : SO-7T0 years. ~—

Risk Foctors :
° Fam‘\\g : Familiol
- Lﬂr\ch Sﬂr\drome
- BRCA I/a mutokions
- Cowden Sgndrome
* Hos: Hﬂper’cension
: Obes'\’cﬂ
* Late menopouse/ early menarche
: Diabetes
: MBP'\QOJ endometriol hﬂperp\as\a
: Unopposed estrogen (PCOS, HRT)

L]
4z &£ P O T O

(&s’crogen dependent tumor)

° : t\lul\\pari’cﬂ
* most common route of spread : o T:Tomoxi%en
Direct > Lymphatic spread.
ENDOMETRIAL CANCER

\mpor’caun’c PYQs g

* Gote keeper gene for endometrial cancer : PTEN.
* Adenocarcinoma. grade |, & are
Type | endometrial Co. (AKA endometroid tumors)
* With good prognosis
* A/w: excess estrogen.
® Adenocarcinomo. Srade 3, papil\arg, serous, cleayr
cell : Type a endometrial Co.
* With poor prognosis
* A/w : endometrial adrophy (Not o/w 1 estrogen

\mpor&an’c s’cages 3

Stage | : Tumor confined to uterus
A. £<S0% mgome{r'\od involvement.

B. 250% mgome’criod involvement.

Stage & : Cervical involvement (Slands £ stromoy.

S’cage 2:
* 34 : Serosa/Adnexoa. involvement.
° 25 \/ag\na/ Parametrium involvement.
® 32C: LN involvement Cl : Pelvic
Ca : Paro. oortic

Stage 4 : Metastasis
- 4A: Regional (Bladder/BoweD
- 4B : Distant metastasis/Superficial inquinal node
involvement.
Note : Superficial inguinal LN in endometrial, ovarion §
cervical Co —» Stage 46.
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ENDOMETRIAL CANCER

Y

managemen’c

\L

a S’ceps

v

Suurgerﬂ

:

v

N LN Dissection (LND)

:

v

+ Post operoed\/e ’cherapﬂ

° 5’(&86 I+ TAR + B30

* Stoge a/3 ¢ Wertheim’s
hgs%eredcomg

* Stage 4 : Debulking Sx.

In all stages
Pelvic § paroaortic LND

'{:xcep’c s’cage A :

* 1§ size of Tumor <4 cm ¢
NO LND

* 1§ size of Tumor 23 ecm ¢
Pelvic LND

!
Low rigK :
(Al 3 conditions fulfilled).
L. Type — Adenocoyrcinomao
a.arade —» | or &
3. Stoge — 1A

No post operadtive therapy

—_—

SuwgicoJ 3*“8"“9
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High risk : Any of S20\\000'«\8

* Adeno Co. grade 3

* Popillary serous/Clear cell
tumor.

* Stage /4 (Any tumor)

!

Chemotherapy
(Cisplotin + PaclitoxeD
+

Rodiotherapy

|
Rest all :

Intermediote risk

g

external Beom Qad‘\o’chempﬂ
(eeRT)
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_____ Active space - Cervical Intraepithelial Neoplasia 00:13:15
* CIN'is o premalignant lesion of cancer
Cervix
* Itindicates the presence of dﬂsplas\a
* OIN I Dysplasia. involving 41/3“ cervical
epitheliol thickness 0% malignancy rigk)
* O a: Dysplasia involving 1/3 - a/3 of Age group :
cervical ep'\%he\iod thickness. (5% mod‘\gr\an% ° CIN: AI-20 years.
risk) ® Co—insitu : 30-3S years.
epithelial thickness. @ut not entire l : 60~ years
epithelium) (S%-30% malignancy Yisk) 1
* Co—insitu : When entire ep\’chehum i Please note :
dgsp\as’dc but ox/erlﬂ'mg membrane is ACOG recommends Sereening Srom
intact. 4l-6S yeors.
® Invasive Co. cervix : O\/er\B'\ng membrane is LOHO recommends : 30-S0 years.
discupted. (High risk age group)
CIN

® CIN is diagnosed on : Biops
LeeP/LLETZ : °3 PJ

® OPD Procedure.
* No admission needed.

G Pap smeay : 05%0108'\0 test d\agnoses
dysplasia, but not CIN (Sereening tesb.

_ Management of CIN :
* 10 mins procedure.

o wire | & which cute 5 e i * CIN | : Obgservodion for a uears

® wire 100p usea wnich cu CO ores od

= 0“8 unresolved CX3 salalen
the same time.

* CINa/2:LeeP/LLeTZ
° Minimum bleed'\ng.

* Cuts 10 mm deep epithelium. Crﬂoab\oec'\on : 00\5 for CIN |
* Adv: Tissue sample obtained Lor nPe. * Done in OPD.
Note : Husterectomy is not done for CINL * Using Cryogun.

* Side effect : Persistent wotery discharge.

* No b\eed'mg.

* Removes S mm deep epithelium.

Note :

LEEP — Loop glectro excisional Procedures.
LLETZ — Large Loop excision of Transformadion

20ne
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00:19:40

Note : Cancer Cervix
* m/c:3CC > Adeno Ca.
* m/csite Co. Cervix : Transformadion 2one
(At external 0%
Adeno Cao. : endocerVix.
® Cervavoc :
- First Indion vocecine agodns’c Co. Cervix.

- Prepared in Serum Institute of India, Pune.
]

Risk Foctors :
HPV
. garly coitarche «8 5ears)
garly age of Ist pregnancy a0 5ears)
. Multiple partners
b mud’dpari’rg
HIV
. Low socio—economic stotus
b Smol/{\ng
oce :
.No vole of :
a. garly menarche/Lote menopause
b. Familial inheritance
. HRT : Does not [risk of Ca. cervix.

O @ 4 N o =

]

HPV :

It is epitheliotropic. _
erings about Koilocytosis 6I0pSY,. chhows CIN 1.
Low risk sub’cgpe :
oL HPV b
b. HPV Il
Leods %o :
l. &enital warts
(dOC in pregnancy : Trichloroacetic acid)
a. Largngeod popillomas
High risk Sub’cgpe :

| o, 18, 3, 33, 45, S&, S8 |
Leads to female cancers : Cervix, vulva, vagino.
Leads to male cancers : Penis, anus, orol.

RIS FACTORS FOR CIN § CANCER CeRVIX

HPV VoccCines :
* Types:
- Nonavalent : Gardasil 9 (M/c in USA.
- Quadrivalent : Gardasil/Cervovoc.
- Bivalent : Cervarix.
* \deal age : lI-Ia years.
° nge group : 9-3b years.
J High (isk : AT-4S years.
* ¢/i: Pregnancy,
* most common side efSect : Syncope.
® HPV vaccine can be given to :
o. HPV Positive females
b. HIV Positive females
¢. Sexually active Lemales
a. Boys
* HPV testing before vaccine : Not recommended.

\mpor’can’c PYQs s

Sage recommendadions for HPV vaccine :

- 940 80 years old : 1/3. doses.

- 23l years old : & doses.

- HIV +ve : 3 doses.

HPV vaecines made $rom : LI copsid proteins.
HPV proteins for molignant transformodion :

- &b} ¥inocks out pS3 gene.

- 27:Hnocks out Retinoblastoma gene.

HPV proteins needed for viral replication : €l § €4.

Perinuclear halo

o s . S ~_ ]

ho'\\ocgcosis
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HPV Voccines :

Active against HPV Protect against
Nonavalent | G, Il, 16, 18, 31, 33, 45, S3, S8 | Genital warks + all & Co. a/w HPV
Bivalent 1o, 18 Co. Cervix
Quadrivalent b, 11, 16, 18 Genital warts § Co. cervix
ACOG Protocol 00:28:28
ACO&G Protocol

(Used by countries with good resources)
Sereening begins ot : dl years age (\rrespech\/e of onset of sexual ac’ci\/\@
method : PAP smear.
Repeodt : 2 years.

From 30 years onwards : PAP + HPV DNA (CotesH).
erea’c 'S Bears.
Do il 086 2 (S,

12 in pre\/'\Ous (6] 5r3 any Pap repor’c is abbnormal : SQreen'mS done until 7S ﬂrs.

I¥ hysterectomy is done : Stop sereening,

I

SCREENING FOR CANCER CeRVIX

\ 4

wWHO sQreen'ms g

(Countries with limited resources)
nge to stort: 20 ﬂeours.
ﬂge ‘o s’cop 1 SO 3ears.

See § treok approach —CHP\/ DNA Testing Rve, py:LLeT2.

via test Ve T eTo.

See, Triage § freat approach @etteo :
HPV DA Ve, \ip B0ve, oy LLeT2.
As per this : HPV + VIA > HPV > VIA.
IF HPV DNA is —ve : It is repeoted Eaeneml populadion : S-10 years.
HIV +ve @ 3-S years.
I¥ HPV DNA is +ve § VIA is —ve : Repeat HPV after I-a years.
IF VIR is —ve it is repeoted after : 3 years.
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WHO gools for 2020 :
* 90% gjrls to be vacCinated b5 age Is.
* 70% Semales 220 years of age to be screened for Co. Cervix.
* 90% of those with positive test to be treated.

LWHO recommended Rx : LLETZ2/LesP

Screening Methods for Cancer Cervix 00:32:30

Somple  Sample from Conventional method : Pap Smear

* With Ayres spodula. : Toke specimen Srom
Transformadion zone > Squamocolunnar junction.

* Wwith cg%obmsh : Toke specimen from endocervix.

—>| * Fixative : 95% ethyloleohol T 5% ether.

* Absolute ¢/ : None.

* Relative ¢/1: Bleeding,

* Do not : air drg the slide.

* Best fime : Periovulotory phase.

Lrom tronsformodion
endocervix

Cervix broom/brush

Liquid based cytology :
most specific test : * Done using : Cervical brush/broom.
PAP Smeoax . Ad\/an’cage 2
most sensitive test: | | | 4 used during menstruadion.
HPV DNA b. Performed with same sample as HPV DNIA

most cost eflective : testing,

VIA c. Better pick up rote.
SCREENING METHODS FOR CANCER CeRrVIX

HPV DNA ’ces’cing 2 VIA :
* done from age : 230 years. APPlY 2-S % acetic acid to cervix.
* earliest can be done at as years of age. * Normal areas appear : Pink (Unstained).
* It can detect high risk HPV. Rl © Dysplastic areas appear : white/acetoocetote
* Cannot fell subtype. area. (Stained)
* when Pop + HPV is done ’roge’rher : /o co—test * metoplastic areas : Appear grey.
* when HPV DNA is done after abnormal Pap :
Reflex nePv testing W abnorr:loixiajt smhear
* Tests fo tell HPV subtype * o lewlum :fm
o. Onclari’cg test. N P Srowth N
b. Cobas test. b > presen
&, Pl CEn S IS Cnlposco% + Biopsy Punch biopsg
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MANRGEMENT
Post—Coital eleeo\ing Protocol :

Pexr specudum exominadion

of cervix
/ J
Normal Visible grouth Bovrel shaped/ Induroted/
Firm/ Unhealthy cervix
Pop smear Punch biopsy ¢
¢ Abnormal CO‘POSCOP}j
Colposcopg + 6iops5
Pap Smeay eror{r‘mg :
Pap smear report Next step
LSIL 23S years w\poscop\d + Biopsy
ASCH Colposcopy + Bigpsy + endocervical curettage (ECC)
H3IL Can visualize endocervix $or adenocarcinomo.
ASCUS 4385 years erea‘c pop smear in 1-a yrs.
ASCUS 235 years | colposcopy/HPV DNA testing 1 positive, Colposcopy(ReSlex HPV testing)
AGCUS C,O\pOSCOptd + Biopsy + eCC + endometriol b‘\opsnj

Note :

* ASC-H: Atypical squamous cells — HSIL cannot be ruled out.
* ASCUS : Atypical squamous cells of undetermined significance.
* ASCUS ¢ Atypical glandular cells of undetermined s\gn\%mcemc

Adenocarcinomao. oF cervix.
endometriol concer
Co\poscopg : spread fo cervix.

O magn‘\?\coedon power : 30 times.

* visualizes exocervix § T2 (Cannot visualize endocervix.

Procedures :
F\pp\g 2-S% ocetic ocid —» 6iop35 oreons that look white.
Switeh on green fitter —» Biopsy from abnormal blood vessels (Reticular/mosaic/

punctote areas).

HSIL with colposcopy report of CIN I/Normal :
Cone biopsy/Conizotion :

* Done in OT under GA.

* Indicadion : Suspicion of adenoCo.

eCC Positive :
M : Cone Biopsy —» Adeno Ca. in situ ® — Hysterectomy,
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00:48:40

Important Points :

* most comnon type of Cancer Cervix :
Squamous cell Cou

* 2™ most common type of cancer cervix :
Adeno Co.

* most common site for cancer cervix : T2.

* most common site for adenocarcinoma of

cervix : endocervix.

Lgmphoecic drainage of cervix:

H Hﬂpogas’mc/ Internal iliac LN

0O : Obtuwrodor LN
P : Parocervical LN
¢ : external ilioc

Sentinel LN of cancer cervix :

Parocervical.

Cervix does not drain into : Super%c‘\od

® mMost common sgmp’com : AUB. -« 'mgudnod (BN
* most specific Symptom : Post coital bleeding,. * The most important prognostic factor
* most common cause of death : Renal failure. in cancer cervix : Stage 7 LN
® most common age for cancer cervix ﬁgs-gq yrs involvement.
* most common route of spread : ©O-bS yrs * most important cancer in femoales :
Direct > Lymphatic > Hemotogenous. Breast Co.
CANCEZR Ce2RVIX
Management Principles :
Surgery : Surgery
* Can be done til stoge : I A (Tumor size <4 em) Younq
* except: If tumor size > 4cms (1863 § 1A & Stoge surgery LN dissection
Chemorodiodion : Can be done in all s’cages | Al Conizodion ©)
Treodment of choice for stages | pa Solienl
*hetolv | B Trachelectomy Pelvie
* 1835 W Aa | Ba Type 1_
Roadiosensitizer used in concer cervix : . Hugterectomy Paraaortic LND
Cisplodin > S Fluorourocil. >
Type | hﬂs’cerec’comﬂ
Note : Radical trachelectomy LA (TAR + BIO) ©
* Removal of Tupe a
cervix + 80% poarametrium. | A3 h5 - c’comﬂ |
* Uterus stitched to vagina. (Wertheim) Pelvic
* ¢/1: Tumor size 23 ems . o +
* Subsequent labor only through LSCS. . Type 3/Rodical Paraaortic LND
o hgs’cerec{'omﬂ
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FI&O Staging:
Stoge Desceription
Stage | Co. limited fo cervix
" microscopic Ca. (45 mm deep)
| Al £3 mm deep
| AQ 4-S mm deep
12 mMacroscopic Ca. (S mm deep)
IS} Tumor Size ¢4 ems
1Ba Tumor Size £4 ems
163 Tumor Size 74 ems
Stage I\ Cancer spread to upper vagino
I\A Parametrium not involved
I\ Al Tumor Size £4 ecms
I\ A3 Tumor Size 74 ecms
16 Parametrium involved
Stoge I\ Coancer spread fo lower vagina
A No involvement of pelvic side walll
e Involvement of pelvic side wall/
hydroureter/hydronephrosis
nc LN Involvement
na Pelvic LN involvement
N ca Povoaortic LN involvement
Staoe v mMetostadtic
IV A Regjional : Bladder/rectum
Distant : Superficial inquinal LN
Ve ‘\:\{jol\/emen’rg
Note :

mﬂome’mod involvement

® 10C

R\
Porametrium \nvo\x/emen’c}

LN involvement : PET CT.

°* metastasis to ovaries is rare.
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GYNAECOLOGY : PART 4

Introduction to Ovarian Carcinoma

00:00:27

Types 0% Ovarian Cancer (WHO Classification) :

8P\+hehal ovarian tumor

Germ cell tumor

Sex cord stromal fumor

metostodic tumor

°* m/c:o0%

* m/c: Serous tumor
® mMucinous tumor

® prenner tumor

* endometrioid fumor
* Clear cell Ca

lo. M/ terotoma. : Benign/
moture cgshc
Ib. Teratoma/dermoid cyst
a. P(\od'\gnan’c/ imnoture
2. Terotoma
b Dgsgerm\r\oma

4
S. Yolk soe tumor

. &‘:mbrﬂonod cancer
-

. Choriocarcinomao.

&s’rrogen secre’c‘\rxg :
Sronuloga cell tumor
Androgen secre’dng/
Arrhenoblastomo/Adenoblastoma
- Sertoli cell

- Leﬂd'\g cell

- Hilus cell tumor
Stromal tumor ¢

- Fibroma

- Thecoma

- Fibrothecoma

C \ﬁruKenberg tumor

Screening of Ovarion Cancer :

® Not done uni\/ersod\g.
* Indicotion : H/o Samilial ovarion Co (0%).

~ Family history Ga degree relative).

- Occurs o decade earlier (S decode)

BRCA gene I/a testing

1§ +ve

Perform TAH + B3O once ¥am'\\5 is

comp\e’te/ potient >40 years of age

!

Screen'mg with TVS + CR 18S annuod\ﬂ.
Protocol $or Adnexal Mass on P/V :

TVS (Next step)

a.e/L.

Feotures Suggesh\/e ot mal'\gnancg :

l. Solid componen{'.

2. Pap'\l\arg excrescences.

4. Thick septa.

S. Increosed \/ascudari’rg in septo.
b. Ascites/LN involvernent/matted bowel loop.

‘ .',\ -
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Protocol for UsE (¥) Ovarian Cyst with no Features of Malignancy :

Post-menopausal femoale Reproductive age
* Check CR-13S. * Check size of cyst.
* 1§ 235 U : Further evaluotion § * 1§ 27 ems = Surgery (/4 high risk of
surgery, forsion.
Types of Ovarian Tumors 00:04:34

&p‘\’chelial Ovarion Tumors :

* m/c ovarian fumors. Pseudomgxoma peritonei

* m/c type : Serous cystadeno Co. S
* %eenin 260 years. * Appendix Co. (M/©).
° mosﬂﬂ u/L. ® MUCINOUS ovarion fumor.

* mucocele of appendix.

nMutodions :

- Low grax de fumors : KRAS/OTEN. 1 1recurrence rote : Bad prognosis

- H'\Sh Srade tumors : pS3.
* Ovarion Co o/w pseudomupoma. peritonei : Mueinous tumor.

Prognosis
* Not good.
* Non-specific signs § symptoms initially,
* Present in advanced stoge direc’c\g.

Syndromes o/w Ascites § Right Side Pleural gSusion :
meig's syndrome
* Anyl of the SPol\ouo'\ng (Mnemonic : government Banned TobacCo Forever.
- granuloga cell tumor.
- erenner tumor (Solid benign tumo.
- Thecoma.

- Fibromo.

Pseudo meig sgndrome :
when o/w any other condition (gg : Fibroids, mucinous ovarion fumors).

m/c ovarion fumor o/w :
* endometriosis : Clear cell Co. 7 endometriod tumor.

* endometrial Co : endometrioid tumor > Gronulosa cell tumor.
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Ovar‘\an Tumor § Tumor Markers :

Tumoyr Tm marker
Ep‘\’chehoJ tumor CA18S
nMucinous tumor CR19-9
DS ) ® Main : LDH

erminomao.
Y3 ) ® Others:hcg
(Dgsgenehc Bonads)

* Never produce Alpha-$etoprotein (AFF)

® mMain : AFP
® Others : LDH
* Never produce hCe

Yolk soc tumor
(endodermal sinus tumor)

E:mbndonod concer BAFP + hCe
Choriocorcinomo. hCa
aronulosa cell fumor Inhibin-& g Anti-mMullerian hormone

grenner’s Tumor :
Feodures : gpithelial cell, solid, WL, benign fumor.

HPE : Walthord cell nest + coflee bean nucleus.

Ep'\’chel'\um : Tronsitional ep'\’chehum.

aerm Cell Tumor (6CT) :
m/c age group * 10-30 years.
Laterality : mostly WL

* Aways WL : Yolk sac tumor.

* 3-10% dermoid cyst are e/L.

* 1S-30% dysgerminoma. are B/L.

m/c : Dermoid c5$’c/ moture teratomo.
m/c malignant 6CT * Immature teratomo.

Prognosis : §ood d/t detection ot early age.
® pest: Dgsgermmoma,
® dorst : Yolk soc tumor.

Qap'\d progress'\on : Yolk sac tumor (Presents with acute abdomen).

On\5 rodiosensitive ovarion fumor : Dgsgerm\noma,

Note :
* most radiosensitive organ ¢ Ovavies.

® Ovarion Co are rodioresistont.
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Dermoid Cyst
Features :
* m/c ovarian tumor in reproductive age § pregnancy,
* Loterality : U/L mostly, &/L in 10%.

. mos’dg ben'\gn. Teeth
Componen’cs : Hair
° pl 2 germ lagers. Rokitansky
pro’cubemnce

* m/c: ectodermal. :
Dermoid 053&/ modure terotoma.
mod'\gnan05 :
® Risk : 0.8-3%
* m/C site Rokitansky protuberance.
* M/C type : Squamous cell Ca.
usg
* Tip ot iceberg appearance.

QoKPmnng
promberance

* Dot § dash appearance.
° Qol/{\icanslﬁg protuberance.
M
* Cystectomy d/t maximum risk of torsion.
* Oophorectormny i ¥amil5 is complete.

Dgsgerm'moma :
Feotures : Solid, %eshﬂ, lobulated, tan in color
° USqu\5 wL.
* &CT with highest risk of
b'\\o&erah’cg 1 1S-30% coses.
Chovrocteristics on HPe :
* Nest of cells separated by fbrous septo.
* Septa is infiltrated by lymphocytes.

Yolk Soe Tumor/endodermal Sinus Tumor :

° most mod'\gnan’c SCT.
Surrouno\ing

°* most rapid\5 progress‘mg tumor. fumor cells

* Can present as acute abdomen.
* 100% /L.
* GCT with worst prognosis.
HPE : Schiller duval bodies (Similar to
glomeruloid bodies).

Central cap\\\arﬂ

Cgshc space

ALY
-?,\Hr}.

Yolk soc tumor
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Sex Cord Stromal Tumors :
aranulosa. cell tumor :

* Presents ot any age.

* &ene defect : Fox La gene.

o 83’«0890 produc‘mg fumor :

< - :-‘“' L. “""
o

TRisk of endometrial Co. —» endometrial biopsy. ] "; ;; Lloso. cell fumor :

* Presentation Cal\-exner bodies
Puber’rg : Puber’% menorrhagio.
Reproductive/perimenopausal age : AUS.
mMenopausal ¢ Post menopausal bleeding,

¥rukenberg Tumor :
* metastatic tumor of ovary,.
* mM/C primary Ca.: Stomach Co (Pyloric end).
* Route of spread : Retrograde lymphotics.
* &/L in 80% coses.

Characteristics of tumor :
* Leoads to sgmme’mcod ovarion enlargement
with its shape retained.
* Woxy, mobile.

* Intact capsule. . k. ' Wl
On HPE : Signet ring cells (Filled with mucin § nuclei HPE of Krukenburg tumor :

pushed to per'\phe@). Signet ring celis

Management of Ovarian Cancer 00:19:58

Staging Lapouro’comg/ surgical Staging :
Done in all coses

S’ceps :
. Ascitic Sluid/] peritoneal wash sample.

3. TAH + BSO0.

2. Multiple peritoneal biopsies.

4. Infrocolic omentectomy (Nlot omental biops@.
S. Pelvic + Povoaortic LNID.
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----- Active space ----- mx of 2pi’che|'\al Ovarian Co.:

Investigation ¢ CT (To stoge the urmnor)

& |
&ar|5 s%age tlor & Advanced s‘cage 300 4
|
S’cag’mg \aparo’romg & l

Resectable tumor Tumor not resectable

* Post-operative/
Adjuvant chemotherapy co:
Carboplatin + Paclitaxel (o cgcles)

Debull/{mg/ Cytoreductive Sx

* Add on druggs : ﬂobtt/ax:’r:ﬁ : e (e oo Meoaobwéan’( che;ﬁo%hempg
+ :
- pevocizumab (/1 i€ BRCA +ve) Corboplatin + Poclitaxel (b cycles O CPEES
* mMaintenance : (‘,oxbopla’dn + Paclitoxel

- 1§ PRCA +ve ! Olaparib

/

PARP inhibitors + Bevacizumab ‘

Maintenance : & l
PARP (Polg ADP-ribose polﬂmemse) 1§ tumor is resectable 1§ fumor not resectable
inhibitor
+ Debudlﬁing SX Remodmng 2 cgc\es
Bevacizumab of CT without Sx

Remaining 2 cﬂcles of CT

Note :
Features of Non-resectable tumors :
* Peritoneal caking.
* Involves vital organs Stomoch, liver, Sreoec vessels, intestine, mesen’cerg.

Management of Germ Cell Tumors :

u/L salpinop-oophorectomy > Chemotheropy (AN s’cages)
(\/oung female) exception : Dysgerminomo. stage |.

CT Drugs : Bleomycin, gtoposide, Cisplodin.

Surveillance During Rx :

CA138S l\e\/els : PFT : Plokinum free interval

T while on platinum based CT : TA%ter stopping CT :
Pt is refractory o the drugs i )

i PFT <6 months : PFT 26 months :

NS BEES Plotinum resistant relapse Plotinum sensitive relapse
Pegyloted Liposomal Doxorubicin FLy

DOC : Paclitaxel, Bevacizumab DOC : Carboplatin, Paclitoxel

Note : Paxtiol p\od"mum resistonce does not exist.
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Ovarion cgs’cs without Features of mlod‘\snancﬂ on Ulktrasound :

v y

erroduc’d\/e age group extremes of oge
Size of cyst
{ ¢ } Post menopausal Pre pubertol
2-Sem: S-T7cem: 21em: ¢
Wait § wokeh  Seriol utrasound  9x d/t Trisk CA 1S 235 AFP, nCe, LDH
monitoring of forsion { ¥ cororral J
SX

Note :

230% N pos’( menopausal.
o mod‘\gnan’c troansformodion of ovarion mosses {

1% in pre menopousoal.
Tin benign conditions (Fibroid, PID, cervical Te).

° In reproductive oae aroup : CA I&S{:
P = 3roup 2300 U sgm%cant

Ovarion cﬂs’cs in Pregnomcg 3
|
! ’

ngp’romoeric cgs’c 955mp+omahc cgs’c
Sx irrespective of I* trimester : a™ trimester:
gestational age Wait § wokeh mMalignant feotures/

(mos’dg corpus luteal cgs%) size 210 em on ultrosound

|

SX

m/c ben'\gn fumor in pregnancuy.

}Dermoid cgs’c.

m/c ot end of I trimester/ during puerperium.

m/c to undergo torsion in pregnancy

* m/c ovarian Ca in pregnancg : Dgsgerm‘\noma,

Female External Genitalia/Pudendum/Vulva 00:35:24

Lﬂmphoedc drounage :
Superficial inguinal LN —»> Deep \ngudnod/ Semoral LN
vulval Co.:

Lymph node dissection (ONDE Inquinofemoral LN (Pelvic LN not dissected).
Sentinel LN Super%ciod inquinol L.

axcep’rionk¥ &lans of clitoris : Direct drainage into deep ingudnod/ Cloquet/Rosenmuller’s LN

e/L inquinofemoral LD :
Structures locoted within & cms of midline drain &/L.
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_____ Active space - Vulval Cancer

00:38:50

Important One Liners :
* Most common type : Squamous cell Co
* 3™ most common type :
mMelanoma > Adeno Co
° Age group
SO-70 years (mean @ (S Becxrs)
® most common 35mp+om : Pruvitis.
® most common site :
Labia majora. > Labia minoro.
* It had & common varieties :
a. Keratinizing (M/©.
b. Warty,

Risk Factors :
B HPV (HPV 16).
P :tpage’c’s diseoase.
pS3 mutadion.
V 8
* vulval intraepithelial neoplasio. (VIND.
* vulval dﬁs’crophﬂ/ adrophy,
° vulval warts (Oor\dgloma acuminodo).
S: Smolﬁ'mg.

Also inow :
* Important points on s’cag‘mg :
- Stoge 1A : Size <3 em § depth < mm.
- Stoge 16 : size 23em § depth 2 Imm
- LN involved in : Stage W § V.

VULVAL

CANCeR

managemen’c g
i S’cage l, &

- Sx: Mx of Co + LAD.
* Stage 3,4

- Chemorodiation.

Suurser5 2 -

* Tumor excision : Simple partiol \/ulvec’comB
in s’cage A.

* 1&/1\ : Radical vulvectomu,

Note :
° Oondﬂloma lodo.
* Herpes simplex virus.
* Grovido/] pari’cg.
* vulval hamoytomao.

Lampha’dc Dissection :
°In s’cage 1A : No LND.
* \¥ LN are palpable : &/L inguinofemoral LNID.
* I¥ LN are positive : &/L inguinofemoral LND.
* ? LN are not palpoble :
= S’cage 1A : No LNID.
— In all other stages * Inguinotemorol LAID.
~ Always : Do B/L inguinofemoral LN
dissection.
— except if all following conditions are
fulfilled :

® Size:<La ems
+

* Tumor should be : >a cms away Srom
midline
+

® Local extension : Absent.

Not rigk foctors for vulval concer.
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Associations of Estrogen Dependent Conditions 00:47:29

‘as’crogen dependen’c conditions :

* Fibroid. * endometrial Co.
* endometriosis. * Ovarian Cou
Risk factor Protective factors
Nullipoyity mMultipowity
Obesity Pregnancy
govly menarche Phuysical exercise
Late menopause | Smoking (/4 inhibition of aromatose)

Theory of incessant ovulation : Tovulation —» TRisk of ovarian Co.

AERE +/- rick o5 Protective Sactors
* Ovulation \nduc‘mg drugs * preost Séeed\ng
Note :

* Virilizing tumor of ovary : Arrhenoblastomo.
* /e post menopausal bleeding : Polyp.
* Presentation : Post-menopausal bleeding with /o DM § hypertension (HTND
- TVS 24 mm —» endometrial sampling,
- Corpus concer sgxdrome :
Trisk of endometrial Co. in obese female + DM + HTN.
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GYNAECOLOGY : PART 5

Sexual Development

00:01:20

Normal sex deve\opmen’c

Y

most impor’can’c gene : SRY
Locoted : Distal end of short arm of Y chromosome

Y

v

Present Absent
Testis O\/ar5
v | v v | v
Sertoli cells L65d18 cells No sertoli cells No \egdig cells
Secrete : Secrete : Testosterone No AmMH No testosterone
L AMH/mIS [ ! ¢
a. inhibin & & . } nDd grows \ead'\ng to l. WD regresses
¢ Promg’fes Srow’zh ° )' e rEd“é*ase tronsformadtion of : a. No
Function : gl e By (1D c(or\\/er’rs I7is® ¢ Female internal mosculinization
* AMH leads to : Pfesen% O;B genitalia of external
Regression of iy el . Fallopian tube genitalia.
mullerion dDuct Ll a. Uterus
(D) in moles. \/ ¢ 3. Cervix
* Inhibin leads to : Leads to : Mole Leads to : 4. upper part of
Negative feed- internal genitalio mMosculinizodion of vogjina
back on FSH. S @ Seminal vesicles external 8en\%odia.
= 0 %aculo@rorg duct h65 :
€ : gpididymis * SRY: Sex reloted gene on Chr Y
D Vas deferens °* AMH : Anti Mullerian Hormone
° mMIS : mMullerian \nh'\b'\‘dng Substance
Note :

* gene Yor testes formodion : SRY gene > SOX gene.
* mineral needed for grY gene function @ 2ine.
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IMPORTANT ONE LINERS
L 1% stimulus Sor testes to secrete testosterone : hCe

a.In males :
—> FSH LH
—1 Inhibin & Testosterone
+ve | -ve
® _
LSH § FH —— | Spermatogenesis LH 5 FSH
ok puber’rg

2, Remnonts of ¢

mMullerion duct in males wolfSion duct in females
. Append\x of tostes I ‘apoophoron (Progimod end of mesonephfic qubude)} Present in
] . a. Paraoophoron (Distal end of mesonephric tubule) | brooad ligament
(Hydadid of rorgagnd

3, Gortner’s duct (mesonephric duct : Present in anteroloteral wall

a. Prostodic utricle .
ot vagino.

4. gonads develop from : Genital ridge (S weeks of intrauterine lite,
testes before OVarg,).
S. Upper part of vagina. develops $rom : mullerian duct.
Lower part of vagina. develops $rom : Sinovaginal bulb of urogenital sinus.

Development of External Genitalia 00:10:23

Develop from the same amolgum in both males § females.

Homolosous Orgoms g
Some embrﬂolog'\cod or'\g‘m.

Testosterone ®/xY Testosterone ©/xx
Genital tubercle Penis Clitoris
Lobioscrotal swelling Serotum Lobio. majorod
&enital fold/urethral fold Penile wrethra Labia. minoro
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AMBIGUOUS GENITALIA

I} Testosterone or DHT is present in sufSicient quantity in intrauterine life : Male external genitolia.
I Testosterone or DHT is present but in insufSicient quantity : Ambiguous genitalio.
I¥ Testosterone or DHT is absent in intrauterine life : Female external genitalio.

XY Karyotype XX Karyotype
Testosterone in sufSicient quantity Male external genitalia ©
Testosterone present but less Ambiguous Ambiguous
Testosterone absent Female external genitalio Female external genitalio
nmbiguous gen'ﬁcodia

Definition : When bﬂ looking ot external genitalio, sex of the bab3 cannot be decided.
/% : Clitoromegaly/micropenis/labioserotal swelling,

child born with PYQs
ambiguous Sen'\‘cod'\a
Barr bod5
* Caoleulaion : No. of X chromosomes — |
Next S’cep
| *@—>F=,m=0.
Physical examination I Folse positive Barr body seen in :
‘ | ) Klinefelter’s syndrome.
a. Folse negoec\ve Barr bod5 seen iy
1§ oonads 1§ gonads are )
Turner’s syndrome.
ore podpable NOT palpable
¢ ¢ 2. Male pseudohermaphrod\’ce :
o e\eno’cﬂpe 2 Al XY.
undescended testes : 46 XY 4l XX o eyt Sen‘ﬁcaha= Femole.
* m/c cause : Partial * m/c cause: * eq:
Androgen Insensitivity Congenital Adrenal - Complete AIS (M/0).
Syndrome ) Hyperplasio (@) _ Swger’s syndrome.
- SO reductase deficiency,

4. Femole pseudohermaphrod\’ce :
o Gaeno{'gpe P4 XX,
° ext. 8eni’codia= Amb‘\guous.

10C in o«mbiguous 8eni’coJia= harﬂo’cﬂp'\ng. * £q: CAH.

Note :
* m/c cause of Semale looking external genitalio. in XY Karyotype : Complete AIS.
* pest method for sex determinadion in o child :

Karyotyping t Y (®: male (&g : Kinefelter’s 47 xx)
Y O Female (g9 : Turner’s 4S X0
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Anatomy of Female External Genitalia 00:26:15  _____ AN TR0 e

vulvo/Pudendum :

Pubic hair :
* Formed ot pubarche

//////, * Corresponds fo Tanner stage 3

nons pudois

Prepuce {

Seenulum Clitoris

L —— Labio majora
Terminodion of J

round l'\gamen’c —— Loabio. minora

Bortholin glcmd Fourchette

vestibule Posterior commissure

VESTIBULE pvas (79 :

Area bounded : * Hair appears on mons pubis in : Tanner stage 2.
Pubic hair is d/% : Androgen.

