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Quiz every Tuesday—MC—5 questions

Midterm and Final are both 50 questions and MC

Birth is a mechanical process—


-Pelvis—



-bones—ileum, ischium, pubis



-joints—symphisis pubis, 2 SI joints


-False pelvis—the top portion—supports the pelvic structures and the uterus


-True pelvis—the bottom portion—determines if the baby can fit through


-Landmarks—



-sacrum



-ischial tuberosities



-ischial spines


-Planes the baby comes through



1.  pelvic inlet—where the baby’s head enters the pelvis




-the line that separates the true and false pelvis



2.  plane of greatest diameter—S2 to the middle of the pubic bone




-biggest diameter for the baby’s head



3.  plane of least diameter **most important




-most common place for the head to get stuck




-demarcated by the two ischial spines




*see pictures



4.  pelvic outlet—last part b/f it leaves the perineum to come out


-Pelvimetry—using hands to measure these landmarks



-subjective measurement



-do it in cm—measure own fingers and use as a guide


-Measurements—



-diagonal conjugate—symphisis pubis to sacral promontory = 12.5cm



-obstetric conjugate—cant measure directly




-diagonal conjugate minus 1.5cm




-smallest AP diameter



-angle of pubic arch—90 degrees or more is OK



-ischial spine to other ischial spine is normally 10.5cm (plane of least diameter)



-curve of sacrum—should be a gentle curve—make note of it




-should not be L shaped



-bituberous diameter—8.5cm—ischial tuberosity to tuberosity

-Four Pelvic Types—



-gynecoid—most common** --40-50% of women have (Caucasian)




-easiest for having babies




-round



-android—2nd most common—30%




-inlet is limited




-more of a male type of pelvis




-wedge shape



-anthropoid—20% Caucasian; 40% African American




-long oval



-platypelloid—2-5%




-oval but in other plane from anthropoid




-C-section



**may have characteristics of more than one pelvic type


-Pelvic changes during Pg—



-ligaments soften



-squat / knees—S1 widens up to 1cm—this may be the difference between C-section and vaginal delivery


-Muscles—



-hold stuff together



-must give way for baby to come out



-levator ani—3 parts—importan muscle




-like a sling


-Internal Reproductive Organs—



-uterus—one of the strongest muscles




-fundus—top




-corpus—body




-cervix—open part




-2 openings—os (internal and external)




-held in place by ligaments





-broad ligament—main one—holds it laterally





-round ligaments—mid-uterus to labia—prevents posterior displacement






-stretch during PG(pain





-uterosacral ligament—posterior uterus to S2,3,4






-prevents anterior displacement






-back aches


-External Genitalia—



-majora



-minora



-vestibule



-clitoris



-bartholin’s glands



-Skene’s glands—near urethra

Maternal Physiology—


-Gastrointestinal—



-complaints—N/V, heartburn, constipation, hemorrhoids



-morning sickness—can be 1st clue of Pg




-can happen all day long




-worse with empty stomach




-4-8wks




-end at 12-16wks (2nd trimester)




-caused by increased levels of progesterone and HcG





-progesterone relaxes smooth muscle of stomach and something increases the HCl




-Tx—





-eat small frequent meals—5-6x/d





-crackers in AM—soak up acid





-avoid greasy, fatty food





-smell of foods can do it





-PO / parenteral B6





-examine stress levels in life



-hyperemesis gravidara—SEVERE morning sickness




-Sx—last beyond 14 weeks OR with weight loss, ketotic urine, lyte imbalaces




-hospitalize—NPO and IVF




-now also using low dose prednisone




-also look at life



-increased appetite—




-should only increase diet by 300 kcal/day (more if underweight or teens)




-dietary cravings




-PICA—crave clay, dirt, corn starch, ice, etc




-think of deficiencies and add Fe and vitamins



-ptayalism—overproduction of saliva




-also feel nausea




-suck on a mint




-eat more protein and less starch



-heartburn—2nd most common complaint




-from the increased progesterone(decrease gastric motility; LES gets looser, uterus grows(increase abd pressure(all this sets up for reflux




-Tx—





-diet changes—small frequent meals





-eat 3h b/f bed





-Tums(Ca++)





-pepcid (or another H2 blocker)



-gallbladder dysfunction—




-additive with more Pgs




-increase in progesterone(slows bile flow(cholestasis(precipitates(stones



-bleeding gums—




-from hyperemia (more blood and also softer)




-take vitamin C and brush softer



-constipation—




-from the decreased motility




-increase H2O abs from the colon




-later the obstruction becomes mechanical (uterus)




-Tx—





-increase H2O intake





-increase fiber





-increase activity level





-stool softeners





-metamucil



-hemorrhoids—




-constipation is risk




-big belly increases venous pressures(varicose veins




-Tx—





-avoid constipation





-elevate hips and legs to use gravity





-put feet on stool when defecating





-tucs





-hot water

Pulmonary System—


-nasal congestion b/c mucosa b/c hyperemic



-c/o—chronic cold / allergies



-use otc benadryl



-Rx claritin/allegra



-saline nasal spray also good


-Sx—dyspnea, hyperventilation, decrease in exercise tolerance (2 reasons()



-thorax shape changes—CO2 in arteries and alveoli decrease because there is an increase in both minute ventilation and TV, but a decreased lung capacity (from the change in shape)



-the decrease in CO2 helps the baby’s CO2 to diffuse across to mom and get rid of the CO2



-uterus wont let the diaphragm move as much



-25-30 extra pounds carried around

CV System—


--hyperdynamic state



-increased HR



-increased SV



-CO is therefore doubled



-40% increase in total blood volume



-remember that there is a decrease in smooth muscle tone (BVs) from the progesterone




-decreased BP(heart beats more against less pressure(can get orthostatic hypotension




-if sx(increase fluid intake



-PE—




-split S2 (b/c of the increased volume)




-systolic murmur / ejection murmur




-JVD




-inferior vena cava syndrome(syncope / dizzy





-uterus compresses IVC while laying on back





-sleep on side

Hematologic—


-increase in plasma at 6th week and maxes at 30-34 weeks (2/3 of the way through)


-increase in red cell mass NOT in proportion to the increase in plasma(physiologic anemia (relative)


-Pg can go down to 10 and still be physiologic


-non-anemic—need 60mg Fe/d


-10 or less—120mg Fe/d


-increase WBC count—



-shows up in granulocytes—CBC with diff(can be 14-15000


-treat the pt, not the lab values


-decrease in platelet count—should still be within lower normal limits


-estrogen causes a hypercoaguable state (also the decreased tone in BVs(stasis)(venous thromboembolism



-must put on HEPARIN—no coumadin



-past blood clot—tx very carefully and may use prophylaxis of heparin or asa therapy

Renal—


--kidneys enlarge up to a cm


--increase in GFR


--more large molecules can pass through


--decrease in BUN and CRTN


--ureters and renal pelvis get dilated (b/c of the progesterone) [happens more to the right side because of its position]


--decrease bladder tone (progesterone)(more residual volume(more stasis(increase risk of UTI and pyelo


-TREAT UTI AGGRESSIVELY(can put into premature labor or go to pyelo very quickly


-Keflex—250 qid / 500 tid


-urine culture at first prenatal visit


-decreased bladder capacity—uterus pushes it


-stress incontinence—cough / sneeze


-Kegel exercises—strengthen levator ani



-flex an hold and let out slowly (most important)



-5-10x/d


-increased renin activity(therefor increased angiotensin



-most normal Pg are resistant to the effects of this, but those who are not get hypertensive and need tx


-increased glucose excretion(renal threshold decreases; also increased risk of UTI b/c the bacteria now have food to eat

Skin—


-increase in vascular spiders (telangectasia with capillaries coming out)(result of the increased estrogen


-palmar erythema (both ass with liver dz, but nl here and go away after pg)


-striae gravidara—genetic predisposition, not the stretch


-hyperpigmentation—dark line mid abd (pubic bone to umbilicus)—linea negra—can fade or sty


-dark aereolas


-melasma—mask of Pg (was kloasma) or BCP (estrogen)



-fades but may come back with sunburn


-moles—dark and regress later


-STILL BIOPSY SUSPICIOUS MOLES


-eccrine sweating and sebum production are increased


-hair growth is maintained; seems like more



-anagen (growth phase)—more here



-telogen (resting phase)—less here



-then after Pg the telogen phase goes back to nl and they lose significant hair (2-4mo after)

Breast—


-enlarge


-tender and can be 1st sx of Pg


-dark aereola


-colostrum—leaks / crusty




-nl



-thin and yellowish



-baby gets first few days—abs and protein

Muscoloskeletal—


-lumbar curve increases—lordosis



-loosening of cartilage and ligaments / baby pulling forward


-LOW BACK ACHES


-Tx—



-pay attn to posture



-hands and knees—curve back into a C (angry cat)-this takes pressure off of the uterosacral ligament—also do the happy dog



-rock back and forth if stand a lot



-OB maneuver—twisting crunch


-symphisis pubis also relaxes—feels loose


-different center of gravity—watch out for falls


-mobilize Ca++ from bones—for baby



-changes in parathyroid


-leg cramps—take 2 tums/d

Opthalmic changes—


-thickening of cornea


-decrease in intraocular pressure


-lens edema(blurred vision and contact lens intolerance


-gets better postpartum

Reproductive tract and abd wall—


-uterus—



-hypertrophy and hyperplasia



-from 70g non-pg to 1100g pg



-6 weeks postpartum(back to nl



-non-pg—hold 10cc



-pg—hold 5L


-cervix—



-increase in vascularity



-gets softer



-cyanotic



-can get spotting b/c of this


-vagina—



-increase in discharge—nl (no odor, etc)



-increases with advancing pregnancy


-vulvar varicosities—



-tx same as hemorrhoids

Endocrine system—


-Pg is a diabetogenic state(


-caused by human placental lactogen (HPL)(this antagonizes insulin and induces glucose intolerance