* Clitoromegaly is * Length of clitoris 24 em.
Prostote 8\omds : Homologous to Skene 8\and

nn’ceriorlq : Clitoris

Posteriorly : Fourchette

Loderally : Labio. minora in femoles.
Area bounded : * Cowper’s gland : Homologous 4o Bartholin gland
I+ Urethral opening in females.

3, 3 : Paraurethral (Skene) gland opening

4 : Introitus (Vaginal opening) —» Covered by hymen

S, b : Openings of ducts of Bartholin glands

Types of Hymen :
Sieve-like
Chtorls — ., e | - - B o
Labia
minora
Urethra
Hymen
Vaginal 1 I ¥
cPansg T U S iy PO g
1 1 1
i g e g et e op

[SemimarGrescere]
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\mper%m’ce hgmen :

* No opening in hﬂmen.
O COmpl'\coecion : Crgp’comenorrhea,

Vulval Cysts :

Cyst

Location

Paraurethral/skene gland eyst

Ao}jacen‘c to urethra

urethroo
Porourethrol cgs’v
Introitus

\

Gartner’s cyst

Pntero-loteral wall of vagina.

Gartner's

cyst \

Bortholin 053’( :

Small § asgmp’comod'ic
Sﬂmp’coma‘dc : Vulval pain dwring phgsicod ac’c\\/i’cg
0/ : uniloteral, round/oval, Suctuant
mcmagemen% :

- 432 cm ' Conservodive managemen’c.

- Asymptomatic, 23 em 15D b
- Symptomatic insertion of
- Bartholin abscess word cotheter

- Recurrent cu;s%z marSupiahzoedon.

* &/w labia. majora. § minora. (Gland)
or
* In vestibule, outside introitus (Duct opening)

Normal
anatomy

Bortholin Gland :
* AKA Greoter vestibulor 8\omoL

* Location * /W labio. majora § minora. (At S o clock/ 7 0’ clock position.

O MormaJ\B not podpab\e.
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00:38:45 --- Active space -----
Genital herpes Syphilitic chanere Soft chanere DONOVANOSIS LGV
Incubation period 3-1 days 10-90 days I-14 dows -8 weeks 3 dows — b weeks
) Treponema. Haemophilus rlebsiella Chlamgdia
Cousotive agen’c HSV 4 7 HoV | ] ) ) i
pollidum ducreyi granulomadis trachomadis
Painless papule/
Sing\e painless nodule
Clinical vesicles on uleer with : Poinful ulcer ¢
NI
rosentotio erg’chema’mus * Clear bose with undermined 696&15 red Painless ulcers
ntadtion
P base in clusters | ® Firm, roised edges granulomaous
border uleers with rolled
edoes
Lymphadenopothy | Painful § pruritic Painless Paintul Pseudobuboes Paintul
¢ Tzonck smear *
) C SerolO% )
) ) mMultinucleoted 6t0p$5 :
Diagnosis _ * Dark field Culture ) NAAT
Bmm’r cells i Donovan bodies
microscopy
* PCR
o Acgc\ovir/ Penicillin/ Azi’chromﬂcm/ . _ o '
X ithromucin oxycucline
Famciclovir Ceftrioxone Ceftrioxone J 3

LgV : Lgmphogmnudoma venereum.
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Active space ----- PUberty 00:42:00
gstrogen has the ¥ol\ow\n3
Puber’cg g actions dwrins puber’cg g
Q@ =105 years . Breost development.
@ﬂge_[:o”—ns5 a | +P¥ ductive troct :
= IS years . Development of reproductive trac

[ sign of puber’rU in females :

uterus de\/ealopmen’c.

Precocious puber’cﬂ :

* Females (M/0) : Thelarche <8 yrs of age.
Males : Testicular enlargement £9 yrs of age.

* m/c cause : Central precocious puberty

* m/cin: Females > males.

Note :

. meCune Albright syndrome =
a. Precocious puber’cg.
b. Polyostotic fibrous dysplasio.
¢. Cafe ou lait spots.

a. S'\Sm%can{' neurotroansmitters :

3. Starting of menstruation.
Srowth spurt, 4. Pubertal Srow’(h spurt.
(most specific : Thelarche) < | S Vaginal cornification.
ot sign of puberty in moles : G. (Le_r\/'\co\\ mucus production.
Testicular enlargement. . gpiphyseal closure.
8. BONe Mass.
Sequence of puberty in females : 9. Increased clotting factors : OCP c/\in
&rowth spurt > Thelarche > Pubarche - W0 thrombosis/CAD/CVA.
> Peak height velocity > menarche. - Puerperium <al doys.
PUBERTY
Delaaed Puber’c5 2 Central Precocious Puber’cgz
* Femoles : 13 yrs. * D/t : Premature activation of HPO axis.
* males (M/): 14 yrs. o Ln: )
* m/c cause : Constitutional deloy, Fem: |
* DOC : Pulsodile GPRH. g: ]
_ * m/c cause : Idiopathic. (80%)
Hormones Responsible : * 3™ m/c couse : Brain hamartoma. (10%)
7 THER OMmAsR responsible for ° Wtis oduuaﬂs s 1sosexual. (3° sexual characteristics :
breast developement : &s’crogen Breast development ®
* Main hormone responsible > * DOC ! Continuous GARH.
For pubic hair § oxllary hoir * A/w: Precocious menstruation. (Menarche 410 years)
development : Androgen
Peripheral Precocious Puber’cg :
ol /% : exogenous source of estrogen/androgen.

Can be : 1sosexual/heterosexual.
Lh: |
Fom: |
estrogen/androgen ¢ |
1sosexual (Couse) :
I &s’crogen secre’c‘mg ovayion fumor.
a. ngo{'hﬂroidism.
2. MeCune Albrigh‘c 33ndronxe.
Heterosexual (Couse)
l. Androgen secre’dng tumor.
3. CAH.
Not o/w @ Precocious menstruation.

* GARA : Maintain dormomcg of hﬂpo’d’\odamus before puber’@.

* Kisspeptin : Pulsatile release of GnRH ok puber’cﬂ.

N Lep’r'm : Permissive role in puber’cﬁ.
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Disorders of Sexual Development (DSD) in 46 XX 00:00:07
Couses :
Femlodes
v v
Problem in aonads TAndrogen in Intra-uterine Life (UL
* Ovotestis. Ambiquous aenitalioo
* Turner’s syndrome. * Congenital Adrenal Hyperplasia. (CAHD.
(46Xx0, streok ovaries) * Aromatase deficiency in placenta.
(maternal androgens _Promotase | estrogen.

* Androgen drugs By pregnant mother.

OovOoTesTIS
* zarlier colled as true hermaphrod‘\’ce.
* |ndividual with male + femoale gonads.

Pheno’cﬂpe :
* m/c: Testis on one side + ovary on other side.
* &/L testicular § ovarian tissue.

Karyotype : 4l Xx (/) > 4k XY,

Genital Organs Development :

Intermal Seni’caj'\a=
* Side of ovary : mullerian duct (MD) — Female internal genitalio.
* Side of testis : WoltSian duct (WD) — Male internal genitalia.

external gem’cod'\w
* Ambiguous genitalio. (more resemblance to male external Sen'\’cod'\a).
* Token as : Mole child ot birth.

Presentation :
3/4% Ovary on one side — strogen —» Breast development (e\gnaecomas’da).
I/4% : menstruation.
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_____ Active space - Congenital Adrenal Hyperplasia 00:06:18

nMost common couse of :

* Q pseudohermaphrodite.

m/c enzyme de%c'\encﬂ 3
alr o hﬂdroxgase.

a™ most common enzyme de%c'\encg 2

G Amb'\guous 8eni’codia in Q. -

Presentodion with al & hydroxylase de‘?xc\encg
or Il B hydroxylase :
Hormones decreased :
o Aldosterone :
= Hﬂponoecremia,
= Hﬂper}ﬂodem'\a_
- Salt water uoas’c‘mg.
- Metabolic acidosis.
= Hﬂpo’cens'\on.
b. Cortisol Hﬂpogl cemio.
Hormone increased :
TacTh — Adrenal gland — Tﬂndrogen.

stimulation
o. Androgen leads to :

Q: Ambigwus Sen'\’cod'\a,

I P hydroxylase. J : Normal & genitalio.
CONGENITAL ADRENAL HYPERPLASIA
4 v
Sereening test gnzyme deficiency which | | enzyme deficiency which
I ~OH progesterone levels leads to ambiguous leads to ambigious genitalio. in
genitalio. in male (x¥) both xx and XY karyotype :
! v ’ Karyotype : * 3f3-HoD deficiency,
ca00ng  doOfoscong = 800Ing, | PRI hydroxylase. * P4S0 Oxido-Reductose
Rules out v Confirms ||| a.17,30-lyose. (0R) deficiency
COAR Diagnostic test COM 1
ACTH A/w skeletal anomalies :
stimuladion test Antley Bixler syndrome.

M+ Begin Mx even withoud waiting for Karyotype
8ene’dc test.
. DOC :

Corticosteroids ——— (5) feedback on ACTH

v

J,r-\ndrogen <—— Adrenoal gland not stimulated

3. Correct fluid electrolyte imbolance.
3. Loter on correct clitoromeqaly surgically.

Note :

1§ child with X% Haryotype born with
ambiguous genitalio + mother had
hirsutism in pregnany :

eneyme de%c'\en% —> Aromotase

de-?\c‘\en% in placenta.
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00:12:32 ... Active space

To be done in all cases of precocious
puber’cﬁ :

l. Bone age estimadion.

3.LH, FSH, estrogen levels : Central (/) vs

per'\pherod Jrﬂpe.

4. Pelvic USG : Rule out es’crogen secre’r‘mg
ovarian fumor (Peripheral couse)

S. TSH : Rule out hypothyroidism (Peripheral
couse).

2. MR : Rule out brain tumors (HamoartomoD. |

To be done when a child born with
amb‘\guous Seni’cod‘\a:

I* step : Physical examinodion.
10C : Harﬂokﬂp‘\ng.

Others : gonads podpable
AXY

confirmed
Check :

Testosterone.

DHT (ihydrotestosterone).

* LH/FSH.

Pelvic UsG.

* AmH (Bnti-mullerion hormone).

INVESTIGATION

{

To be done in all cases of heterosexual
precocious puber’cﬂ :
Test for precocious puber’c3

+
l. Testosterone : Rule out omdrogen
secre’dng fumors.
a. DHeA sudpha’ce : Rule out adrenal tumors

secre’dng androgen.

3. 17-OH progesterone : CAH.

Also know
Androgen ® is seenon: Long arm of X chr.

@ levels of androgen in females : <70 na,

® : Receptors

}

To be done in all cases of
congenital adrenal hgperplasia
(46 xXx individual :

® |7-OH Proges’cerone.

* Testosterone.

® Serum elec’crolﬂ’ces.

* 10C : Karyotypino,

I¥ o female gives h/o CAR in previous

pregnancy
DOC in this pregnany : Dexomethosone

(Crosses placento).
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Disorders of Sexual Development in 46XY

00:16:52

Couses
AlpXY
I

v

v

Female looking aenitalia

Ambiquous genitalia

L. Complete ﬂndrogen \nsensi’dv%%
syndrome (AIS).

a. Syer SBndrome.

3, SOL reductose o\e\?\c'\encﬂ.

4. L+ receptor defect.

I. Partial AIS.
a.CAH d/t :
* 170 hydroxylase de?xciencﬂ.
* 17, 80-lyase o\e\?\c'\encg.
* 3B-md deficiency,
* PASO OR de%c‘\encg.
2. Ovotestis (4bXxY).

ANDROGEN INSENSITIVITY SYNDROME VS. SWYER SYNDROME

Complete AIS Swyer Syndrome
hourqo{'qpe AlXY AlXY
gonad Testes : Normal Testes : Dysgenetic
&’dopoechoqenes'\s Completely insensitive to testosterone Point mutation in SRY gene
@AM —> MD regresses
Sertoli cells T: Dﬂsgene’dc cells —» amMH © —» MD 9rows
nhibin
Dusoenetic —» Testosterone © —» WD
Leydig cells @ —> Testosterone 33 ©
cells regress.
Internal genital | Absent (Testosterone resistance —» WD rearession);
e . ‘ : i 3 oV Q (/t md 8row’ch)
organs Moy have blind enqu vagino.
Uterus © ®
external genital
Jent Q@ (D/t DHT resistonce) Q
organs
At puberty O Aromodase gstrogen Dysgenetic testes —> Testosterone absent
ereast Fully developed o/t es’crogen) : Tanner stage 4 or S ©
Pubic hair scanty (Androgen resistance) : Tanner stage | or & Sconty/©
A * 1° amenorrhea
Presentation

* &/L Inquinal hernia : D/t undescended testes (1Rigk of malignancy).
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Complete AIS Swyer syndrome
LH i i
=38 Normal Like 1
- T (corresponds to & androgen pCos l
level
¢ t the ti u
G\Onadec’comg ®/w 14-16 Years : wait R (:B (Ss‘s) e rmeo
n
$or full breast development) 03NSt
mx
(To retain @ estrogen replacement theropy gstrogen replacement therapy
pheno’rgpe) ¢ x | year (For breast development)
Voainoplast
egnopesy Life lonq es’croqen + proqes’cerone
Note :
l. Vngop\as’cﬂ :

* Timing : Just before/just after marrioge.

* Technigue : Meindoe technigue or Laparoscopic Vecthietti technigue.

a. DBSgene’dc or
undescended testis

T chances of malignancy — mx : Gonadectomy,
m/c gonadal fumour : Gonadoblastoma.

m/c Sor\adod modigr\ancﬂ : Dﬂsgerminoma/ seminomMmo.

2, Streok ovaries —» Do Not become maligncm’c — No 8onadec’com5

00mp|e’ce Vvs. Partial RIS :

Complete AIS Partial RIS

Complete insensitivity to testosterone

Partial sensitivity to testosterone

Female IooH‘mq external qer\'\’ml'\a

Amb'\quous qeni’coJ‘\a

Internal genital organs ©

Male internal genitalio ® (Partiolly developed)

D/D for AIS (Absent uterus) :

mullerion agenesis : Mayer—Rokitansky-tuster—Hauser (MRK¥H) syndrome.

Features
Koryotype 4oxx (10C : Faryotyping —» Rule out AIS)
eoth mullerion ducts (M) : Absent
Sl * Fallopian tube, u’rgrus, cervix, upper vagina : ©
* p/w renol anomalies : VP done.
* <keletal anomalies ®
Oovaries

@ —» Ovulation

Breast development

Normol (D/t estrogen) —» Tanner stoge 4/

Pubic/Axillory hair

Normal — Tonner stage 4/S

LH, FSH, estrooen

Normal

Symptoms 1° amenorrhea, coital difSiculties
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SO REDUCTRASE DEFICIENCY

SO-reductose

Function : Testosterone > DHT.
Feadures
Senotype 4o XY
gonods Testes : Normal but undescended
Sertoli cells Normol (AMH —» MD regression)
Leydiq cells Normal (Testosterone —» WD growth — G intermal organs)

external 5eni’codia

Q ok birth (Testosterone —¢—» DHT;
Note : undescended testes ®

Pubic/oxillary hair

sconty (O/t absent DHT)

At puber’cg

* Deeping of voice
* Tmuscle mass

®  Hirsutism

Virilization (8° sexual characteristics of &' develops) :

* Clitoromegoly (Rbsent ok birth)
* Breast development © (Testosterone —%—> %ﬁogen)

FSH, LH, Testosterone

Novrmal

Partial RIS V. SO Reductose De%cienca :

Partial AIS

SO reductase deficiency

Onset of clitoromeqaly

Since birth

at puber{'q

Internal genital organs

3 (Partially developed)

J (Well developed)

Breast development

Tanner stage : 4/5 (Well developed) | Tanner stage : | (Absent)
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Primary Amenorrhoea : Overview 00:00:10
Definition : <——>| Work Up :
. Absence of menstruadion by 13 years of
age in females without breast budding | -
(Tanner stage &). F 5_&00_] Pubic hair
or exominoion
3. Absence of menstruation by IS years of l | Palpoble qonods |
age in Lemales with breost buo\d‘mg
oR a. ueT Should be done in all cases
3, Absence of menstruotion within 2 years l of 1° amenorrheo.
of thelarche. A
2, USS To know uterus is presen’c
Note : l or not.
Breast budd‘mg : Tanner stoge a.
4. FSH, LH,
es’crogen levels
PRIMARY AMENORRHOEA 10C : Karyotyping

:

Compartment wise causes
Orgon Couse LK, FSH, estrogen (®
.
Fom: |
Hypothalomus Kallmann syndrome (Ch) LH: |
2 > Hypogonadotropic
FoH & | hypogonadism
a Pituitary gland Craniopharyngiomo. LH: |
e | )
gonadal o}gsgenes& =S Hypergonadotropic
3 Ovary * Turner’s syndrome (45 XO) L _
) hﬁpogonad\sm
* Swyer’s syndrome (46 XD &/Androgen : |
FSH
* mullerian agenesis (4 Xx) th ~Q
2
4 uterus absent
FSH :
. Androgen '\nsens'\’d\/i’cg Sgndrome L 1\® Same as PCOS §
(46 xY) Androgen ¢ | eryptomenorrhoea
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Cryptomenorrhoea & Mullerian Agenesis

00:11:04

D/D : CRYPTOMENORRHEA

c/%: et /o cyclical pain in abdomen every month.
\mper?oro@re hgmen.

It means hidden menstruation

On PR examinadtion :

Vag'mod odresio.

Transverse vVaginal Septum (Tvo).

Bulky uterus (HematometroD.
Hemo@cocolpus.

On local examination

v

v

v v

Mo’ch‘mg iS 3i\/en about
local examinadion

Imperforote
hymen (M/©

Tensed, bulg‘mg hgmer\ or
OOugh impulse present

Not tensed, not bulg'mg or
Cough impulse absent

VQS'mod open’mg absent

Imperforate
hymen

Transverse vaginal

septum

Voainal odresio

t

A

f }

Pr'\mourg Amenorrhea with
Es’crogen Normal :
ovQ : FSH £ N
Management of LH:N
.[€1e:N
\mper?oroﬂce hgmen : —>
Cruciote incision on Androgen ¢ N
hymen. Heigh’c of pt:
Breost : N
Pubic hair :
Axillory hair :

Also Know

Note :
. \mper?oroece hﬂmen is
lower down

Best Ix to difSerentiote
between \mper-\loro&e
‘ngmer\ oand TVS : MR

movre chances of
hemo&oco\pus.
° TVSig h‘\gher up

D/D : MULLERIAN AGENESIS

/

Hemodometra

y
y

endometriosis.

(le’«ogrcxde menstruodion

Defect : Both mullerian ducts are obsent
Ovaries :

Ovuladion, 3} Y

ext genﬂ-odia :

Breast : ©

Pubic hair :

Internal genitalia. (Uterus) : Absent
Sometimes :

* Distal part of fallopian tube (B

* entire vagino. absent (vag\nod odresio)
\deod\5 :

* Upper vagina. : Absent
pssocioted failure :

® Renal anomaly

° Lower \/ag'\na= Present

® Skeletal anomaly

Pt /o
R Pr\ma@ amenorrheo
a. D'\-?Q'\cud’cﬂ in coitus

manogemen’w

* Vaginoplasty technique :
I. mec Indoe
a. Vecchietti

® Time:
. Just before marrioge

a. Just after marrioge
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Gonadal Dysgenesis & Kallmann’s Syndrome 00:17:18  _____ Active space -
For:t,Lm:l e Hﬂpergonado’cm{ah\c
l hgpogonao\\sm

Gonodal dgsgenes'\s

v

Turner’s syndrome

O Harﬂo’@pe 1 45 XO.
* 1t of potient : Short

* pdditional feotures :
- webb'mg of neck

- Shield like chest
- Low pos’cer'\or hadr line

v

Sw5er’s syndorme

O harﬂo’cﬂpe P4 XY,
* nt of potient : ©)
* pdditional feotures :

Primary Amenorrhoeo

l. Breost de\/elopmen’c : Absent.

& Pubic hair | /obsent.

estrogen |,
fediceEn® | 3. uterus ¢ Small/hypoplastic/
l infantile.
FoH:|,Lm:| e ngogonado’crophic
hﬂpogonad'\sm

l

Hallmonn swwdrome

Pt /o

J \n‘?er’c\l'\kg.
O De\aged puber’c5.

m/c : males.

Defect : gnRH neurons in o\?ac‘corﬂ
epithelium $ail o migrate to Hﬂpo’chodamus

C Primar5 omenorrhoeao.

Associoted feature : Anosmio.

Can be seen in both : M § F.

Gene involved : Yal | gene.
Stoture : ©)

mMx : Pulsodile gnRH.
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_____ Active space - Turner’s Syndrome

00:22:38

23 Kic )
T T RTET
s U O b
i It T §

harﬂo@p\ng

»Harﬂo’rgpe : 4S X0, mMonosomy X

—> N sSome cases : Mosaic
Tuwrner’s seen in 4 cell lines are present :
4SXO/ 46Xy

—>Gonads : In mosaic
* One side : Streak ovary,
* Other side : Dgsgene’dc testis.
—» Remember :
* Streak ovaries. (Not premalignant)
* Dysgenetic testes or undescended testes :
TRrisk of malignancy — Gonadectomy,

TURNER’S SYNDROME

Remember in all coses
of suspected Turners
Do hargo’rgpmg.

pssocioted features

* Short : mutotion in SHOX gene.
* Webbing of neck.
* Low posterior hair line.
* Shield shaped chest.
* Widely spaced nipples.
* SNHL : Sensorineural hear\ng loss.
* Autoimmune diseose :
- Diabetes.
- Hoshimoto’s thyroiditis.
- Celiac disease.
* Cubitus valgus.
* Heart disease : Bicuspid aortic

volve > Coarctodion of Rorto.

* m/c fumor seen in

o\gsgene’c‘\c Sonads :

gonadoblostomao.

* m/e modigncmcg :

. echo.

a.Renal UsE (Turners is associoked with

horseshoe shaped Hidnew
2. TSH, T3, T4
4. CBC, Lipid profile, Fasting glucose
S. RFT, LFT
. Audiome’(rﬂ
7. Anti-endomysial Abs /% Trisk of
celiac disease)

M
. &R only till 8 year old.
a.¢ alone for | Yyr —> &+f : Till normal
age of menopause.
Pregnancy : Relotive contraindicadtion.
(®/* cardiac disease)
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Endometriosis 00:00:33
General Points : 55mp’coms 3
m/C site Ovary (Chocolate 053’(/ endometriomoy) > POD Age : Reproductive age (3s-35 5eours)/
> broad ligament BL) > uterosacral (US) ligament. Nulliparous Q.
L/C site : Spleen, CNIS. L/C in: Pubertal Q.
m/c accepted ’cheor5 : Sampson ’cheorﬂ of | Note : 1§ endometriosis occurs in pubertal
‘\mplan’ca’don/re’crogmde menstruotion females —» Suspect Mullerion malformations.
(For ovary and POD). * m/e symptom : Pain (dysmenorrhea >
For umbilicus : Halban theory of lymphatic spread. chronic pelvie pain > dyspareuniod.
For distant sites like lungs : Ivanot$ theory of s a™m/e symptom : Infertility,.

lymphadic spread. * 3" m/c symptom : Adnexal mass.

* m/c couse of a° dysmenorrheo.
Scar endometriosis ¢ Direct spread.

* Common after : gpisiotomy, caesarean section, Note :
hysterotomy, muomectomu, whenever a. female /o
* Least likely : After hysterectomy, dﬂsmenorrheaf dyspareunio.
Suspec’c endometriosis.
ENDOMETRIOSIS
Y r v
examination findings : 10C : Laparoscopy. Q with poin ok S ke
)
P/V exam : Nothing significant. gold standayd : HPE. 1d ring periods
P/V exom : CA-13S levels : | Gloo \W.
uterus : On MR\ ¢ Diagnos‘\s : Scar endometriosis.
* Retroverted, fixed * used in bladder § bowel
(Cannot be corrected manu.al\ﬂ). Y
* @ sice. * In deep rectosigmoid
* Non tender. endometriosis :
Adnexo. : nushroom cap sign (MRD.
* B/L adnexal mass (Chocolate 059() +
adnexal tenderness.
° us l'\gamer\’c : Modular\’cg ®.
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management of endometriosis

y

Depends on comploun’c

{

\

v

dysmenorrhea. \n%?er’dh’cﬂ Management of endometrioma
Next S*eP/ & l * % patient desires pregnancy :
I* investigadion minimol/mild moderote/ Do not freat chocolake cyst
v severe (Conservotively managed)
: \ * I® patient doesn’t desire
TranS\/ag\r\od .
Utrosound (TVS) unexplouned N Pregnancﬂ :
in?er’rih’% Inferti ty o/t o. Asymptomotic and <S em size :
l v tubal block Follow up with USE,
e Done to rule out other nx : Ul ond +\VF b. F\sgmp’romo%’dc ond >S em/
disorders clomiphene ves Ve iﬂmp)mmogn.c %S: "
: roscopic cystec
* A chocolate cyst may citrote. OPArOSCOpt ¥/5b ectomy
be seen HPE.
| Pain
minimal/mild moderote/severe
Note :

Y

Rx like 1° dysmenorrhea.
[ line —»> OCPs

I$ the podient wants to conceive :
NSAIDS
a™ line Progesterone

2 |ine \llg

continuous anodogues
e\nQH{
GNRH cmkogonis’cs

1€ all 2 fal : Laparoscopy

Y

* Helps in con%rm'mg diagnosis.
* Sampling for nPe
J e\rad‘mg the diseose
* Laparoscopic pain mx :
- Fulguration of implants.
- ndhes‘uolgs‘\s.
- Laparoscopic uterosacral nerve
oblotion LUNP.

I* line : enkH (Continuous
anodogues/ GNRH antagonists)

1 it Sals Laparoscopy

Other drugs that con be used :

* Letrozole

* Danazol (5/¢ : Hirsutismy)

Drugs which con be

’cheore’ncod\g used but not

approved \oﬂ FDA :
mifepristone

Instant endometrial o&rophg

Last resort : TAR (Stops
retrograde menstruodior.

* Pain in endometriosis % depth of
lesion.

* drugs | estrogen :

(mnemonic : Dominos Pizzo. Got Lodke)
- Donazol.

Proges’rerone.

GNRH.

Letrozole.

\

\

\
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Loparoscopic ?md‘mgs :

Red Slame lesions (New lesions)

Gunshot/powder burm
appearance (Older lesions)

Gynaecology : Part 8

\mag'\ng :

59

mushroom cap sign rRrD

Fibroid, Polyp & Adenomyosis 00:16:29
Fibroid Polyp Adenomuyosis
* Aka le‘\omgoma
Localized outarowth of
Introduction | ® Smooth muscle tumour $rom ‘ v 5‘ endometrial tissue in myometrium
. endometrium
mqome’rr\um
m/c in reproductive oge @ Seen : All age groups
Incidence (a5-3S years) + nulliparous TAge : 1Polyp chances 240 years @, multiparous Q M/
(Hyperestrogenic condition) M/C age : 40-49 yeors
gstrogen + progesterone
Associadion 30T P o Mncidence with tamoxifen endometriosis and fibroids
dependent tumor
* Heov trual bleedi
oy mens uel -le d\ng Reproductive or
(Hmey/ menorrhagio. (Regular _
) perimenopausal age )
cycles) : m/C symptom _ m/c symptom :
\rregudar/ intermenstrual 4 .
* Other sgmp’comg ) menorrhagta +a dgsmenorrhea
s5mp’coms 5 bleedmg
- a o\gsmenorrhea Other sgmp’comy
- Postmenopausal @ . . -
- Infertility Chronic pelvic pain (CPP)
m/c couse of
- Pressure SBmp’roms
o postmenopausal bleed
- Pregnancy complications
&ross :
appearance * whorled appearance Red, mucosal outgrowth &lobulay, symmetrically enlorged
* O%S-white color Smooth Cut section : Multiple petechial
o Pgeudocapgude coVer'\nS : Nowrow bose hemorrhages (/% menstrual
Contains blood vessels Hanging in uterine ca\/'\’c5 bleed‘mg of endometrial tissue)
(Center : Least vascular;
Periphery : most vaseular)
* prises from broad boase
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Fibroid Polyp Adenomyosis
deominopel\/ic lump ¢
* Unable to converge ?\r\gers
Per abdominal (P/R) below lump.
exominakion * mobile, frm midline mass

* Siee: up’co a0 weeks

preqnon’r uterus
Bimanuol podpoer'\on : ® Uterus:
* Abdominopelvic mass : - globulay, s5mme’mcod\5

Firm, mobile, connot be enlarged

Per vaginal ®/\D separated from uterus - Tender (Halban sigr)
o ] Normal )
examinodion * nsgmme’cr\cal\ﬂ enlarged, - Size : 10-18 weeks

non—tender uterus pregnan’r uterus
* movement of moss (Never 14 weeks)

Transmitted 1o cervix * Adnexal tenderness /O

Oon doppler :
On doppler :
Utrasound findings noepprert
Tvascularity around periphery
Feeder vessel sign
(m/C seen in endometrial
polgp)
venetion blind appearance
(Alternating dark % light
bonds)
Hysterosalpingogrophy | Filling defect with reqular r _
(Hee) + smooth outlines
Submucosal fibroid * Red + smooth contour
Pale coloured + * No surface blood vessels
surface blood vessels
on hﬂs’ceroscopﬂ -
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Fibroid Polyp Adenomyosis
Abnormal uterine bleeding (RuB) :
° UPT 240 years —> endometrial biopsy —> Normal
° TVS (Rule out (Clinical d\agnosis)
hﬂperplas‘\a S Co)
® 10C : MR\
* 10C:TVS (Usually not required)
X * Submucosal fibroid : Saline ¢\$ done
Infusion Sonography 21 10C * Hysteroscopy Transition 2one (TQ)
f ¢ - 21d mm: F\denomgos'\s
10C Diagnos’dc + therapeutic - <8 mm : Rules out
®* MRI: Not done rowc\ne|5 adenomﬂos\s
C Hgs’ceroscopg : Diagnos’dc * gold Standard Ix : HPE
(Post huysterectomu)

O ASBmp&omoecic :

- Obsgervotion
- SX:iLarge subserous
Qbroid or \n?er‘cih’cﬂ
O Sﬁmp’como@c'\c : Depends on
type of fibroid

managemen’r

Best : Total abdominal
hysterectomy (TAR

endometrial po\gp :

Hgs’ceroscopic polgpec’romﬂ
Patient refuses

LNG-IUCD (Mirenod

endocervical po\gp :
Polgpec&omﬁ hook

nmnx o¥ ngp’comodt'\c Fibroid :

v

Submucosal Sibroid

Fani\ﬂB
Not com{fle’ce : COmi\e’re :
O H5s+erogcop\c mgomec’romﬂ : TAH.
Type O, | fbroid
* Loparoscopic mﬂomec’comg :
type a fbroid.

v

Subserous/intromural fbroid

I* line * Tranexemic acid, OCP,

proges’cerone

:

a™ line : | Fibroid size

Drugs | estrogen : Drugs | progesterone :
* Letrozole O u\'\pr‘\s’cod
* Danozol . m\?epris’(or\e
® OnNRH:
- Continuous ogon‘\s’cs
— Antooonist
i\SP Lails
<X

° mﬂomec’comﬂ

° Hgs’rerec’comg

* Uterine ar%erg embolizotion

* mMognetic resonance-guided focused ultrasound Sx
(MRoFUS).
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Degenerations of Fibroid :
* m/c degeneration : Hyaline degeneration.
e L/c degeneration : Malignant transformadion.

Red degeneroﬁdon :
* Seen in pregnont @ (/e = a™ 4rimester » 2™ rimester).

* Due to : Aseptic thrombosis in blood vessels _ yjecrosis of fbroid.
Supp\g'\r\g fbroid
* /% : Abdominal pain, nausea, vomiting * fever.

* 1x: Tese, Twec.

* Rx: Conservatively (Analgesics, anti-emetics)
Note :

* Never give antibiotics.

i orally not

> IV Sluids.
’colera’r‘mg

® Never terminote pregnancﬂ.

® Never do mﬂomec{'omﬂ.

MR\ F‘md’ms of ndenomgosis :

Tronsition zone (T2) : 218 mm

Normal MR\ Adenomgogis
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00:42:44

Definition : InSlammadion of upper female genital tract

(Uterus, Fallopian tubes, ovaries and peritoneury.

* PIDis sexwd\5 tronsmitted.

m/c couse of PID : Polymicrobial.

a™ m/c couse Chlamygdiol > &onocoecal.
m/c cause of acute PID : Gonorrhea.

m/c couse of PID in virgin female : Genitol T&

(Hemo@cogenws spread).

m/c couse of PID in IUCD users : Actinomuyces.

NACO : sﬂndmmic mx of PID
DoC for chlamﬂdia B

COC Criteria for diagnosis of PID :

nMinimum criterio *

Lower abdominal pain (M/c Symptom) + any of following :
® Cervical movement tenderness.

® Adnexal tenderness.

® Uterine tenderess.

Additional Criteria :

Azithromycein & g single dose * Fever.
oR * Mucopurulent discharge.
Doxyeycline 100 Mo 8D x T days * microscopy of discharge : Shows abundant WeC.
- * Raised eSR.
Treak symptomadic partner. ° Poised CRP
DOC For gonorrheo : * Lab test for chlamydio/gonorrheo.
Inj ceftriaxone SO0 Mg \/r single dose
OR Specific Crtierio :
T. Cefixime 800 mg single dose * endometriol biospy : endometritis.
+ * Tva/mRI
Treod symptomadic partner. ® Loaparoscopy : Pus 002ing Srom fimbrial end.
Note : Q\wags rule out ectopic pregnancy.
PID
' r v
Signs on US& : Laparoscopy inPID: S’cagina of PID:
* Adhesions inside tube. * &old standard investigation. Gainesville staging.
* Adhesions in peritoneal ca\/‘\’cg. * With laparoscop5 tubes, adnexa can Stage |+ No peritonitis.
c Hﬂdrosodp'mx be visualized direc‘dﬂ. Stage a : Peritonitis present.
* Beods on s’mng appearance. * Scoring Sor conception can be done : S’cage 3 : Tubo ovarion moss/
* Waist sign. BOER-MeISeL Score. obscess.
c Cogwhee\ sign. ® Specimen can be collected. Stoge 4+ Ruptured tubo ovarion
mMOoss.
Note : Beaded appearance on
HSG —>» Genital TB

Fitz Huah Curtis androme g

* pdhesions are formed between liver and anterior abdomen which have violin

s’(r‘\ng oppearance.
mM/C in Chlamydio. > Gonorrheo.

Long-term Consequences :
* infertiity (/o).

O ‘&c’copic pregnancy.

S Hgdrosalp'mx.

® Chronic pel\/'\c pain.
® Recwrent PID.
* Fitz Hugh Curtis syndrome.
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uss F‘\r\d‘mgs of PID:
Fitz Hugh Curtis
sgndrome :

-
Dilated fallopian tube with/
pearis-on stringSign””

Beads on string appearance Coguheel sign Waist sign Violin string adhesions

Genital TB 00:50:10

m/c secondary infection.

m/c1” site : Lungs > lymph nodes.

m/c route of spread : Hematogenous.

m/c site : Fallopian tube (Bmpulia) > uterus.

L/c site : Vulva, vagino.

m/c route of spread for endometrial T6 : Direct spread.

Sﬂmp’coms :
* Infertiity (M/o) : D/t bilokeral cornual block,
* Pain (@™ M/ : Chronic pelvic pain/ dysmenorrhea.
* menstrual irregularity :  metrorrhagion  _#/b, Amenorrheo
(®/% endometritis) (/% Asherman syndrome)
* Systemic symptoms : Weight loss, fatique, evening T of temperature,

| oppetite.

On examinodion :
* P/A: Doughy abdomen + ascites.
* p/v:
- Reproductive age @ : Normol.
- Pubertal @ : B/L adnexal mass.

Ix:
I0C : endometrial biopsy (n pre-menstrual phase).
n \/\rg'm Q@ — Collect o\o% I 0% menstrual blood (endometrial \oiops5 not done).

Treotment :
* Rx for genital T : ATT x b months (Can improve ¥er’dl'\’c3).
* Rx for infertility in genital T6 : In-vitro fertilizotion
(in distorted pelvic anoecomg).
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Note :
Give ATT W—"’» Hee (n po@c\en’cs with active Sen‘\ml T® to avoid infection spreaoD.

Hysterosalpingography (HSG) 00:55:33

Procedure :

bye : urogro&%m used

‘ F (lodinoted water soluble)

Possed into uterus

e

Leech Wilkinson’s connulo. HeG : B/l spillage of
radiopaque dye

T‘\m'\ng : Done in pre—oxmdo&org phase : Daﬂ T-10.

¢/\': Pregnancy, active PID, active genital Te.

uses <|>F HSG
\ v v v
mullerian Malformations : || In case of Genital TS : Itis 10C : Filling Defect Seen :
are seen as coincidental (A¥ter T/t % HSG is done) : For tubal patency || ¢ 1§ filling defect is smooth :
findings on HS&. Typical appearonces seen : ¢ Fibroids, polyp.
In fallopian tubes Tubol block seen. |+ 1¢ filling defects are
* /L cormual block multiple and hove
* Beaded appearonce moth-eaten appearance :
* Cotton wool appearance Asherman syndrome.

* ol stick appearance

* Leod pipe appearance

* TobacCo pouch appearance

In uterine ca\/iJcﬂ :

mMultiple ?\\\'\ﬂg defects + irrequlor
borders (©/+ Asherman syndrome).

&/L Cormual block

Beaded appearance
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Tobacco pOuch appearonce

Vaginitis

Genital T on laparoscop5

01:00:12

Features of Normal vaginal Discharge :
Normal pH of vagina. : 4-4.5.
a requirements for acidic voaginal pH :
e as&rogen —> Presence ot 9‘50096n in epithelium.
* Doderlein bacilli : Convert glycogen —= Lactic acid.
Note : vogina. has no S\cmds, cervical pH : -8
pH of vagina. in diferent age groups :

Aqe pH
eefore puberty Alkaline (6-8)
At pudoeH'U

Alkali Acidi
(Doderlein bacilli appear) Raline —> Acidic

Reproductive age Acidic (4-4.5)
Pregnancy (Doderlein bacilli 1) more acidic (35-4)
mMenstruodion
Atter menopause (Doderlein Alkaline (-8

bocilli disappear ot menopouse)
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Phusioloaical
legc:) rrg‘ea Bocterial Vaginosis Trichomonas \/agini’c'\s Condidiasis
* govrdnerell Trichomonas voginalis
Organism - 6\ n & enormon aginest Candida albicons
* mobilincus (Flagelloked protozoo)
Colourless + fishy odour
_ Colourless + jvheae Yellowish-green in Cottage cheese like/
Discharge (®/% alteration in 4
odourless ; colour + foul smell cwdﬁ white
vaginal Sloro)
PH 4-45 245 <4
Intense pruritus
Pruritis e ) ® TENSe prure
(Main complaint)
. Clue cells
10C : Saline . . . 0
_ - (Vaginol epithelial cells motility ® Pseudohypahe ®
microscopy )
+ adherent bacterio)
Grom s%odn'mg
gold standard - Culture Culture
r\luqen% score
/% : splash dysurio
VI S B . Am_sel eriterio. @. on P/s: | m/c vaginitis in
* Whifs test ®, Strawberry cervix pregnancy, DM, HIV, OCP
F steroid users.
DOC N nor\-pregr\an’c Q :
Oral metronidazole SO0 Mg TS x S-7 days o Oral Sluconozole
managemen’c - ¢ DOC in pregnancy :
pvoided in I Arimester of pregnancy Clotrimazole
(Topical imidazole)
Not done (Not sexual\5 Done Not done unless
Portner Rx - . ~ ‘
transmitted) (Sexually transmitted) symptomadic

amsels eriteria in bacteriol VOgINoSis

Thin homogeneous o\‘\scharge.
230 % clue cells.

pH 24 S,

wWhies test (3 :
0% ¥OH odded to \/ag'\r\od d‘\scharge

F‘\shg/ oamine odou”

—\

> Any 3 out of 4 present : (9

_/

Gynaecology Revision ¢ v4.0 < Marrow 8.0 - 2024




68 - Gynaecology

Syndromic Management Kits

01:09:54

Sgndromic managemen’c

{

chg'mod D'\schourge

Y

P/S examinadion :
v:xgmal d\scharse,
strawberry cervix X

P/V examination :
uterus : @), Adnexa : @)

Kit No ¢ a
Kit Colour : green

Drugs :
I. Secnidozole a 9 Stok
a. Fluconazole 1ISO g stot

Poxrtner Rx : Not given.

/
Cexvical D'\scharge

g

Potient ¢/o discharge :

mucopumlen’c/ mucoid

P/< examinadion :
CxX —> U\r\heod’chg/ erosion/
ulcer/Srioble

P/V examination : Normal
Kit number : |

it colour : Gareﬂ

{T. nz‘\’chromﬂc\n 19 stok
Drugs

T. Cefixime 400 ma stak

Portner Rx : given with same Kit.

Note : Cervix : corpus ratio —» Cervix is longer than uterus (Corpu®)

PID

Y

PID : Lower obdomen pain

:

Rule out eoJcop\c pregnancy

Potient ¢/o :
Lower abdominal pain £
d\scharge

P/V exom :

Uterine tenderness/ex
tendermess/adnexal fenderness
Kit number : b

fit colour @ Yellow

Dmgs :
O T DOXECUC““Q
100 g BD X |4da53
* T. metronidazole
400 Mg BD X 14 daﬂs
* T. Cefixime 400 ma STAT

Portner Rx : Given with Kit no. I.

before puberty,
Rge Cervix : corpus rotio
At birth I
Before puberty a:l
At puberty 1:a
Reproductive age l:3001:4
nMenopause |+ 1 (Organ atrophuy
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Infertility 00:00:08

Definition : \nab\h’g to conceive even ofter | year of unprotected intercourse.

\n\/es’c‘\sa’cions (Fol\owins unpro’cec{ted Intercourse) :

Age of female IX £imning
<35 years I yeoxr
235 years  months
245 years 3 months

Bosic IX ¢
* Semen anodgs'\s.
* Test for ovulation : S. Progesterone in female on Doy aa of cycle ®ad.
* Test for tubal patency : Hysterosalpingography b/w DT - DIO.

Couses of Female \n¥er’d|‘\’c3 :

v ! v v

ovarion (M/o) : Tubal : 3™ m/c. uterine : cervical (Unexplained) :
m/c reversible * Submucosal Rbroid, * Antisperm Abs
couse : Anovulodion. * endometrial polup. (mmunologicad.
* Ashermaon sgndrome. ® Cervicitis.

®* Des exposure.
* mullerion malformaodion.

Note : male m?erhh’vg.
* m/c couse : Testicular couses —» Abnormal spermotogenesis.
* m/c reversible couse : Varicocele.

WHO classification of ovarion couses :

FSH | estrogen Condition exomple
Hupoaonadotrophic
Class | | | ! wiias P tallmann syndrome
hypogonadism
Novrmogonadotrophic
Closs It | N ) 3 _ P Anovulation/PCoOS
normogonadism
Hupergonadotrophic Premoture ovarion
Class | 1 4 Jre3 P \
hgpogonadiSm '\nsﬁiéic‘\encﬂ

Not clossified : Hﬂperpro\acﬁnem‘\a,
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Tests for Ovulation

00:04:58

H'\s’cor!j g

O\ludoecor5 cgcles

nnovwa’corg cgcles

° Qegudox cgc\es.
* mittelschmerz syndrome (c/o mideycle poir.
O DBSmer\orrhea,

* Premenstrual syndrome.

* Painless, irregulay, heowg bleeding,

Note : Due to estrogen breakthrough,
not progesterone withdrawal.

Bosal 600\5 Temperoecwre :

Temperature

mideycle f+emperature

®iphasic Smph).

BBT chart

NGRS T:

9 1 13 15 11719 20 23 25 27

Hormonal Study :
Progesterone levels Dgg of cycle : 710 ng/mL Best § easiesd.

VQS‘\nod 2p'\’cheliod S’cud3 g

* Sample : Loteral wall of vagina.

Cervical mucous s’md5 :

?,s’crogen Proges’cerone
Profuse, wodker Thick, scan
Consistency ) WOEETY) . Y,
elastic viscous
AR Sp‘mnbourl«e‘\’c rnown as Tack
NOLIN
(stretching @ | (stretching &)
Seen under DIS eors b
Ferning A PP Y
microscope on Dg | Dig of cycle

* gpithelium : Strotified squamous (3 cell types).

Superﬁ?\c'\od cells Intermediote cells Parabosal cells
V'
o a ¥
A ‘. '.\'. ‘
Microscopy /
* Blue, Polﬂgonod * Blue
A aronce Pink, polygonal
ppe 0k, polyg * Reqular outline * Hazy outline
Nuclei P&jlﬁno’dc nuclei Small nuclei Big nuclei
Hormone &s’crogen Proges’cerone No hormone
Prepubertal, menopause
Condition Follicular phase Luteal phose P ’ m_ P ’
puerperium
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mModuradion index : 100 cells counted, written as A/B/C.

A : No. of para\oasod cells. * 100/0/0: menopause.
& : No. of intermediote cells. * 0/40/60 : I hal® 0% menstrual cycle mo).
C + No. of superficial cells. * 0/60/40 : a™ hal® of mc/ pregnancy,

endometrial Biopsy :
* Not commonly done For ovulation. * Timing : Dy, (Pre-menstrual phase).

WM secretor Lote secre’corlj

microscopg

* Simple tubular Slands

* Telescoping of gland

* pPseudostratification
(Nuclei ot difSerent levels)

Subnuclear vocuolodion : | ®  Corkserew glands
Feotures First sion of ovulotion on | * Sowtooth appearance

biopsy (O - Dig) * Secretions in gland

TeST TO PREDICT OVULATION

ur‘mour5 L+ SUrSe g

Occurs 34 hrs before ovulation (Blood L+ surge ocCurs 3a-36 hrs before ovulation.
Folliculaxr mon'\’cor'\ng .

* m/c dore.

* TVS done from Dip on altermadte daygs.

F/b
Ovulation () : 217 mm Follicular size —> Sudden decrease + Fluid in POD §

Triple \agereo\ endometrium
Note : Follicle grows 1-a mm/ doy,
uss

mr13 prol'\SFeroed\/e phase Lote prol'\?»eroed\/e > Secre’cor5 phase :

S’mgle white line in OVulo@rorg phase : * Thick endometrium
endometrium Trilaminar endometrium ® Posterior enhancement
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_____ Active space - Management for Anovulation 00:20:35
Condition DOC
MPO oxis : | Anovulotion (OverolD Clomiphene citrote (€O
Normal PCOS Letrozole > CC
Pituitary ablation Synthetic LK + FSH
HPO oxis ¢
IVF-related hyperovulotion | HM& (Human menopousol Gonadotropin)
Abnormal
Folimann syndrome Pulsatile GPRH
Premature Ovarian Insufficiency (POI) 00:22:20
Physiology :
* FSH — Granulosa cells — Inhibin B, gstrogen § AMA.
ot |

® Lk —» Theco cells —» nr\o\rogens.

Tests for Ovarian Reserve :

DA - D3 of cgcle : Any o\a5 :
* Inhibin®: | . AMH : | (BesH.
* Fen: .

* Antral Sollicle count : | (€10 in both ovaries).

Anti—-nMullerion hormone

Slycoprotein, produced by granulosa. cells of preantral and small antral follicles.
* Normal volue of AmMH : -2,

* Less AMH (<D : Seen in poor ovarian reserve.

* High Ak (3) : PCOS.

Note :
* Outdoted test : Clomiphene citrate challenge.
* Test not done for ovarian reserve :
= & proges’cerone levels.
- 3. estradiol levels.

Indicotions for Ovarian Reserve Tesﬁng g momagemen’c :
* Age of female 225 years. Donor eoqs + \VF.
O Fam'\\5 /o POL.

* w/o rad'\o{'herapg/ chemotherapy,
* Unexplained \n?erhh’cg.
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Tubal Causes of Infertility 00:26:36  _____ .

Couses:
* genital T®
* Pelvic 'mfé\amma’corﬂ diseose Tubal blocks.

* endometriosis

\nVes’ciSa’cions : |
Heg (o) v o > Laparoscopic pertubation (Gold standord)

Dye : urogm?&‘m Dye me’thglene blue, ind‘gocarmine dﬂe

mManogement :
WL block o/L \IolocK

v

Lap. chromopertubodion { l
ap- f cormual block @etter outcome) Dictal block
ul + cC

(Rx like unexplained

m&lerhh@

F

\
Ho& @ B/L distal block

HSG : B/L cornual block
* m/C couse : Physiclogical spasm

Lop. tubodi
* m/c pod'hologicoJ couse : genital T op c\’\romolper ubadion

y

Hysteroscopic cannulation mild : Severe/ hydrosalpin :

(Passing thin wire : Relieves spasm) Fimbrioplasty. IVF.
+
Lap. chromopertubation

leloch persis’cs

Genital Te Rx : \WF
Note :
/b

Flwid in hgo\rosodpinx iS embr50’co><ic : Sodp'mgec’comg = \VF.

Cervical & Uterine Causes of Infertility 00:33:10

Cervicol/immunological Cause :

8%\0\085 : Antisperm Abs in cervix.

IX :
* Sims test/post coital test/Huhner test : Dig - Dig of cycle.
* Outdoted as treotment is same as unexplained \n¥er%ili+5.

mx : CC + 1wl (3 cxjc\eS).
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Uterine Couses :

n
Tgpe ol Rl Hﬂs’ceroscop'\c mﬂomec’comﬂ.

* M/C cause : Submucosal fbroid

Tﬂpe a—> Laparoscop\c mgomec’comg.

* mullerian malformation : Septate uterus (/o).

* pshermann’s syndrome.

Note : Timing of teste.

Test Day of cycle
* Al tests for ovulodion * Dgg ( WK before menstruation)
except follicular monitoring °* Do
* Tests for ovarian reserve °* Dg-Dy
except AmMH °* Any day
HeG D7 - Do
Post coital test Dig — Dia
Rx of Infertility 00:37:30
Technigue Pre-requisite Process Indications § ¢/
Indications :
Processed . : .
. * mild oligospermia (210 million/mL)
erm
Intrauterine Sperm count ( ,|\ Puod"c °  Minimum to mild endometriosis
\
Inseminadion miniMuMm N 9 5> * unexplained in?erhli’@
Gud 10 million/mL nectedinto |, Female vaginismus
MIoN/ mil M NISM
female uterus 23

with catheter

* Cervical factor in?er’dlﬂ'g
* Failure of erection in males

Sperm count :

* Indicodions :
/L tubal block,
mullerian agenesis (Mx : IVF §

surrogacﬂ)

L Ovarian reserve

sperm '\Qjec’don
Gesd

Sperm needed
per oocﬂke 2

Drugs used
In Vitro ° minimum : 0 urgh . - Severe endometriosis
o e
Lertilizotion S million/mL ol ?P - Genital T : Distorted ano&comg
ovuladion
ave * Per cocyte : ~ male : Oligospermia § sperm count
HMNG N
S0,000 - | lokh —> S-10 million/mL
e ¢/
- Sperm count ¢S million/mL
- Azoospermio
- ns’chenosperm'\a
\r\’cracg’roplasmic Indications :

* Indicotions + /) of \WF
* Severe oligospermia
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nx of testicular azoospermia :
Swrgicod procedures to retrieve sperm:

* TeSA: Testiculor sperm aspirodion.

* Tese: Testicular sperm extraction. /b —
* PE3A : Percutaneous ep'\d'\dBmod sperm aspirodion.

® Mesh: m\croswrgicod epio\‘\dgmod sperm asp\roec'\or\.

Semen Analysis 00:42:10

* done ofter 3-7 dowys of abstinence.

* Soample should reach lab within I hr.

* Analysis done on liguified sperm (Liquefaction fime : 30-30 min).
Note :

* Sperms attain madurity : Proximal port of epididymis.

* Sperms attain moftility ¢ Distal part of epididymis.
Updadted WHO Criteria for Analysis (3033 :
WHO semen omodgs\s gives mininum eriteria for conception (Not averoge volues).
most important semen omodgs'\s parameter : morpho\o% > mo’d\'\’cﬂ > concentrodion.
Parometers thot remain unchanged in new criteria

* Total sperm count : 39 million/ejoculate.

* Sperm morpho\o% + 4% according to strict T %erberg eriterio.

Parameter New volue Abnormal semen analysis
Semen volume 1.4 mL Absent semen : Aspermia
Total sperm no. (Million/ejaculote) 20 -
* <l million/mL : Oliqospermia
Sperm concentraion o n:l:ion/ * <S million/mL Se\?ersg oligosPermia
® No sperm in semen : Azoospermio
Total motility 43% |+ Asthenospermia
Progressive motility 20%
Non-progressive mohhhd 1% =
Immotile sperm 30%
Viability S4% T ron-viable sperms : Necrozoospermia.
morphology pH = 7.3 4%, Abnormal : Teratozoospermio
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mManagement of Abnormal Semen F\nodgs'\s :

QZOOSP@(m'\OL

{

|ereo& semen analysis : Minimum goap of | week, ideoal gap of | month,

n?,oosperm'\a ®
Y

| FSH, LM, testosterone |
I

FSH: |
Testosterone |

Hﬂpogonado‘crop\c
hﬂpogor\ad\sm

/

Fer: |
Testosterone : |

ngergonado’crop‘\c
hﬂpogonadism

{

v
Fer: @)

Testosterone : @

Mormogonao\o&rop'\c
normogonadism

{

Organs involved :
ngo’chodamus/ Pituitary
* Kallmonn 35ndrome.
O Hﬂpo‘chgro‘\d\sm.

* Teroloctin.

Note : Sperm poechuoo%

<
<
[ ]

* Testis: Spermoecogenes'\s.

Ep'\d'\dﬂm'\s.
Vos deferens.

Organ involved : Testis

°* Klinefelter’s
SBndrome.

* mMumps orchitis.

* exposure to heok
(miners).

Organs involved :
Sperm poechwaﬂ

\/asec’comg.

Cystic Sbrosis.
Vvavicocele.

Qe’«ograde ejoculation.

Seminal vesicle (&V) : Secretions —» Moyjority of semen, fructose.

%acmoecorg duct.

Prostote : Secretions moke semen acidic.

eulbourethral/! Couoper’s gland : Secretions released on\g dur'mg intercourse.

Sperm Disorders 00:48:40
Couses :
OATS (Oligosperm‘\a/
Azoospermia ns’chenosperm‘\a ﬂs’chenosperm‘\a/
Terotozoospermio)

* Cystic Rbrosis : B/L absence of
vas deferens § seminal vesicles.

* Klinefelter’s syndrome :
- Testes : Small %h5p0p|m+ic
- Tall men, long limbs
- exgnaecomas’da

. hoﬁcager\er’s syndrome :

Immobile cilio SBndrome
® varicocele

®* Smokers
® \Varicocele
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Obstructive azoospermia:

UJorH~up :
* FSH, LH, testosterone, HP axis normal
* pest prognos‘\s
|
* | semen volume * ) semen volume
* | Sructose * @) fructose
* Absent seminal vesicle (%S’dc Qbrosio) Block above level of v
* Block in e\jaculo&corﬂ duct * Vos deferens
O Re’crogmde ejoculation Q ap‘\didgm‘\s
Transrectal UsSE Serotol USE
|
SV obsent Vv Presenk
CFTR gene ’tes’dr\g Diloted : Normal
Blocked Qe’crogmde ejaculation
Management of Male Infertility 00:53:26
Condition X
oligospermia. (10-1S million/mL) w
Oligospermia. (5-10 million/mL) VF
Severe oligospermio
S SP ICS)
Azoospermio non—-obstructive
Azoospermia obstructive Resection § anastomosis
erectile dysfunction Sildenadl
Premature ejoculodion SR Fluoxetine
gjaculatory dysfunction (ngosPadias)
[O\

Qe’«ograde ejaculation
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Mullerian Malformations 00:00:37

Female internal genital orgons : Formed by mullerian ducts (D).

Rt. MD Lt. mD \/
W ( Fallopion Tube

uterus

Cervix + upper

1/a o% vagino.
Function ®elow upwards Septa. resolves Fundus : Dome shaped
direction) —» Septa by 40 weeks of
Lormodion u life

A
\/

Defect in any of these steps : Mullerian malSormadions/loteral Susion defects.

MULLERIAN MALFORMATIONS

HSG \mage comment
Class 1 : mullerion agenesis * ovary: @
(Both mullerioan — * Ovulation : @)
ducts absent) * estrogen : @)

c Onlg one Md presen’r T mdimen’carg horn

- - FT:1 \
Closs I\ & Unicomuode uterus
e n/w: k uterus : X

_ - cervix: X
- ac&op\c oVourg

\

- Upper Vaaina. : X
- 8c’cop'\c pregnancy ppe 3
® OnHSG =
- Rupture uterus Leech- ] A
v . Single fallopian tube (FT
- wlL dysmenorrhea wilkinson
i a. Banana. shaped uterus
* Not seen : Tronsverse lie connulo i i
* m/c uterine malSormodion o/w
unicornuote uterus renal anomalies.
* FT:a
Class Il + Uterus didelphys \ =
* uterus: a
* ¢ both M are present but f )
‘ _ * Cervix: a
. either fail o fuse or e
(st’c\ngu\sh\ng Leature)

a. Fuse only in vaai
niy 10 vagina * Vogina : & (Or 1 i only vagina. is fused)

® Not seen: Transverse lie R . I )
On H3G : A Leech Wilkinson’s cannulos

uterus didelphqs
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Class IV : Bicornuate uterus
Both md fuse in voagino. ond
cervix but not in uterus

H3G of bicornuate uterus
C Hngle between uterine homs
: Obtuse
* Distance between horns 24cm

* FT: 4

® Uterus: a

® Cervix:|

® Vag‘\nou |

* Distinguishing feature : Fundus of uterus
is divided (Separate vs. bicornuate)

Note : On HSG —» Fundus of uterus connot
be seen (Cannot difSerentiote $rom septate
uterus)

Class V : Septate uterus

* Both md fuse septais
Sormed

* But septa falls to resolve in
uterus

Note : Fundus of uterus fused
in sep’mece uterus.

Septote uterus
G nngle between uterine
horns : Acute
* Distance between horns <4 ecm

* From outside : Uterus appears O ;
From inside * Septa. ®

* Structures present
- FT:a

Uterus @ &
- Cervix: |
= \/ag'\na s

* To differentiate b/w septate and
bicornuate uterus : Fundus of uterus

(Undivided)

\

Closs VI ¢ Arcuote uterus
C &\/erg‘ching i< normal
* md fuse septa forms and
septo. resolves.

Problem : Fundus of uterus
is Slot.

Arcuote uterus

Best reproductive outcome

.,

Class VIV ¢ In utero exposure to
Diethylstilbestrol (DeS)
C Sgn’che’dc es’(rogen given ‘o
pregnan’c wonnen.
° Tero@cogemc
* Now discontinued.

* m/c malignaney o/w DES : Clear cell
concer of cervix and vagina.

* m/c uterine malformation a/w DES :
Hﬂpoplas’dc uterus

* most specific uterine malformodion
o/w DES ¢ T shaped uterus

* DeS exposure does not lead to renal
anomalies in femoale fetuses
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HSG bosed d‘\agnosis :

No. of FT

v

v

I a
unicornuote No. of L)
connuloe
|
v v
] |
Didephys Angle b/w
uterine homs
|
v v
Obtuse Acute
(or distance b/w hormns >4 cmy) (or distance b/w horns <4 cmy)
Bicormuote Sep’ca’ce

Gynaecology Revision ¢ v4.0 < Marrow 8.0 - 2024



Important PYQs

Gynaecology : Part 10 - 81

00:15:09

Important PYQS :

2. m/c mullerion anomaly : Septate > bicornuote
uterus

4. m/c clinical $eatures : Recurrent abortion
(/¢ uterine malformadion o/w a™ trimester
abortions > I trimester : Septate uterus)

S. Infertility o/w : Septote uterus

(. Best outcome : Arcuote uterus > d\de\phgs

uterus
7. Worst reproductive outcome : Septate uterus

8. LNCoOMMOonN N D‘\de\phqs : Tronsverse lie

9. Moximum associoted with renal anomalies :
Unicornuate uterus > mullerion agenesis

I0.5urgery for septate uterus : Hysteroscopic
resection of septum

II. \ndications for surgery Recurrent abortion

1&.0utdoded surgery : Jones me’rrop\as%g

13.0utdoted surgery for bicornuate uterus :
Strousman me’croplas’cﬂ

4.5urgery for didelphys uterus and bicormuate
uterus : Unification surgery

MALPRESENTATIONS SEEN IN CONGENITAL
MALFORMATION

|
v y

Tronsverse lie : ereech :
* uterus didelphys

nMnemonic : SSB

Q Sep’coece uterus
S Sub-sep’ca‘ce uterus

® Bicornuote uterus

6\3naecol03icod complication with mullerian

malformadtion :

* Infertility Roavre).

* outflow troct obstruction —» Hematometro.

* endometriosis : 1§ pubertol @ has
endometriosis — Rule out mullerion
malformaodion.

O Dgsmenorrheou

Obgstetric compl‘\coecion with mullerian

Investigations for Mullerian malformation :

I* Investigation T:Recwrren’c abortion : TVS
Infertility : HSG

10C : 3D ultrasound

Gold standard investigation : MR

Last Resort : Laparoscopy + hysteroscopy

malformation :

* Recurrent pregnancy loss RPL.
* Preterm labor.

* Malpresentation.

m/c complication overall : RPL.

Specific complain in unicornuate uterus :
* Uniloteral dgsrnenorrheov

* ectopic pregnancy,.

* ectopic ovary,

* WL renal anomalies.
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----- Active space ----- Prolapse

00:20:41

Supports of Uterus :

I L‘\gamer\’cs which Suppor’c uterus :
o. Cardinal/mackenrodts/transverse cervicol ligarment

b. Pubocervical hgamen’c
¢. Wterosacral l‘\gamer\’r

Together k/o.: Trivadiote ligament
a. nuscles which support uterus :

nMmnemonic : BLSD
O 6ulbospon8\os\s

* Levakor oni (Most important suppor’c)

* Superficiol
L] DeeP

3. mechanical support : (Prevents prolopse)
Angle of anteversion : 90° ®/w cervix and \/ag‘ma)
Angle of anteSlexion : 180° &/w uterus and cervid

4. On P/V examination :

* In anteverted uterus : Fundus > anterior lip of cervix
* Retroverted uterus : Posterior lip of Cx felt first

Tronsverse per‘mei‘\

{

PYQS R

. First step Sor prolapse : Retroversion of uterus
(Con be manually corrected)

a. Fixed retroverted uterus seen in :
endometriosis

2. Ligament which Keeps uterus in anteverted
position : Round ligament RL) > uterosacral
LS ligament

4, L‘\gamer\’c which prevents retro version :
us \\Samen’c 7 RL

S. L‘\gamen‘c which is secondar5 support : RL

k. Ligament which doesn’t support uterus :
Brood ligament

7. Which part of levator ani i® damaged has
moximum chances of causing prolapse :
Puborectalis > pubococcygeus

}

PROLAPSE

{

|
v

Decubitus Ulcer :

Cause : Venous conges’don
managemen’c * Packing with
Aeriflavine (Antiseptic) and
glycerine.

Risk Foctors :

* elderly menopausal females
* Birth trauma

* multi 8rav\da

° Instrumental delivery

Classification of prolapse :
POP-Q Classificadion
Reference point : Hymen

Best method to Prevent
Prolopse :

Keigel's exercise/
perineal exercise

\ 4

uterine prolapse :

VQginod prolapse :

I
71 e obove — st degree
hgmer\
[ cml
Hymen T g degree
I em
>1 em below 4 3 degree Cystocele
‘nﬁmen | : Urethrocele

Procidentia : Whole Cx § uterus

lies outside \/ag‘ma

: Recto cele

| ¢
&
2 : enterocele
4
S

* Laxed perineum

v

Vaginod De Lancey Support :

LeveL | (Supports upper I/3 of vagina) :
Suppor’c\ng structures :

* Uterosacral Iigamen’c

* Coxdinal ligamen’c

Defect leads 1o :

* HApical prolapse

® Voult prolapse

* €longodion of cervix Suprovaginal part
* enterocele

LeveL & (middle I/3 of vagina) :
Suppor’c\ng structures :

° Para\/agmal tissue

Defect leads 1o :

® Rectocele

O Cgs’cocele

LeveL 3 (Supports lower 1/3 of vagina) :
Suppor’c\ng structures :

* Perineal boo\5 and muscles attached to it.
Defect leads 1o :

* urethrocele

* Loxed perineum

Note : Congen\‘cod Cx elongoec\on —» Portio
vaginalis part of Cx elongated
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VAGINAL PROLAPSE
Pnterior \/ag'\nod woall ¢
* upper a/2¢ = Cystocele

- managemen’c : Anterior co\porrhaphﬂ.

* Lower I/2“ = urethrocele.

- managemen’c : Anterior co\porrhaphﬂ.

Posterior \/ag\nal woall
* Upper I/3“ = enterocele.
- Management : MeCall CuldOP\oS\'ﬂ.
* middle I/3™ = Rectocele.
* Lower I/3™ = Laxed perineum.
= managemen’w Posterior
colpoper\neorrhaphﬂ
(same mx for rectocele).

Note : managemen’c Lor \/ag'mod prolapse — Same

for all age groups and parity.

Outdoted surgery Lor enterocele :
°* moscowitz repour.

* Halban repour.

Socral colpopexg

Gynaecology : Part 10 - 83

VAULT PROLAPSE
Prolopse ot \/ag'mod stump ofter hgs’cerec’comﬂ.

To prevent voult prolapse ofter hgs’cerec’comg :
uterosocral suspension is done prophﬂlachcod\ﬂ.

Management of Vault Prolapse :
VQS'\nod surgery
. Uterosacral suspension (Both prophylactic and
therapeutio).
3. Socrospinous fixodion.
2. Le Fort colpocleisis.
Abdominal surgery :
* Sacral colpopexy (ifSicult to perform but gives
best results) —> mesh ottached : One side
on saweral promontory and other side to voult
(Vogjinal stump).
* m/c done s : Uterosacrol suspension.
* Remember : urch colposuspension is a surgery
For SU and not vault prolapse.
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MANAGEMENT OF UTERINE PROLAPSE

* Depends on age ond pari’cB of femoale.

* done for second o\egree ond third degree prolopse.

Condition

managemen’c

. Uterocervical prolopse in reproducﬁve

age females who need future
ch‘\\o\bearing

* SLING surgerg/ colpopexy
* Best result : Shirodkar sling surgery

(Psoas muscle hook used to prevent complications on the left side)
* Least complicotion : Purandare sling surgery

. Prolapse in reproductive age femole
who do not need Suture childbearing

In T utero-cervical length :

FOTHERGILL Surge@/ Manchester surgery : Best Sx

(& steps : I = Cervical amputation, 8™ = Plication of

cardinal ligament) —_Leadsto , pecurrent abortions

(©/+ incompetent 03) of 8™ trimester, Cx stenosis, Cx dystocia

. Prolapse in menopausal Semale/

Lemale who has completed
ch‘\\o\bearing

\/ag\nod h3s+erec’rom3

($ there is third degree uterine prolapse + cgs’cocele + rectocele :
VQS\nod hgs’cerec’comﬂ + anterior colporrhaphg and posterior
colpoperineorrhophy = Together called LWARD MAYO hu]ererec‘romup

. Prolapse in Q@ = LO-bS yeors with

some ¢/ to surgery (Diakbetes/ 1P

Le Forts colpoc\e‘\sis

. Prolapse in Lemale 265 years

with comorbidities or pro\apse in
pregnant/ postportum $emale

Ring pessary (should be changed every 3 months)

Urinary Fistula

00:36:41

Type of fictulo

Complair\’c

I Ureterovaginal Rstula

* Continuous urinary dribbling $rom vagina. ®
* Normal bladder emptying ®

3. vesicovaginal Qstulo

* Continuous urinary dribbling Srom vagina. ® |
* Normal bladder emptujing ©

3. Urethrovaginol Sistulo .

* Continuous dribbling of urine from vagina. ©
During micturition —» Urine comes out Srom

/)
—

vagina. + urethro

Ureteric ‘\qurB :

Urinary Sictulo

* most common site of ureteric inurg dlmng hgs’cerec’com\es :

Woder under bridoge (a em lateral to internaol 09 > pelvic brim @ m/o.

* Moximum rigk of ureteric '\rl‘)uurg : Wertheim’s hgs’cerec’comg.

* m/c ureteric injury seen with : TAK (S‘\mple hgs’cerecicomg).
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Diagnosis g

methylene blue 3 swob test oo :

Gynaecology : Part 10

Observodtion Fistulo.
uppermos‘c cotton swab : i
Ureterovaaginal fistula
wet with urine + not blue 3
nmiddle + lowermost cotton swolb * Vesicovasinal Retul
\ N o
wet with urine +blue | *3

On\5 lowermost cotton swob :
wet with urine +blue |

Urethrovaginol Rstula

Ves'\co\laginod Fistulo :

Feoture

Time of repair

Post-op instructions

* m/c urinary Qstuloo
* m/c couse :

Obstructed labour

* Diagnosed ot the time of x/within
34 hours of SBmP’VOmS s Immediote | o

Repair ofter b weeks

Continuous bladder drounage

- Developed countries : repair X a weeks
H53+ereckom5 * a4 hours of sgmp’roms/ post- * pntibiotics M 4 weeks
- Developing Countries obstructed lobour * No P/, P/V exam,

intercourse M 2—6 months

10C ¢ me’thqlene blue 2 swab test

gold standard : Cystoscopy

Technigue : Chassar Moir technique,
Lotzko technique

* No pregnancy X year

Named structures/Criteria/Scores/Sx

00:42:46

Nome

Condition

Seen in

I Peg cells

Normal cells

Fallopian tube

a. Super%c\od cells

2. Intermediote cells

4. Parabosal cells

Seen when : &s’crogen predominan&
—> 1" M of menstrual cycle

Types of cells seen in vagino.