-HPL promotes transfer of glu and aa from mom to baby



-BUT baby makes own insulin so therefore FBG will be lower than nl


-thyroid—



-met speeds up



-body tries to maintain euthyroid state



-labs do change



-TSH should remain unchanged



-T3/T4—may increase normally b/c of pregnancy



-CAN give synthroid



-can also treat hyperthyroid—no radiation

PLACENTA—


-450g


*provides fetus with essential nutrients, H2O, O2


*route for clearance of all fetal excretory products


*makes proteins and steroid hormones essential to maintain the pregnancy


-early miscarry is genetic


-late miscarry—ovary stops making hormones and the placenta takes over(a lag time between the two causes a miscarriage


-70% of the glu from mom is in use by the placenta


-maternal and fetal blood are separated by intervillous spaces—they don’t mix—everything goes across a membrane

Amniotic fluid—


-surrounds baby


-increases to 800cc at 32 weeks


-constantly replenished


-major sources of it are fetal urine and lung fluids


-exits by diffusing thru amniotic membrane to placenta to mom

Baby circulation—p. 64 in utero; p. 65 outside


-1 umbilical vein—O2 blood


-2 umbilical arteries—nonO2 blood


-umbilical vein(liver (ductus venosus)(IVC(RA(foramen ovale(because of the angle of entrance and the hole, most blood goes directly to the L side of the heart)(systemic circulation


-some blood from IVC and SVC goes to lungs, but it is deox


-ductus arteriosus—pulmonary trunk to aorta



-closes after birth


-in utero(pressure is higher in the pulmonary vasculature than the systemic BP (determined by placenta)


-clamp cord—pressure changes(systemic higher(now blood goes thru to pulmonary circuit more easily


-need(


-changes in pressure



-closure of foramen ovale



-18-24h—ductus arteriosus closes


-in to out—



-fetal Hgb changes(



-inside—bigger and more of it b/c it carries 2nd hand O2




-outside—fetal Hgb breaks down over few days(increase bili(leads to physiologic jaundice 
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HX and PE—


-initial visit(prenatal HX—extensive



-very important to do




-develop a rapport




-find high risk pg’s




-initiate education(chg health behaviors



-components—




-info related to current pg




-PMH




-previous OB Hx




-social Hx




-habits




-FH—can include paternal Hx


-notes from handout (5/25)



-General info—




-mailing address—need to be able to get in touch




-phone #




-marital status—can affect insurance / $ / pg in general




-race—dz prevalences




-religion




-education—VERY IMPORTANT





-last grade they completed




-occupation—potential risks




-father of fetus




-insurance—if they don’t have any—they can get it—OBRA (for pts of low SES)




-intake date—1st visit ever




-referral




-recent contraceptive Hx—type and when Dc’d




-menstrual Hx—date of LMP is accurate to use





-Nagele’s rule—due date





-regular / irregular




-age of pt—is there a risk factor for this pg





->35(refer genetic counseling




-gravida—state of being pregnant





-nothing to do with the outcome





-count ALL pregnancies, even present




-para—viable birth





*viable is at >24 weeks gestation (para AFTER delivery)





-stillbirth is still para




-abortus—we don’t distinguish between a spontaneous and therapeutic abortion




-e.g. twins(still grava 1, but para 2




-LMP—1st day of it





-was it normal; did it last same # of days (is it a good indicator of due date)





-EDC—when will baby be delivered (1st day of LMP – 3mo +1wk)




-past pgs—





-mo / yr





-loss and type (spontaneous, induced (therapeutic), ectopic)





-weeks gestation—when they lost / delivered





-live or stillbirth






-BW






-sex






-age of death






-spontaneous vertex






-breech






-vacuum / forceps





-C-section






-CPD / FTP—cephalopelvic disproportion / failure to progress





-fetal distress—HR <120 bpm, meconium, etc





-abnl presentation—breech





-repeat C-section


Hx problems—



-age--<17—SGA / preme




->35—chromosomal abnls



-abortion



-fetal growth—SGA / LBW / LGA / macrosomia—big baby



-death-fetal / neonatal / SIDS



-birth defects



-morbidity



-duration of gestation



-see list on sheet



-pts / paternal family


-immunizations—on back of sheet—top R



-rubella


-meds since last conception


-allergies


-diet—very important—affects baby (e.g. Fe)


-BF


-nutrition


-habits


-activity—D/C, etc


Psychological problems—



-live with smokers, cats (litter box(toxo)



-see handout
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Antepartum Care—chapter 5

--optimal way to start prenatal care(pt come in b/f she’s pg(need to


1.  take a very good hx



-dz, all, nutrition(optimize health


2.  vitamins—especially folic acid--400(g/day



-prevent neural tube defects such as anencephaly and spina bifida



-need it very early to help prevent

Aspects of prenatal care—


1.  community based care—provides easy, accessible care.  This optimizes the outcome



-easier to get there and easy to keep track of what’s going on


2.  the pt needs to know what is going on



-she is an active participant and makes decisions



-need to educate her so she can make the best decisions


3.  team work—make sure she gets all aspect of what she needs


4.  protocols for screening and labeling increased risk people



-also need protocols for emergencies, etc

First thing to do(Dx the pg

1.  pg test—



-urine test—most common—detects HcG 4 weeks after LMP




-low FP but high FN



-serum—more sensitive—need a quantitative HcG




-get a number that correlates with how many weeks pg she is




-can follow HcG levels if problematic to distinguish b/t nl and abnl pg




-HcG doubles q2d until 10weeks then it levels out



-progesterone—can also be measured




-<5ng/mL(not a viable pg (ectopic, etc)




->25ng/mL(viable intrauterine pg


2.  Hx of >1 missed periods


-may be ectopic, miscarraige, etc



-more reliable if associated with other sx such as fatigue, N/V, breast tenderness


3.  Pelvic exam


-bimanual exam



-signs of early pg:




-Chadwick’s Sign—





-speculum to see cervix





-cervix will be cyanotic




-Hegar’s Sign—





-cervix feels soft with finger


4.  Feel for fetal parts


-movement starts at 16-20weeks (later with 1st time moms)



-listen for fetal heart tones



-can feel uterus after 12 weeks—comes out of pelvis



-2 ways to do fetal heart tones—




1.  fetoscope—18 weeks until you hear it—more specific for the sounds and positions and locations of things




2.  doppler—most common





-jelly, type of ultrasound—mom hears it too


5.  Ultrasound


2 ways—




1.  abdominal—see gestational sac at 5-6 weeks after LMP




2.  transvaginal ultrasound—see same at 3-4weeks

After the Dx of Pg(come back next week for Hx and PE—

-prenatal care—what the pt does for herself qd



-we assess her and make sure she’s doing what shes supposed to


-1st prenatal visit—1 hour long



-talk to her



-Hx—




-PMH




-PsurgicalH




-PSH




-sexual Hx—STDs, etc




*OB Hx—most important





-grava, para, complications, baby, etc




-nutritional Hx




-FH—DM, HTN (maternal)




-FH—genetic defects, stillbirth, SIDS (maternal and paternal)



-PE—




-heart and lungs




-palpate thyroid




-ask if any lumps, etc




-quick



-Pelvic—




-pap




-culture for STDs—especially chlamydia and gonorrhea 





-chlamydia can be asymptomatic and both can cause premature labor and a sick baby




-bimanual exam—estimate how big the uterus is in cm






-tangerine—6-8wks—6-8cm





-orange—10wks—10cm





-grapefruit—12wks—12cm





-1cm = 1wk




-12 weeks—feel fundus come up from the pubic bone




*20 weeks—her fundus is at the umbilicus—ALWAYS




-if uncertain about due date, or near 20 weeks(ultrasound—its reliable up to 20 weeks




-after 20 weeks—the ultrasound can be up to 3 weeks off; b/f 20 weeks you come real close to the due date



-Take Fe—may make nauseous




-take at night




-take 2 flinstones with Fe qd



-lab slip(



-CBC—anemia




-blood type and Rh




-antibody screen—for Rh- women




-rubella titer (immune to rubella?)




-HepB surface antigen




-HIV—voluntary




-RPR—syphilis—LAW




-complete UA with culture





-UTI / bacteriuria



-talk about(



-change her habits—need to do it early




-diet—keep diary for 3 random days




-exercise—stay active—don’t do anything stupid




-smoking—even cutting back is progress





-# 1 cause of LBW





-associated with sick kids and premes





-higher incidence of lung ca in kid whose mom smoked even if the kid never smokes




-etoh




-recreational drugs




-sex—can have if no blood / dyspareunia




-common discomforts—N/v, etc




-danger signs—





-cramping(call—may be growing pains





-cramping with bleeding(95% will have miscarraige





-bleeding—alter activity and can go away




-WIC—food coupons




-“right from the start”—keep contact and get what they need

--Come back in one month—


-up to 28 weeks—see them 1x/mo unless need to see more often

-28-36wks—q2wks

-36-40wks—qweek

-if past due date (40 weeks)—see 2xweek
--Due Date Establishment—do all


-see wheel handout


-Nagel’s rule—add 7d to first day of LMP and subtract 3mo


-estimate uterine size


-measure the fundal height



-measure in cm—top of pubic bone to the top of the uterus from the outside (20wks = 20cm)



-labor—usually 38-40cm


-listen to fetal heart tones(hear at 12 weeks with doppler



-ultrasound(

*then take the due date from the LMP if they are all within 1 week


-if the ultrasound is a week off(use it

--14 weeks—


-AFP—



-voluntary



-baby makes AFP—circulates in the amnionic fluid to mom’s blood



-so b/t 14 & 19 wks



-uses exact fetal age, mothers weight, and DM or not to calculate the result



-does not conclusively tell if there are birth defects



-tells only that there is a increased risk or not of having these problems



-high FP



-down’s, neural tube defects, trisomy 13, 21



-then she decides if she wants more in depth testing(amniocentesis(



-definitive test but significant risk of miscarraige, infx, etc



-can also follow with ultrasounds to see problems



-AFP is done early to see if the pt wants to terminate the pg—cant fix these dzs



-there is some correlation b/t increased AFP and problems with the placenta—labor problems, etc



-document explanation and refusal of AFP




-make the choice theirs

*At Every Visit(

-listen to heart tones


-fundal height


-BP


-UA—look for glucose and protein


-BP and UA tells you how well the mom is handling pg


-fundal height—tells you how well the baby is growing


-heart tones—fun—120-160bpm

--14-18wks—


-keep doing all of the previous stuff and add(


-she is now most receptive to education



-she feels and looks pg



-ask her/talk to her(



-feel quickening (16-20wks in general)




-skin changes—linea negra, mole changes, etc




-breast feeding and its benefits




-who take care of baby




-signs of preterm labor—bleed/cramp




-preeclampsia—her body not dealing with the pg





-increased BP





-proteinuria





-sudden edema—more than just the feet—can gain 7lbs in a day (face, etc)





-very serious—can progress to toxemia(seizures and death





-good nutrition (high quality protein) and decrease stress can reverse

--24-28 wks—


-O’Sullivan’s Test



-for gestational DM



-can be done anytime but best is between 24-28 weeks unless Hx of DM, obese, or strong FH



-high incidence of getting type 2 DM later if have gestational DM



-not fasted—eat good breakfast



-outpt. lab



-serum glucose



-drink glucola—50g glucose (thick orange and sweet)



-1hr(serum glucose




-<140 mg/dL = nl




->140 mg/dL(do 3hr GTT(need to schedule with the lab




-3d of very high CHO diet then fast for 12 hrs(drink 100g glucose (glucola) and follow serum glu qh for 3h—each needs to be under certain values



-gestational DM is associated with high chance of birth defects



-she says FBG is up normally?