Seen when proges’cerone predom'\ncm‘c
—> 3™ M of menstrual cucle

Seen when : No hormonal predom‘\r\ance
—> Ater menopause/ before puber{'q/ in puerperium

S. Maturation index -

out of 100 cells of vagino

No. 0f = Parabasal/intermediate/superficial a/b/c
* In proliferative phase : 0/40/60 or 0/20/70

* In secretory phase : 0/60/40 or 0/710/20

* At menopause : 100/0/0

b. Clue cells

VQSinaJ ep\’chehod cells to
which bocterio are adhered

Seen in bacterial \/ag'\nos'\s
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Name Condition Seen in
7. Tanner ereast/pubic hair : Total S stoges
8. Gainesville Staging Staging of PID
9, Shrow For women’s lite
_ Hirsutism —» No. of sites = 9
10. Ferriman GaoJ\we5 o )
Significance each site : Score 0-4
Il. Proder For virilisation
scores For bacterial vaginosis @&v)
1a. Mugen’c .
Significance score 7-10: BV @
) For chances of conception in patients of PID
12. Boer meisel ) . :
(Type of organism not included in score)
14, Rotterdom For diagnosis of PCOS
For diagnosis of Bacteriol vaginosis
out of 4, any 3 should be seen
itz I. greyish white dischoaroe

IS. Amsels . 3

a. PH 24 S

2. Clue cells 230%

4, Whifs test ®
1. sPlash o\gsw'\a - Condidiasis

I7. Feeder vessels

S\Sn seen on o\opp\er

endometrial polgp

18. Mushroom cop

MR\ oppearance

Deep rec’cos‘\gmo'\d endometriosis

19. Venetion blind

usg appearance

Ashermon’s sgndrome

80. HONAN

Criterio for

Boxrtholin 3\omd Corcinomao.

al. nPe ?md‘mgs :

* Schiller—-dDuval bodies

Yolk soc tumor

® Coll exner bodies

Gronulosa. cell fumors

®  Psommomo. bodg

8pi’che|iod ovarian tumors

° Woalthord cell nest

Brenner’s tumor

C S'\Sne’c r'mg cell

hruKenberg tumor
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Named Surgeries in &5neco|035 g

Condition

Surgerg

Voult Prolapse

I. Sacral co\pope><5
a. uterosacral suspension
3. SOLrOSPINOUS Fixodion

Sul

\rwolun’carg passage of urine on
increasing intraabdominal pressure
like co%h\ng, sneez\ng

&old Standard :
Burch colposuspension
- Abdominal surgery
- Proximal urethra ottached
%o Coopers hgamen’r/
ileopectineal \'\5amen’c
m/c done : TOT » TVT

WWF

Chassar Moir technioue
Lodzko technigue

uterine inversion

Howultain $x
Halbon Sx

\/aginop\as’rg

mMelindoe vaginoplasty
Lap. Veicheitti technique

Bicomuate uterus outdoted Sx

Straussman mekrop\asm

Septate uterus outdated Sx

Jones metroplasty
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Contraception

00:43:34

mechanism of Action of Some Important Contraceptives :

(‘,on’cmcep’d\/e Main mechanism Others
) i * Thicker cervical mucus
L. OCPs (e+P) Anovulation (| FoH »>> LD o A
* Thinning of endometrium
vooesterone in small quantities :
a. POP mMoke cervical mucus thick P 3 N smatt 9 o

Positive feedbock on LH, FSH

3. Prog, implant/ prog

(mokes endometrium thin)

injection/cerazette Anovulodion Make cervical mucus thick
(POP in Indic)
Prevents fertilizotion (Copper releosed
4. Cu IUCD _ Hieation AEopper reie Inhibits implartation
induces an inflammatory reaction)
Prevents \mp\an’ca’don
S. MIRENA -

b. Centchroman

Mokes endometrium out of

phase and inhibits implantation
]

A

CONTRACEPTION
|

v

\mpor{:an{: Qs

LARC method (Long acting
reversible contraceptives) :
L. Implants
a. luco
3. Injections

Permanent methods :
* Femole
l. Tubal \'\god'\on

(Minilaparotomy, laparoscopy

a. Hgs’ceroscop'\c method : essure

° Male : stec’comﬂ

y

Important PYQ’s

Nodural methods
include

Rhythm method (Calendar method)
Cyclobeads/TIRUMALA

(Used by uneducoted females)
Cervical mucus —» 6\\\'\08 method
Bosal bod5 temperoture

Barrier methods
include O

nMale condom

(included in NFP) : Single ring; one time use only

Female condom

(Fc~a distributed by NACO o Q sex workers) :
a rings; generally one time use only (Mox fwice)

Diaphragm

(Con be used il | year by washing and drg\ng)

Todog sponge

( g nonoxynol 9 —> Can be used multiple times

for a4 hours.
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00:48:58

OCP’s Classification :
Dosing of ethinyl estradiol (ee):

* H'\Sh dose :
g€ 250 mcg.

* Low dose:
€€ 4SO meg (30-35 mcg).

. Ver5 low dose :
gt La0 mcg

* minimum efSective dose :

Noncontraceptive Uses of OCP’s :

l. \rregujar cﬂcles : OCP is DOC

a. To decrease blood loss in fbroids, ader\omgos‘\s, AUS

3. DOC For primary dysmenorrhea. and endometriosis
(minimal to mild)

4. DOC For hirsutism, aene and hyperandrogenism.

S. To manage premenstruol SBndrome
(doC Sor PMS : Fluoxetine —» SIRD

b. Progesterone in OCP’s makes cervicol mucus thick —»
Decreases chances of PID, ST and ectopic pregnancy,

m/c PID with OCP use : C/hlamﬂd'\a

€€ = 10 mco, m/c vagjinitis with OCP use : Candidiasis
ocP’s
& | ¢
OCP’s and Cancers Toble 33 : Absolute Contraindication of OCP’s
Increases WHO Category 4:
. Hepodic adenomas . Banks have various schemes to provide home loans
) . nMmnemonic .
a. Breast cancer in perimenopousal during Mawy
females Bonks rnown/suspected cases of breast cancer
3. Cancer cervix (Reversible rigk) ,
uncontroled hypertension : Severe G160/10)
Decreases Hove (medically controlled hypertension, in a female who is
. endometrial cancer —» D/t nonsmoker, of any age : Not a. C/1 for OCP'S)
endometrial thinning § anovulation various undiagnosed vaginal bleeding
a. Ovarian concer —» D/t anovulatior
) Schemes | Smoker 23S years of age
2. Ovarion cﬂsk
4. Benign breast disease ¥inown or suspected case of thromboembolism or family
s. Colorectal concer history of idiopathic thromboembolism in parent or sibling
o eSSect . or h/o cva/mi, or .cor\d\’nons prgohspo&ng o it (R‘_SH Soctor
Lor thromboembolism, .9, malignancy, lupus anticoagulant
=S CAEST present, prolonged. immobility due to trauma or surgery —>
Absolute contraindicodion)
Provide Pregnancy or h/o peripartum cordiomyopotiy
Home Severe hypercholesteremia, hypertriglyceridemio
Presently impaired liver Sunction/liver concer/acute or
Loons
chronic cholestatic liver disease
During Diabetes with vasculopatihy
Moy mMigrane with Aurod
oce Alo ¢/ in breast $eeding and post partum $emales (<al doys)
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method of OCP Consumption :

OCP pack : al hormonal pills (On Mala~N and Mala—D —» Additional 7 ferrous

Dosage
* | pi\\/ do%.

Sumarate pils).

* Start between DI-DS of menstrual cycle.

* Maintain high levels of estrogen § progesterone for al days.
* Stoppoage — Fall in € + P levels — Induces menses —» Doy of menses is the
new DI for the next cycle.

Missed Pills (GOI Guidelines)

00:55:46

Pills missed

Next s’cep

nmissed 1-a p‘\\\s

O | P'\\\ to be taken ASAP
* Normal schedule to be continued
* No back up contraceptives required

/3™ week

* 1 pil to be taken \mmed'\oecelﬂ

* Complete pack as per schedule

* Back up contraception x 7 dags

* ¥ h/o intercourse in previous 7a
hours : emergency contraception

missed 22 pils

2 week,

In addition to above points

pfter completing pack as per
schedule —> Start o new pack
immediately (Dot wait for menses;
Skip non-hormonal pills)
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00:58:35 .. Active space -----

v

DMPA Injection

Included in NIFP by name of : ANTARA

® Dose : ISO Mo

* /m

* Repeoted every 3 months

* Window period @ 4 weeks

method of action : (Anovulation)
° Ad\/an’cages :
- Decreases seieure frequency
- Decreases s\cH\'\ng in SCA
° D'\sad\/an’cages :
~ Delayed return of ?er’cih’rg
- Decreased bone minerol dens'\’cﬂ

- Leads 1o irreqular bleeding

£ o podient 88’(3 injection
DMPAR on
I July

Next due dote
I Oct

* give DMPA \Qjechon
* UPT/back up method

ot contraception not

Comes for DMPA injection
on scheduled dote :

I* Oct
required

comes for DMPA injection a
wks earlier or within 4 wWKs | ® Give DMPA \Qjechon

of scheduled dote * UPT back up method
After IS™ September Hill of contraception not
ag™ october - required
Window period

* Rule out pregnancy
Comes for injection ofter 4 | * Give DMPA injection
weeks of scheduled dote’ | ® Backup method of

contraception X 7 days
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Important Points on IUCD

01:02:27

\mpor’can’c Points on IUCD :

CuT 380

nireno.

Acts by preventing fertilizotion

® Acts bus preventing implantotion

Releases SO meq of Cu per day

* Releases 30 meq of LNG per dowy

m/c side efSect is bleeding

* It helps in reduc‘mg b\eed‘\ng S0 in patients of

ALB, it is used

Increased risk of infection (PID) o time

of insertion

° mokes cervical mucus thick ond decreoses PID

Couses ectopic pregnancy in cose of Railure

* Chonces of ectopic pregnancy more

it failure occurs

Can be used as emergency contraceptive

* Cannot be used as an emergency contraceptive

mM/C PID associoted with \UCD

ﬂc’r\nomgces

:

managemer\’c :
Remove IUCD + Give antibiotics

Contraindications of IUCD :

For both CuT § Mirena

. Undiagnosed vaginal bleeding
(Co cervix, Co endometrium)

3. Distorted uterine cavity (Fibroid)

2. Active PID

4, Suspec’ced pregnancy

1Ifa patient with 1UCD has
any other infection

}

Oral antibiotics for
48-73 hours

!

No response

IV antibiotics

l After 34 hours

Remove IUCD

On\5 CuT On\5 nmireno.

‘ , * Previous h/o
Wwilson’s disease

breast cancer

* Active liver disease

Not o ¢/

. Previous h/o ectopic pregnancy
a. Previous h/o PID
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A female with IUCD conceives

Potient on con’c‘mudng pregnancy

No

v

Thread visible

:

Terminodion of
pregnancy (TOP)

+

JUCD removal

I. Remove IUCD
a. Give ontibiotics
2. Continue

pregnancy

V

Thread not visible

:

Pregnancy with IUCD increases

I. DO not remove
IUCD

a. Give antibiotics

2. Continue

pregnancy

. Infection

a. Preterm labour
2. UGk

4. Abortion

Doesnt increase risk of

Terotogenecity

A

OTHER IMPORTANT POINTS

|

ON UCD

Cose of missed Threads

!

Is’c

s’cep

usg

v Not visible

Serial x—ra5

Coiled 'l]hread

.

Potient wonts to

continue

'

No intervention
needed

.

Potient wonts to

remove

}

Perforokion

{

IUCD N

per'\’coneod cow'\kﬂ

}

JUCD par‘d5 n uterus and
par’c\g n per‘\’coneod ca\/\’cﬂ

Hgs’ceroscopic
removal of IUCD

Immnediote

removal of lUCD
bﬂ \aparoscop5

Removal bﬂ
hgsferoscopg +

LQPOLTOSCOP5
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_____ Active space -——- Emergency Contraception 01:08:41

Common emergency con’cracep’d\/es : LOCUM,

Drug Dose Comment
* Included in NFP
Levonorgestrel 1S Mo single dose (or) S, 0¥‘€mer one
(/¢ used) 0:75 Mo _lahrs | o5 mq —_— 3"y
OCP : ethinul estradiol (SO
Yt estrad MY | atablets g hrs . A tablets Juzpee method
% Norgestrel (0.5 mop (cod ’ (ckod)
Conper 1UCD within do%s of unprotected * most eflective method
pee intercourse * Not suitable for rape vietims
a toblets
Centchromon 18_hrs -
o mq eoch) a fablets
o _ most efSective hormonal
Ulipristal acetote 20 Mg smgle dose emercency contraception
m'\féepris’cone 10-50 Mg s'\ngle dose -

* Drugs not used as emergency contraceptives : POP, MIRENA § misoprost.
* m/c moh : Delayed ovulation.
* MOA of IUCD * Inhibits fertilization and implantation.
* Order of effectiveness : Cu T (Most effective) > Ulipristal > mifepristone > LN,
* most efSective hormonal eC : Ulipristol.
* most eflective when given <73 hours of unprotected sexual intercourse
(Con be given up to S days afteo.
* ¥ patient vomits after foking €C : Repeat eC.
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Postpartum Contraception 01:11:57  _____ e
Rule of 3:
when to stort con’cracep’don in
o Postpartum female
|
v v List of contraceptives which con be
Not breas’c-‘\‘—eedmg/ exclusively given rom doy | of delivery:
Partially breast feeding breastfeeding e Condoms
v * Centchromoan
2 weeks after 2 months after * Progesterone On\ﬂ pills
delivery delivery * Progesterone implants
A A
POST PARTUM CONTRACEZPTION
Y
OTHER CONTRACEPTIVES AND THE TIME AT WHICH IT IS GglveN
Y Y
. OCPS : 3. lUCD insertion :

* Decrease breast milk in breastfeeding femoales

* Increased risk of thrombosis in breast feeding
and non-breast feeding females

* Absolutely /1 of <al days (Post delivery)

Non-breastfeeding :

* Con start : 22 weeks of delivery

* Ideally : 26 weeks of delivery

exclusively ereastteeding :

* Con start : 26 weeks of delivery

* Ideally : 26 months of delivery

3. DMPA :
Leoads fo os’ceoporosis
6reas’c¥eeo\‘m5 : Give 24 weeks of o\elNerB

Non breastfeeding : Doy |

Postplacental : Within 10 ming ot
del'\\/erﬂ

Interval : After © weeks

Postpartum : Till 48 hrs ot deh\/erﬂ

4, &mersen05 con’cmcep’don 9
Ater 4 weeks

S. Tubec’comﬂ :
pos+ par{um per\od

* mMini laparotomy
(modified Pomeroy technique)

[ fill | week
Interval ligodion : After b weeks

* Laparoscopic tubal ligation is ¢/l in

Post partum hgo@c'\on : pter a4 hours
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_____ Active space - I1ySteroscopy 01:15:52

Position of podtient : L\’cho’com5
D\agnos’dc : Pavocervical block.

Hﬂs’ceroscopg { _ _ A
Therapeutic : aGp/) regional anaesthesio.
Distention medio in hgs’ceroscopg :

glectrolyte rich media glectrolyte deficient medio

Can be used only with bipolar instruments | Can be used with bipolar § unipolar instruments

Con lead fo uterine perforation

* Tchances of woder intoxicodion :
/0 nausea, vomiting, headache

* Al electrolyte deficient media except mannitol
are hﬂposmolar — Hﬂponoe«emia
(Delirium, confusion)

Stop procedure i Sluid deficit 2a.S Litre Stop procedure i fuid deficit 21 Litre

£q : Ringer’s lactote, normal saline gq : Mannitol, alycine

Fluid deficit = Amount of Sluid given — Amount of Sluid comes out

uses ot hysteroscopy :
* Asherman’s syndrome.
* Septate uterus.
* endometrial polypectomuy,
* Type 0, | Hbroid,
* Hysteroscopic tuboal ligation using essure (Permoanent sterilisotion.

Hgs’ceroscop'\c Tubal L'\Sa’cion b5 gssure :

Hﬂskeroscope : Inserted in
cIsure .
* Outer cylinder : intromural/
Nickel + titonium interstitial par’c
* |nner cgl‘mder 3 of fallopian tube.
Stainless steel

Hﬂskeroscope
mMechonism of action :

Irritotes Fallopion tube — Tissue reaction — Inflammadion g blockage of tube.

Contraceptive e\’—&\cacg :
* Contraception : Not immediately eflective.
* Back up contraception necessary for 2 months post-procedure.
* After 3 months — Do HSG — Confirm B/L blockage —» Stop back up
contraceptives.
® success rote : 99%.
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Basics of Fertilisation

-97

00:00:27

SPERMATOGENESIS AND OOGENESIS

00860635

Spermatooonio (Aloxy) =
\n«\’ro&s
I spermoﬂcocg’ce (46x)

SRY gene (1)

Spermoecogenes'\s
/ w‘\oss |
a spermoecocg’ce

AT
@ @ @ @ Spermotids

as3x azx | a3y aszYy
Sperm‘\ogenes‘\s
Sperms
\mpor’can{: Points :

* Begins o : Puber’cg.

* Spermadogenesis fakes place in: Seminiterous
tubules.

* Time taken for spermoatogenesis : 7a. days (10-74)

* Spermiogenesis : Transformadion of spermadtids to
sperm. There is no mitosis or meiosis.

* Fertlizoble life spon : 48-73 hours.

* Sperms motility * Distal part of epididymis.
attain ‘[mo@mﬁ’cﬂ : Proximal part of epididymis.

* Time for spermiogenesis : (0-14 dows.

* Time for capacitotion : -8 hours.

* Site for copacitation : Femoale Reproductive troct;

Beqins in cervix and completed in fallopion tube.

Primordiol germ cell (Epiblast)
SRY gene (O

enters the gonad of femoale

and dif$erentiote into

Ooqon‘\a

l Mitosis ocours

1° cocute (At birth, no more mitosis
occurs and all 00goNia. are
l replaced by primary ooc5’ce)

enter I meiotic division

}

Arrested in d'\p\o’cene phase
of prophase

l

I** meiotic division i completed ofter

puber@,\jusk prior to ovulation releas‘mg

|
v y

a° oocyte First polax body
Ba+x
l&”d meiotic division

Arrested in metaphase of
meiosis |\

The division is completed ot
the time of fertilizotion

V y

Female

Second polayr
body (8a +X)

pronucleus (83X)
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Note :
* Size of ¥o\\\c\eJ'us’c before ovulodion : 1I8-20 mm.
* gize of ovum/Semale pronucleus : 130 microns.

* Fertilisable spon of ovo: 18-34 hours.

events Before Fertilisation :
Copacitotion (ﬂb\\ﬁﬁ 0% sperms to fertilise ovo)

Acrosomoal reaction : Head of sperm enters cortex ot a’ oo%’ce d/t action of hgoduron\dase
i Releosed Io5 ocrosomal cop
Cortical reaction : Release of enzymes by cortex of 2 oocyte

20na reaction : 2ona pellucida. made impermeable to other sperms.
2o0na pellucida :
* Acellulor Iaﬂer.
* 2P, Main receptor for sperm.

® Prevents polgspermﬂ.

FERTILIZATION

Site : Ampullo. of Fallopian tube.

DIVISioN *

2ygote —> a-celled 2ygote — 4-celled 2ygote

8-celled 2580’(6
(surrounded by zona pellucided morulo. : 8-1b celled

I 2530’@ surrounded
l-celled zugote by zona pellucida
Timelines reloted to pregnancy
I I I
I I I
Dag I Dag 14 Dag a8
st
I day of LmP Ovulation/Fertilizotion missed period

:

Coleulotion of pregnancy

Day 2-4 : Morula. enters uterine cavity, (Dag 18 0% cﬂcIe).
Da& S:20na pe\\uc'\da lost.
Day b : Implantadion of blastocyst. (Da5 a0 ot cgc\e).
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Implantadion :
* Type: Interstitial.
* Site : Upper posterior wall of uterus.
* Implantation window : Day 80-a4 of cycle.
* Completed on: Day 10-1.
* Hartmann's/Placental sign : Bleeding o the time of implantation.

IMNPORTANT TERMINOLOGIES
Total duration of pregnancy : 9 months + 7 dags/ 40 weeks/ 380 daus.

Parameter Durotion
Preterm pregnancy 437 weeks
Term 37 10 41 weeks + b days
garly term 37 10 38 weeks + b doys
Full term 39 10 40 weeks + b days
Lote term 41 weeks to 4l weeks b days
Post term 243 weeks
Pregnancy Dating & Obstetrical Score 00:13:55

CALCULATION OF ESTIMATED DAY OF DeELIVERY (EDD)

I Qegudar a8—da5 cgc\e :
* €D by Maege\e’s Sormulo. : I day of LMP + 7 days + 9 months.
° LmMP in Februar5 : 9 months added first &/b + 7 dags.

a. 05019 \eng’ch >38 o\o%s :
a. Caleulate approximate EDD using Naegele’s formulo.
b. Approximate £DD ~ a8 = X
c. Add the difference ‘X’ +o the approximate £DD.
2, Ogc\e |en8’ch <38 dags :
a. Caleulate approximate EDD using Naegele’s formulo.
b. 48 — Approximate £DD = X
¢. Subtract the difSerence % from the approximate £DD.

4. \rreqular cgcle/ Female on OCP's /Conceived during lactodion/Unsure about LMP :

Best method : USEG —> Crown-Rump Length (CrL).

S. \VF 05cles :
o. Fresh cycle : Date of oocyte refrievol + 3kl doys.
b. Frozen 05c\e :
* D3 transter : Date of D3 transfer + a3 dows.
* DS transter : Dote of DS transfer + Aol doys.
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GRAVIDA § PARITY

&rovida : Total number of times a female hos conceived.

(Post + present pregr\omc\es.)

Parity : Number of pregnancies that have crossed period of Viobility i.e. 38 weeks.
(Present pregnancy not included)
* mMultipara : 23 previous births.
* arand multipara : 25 previous births.
Note :
Twins/Triplets : Counted as 1 in gravida. and parity,

erresen’ca’c‘\on g
L& Pb :
o. GroNido b. Pari’cﬂ
a. aa Pb+c ’
o. Grovido b. Pari’cﬂ
¢. Number of abortions —» Pregnan% l08S of €30 weeks which includes :
® pbortion
° MTP

O ‘achop'\c pregnanc'\es

°* molar pregnanc'\es

G‘TPAL : ax p T+P+A+L
X * Grovido
T : Number of term deliveries
P : Number of preterm deliveries Twins/Triplets = |
A : Number of abortions
L : Number of living children ot present (Twins = 3, triplets = 2)
Signs Of Pregnancy 00:21:40
Signs o% aarl3 Presnanc3 2
Signs Deseription Seen ot
goodell sign (* sign) Softening of cervix b weeks
Chodwick/Jocquenmier eluish discoloration of cervix/vagino
Osiander sign Loteral vaginal wall pulsadion
8 weeks
Palmer’s sign Rhythmic uterine contractions
Piskacek sign unequal growth of uterus
O So?’cen'\ng of isthmus.
Hegor s‘gr\ ® Bimanual pono@c‘\on : Approx‘\moedon of b—10 weeks
vaginal § abdominal fingers.
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He‘\gh’c of uterus :

Period Level of uterus
13 weeks Pubic symphysis
a3 weeks umbilicus
Immediately after delivery Just below umbilicus (Va0 weeks of pregnancuy
Doy | after delivery No change
oogarss | et g oo i e oy

Quickening : Perception of frst fetal movement \o5 the mother.
° Primigroo/\da= I1B-30 weeks.
C mumgm\/idaz 1b—18 weeks.

L'\gh’cemng/ welcome s'\gn :

2 Weeks : Qesp\m’corg discomPort as uterus reoches the level of xiph\s{emum.

’

40 weeks : Reliet of resp\m’corﬂ discomfort after descent of fetal head into pelvis.
(Uterine height : Corresponds %o 24 weeks)

Absolute Signs ot Pregnanc5 : Absent in pseudocyesis.

* puscultation of FHS t Doppler : 10 weeks
S’re%hoscope 1 30 weeks

* Palpation of fetal par’rs/ Setal movement.
* Usg evidence of pregnancy,
* Fetal skeleton visualized on X=roy,

usg S'\SHS :
Intradecidual sign Double Decidual Sac sion Double bleb sign :
O [ sign to be seen. * Gestotional sac surrounded by & ¥ings * Formed by yolk sac §
* ¥ structure : gestodional soc. - Innex ring : Decidua caPSular'\s. amniotic sac.

- Outer ring : Decidua par'\e’tod'\s.
* Obliteration of uterine covity : 14-1b weeks.
(Fusion of inner and outer r'\ng)
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_____ Active space - USG In Pregnancy & Macrosomia 00:28:10

USG MODALITIES IN PREGNANCY

mModality Timing
Doding/Viability scon -8 weeks
Nuchal Translucency scan (NT scan) Il 40 13 weeks + b days
Anomaly scan/target scan (TIFFA/Level & scan) : 18 t0 30 weeks
(mandatory in all pregnant females) (Can be extended upto 43 WKS)
Growth scon 24§ 24 weeks
Plocental localizotion 38 weeks —»> Repead ot 3b weeks
Fetal echo
(Only i CHD is suspected in the fetus) 307 a4 weeks

NT Scan:
Normal nuchal ’rmns\ucencﬂ 2 42 mm.

Causes of Tnuchal franslucency (NT 23 m :
* Aneuploidy (/o) : down’s syndrome > Turner’s syndrome > Trisomy 12/18.
* Congenital heart defects of fetus.
* INT in fwins : garly marker for Twin to Twin Transfusion Syndrome (TTTS).

\n\/es’dgoedons :

I hargo@p‘mg
a. Fetal echo

/4 : C/Bs’ﬂc h%mmou

1 Fluid collection
(generalized with
septo. ®)

Cgs’dc h%roma

eSTIMATION OF GESTATIONAL AGE
earlier the Jcim'mg of Usq : TQCCLLVOLCB of es’dmo&mg Ses%a’donod age.

Trimester Best Parameter
TI : est time mMSd/CRL
Ta/CRL 284mm BPD > HC
T2 Femuy length
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Crown rump length (CRL) :
* Con be used till 12weeks + & doys (Till CRL <84 mm).
* most accurote gestational age : Determined by CRL b/w 7-9 weeks.
* CRL + 44 : gestadional age in do%g.
* Smallest meosurable CRL : S mm.

Abdominal Circum$erence :
Best USE parameter for fetal Srouo’th.

Plone of meosurement :
mMeosured when all three structures mentioned are visible ’roge%her.

umbilical vein

l. Fetal stomach Portal sinus

a. Portal sinus —— Fetal stomach

2. Umbilical vein

HocHeg stick s‘\gn

Note : Fetal we'\gh’c estimadion.

o Best clinical formulo ¢ Johnson formulo.
b. Best method : Hodlock Sormula/ Shepard formula.

MACROSOMIA
weigh% of fetus 24 kg,

Risk factors :
* Post—term pregnancy
* Diobetic mother
* male fetus

°* mMotemal obeS'\’%

managemen’c g
Diagnos’dcs : AC 235 cm on USa.
mode of o\e\\veg : vogjinol.

Indicotions of C-section :
* Diabetic female with fetal weight 24.5 Kg
* Non-diabetic female with fetal weight S Ko,
* 1/o C-section : Relative C/1 Sor VBAC.
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Structures seen on UsSG in Presnancg 3

Structure TVS TRS
gestodional sac 4.5-S weeks S.S-b weeks
Yolk soe S weeks b weeks
Fetol pole S-S5 weeks =65 weeks
Coxdiac activity SS-b weeks ©b.S-T weeks

Order of appearance : &. sac —» Yolk sac —» Fetal pole (CRL) —» Coxdioc octivity,

Note :
B HC& : Best parameter to difSerentiate b/w ectopic § intrauterine pregnancy,

gestational sac : 00\5 indicotes pregnancy,
* Introuterine pregnancy : True Ses’ca’donod 0.
* ectopic pregnancy : Pseudo gestodional sac.
(Thickened endometrium d/+ progesterone)
&. sac + Yolk sac ¢
* Inside the uterus — Introuterine pregnancy.
* Inside the fallopian tube — ectopic pregnancy,
(Con‘?\rmoecorﬂ)
Important Cut-o¥Ss :
®* M3D to measure CRL : 35 mm.

® CRL Yo 86% cardioc ac’c\x/\&g : 7 m.
* HC& to see gestational sac on TVS (Critical titre) : 4000 U,
* minimum value of HCS of which &, cac is seen : 1000 U

Scenarios And Protocols :

l. MSD 23S mm § CRL cannot be measured | |[a. mSD 4aS mm §/ | 2. CRL 27 mm § 4, CRL <7 mm §
l CRL not seen || cardiac activity () | |cardiac activity (0
missed abortion l i i
(ﬂnembrﬂomc pregnancy loss) Wait § wodeh missed abortion Wadit § wodeh §
3 Repeat USG l Repeat USG after
mTeP ofter | week mTP | week
Anomalies Detected On Level 1 Scan 00:41:40
Neural Tube Defects : |
v
Craniol lo\e?ec’cs Cranial + Coudal defect : Coudol defects :
v v Craniorachischisis * meningocele
Anencephodﬂ 'z‘:ncephaloce\e o meningomge\oce\e

(Herniation of brain tissue through o smoalll
defect covered by scalp, hair § meninges)
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nﬂeﬂcePhalg e Active space -----
Failure of closure of anterior neuropore — Brain tissue exposed to external environment.
Features : Note :

* I anomaly to be detected on use. * GCA : Best detected on level 4 scon.

* Zarliest detected by 10 weeks. * Best time to check moternal serum AFP : 1b-18 weeks.

* pest detected b5 14 weeks.

D'\agnos'\s :
C Screemng test: Level | scan. O D\agnoshc test : Level 4 scan.
* pest biochemical moarker : ﬂce@\chol\nes’remse levels.

usg S‘\gns :
axposed brain tissue

Shower cap S‘\gn Deep eye sockets

(exposed brain tissue)
Frog eye s'\gn
(6u18'\r\5 eﬂes)

m'\c!ﬁeﬂ mouse S‘\gr\
(Tr\angular foce)

momogemen’c P NTP

Spina. Bifda :
o memngoce\e : Rerniotion of meninoes.

* Meningomyelocele : Herniation of meninges § spinal cord,
usg S\gns :

Banana. sign ¢ Downuwaord
displacement of cerebellum

Lemon S'\Sﬂ : 6ossir\8
of frontal bones

meningomgeloce\e

Duodenal Atresio : Posterior Urethral valve :
Feotures : a/w Oligohydramnios.

* defect in suood\ouo‘mg

}

Po\ghﬂdmmmos

usg hegho\e s'\gn.

* n/w dDown’s syndrome.

A
S

usSsg : Double bubble s‘\gn : -
heﬂhole sign

Double bukble sign
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_____ Active space - Antenatal Care & Vaccinations 00:49:44
Antenatal Visits : Coloric Requirement : Recommended weight Gain in
* \deal : II-IS Pork : + 250 Keal in all Pregnanc5 :
* Till @8 weeks : | Visit/4 wks frimester In normal Bmi females : II-18.S kg
* a8-30 Wweeks : | Visit/a wis || National guidelines : (importan || In females with low &mi
* >3( weeks : | Visit/week * Ti:+8S keal/day (Thin females) : 13.5-18 kg
WHO : 8 (Min.) * Ta:+380 Keal/day In $emales with BMI »20 (Obese) :
government of India : 4 (Min,) * T3:+470 keal/day 7 kq (5-9 ko)

T “ |

ANTENATAL CARE IN PREGNANCY

Folic Acid in Presnan05 2

To pre\/en’c NTD ¢ RDA in Presnan05 :

* 400 mcg/ day given o all pregnant femoles. lodine () req, : aso meg / doy

* ctort | month before conception and continue fill 3 Calcium reg, : 1000 mg / da5

months odter conception. Carbohydrate req, : 115 5/ day

To prevent recurrence of NTD Protein req, :
° 4 mg/ doy given to females with o baby with NTD. * Non-pregnant : 45 3/ day
<« . "
* Start 3 months before conception or from the day i+ NIL (No additional
a femoale plans pregnancy and 3 months after requirement)
conception. ® Ta:+10g
® T%: +&OS

To treat folic acid deficiency : | mo/day, Fok req, : 8 o/day

In diabetic patients who are pregnant : 400 mcg/ doy,

n poeden%s on om’depilep’dc :
* Before conception : 400 mcg/ doy,
* After conception : 4 mg/ doy,

To treat sickle cell onemio qu/ dowy.

VACCINATION IN PREGNANCY

voccines r-\bsolu’celg c/\ In Pregnancﬂ :

* mMumps ° Rubella * Chicken pox ° HPV
° meaosles °* Smoall pox ®* BCY
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Td voccine : Given fo all pregnom‘c femoles.

* I dose : I antenadtal visit.
* 3™ dose : 4 weeks after I dose.

* pooster dose : Given it 4 doses of immunizodion received in past 3 years.

Obstetrics

TDaP voccine : Tetanus + D'\ph’cher'\a + ocellular Pertussis.

* Protection aga‘ms’c pertussis for the babﬂ.
* ACOG Recommended single shot TdaP vaccine b/w a7-36 weeks.

Amniotic Fluid

00:55:05

volume :

* 24 weeks (33-24 weeks) : 1000 ML (Moximum).

* ot term/40 weeks : 800 mL.
® 243 weeks : 300 mL.

Source :
Gestotional age Source
First trimester Moternal plasmo
13-30 weeks Fetal skin
730 weeks Fetal urine
Colour :
Colouwr Seen in
Strow colowred Term

green colour

(dDue 1o biliverdin in meconium)

l. Fetal distress
a. Transverse lie/Breech
2, Ligteria infection

golden colour (dDue +o bilirubin)

Rh ‘\r\compoﬂdbi\i’%

Tobacco juice/Brown

Introuterine fetal deoth

Sofsron colour, yellowish green

Post term pregnancy

Dork red

Concealed hemorrhage

ANMNIOTIC FLUID DISORDERS
Novrmal values :
* aFl (Bmniotic Fluid Index) : S-a4 cm.

* SvpP (Sing\e Largest vertical Pocked) : 3-8 cm.
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Ol‘\goh\tjdramnios ve. Polghgdmmnios g

Ol'\gohﬂdmmnios

Polﬂhljdmmn'\os

® AFl: <S cem.

* Single largest vertical pocket : (evP) <3 cm.

* m/c couse of mild oligohydramnios :
\diopodhic.
* m/c cause of severe oligohydramnios :
Fetal renal anomalies.
- Renal agenesis.
- Posterior Urethral valve.

® AFl: >35S em.
® QVP: >8cem.

nild Polghgdmmn'\os + \diopodhic.
* m/c couse of severe Polynydramnios :
Fetol GIT anomalies.

- 8sophageod odresio.

- Duodenal otresio.

— Cle®t lip/Cle®t palate.

Other couses:

Other couses:

l. Decreosed transudadion ocross p\acen’ca :

(&mall placento)
* P

® lUsR

* UPl

.. Increased transudodion across placento :
Placentomegaly d/%
* Diabetes
° Twin pregnancy

° Rh negoﬂc'\\/e pregnancy

a. Decreosed urine owcpuec :
®* Renal disorders
* Drugs:Ace inhibitors/Indomethacin

a. Increased urine output :

o. Twin pregnancy

b. Diobetes

¢. Bortter sgno\rome

d. Fetal anemia
* Tholossemia
® Rh negodtive pregnancy
* Porvo virus infection

2, Decreased volume of Amniotic Sluid :
* Post term pregnancy
°* PROM

* Leaking ofter amniocentesis

2, Increosed fransudadion from fetal ekin :
® NTD
* Abdominal wall defect

4. Chromosomoal Anomaly : (L9 chr) T riploidy.

4. Chromosomal anomodﬂ : T r'\somﬂ.

Conditions leading o both oligo § polyhydramnios :

¢ TTTS
* TORCH infections.
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npproach to a. Case of Polﬂhﬂdmmnios/ Oligohgdramnios :
Fundal he'\gh% # Period of 8es’co€c\on

Level | Usg
v v
mild. ohgo/ polyhydramnios mModerote/Severe
l Ol‘\go/ Polynydramnios

No evaluotion needed.
Targe’c/ Anomaly scan

!