-if medicaid(sign tubal ligation forms if they want that


-review danger signs of preterm labor—



-cramp/bleed



-movement of baby



-water break


-use hands to figure out what position the baby is in(need practice—make a system



-Leopold’s Maneuvers—4 steps—see pg. 87



-woman lay flat



-start at the fundus and feel it




-head is round and hard




-butt is too




-back is smooth and flat




-small parts move and feel bumpy




-presenting—bottom part



-differentiate b/t head and butt—hold body and move it—if body doesn’t move it’s the head



-feel for cephalic prominence

--36wks—


-do all same old stuff—UA, BP, fundus height, heart tone


-group B strep—



-cotton swab on outer 3rd of vagina



-lives in GI, can go to vagina



-increased risk of UTI if in urethra



-problems for the baby



-if + culture(tx with abs during labor



-ampicillin IV (clindamycin of ALL)



-at least 4h prior to labor


-RFs—(give abs)



-preterm labor (<37 weeks)



-ruptured membranes >18h



-fever during labor—>100.5


-causes pneumonia in baby(sepsis; picture of meningitis


-healthy birth then crash fast(can die within 1d


-anything abnormal(blood culture, CBC, Xray(amp and gent now, if culture good in 2d(stop



-if clinically think its bad(full week of abs


-Cervical Exam—



-look for any changes—



-Bishop’s score (table)




-dilation—how open the cervix is




-effacement—how thinned out the cervix is (%)




-station—where the fetal head is in relation to the ischial spines of moms pelvis





-line from on to the other(zero station




-consistency of cervix—firm, soft, mushy




-position—if high and posterior(not ready





-anterior—more ready




-thin, soft, dilated, anterior, far down presenting part(more ready



-cervical exam only tells you right now—not tomorrow or 1h from now




-always ask yourself what info do I need now to do this test and if it is worth it

--40wks—


-ready to have baby


-reassure them(no reason to induce labor


-stripping the membrane(finger b/t uterus and amnionic sac(release prostaglandins(labor in few days


-schedule weekly nonstress tests (higher morbidity and mortality after 40wks)


-biophysical profile


-if get to 42 wks (very high risk of problems) and the cervix is ripe(induce labor


-give prostaglandins(cytotec(put up against cervix and leave it there


-if that doesn’t work(IV pitocin(contractions



-high risk of fetal distress, C-section, etc

Other to do’s thru prenatal care—


1.  preterm labor—screen and educate



-at 37 wks baby will be ok; b/f 34 wks(baby will have trouble



-RF—




-FH of premes




-previous preterm labor




-<17yo (to do with nutrition and lifestyle)




-increased stress—physical, emotional; increased anxiety




-poor nutrition—anorexia, etc




-multiple sex partners—more chance of STDs




-recurrent UTIs—toxins from Ecoli can cause contractions




-keep the baby in as long as you can


2. RhoGAM



-mom RH- (get RhoGAM at 28wks and again within 72 hrs of delivery



-if mom is Rh- and dad is Rh- (no need



-if mom is Rh- and after delivery, baby is too(no need



-Rh- --no factor



-if baby is + then dad must be positive



-if dad is positive and mom is – then baby can be either



-if the baby’s Rh+ intermingles with mom’s Rh- (mom makes abs to the Rh factor—this wont affect this pg but it will affect subsequent pgs and it is additive



-baby can die



*doing it to protect future pgs

Tests To Assess Well-Being of the Baby—


-some give false results—look at the whole picture and repeat in 24h


1.  fetal kick count—eat a meal or drink OJ



-lie on L side



-count how long it takes for baby to move 10x—should be less than 2h


2.  nonstress test—do in office or L&D triage



-measures fetal heart rate in response to fetal activity



-fetal monitor—2 belts—top and bottom of uterus



-1 belt—constant printout of fetal HR



-other belt—measures uterine pressure



-clicker—mom pushes when baby kicks—mark on fetal heart tone sheet



-reactive is normal—HR increases by at least 15bpm over a period of 15s (stays up)




-should happen at least 2x in 20min



-should be on monitor for >1hr 



-soda/juice/IVF—wake baby up if no good lines



-with a reactive test(do it weekly (unless high risk situation)




(autonomic NS one of first to show problems)



-nonreactive—needs further evaluation that day




-ultrasound(



1.  basic ultrasound with amnionic fluid index (gets amount of fluid)




2.  biophysical profile—series of 5 assessments





-each gets a score of 0-2—best score is 10





1.  fetal breathing movements





2.  gross body movements





3.  fetal tone





4.  reactive fetal HR





5.  qualitative amnionic fluid volume






-AFI <5 = oligohydramnios






-AFI 5-8 = boarder






-AFI 8+ = Nl





Scores—





8-10 = nl






6 = equivical—repeat in 24h—if same(problem





<4 = problem




3.  contraction stress test (CST)





-response to stress of a contraction (decrease BF to uterus and placenta)





-to be nl there needs to be no decceleration





-contractions—






1.  naturally occurring






2.  small dose of pitocyn






3.  nipple stimulation





-want it to be negative





-if positive(abnl(means theres been repetetive deccelerations





-3 contractions in 10min(if all 3 show decrease in HR(positive test(need to deliver

Chapter 19—


Fetal Growth Abnormalities—



IUGR (restriction)—Biggest problem—




-fetal weight is in lowest 10%ile of nl (based on nl weight for specific gestational age)




-increase perinatal mortality rate 7-10x



2 kinds—




1.  early onset—irreversible





-decrease in size of organs and function





-less cells





-ass with HTN, genetic, infx




2.  delayed onset—nl # of cells





-cells are smaller





-reversible with adequate nutrition





-associated with uteroplacental insufficiency



-main etiologies of IUGR—




-mom—cigs, nutrition, HTN, cyanotic heart dz




-fetal—congenital infx (rubella, CMV, etc), anomalies—genetic abnls, congenital heart defects





-ask mom if she had flu-like sx

-Dx of IUGR—


1.  suspicion / previous IUGR



-poor lifestyle choices



-chronic HTN


2.  confirm with serial ultrasounds—every few weeks / months

-goal—deliver healthiest infant in most optimal time—fine line

-determine the cause

-promote growth

-monitor for compromise (nonstress, biophysical)

-should be born where there is good prenatal care—not broaddus


-Fetal Macrosomia—



-wt in the 90th%ile or higher



-4000-4500g (9lbs)



-in FH can be nl




-problems—




-too big to come out




-stuck on way out—shoulder dystocia—out in 10min or baby will die



-associated with fat mom, excessive wt gain, DM



-suspicion increases when there is a discrepancy between fundal height and where you think it should be




-4cm or more(problem



-r/o—multiple gestation, polyhydramnios, tumors (leiomyoma, etc)

Terms in Statistics—


--talked about in rates (# in 1000 pgs)


-maternal death rate—occure during pg or labor



-only if cause of death is directly related to pg


-fetal death rate—born without any sign of life—stillbirth


-neonatal death rate—born active but dies within 2-8 days of life


-total perinatal death rate--# of fetal deaths plus neonatal deaths
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Prenatal Care Drug Categories—


Category A—safety has been established thru human studies



-very few



-e.g. Tylenol


Category B—most of them



-presumed safety based on animal studies



-not 100%


Category C—uncertain safety



-animal show adverse effects



-e.g. Ca++ channel blockers


Category D—unsafe



-evidence of risk



-risk vs. benefit ratio



-e.g. paranoid schizophrenic—need drugs



-e.g. antiseizure meds(birth defects


Category X—highly unsafe



-risk always outweighs the benefit



-e.g. ACE inhibitors

LABOR—


-changes before labor begins—lets you know you’re close



-baby drops into position—2-3wks before delivery date (if drops in the day of labor—worrisome



-see signs of labor handout



-zero station—biparietal diameter is b/t the ischial spines



-head needs to be in the pelvic inlet (lightening / drop-down)



-bachaches



-increased vaginal d/c



-lose mucus plug—b/t cervical canal is mucus—when it comes out the cervix is shortening (effacing); there will also be blood in the mucus—bloody show



-last 24h b/f labor—diarrhea—body cleaning itself out



-not hungry



-burst of energy



-MOST common sign—contractions



-Braxton Hicks contractions—contractions with no cervical dilation (band toning up b/f the show)




-a good thing




-how to tell if really in labor—





-change activity—this will make Braxton Hicks subside





-hot bath—relax—if Braxton they will go away





-in true labor when you relax, the parasymp NS takes over and the contractions actually get STRONGER


-when to come to the hospital no matter what—



-water breaks (note color)—need to be checked



-bright red vaginal bleeding esp without mucus



-regular contractions getting stronger and more frequent and each one lasts longer (more important than frequency)



-nl labor 30s contractions? See text



-at 4cm—45s-1min contractions (has to stop walking and talking during)

-when they come in—



-triage



-nonstress fetal monitor (2 belts)




-can tell if real contractions




*listen to the mother



-if not ready (cervix 1 finger)—walk around and come back in an hour—if no cervical change(go home