GCA

|
v v

Seen Absent
|
l v

RSt R Polynydramnios : R/o Oligohydrarmnios : R/0

l. Diobetes. I. PPROM.
a. Fetol anemia. : PV a. UP! : S/D rakio 23 on
of MCA 2.5 mom. umbilical ar+er5 doppler.

Note :
PV of MCA E 215 MOM : Fetal onemio.

40.8 MOM : Fetal polﬂcgchemia
Indomethacin :
® Con be used to treok po\ghgdmmmos.

* ¢/ Premature closure of ductus arteriosus.

* ¢/1: >33 weeks of pregnancy,

Note :
L /e CTe Finding in oligohydramnios : variable deceleration.
a. Persistent varioble decelerotion : Onlg indicodion for amnioinfusion.

33ndromes related to oligohgdrmn‘\os :
Potters sgndrome : Severe o\'\gohgdmmmoc d’t K'\dn95 defects.
c/%:

* Lung hﬂpoplas'\a,

* Typical Slot focies.
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Amniotic bond swxdrome : Severe o\igothmmnios d/t PPROM.

AT
* Distal d\gi’c ampu’coecior\.
* Craniofaciol obnormalities.

Note :
Proximal limb ampu’coﬂdon :
Phocomelia. d/t Thalidomide.

Presentation OF Oligohydramnios :
Lote pregnancy :

* Cord compression.

* Fetol distress.

* meconium aspiroation sgndrome.

* Club Soot/CTev.

Placenta & HCG

Distal dig'\’c mpu’coedon

am5 pregnancy :
O Lung hﬂpop\as\a,
° Limb ampu’ca’c\on.

Club oot

01:08:25

PLACENTA
Dimensions *
° we'\gh’c : SO0 gm.
* Ratio of placental weight to fetus ok
term = .

® Diameter : IS-30 cm.

Formadion :
* matermal side : Decidua basalis.

Feotures :
* Discoidal
* Deciduate : Shed of§ after o\eli\/erg.

* Placental weigh’c = Fetal uoe\gh’c ok I7
weeks.
® Central thickness : a.5-4 cm.

* Fetal side : Chorion frondosum.

® Hemochorial : Lies in contact with
moderal blood.

P\acen’comegalﬂ : Placental thickness 24 ecm.

Hormone secreted : hCe,
umbilical cord ¢ 3 vessels
o Q'\Sh’c umbilicol our’rerﬂ.
b. Le$t umbilical artery,

hCs :

¢. Le®t umbilical vein.

Subunits : 4 subunite ta : Similoy 1o LH, FSH, TSH.

B : specific.

Souree : Produced b5 sgr\cgho’crophoblast
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Function : Maintain corpus luteum of pregnancy,.

Dovdo\ing time : 48 hours.

Levels :
* Appears in blood : Day 8-9 after Fertilization (D33 of cycle).
* Peak levels : 9-10 weeks.
* Ploteaw : 1b-30 weeks.

T, ¢ 3 hours.

PLACENTAL ANOMALIES

S S'\ngle

umbilical cord

marg'mal
insertion
of cord

Battledore placenta Placenta. sucCenturiata Placenta biloboto. (Bqual size lobes)
(Unequal lobes)
Modernal side larger than fetal side

No valve-like
%hiclﬁemng
Volve-like
Jch\cl«en‘mg
Circumvollote p\acer\%a C,\rcummarginoece placenka
Investigations Done At 1t ANC Visit 01:15:42
l. ABO, Rh typing S. urine R/m.
\M» * pushbonds Rh @P‘“S- . HIV ’ceshng : Op’c—owc approach
* |ndirect Coombs’ test. (Potient can refuse).
a.Hb (Checked of least 4 times in 7. DIPSI — Repeot ok 34-38 weeks.
pregnancﬂ), Hemodoerit. 8. Group B Streptococcus @ 35-37
2. VDRL. weeks (Rec’rox/aginaj swab token).

4, Hbsﬂg.

Additional tests (v0\un’carg) :
. TSH. a. F\neuploidg.
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Abortions 00:00:48
Definition of abortion : Recurrent Abortion :
J Pregnanc5 loss before 30 weeks Conventional definition : 22 abortions.
gi Pregnm05 or (be?o;e weigft of —> Sefinition b3 acem :
:us = S_Oohfmg ;’OHO ’ . 1€ there is occurence of two or more consecutive losses of recognised
e 2 PEIG)ius Car S Gl el pregnancies bg USE or HPE before 40 weeks, start evaluoding.
weeks —» 330 gm.
. U.)Q-\Sh‘k of Letus @ 248 weeks : Four gstablished Couses 0"Z RPL :
S00 gm. . APLA syndrome (Single most common cause) ¢ 1o%.
a. Uterine structural abnormalities : Congenital — septote uterus §
acquired - cervical incompetence, fibroid, po\gp.
mM/C Couse of Tl and Ta 3. Chromosomal abnormalities (Balanced translocation of
Spontaneous, Isolated Abortion : chromosome) are responsible for RPL in 4% coses.
Aneuplo'\dg 4 Tr‘\som5 > nonosomy X 4. Hﬂpo’chgro‘\d‘\sm.
2 Tr '\SOITB 1.
Note : Infections '\nc\uding SSPH‘“S and TORCH do not cause RPL, ’cheg
* M/Cuterine cause of T couse sporadic losses.
abortion or Tl recurrent
albortion : Se ij,(e - m/c group caus‘\ng RPL : endocrine causes > Uterine couses.
* m/c uterine cause of Ta Investigadion for RPL :
abortion or TA recurent * Ultrasound uterus (TVS).
abortion : Cervical ® APLA antibodies.
incompe’cence. * Porental Hoxgo’cgpe.
(T1 5 ¥ trimester, Ta: a™ trimester) TSR
\r\\/es’r'\ga’don not done in RPL : TORCH, HIV § VDRL test
m/c risk Sactors $or abortion : ,
RPL : Recurrent Pregnancy loss
* Tmaternal age.
* Previous H/o abortion.
ABORTIONS
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----- Active space -----
ABORTIONS
l m/c couse of bleeding in early pregnancy l
Types Management
Threodened abortion : Process of abortion beg'ms but it
F\pprloach is of o stage §rom where it can be reversed.
- 0s: Closed, no h/o expulsion of products of
H/0 product of No H/0 product of conception (POC.
conception coming out conception coming out - M expectant management.
oN o/ Inevitable abortion : Process of abortion cannot be
internol 05 Internal 05 reversed (Internal os : Oper\)‘, no H/0 POC. coming out.
- Mx: gmergency suction evacuoation —> ¢ bleeding
is heowy to prevent further blood loss § anemio.
Open Closed Open Closed Otherwise, consecutive management awaiting a
¢ ¢ ¢ spontaneous comple’ced obortion.
Incomplete Complete Inevitable
obortion e lsaE e o/a \ncomp\e’ce abortion : POC starts coming out but process

v

Height of uterus
equal to POg

\

Threatened obortion

v

He'\gh’c of uterus
< POG

y

missed abortion

Cardioc activity ® «2MU58 cardiae activity )

POg : Period of gestation

iS \ncomple‘re.
- M : anergen% suction evocuodion.

Complete abortion : entire POC comes out spon’caneouslg

- M : Conservative i an introuterine pregnancy had
been previously confirmed.

- Otherwise, serial B-human chorionic gonadotropin
(B-hee titres should be obtained weekly until
negoec\ve to ensure an ectopic pregnancy has not
been missed.

nmissed abortion : Ultrosound bosed o\iagnosis.

I$ D is 24S mm and CRL cannot be measured

OR

I$ CRL is 27 mm and fetal cardioc octivity cannot be
detected

OR

1$ cardiac activity was present earlier and then

disappears.

msSd : Mean sac diameter
CRL : Crown rump |enq’ch
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Cervical Insufficiency/Incompetence

00:11:35

On TVS : Cervical \nsu?—‘}iciencg
* Length of cervix: £as em (@) Pregnant @ : 4em.

a. Cervical (0 cerclage.

Definition : >
* Spontaneous dilatation of cervix * Shape of cervix : ‘W shaped.
(nternal 0s) d/t shortening of cervix. Management of Cervical InsufSicien ey
* wo podn\ess recurrent Ta abortions. [ ) Proges’teror\e.
10C : UsE (TVS).
Next Steps :

H'\s’corg Based Diagnosis :

>3 obortions of second trimester
(Painless) : Confirm cervical insufSiciency. f«——»
No need for UsG to measure cervical
leng’(h.

Next s’rep :

Next s’rep :

. Pregnant $emale has /o two Ta abortions :

* us@notrequired * Mx: Cervical cerclage + progesterone
a. Pregnant female has /o one Ta abortion :

mMeoasure cervical length

usg-bosed Diagnosis : &
H/0 one second trimester abortion

+ TVS done in present pregnancy shows
length of £a.S em.

£4.5 em

Cx cerclage + Proges’cerone

}

23.5 em

On\5 proges’cerone

2, Pregnan’c Semoale with no H/0 abortion but cervical Ieng’ch 4.5 em:
Next s’rep : Proqes’cerone

{ CERVICAL INSUFFICIENCY

v

Cervical Oerclage
It can be done in pregnant females and non pregnant femoales.
Pregnant Females :
I. TransvaginoJ\ﬂ :
* mcdonald cerclage (M/O) : Purse string suture applied.
* Shirodkoyr cerclage.
* wurms cerclage (@ sutures are applied; AKA Hefner cerclage) :
Done as emergency cerc\age —>» 4 stitches an’reropos’reriorlg.

a. Tmnsabdominal\ﬂ
* penson and dDurfee cerclage :
- Can be done laparoscopical\ﬂ.
- Con be done during or before pregnancy.
* Indicakions : Failed ’cmnsx/ag‘mod cerclage.
* Drowback : Sutures have to be removed Jcmnsabdom\nal\g.
~ The suture should be removed only after female has completed
her ¥amil5.
O Del'\\/erg should be done : By cesarean section.

Non-pregnant Females :
L. Voginally : LASH g LASH procedure
* Here defective cervix is removed surgically,
* Patient should be advised to give o gap of 2 months before
conce‘\\/ing.
* Fetus should be delivered bﬂ cesarean section.
* Not done o/t 1 complications.
a. Abdominally * Laparoscopic cerclage.

mcdonald Cerclage :
* m/c done.
* Suture @ Nonabsorbable monofiloment.
® Purse s’mng sutures : Applied on
por’ciox/aginod‘\s.
® Time : 14-1b weeks. ~
- eorliest:
65 13 weeks.
- Moximum #
65 a4 weeks.

Purse s’cr‘\ng suture

c/\ for Cerclage :

Ruptured membranes (Choricamnionitis).
. eleed'\ng.
. Uterine contractions.
. Fetal demise/ gross congenitol anomalies.
. Current pelvie infection.
. Cervix diloted >3 cms.

s N> 0 T

Relotive ¢/) : Placento. previo.
Time o remove stiteh @ 27 weeks.

Note :

Shape of cervix on USE as it dilodes :
Normol —> T shaped —» ¥ shoped —>
V shaped —» U shaped.
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00:22:36

ANTIPHOSPHOLIPID ANTIBODY SYNDROME

Y

!

Antibodies :

L Lupus an’dcoagulan’c.

a. Anticardiolipin antibody (gm, 19.
3. Anti fa glycoprotein (igm, lge.

Couse of abortion : It inhibits
frophoblast function.

Diagnostic Criteria. :

(Norne : modified Sopporo criteria/
SYDNEY eriterio)

I Clinical + I Lab eriterio for diagnosis.

Clinical :

. 21 episode of thrombosis (Arterial/
venous/small vesseD.

a. 23 fetal loss ak <10 weeks.

3, 2| fetal loss 210 weeks.

4. 2| preterm delivery before 23 weeks
due to severe pre-eclampsio or

uteroplacental 'mw?—?\c'\encg.

Lob :
Any one of the 2 antibodies positive on
3 occasions of least 18 weeks apart.

m/c single couse
of recurrent
abortions : APLA

syndrome.

Recent Update :

Obstetric APLA :

® >3 Consecutive abortions ot <10
weeks or early fetal deoth ot 10-1S
weeks (+b doys).

* 2| fetal death 216 weeks to 24
weeks (No pre-eclampsia. or
uteroplacental \nsué?ﬁ\ciencg).

* Pre—eclampsia with severe
Seotures ok <24 weeks (With/
without Setal deodh.

* Uteroplacental insué‘—%ic\encg with
severe features ot 424 weeks
(With/without $etol death.

managemen’c 2
loss : F\sp'\r‘m on\g.

LM + F\sp'\r'm.

section).

o \n’crapar’cum : S’cop anhcoaguloedon.

° APS without o thrombotic event and without pregnancy

° APS with a thrombotic event or with pregnancy loss ¢

o Pos’cpar’cum 1 Resume or stovt an’c‘\coagula’c'\on N b houwrs
(Ater vaginol deli\/erg) or 18 hours (B¥ter ceasareon

Note :

d‘\agr\oseoL

is confirmed.

* Aspirin should be started as soon os pregnancy i

* Heparin: Should be started once introuterine pregnancy
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_____ Active space - Medical Termination of Pregnancy 00:28:05
mMTP Amendment 3034 :
®* MTP can be done il : 34 weeks. * Single doctor opinion : Upto 40 weeks.
* Incase of contraceptive failure : MTP done * & doctors opinion needed : 30-34 weeks.
il 30 weeks onlﬁ.
* In severe congenital anomalies of fetus : No
upper limit (¥ medical board permits).
* medical board : @ynaecologist, Radiclogist §  Paediotricion
Qualifications to do MTP Requirements for mTP
For doing MTP till 18 weeks : * Female’s consent is needed for MTP.
RMP who has assisted in a5 MTPs (At least S should be as * In minor/| mentally retorded patients : quardion
primary surgeon). consent needed.
) * Age proo¥ not needed.
For doing MTP between 13-30 weeks : * Marriage certificate : Not needed.
L. RMP with & months of house job in Obs gynae or RMP * FIR report of rape : Not needed.

with | year of experience in ony hospital with all Lacilities. | | o

All records of MTP should be maintained for S years.

3. Diploma/Degree/d in Obs and gynoe.

RMP : Qeg'\s&ered medical proctitioner.

mTP
|
v v
Period o% Best method of methods to do MTP
gestation mTP ; ' )
49 weeks nmedical abortion Tl Ta:
9-18 weeks Suction evocuotion mMAemonic : Mam MAEMONIC : MSDH
o2 ke Abortion using * medical abortion (OPD * medical abortion (P admission) : using
misoprost (in patient) basio). misoprost (Best method), extra—amniotic
* Suction evacuodion. ethoceridine, intraamniotic saline or
* Monual vacuum oxg’coc’m.
aspirotion (MVA). * Suction evacuation.
* Menstrual regulation * Dilatotion § evacuotion (Ovum -?orceps).
(Outdoted). * Hysterotomy,
£ A4 l

Suction evacuation : mManual Vacuum Aspiration : medical Abortion

® Done us'\ng : orman ® done us'mg VA SBr‘mSe @ p‘mch A pprove d il 9 weeks (ndian
cannula. + suction machine. volves). Government/WHO).

* Number of Karman cannulo. | | © Copocity of syringe * O mL. ot 1+ ioor hone 300 e Sole
corresponds to size of * Pressure Seneroeced: b0 7 OO MM Ha, T Se . P 953
uterus (OorresPonding to * menstrual regudoeﬂon syringe (One pinch &
gestotional age or | less). valve or now no valve) : Doy ::’n 500 i

* Pressure generafed : - somL syringe. Su;(')PrZZJ / meg or. Y
600 MmN Hy - Previously was a. TI MTP : Not Py Per_"’%‘“““ﬂ

* In areas where electricity is preferred (s it is done only fill & within a4 hours
not available : MvA is done. weeks of pregnancup. Abortion (Bleeding).
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MVA syringe (a pinch valves)

mMenstrual reguda’don SBr'\nge

Hegar’s dilokors ( pinch valve)

Uterine per?om’don during suction evacuodion :

D/t Hegour’s dilofors D/% ¥arman cannulo

* S’rop procedure
C S’cop procedure

* Do not take connula out
° monitor vitals
* Immediote \aparo‘vony

Obstetrics Revision ¢« v4.0 «+ Marrow 8.0 « 2024
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_____ Active space - EcCtopic Pregnancy 00:37:29
Triod of Symptoms :
| amenorrhea. (6-10 weeks), pain in

/e site : E aliopion fube —» Ampullo. lower abdomen and bleeding P/V.

m/c nontubol site : ovary, )

L/c site : Cesarean scar/cervix.

Cornual pregnancy : Site —» Intramural S}jmp’coms .

port. To suspect ruptured ectopic :

Heterotopic pregnancy : Twin 711, Orthostatic hypotension.

pregnancyj one is introuterine, other a. Shoulder tip pain.

ectopic (Mx : Always surgjicad. 3. Urge to defecate.

Named Criteria :

Site Criterio < S‘\Sns 3 Qufl\)’cure\td Ectopic
I Shoek (TP, |&P).
Vi Rubi G ’
Cervical Palman, Rubin a. P/A : Abdominal distension, rebound tenderness.
Abdominal Studdiform 3. 1§ localizing signs —E:e\uarding ® A
Ovarion Spiegelberq Rigidity (® [ Hemoperitoneum
eCTOPIC PREGNANCY
Risk Factors : P/v Finding :
nNoXimuM gk, * most important : Adnexal mass.
* Previous h/o tubal 9. * Cervical movement tenderness : D/t peritonitis
* Previous h/o ectopic pregnancy, | (Cervical motion tendermess is also seen in PID)
/e visk Sactor : PID/s alpingti. * Uterus is soft and enlarged but size is less
< thon POG..

Controceptives :

Decrease absolute risk of ectopic but it failure of
contraception occurs, then ectopic pregnancy risk is
increosed.

m/c : Tubal sterilization > MIRENA > IUCD > POP

Presentadion :

Female with -8 weeks amenorrhea, pain in abdomen,

spo’c{ing, Vitals unstable, UPT+ve

Next Step :

* I on P/A, quarding and rigidity present : Confirms
hemoperitoneum —» mx : Sx of ruptured ectopic.

* ¥ quarding and rigidity are not present : FAST —>
Done to confirm diagnosis.

Management of Ruptured ectopic :

) A\uoo%s swrgicod.

* No role of conservative management or medical
managemen’c.

Route of surgery
* ¢ vitols stable : Laparoseopy.
* 1f unstable vitols : Laparo{'omﬂ.

Surgery of choice : wL salpingectomy

Surgeries never done for mp’mred ec’cop\c :
O Salpingo—oophorec‘comg.
* Linear salpingostomy (Done for unruptured ectopic).
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Unruptured Ectopic 00:45:15 AR

\n\/esﬁga’cions done in Unrup’cured ectopic :
. TVS:

* Confirmed sign of ectopic pregnancy : gestational sac + 50\% sac T cordiac
activity seen in Fallopian tube.
* Suspicion of ectopic it seen on US& :
~ Adnexal mass (M/c finding on USED.
- Bogel sion (On\3 gestational sac ®).
- Ring ot fire appearance.
= zmp’cg uterus.
a. peto-hCg:
* Critical value of hC& is thot value of heg above which in all intrauterine
pregnancies, Ses’coedonaj sac is Visible inside uterus.
- TVS: 4000 \u.
- TRS: (S00 W

nlsori’chm for Diagnosis of Uunruptured ectopic :

Do TVS
|
Gestational sac + yolk sac in Fallopian tube Signs suspicious of ectopic seen
l Next step 2 1 sign @lwex’r step
medical nMx B-hee

Value above critical level (23000 \W
|

Yes No

Note : Ix for ectopic pregnancy, Confirme
I0C in ectopic : TVS, unruptured ectopic N StEP NEar S
Sold stondard Ix in ectopic : Laparoscopy. medical Mx of Repeat hca after
I which may be done : ectopic 48 TOWS

° g, proges’cerone. ; I l

* Culdocentesis (Qupmred ec+opic). hCe increases by 266%  hCE increases hce

(r\learlﬂ double) by <23% decreases

IX never done :

o H5s’ceroscop5. l smi rice l

* HS& Vioble introuterine ‘ac’cop\c Bbovrtion

* Colpotomy (rainage of pelvie pregnancy pregnancy

obscess).
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Note :

f— On culdocentesis —1

Blood which Blood does not
clots on s{'cmd\ng clot on s’cand'\ng

l l

COmp\ex odnexal

entered into Hemoper itoneum mass (M/c usg
vessel %noung)
usg o\oppler :
Ring of fire appearance
Management of Unruptured gctopic :
medical Mx Prerequisites for mTx

* pest mx of ectopic pregnancy, * Potient : Vi’cod\ﬂ stoble.

* DOC : Methotrexate (MTX). * Family : Not complete. Absolute

* Frequency : Single dose therapy. | | * Siee of ectopic : <4 em. | requirement

* Dose: | mg/ Koy * peta-hCe : <S000 U

* Roukte : Im. * Cardioc ach\/‘\’cg : Prei?errablﬂ obsent.

(Relative requirement)

lﬁng prerequisite not fulfilled :

Laparoscop'\c SX
Treodment algor‘\’chm :
Day |+ Baseline f—-hca + Inj. MTX

Check B—hce b/w day 4 § day
|

/ v v

Value J,bg 2|S% Jouk <IS% 1
suecesstul Repeat Inj. MTX
medical Mx (Mox. 3 times)

/

Desired results not obtained —» Failed medical Mx

Laparoscop'\c SX

FQT“U

Comp\e’ce Not comp\e’ce
Size of ectopic : 7S ems —> u/L sodp‘mgec’comg Lineoy salp'\ngos’comg
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Molar Pregnancy 00:00:08

Benign disease of trophoblast with mod'\gnan’c potentiol.

Features d/t THee :
* Hyperemesis 8row‘\damm.
C Thgro’cox\cos‘\s.
* B/L theca lutein cysts.

usSG  Snow storm apparance

Types:
Complete/Vesicular mole Partial mole
Pothogenesis empty ovum fertilized by | sperm | @ ovum Fertilized by a sperms
Koryotype Diploid : 4l XX Triploid : &9 XxY
mMadernal chromosome © ®
extragenetic material Poternal
Fundal height > PO& Fundal height < PO&

P/A exominodion
Absent FHS, no fetal parts felt

B-hce value M 1
(Compared o @) pregnancyy
usg : \10C Snow storm appearance Appearance of missed obortion

Trophoblastic proliteration, villi ®
No fetol tissue Some fetal tissue ®

HPe : gold standard

mx:
* Suction evacuotion ﬂ» Sharp curettoge ECnpE HPe.
* 1% age »40 years + $ami\5 complete : TAH.
Follow up :
Weekly B HCe levels T, 3 consecutive findings @/undetectable Flo, monthly B hea x & months

(Pregnancﬂ is ¢/1: ocP preferred).
nMx of theca lutein cﬂs’cs : Spon’caneous\g regress (No mx).
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_____ Active space - G€stational Trophoblastic Neoplasia 00:04:13
T\tjpes :
Feoatures managemen’c
Invasive mole m/c &TN after molar evacuation

_ _ * m/c gTN after Sull-term pregnancy Chemotheropy

Choriocarcinomo.
* m/c couse : Molar pregnancy
gpithelioid Trophoblastic tumour €T - Hysterectomy
Placental Site Trophoblastic occurs primaily ofter full term i
Tumour (PSTT) pregnancy Chemotheropy

* HPE is not required to ditSerentiote b/w &TN.

Signs § Symptoms : Lob IX:
® Persistent b\eeding. * In 2 consecutive weeks : 1hee »10%
® Persistent theco Atter —» Choriocarcinomo.
evocuotion.
lutein 053’(. ® In 4 consecutive weeks : Ploteou hCg

* ghock (O/F Invasive mole). (within 10% of @ range) — Invasive

* Subinvolution of uterus. mole.

* metostosis ¢ Lunos > vagina. * hCg detected even ofter 6 months

of suction evacuodion.
® HPe : Shows GTN.

Type of chemo{:herapg Bosed on Stage ond WHO Score :

Smge WHO risk score X

S'\ngle agen’( chemo’cherapB :

I —> Limited to uterus = multidose methotrexate (MTX)
—» On DI, D3, DS, D7 al’cema’c\ng

a —> Pelvic spread £ 6 Low rigk | with Folinic acid.

23— SPread to Iungs >7: Hiqh isk | Muti agenk chemo‘chempg :
EMACO/Bagshaw regime —>
* etoposide

4 — Spreod to other ~ * methotrexote

metastodic sites ° ﬂc’dr\omgc‘m D
° C,BclophosPhamide
® Oncovin

Note :
m/c chest X-ray finding in lung mets :
Connon ball oppearance ~ Snow storm appearance.

Obstetrics Revision * v4.0 « Marrow 8.0 + 2024



WHO Scoring Sustem :
g Sy

Obstetrics : Part 3

Low risk High risk

Roe <40 yeoars 240 years

hce value <10l 210°

Antecedent pregnancy mMolar pregnancy Full term pregnoncy
Interval b/w antecedent
pregnancy g &TN diagnosis “4 monthns 718 months
Tumour size 42 cm >S em

No. of metostoses <4 >8

Site of metastases Lungs, Vagino. Brain, liver

Prior failed theropy @ @
Antepartum Hemorrhage 00:13:13
Any bleeding 2 a8 weeks ot pregnancy before placental separation.
Couses §O/D:
Placenta previo Abruptio placenta Vasa. previo uterine rupture
No pain albdomen Pain abdomen ® No pain abdomen Pain abdomen @

* Couseless

* Recuwrrent

° 6r‘\8h+ red color
blood

* Precipitating factors
PIH/Araumo/PROM

* Not recurrent

* Dark red bleeding

* D/t fetal blood loss
® Less blood loss +

movked fetol distress

* pfter ARM : Fetal

* plood: 6(18\’\’( red in color

* Fnown case of previous
c~section (M/c couse in
scarred uterus)

* Fetal heart soun

. He\gh’c of uterus = POgG 0

ds:@)| e

Fundal he‘\gh’c 7 POgG C
Fetal powr s not eo\SﬂB Lelt O
* Fetal digtress ®

C wam'\ng * AKA accCidental distress + bleed
‘nemorrhage seen hemorrhage * m/cseenin:
w
Note :
* m/c cause in unsearred
uterus : Obstructed loboour
g e m/c drug causing uterine
"4 rupture : Misoprost
Vvelamentous ) i
(€/vin h/o previous LSCS)
insertion of cord
P/A Findings :
Placenta. previa nbmp’do placen’ca uterine rupmre
* uterus reloxed * Uterus : Tense + tender * generalized obdominal tendermess
* Sof, non—tender * ell defined uterine contour | ® Fetal ports Super%c‘\od\ﬂ polpable

uterine contour cannot be made out
Fetal distress ® / Fetal heart sounds ©
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Classifications of Placenta Previa :

old classificotion

New classificotion

Type Desceription
Plocental edge within & e¢m of the os
I/ Loterol Low luina ol "
e (doesn't touch i LY gliag) jpletieime.

a3/ marginal | Placental edoe reaches the margin of os

3/ Incomplete Placento partially covers the os Plocento previo
4/ Cpmple’ce Plocento comp\e&elq covers the os
\n\/esﬁgodr'\ons g

* P/s, P/V examination : C/\ in placenta.
previa but not in abrup’do.

* Sereening USE fo difSerentiote b/w Importance of USE in
placen’ca previa :

p\acen’ca previo ond abrup’do : TRAS.
* Confirm d‘\ognosis

* Detect molpresentation
* Best time o do USG to rule out placenta. |+ pule out placenta accreta

previa.: T2 (33 weeks LN 26 weeks). spectrum (PA)

Note :

* m/c malpresen’coedon n p\acen’ra previa : Tronsverse lie > breech presen’coedon.

®* 10C n p\acen’ca pre\/iou TVS.

°In placen’ca previo : Placento. accreta spec’cmm i poss\ble.
O S’ca]\wor{'hﬁ s'\gn : Seen in pos’cer'\or Va(ie{'ﬂ of p\acen’ca previo.
® Older %Spe a pos%er'\or placen’ca was called dangemus \/ar'\e’cﬂ p\acen’ca previo.

Rx & Complications of APH 00:25:25

mx of a. Cose of eleed'mg 2 38 weeks (Diagnos‘\s not Known) :

st step : Matermnal resuscitation

* Manage airwoy, breothing, circulation

Vitals stable/FHS : @ /no DIC Vitals unstable /Setal distress ® /DI
lScreen’mS test ¢
TS Immediote C— section
lPIacen’ra previa ®
T™VS (100
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nmx of Placenta Previa :

Conditions :
* Vitals stable.
* No active bleed‘mg.
I$ all conditions * Frs: @/cTe: @. 1 any | is not
fulfilled * gestotional age <37 weeks. Sulflied
* On USG : No fetal congenital anomaly,
Y Y
expectant mx Active Mx
Continue pregnancy with Immeditote terminoation of
mMcAtee § Johnson regime pregnancy
* Am : Fetal \ng modurﬂ'ﬂ
without risking mothers life C~ section

Toke pregnancﬂ
fill 26-27 weeks

LSCS

mMcAtee § Johnson regime
* Admit the patient — Arrange blood — Give Iy corticosteroid (For $etal lung
ma’turi’cg).
* I} contractions ® and gestational age <24 weeks : Give tocolytics
€/ 224 weeks).
* &ive MOS0, for neuroprotection (Gestational age <23 weeks).
* Anti-D in Rh neqative potients.

mx of Low Lﬂing Plocenta in Level & Scan :

ereoec TVS of 24 weeks
I

v v

& placenta is low B"V\S \& placenta has m\gm&ed up
v (mOQor'\’cB coses)
Repea’c TVS o 36 weeks
¢ Normal antenodal female
Low \51n8
mx : LSCS
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mx of Abruptio Placenta. :

v v

mModernal vitals : unstable/ moternal vitals : Stable/no
DIC, fetal distress fetal distress, no DIC
Immediote LSCS F POG j
2 24 tloeel«g 424 weeks
mModernal vitals : mModernal vitals : Induction of expectont Mx like
unstoble/dDic ® Stable/DIC © lodoour plocenta. previa

[
Fetol deoth

ARM : To be done in all potients of abruptio (Help make diagnosis, | blood loss,
augments lobboun).
Compl'\cod:'\ons g
Associodions of abruptio :
* DIC.
o/t thromboplastin release)
® Preterm lobour.
® Cowvelaire uterus : Seen in concealed

hemorrhage (Hﬂs’cerec’comS is not done).

. Qekroplacen’wd clot.

Couvelaire uterus

Disseminoted Intravascular Coogulopathy MICO :
* m/c cause : Abruptio placento.
* Other couses : Intrauterine death of fetus, amniotic fluid embolism, septic
shock, acute fatty liver of pregnancy,
* M : Fresh Frozen Plasma (FFP)/Cryoprecipitote.

Note :
PCANIDT act : Radiologist (During antenodal checks) can look Sor congenitol
onomalies of the fetus but not sex.
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Plocental Hormones :

l. hca.
a. HPL.
3, estroaen ¢ From DHEA-S produced by fetal adrenal aland.
3 P J 3 Te g 1P (n pregnancy) — | Fon, Lo
4, Proges{'erone ¢
m/c site of production : Syneytiotrophoblost. Suspension of
ovulodion.

Source of 83’«0860 + Proges’cerone :
Corpus luteum of pregnancy M 8 weeks M Plocento.

Physiological Changes in Pregnancy 00:00:45

Pregnan% : Proges’cerone dependen’c condition

; ’ I ’

Responsible for Decidualization of eve Smooth muscle Prevents preterm
maintenance of endometrium reloxadion ladoor
pregnancy

&s’crogen dependen’c changes n pregnancy

. Skin chanoes : Chloasmo. 4. TT1es (Thﬂro'\d binding globulin.
’|‘O><5’coc‘m receptors.

Functional withdrowal of
proges’cerone.

3. Salt § water retention (Telood volume) < eor oncet of \odoor—E:
3. Obstetric cholestasis.

Hemoecolog'\cal changes in Pregnomcﬂ g

Parometers T Parameters J, Parameters unchanged

l. Blood volume

Hemadoerit/PCV : D/t hemodiludion.
(D/% estrogen § aldosterone) \ o

.
3. Hb concentration (g/dL)
3. Plasma volume (40%) _ _
3. Plasma. protein concentration (8/ du
2. RBC volume (30%) A
4. Albumin
4, Hb moss (5) _
) S. A:grodio =1:1 o
S. thcudocg’ce count l. eleed\n3 time
] b. Foactor 11,13 ] )
b. Plasma. protein mass (g) o A o 3. Clotting time
] o 1. F\br\r\olﬂhc ac’mn’rg
7. Globulin (Tee, sex hormone binding A 3 APTT
obulin) 8. Protein C 1%
obulin
) 3 ) 9. Antithrombin
8. Clotting factors (excluding Il  13)

10. Plotelet count : 6en‘\8n 5es+a+ionod

9. WBL count (IS,000 - 45,000 :
’ ’ thrombocytopenia.

mos’r\5 neudroph'\\s.

Il 2osinophils
10. Inflarmnmodory markers (23R, CRP)
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Note :
. Size of spleen: | by SO%.
a.Size of pituitary : 1 by 135-135% (Anterior > Posterior).
3.6MR : | by 10-30%.

Anemia in Pregnancy 00:08:24

m/c indirect cause of maternal mor’codi’rg N Indio.

Couses:

Phbjsiologicod Anemio Po@chological Anemio

* m/c cause of anemio in pregnancy | m/c couse * Iron De\?\c\en% Anemio. (IDA)
O Mormocg’dc normochromal anemio O m'\crocg’dc hﬂpochrom'\c anemio
* Hb : Never $alls below Il /dL * Hb: <l g/dl

WHO Classification :

|
v

mild : 10-109 o/d moderate : 7-9.9 g/dL  Severe : <7 g/dL

Note :
* ICMR — Very severe anemia. : Hb <4 5/ daL. ©
Thalassemio @ Rx with iron
. microcg’cic hﬂpochromic anemio. —» Nestro®t test is ¢/
©

IDA : Rx with iron

Supp\emen%oedon.
ANEMIA MUKT BHARAT PROGRAM

Interventions :
l. D'\Si’cod hemoglob'mome’cer.
3. \FA pill : WeeKly. }For reproductive
2. Deworming : 400 Mq Albendazole twice a year.
4. Food fortification.

S. De\aged cord clamp‘mg : Prevention of neonotal anemio.

age Lemoles.

b. Addressmg other couses.

Supplementation in Pregnancy :
1§ pregnancy is planned :
* IFA pill stopped.
* Only folic acid 400 meg/ day taken (To prevent neural tube defects).
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Pregnan’c Lemoles :

* First 2 months : Folic acid (400 mcg).
\FA Pil\

* 4" month onwards : IFA pill (RDA of FA in pregnancy : SO0 mcg)
® Red color p‘\\\

®* Fe: ko mg + Folic acid : SO0 meg
(To prevent

- Dose : | tablet/ day for ot least 180 days in pregnancy,
- Continued till 180 dags ofter o\e\i\/erg.