-labor—uterine contractions that CAUSE cervical change


-if they are in labor(admit to L&D



1.  focused Hx—already have copy of initial in depth Hx and flowsheet of prenatal care




-whats going on now




-cervical exam




-fetal heart tones (reassuring pattern)




-pelvic



2.  CBC




-anemia, increased WBC, pH count



3.  type and screen blood and do UA



4.  Leopold maneuvers—




-fundus




-run fingers down (find out where baby facing)




-etc



5. cervical exam—




-effacement (%)




-dilation (cm)




-consistency (soft/firm/anterior/posterior)




-station of baby’s head (head vs. ischial spines)





-e.g. if head is 1cm above that line(-1cm





-if –4 then head not in the pelvic inlet yet(if 1st time mom this is not good—wont fit





-past zero station(+1,+2,etc


-if water broken(sterile gloves



-#1 way to introduce bacteria is the clinicians hands(post partum infx


-sutures—sagital/coronal/lambdoidal(these come together to form:



-anterior fontanel—shaped like diamond



-posterior fontanel—shaped like triangle



-use these to tell what position the head is in



-if all good—should feel posterior fontanel


-when to do a sterile speculum exam:



-big gush of water (nl drip down leg)



-if not sure to do a digital (may not be in labor)



-nitrazine paper—measure pH of fluid—if blue(amnionic fluid



-microscopic—ferning test—amnionic fluid looks like a fern



-if it is amnionic fluid and she’s not in labor—need to start thinking about inducing

Stages of Labor—


1.  cervical dilation stage



-from closed to open 10cm (practice with coffee cup)



-2 phases:




1.  latent phase (of active labor)





-0-4cm





-can still talk and walk





-contraction q 10-20min





-encourage to walk, shower, sleep





-keep her calm with few distractions





-uterus has 2 types of fibers(





-linear fibers—parasymp NS






-circular fibers—symp NS






-linear cause dilation—want this—so keep her relaxed so the parasymp NS predominates





*rush of catecholamines just before she gives birth—thrash around





-labor is a sexual event




2.  active phase





-4-8cm





-she stops talking/walking on contractions





-speed up





-contractions stronger and longer





-use breathing techniques—deep slow breathing(relax





-external fetal monitor(does not improve fetal mortality rate—only increases C-section rate





-just watch the baby—listen to fetal heart tones q 30 min, an listen for a minute or 2 after each contraction





-by the end—she is 8-9cm?



Transition phase—hardest part of labor





-shortest part of labor





-15-30min long





-q pt will say I cant do this anymore—they want drugs





-its too late for drugs (wont be able to push)—talk her thru it





-contractions 1min long with only 30-60s in b/t—they are right on top of eachother





-needs support





-breathe any way





-e.g. turtle neck on just b/f head pops thru





-vomit, shake uncontrollably, express fear, feel like going to die(ALL NORMAL—tell them that





-now completely dilated


2.  expulsion phase



-lag time b/t full dilation and when she wants to push (switch from parasymp to symp)



-passageway is 2 step forward 1 step backward process(that helps(



-strengthens vaginal mucosa slowly so she doesn’t rip




-massage fluids from the baby’s lungs


[Cardinal movements of labor]—done to show us how the fetal head adapts to the ony pelvis



1.  engagement



2.  descent



3.  flexion



4.  internal rotation



5.  extension



6.  external rotation



7.  expulsion




[the head drops into the pelvis (engagement); descent thru zero station; head flexes (smallest diameter); shoulders are oblique; at zero station(internal rotation—b/c ant/post straight—face faces sacrum]



-back to expulsion phase




-head out from sacral curve and out from pubic bone—2 forward and 1 back ends(this is crowning




-BE PATIENT




-put hands around perineum and hold the head so it doesn’t tear




-head out(




1.  wipe baby’s face





2.  suction the mouth (bulb syringe)





3.  suction the nostrils





4.  reach fingers in and see if the cord is there—if tight—cut ot or loosen it




-on the next contraction(there will be an external rotation by the baby—head will turn to get in alignment with the shoulders—best way to come out is AP





-anterior shoulder comes out first





-posterior shoulder next





-down then up





-baby will be very slippery and cute





-usually will breathe spontaneously






-when the squeeze from the vagina is gone the pressure decreases(inhalation

NEXT—


-towel to keep warm


-give baby to mom (unless something is wrong)


-don’t drop the baby (probably on the exam)


-keep warm—loses heat quickly


-no rush to cut the cord (again, as long as nothing wrong)


3. 3rd  stage of labor



-trickiest part



-criticle—mom can hemorrhage



-uterus starts to shrink down(placenta cant hold onto wall(sloughs off(time varies—2min-45min



-if nothing by 1h—get it out



-most common cause of 3rd stage post partum hemorrhage(you don’t know what your doing




-try nipple stim—oxytocin—contraction



-Placental separation—




1.  one gush of blood




2.  cord gets longer




3.  uterus gets round, rises, and b/c mobile



-to get it out(steady traction to the uterus (other hand on abd)—be sure it is separated first



-now we can breathe easier



-make sure all there—3 vessels, etc


4.  4th stage labor



-after placenta born until 2 hours later



-lost high volume—body is stabilizing



-lots to drink—keep calm



-examine perineum and see if need stitches



-perineal lacerations—




1( tear—just skin—no stitch




2( tear—thru skin and subq vaginal mucosa—sew




3( tear—into rectal sphincter





-incontinence if don’t put back together




4( tear—in rectal mucosa—if miss the stiches(stool in vagina

Fetal monitoring—


-external fetal monitor—belts


-internal fetal monitor—wire with electrode on it—screw it into baby’s scalp—very accurate


-intrauterine pressure catheter—tube with a transducer—put in and measures baby HR


-monitor for decels—see handout


-late decel—starts after contraction and lasts longer than the contraction




-needs close attn




-can be attributed to(uteroplacental insufficiency





-hypoxic(decrease HR




-needs to come back up within 30s(if not(try scalp stimulation(if HR goes back up then still OK





-if nothing happens on scalp stim—pH <7.2(needs to be born immediately



-variable decel—no relation to the contractions




-happens anytime and not same time on each one




-ass with cord compression




-alleviate by changing moms position




-can turn into a late decel




-might be OK might not



-early decel—mirror image of contraction




-head is being squeezed




-this is a normal finding in the second stage

Episiotomy—


-she is anti-episiotomy


-2 types



-midline—straight to rectum



-mediolateral—off to side


-don’t really need—perineum will stretch



-only in an emergency


-lithotomy position—some king made it up—just helps dr to see—not a physiologic position


-she should be in the position that she likes—e.g. hands and knees


-after episiotomy—scar tissue—doesn’t strtch well


-rip during delivery vs. episiotomy—rip is better—heals better for next delivery
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APGAR score—(Virginia)


5 characteristics—


-do at 1, 5, 10 minutes


-somewhat subjective


0
1
2

HR
None
<100
>100

Muscle tone
Completely limp
Little floppy
Active / hold self

Resp effort
No effort
Not working very hard
Trying to breath

Reflex activity
None
Grimmaces
Cough sneeze, cry on suction

Color
Entire body blue, purple, pale
Body pink, extremities blue
pink

Scores—


7-10—healthy, no active distress—rub back and keep warm


4-7—mild-moderate distress—may need—



-deeper suction



-PEEP



-tactile stim



-O2


<4—immediate resuscitation—



1.  intubate



2.  compressions

*always put apgar on delivery note—put 1, 5, and 10 scores


-gives picture of what baby is doing

BONDING—


7-10 apgar(give to mom


-during the first hour after birth—mom and baby fall in love with eachother



-b/c of hormones in mom and baby, they develop a dependency upon eachother



-affects personality and how baby grows



-rule of the teacher of her’s(no interruptions for 1 full hour after baby born—better relationships b/t mom and baby

Immediate Newborn Care—


-after the hour with mom


-if breastfeed(nipple right away



-they have the suckiling reflex


-State law—use eye prophylaxis—EMYCIN-based ointment—protection from gonorrhea and chlamydia(if mom has(baby get in eyes(serious infx(w/out tx(blindness


-vitamin K injection—



-K made by bacteria in the GI—baby doesn’t have any yet



-very rare condition—baby can hemorrhage b/c no K



-wait on all procedures until 8d if no shot



-K is nl at 8d old

JAUNDICE—


-very common


-in utero—larger and more hgb (2nd hand O2)


-out(breakdown hgb(insoluble bili(liver(water soluble(excreted in feces


-immature liver(jaundice (this is pre-hepatic)


-physiologic jaundice—starts 3rd day


-if it starts when born or first day(ABO blood incompatability, etc—check it out


-see in head, face—then it works its way down


-push on baby’s skin and look at color where you blanched it


-earlier jaundice(bigger problem


*nl bili level should be no more than ½ of the baby’s BW in KG


-only a problem if high enough for long enough to cause deposition in brain(brain damage, etc

CORD—


-keep dry and clean


-Qtip with etoh—clean it q time you change the diaper


-red around skin(problem


-falls off week or two and smells funny right b/f it falls off


-keep it above the diaper so it stays dry

Post-Partum—born to 6-8wks—


-do exam at 6 weeks


-uterus involutes to the pre pg size (4-5cm)


-if it doesn’t involute(


-infx(signs—




-mom toxic—endometritis—group B strep / E coli





-tender uterus








-looks toxic





-fever





-foul smelling d/c (possibly)


-lochia—d/c after birth



-nl



1. bright red—heavy menstrual period—soak pad ½h to one hr then slow down



2.  dark red



3.  brown



4.  pink



5.  clear



6.  gone



-women sometimes do too much—can rebleed



-if it goes backwards in the list(stop activity



-off feet 10d—not a bad idea



-arrange care before the baby is born



-don’t lift anything heavier than the baby



-no strains



-better care in the first week(quicker they will recover


-cervix closes and shrinks


-vagina goes back to original size



-doesn’t get muscle tone back—next baby—easier pushing


-over few months(return of ovarian fnct—cycles within 2mo


-birth control


-can be pg within first 2 months of delivery


-if breast feed(takes longer—4-6 even 1.5 years for cycles—not a form of bc

-Perineal Care—


-stitches—reabsorbable—couple weeks


-keep dry as possible


-dermoplast—spray


-lay down with towel—legs apart


-peribottle—wash with O2 after go to bathroom

-bowel mvt—


-avoid constipation—drink H20/eat fiber


-warm compress against stitches

-Sex—


-rule of thumb(>week after d/c is gone


-should wait 6 weeks


-no tampons if d/c

-Breast feeding—


-primary function


-prenatal preperation—



-inverted nipples—pull out 1x/d and rub


-find comfortable position


-nipple goes up on baby’s palate—tongue to get milk


-as much aereola in mouth as possible—or else more sore


-no schedule—q1.5-2h then less as grows


-1st 2d—colostrum—



-thin, sticky



-antibodies, protein, hi calories, laxative effect—for meconium plug


-then milk comes in—breasts engorge



-big, firm, tender



-have baby nurse or—




-hot shower




-sink full of hot H2O




-don’t manually express it(block duct(mastitis



-slight fever when milk comes in—99 degrees—if its higher(check other sources of infx

Post-Partum Depression—


-various levels—


1.  baby blues—mildest



-overwhelmed



-sleep deprival



-pass by 1st few days



-talk her thru it



-let someone take care of the baby so she can sleep


2.  post partum depression—



-after a week



-lose weight



-anhedonia



-cant sleep



-classic signs of depression



-FH/Ph + for depression



-SSRI—Paxil—can use in breast feeding



-2-3 months(or else progresses to(
3.  post partum psychosis—



-ADMIT—baby in danger



-often will kill the infant



-need antipsychotic



-think baby is evil



-haldol, prolixin



-was psychiatrically nl before this



-easy to miss, but don’t

-2-3 weeks—maternal physiology back to normal

ABNORMALS—

1st trimester bleeding—(1st 12 weeks)


-1 in 4 pg end in miscarriage 


-may be higher—ones who never know


-causes of spotting—



-nl pg



-implantation bleeding (happens at time of period or a little after)




-where inplantation occurred



-vascular cervix—intercourse(bleed



-subchorionic hemorrhage—see on ultrasound—bleeding b/t placenta and uterine wall




-can resolve or continue to miscarriage



-threatened abortion—still bleeding



-inevitable abortion



-missed abortion



-incomplete abortion



-ectopic pg



-molar pg—rare—a chaotic mix of tissues—not recognizable as human


-Spontaneous Abortions—



1.  threatened abortion—




-bleed at >20 weeks  




-with or without cramping




-no cervical change




-tx—pelvic rest (no sex, no tampons)





-keep calm—vistarel





-increase fluid intake





-if Rh- (RhoGAM




-can progress to(


2.  inevitable abortion—




-bleed >20 weeks




-cramp




-cervix opening—see on spec




-Tx—nothing you could do to save the baby





-stabilize her





-IVF





-blood loss—watch hgb-- >L





-do D&C—evacuates uterus so it stops bleeding



3.  complete abortion—




-everything already expelled




-she may come in and its already over




-lite bleed, no cramp




-get b-hcG level




-make sure goes to zero



4.  incomplete abortion—




-b-hcG not at zero




-placenta left behind




-may still need D&C




-doxycycline to prevent infx




-RhoGAM if Rh-



*3 and 4—can use methergen for bleeding



*if need D&C—wait 6 nl cycles b/f trying to concieve again—




-normal period—only top layer sloughed




-D&C—all 3 layers gone(if pg sooner—placental problems—cant implant well



5.  missed abortion / blighted ovum—




-fetus died but not expelled




-ultrasound—discrepency b/t gestational sac and where it should be for that time




-measure and follow hcG




-can wait for mom to expell on own if she wants (1 week)—but increased chance of infx and rare but serious complication is DIC



-choriocarcinoma—invasive CA




-from left behind placental tissue




-kills young women




-e.g. miscarriage and no follow up(hcG is still up but don’t know it





-rapid and invasive, rare but virulent




*get D&C to protect—no more tissue left to originate from

--if miscarry in 1st 8-12 weeks(90% of the time it is b/c of a chromosomal abnormality


-nothing the mom did—couldn’t stop it


-usu “get over” it after babys due date


-acknowledge the pg—don’t discount it


-if they wanted it—sad


-if they had mixed feelings—guilty

-RF for spontaneous abortions—


-high parody


-increased maternal age (35-40—7 fold increase)


-increased paternal age


-conception within 3 mo of birth

-2nd trimester and after miscarry(reasons—


-maternal infx, viral, STDs, endocrine (DM, HTN, thyroid d/o), decreased production of progesterone

-early on—the corpus luteum makes the progesterone(16 weeks—placenta takes over(if there is a lag time(there is a decreased level of progesterone(miscarry

-spontaneous abortion(smoking (1 pack/day—2 fold increase, etoh)

-uterine factors of spontaneous abortion/miscarriage—


-leiomyomas


-bicorneate uterus—2 horns


-separation in the middle

-Asherman’s Syndrome—


-scarring where D&C went to deep(if placenta implants there it will ba an abnormal implantation

>2 consecutive or a total of 3 spontaneous abortions(look into the previous list for a reason


-e.g.—early(genetic counseling

-other reasons for bleeding—


-ectopic pg—always need to rule out(do hcG—if its high, but not where you expect it to be for the number of weeks(ectopic



-tube—most likely site



+/- pain(if + (tube can rupture(surgical emergency



-also(in cervix, outside uterus



-can r/o with ultrasound unless really early in pg


-increased hcG and nothing in uterus on ultrasound(ectopic pg should be high on the list


-methyltrexate—kills fetus and gets expelled on own



-ectopic pg—never viable—never go to term—rupture 13-14th week


-if don’t use methyltrexate(surgery



-salpingectomy / salpingotomy—get scar tissue—could occlude

Bleeding historical questions—


-how much


-pain / cramps


-precipitating events (intercourse, etc)


-fever (infx)


-drug use


-recent infx


-previous miscarriages


-previous uterine surgeries

PE—


-assess hemodynamic status—BP / orthostasis


-bimanual exam—



-size of uterus



-CMT



-spec(dilated cervix / blood

Labs—


-b-hcG


-CBC with plts


-r/o DIC—PT, pTT, fibrinogen, split fibrinogen products


-may need surgery(type and Rh

Induced abortion—


-legal—Roe v. Wade


-give her all of the info / provide a way to get it


-explain all options objectively—she needs to examine all



-induce



-keep



-have and put up for adoption


-14-15wks—most clinics wont do (higher risk of complications)


-need to be at least 6wks pg


-find them in the yellow pages


-Methods—



-medical abortion—methyltrexate and cytotec




-miscarry within 3-4d




-problem?



-surgical abortion—




-D&E—dilitation and evacuation




-curettage (scrape wall)




-ultrasound at time to verify pg and determine # of weeks




-abs for a few days




-BCP



-don’t judge her(but get her on BC

--3rd trimester bleeding—


-shes scared no matter what it is


-we set the tone—don’t let them know youre scared—stay calm


-voice low


-keep yourself ahead of the game


-Causes / Sites—



1.  vulvar—




-varicose vein rupture




-tear / lac—high index of suspicion for abuse



2.  rectum—hemorrhoid



3.  vagina—clear spec




-lac




-bad yeast infx




-inspect



4.  cervix—




-enlarged glandular tissue—Nl




-polyp, nodule(use silver nitrate sticks—touch the area and the bleeding will stop




-friable cervix—cervicitis from chlamydia or other STD




-unusual growth—CA



5.  if the cervix is not bleeding(intrauterine bleed




a.  placenta previa—placenta implanted in an abnl location (ahead of baby)





--nl—should be at fundus—best





-4 stages of previa—






i.  complete PP—completely covering cervical os—need C-section or else high chance of death / hemorrhage






ii.  partial PP—placenta partially covers os






iii.  marginal PP—at the edge of the os





-if it happens early in pg—just follow with sequential ultrasounds—placenta may move away(will do so by 26wks—as the uterus grows, the placenta migrates to more vascular tissue (fundus)




***PP(PAINLESS BLEEDING




-clue—couple instances of spotting




-catastrophic bleeding—when cervix effaces and dilates (29wks and on)




-2 warnings then BLAMMO




-if she spots—check within 24h




-TX—





-try to take her to delivery b/f she hemorrhages (keep baby in as long as you can)




-RF of PP—





-multiple gestation





-increased parody





-increased age





-previous uterine surgery (C-section / IUD perforations)

-D&C and pg too soon




-29-30 weeks—most common to see first bleed




-painless bleeding in 3rd trimester(no vaginal exam**





-do double set-up—sterile spec exam in OR—just in case





-get ultra and call OB




b.  Placenta Accreta—placenta invaded the muscle of the uterus





-need hysterectomy when baby is born—only way to stop the bleeding




c.  Placenta Abruptio—PAINFUL





-placenta disengages at the wrong time






-b/f labor






-during labor






-it lets go b/f the baby is out






-TRUE EMERGENCY







-baby compromised—no O2/nutrients







-women hemorrhage





-wont stop bleeding until the baby and placent are out—closes up





-ABD exam—abd is rigid and board-like






*epidural will mask sx






-if rigid and bleed—10 things it could be and the first nine are placenta abruptio





-CANT MISS





-no ultrasound—don’t hesitate





-the pain is constant—not like the contraction pain that comes and goes





-vital changes—






-baby HR increases >160, then falls to brady <100 and stays there






-mom gets hypotensive and tachy(feels faint, dizzy, and passes out





-sometimes just part of the placenta lets go(more time but still not good




d.  Vaso Previa—





-lack of Wharton’s jelly b/t cord and placenta





-the vessels are not protected at this certain spot—just where it enters





-abnormally the cord inserts at the sideof the placenta(so part of it is ahead of the babys head(cord ruptures(BABY BLEEDS





-very rare





-mom OK





-baby is losing blood
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Gestational DM—


Ch. 16


-Very important—complicates 2% of all pg


-Classed by American Diabetes Assn—


-Class I—Type 1 DM—kid



-hard to control



-brittle



-immunological destruction of B-cells—viral ? / autoimmune?