Note : To Rx anemia in pregnancy — IFA pi\\ 5'\\/en ot time of o\‘\agr\os‘\s. megoloblastic
onemio)
Deworming : Once in second trimester. * Dose to
~ Prevent anemia. : | tablet/ day
MANAGEMENT - Rx anemia : 3 toblets/day
Treatment modalities :

v v

Oral iron ther: apy Parenteral iron Jchempﬂ Blood transfusion

Oral iron ’chempﬂ :
* Rote 0¥ Hb T : 0.7 8/ dL/week ofter 3¢ week,
* For maintenance therapy post parenteral iron theropy (% torget Hb = I 9/ dau.
* Minimum time gap b/w oral § parenteral iron : 3 weeks /) with parenterol

’chempg).

Parenteral iron :
* Rote of Hb 1 : Same as oral theropy,

* Dose : ganzoni formula

3.4 x Pre-pregnancy weight (Kg) X Hb deficit (Tourge’c Hb — Potient’s Hb) + SO0 M
o ¢/\: 1™ trimester.

Blood transfusion indicadions :

. Unstoble vitols. 2. Thalassemio.
a.signs of heart failure @, 4. Hb <S g/dL at any gestotional age.
Treoatment nlsori’chm :
mild-moderote Severe anemio. (Hb <‘78%)
; |Poa l
424 weeks 224 weeks Hb <58% ot any Hb: S - 0.9 3%
estational aoe.
Oral iron (3 tablets/ dag) Porenteral iron 3 3 ; }
224 weeks L24 weeks
Blood transfusion
Non-compliant Blood transfusion
S i : a™/2 trimester :
Check Hb after 2 weeks/I month /b et \me' e
mMaintenance dose : | p'\\\/ o\a3 <«———Oral iron Parenteral iron

continued ’chroughou& pregnancy
up to 180 do%s ofter del'\\/erﬂ.
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Cardiovascular Changes & Heart Disease in Pregnancy

00:21:20

Novrmal F'\ndings in Pregnouncg :
Heoart sounds :

Note : ngp’coms normal in
pregnancy

* Sl:Loud § prominent splitting,
® 34 : Normal.
* 383 8&5'\\5 heard.

I Dgspnea on exertion
a. eosy ?»a’r’guabih’cg
3. | exercise folerance

4. Peripheral dependent edema

nMurmuyes ¢
* gjection Systolic Murmur (eam) <3/ grode.

* Continuous Murmue (mammarﬂ MWL),
Chest X-roy: mild apparent card‘\omegalg.
eCS : Left axis deviotion.

Changes in Pregnouncg g

veins § hemorrhoids

In Ta § supine position)
° mMAP

Remain
Parometers | Parameters |
constant
y PWR :
.. Heart rate, pulse rote } _ ( 5 cop
a. Stroke volume TCard\ac OU&PUU( o) ) . JvP
) ) * D&P (Moximum J,i
3. Femoral venous pressure —» [Risk of varicose a. LveF

HEART DISEASE IN PREGNANCY

* m/c heart diseose in pregnancy : Mitral stenosis.

* m/c CHD in pregnan05 : ASD.

* Heort disease with moximum moteral mor’cod\’cﬂ : asenmenger 35ndrome.

Indicators of Heart Disease in Pregnancy :
e Tove
* Sa:Loud + prominent gp\i’d\ng.
® sS4,
* Chest X-ray mMarked caro\iomegng.
S MumMmus :
- 23m 23/ grade.

- Diagtolic murmur (Mormod\ﬂ Lound in A0%).

Symptoms : Chest pain, hemop’cﬂs'\s, PND, orthopnea.

S'\gns : C\ubb'\ng, cganog‘\s.
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Cardiac Output in Presnomc!ﬂ :
* Starts to increase ot S weeks.
* mMoximum CO : 38-34 weeks.
* maximum chance of heart failure :

Immediate postpartum > an s’cage of lobor > Late I s’cage of lobor »a8-24 wkgs.

* Normalizes within 10 dags pos’c o\e\i\/erg.

mManogement :
* Mandatory pain relief.
* Restrict IV Sluid : 75 mL/hour.
* Semi-recumbent position.
® AMTSL :
- Inj. oxytocin used.
~ ¢/1 5 1nj. methyl ergometrine O/t tetanic uterine contractions).

VQg'\nod Del'\\/erg :
* Preferred mode of delivery,
* Induction of labor : Not ¢/
* Prophylactic use of forceps > vacuum : Shortens a™ stage of labor.

Indications for C-section :
. Aortic lesions : Trisk of aortic dissection with vogjinal delivery
- Portic aneurysm.
- Portic regurg\’mecion.
- In Marfon’s syndrome
- Coarctation of aorta.

}(D/ t refusal Sor MTP)

a. Podient on worforin.

Prognosis :
Overall better prognosis : Congenital > Acquired heart disease.

o. orsens : b. Improves :
* <tenotic lesions. O Qegurgi’can% lesions.
° Cﬂanohc HD. O ﬂcgano’dc HD.

J Pudmonar5 HTN.
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mMitral Stenosis in Pregnancﬂ g
It sgmp’com : exertional dﬂspnea,

Management of Sﬂmp’comoec\c Potients :

Conservadtive Surgical
* Limit physical exercise Fails Balloon mitral valvotomy (®est done in T
e | <ol intoke -
* B ogonist ¢ JHR Note : Valve replacement is c/Vin pregnoncy

¢/\ $or Pregnancy :
gnancy

WHO Class IV Pregnancy (ndications $or MTP) :

. Pulmonary HTN ¢ 1, &° (Eisenmengen).

a. severe ms,

2, Severe RS,

4, LVEF £35%.

S. Moarfan syndrome with aortic involvement.
(. Coaxrctation of aorta.

7. NYHA Class 3/4,

8. Peripartum card‘\ombopo&hg.

with residual defects.
9. Fontan surgery, (LeSt hypoplastic heard)

PERIPARTUM CARDIOMYOPATHY
Criterio :
* No prior heart disease.
* Heart failure anytime b/w last month of pregnancy up o S months after

deh\/erg.
Risk Factors : gchocardiography Qoo :
* Thge. * | LveF : Diagnostic eriterio.
* multifetal pregnancy, * Dilotodion of LL. ventricle.

O Pre—ec\ampsia,

managemen’c : Heovt failure Mx + 6romocr'\p’cine.

Anticoagulants in Pregnancy 00:35:40

WarLorin unfractionated Hepaxrin (UFH) LMUOH

For b‘\opros’che’dc volves : Aspirin.
For mechanical valves : ﬂn’dcoagudan’c + Aspirin.
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boc Per POG:\ o Active space -----
Period of gestation Anticoagulant of choice
Based on preconception dose of worfarin :
Upto 18, WKs LA mg/ doy —> Continue warfarin
O 23 mq/ o\ou/} — LMK
18-20b WKS Warfarin
® Stop aspiri
At 36 WK paospre
* Replace warfarin with LmwH
I week before delivery (Optional Qwiteh LMK —» UFH
unfractionoted heparin + Warforin
h after voginol deh\/erﬂ/
¢ INR ¢ 1.5-3
b-1ah ofter C-section _ _
withdraw UFH + L\Yrelong woyfarin.

warfarin in Presnanc3 :

Teroﬂcogemci’cﬂ
v | v
Tl : Chondrodgsp\as\a T2 : Intracranial hemorrhage
in fetus in newbor
Only indication : Mechanical valve replacement. Note @ Previous h/o DVT - DOC
Management of Potient on Warforin : Lmt)H
I
{ ) (‘anoxaparm/ Dalteparin.
Goes into lobor : Active lobor :
* Stop waorfarin * Stop worfarin
* Deliver b5 C—section * Continue with \/ag'mod de\i\/erg
* Inj. Vit K to mother § baby
Teratogens 00:42:45

nMost Jceroecoger\\c period : amerOnic period — 23 WKS t0 8 Wks ofter Lertilizotion.

(4-10 wWKs POS.
. Preses’coec‘\onal Diobetes

Formadion of Sree radicals Flocenta Congenital malformodions.

Congenital malformations in pregestational diabetes :
* m/c SBS’cem involved : CVS > CNS.
* m/c congenital malformadion : VSD 7 NTD.
* most specific malformadion : Caudal regression
syndrome/Sacral agenesis.

* most spec‘\%c coxdioc malformodion : Transposition of

3reo@c arteries.
* m/c cordioc lesion : HOCM. Coudal Qegression Sgno\rome
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_____ Active space - RISK Predictor : HbRIc Note :
* 26S% — No additional risk. Gestational diabetes — Congenitol
* 2(5% —» TRisk. malformadions absent.
IX

O Screen'mg : Level | usa,
® \OC to detect 9ross congen\’cod anomalies : Level 3 usa,

a. Radiation :
Terotogenic effects :
xposure S rads ———— * microcephaly (/o
* growth restriction
° Meuro\og\cod impairment
* Risk of cancer : Leukemio. (/o)
* Fetal dose (20 rads exposure)

Accidental ><—-ra5 n pregnancy : Not an indicodion for mTR

: Abortio
All or none law : First a weeks ofter Sertilization Teratogenic exposure on
L-Normal fetus

(No congenital

3. Teratogenic Drugs : malformations)
Drug Teroﬂcogenici’nd
I. Alcohol :
Fetal Aleohol Syndrome (FAS) :
mMnemonic ¢ §oa’s famous beer bar
- brf;fg‘: Epicanthal folds * Growth restriction
* Abnormal facial feotures : Smooth philtrum, thin vermillion border,
Minor ear (83 B Short X
abnormalities palpebral fissures small ep\can’chod folds
Indistinct lat midF ° 9 .
Pmsmf“ z :j i r:ieo . Abnormal brain development, m\crocephodﬂ
Micrognathia Thin apper lip * Abnormal behavioral development : Cognitive impairment

Fetal aleohol sgndrome

Fetol hgdan’co\n SSndrome :

o. midfaciol hypoplasia.

b. Upturned nose

c. Distal digital hypoplasia + cardioc defects

a. Phenﬂ%o‘m

* Oligohudramnios in the a™ trimester
3. ACE inhibitors/ARBS MY ‘ \ \
® Renal agenesis

* gbstein anomodg :
- Apical displacement of tricuspid valve —» Tricuspid regur gitation
4., Lithium - Q'\S\’\‘c odrial enlargemen%
* Neonate : Floppy baby syndrome, diabetes insipidus
hypoglycemia
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brug

Tero@coger\‘\c'\hj

S. Isotretinoin

microtio/Anotio

* Phocomelio. (Proximal limb

Depressed noasal br'\dge

S’dpp\ed epiphgsis

(. Thalidomide amputation) °
* Stilbirth -
Sal =
Phocomelio
7. Warfarin :
DiSala sgndrome :

° C,hondrodgsp\as'\a

* Stippled ep‘\phgs‘\s

* Noasal hﬂpoplas'\a

* CNS: Corpus callosum agenesis, m\crocephodg
* Cotaroct

8. methotrexote

Craniosynostosis : Clover lead skull

9. Tamoxifen (serm)

Note :
Minimum time gop b/w stoppage of tamoxifen and
pregnancy ¢ & months (deal : 2 months)

® Similar o DS
- Vaginal adenosis
- Craniotaciol defects
- ﬂmb'\guous 8en'ﬁmha
* mother : endometrial cancer

10. misoproskol

moebius syndrome : 6% 7" nerve palsy

Il. Indomethocin

* >33 weeks : Premature closure of ductus arteriosus
C Oliqhqdmmmos

Note :

Distal digitol hﬂpoplasia/ ampudation {

Phenﬂ’co‘m.
Anmniotic bond swxdrome.

Hﬂperpgrexia n pregnancg —_—> m\crocephodg.

Teratogenic Infections

® NTO.
° Intellectual disabili&g.

00:53:16

Syphils :

* Follows Kassowitz Law : As no. of pregnancies? » Subsequent pregnancies have

better outcomes.

* Not o/w recurrent obortion.
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a/w
* Stillbirth,
° Po\gthmmnios.
* Hydrops fetalis.

* Fetal anemio.

Varicella 2oster :
Teroﬂcogen\c per'\od 1 1a-30 weeks.

Oongeni’cod vavicello Stdndrome Neonatal Varicelloo Sljﬂd(Olﬂe

Pregnant female acquires
Indication for MTP infection S daﬁs before to 4
days ofter delivery

O m'\crocephaJ5 C Hepa’r'ﬁc'\s
* Colcificotions * Pneumonio
* Limb hypoplasia. § contractures | ¢ Skin rash

Cicodricial skin lesions C mer\\ngoencephah‘cis

Rubella :

Congen'\’cod rubella 35no\rome :
* Cokaract, SNHL § heart defects (PDA > Pulmonary stenosis).
* 6\ueberr5 rash.
* Indication for MTP.

2iko:
Vector borne terotogen (Redes mosquito).
A/w receptors :

* TIm |

* TAM-XL
Features :

J microcephodﬂ.

* TLimb tone.

* Club foot.

m'\crocephodg
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Endocrine Changes in Pregnancy 00:00:07

THYROID CHANGES IN PREGNANCY
Phgsiolosicod Changes :
Size of thyroid gland : Tin pregnancy (spitre : PathologicaD.
Thyroid profile :
* Total T3, T4 : T (hcg Smiarto | ot subunit of Tor Stimulotes Thyoid glandD.
* Free T3, T4 : Q).
* Thyroid binding globulin : T ®/% estroger.
* Tan: O @ ronge in pregnancy : 01-a.S mu/L).

Thgro‘\d Disorders in Pregnancg :

{ }

nger’chgro'\o\ism ngo&hgro'\dism

* m/c couse : Graves disease. * m/c cause : Hoshimoto's thyoiditis.
* Overall DOC : Propythiouracil eTw. e ¢ hypothyroid patient conceives :
- DOC in I* frimester (T) : PTW. 1 dose of thyroxine.
- DOC in 8™ trimester (T § 2™ 4rimester
(T) : methimoazole, carbimazole
€/Vin T2 Trisk of aplasia cutis).
Thyroid storm : DOC — PTU (Propranolol for symptomatic managemen%).
Note :
* lodine requirement in pregnancy : 450 mcg/ do,
* In pregnancy, size of pituitary gland — by 135%, § spleen — by So%.

Insulin Resistance (IR in Pregnancy :
C Pregnan% : Diabe%ogemc stote.
* Insulin secretion : 13 glycosurio: Q.

Hormones cousing IR :
* HPL (Main : Detected b5 3 weeks POG § moaximum bﬂ 3b weeks POG,
* estrogen, progesterone, cortisol (hC& —x> Insulin resistance).

Note : Oncotic pressure\t , Fluid retention of .S litres — Phgsio\ogicod edemo.
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Urinary System & Respiratory Changes in Pregnancy 00:04:32

Renal Changes in Pregnancy :
* Size of Kidney: by 1 em.
* Renal blood Slow : 1, eFR : 1 — | s. urea, | <. uric acid, | S. creatinine.

Asymptomadtic Bacteriurio (ASE) :
* 210°/mL in urine withoud any UTI symptoms.
* m/c organism : €. coli.
* urine R/m (+ culture : 1§ risk foctors (B) 4o be done in every trimester fo
monitor ASH.

Diagr\os'\s :
Type of specimen No. 0% samples required | Minimum CFU/mL $or UT diagnosis
midstream clean cateh urine | & consecutive samples 210° of same bacteria species
Cotheterized urine 100
S\ﬂg‘e SOUT\ple an (Om O‘?’
Suprapubic aspirate 43
uproput piee MICroorqanisms in culture

CFu: 001005 SPorm'\rxg units.

Risk factors : Sickle cell anemia, diabetes.
Complications : Preterm labouy, pﬂe\onephri’ds.
nx : Amoxicillin/Nitrofurantoin (DOC).

RESPIRATORY CHANGES IN PREGNANCY

Transverse diameter of chest Diaphragm pushed | Chest circumference

Ty & em Pushed by 4 em Toy 6 em

QeSPira’cor3 Porometers :

Parometers | unchanged parameters Parometers |

* IC: \nsp\ra’corB Capac\‘c5 °* Rv: \nsp'\ra’corg Reserve Volume
* T: Tidal Volume ° R: Resp'\roecorﬂ rote
° MV : Minute ventilotion ® V: Vital capaci’m}

Al other respiroﬂcorﬂ
pamme’cers
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00:08:08 ... Active space -----

Pregestational diabetes :

(Priscilla. white : Type non-A diabetes)

* Diabetic female conceives.

* Blood sugar levels raised Lrom doy | of
pregnancy,

C Hﬁperglﬂcemia is fetotoxic.

* Leads to congenital malformadion.

* Doesn't resolve ofter delivery,

Diagnosis o% Pregestational Diobetes :
* FBS: 2140 mg/ daL.

* ROS: 2300 mg/dL.

* 3-hour PP : 2300 mg/ aL.

* HbAIC : 265 of%

Gestational Diobetes :

(Priscillo. white : Type A diabetes)

* Nondiobetic $female conceives but
becomes diobetic during pregnancy a/t
insulin resistance.

* Insulin resistance is d/% HPL and increases
as pregnancy advances.

C Sign\%can’r IR develops between a4 and 38
weeks of pregnancy.

* Gestational diabetes develops between
a4 and 38 weeks (Organogenesis is
complete).

* Doesn't lead to congenital malformadion.

T ype A diobetes con be

Al gestodional diabetes controlled b5

DIABETES IN PREGNANCY [ diet.

Congenital Malformation in Diabetes :

M/C system involved : CVS > CNS.

m/C congenital malformadion : V4D > neural tube
defect (NTD).

nost spec'\?\c : Sacval agenes‘\s/ Coudal regression
SBndrome.

Coudal regression sgxdrome
M/C CVS anomaly : VSD.
most specific CVS anomoly (Does not resolve ofter
o\eli\/erg) : Transposition of Great Arteries (TeR.
m/c cvs finding (Reversible atter delivery :
Huypertrophic Cardiomyopothy (HOCI.

A4 : gestotional dinbetes controlled on
insulin or OHA.

Diagnosis of Gestational Diabetes :

* In India: DIPSI guidelines are Lollowed

* Test: " antenatal visit + repeoted ot 34-38 weeks
of pregnancy

* Fasting : Not required.

Procedure :
sive TS g of glucose in 300 mL of wader irrespective
of previous meals —» To be drunk in S minutes.

Result :

* 1§ a-hour PP <40 mg/dL : Repeat test ot a4-a8
weekKs.

* I a-hour PP 2140 mg/dL : Gestational diabetes.

* 1§ a-hour PP 2300 mg/ dL : Pregestational diobetes.

Important points :

°  Minimmum timme 9op between a tests : 4 weeks.

* ¥ patient comes for first time after a8 weeks :
Test only once.
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National guidelines :
I. For congenital malformodion :
n preges’rahonal diobetes :
* Do HbAle Risk assessment fooD.

L0.5% : No risK.
-1§ HbAIc [:
210% * 1S=30% (isk.

* Screening of congenital malformodion : Level | usa,

* 10C: Level & scan/Target/ anomaly scan ok 18-30
weeks.

* Fetal echo : 33-3a4 weeks (To be done).

a. Targe% scan also done in goM potients
Fetal echo not done.

2. In both gom + preges’cosdon diabetes :

Do A 9row+h scons [:

A8-20 weeks.
24-2( weeks.
(To estimode mocrosomio. ond amnictic Suid).

4, Number of antenadal visits :
* well controlied &DM/no complications * Routine
antenodal visits.
* Not well controlied &dM/complication seen :
T, : every & weeks.
I, B &\/er5 week.

S. Urine R/m and urine culture 1o be done in : each
trimester as asSmp’roma’ﬁc bocteriurio is common in
diobetic pod"\en%g.

b. Begin fetol monitoring ot 28 weeks in high risk
pregnancy :
* DFMC (Dodlﬂ Setal movement cound).
* NST and 8PS @iophysical score) : Weekly.
No need for umbilical artery doppler unless PIH is
presen‘c.
* growth scan : gvery 3 weeks.

Obstetric mManagement :

Gestational diabetes : Terminadion of pregnancy

*  well controlled on diet (Tgpe A

* Type A well controlled on
insulin// drugs

O Preges&oec‘\onod well controlled

® Type A : Not controlled on insulin —» 37 weeks.

29 weeks

ANTENATAL CARE IN DIABETIC PATIENTS

metabolic Goals in Diobetes :
(ONIT or Insuliny

* FBS:4oS mg/ aL.

® |-hour PP : 140 mg/ daL.

* a-hour PP : 130 mg/ aL.

® HbAlc: <(og”7o.

. n\/emge cap\\\arg 8|ucose : <100.

medical Nutrition Theropy (NT) :
Advised fo all pregestational § GOM podients.
° (‘,arboh5droece 2 40%.
° Fot: 40% (Soduroked Sot <10%).
* Protein : a0%.

Insulin :

* DOC For diabetes in pregnancy

* Route : Subcutaneous.

* mM/C used : Human premix insulin.

* Vial : 40 WU/mL.

® Moximum times syringe can be used : 14
times.

* Stored ot 4°-8°C (n $ridge).

Management of Gestational Diabetes :
&ive medical nutrition therapy (Oiet modification)
alone for 3 weeks.

After & weeks ‘

| a-hour PP value

' '
Value <130 mq/dL ‘ Value 2180 mq/dL

v v

MNT only ‘ Insulin + MNT ‘
Since insulin Initially : Check a-hour
resistance increases Poch—Promdiod levels
dur‘mg pregnancy, every third da3 to
check a-hour PP adjust dose of insulin :
levels : l /b
o Ta : 8\/6(3 a& * Ta: 8Ver5 a weeks

weekKs. * T3: every week.

° T, :every week.

Obstetrics Revision * v4.0 « Marrow 8.0 + 2024



MANRGEMENT OF PREGESTATIONAL DIABETES :

Obstetrics : Part 5 - 141

when o diabetic potient conceives : Put potient on insulin (Stop OHA) + start
medical nutrition therapy + give aspirin (To prevent PIKD.
OHA are C/1 in pregnancy :
- In case of gestational diabetes : ¥ patient refuses insulin + metformin/
glgburio\e may be given but not in pregestoational diabetics.

COMPLICATIONS OF DIABETES

modernal Fetal Neonodal (1 insulin in neonotes)
* Jchances of infection : . Fetal pancreos o
f ] ‘ ‘ o * Fetal hgperglﬂcem\a P > Tinsulin * Neonadal hgpoglgcem‘\ov
nsgmp’comofﬂc bacteriurio, !
N ° ngocadcem\a,
candidiasis. q
° Moacrosomio T earowth * Hypokolemio.
* Plocentomeqgaly con couse (No role 68 & |« 1 i
PR/ polyhydramnios 1 chances . Qﬂporn ignejar:r\ov &
* Polyhydrannios can cause @ | ¢ Shoulder dﬂs%oc\a, . MGSPWS f)r Y i ess ‘sJ?n rome.
- PPH. * Tchances of abortion, 1UD, still-birth, . Hecro \;-smg ?ﬂ eroi,j\ = oS
= Rbruptio placento. * 1§ there is diabetic vaswlopa’rhg or DM + Pl : ypee fs_cos% SS“ rome o/
i i - hgperb\hrubmem\a +
- PROM. Podient may have oligohydramnios and IUGR. _
polgcg’chem\a,
— e
- Cord prolapse. Note :
- Molpresentodion. Never seen in babies of
* Risk of developing diabetes diabetic mothers :
in future : 30-S0%. ° Anemio.
* mental retardodion.
Shoulder Dystocia :

mgori’chm Lor managemen’c of shoulder dgs’coc\ou
nMnemonic @ HelLPeRR

Delag in del'\ver5 of shoulder bﬂ 2 minute ofter deh\/erﬂ of fetal head.
It is an obstetric emergency,
Sign & Turtle sion (Head ries to retroct against per'meum).

H: Call for help.
¢ : give liberal episio’comg.

L : Legs maneuver (Ako. McRoberts maneuver)
- Flex the Hr\'\ghs ond obduct them.
- It leads o s’crough’cen'mg of sacrum ond increases ovailable space.

mcRobert moneuver

P+ Suprapubic pressure.

€ : enter the hand — Rotate shoulders of baby (Woods corkserew maneuver.
R : Remove (Deliver) the posterior arm of baby.

R : Roll the patients on all 4 limbs (ko All four maneuver/Gaskin maneuver).

Obstetrics Revision * v4.0 < Marrow 8.0 « 2024




142 - Obstetrics

wWo0ds corkserew maneuver Al four maneuver

Note : M/C nerve injured during mMeRobert

maneuver —» Lokeral cutaneous nerve of thigh.

¢/\ in shoulder dystocia. : Fundal pressure.

Lost step i#® everything fails : 2Zavanelli maneuver.
m/c $etal complication in shoulder dystocio :
erb’s palsy (Nerve roots : CS, Clo)

/e maternal complication in shoulder dystocia *
Post partum Hemorrhage (PPH).

Policeman
fip hond

Rh Negative Pregnancy 00:30:28

mother : Rh-ve, Fetus : Rh +ve

Rh-ve female  antenodal visit work up :

I step : Check husband ABO/Rh,
1§ husband is Rh+ve — S0% chances $etus

will be Rh+ve — H‘\Sh risk pregnancy

Next

Y
Indirect coombs test (1CT)

(et 1 ontenodal visit)
To check for Rh antibodies : Repeoted ok 38 weeks

v v

ICT —ve ICT +ve
Rh non-isoimmunized Rh isoimmunized
pregnancy preonancy
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MANAGEMENT OF RH NONIMMUNIZED PREGNANCY
$1CT i negodive ok first antenadal visit

/

Repeot ICT ot a8 weeks of Ses’coec'\on

/

Sl negoec\ve

/

* Give Anti D 300 meg (Antepartum prophg\ax‘\s).

* Deliver b/w 39-40 weeks.
* methyl ergometrine c/)in Rh —ve pregnancies

D‘*““B de“\/erﬂ C &mﬂ cord c\amp‘mg

plter bodog ic born

!

Pre-requisites for postpartum prophylaxdis :
Rh stodus : (%)
Direct Coombs test : (9

!

ﬂgodn 8'\\/6 Anti D 300 meq o mother : Pos’cpar{'um prophﬂlax'\s

AntiD:
Antepartum prophﬂlax\s :
* To Rh-ve pregnant female it ICT (O is ot 38 weeks.
* To protect current pregnancy,.
¢ Dose : 300 meo,
Postpartum prophﬂlax‘\s :
* Within : 78 hours (deal - 38 days post delivery (Moximurmy.
* Done to protect future pregnancies.
Other indications for onti D :

I* trimester a™ and 2™ trimester

® Troumoc

* APH

* Amniocentesis

* eV (external cephalic Version)
* Manual removal of placento

* Fetal deoth

Dose : SO meq Dose : 300 meg (S00 1)

® Abortion

° &c’cop'\c pregnancy

* molor pregnancy

* mMTP

* Chorionic Villus samp\‘\ng

Note: Anti D is not given ofter cordocentesis
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_____ e T NMANRGEMENT OF RH 1SOIMMUNIZED PREGNANCY
1§ ICT is +ve either ot first antenadal Visit or af 48 weeks, such pregnancy is called
Rh Isoimmunized pregnancy

/

Next s’rep

Assessment of antibody titre
Critical titre = b
|

Titce 216 (b, 1138, 1H04) Titre < 1k (¢4, 14, 1:9) :
C ereoer titre every: 4 weeks.
Next step * Fetal monitoring begins : At 23 weeks.
o Del'\\/erﬂ :
Check - B/w 27-38 weeks.
Peak systolic velocity Psv) of - methyl ergometrine c/\.
middle cerebral artery (MCA) - Delayed cord clamping,
I
> 15 mom (Fetal anemio) <15 mom (Fetal anemia. absent :
lr\lex’c step * Repeot MCA doppler : gvery a-4 weeks.

® Fetal mor\i’roring begir\ : At 28 weeks.

Cordocentesis/Per-umbilical blood * Delivery : 37-38 weeks.

sampling (PUBS) : Only indication
—» To Know exact hemodoerit in Rh
isoimmunized pregnancy

Fetal blood token $rom umbilical vein

v v

Hemodocerit : <20% Hemadtocerit @ >20%
| * Repeat Hb and hemadoerit uoeelﬁ\g
{ l ® MCA Doppler : 1 -4 uoeelﬁlﬂ
225 weeks POg <425 weeks POg * Fetal moni’cor'\ng * From 23 weeks

Deliver : 27 — 28 weeks
Terminotion of pregnancy Intro—uterine blood fransfusion

Delivery in Rh-ve, pregnancy : Hgdrops fetalis (HP) :
* mode of deh\/erg in Rh negoedve pregnancy vaginal. It is an USG diagnosis :
° InRkRh nega’d\/e pregnancy : 8&r\5 cord c\amp\ng done. I. Pericardial efSusion.] Presence of >4
- I} indirect Coombs test +ve in Rh negative a. Ascites. or Hydrops
pregnancy : Do deloged cord clamping, 3. Pleural efSusion. Anasarea + any |
- 1$ICT is ~ve : Do ear\g cord c\amp'\ng. Note : Placen‘comegodg and polghﬂdmmn‘\os are seen in
Anti-D : ‘r\Bdrops but are not included in d'\agr\oshc eriterio.
* Test done to colculate dose of Anti D : Kleihauer -
Betke test. Causes :
* Reagent : Citric acid phosphate bu§Ser. * A\mmune HF _‘ Rh negadive pregnancy (/o, PO
* 300 meg of Anti D can neutralize 30 ML of fetomaternal mco_mpahb\h’c& _
hemorrhage (Rbruptio, maternal fraumad/Is mL of fetol * Nonimmune HF : CVS disease (M/o), chromosomal
RBCs. disorders, parvovirus infection.
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Note £ Active space -----

* Supine hypotension syndrome :
- erovid uterus —» | venous return —> | Cardiac —> | &P, Setal

press on IVC owcpwc distress.
- mMx : Lie on le®t loteral position.

* PDPSE/ADA criteria Sor gestational diabetes :
- Test done b/w 34-38 weeks of pregnancy,
- 8 hours of Xlas’c'mg needed —» FBS token —» 759 of oral glucose in woter
elood levels checked after | hour § 4 hours.
~ Diagnosis : 1§ 21 volue is abnormol, then &dm is diagnosed.

Sample Upper normal glucose level (ma/dL)
FBs 93
| hour sample 18O
& hours sample 1Sa
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Pregnancy Induced Hypertension (PIH) 00:00:20
Definitions :
BP 2140/90 on & occasions 4 hours apart Note :
¢ | } &P 2160/110 Mg
430 weeks POg 230 weeks POgG ¢
| ¢ Recheck BP
v v Pin after IS mins
Chronic hypertension Any | of the following : |
in pregnancy . uncontrollable P ofter & }
20 weeks POG No proteinuria § Proteinuria/signs of
a. Proteinurio no end orgon damage end organ damoge ®
3. Signs of end organ damage ¢ ¢
Gestodional h5per%ens'\on Preeclampsio

Chronic h5per’cer\sion with

_ : l Note : 2160/110 Rx like T
Super\mposed preeclompsia

Proteinuria : Signs of &nd Organ Damage :
Any | of the X‘—o\\owing : Any | of the $o|\ouo‘mg :
* excretion of 2200 Mo of protein * Platelet count £ lokh.
in 34 hours. * Liver enzymes >4 Yimes .
® Protein : Creadinine rotio 20.2. ® 3, creatinine > 1
* Dipstick > I+. * Pulmonary edema.

Cerebral edema/Visual disturbonces/
severe headache.

Screemng test : Urine d’\ps’ddﬁ.
gold stondard : 44 hr urine samp\'mg.

Pre—eclamps‘\a g

Difterentioting feotures mild pre—ecloampsio. Severe pre-eclampsio
L. BP criteria 2140/90 5 <I0/lIo mmHg 2160/110 MnHg
a. Signs of end organ damaoe Absent Present
2. Symptoms of impending eclampsio. Absent Present
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Signs 2 SBmp’coms of \mpend‘mg eclompsio :

* Severe heodoche.
* vicsual disturbances.

Non-ditSerentioting feotures :
l. Proteinurio.
a. O\'\gur'\a,
2, lUGR.

&clamps‘\a g
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O ‘ap'\gas’cric poun.

® Clonus.

Occurrence of generalized tonic clonic seizures in o patient of severe preeclampsio.

Tﬂpes :
An’cepar’cwn ec\amps‘\a : \n’cmpour’mm eclampsia : Pos’c—par’cum ec\ampg‘\a :
s m/c type. During loor. occurs within 48 hours

® orst Progr\os\s.

Risk Factors & Prevention of PIH

ot del'\\/erﬂ.

00:06:36

RIS FACTORS

.. Female exposed to placenta
for first time :
° Pr\m'\gra\/'\da.
* New poecemi’cg.

O Long '\n’cerpregnancg interval.

a. Placental tissue increosed :
° Twin pregnancy,
* Diabetic pofient.
® Rh negoid\/e pregnancy,
* molar pregnancy,

2, Autoimmune disease :
* APLA.
4. Potient’s details :
* Pregnancy <I8 Bears/ >40 years.
C O\oes'\’cg.
* Colcium de%c\encg.
S. Previous H/O :
* Invitro fertilization.
* Chronic HTN.
* PR

Note : Smoking — Protective Lactor against PIH.
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----- Active space - Frevention of PIH : ACO& recommendation $or prophylactic aspirin

Prophglac’dc aspirin : L AeLA sun drome.

Give low dose aspirin : 4. Chronic HTN.

®* Stort ot 18 weeks
(Not laker than 16 weeks).
° 2nd ot 3b weeks.

2. multifetal pregnancy,
4, h'\o\neg diseose.
S. Diabetes.

- DRSS R Te09 mg/do% mnemonic : All hypertensive mothers kan die.

Other measures :

Proven role No proven vole
* Antioxidants
* Aspirin (Low dose) .
® Figh oi
* Weight loss e
® Vitamin

° Colcium Supp\emen’cs

Absolute bed rest

(Useful only in caleium deficiency) ot costrick
e resriction

Pathophysiology of PIH 00:09:54

Incomplete — endovascular cg’co’rrophoblas’c fails —> Placental ischemia
trophoblastic to replace lining of muyometriol .
NVasion segment of spiral arteries * Tvosoconstrictors.
* | vasodilodors.

Predictors for PIH :

Increased vasoconstrictor Decreased vasodilofors

SFLT (Soluble Fms like tyrosine Kinose) | ® vear
Plocental grow’ch Lactor

<. Endoghn
* ILs, TNF O * NO
Thromboxone Ra

Pros’ca%cl'm |

TSensi’d\/'\’rg to angjotensin J,nc’d\/'\’r5 of angiotensinase enzyme

° Cﬂ’comne

* Lipid peroxidase

Note :
mModeral NK cells ¢ Pla5 o vole in Jcrophob\o@’dc nvasion.
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Management of PIH 00:12:56

Al poeden’cs with PIH should be admitted.