-NEED insulin



-no OHAs



-associated with DKA—when Pg DKA chance is much higher—life threatening for mom and baby


-Class II—Type 2 DM—



-adult-onset



-glucose intolernce



-enough insulin(cells resistent



-usu overweight



-rusty gates



-genetic tendency



-pg or not(1st step is diet and exercise (more)



-exercise decreases insulin resistence



-if diet and exercise doesn’t work(cant use OHAs when pg(need insulin


-Class III—Gestational DM



-DM in Pg



-new onset of glucose intolerance



-usually resolve after pg is over



-+FH of DM



-increased risk of getting class II DM later in life



-educate about diet and exercise

-Pregnancy is a diabetogenic state—


-placenta makes HPL—



-anti-insulin hormone



-as placenta grows—HPL increases(increased risk of gest DM as pg goes on



-HPL—promotes lipolysis(increased serum FFAs




-decreased glucose uptake by cells



-need to monitor close throughout


-estrogen / progesterone—also increase glucose intolerance


-insulinase (from placenta)—degrades insulin


*placenta increases moms glucose levels

-Renal changes—increased RBF and GFR(incease of diffusion of glucose into the renal tubules past the renal threshold(nl to spill glucose into urine—300mg/d


-there is not a good correlation between urine and serum glucose levels(not good to manage that way


-increased glucose in urine(increased risk of UTI



-2x the risk when have gest DM

-other complications—


-2 fold risk above nl of incidence of pg induced HTN (PIH) and preeclampsia


-increased risk of spontneous abortion and stillbirth


-increased risk of polyhydramnios (>2000mL)



-preterm labor



-abruptio (when membranes rupture)



-hemorrhage (uterus stretched)

-RF for Gest DM—


-previous large infant (>4000g)


-repeated spontaneous abortions


-Hx of unexplained stillbirth


-+FH DM (esp type 2)


-tendency to be obese (esp at pg)



-persistent glucosuria in early pg

*screen all pg but with RF(do earlier

-1hr GTT (O’sullivans)—


-24-28wks (hormones high enough) unless high risk 


-50% have no risk factors and still get gest DM


-eat good bkfst


-50g glucola(1hr(serum glucose( <140 = Nl


>140(3h GTT



-3d high CHO



-fast midnight b/f test



-fasting glucose



-100g glucola



-serum glucose 1h, 2,, 3h



-Nl values—




-fasting <90 mg/dL




-1h <165




-2h <145




-3h <125




-if two abnls(definite dx of gest DM

Management of Gestational DM—


1.  education with nutritional advice



-get glucometer



-aim—23-2400kcal/d




-25%fat




-25%pro—or higher




-50%CHO



-glucometer—




-fasting—90-110=nl




-2h PP after biggest meal <120/<140



-keep diary—so we get a bigger picture



-exercise—swim—best




-walk—2nd


-see qwe/q2wk

2.  if after a few weeks they cant control glucose thru diet and exercise(think insulin therapy



-weight (Kg) x 0.6 units insulin/Kg = total for the day



-divide that number up to 2/3 AM and 1/3 PM



-further divide each dose into—




2/3 NPH (long lasting)




1/3 regular


3.  monitor blood glucose





-same goals as before




-do 4x/d—with each meal and at hs—(diet exercise only do it 2x/d)




-adjust insulin to keep glucose under control




-increase insulin very slowly





-high levels(long term effects





-low levels(IMMEDIATE EFFECTS(can die


*insulin does not cross the placenta

DKA—


-come in confused / coma


-serum glucose—400-1200mg/dL


-emergency—close monitoring


-pump fluids (nl saline) as fast as you can—can be as much as 5-6L behind


-insulin drip

Potential Effects on Baby—


-more with badly controlled sugar


-3 fold increase of congenital anomalies


-Cardiac—

-VSD / ASD



-transposition of great vessels


-Skeletal / limb—



-sacral agenesis—no S



-renal agenesis


-GI—



-situs inversus


-Neuro—



-anencephaly—no cortex


-some, but not all of these are compatibly with life—explain these to mom—gives her incentive to control her blood glucose


-Macrosomia—



-4500g—can tend to have preterm labor



-difficult deliveries



-very high risk of shoulder dystocia—out in 10 or die




-fx clavicle / humerus


-neonatal hypoglycemia—



-increased glucose inside mom



-high insulin when born(no more high glucose(hypoglycemic



-happens 1-2h after delivery



<45mg/dL(can result in seizures and death


-hyperbilirubinemia—



-born and have a large body mass

-hypocalcemia—



-6-7mg/dL



-50% of babies



-well related to severity of mom’s dz



-decreased parathyroid function



-24-72h of life—lowest level



-also seizures


-polycythemia—



-don’t know why



-chronic hypoxia?



-increased EPO production?


-increased incidence of RDS—



-delayed / difficult production of surfactant—can’t diffse gases



-full term / early


-transient tachypnea of the newborn—



-tachypnea



-need O2



-weak baby


-hypertrophic cardiomyopathy—



-glycogen layed down in heart



-develop CHF



-RDS

-30-32 weeks—Daily kick counts—


-should move 10x in <2h—do QD


-nonstress test with AFI or biophysical profile (more $)—do weekly


-ultrasound Q2wks—fetal anomalies / growth

-Delivery—


-in or out


-determinnts of vaginal or C-section—



-adequacy of glucose control



-fetal assessments



-size of baby



-other factors of the mom (HTN, etc)



-gestational age



-cervix—is it ready


-if the glucose is well controlled—might induce at 38-40wks



-risk of RDS



-need neonatal resuscuitation person



-transport plan


-glucose control during labor—



-IVF—D5 100cc/h



-frequent finger sticks with sliding scale coverage

-Baby born—


-monitor—



-heel stick / serum glu—esp. LGA / macrosomic



-q30min for first 2h



-then space to q2h, q4h over first 24h



-serum Ca2+--6h, 24h, 48h




-if low—check Mg+



-check all lytes



-follow Hgb / Hct—4h / 24h


-watch for signs of complications—



-jitteriness / tremors(can progress to seizures



-apneic



-weak cry



-doesn’t feed well



-thorough newborn exam



-signs of RDS(



-tachypnea




-cyanosis




-retractions (ICS retractions, nasal flaring, grunting)



-possible birth injuries—




-Erb’s palsy—brachial plexus inury





-arm limp





-waiter’s sign—hand turned out





-resolves




-Fx clavicle—





-crepitus and doesn’t feel smooth





-dx on chest Xray

Post-partum mom—


-gestational DM—



-placenta gone—no more HPL



-glucose should return to nl within a few hours—when nl stop sticks



-no more insulin therapy



-continue with nutrition changes and exercise


-Type 1 DM—



-continue insulin but drop down as much as 50%--close monitoring


-Type 2 DM—



-stop insulin use—sliding scale—within 24h OHAs



-use glucometer at home


-All DM—



-2-4mo post partum GTT
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Chapter 16—continued—


-Anemia—



-physiologic anemia—




-increase in plasma during pg




-increase in RBC that is not proportional to the plasma increase(anemia



-true anemia—




-Hgb <10




-Hct <30%



-90% is Fe deficient anemia




-microcytic hypochromic RBCs



-Tx for Fe deficient—




-ferrous sulfate—120mg/Dl in anemia (60mg/dL in nl pg)



-see response in a week—repeat CBC in a month to make sure



-Fe constipates—




-increase H2O and fiber intake—keep taking the iron



-anemia in labor—can tolerate less blood loss



-Folate deficiency anemia—2nd most common




-macrocytic RBCs




-need cruciferous vegetables




-Tx—1mg folic acid/d




-see in alcoholocs a lot



-B12 deficient anemia—




-rare except in vegetarians—get in meat




-Tx—B12 injections



-see anemic sx in mom first—baby takes what it needs




-Sx—





-ortho hypo, dizzy, fatigue (confusong sx)



-other anemias—




-hemoglobinopathies—thalassemia, sickle cell (see these on smears)(refer to OB / high risk clinic

UTIs—


-set-ups—

-increased urinary stasis—relaxed bladder tone



-increased glucosuria


-E coli #1


-group B strep #2


*asymptomatic bacteriuria—TX THEM



-30% get UTI



-Amoxil



-any ceph—Keflex



-treat b/c E coli makes phospholipase A(increase prostaglandin synthesis(increase uterine contractions(preterm labor


-can also get pyelonephritis—



-fever



-chills



-give IVF and IV ampicillin and gentomycin


*if fever >100(can induce contractions

-Recurrent UTIs—



-3rd time—consider supportive tx




-macrodantin (Nitrofurantoin)—suppresses the bacteria




-doesn’t work for acute attack



-may have nephrolithiasis—




-pain and hematuria



-IVP—




-risk in the xray but also in recurrent UTIs (only take 1 picture)



-Tx of caliculi—high fluids, pain control

Renal Dz—


-chronic renal failure—don’t get pg



-esp avoid getting pg if in the setting of renal failure there is a Cr of >2 or if diastolic BP is >90

Respiratory Dzs—


-avoid decongestants—pseudoephedrine(increases BP


-take antihistamines


-avoid smoke / hairspray


-use saline nasal spray


-Pneumonia—



-tx like not pg



-IV abs—PCN / ceph



-no quinilones



-nebulizer tx


-Asthma—



-albuterol MDI is safe



-get off cortico inhalers if you could



-just use enough meds to keep healthy


-Cigarette smoking—



-ask every time you see her



-follow her habits



-don’t hassle her



-tell her to cut back



-supportive but not judgemental



*decrease birthweight, IUGR, increase placenta abruptio, increase preterm labor (#1)

Cardiac—


-septal defects and valve problems do well in Pg


-don’t do well in PG—



-primary pulmonary HTN—increased vascular resistance in lungs



-tetrology of fallot



-don’t get pg


-NY Classification of Cardiac Dzs—



-Class I—no sx at rest or on exertion




-handle like nl pg



-Class II—minor sx on exertion



-Class III—marked limitations with activity



-Class IV—Sx at rest—increased with activity


-General management in heart dz—



-avoid increasing the workload of the heart—




-no exercise




-decrease stress




-watch weight gain




-control BP




-prevent / correct anemia




-rest frequently in L lateral decubitus position—helps blood return from lower extremities and pelvis—and go to baby



*2nd stage labor(CO increases by 50%--C-section



-majority of pg with heart dz who die do it at or after delivery—b/c of increased workload on the heart



-PAT—most common to die



-follow with echos


-Post Partum Cardiomyopathy—



-large and weak heart



-SOB



-Xray / Echo—LV enlarged and EF down



-can resolve—6mo?

Thyroid Dz—


-pretty common


-Hyperthyroid—



-not gaining weight well



-increased HR



-Tx normally—PTU—propylthiouracil




-blocks synthesis of thyroid hormones




-doesn’t cross placenta as much as other tx’s




-can get neonatal hypothyroidism after treating moms hyperthyroidism(monitor baby’s TSH after born




-safe in breastfeeding


-Hypothyroid—



-hard to concieve



-when being treated(then they get pg



-continue synthroid



-monitor thyroid function—needs may change with weight gain



-monitor post partum—see if need to alter the dose (decrease)



-best to monitor TSH—follow pulse—




-hypo—50-60




-hyper—100




-this gives you an idea of baseline

Infx and Dz—


-Group B Strep—



-lives in GI(can migrate into vagina



-usually no problem



-endometritis—toxic—PCN / Ceph



-see in C-sections



-baby get infx(



-septicemia, pneumonia(meningitis(crash FAST





-not feed well





-temperature fluctuations





-grunting (increase work of breathing)





-seizures


-Late onset Group B Strep—



-4 wks after deliver




-meningitis





-poor feed, rigid and bulging fontanel(IV antibiotics



-give mom abs whil in labor(2 doses, 4h apart



-in precipitate delivery (very fast)(watch baby, lumbar puncture, chest Xray

STDs—


-syphilis—spirochette—can cross placenta



-routine prenatal RPR



-Sx of baby—




-maculopapular rash




-snuffle




-diffuse lymphadenopathy




-jaundice



-in +RPR early(PCN is DOC




-a lot will cross placenta and tx baby


-gonorrhea and chlamydia—



-cervical cultures at first prenatal



-if infx(inrease risk of preterm labor



-chlamydia(1 dose 1gram zithromax



-follow both with doxycycline



-antibiotic ointment when baby born


-Bacterial Vaginosis—



-overgrowth of nl flora



-Tx—flagyl—fine in pg



-Sx—




-D/C—smells fishy (increase smell after intercourse)




-Tx partner as well(better results



-Dx—whiff test—get D/C ant put potassium hydroxide (KOH) on it and smell it(fishy




-see clue cells on smear (pepper filled epithelial cells)


-Herpes—



-virus and no cure



-intermittent breakouts and sx



-culture lesion to document for sure (Tzanck culture)



-can deliver vaginally if no active lesions



-primary outbreak during Pg—worse—see book



-infected baby—




-herpes meningitis(acyclovir



-also give to mom befor due date (2 weeks)—to suppress an outbreak


-HPV—genital warts



-number increases in pg



-regress after



-baby slight risk but shows up much later as laryngeal warts—tx with laser



-net risk vs C-section(better to deliver vaginally


-TORCH—all well known to cause fetal problems



-toxo



-others—rubella, etc



-rubella



-CMV



-herpes



-CMV—




-mild flu in mom—may not even notice




-no Tx




-baby—congenital deficits—IUGR, microcephaly, HSM



-Rubella—




-mostly vaccinated




-not sure if vacc is for life—may need to repeat




-test with initial lab work




-if not immune(wait until after og to vacc




-be careful around immunocompromised people




-baby—congenital heart dz, deafness, cataracts, mentat retardation



-Toxo—




-intracellular parasite




-raw/poor cooked pork, cat shit




-outside cats usually




-don’t change litter box




-baby—mental retardation, blind, epileptic, hydrocephalus




-best bet—prevent


-HIV—



-AZT—prenatal start b/t 14-34 wks



-if not prenatal (if missed)—definitely during labor—can still help



-baby q6h for 6wks



-minimal intervention with delivery is best




-no episiotomy




-no internal fetal minitoring (srew in head)

Thromboembolic D/O’s


-venous stasis (pooling in legs)


-increase in coagulation factors


-easy to get superficial phlebitis



-doesn’t embolize



-elevation and rest



-see vein outside—knobby and tender


-DVT—



-Tx with heparin—in hospital—no coumadin in pg



-calf/thigh—swollen, red, tender, hot, painful esp if squeeze (Homans test)



-doppler study—tells if veins are compressible—if not theres a clot



-3-4d in hospital—body resorbs it



-complication—PE(



-tachypnea




-SOB




-sudden onset local chest pain




-hemoptysis




-tachycardia—MOST COMMON SIGN




-Dx—spiral C-T scan


-post partum—



-septic pelvic thrombophlebitis—




-bacterial infx of uterus(spread to ovarian veins and seeds and may move




-tx with heparin and antibiotics

Neuro—


-most common—



-epilepsy—all antiepilectics cause birth defects, but uncontrolled seizures kill mom and baby(control with minimal amt of drugs

GI—


-appendicitis—most common surgical emergency in pg



-risk of uterine irritability and labor



-but if burst(peritonitis—worse


-Irritable Bowel Dz—on meds



-consult GI guy



-control sx—steroids—affect baby but balance it out


-Hepatitis—screen initially (HBV most common)



-vertical transmission thru placenta 



-supportive tx



-if mom is a known carrier(



-active immunization with vaccine




-passive immunization with hepB immunoglobulins


-Gallbladder—



-cholestasis—3rd trimester




-from increased estrogen




-RUQ pain and itch a lot



-cholecystitis—may need laparoscopic surgery




-or change diet—low fatty foods




-very sick—increase N/V(NG tube, hydrate, sntibiotics




-stuck in common bile duct(miscarry?

Trauma—


-increased risk during pg—male who is controlling and abuusive normally(he gets physical during pg


-blunt trauma to abd(abruptio, damage to organs


-suspicious of bruises/injuries in funny places


-bite marks


-support them and give info—



-be discrete and careful



-most get killed when trying to leave the guy

Substance Abuse—


-ETOH—FAS / fetal alcohol effects—less severe form



-behavior/emotional disturbances



-slow growth



-mental retardation



-craniofacial abnormalities—flat philtrum, wide eyes


-cocaine—increased spontaneous abortion, increased incidence of fetal demise


-narcotics/opiates—



-baby—narcotic w/drawal syndrome—1st 2d (can be up to 10)—high pitched cry, tremor, poor feeding, sneezing, diarrhea(can lead to seizures –use narcan for OD

Thrombocytopenia—


-can be complication of heparin therapy


-plt <100,000 is diagnostic


-no bleeds until <20,000


-ITP—idiopathic / immune(now) thrombocytic purpura



-autoimmune



-steroids when get to <50,000 plts



-no epidurals

HTN in PG—


>140/90 is diagnostic criteria OR increase in diastolic of >15mmHg or increase in systolic >30mmHg


-2 separate occassions—6h apart


-use correct size cuff—abnormally high if too small


-position—lowest in L lateral, highest standing



-do same position every time


-PIH/Transient HTN of Pg



-develop increase in BP during pg or first 24h post partum



-follow thru pg—




-review diet




-exercise




-increase H2O




-Tx aggressively—aldomet (Methyldopa)—centrally acting antiHTNsive


-denger with HTN(preeclampsia



-triad Dx—




-HTN




-increased proteinuria




-edema (severe and sudden—face, etc)




-only need HTN and one other one to Dx



-get a 24h urine protein—0.3g or more preoteinuria(Preeclampsia



-progresses to eclampsia (was toxemia)(HA, visual changes (flashing lights), RUQ, convulsions not attributed to other causes (e.g. no epilepsy)




-Tx—Mg sulfate


-Chronic HTN—



-present <20 weeks after pg / remains 6 weeks after delivery


-cause of preeclamspia—unknown



-coagulation abnormalities



-endothelial damage



-CV system cant adapt to pg



-immune component



-genetic



-dietary deficiencies


-pathophys(innermost arteries to placenta only change so there is no high flow resistance system to placenta—also associated with vasospasm(platelets coagulate(damage endothelium


-RF—



-multiple gestation



-teens



-previous eclampsia



-sedentary/poor lifestyle/smoker


-Test—



-rollover test—28-32wks




-lie of L for 5min(get BP




-rol onto back –1min(get BP




-systolic/diastolic increase by 10(+test and strong predictor of preeclampsia


-Prevention—



-high protein diet can turn it around




-chicken, turkey, fish, or make complete proteins from incomplete



-Ca2+, Mg+, Zn, fish oils (O3 fatty acids), evening primrose oil



-control BP—methyldopa



-low dose ASA—baby asa qd—stop near term

-Emergeny if uncontrolled or HA, visual , etc(hospital for IV hydralizine

-if managed and mild(keep life low stress—bedrest and non stressed


-lay L side


-daily fetal kick counts


-home BP monitor

-convulsions(

-mg sulfate—IV/IM


-load with 4g over 20-30min


-then mg drip at 1-3g/h


-maintain good urine output—if mg builds up(as dangerous as the seizures

-narrow therapeutic window—Sx of toxic(

*lose patellar reflex—check regularly


-flushing/warm


-sleepy


-slurred speech


-muscle paralysis, respiratory difficulty, cardiac arrest—catch it early

-cure—deliver the kid (but some seizures after delivery)


-eclamptic seizure—self limited—use ONLY MG SULFATE



-support them


-HELLP Syndrome—



-hemolysis elevated liver enzymes and low plts



-vague sx—




-flu, N/V, RUQ (most consistent)



-CBC with plts



-liver enzymes



-any changes(transfer to high risk OB



-baby born very sick and premature also
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Chapter 23 and 22

Premature Rupture of the Membranes (PROM)


-rupture of the chorioamnionic membrane at least 1h before the onset of contrations


-chorion—outside


-collagen—middle


-
--inside


-RFs—



*genital tract infx—ascend tru short/dilated cervix




-possibly present b/f conception



-low SES



-poor nutrition



-smoking



-2nd trimester bleeding


-Water Broken—



-usu feel gush of fluid—run down leg



-constant trickle—no control over



-easy to confuse with urinary leakage



-vaginal secretions



-cervical d/c—pathological infx



-semen


-Need to look and see—



-sterile spec axam—




-metal sterile spec, gloves, betadine




-look for fluids(clear / colored fluid(out of os(amnionic (have her cough/bear down)