Preliminary mx Check for :
* history, | * 8P o/Io mMHg,
* Fundal examinodion. * Signs of end
* Lab Ix (LFT, S. creatinine, plotelets). organ damage.
Severe Pe mild Pe
In-patient mMx : nMx on OPD basis :
* Fline : Moso, (To prevent seizures). * 8P monitoring : Twice daily.
°* 3™ line: v antihypertensives. * Novole of
* 38-24 weeks POG : I* dose of corticosteroids. - An’d—hﬂper’censives.
- m8504'
Clossify bosed * Definitive management :
on risk factors Termination of pregnancy (TOP) 237 weeks.
v v v
Severe rigk foctors ® nMnemonic : PROM No suceh rigk factors
C Abmp’r‘\or\. ®* PROM. ¢
* Fetal distress. * Renal dysfunction. TOP 224 weeks
* DIC. o O\'\Sohﬂdmmnios.
C Pudmonarg edema. * Umbilical ar’rerg doppler :
* Impending eclampsia Absent/reversed end
® HELLP syndrome diastolic Slow.
\Immediote TOP Cx)mple’re the course of corticosteroids
TOP
Note : No role of aspirin, salt restriction or bed rest in Rx of PIH.
&clampsia g
Potient with —— S’rep |t ————— S’cep a: = s’rep 2
convulsions Roising bed rails/ mMgeo, : Anti HTN (Vv Route)
a\rwag managemen’c To treot convulsions ¢

Definitive management :
Termination of Pregnancy (ToP)
- Irrespective of gestational age

mode of del'\\/erg * vogjinol del'\\/erg.
Anoesthesio : General anaesthesia. (Neuroxial > ep\duml).
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_____ Active space - Antihypertensives in Pregnancy 00:18:40

Indications :
* 8P 20/10 Mg (gven on single 0CCosion).
* NiCe guidelines : 8P persistently 2150/100 Mg,

Anti-hypertensives for
Severe Pe Chronic hu;per’rension Qe?mc‘corq hqper’cension
* Labetalol IV I* line (Oral route) : Nitroprusside
- Max. dose : 430 Mg * O methyldopa. ° /e Cyanide poisoning;.

O Hgdrodazine V. * Lobetalol.

* Oral n\?edip'me. . M\%d\p'\r\e.

Note : Ol-methyldopa. (Slow ac’r‘mg) Note : Hydralazine i

not used as I line for severe Pe. not used.

Contraindicated r-\n’cihgper’censives :
* ACe inhibitors.
* ARes (gq: Losartan).
* Diozoxide.
* Diuretics : Not absolutely ¢/\.
- ¢/linPe.
- Can be used in chronic HTN (Not I line and should be used before 30 wks).

Magnesium Sulphate 00:20:46

DOC : Prevention § treotment of seizure in a hypertensive pregnant female.
MOA : Centrally acting drug (Not an antinypertensive).
Therapeutic range * 4 to 7 mea/L.

Pritchard’s Regime :

Load‘mg dose :
* Im:10g of SO% MoSO, (58 in eoch buttock) — 10 ampoules.
* Vg of a0% mMgs0o, —> 4 ampoules.

Preparation of dose | | ampoule of MO, : & mL of MgSO, = Ig of Mg3SO, (S0% solukion of quOA)

In 80 mL syringe * 4 ampoules of mMgso, + AdA 1amL NS
IV dose preparodion ¢

30 mL solution : 4q of Ma30, (Ya0% concentration)

Note :

* For load‘mg dose : Renal function is not checked (Given irrespective of renal stotue).
* while giving IV, monitor maternal HR.
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Maintenance dose :
* 1M S gm SO% solution every 4 how\ﬁ in alterode buttocks.
* Tobegiventil: a4 hrs after delivery
or whichever is loter.
34 hrs after last convulsion
* eefore giving maintenance dose check for
. Deep tendon reflex/knee jerk (®
a. Respirotory rote 21a/minute Given only i all 3
3, Urine output 2100 ¢c/4 hours

Note :
MoSO, : Can lead fo \|,\/ar'\cxbih’c5 on CT&,

SIGNS AND SYMPTOMS OF mgso, TOXICATY

210 mea/L : Loss of knee jerk (* sign), diaphoresis § slurring of speech.
213 meo/L ¢ Respiratory paralysis.

2IS meg/L : Cardiac conduction defects.

234 meg/L : Cardioc arrest.

Role of Doppler in PIH 00:24:52

UTEZRINE ARTERY DOPPLER
® Predicts PIH.
* done b/w aa-a4 weeks POG,

TRisk of PIH :
. Persistence of diastolic noteh >34 weeks POG,
a. TPulsatility index :
Detected b3 doppler af lI-13 weeks

Diastolic noteh
Helps diagnose early onset pre-eclampsia. (@ : Disappears by a4 weeks PO

Indications : PIH, uteroplacental insu?——?\c\en%, UGR.

<D rodio :
® Normal : 22,
® PiH: <3 mild P+ TOP 227 weeks.
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Abnormal Woaveforms :

Absent end diastolic Slow (ReEDP) | Reverse end diastolic Slow RedDF)

Uterine ar’rerﬂ
(UR Doppler

TOP 22-24 weeks 3|-33 weeks

POG <33 weeks :
.. Admit pt. 4. UR doppler : a-2 times o week.
a. Corticosteroids. S. uSG for fetal growth.
3. NST : Daily/twice daily,

IUGR 00:29:40

Small for gestational age | Very small Lor gestodional age O\'\Sohgdrmmos ®

estimoted ot <3 o
Setal weight ' -
TOP 28-29 weeks 27 weeks 2—37 weeks

Indices :

* TPulsadility index : Peak systolic velocity (PSV) - end diastolic velocity (EDV)

Qx@. \/e\oc\%g
* TResistance index.
HELLP Syndrome 00:31:20
H cL LP
Hemolﬂg‘\g clevoted liver enzymes Low p\a%ele% count

(m\croang\opo&h\c)

All 3 must be present Lor d\agnos\s.

Symptom : Present with c/o pain abdomen in T3,
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Tennessee Criteria for Diagnosis :

Hemolysis : Any a of the $o\\ow‘m3 should be present.
* P/S: Schistocytes. * TLDH levels.
* 1. gilicubin 213 mg/dL. * | Haptoglobin levels.
* Severe anemio. unreloted to blood loss.

elevoted liver enzymes :
Roised SGOT/SEPT ¢ & times that of normal value (Normal : 20-35S 1W).

Low platelet count : I lokh/mm?.
Note :
* PlH: M/Cin primigravida.
® HeLL P sgndrome :m/Cin mudhgra\/ida,

* P is not o eriteria for d\agnosis.

managemen’c :
Initial ¢ mgso4 (To pre\/en’c seizures) + an’dhgper’censi\/e dmgs.
Defnitive : I dose of corticosteroid (1 <24 wks POS) —> Immedioke TOP

Twin Pregnancy 00:33:35

Dizggo’cic TWINS :
* dichorionic diamniotic (OCOR) : m/C type.
* petter prognos'\s.

Factors determining incidence :
* Geographical distribudion.
* maternal family h/o fwinning,
* Imaternal age % Tparity,
* IVF § ovulodion induction drugs (Clomiphene citrate, hmey.

monozwo’dc TWiNS :
* Same : Sex, Koxﬂo’cgpe, HLA ’cgpe g blood group.
* different ?\ngerpr‘\n%s.
* Incidence : | in 4SO pregnancies (Constant ’chroughowc the world).

Type bosed on division :
* <4 doys (Morule) : DCDA.
* 4-8 days @lastocysd : MCdA (M/O.
* 9-la daﬂs : MNCMNA.

m/C : Parophaous > thoracophaaus.
* Jla daﬂs : Conjoint twins { hidas Pheg

L/C: Rachipagus > eraniophogus.
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DCDA vs MCOA vs MCMA :

Dichorionic diamniotic

monochorionic dianmniotic

nnonochorionic monoanmniotic

No of \agers
between the twing

Thickness of
membyrone

voscular connections

Deep vasculary connections

Super%cia] vasculor

between twins connections
Sex Same/difSerent Same Same
a placen‘ca/ appear as o s’mgle Sing\e placen‘ca Single placen’ra
placen’ca,

Number of placenta

Chorion

Amnion
Twin peah
sign

Placento

G er

\_/

DCOA

©)®

MCDA

MCMA

TVS

* 10C for
chor'\onici’%

® Done ok 10-14
weeks POg

Twin peak /Lambda sign
(Plocento. in between chorion)

== LAMBBAYZIEIN PEAK

Twin peak sign oabsent for both.

Tsign: Single chorion with no
‘m’cer\/en'\ng placen{a

~o -

Prognosis (depends

ood Bod -
on chorionicity) e
Twin +o twin transfusion Cord entonol .
rd entonglemen
Specific complicodion - syndrome o/t deep vascular o 3 ) ’
) conjoint twins
connections)
23-24 WKS : C~section after

28 weeks 24-27 weeks

Del'\\/erﬂ

corticosteroid injection
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Complications of Twin Presnancg :
Oompl'\coecions speci%c to monochorionic twins :
L TTTS (Twin 4o twin fransfusion %mdrome).

3. TAPS (Twin anemia. polyeythemia sequence).

3. TRAP (Twin reversed arterial perfusior.
4, Selective IUGR.

Complications spec'\?\c +0 monoomniotic twins:
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o ) T1TS
. Conjoint twins.
a. Cord en’canglement
TTTS & TRAP 00:43:44
TTTS
Occurs d/t deep arterio-venous anastomoses.
Criterio. for d'\agnos'\s 3
l. MCDA _ . _
Donor twin ¢ Ohgohﬂdrammos.
.U {: - | _
Qec\p\en’c fwin Po\g\ydmmmos.
00mp|‘\coecions :
Donor twin Qec\p'\en’c twin
O Oligohgo\mmnios O Polﬂhﬂdmmmos
° Anemio * Thrombosis
* Renal failure o Polﬂcg’rhemia
* Growth restriction * Congestive heart failure (m/0) : Fetol echo to be done
* Heort failure ® Hydrops

Quintero Staging for TTTS:
C S’cage 2 : Abnormal doppler s’cudﬂ

¢ DoNoy twin : 21.S Mom.
PV of MCA { . .
Qec\p\ervc twin ¢ £0.8 Mom.

. S’cage 4: Hgdrops Letalic.
O S’cage S : Fetal deodth.

Prognos\s : Depends on rec'\p'\enic fwin.
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----- Active space - nanagement :

Y ’
£38 weeks 7348 weeks
v v
In utero loser oblotion

Serial amnioreduction
of voscular onostomosis

(Larger twin)
TRAP
Po@chophﬂs'\ologﬂ :
Aberrant arterio-arterial
onostomosis
Normal foordioe
O
heort -y ‘
Deox%ena’ceo\ blood via.
- umbilical our’cerﬂ -
Twin A Twin &
(donor) (Recipient)
Outcome in acardioc fwin
; | ;
l. Acordioc acephodus :

a. Acardiac amorphous :

Only lower part developed Amorphous mass (No parts developed)

Acardiac acephodus Acardiac amorphOus
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00:48:20  _____ Active space -----

l. MCMA
a. Conjoint twins

Cesoreon section is done in @

l. DCOA.
a. MCDA.

of I 4win.

VQginaJ deliver5 is poss‘\ble on|3 in:

Note : Depending on presen&oedon

1£ Sirst fwin : DCOA/MCDA

<— | * 1} breech or transverse lie :
C—section.

* 1§ Sirst twin is cephalic :
Vaginal deliveru.

In DCOA § MCDA

DELIVERY IN TWINS

v

I both twins cephalic

* Deliver both bﬂ : VQB\nod
del'\verﬂ.

* nfter delivery of frst twin do
not give : Inj. me’chglergome’mne

¥ first cephalic and second breech :

I Vogjinal delivery,

a™ : pssisted breech delivery,

I¥ first cephalic and second

transverse lie :

I Vogjinal delivery,

a™ : Internal podalic version (1PV)

g

Convert tronsverse lie to breech

g

Breech extroction.

Internal podalic version :

Only indicoation : I twin is

cephalic and ™ fwin is in

transverse lie.

Done in : OT.

Done under : genevral
anaesthesio.

c/\: Previous h/o C~section.

ANTSL in tWin de\Nerg :
* Inj. Methergine c/\.
C ‘Qi' O><5’roc'm Siven.

m/C Setol complication : Premoecuri’cg/ preterm labouy.

Cerclage * c/\.
Progesterone : Not useful.
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VBAC :

* Not ¢/) in twins.

* Con be done even with
previous /o C-section.

* eut it patient has previous
h/o c-section § 2™ twin
transverse lie :

vencl'\s c/\
(As PV is ¢/ in C~ section).
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_____ Active space - Special Features of Twin Pregnancy

00:52:12

Hellin’s Rule :

I£ incidence of twins in o com’rrﬂ :1in 80

v

Incidence of triplets :

v

Incidence of quadruplets :

| in 80% I in 80®
Superi}ecunda’don Ve SuperS}e’ca’c'\on :
Superfecundation Superfetotion

* poth ova released in same cgc\e

y

a ditSerent acts of coitus

Fertilized ot a difSerent times bﬂ

* 3 ova released g fertilized in a difSerent cycles

* Rare (Can be seen in humongy)

* Not seen in humons (Theore’dcal\g possible il
uterine cavity not obliteroted : 14-16 weeks)
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OBSTETRICS : PART7 Active space -----

Maternal Pelvis

00:00:28

maternal Pelvis

{ ,

v

Inlet Cowity Outlet
Lies ok level of Lies ok level of Lies ot level of
pel\/\c brim ischial spine ischial ’cuberos\‘g

Important Diameters of Inlet :

l. AP diameter :

* True cor\J‘ugoece : Distance between socral
promontory (6P and upper border of pubic
sgmphgs\s 2l em.

mid of pubic symphygsis ¢ 10.S em.

e Diagonaj corliuga’ce : Distance between SP and
lower border of pubic symphysis * 18 em.

a. Transverse diameter : 13 cm.

is distance between sacroiliac joint of one side to
other side llio pectineal eminence : 18 cm.

* Obstetric conjugate (00 : distance between 3P and

3. Oblique diameter Right and 1e%0 : Oblique diameter

COLVi’(H
Two '\mpor’can’c p\anes :
I. Plane of greatest pelvie dimengion *

Posterior : Junction of $a-532.

Laderal : Obturotor foromen.

All diometers are : 1a ecm.

It doesn* hove any obstetric significance
a. Plane of least pelvic dimension :

Anterior : Lower border of pubic s5mph5s\s.

Posterior : Junction of $4-3S.

La’cerod\g * lschial spine.

Narrowest plane of pelvis.

AP diameter : I1.S5-1a cm.

Tronsverse diameter (nterischial diometer/

midpelvis (77 :

least pel\/'\c dimensions.

Anterior : Posterior surfoce of pubic 35mph53'\s.

Bispinous diameter) : 1ocm (Smallest in pelvis).

Areo b/w plane of greatest pelvic dimensions and

Anoatomical outlet

* Ant: Lower border of pubic sgmphﬂs'\s.
* Post: Tip of COCCYX.

* Loteral : lschial ’ruberos\’cg. .
Diameters :
AP diameter : 12 cm. o
Transverse diameter : Il cm.
(Distance between 4 ischial tuberosities : .
eituberous diometer). .

Obstetric outlet
Spoce b/w plane of least pelvic dimensions

Imp PYQ's :

* AP diameter of inlet which can be chnicod\g meoasured

Diagonod corljugo&e.

Critical obstetric conjugate : Thot value of OC below
which vogjinal delNerg is not possible : <10 em

1§ diagonal conjugoate is x em : Obstetric conjugote is
x-S cm.

Overall most imp diameter for lobor : Inter—ischiol diometer.

Angle of inclination : Ss°.

Sub pubic angle ISt

~ Angle b/w descending ramus of pubic bone.
- Male —» Acute, Female —» Obtuse.

and onotomical outlet.
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Contracted Pelvis :

1 any ot major diameters ot pelvis is decreased b5 I emoor i

® Obstetric cor\J'ugo@ce 1 <0 em —» Contracted inlet.

* Interischiol diameter : <8 cmn —» Controcted m'\dpel\/is.

* pituberous diameter : <8 cmm —» Controcted outlet.

* mx. of contracted pelvis : Aluoo%s cesarean section.

Naegele’s pelvis : Only one Al is present; ie., one Ala. of sacrol

bone is absent.

Robert pel\/is : Both Rlol are obsent.

Vovrieties of

controcted pel\/‘\s.

Maege\e’s pelvis Robert pelvis
Coldwell mol05 Classification :
aynecoid (D Android(S) Anthropoid Platypelloid
m/c tupe of a0%, male pelvis as%h Leost common
: tupe of pelvis 5%
Diagram of inlet PENIS S07 /0 B’CP pene >%
An’ceroposker\or Flot bowl like
Shape of inlet | Transverse oval. | Heart shaped _
oval pelvis
Tronsverse ond TD > AP T 7 AP AP diometer > O »>>” AP
AP diometer dioameter diometer ™ diometer
Ischial spine - Prominent - =
Pavallel and Pavrallel and
Side walls Con\/ergen’c Di\/ergen’c
broad NOY oW
Subpubic anaole Obtuse Acute
m/c OcCipitoposterior | Persistent OP .
oce
Presentation P Direct OP
Delivery most favourable | Least favourable | Face to pubis
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Sl

Sa
S3
S4
SS

Plone of oreatest

pelv'\c dimension

\

ﬁngle of inclinotion : ‘ mid pe\v'\s dimension
Angle made bﬂ inlet with horizontal : 55°

Plane of least pelvic

Diagor\od corljugoece \oe‘mg meosured

Terminologies of Labour 00:09:57
* m/clie: Longjitudinal. * Presentation in fransverse lie :
°* m/c presentation : Cephalic. Shoulder.

* m/c moalpresentation : Breech.,

mx of transverse lie :
* Antenatal period —> external cephalic version of 226 wks.
* During loabbour —» C~section.
* Dead baby with transverse lie (Neglected shoulder presentotion) > €~ section.

Presenﬁng Poxt :

Vertex m/c Brow Foce
Fetal head Flexed or deflexed Partially extended Fully extended
AP diameter of Sub mento vertical : Submento vertical (smv)/
engooement | ocCipitobregmadic 14 cm Submento bregmadic (5me)
I¥ mento anterior : \/ag'mod
De\'\\/erﬂ vaginal C~section _ _
I¥ mento posterior : C-section
Note :

* Face § brow : Attitude is abnormal, presentation is {) (Cephodic).
* m/c congenital anomaly with Soce : Anencephaly,
* m/c presenting part in anencephaly : Face.
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Position :

Relodionship of denominator to (™oP
Right occipito Occipitoposterior Let OcCipito

moternal pelv‘\s.
. ) ' Posterior Posterior (LOP
(denominodor : Bony point o? D ® @ @
reference in presenting part) : Right Left
* m/c position in breech : Le®t  Occipito @ Occipito
Troansverse Transverse
LoD
@ Left
@ Left Occipito

®ROD
Antexrior LOR)

sacroonterior.

* m/c position in face : Left
Riaht

mentoanterior.
Qigh’r Oco‘\pi’ro

* Cord prolapse (Mox. risk) : arterior (RO

Tronsverse lie. Occ\pi’co Anterior

* m/c position : d>oR)
- Antenadtal : LOT > LOA.
- During loboouy : LOT.
- Active labour : DOA.

* m/C ocCipito anterior position : LOA.

* m/c occipito posterior position : ROP

Note : OcCipito—posterior is an example of malposition Mx : wait § wateh.

Stotion : Lie:
* Position of fetal head with respect to Uterus needs to be parallel to vertebra
ischial spine. (Not dextroratoted).

* Forceps: ﬂpp\'\ed ok +8. or below.

........................ Crowning
Perineum

Dextrorotated uterus Oblique lie
¢C,orrec’don

Lor\g'\’(ud'mal lie
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Compound presentation | - Active space

Hand prolopse
Tronsverse Lie Longi’cud\nod
Hond. Presen’c'mg Head § hand
comes out POLY"% down
C—-section X ng'maJ de\'\\/erﬂ

\dentification of Position :

I \dentify ocCiput (®elow posterior fontanelle : A shaped.

a. ¢ ocCiput is near to

- Pubic $5mph5s'\s : OA.

- Socral promon’corg :

- m\dwa5 b/w them :

2.1¢ ocCiput towards

OFf.
oT.

~ Your right : mother’s le$t.

— Your left : mother’s right. oP
Caput Succedaneum v/s Cephalhematoma 00:19:48
Coput succedaneum Cephalhematomo.
Collection Fluid Blood
/% Prolonged stagnodion of fetal head during loabour | Traumadic instrumental delivery
Locakion Rbove perios’re@ Below perios’reum.
(Con cross suture lines) (Cannot cross suture line)
Pits on pressure Yes No
A/W Srocture No Yes
Appearance At time of birth Hours after birth
Disappearonce a-3 doys a-3 weeks (drainage is ¢/
Periosteum

Cranium

Periosteum
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Leopold’s Maneuvers

00:21:04

arips t

First 2: Fac‘mg the po@c\en’c.

Fourth : Focing the feet of podient.

® Presentotion

Hond placement Checks Sor Interpretations
I+ Fundal grip
| \ gmpty : Transverse lie
) on Sundus ° Lie eroad, irreqular, soft Buttocks) : Cepholic
/

I orip

presentadion
Haxd, globular (Heod) : Breech presentodion

a™ umbilical/Lateral
9rip

35 qrip

Loderal side,
parod\e\ to umbilicus

® Position

Smooth, regulay; curved, boord like rig‘\di’cg :
Bock

- Back corresponds o ocCipud

Small, multiple Knob like structures : Limbs

3" Pawlik qrip

\ _ O s Firm, SlObL-AJOf, round structure : Cephalic
| Smgle hond on . en erment presen’coenor\
/ pelvic areo o&i\(\?\o;%d Can move head side to side : Ballotable (Not
‘ entered pelvis)
2™ grip
4" : Deep pelvie arip
° Attituds
_ ruee Fingers of both hands brought below fetal
* Over pelvic areo * engagement of head
* parallel to inguinal head (Confirms | | N Convergge : Nok engaged
ligamer\’r Powlik 3rip Diverae : £n cd
?md‘mgs) 3 323
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Bishop’s Score & Induction of Labour 00:24:14

6'\shop’s Score :
* To assess susceptibility of cervix for Induction of Labour Qou).

° mnemonic : Delhi pohce emp\oged spec‘\od commaonders.

Parometer 0 | a 2
Cervical dilotodion Closed I-a cm 2-4 cm >S em
Cervix position Posterior mid Anterior =
Cervical efSacement 30% 40-S0% (©O-10% >80%
Fetal head stadion Rbove -a At -a -1, 0 Below O
Cervical consistency Firm medium Sott =
Scor'\ng :
* Mox: 12,

® 2 :10L con be done.

* £S: Poor score, ripening before I0L.

* 29: Maximum success of IoL.
modified bishop score : effacement of cervix replaced by lenoth of cervix Tvo).
Simplified bishop score

* Dilatotion of cervix,

* eflacement of cervix. » mox. Score : 9.

* Station of fetal heod.

Induction 0§ Labour :
mMechanical methods :
* Foley catheter filled with 30-S0 mL NS/extro. amniotic saline infusion
(@est for 0L in C-section potiend.
* Stripping of membranes.

medical methods :
* misoprost (P& D : Tab. aS meg QaH P/v (Mox : b dose).
* Dinoprostone (Pega) :
— Cerviprime : &el 0.5 Mg QoH (Mox : 4 doseD).

- Cervidil : lopte} d‘mopros’cone p\aced n pos’cer'\or \/ag‘mod Lormix (Slow release).

Contraindications :
* Severe cephalopelvic disproportion.
* Contracted pelvis.
* Transverse lie, Brow presentotion, Face (Mentoposterior) position.
* Felal distress : Non assuring FHR.
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° Placento previo. ey Io et e

Clossical c-section. T
® Previous hgs’cero’comg.

* Previous myomectomu, - itontexns
® Active Seﬂi‘kal \"\QVPQS '\n$€C'HOﬂ. Long tape retrieval system
Controlled relaase
Cervidil
Normal Labour 00:30:48
At onset :
%ﬂogen Oxg’coc'\n
Pros’cagland'ms GAP junctions Proges’cerone
levels receptors
!
| | | 1 _ _
(Functional withdrawal
Lobour Pain :
True lobour pain False labour pain
Progression Progressive Non-progressive
Cervical dilatotion ® S
Lower abdomen, radiotes
Site Mon—-rad\o@c'mg
to back and thigh
0/u Bag of woters ©
®
Pain relief ©)
(With enema. or sedotion)
Character Requlay, rhythmic ©)
Adequate Contractions :
* Frequency : 23 in 10 mins. * Intensity : 6S-TS mm Hg (400-3S0 Mvw.
* Durodion : 245 secs. * Origin : Cornua of uterus.
Tachﬁsgs’cole :

* >S contraction in 10 mins With $etol distress : Hﬂpers’dmula’dor\)

Cause  Augmentadion of labour with m‘\sopros’c/ oxytocin.
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CT& : Prolonged deceleration (a-10 mins ).
X :

* Stop o><5’cocir\.

* Left loteral position.

* 0, bB MOoSK.

* Terbutaline.

CTg

Cardinal movements =

Mnemonic : every decent female | empl% rises ex’creme\ﬂ lote.
° zngagemen’c. Note
* Descend.
* Flexion of fetal head.
* Internal rotakion (IR).
* extension : Heod of boby delivered.
* Restitution.

Crowning tOccurs ofter 1R.

* external rotodion : Intermal rotodion of shoulders.
* Lateral Slexion : 600\5 of babg delivered.

Note : Del'\\/er5 of heod
* Vertex presen’coec\on : 65 extension.
* ereech g face : &y Sexion.

&ngagemen’c :
* when largest transverse diameter ot fetal head crosses pelvie brim (6'\par‘\e’cod
diometer : 9.5 cmy.
* Time: * Assessment :
- Primi —» 28 Weeks. - P/ —> £3/5" head palpoble.

- mMulti —» Onget of labour. - /N —> 0 stotion or below.

* Couse for unengooed (Free Sé\ooedng) ok term in primi :
Dellexed/oP position > CPD > Placenta. previo.
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S’cages o¥ Labour :

Definition Duration/rote
S’cage Function
Beqins end Primni Muldti
Cx dilokodion :
| — Lotent Onset of Prepares
®* ACOG: S em
phase (Cervical | regular uterine _ cervix for <30 hrs <14 s
* modified LWHO : 4 cm
efSacement) controctions dilotodion
(zoxlier LWHO : 2 ey
® ACOG : b cm
| - Betive “ Rapid 1.8 em/hre 1S em/hre
cervix. 10 cm (Complete
phase (Cervicol cervical
o * modified cervical dilotatiorn) o (earlier WHO :
dilototion) dilotion
WHO : S cm min | em/h)
without ep'\durod
20 Ming
SO Min (n\/g)
10 cm diloked Delivery of (v
a De\'\\/er5 of bodog
cervix bab5
<2 he (Mox) | <3 hr (Mox)
+ ap‘\duml 2 e
Delivery of Delivery of ~ RAnI e SO
2 De\'\\/erﬂ ot placento. * Passive Mx @ 10-1S min
baby placenta |e e 20 mins
* Observodion period ofter dehvarg of placenta
4 -4 hours

* ¢/F: Physiological chills

Note :

l. Active phase begir\s ok
- 4cm —» Modified WHO.
- Sem —» Lobor core 8uude (Next genem@c\or\). Par‘cogmm.

- em —» ACOG 8uuo\e\‘mes.

a. Dilotodion of cervix in active phase recommendadion :

- eavlier WHO : Minimum | ecm/hy,
— New WHO : Con be < em/hr.
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00:39:56

Abnormality

Abnormality

Y

Prolonqed lokent phase

Definition

1€ lodent phose :
® 230 hours in primi.
® 214 hours in multi

Couse

® OccCipitoposterior position.
* unfavourable cervix.

* False labour pains.

nmx :

prolonoed lotent phose)

Protracted active phase : Slow progression.
Note :

Dilotaion of <1 em/hr + moulding or capudk
indicates CPD.

Definition

* 12 dilododion of cervix is < em/hr.
* Descent of fetal head is <1 em in prini or
<4 cm in mul’dqra\/ida,

169

Therapeutic rest (c~section is never done for

Management : Do P/R and P/V exominotion

v

/

ngo’con‘\c contraction

Augmentadion of labor :

Oxytocin 30 mMinsS, ppm,

v
v

P/V examinodion

Normal contraction

Wait § wodeh

. 1% heoad is fixed : ; }
ARM 20 Mins, Oxytocin. OP position cPd
a. 1§ head is mobile : ¢ ¢

C—section

ABNORMAL STRAGES OF LABOR AND mMX

v

Abnormality

Arrest of active phase

v

Note :

Second stage arrest/prolonoed

Forceps oand vacuum con be

applied 0015 if:

Definition

. Cervix: Fud\5 diloted.

It is diagnosed i membranes are

ruptured and cervical diloation

has not changed :

* For 4 hrs with adequoate
uterine controction.

* 6 hrs hours = 1§ oxytocin is
given with inadequoate uterine
contraction.

a. Stodion of fetal head : >+3

Nulliparous : 1§ second stage 22 hours
without epidural or 24 hours with epidural.
mMultiparous : 1§ second stage 23 hours

without epidural or 23 hours with epidural.

mx

C—section.

C—section.

Note : 1§ fetal distres () — gmergency

nmx :
® Incose of pro\onged second stage it

head of fetus above +a station
section : C~section.

Heod of fetus is ot or below +4a :
Forceps/Vaccum.

eand’s ring (indicotes obstructed
labor) present : C-section.

mould‘mg/ Coput present with second

stage arrest (CPD) : C-section.
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_____ Active space - Obstructed Labor

00:46:21

Couse :
Transverse lie/Conjoint twin ete.

Clinical features :

Moternal o\ehﬂdm’don exhowstion, ’cachgpnea,

’cachgcardia.

on P/A:

* Upper uterine segment (LU : Thick, tender §
’con'\coJ\g contracted.

® LUS: Thinned § stretched.

* Bandl’s ring (Depression/groove Felt § seen b/w
ws § LUS).

on P/V

* Hot and drB vogino.

* Coput (¥

* moulding (.

* Hematuria +/-.

mx:

* C-section ‘\mmedio&elg.

* Do not give oxU’cocin/ Sorceps/vaccum.

Complication :

L. Rupture of uterus.

3. vesicovaginal fistula. : m/c couse is obstructed
labour in developed countries.

Augmentation of Labour :

Augmentodion means accelerating the progress of

loboor.

Indication * Protracted active phase ofter ruling out

ocCipitoposterior position and CPD.

. mMethods @ Artificial rupture of membranes done bﬂ
rocher forceps.

a. Oxytocin : Given ot & mu/min increased ot interval
of 20-40 minutes by b mu.

c/\ of ARM :

. mMoaternal HIV infection.

3. @enital Herpes infection.

3. Vaso. previo

4, Intrauterine death of fetus.

Note : In polﬂhgdromn\os —> Controlled rupture of
membrones is done

mx of $etal distress in labor :

In first stage of labor : dilatation <10 ems).

nx : C—section.

In second stage of labour Milatation is 10 em :
|<tation of fetol heod

Rachet lock

Above +3 At +a or below +a
C—section Instrumental deh\/erﬂ —— ¥orceps
Preferred : Forceps » vaccum.
Note :
Bandl’s ring Constriction ring/Schroeder ring

® Retroction ring

* due to obstructed lobor

* petween WS ond LUS

* Seen in 3™ stage of labor
* Felt and seen P/A

Letal distress
* Relieved b5 C—section

* 0/ matermal dehydrotion and

® Constriction ring

* Injudicious use of oxytocin —» Localised sposm of
uterus

® Con be seen anguohere

* [fora™ stage of labor

* FeltP/v

* mother and fetus are normal

* Relieved by sedation, i ring reappears then do a

lower vertical C~section (Only indicotion)
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00:51:24

AT ADMISSION
Recommended :
* Check vitals.
* Leopold's maneuvers.
* Ascultote FHS.
* P/V examination : (Contraindicated in
active bleeding).

STAGE | OF LABOUR
Supportive Care (Labor Care Guide) :
early Lobour : Ambulation allowed.
Lode lobour : Lie in left loteral position.
Oral intake :

* Solids are not allowed.

* Clear fuids can be given orally,

* IV fluids can be gjven for C-section.
Bladder function : encouraged.

Pain relie? : S:p'\dural/ op'\o'\ds/ massage ete.

Companion * Allowed.

moni’cor‘\ns g
mMotemal :
* Pulse 7 6F : Hourly,

Not recommended :

* Routine pel\/ime’crﬂ.

* Routine enemo.

* Routine CTa.

* Routine pelvic sha\/'mg.

* Liquid stopped : & hrs before
surgery

* Solid stopped * b hrs before surgery,

* Temperature : 4 hourly (How\5 i membranes have ruptured.

* uUterine controctions : &\/er5 30 MiNS.
e p/N:4 hourly,

FHR
Low risk @ High rigk @
Stooe | 20MinNS ISMINS
Stooe a IS MiNg SMINS

MANAGEMENT OF SECOND STAGE
Prevention of perineal tear :

* Perineal massage.

* Woarm compress ok perineum.

* Controlied delivery of head.

* Perineal support.

* Fetol head : First flexed, then
extended with one hand § other
hand should support perineum
(modified Ritgen maneuveo.
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Not recommended :

* Routine ep'\sio’comg. * Fundal pressure.

Breech 00:54:00

m/c malpresentation.

m/c couse of breech : Prematurity,

m/c couse of recurrent breech : Uterine malformodion. | note :

Rick of gross congenital anomoalies : 10%. Mo risk of cord

10C : USG. pro\apse : Tronsverse lie

Best mMx of breech : C—section ot 29 weeks.

ereech with head extended : Stargozer breech (nx : C~section).

Risk of cord prolapse : Footling > knee > Sexed > fronk.
voginal delivery, 8CV /1 : Footling 5 knee.
M in antenodal period : external cephalic version (eCV) o 2306 WKs.

Vag'mod deh\/erﬂ in breech : Assisted breech deh\/erﬂ.

Complete/Flexed breech : Fronk breech : Footling breech :
* Hip § knee Slexed * Hip flexed, ¥inee extended * Hip § knee extended
. VQB\naJ o\eh\/er5 poss\ble o VQBinod del'werS possible * C-Section on15

Criterio. for favorable breech :

gestational age : 23k weeks.
Spontaneous onset of labour should be present.
No h/o C~section (VBAC : Relative C/D.
No ¢/1 o vaginal delivery,
Facih’cg for emergency C-section should be present.
usgG should show :
- Fronk breech > complete breech. - Heoad should not be extended.

- u)e'\gh’c ot bodo5 t 34 Ko - No cmomod5 causing abnormal labor.
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maoaneuver for Breech Deli\/er3 :

Groin traction : Pinard maneuver :
O Deh\/er5 of buttocks. o Dehverg of extended legs.
* Flexed breech. * Pressure on popliteal fosso.

Lovset’s maneuver :
* Delivery of shoulder. * Hold back of baby % rotate.

Delivery ot after coming head in breech :
* Head is last part to be delivered,
* m/c cause of death in breech : Intracranial haemorrhage.
* Head is born by movement of : Flexion.
* method of delivery in dorso anterior breech (/o) :

Perineal curve

. Burn Mayshall technique 3. Mawuvriceau Smellie veit technigue : 3. Piper’s forceps :
mMalar Slexion + Shoulder traction Long forceps

. Dorsopos’cerior :

Praguue manuever :
Bock is pos’cerior
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_____ Active space - Malpresentation and Malposition 01:00:32
Transverse lie : Brow :
* Presentadion : Shoulder. * gngaging diometer : mentoverticol — 14 cm.
* Vaginal delivery : Not possible. * mx (Alwowys) : C-section.
* Moximum risk of ¢ Cord prolapse. * 1% anterior fontanelle and supro orbital ridge
* ¥ podient comes in antenatal period with M polpable : row presentodion.
transverse lie : eCV of 2206 weeks. Foce :
* ¥ potient comes in latent phase with * Denominator : Mentum.
transverse lie : eCv. * mMentoposterior :
- ¥ patient comes in active phase : - C-section.
C-section. - No forceps, No vocuum.
- M/c/c of fransverse lie : Premoturity, * Mentoanterior : Vaginal delivery,
- m/c/C of transverse lie o term : - engaging diameter : SMV/SMa.
Placenta previo. ~ Head of baby is born by flexion.
* Forceps : Possible.
* Vocuum : Not possible.

MALPRESENTATION AND MALPOSITION

OccCipito Posterior Position :

m/C OP position : ROP

mM/C cause 0% OP position : Deflexed head.

a™ m/C cause of OP position : Android pelvis.

M/ C outcome in OP position : Anatomically becomes DOA (Rotates 2/8% of circle).
Best management of OP : Wait and watceh.

Deep Tronsverse Arrest g

* m/c pelVis : Android.
* m/C level : \schial spine.

* Best management : C-section.

C2)

o oawis P as

Occ'\p'\’copos’cerior : Occipi%oan’cerior :
* Infraumbilical Q\aﬁen‘\ng. * Smooth bodoﬂ bump.
* FHS heard in modernal Slank areo. * FHS heard near umbilicus.
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01:03:29

Procedure :

O Per—-abdom\r\al\ﬂ bodog is rototed from
transverse lie or breech and made cephodic.

* Done in OPD. _ _ _
* Anesthesia. not needed. Tocolytics are used " kN H?SOG.(NQ ?e-moJes * Arti=D given after.
Yo relox. * No routine induction of labor after ecv
* Should be done under continuous fetal
Indication : monitoring,
ereech/Transverse lie in singleton pregnancy; * Previous cesarean sections : Relofive ¢/\.
EXTERNAL C2PHALIC VERSION
|
v v
Absolute Relative Contraindications
Pre-requisites for ecv contraindications for for eCv :
ecv * PIH.
Period of gestation 226 weeks : * Heart disease in mother.
usually done ot 37 weeks (Less Oligohydrarmnios. * UGR.
chances of reversion). * Previous LSCS.

Liquor should be adequoate and
mMembranes should be intact.

Qup’mred membyranes.

Can be done in early labor (Lotent

phase) i membranes are intact.

Active phase of lobor.

S'mgle’con pregnancy, met/ el
pregnancy.
Fetal heart rote should be normal | Rbnormal fetal heart
on CT&. rote on CT&,

No contraindicotions for Vag\r\od
del‘werg.

* Placenta pre\/'\a/
contracted pel\/‘\s,
* Uterus/Setus grossly

anomaolous.
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_____ Active space - Partogram 01:05:16

MODIFIED WHO PARTOGRAM
* Bosed on earlier WHO recommendoadions :
- Lofent phase : Till 3 em.
- Active phase : 4-10 em.
~ Active phase minimum dilation : | em/hr (@osed on this alert line is drawn)
* Time duration b/w alert § action line : 4 hrs.
* Latent phase : Not represented,
* Active phase : Represented,
* Second stage of labour : Not represented,

Upper Part :
Fetal condition assessment.
FHR : Armniotic fluid
* FHR represented \o5 a circle. ® | Intoct.
* @ FHR : 10160 bpm. * A: Absent liquor.
* FHR plotted every 30 minutes. * C: Clear liquor.
* gach square is 20 ming * & Blood stained.
* m: Meconium stained.
IS8 i PXEsEme G e — e —
middle Part : §
Cervicogrom : = § Upper
" xoxis s Time. m”..ﬂ,".é‘i’:gl1‘HHHHHHHHHHH'
* Y axis : Cervical dilodation (0. T 7 -
* Descent of fetal head (O). cope ‘ 5
O 6'\8 square | hr. DELI middle
* Smoll square : 30 mins. et 4 s
* & paraliel lines h Tm
- Alert § action line. -
~ Duration b/w : 4 hrs. . Lower
Loweyr Port : fraparmin AT
mMoternal condition assessment. anc N s
* Uterine contractions : G
- 8V€r5 20 Mings. e I%
- Placing palm on fundus of uterus. T;Pé‘ e
- No : of contractions in 10 Mins. {,,:f::

* gach square : | contraction.

Par’cogmm
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Controction Representotion | Active space

<a0's

20-40 s NN
40 s I

Fol\ouoing charted : Not charted :

C O><5’coc'm. O Qespiroecorg rote.

C Drugs. * Oral intake.

* Pulse, BP, temperature of mother. * Oxygen saturadtion.

® Urine oudcpwc.

LABOR CARE quUIDE (LCE)/NEXT GENERATION PARTOGRAM
Bosed on new WHO Suudel'mes (3030) :

® Active phase : 6eg'ms ot S cm.
* 1§ mother and baby are fine : Cervical dilatation con be <l cm/hr.

INnLCG used for :
* Latent phase : Not represented. All femoales who are dehver'mg (&spec‘\od\g
* Active phase : At S em. low risk).
° P\oﬁ'mg should beg'm P At S em.
used of :

Sections in LCG :

nMnemonic ¢ Smort beautiful women love me.

No alert § action line.

At all levels of heolth care.

an stage of labour : Is represented,

WHO LABOR CARE GUIDE

Pt detaiils 5 labour details

Suppor’ci\/e core

Care of boby

Care of womon

Lobour progress

medicodion

4 |6 A e

Shared decision making

@
[
LABCUR PROGRESS

Section 4 ¢ Suppor’r\\/e core

°
e p:
°*0:
e p:

Companion Q
Pain releit .
oral Sluid .
Posture | o

Yt Yes. .| [
N : No (Rler. =
D : Woman declined. _— § o
mo : Mobile. |
L : Left lateral. =

<P : Supine (Rlert s‘\gn).
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OBSTETRICS : PART §

Active Mx of Third Stage of Labour (AMTSL) 00:00:34
Steps in AMTSL :
L. Inj. wterotonic within | minute of delivery of balby or
WHO Recommends : imnediotely ofter delivery of anterior shoulder of
Active management of third stage of labor baby (Most imp step)
BT 3. Delayed cord clamping (Clamping cord in I-3 mins
* It decreases the duradion of third stage —> of deliverﬂ)
(5-10 ming) < | 2 Delivery of placenta by controlled cord traction
* Decreases blood loss (Modified Brandt Andrews technigue)
* Decreases chances of PPH 4, Intermittent assessment of uterine tone
* AMTSL is the best method to prevent (zarlier : Uterine massoge)
PPH Note : early cord camping is not o part of AMTSL
AMNTSL
v v
uterotonics : Conditions O% garly Cord Clamping :

Recommended bﬂ WHO :
Oxﬂ%oc\n 21O U I or IV infusion.

1$ oxytocin is not available, the following can be given :

. methyl ergometrine : (Methergine) 0.8 mg IM
(Never given I/V as it can lead to hypertension)

a. syntometrine : Fixed dose combination of
Su o><5’(oc'm and 0.5 mg me’chg\ ergometrine

2. Carbetocin : 35n%he+ic oxg’roc‘m with longer T, and
dose - 100 meg slow V.

4. misoprost PEE | LOO meg oral Sor AMTSL
(400-600 megy

S. WHO recommends misoprostol distribution to
pregnant females to prevent PPR

Y

(Clamping cord within | minute of deh\/erb)
I Birth asPhgx\a } Absolute
3. '\§ neonatal resuscitadion is needed. | Indicodion
2. ®/ce/o congenital heart disease

4. 1% in Rh negodive female : Indirect coombs test is

neqoative (Non-isoimmunized pregnancy)

Note :
Carboprost : P&FAAL is used for
management of PPH and not for AMTSL

Delaﬂed Cord Uamp'\ng Indications :

HIV + pregnant Lemoles

In case of Rh nego&\\/e pregnancy : 1§ indirect Coombs
test is positive, where matemoal antibodies are odreadﬂ
formed against fetal Rh antigen, early cord clamping is
of no use

In preterm infants

In COVID 19 +ve potients

nMocrosomic babies.

In post term cases.

Note @ extro. 80 ml of blood ooes to Letus —>»

Prevents neonatal anemiod
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DRUGS USED IN AMTSL § PPH

0x5kocin g
* Paroventriculor nucleus of the hypotholarmus _Synthesises Nodural oxytocin
(Nonapeptide)
Stored in

milk ejection § for after pains. «————————  Posterior pituitary,

® £ :2-Smins.
1/a.

Route : 1M/ 1V infusion (Prepared in Ringer lactote/normal saline).

c/\:
* IV bolus —» Hﬂpo’cens'\on/ cardioc orrest.
* Dextrose S% preparo@don — Woaker intoxication.

\$ O><3’coc‘m unowvailable :

me’c‘ngl ergome&r'\ne mMisoprost Courbopros’c

. Orod/subhngual/PQ

* p/V route : Not used

Route Im (Never V) (Availoble as tabled | 1M (Available as injection)

* Woter, heat soluble
Feotures Va

osthmaodic po@den’cs

Leads 4o tetanic uterine * £, :30-40 mins Best in mx of PPH

controctions * Con be used in GBut not in AMTSL)

* Absolute :
nnemonic @ TOPER

- After I twin deliver
o in delivery * pbsolute ¢/

* Relotive : HIV® @ on

Pre—ecl Si
protease inhibitor mopsioy,

renal diseoase
Note :

Oxg’coc\n con be used in all these
conditions.

- Organic (Bny) heart
_80” nﬂ) . - Asthmodics

disease - Pulmonory HTN

- Peripheral vascular disease o o J o
A I, P/V administraion in - Suspected amniotic
‘ P P AMTSL/PPH Quid embolism
- Rh-ve @ _
* Relative ¢/ :

Side effect Transient severe hgper’cens'\on nger‘chermia Diorrheo

Note :
Drugs not used in PPH Mx in hgper’cens'\\/e p’cs : me’chg\ ergome’mne > courbopros’c.
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_____ Active space - 91gns & Methods of Placental Separation 00:06:31
Signs methods
* Gush of blood per vaginally I. schultze method (M/o) :
* Suprapubic budge * Central separodion —» Retroplacental
* Apparent + permanent cord leng%hen‘mg clot formed —» \Leleed'mg
(a™ best sign) * Shiny fetal surface of placenta
* Height of uterus rises slightly comes out first.
a. Duncan method :
Surest sign : Feel of placenta in vagin " Peripheral separation
\ : [oX( [OW) NoC
. 3 P 29 * Dull maternal side of placenta comes
out frst
Retained Placenta & Placenta Accreta Spectrum 00:07:59

Retained p\acen’ca/ prolonged 3 stoge
(Not delivered within 20 mins of delivery of babg)

|
v v

Trapped placenta : Plocentoa od"cac|hed to uterus
Placenta separoted Srom & l
uterus but not expe\\ed Does not invade Invades
(Closed internal o) myometrium myometrium

mx| _ a@® Signs of placental o .
Sepem’don
\/
* empty blodder Oxyftocin + CCT Placento. accreta
* 1§ uterus reloxed : spectrum
Give o><5’coc'm + CCT Fouls
* 1€ uterus contracted
Y
+ closed 0OS : MRP

mManual removal of placenta. (MRP)

Note :
At any point of time while doing CCT —> Cord breaks Nextstep | ep
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PLACENTA ACCRETA SPECTRUM

Tuypes

* Placenta accreta (M/0) : Chorionic villi
Super%c\od\H ottached to mgome’cr‘\um
® Plocenta increta : Villi invades mgome’cr\um

* Placenta percreta : Villi ottached to serosa

Obstetrics : Part 8 - 181

Podhology

Absent decidua bosalis

Absent Nitabuch layer

Y

A

Rigk foctors

Present pregnancy
with placenta previa

Previous /o C~section

Placenta AcCreta

Spectrum (PAS)

I0C * TVS

S'\Sns on usg

* Placental lakes/moth-eaten appearance

* Loss of hypoechoic area behind placenta
representing decidua. basalis

* Disruption of continuous white line reflecting

blodder uterine serogo. interfoce

Postpartum Hemorrhage (PPH)

Y

nX Hgs’cerec%omg

00:10:55

2500 ml blood loss —» After \/agmal deh\/erg.

Definition : 21000 ml blood loss —» After cesarean section.
ACO&G : 2l litre blood loss —» After any J‘BPQ of deh\/erﬂ.

m/c cause @ Btonic uterus.

m/c couse of 1° PPH (Within 34 hours of o\eh\/erg) : ptonic uterus.

m/c couse of a° PPH (a4 hours to 18 weeks alter del'\\/erﬂ) : Retained placentol
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mMx of PPH :

'S'c

step : Maternal resuscitadion

Airway, breathing, circulation monitioring § nMix

Ix : Blood grouping, BT, CT

P/n exominodion

+

P/n uterine mossage

L | Assess uterine tone | —®> |Traumo€dc PPH

P/V exom : Rule out presence 0% membrane/ placen’coJ tissue

Once diagnosis confirmed

I* line 0% management

Tranexomic acid (g in 100 Ml NS over 10-a0 ming)

Bimonual massage + uterotonic drugs +

l\? bleeding not controlied in 30 ming

mMechanical compression

Bok(i balloon catheter (Max capacity : SOOMD

l\? bleeding continues, shift to OT

Compression sutures

l. & Lgnch sutures (M/©)
3. Hayman suture

3. Cho square suture

4. gunshello. suture

leleed‘mg pers‘\s’rs

Stepwise devasculayrizodion

I. Uterine ar’cerg ligo@don

3. Ovarian artery ligotion

ukerotonics in Mx of PPH

Oxytocin v infusion
(20 U in SOOMI NS
Fails
me’cherg'me 0.3 mg 1M
(Repeated a-4 hours)
Fails
Carboprost 850 meg Im
* Repeok every IS-90 Mins
* mox : 8 times/a Moy

AdA. on : Misoprost

* WHO : 800 meg PO or &/L

®* ACOSG : LOO-1000 meg
oral, /L or P/R.

L'\ga’ce ontexrior

Bleedi iste
Oeang pOrEEtE Check vitols __Stoble  qivision of internol

liac artery
Unstoble
Subtotal hysterectomy Bleeding
(Uterus removed, Cx spared) — persists

°* umbrella pacK

* Parachute pock

Pelvic pressure pocks applied :

eleed\ng persis’cs

<
<
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Drugs not used in Mx of PPH :
* Dinoprostone (P&ea) : used for induction of labour (OL).
* Corbitocin : used in AMTSL.

Note :

* Woater under bridge
- Uterine ar’rerﬂ crosses ureter a em lateral to intermal 0.
- m/c site of ureteric injury during hysterectomy,
* Postpartum collapse :
- PPH : M/ cause of collapse after delivery,
~ Utterine inversion : m/c cause of shock immediately after delivery,
- Amniotic Sluid embolism (Anaphg\ac’coid syndrome of pregnancg) :
Shock + difSiculty in breathing/dIC.

Uterine Inversion 00:18:43

Prolapse of uterine fundus into uterine cavity; obstetric emergency.

uterine inversion :

Internal 0% not seen Uterine prolapse :

Internal 0S visible

m/c couse : mismanaged 3 stage of labour.

Suspec’c uterine inversion : Immediote shock ofter de\i\/erﬂ.

Initial shoek : Neurogenic _Later Hemorrhagic shock (Coause of deoth)

o/e:
P/A : Cup-like depression below umbilicus (Fundus is depressed).
YAV eleeding + globular mass in vagino.
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----- Active space ----- mOLnagemen’c :

Resuscitate Stop Oxytocin  Manual replacement of uterus (Johnson's technique) :
N - Do Not ’cr5 to separa’re placen’ca
Coll for help
1¢ Lails
Give ’roco\g’dcs + Qe—-oec{emp{' monual rep\acemen’c
Outdated surgeries lw v

1. O’ Sullivan hydrostatic method Abdominal surgery : Huntington’s/Houltain method.
3. Spinelli Sx (Vaginal £x)

lPos’c rep\acemen’c X

Stop ’cocolg’dc, remove placenta, stort o><5’coc'm
o prevent re-inversion, give antibiotics.

Amniotic Fluid Embolism 00:22:03

* Clinical diagnosis, no con-?\rma’corg test.
s p/nse/v: Q.
* Con lead *o maternal mor’cod'\’rﬂ within 30-40 mMins.

Time of occurrence : At the time of labour/within 20 mins of labour.

a phoses :
* 1" Phose : Cardiorespiratory arrest difSicutty breothing, T PR, | 6.
* 3™ Phase : DIC + excessive bleeding,

Diagnostic eriterio

* Unexplained shock + less bleeding,

* Clinical onget within 30 mins of labour.
* Abrupt card\oresp\ra’corﬂ arrest.

* Overt DIC.

* No fever.

Perineal Tear & Episiotomy 00:24:26

G\rading of Perineal Tear :

Srodes Structures involved nMx
| vaginal epithelium/perineal skin * Repaired like episiotomy
(Corresponds to medion ep‘\s‘\o’comg) (n lobour room | LA

® Sequence:
| + Per]{onea] muscles \/ag'\r\od mMuCoso. —» Muscles —» SKin

(Correspond o mediolateral episiotomuy
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Srodes Structures involved nnx
2 a + anal sph'\nc’cer
30 <50% of external anal sphincter
complete perineal teor (3 § 4
2b 250% of external anal sphincter _P P , ‘ _ 3
Repair : Done in OT | epidural/&h
2¢ Intemal sph'\nc’rer
4 2 + yectal mucosa

Avoid pregnancy X | year (At leost X 6 months oSter repodr).

mode of del‘\ver5 : {

ePISIoTOMY
WHO does not recommend routine ep\s\o’comﬂ inall % undergoing \/ag'\nod de\i\/erﬂ.

Tﬂpes :

Q@ can have \/aginal deh\/erﬂ.

1£ /o 2a times anal sphincter injury —> C-section.

medion ep‘\sio’com\ﬂ

medioloteral ep‘\sio’comg

Angle : 45°-(,0°

Involves anal sphincter i&
extended : Less pre%lerred

Does not involve anal sph'\ndcer
when extended : M/c preferred

* |®eleeding, healing quicker | ¢ Teleeding, healing delayed
* | Chances of dyspareunia § | ¢ fchances of dyspareunio §
wound goaping wound gaping

8pis‘\o’com5 SCISSOrs

muscles ottached in the mid-line/+o per'meoJ bodg ore cut.

nuscles not cut dur‘mg ep\s\o’comﬂ : \sch\ococc%eus/ coccygeus, ischiocovernosus,

VBAC/TOLAC

anal sphincter; obturator intermus.

00:27:46

—7 Rounded ends

Angudoered

VBAC : Vaginal birth ofter cesarean; TOLAC : Trial of labour after cesarean.

Absolute ¢/

Relotive C/1

Not o ¢/

Previous :
- Classical/T shaped C-section
- mﬂomec’comﬂ/ hysterectomy
- /o uterine rupture

Home birth/no a4 hours facility availability
¢/ 4o vagjinal delivery (Placenta previo, P

CPD in presen’c pregnancy

23 LSCS (Bs per national quidelines)

* Inpresent pregnancy :
- MoCrosomio
- Malpresentation

® Post term pregnancy

® Twin pregnan05
C Polghgdmmmos
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_____ Active space - ACO& recommendadion :

* TOLAC can be done in previous hoLscs (903 numben). Monitoring, in VBAC

* TOLAC can be done in previous kronig incision (+/-.
* external cephalic version (ECV) : Relative c/\ in veac.
* Internal podalic version (1PV) : Absolute c/\ in veac.

* Pulse rote of mother.

* CTg moni’cor‘mg.

® uterine scar tendermess.

* Twin in present pregnancy — Not o ¢/ except :
- monochorionic monoamniotic twins.
- Conjoint twins.
- 1" fwin — Cephalic + 3™ twin — Transverse lie.

Classical Cesarean Section 00:30:51

Incisions { In upper uterine segment : Classical cesarean section.

In lower uterine segmen’c : LSCS.
Indicotions :

® Concer cernvik
* Lower uterine segment adhered fo bladder.
* Placenta. previa + blood vessels all over lower segment.
* Lower segment not formed :
- Preterm cesareon section
- Perimortem cesarean section (Moternal cardioe arrest : Del'werg in 4 mMing)
Previous classical C-section :
* Never do vaginol de\'\\/erﬂ.
* 1.5cs (Next pregnancg) — To avoid uterine rupture.
Note : Presentation of uterine rupture :
* Bleeding during labour + pain abdomen.
* 0/ — Uterus not felt, fetal parts wper%cial\g felt, loss of fetal station.

Instrumental Delivery 00:33:49

Types : Forceps delivery § vacuum delivery,

Pre-requisites for Forceps Delivery :

mMnemonic : FORCEP Forceps § vocuum applied in
* Favourable position § station G+a). . Fully diloted (0 ey cervix.
* 0%: ¥ul\5 diloted. 3. Stodion of heoad @ 2+4.

* Ruptured membranes.
* Contracted uterus.
* gpisiotomy to be given, empty bladder.

Pelvis : Adequoate.
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Forceps vocuum
Fetal head
Con not rotote Con votote
rotokion
®* Foce presen’co@dor\:
nmento anterior pos'\’don
used in vertex presen’coedor\ on\B
o Q%er—com‘mg heod of breech
(Piper’s forceps used)
Face presentation (mento
Not used in Vertex presentation anterior), after coming head of
breech, preterm labour

Forceps r-\pplica’c‘\on g

| Sagjttol suture is in AP diameter

No ¥

l Yes

Low $orceps Outlet Sorceps (Wrigley forceps)
* Station of fetal head : 2+a * Station of fetal head : 2 +2
(Not yet reached pelvic Sloor) - Head : On Perineum
* Station of fetal heod : 2+2 - Scalp : Visible ot introitus
- Skull : On pelvic Sloor

vocuum npplica’cion :
Site : Flexion point (FP)

compl'\codrions g

Anterior fontanelle

Rim of vocuum cup

vacuum cup (Diameter : 6 ey
Posterior fontanelle

Vocuum delivery Forceps delivery

Fetal > moternal complications | modernal > fetal complications

Fetal complications : Fetol complications :
* (" nerve palsy * Facial nerve polsy
* Shoulder dgs’cocia * erachial plexus njury
* Cephalothematoma * Cormeal injury
* Subgaleal hemodtomo.

* Refinal injury
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_____ Active space - Antepartum Fetal Monitoring 00:38:25

Indications : Fetal movements

* Coxdits count of 10
- Wwhile of rest : 10 FM in 4 hours
- In ach\/i’rg 110 FM in 18 hours

* Al high-risk pregnancies (eeg'm ok : 33 weeks).
* 1 o pregnant @ ¢/o § | fetal movement (Frr.

methods : * moximum fetal movements :
Seen ot 24 weeks
Sereening tests : NST » modified 8PS (Amniotic Sluid index + NSTD. |, Quickening

Diagnostic test : Biophysical score P/ mManning score. - Primigravida. : 18-30 weeks
- mm{iqravida= 1b—18 weeks

Non Stress Test (NST) :
Normal/reactive/negotive NST : PEEEETEE ‘?"\:Fjstalihgart;atre‘t\r‘atjingg e
Fetol heart rote (FHR) : 110-160 bpm. B o R
FHR variobility : S-as bpm. SSSseise===c &
Aeceleradions - e e

* IFHR by IS bpm x IS seconds with Fetal movement Reactive NST

(s00d sigr.
* In 20-23 Weeks : FHQ’I‘Cap\\\arg permeabih’:g. b5 10 bpm x 10 seconds.

Reactive NST : 23 accelerotions in period of 40 mins.

Non reactive/, pos'\’d\/e NST ¢

1§ acceleration <a - Repeot NST In40 mine_| <& accelerotions o N
(n 80 Ming) | (For 30 more minutes) | (Non reactive NST) P folagnostie
False -ve NST False +ve NST
* Hypoxic fetus but NST : @) Normal fetus but NST
* Folse -ve NST rote : Low Non-reactive
BPS/Manning score :
* Done with help of US& over 20 minutes.
Component Score of 3 given when
mMnemonic : T Meningitis Always Notorious -
Fetol Tone 2| episode of extension/Slexion
Fetal Breathing 2| chest wall movement for 220 seconds
GrossS Body Movement 23 body movements
Amniotic Fluid Volume (AFV) Single deepest pocket 23 em
NST Reoctive

Note : Accelerotion —» Heod’chg Letus.
Deceleration — Compromised Letus.
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Scor'\ng :

Obstetrics : Part 8

* @eprs:8orio— A/w @ ph of fetus.
* pscore of O, 3, 4 — A/w fetal acidemio.

* A score of G is equivocal.

Score

nMx

10/10 or 8/10 with AFV : @)

Fetus : @, repeat BPS weekly

/10 with AFV : )

227 weeks : dDeliver
gguivocal

437 weeks : ereoec test in a4 hours

8/10 or /10 with AFV : |,

Deliver 236 weeks
(In these cases, chronic asphuyxia suspected)

Score 4/10

Deliver 224 weeks

score

a/10 or 0/10

Immediote o\eli\/erlj

Intrapartum Fetal Monitoring

00:45:05

CARDIOTOCHOGRAPHY (CT&)

Characteristics 0% Normal/ Cotegory | CTq :

® FHR : 10-160 bpm
* Variability : S-as bpm
* Acceleration : (/D)

* Decelerafion : Dip in FHR bﬂ IS bpm

Lor IS seconds (Mox : 8 MiNg)

Prolor\geo\ decelerotion

* wWhen lasts for a-10 mins
® Seenin:
- Uterine stimuladion
— Druggs like oxytocin, misoprost

FHR
- early: @/
- uterine
rete Should be O 2 contraction
- Vorioble Y
Pro\onged decelerotion
T}jpes :
&our|5 decelerotion Lote deceleration Varioble deceleration

Shape ‘v shaped AV shaped

Abr onset
Onget araduol onset _ upt onset,

rapid frequency
Dip in Qbso\u’celg coincides with Loter than No relodion to
FHR uterine contraction uterine contraction uterine contraction
nost ominous ’c5pe
Features Phusioloaical
« Y=o o deceleration @
In uteroplacental
Seen D/t head compression ks P 4 In cord. compression
insufticiency
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Lote decelerotion

S:ourlﬂ deceleration Vaxioble decelerotion

— D'\P in FHR

— : Uterine contraction

C,a’cegorg 3CTq Find‘mgs :
. Sinusoidal heart wave po&{em.

. Absent variabilit i
ChizlseCye MavTalall Y s any Za e Steps for In-utero resuscitotion

?»ol\ouo\ngz T N
* Lie in left loteral position
- Persistent bradycardio. A _
* Stop oxytocin — Start O, IV Suids

- Persistent lote decelerotion. &

* ¥ FHR not normalizing — Give tocolytics.

- Persistent varioble

decelerotion (Onlg indicadion for amnioinfusion).
managemen’c ¢ 0 utero resuscitodion + Immediote C—section.

Porometers how'mg worst prognos\s :

Sinusoidal heart wove poec{em > lote deceleration > varioble decelerotion.

Sinusoidal heart wave pottern

* Constant FHR/(O \/ar'\odoilﬂ'ﬂ/
sine wave poer{em

°* pod prognosis

* Seen in fetal anemia, Fetal hypoxio. =
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First Trimester Screening

Obstetrics : Part 8 - 191

00:52:08

Aneup\o'\dg screening :

* Universally done (n T #1140 13 weeks + & dags).

* Inall pregnant Q (\rrespec’d\/e of makeral age).

DUAL Test usg in Ti
Trisomy &l | Trisomy 13/18
PRAPP-A J i (Below neck)
s i ! .

° meosure nuchal ’cmnslucen%

}

Next s’cep

rest all parameters : |
* 1€ DUAL Test +ve

Note : In Downs heg: T,

uSE * Nuchal translucency

Colled os combined test

Normal @ £2rmm
NT should be measured :
. mid sagi’c{od plane
a.8/w lI-13 weeks + b days or when
CRL <84 mm
2. Head should be in neutral position

4. From inner border to inner border

S. Amnion should be visible separotely

(Better sensitivity

T1 SCREENING

.

Y

12 NT 22 mm

}

Next step

Karyotyping (Diagnostic)

0 TI moderial obtained b5 :

Chorionic Villi sampling

l euploid

Causes of Tnuchal translucency, :
L m/c: Aneuploidy
(Trisomy al > monosomy X
a. Congenital heart diseose
2. Congenital diaphmgmoedc hemiol
4. garly marker for twin to twin
franstusion syndrome.

Fetol eCHO

Obstetrics Re

vision ¢ v4.0 « Marrow 8.0 « 2024

\mpor’ccm’c : C,gs’dc hﬂgroma —>
better marker of aneup\o\dﬁ
than nuchal ’cmns\ucencg.

.

D/D of NT
Cygstic hqqroma

* more Sluid collection

° more uo‘\desPread

O Sep’ca moy be seen
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e T Second Trimester Screening

00:56:25

A. Biochemical method
In Dowr’s syndrome :

TRIPLE test

. Alpha feto protein : |
a.Hee: |

3. Unconjugoted €3 : !

QUADRUPLE test
AdA. ¢ Inhibin - A — 1

* pbsent nosal bone

* Sandal 9op

O achogen'\c bowel

* Choroid plexus cyst

B. USG : Soft tissue markers
* Nuchal $old thickness = rm

* Short Semur/humerus

* Puodenal atresio. (Double bubble s\gn)
. E,chogen'\c introcoxrdioc focus

\n’cegroeced test includes :

+ Quadople test in Ta

PAPP-A in TI + USG for NIT in TA

Y

r-\n5 a should be present :
Screemnq +ve

a™° TRIMESTER SCREENING

(Mor TR

& sereening is positive

Y

Next step

!

either

Note :
m/c heart disease in
Down's syndrome
endocardial cushion defect

{

Non-invasive pre nodal testing (NIPT)

}

Karyotyping (nvasive test)

SecondarB s?reen'mg test

'
Negadive

v

Rule out Down’s syndrome

NIPT : Cell free fetol DNA
(Secondourg screening test)

Somple : Maternal blood

Time : 210 weeks

Sens‘\’d\/i’cg : 99%,

Drawback :

° Verg expens'\\/e

* 18 (B — Have to do karyotyping

'
Positive

v

Then it should be followed
bug Karyotyping
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mMethods of Ob’caining Genetic Moderiol :

Obstetrics : Part 8 - 193

Chorvionic Villi somplin Amniocentesis Cordocentesis/
\ \ i \ \ \
3 per—umbilical blood sampling
Armniocute, . :
Samp\e Trophob\as’( syl gbroblas’c Fetal blood (Umbilical vein)
. 1b—-18 weeks
Time IIto 12 weeks + b daﬂs 2|8 weeks
(5-20 week)
e <10 weeks (Lead o oromoandibular § lI-14 weeks
Qan -
limb defects in fetus) (1 chances of fetal loss)
Fetal loss 1% 0.5% 2%
® Only indicodion :
Test results obtained faster than Safer than chorionic villi ng W_\ e K_)n
Others ] ) ) Rh isoimmunised pregnancy
amniocentesis samphng )
* Not done for karyotyping
Puerperium 01:02:44
Lochia :
Shedd\ng of deciduo. ofter del‘\\/erg.
Averoge durodion : 44-26 daﬂs.
Sequence of lochia : [Lochio Rubora| —> Lochio seroso. —
4 dags) o d%Q
uterine Involution :
Uterine he'\gh’c s Just below umbilicus = 30 weeks of POG
l Till 34 hours (Post deh\/erg)
uterine he‘\gh% : unchangeo\
l pfter a4 hours
Reight | by | finger breadtn/day below umbilicus.
Summary Tables 01:04:30

c/\ to ereas’c%eoUnS :

Absolute

Gaolactosemio

Relotive

Anticancer o\rugs/ chemotherapy
licit drug user

Infections

Active T8 infection

Brucellosis

HSV

gbolo virus

HTLV |, &

varicella zoster infection (Within S days prior to
delivery % a days after delivery)
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Nutritional Requirements in Pregnancy) :

Non pregnant Pregnanc Lactotion
Vovioble
? Tl Ta T3 0-b months | (6-13 months
Body weight SS Ko SS Kqg + Kq in entire pregnancy
enerqy (keol/d) :
* Sedentary 1700
+350 +(600 +530
* mModerate 2100
° Heawy 3500
Protein (/) 45 +95 +aa +16.9 +12.3
Carbohydrotes (o/d) 130 7S 300
iron (ma/d) 39 40 a3
lodine (mea/dD ISO 330 380
Calcium (ma/d) 1000 1000 -
Vitamin A (meg/d) 840 900 -
ST0
Folate (mea/d) 230 330
(Toblet : SOOMeo)

H\S\'\ Risk Pregnancy (Govt of Indio) :

* Previous h/o LSCS.

Bod obstetric his’corﬂ.

/o systemic illness.
Age 2725 years.
PIR.
Molpresentodion.

® Low \3‘”5 placenta.

® Severe anemio.

® Rh -ve pregnancy,

* gestational Diabetes.
° Hﬂpo’chﬂro'\d,

* HIV +ve/syphilis.

Qadiolosical Signs of Intrauterine Deoth :

Robert sign (* siogr

Presence of gas in gread vessels

Spalding sign

Overlopping of cranial bones of fetus

Ball sign

Hyper Slexion/Hyperextension of spine

Deuel’s halo sign

T eericranial ot
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Time of Termination of Pregnancy Go®»: P
Condition Time of TOP
mild pre—eclampsio 37 weeks
Severe pre—eclompsio 24 weeks
Impending eclampsia/eclampsia

Imnmediote TOP ofter

HELLP syndrome
Ist dose of steroid

PIH with $etal distress/abruption

umbilical artery doppler : s/d rodio >3 37 weeks
Abgent diogtolic Slow 23-24 Weeks
Reversed diogtolic Slow 2|-23 weeks

USR —> Doppler s/d rotio <3

* Weight : -9 percentile 39 weeks
* Weight : <3 percentile 37 Wweeks
UGR —> s/d ratio 73 27 weeks

Ts/d ratio + WER + oligohydramnios 24 weeks
Diabetes : Type Al or AR (Well controlled) 39 weeks
Diabetes : Type A (Not well controlied) 27 weeks
Overt diabetes : No complication 39 weeks
Overt diobetes + vasculopoathy 37 weeks

34-24 weeks bﬂ
MCMA twins /conjoint fwins
cesarean section

MCDA twins 24-27 weeks
DCOA twins 28 weeks
Cholestasis in pregnancy 37-28 weeks
AFLP Immediote TOP
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_____ Active space - IMportant Drug Dosages :
Indication Dose Schedule
®* To be given on D3
TI medical abortion 800 meg p/v
* On DI : 300 Mo mifepristone
® WHO : 400 meq e\/er5 3 howlg
Ta abortion 300-800 meg p/v
® Mox: 4 doses
m‘\sopros’c
AMNTSL 00 meq oral Con : 400-600 meq
PPH 800 meq S/L or oral | ACOG : LOO-I000 meq S/L, oral or P/R
Repeat every 4t how\g
Induction of labour as meg
(Mox : 6 doses)
Carbetocin ANNTSL 100 meq slow IV -
C ereoec N 1IS—90 minutes
Carbopros’c PPH aso meg
* Max : 8 times — 4 mq
O ereoeced b howr|5
Dinoprostone | Induction of labour 0.5 Mg
® Mox: 4 times
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