-nitrazine paper—blue=alkaline=AF (high FPs(mucus / blood will turn it blue too)



-ferning test—air dryed and look under microscope



-ultrasound—monitor it




-do AFI




-serial Uts(also add to suspicion


-Consequences of PROM—



-depends greatly on gestational age



-Term—36-40wks




-80% will go into labor spontaneously within 24h




-encourage that(




-walk around—head push on ganglion on inner cervix





-keep her non-stimulated(less people/commotion(increase parasymp NS




-nipple stim(oxytocin




-herbs—blue/black kohash




-Pitocin—harder contractions, more painful, need more analgesics(epidural



-28-36 wks—




-70-80% labor within 1st week




-1/2 in 4d




-primary risk of PROM(preterm labor



-26wks—




-30-40% will labor 1wk and earlier




-everyday and every week counts on how baby will do




-20% will gain 4 weeks with management




-Pulmonary Hypoplasia—





-alveoli don’t develop





-hard to ventilate





-multiple problems





-high mortality





-baby needs amnionic fluid to make breathing movements



-2nd problem with PROM—infection




-chorioamnionitis—10% of PROM—more b/f 30-32 wks





-fever >100





-tachy mom and or baby





-uterine tenderness





-cervical d/c





-25-30% will have +AF culture(means there’s bacteria growing in chorion(baby septic and maybe die





*keep vaginal exams to a minimum


-Other problems with PROM—

-Cord Prolapse—




-baby not in pelvis yet




-water breaks(cord goes in front of head(pressure on cord(no O2 to baby(DELIVER



-Placenta Abruptio—higher incidence with PROM



-increased C-section rate with PROM



-Amnionic Band Syndrome—




-fetal parts get entangled in amnionic membrane—stick




-deformity, growth restriction, amputation

Managing PROM—


-educate moms for signs


-look for leaking


-hospitalize when breaks


-expectant management—can sometimes seal over



-inner layer may be in tact—keep fluid in



-if no infx and baby OK(do expectant mgt


-sterile spec


-cultures—gonorrhea and chlamydia and group B strep


-in labor(vaginal exam—wait until then, review prenatal records and know for sure gestational age


-if infx or + culture(


-antibiotics to mom



-baby needs to be born



-in utero is too hostile(OUT


-assess fetal lung maturity—molecules from AF—get sample



1.  LS ratio—lecithin sphyngomyelin




-the proportion tells you




-2:1(lung is mature




-male infants in WV(may not be complete—need higher ratios



2.  PG—phosphatidle glycerol




-if present(lungs mature


-Used to do routine C-section, forceps, large episiotomy in any PROM—we though it protectd the head



-now we allow vaginal delivery—slow and controlled



-may or may not cut episiotomy


-Check color of AF—



-brown—old meconium—days



-pee soup—new meconium(baby is in acute distress



-should be clear—some white vernix floating in it—OK

Pre-Term Labor—


-most common cause of perinatal morbidity and mortality


-regular uterine contractions q 10min or less, b/t 20 and 36 weeks gestation accompanied by cervical dilation and effacement and or descent of the fetus into pelvis


-remember—if this happens <20weeks(it’s a spontaneous abortion


-prematurity is based on gestational age NOT BW


-low BW--<2500g (5lbs)—twins/HTN/malnutrition/smoking


RF for Preterm Labor—



-previous preterm birth



-smoking



-low pre pg weight



-poor wt gain during pg—both related to nutrition



-STDs



-high stress and long working hours



-dehydration



-any uterine abnls—fibroids, etc



-multiple gestation—usterus stretched out


-Combo to put into labor—



-level of oxytocin



-pressure of presenting part on cervix



-amount of uterine enlargement


-Evaluation and Mgt—



-educate mom of signs—




-cramping




-dull bach-ache unrelieved by posture changes




-lower abd/pelvic pressure




-bloody d/c (mucus plug)




-monitor for contractions—hand on uterus—gets hard




-after orgasm—contractions from oxytocin release—usu wont go into labor, but can




-come in if sx





-external fetal monitor






-shows you contractions or not






-listen to the mom





-check cervix—thin/open






-use spec if need to






-document and track it





-UA—may have UTI






-Ecoli(contractions





-STDs—cervical cultures if suspicious





-fetal lung maturity





-amniocentesis on ultrasoun—only if cant stop labor





-DELAY DELIVERY AS LONG AS POSSILE






-unless baby infx, etc(needs out





-correct precipitating events(





-e.g. UTI(antibiotics(stop contractions in 12-24h






-e.g. dehydration(IVF(1L






-will resolve spontaneously in 1d(bed rest—admit for 1d and monitor to see if cervical change

1.  Drug Tx—


-tocolytics—



-2d extra before labor



-if they work longer than that—she would have resolved on her own





-terbutaline (Brethine)—IV/PO/IM






-SE’s—tachy, feel breathless






-B-agonist





-CCBs—nifedipine—most common






-load IV in hospital—homePO






-less SE’s 





-MG sulfat—stops contractions





-wine works too



-Criteria to NOT stop labor—




-signs of infx—uterus is hostile environment




-mom has significant bleeding




-malformed fetus




-advanced labor—water broken and 5-7cm dilated




2.  Steroids—to mature baby’s lungs





-B-methasone—parenteral q week





-want at least 2 injections

Complications to fetus as a result of preterm birth—


1.  RDS / hyalin membrane dz—



-steroids help




-lungs cant diffuse gas b/c no surfactant


2.  interventricular hemorrhage—brain ventricle


3.  necrotizing enterocolitis—NEC—



-bowels turn to jelly and bleed



-bloody stools



-NPO, IV antibiotics—weeks


4.  sepsis—kills the most babies


5.  seizures—result of interventricular hemorrhage

Long Term Complications—


-bronchopulmonary dysplasia



-lung cells don’t develop correctly


-developmental abnormalities

Preterm Labor—


-incompetent cervix—no contractions but the cervix opens spontaneously—


-Tx—cerclage—tie it off—some increase risk of infx


-at 38wks—snip it off and take out


-labor—may go now, may be weeks

What we as primary care providers need to do:


-prevent rpeterm labor


-educate—



-stop smoking



-eat well



-educate about signs of preterm labor


-flexible workplace—not on feet all day—job share, etc


-STDs—be suspicious and tx


-in hx of preterm labor(prophylactic cerclage


-keep baby in as long as possible!!!!!!!!!
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Dystocia—abnormal labor—can be slower than nl or a complete cessation of the progress of labor


-labor should be a steady process

Mechanics of labor—3 P’s


-Power


-Passenger


-Passage

Uterine contractions—


1.  strength


2.  duration—



-30s—pretty short



-45s—causes dilation



-60s—very effective



-90s—towards end of dilation process



*most reliable indicator of how she’s doing


3.  frequency—



-time from beginning to beginning—optimal is q3min/3q10min

Power—


-uterine contractions—



-monitor—




-manual palpation




-gets hard and stands up (cant indent it)




*tocodynamometer (toco)—most common way





-external belt on upper uterus (part of the external fetal monitor)




-internal fetal cath—a fluid filled tube in the uterus passes the baby’s head(measures strength in mmHg



-effective contraction = >25mmHg






-50-60 is optimal



-toco will sometimes not work(listen to the mom



-intrauterine cath—believe the cath—very accurate


-1st stage—dilitation phase—



-latent—0-4cm




-can go days of starting and stopping—not an arrest of labor



-active—4+cm




-if it stops for at least a few hours here(dystocia


-2nd stage—expulsion—



-power—uterus contracts and mom bears down




-uterus will expell the kid even if mom doesn’t bear down but takes a lot longer



-interferances with power of contractions—




-anxiety—increased symp NS




-anesthesia—1st or 2nd stage





-two types—






-IV—stadol (barb)







-lasts 1h







-takes edge off pain—sleep b/t contractions






-Epidural—injected into epi sapce







-works in 1 of 2 ways








-relax mom to stop fighting labor








-blocks symp NS**--?para takes over and dilates








-in 2nd stage(need symp NS(if on epidural(have to push an extra hour to get it out




-use whole body to push—





-not flat on back





-grab knees—curl spine into a C





-work with the contractions—should get 3 good pushes during a contraction

Passenger—4 variables—


1.  size of baby—



-palpation



-ultrasound—can be off by 500-1000g


2.  presentation—



-whats coming first




-vertex—head




-breech—ass




-face




-shoulder—need C-section!





-compound—2 parts at the same time





-common is hand by head





-increased diameter of the presenting part—not cool


3.  position—



-where the baby’s back is in relation to the mom’s back




-anterior—easiest—back faces out (can be L ant or R ant)




-posterior—sunny side up





-long labor with many false starts





-head doesn’t mold like supposed to





-may need C if baby doesn’t rotate





-do happy dog to move baby to anterior


4.  attitude—



-how well the head is flexed or extended



-asynclitic—brow—cocked to either side


-fetal anomalies—anencephaly—only brain stem and head is soft

Passage—


-pelvis and muscle structure


-pelvimetry—do early and repeat in late pg


-position changes—



-hand and knee



-side, etc


-distend bladder gets in the way—pee 1x/h—if cant may need cath


-uterine fibroid / any pelvic mass


-pelvic floor muscle tone—



-higher resistance during first pg than subsequent


-epidural—relax muscles—



-not all good—need to hold baby in position



-C-section risk

Labor—


-dilation


-effacement


-station—head into pelvis


-caput—molding of baby’s head


-position of baby—feel sutures—should feel posterior—triangle



-anterior is diamond-shaped

Patterns of Abnormal Labor—chapter 7


Two categories—



1.  prolongation—slows the process



2.  arrest—complete cessation


--Prolonged Latent Phase—



-primi—longer than 20h



-multi—longer than 14h


-Causes—

-position of baby’s head (high head)



-unripe cervix (induction/anesthesia)



-ineffective contractions



-CPD



-emotions (fear, anxiety)


*need to know for sure if its really true labor



-hot bath, walk, change activity


-during the prolonged latent phase(


-suggest rest



-eat light foods



-keep well hydrated



*can augment labor(



-amniotomy—break the membrane—STAY 10-15min and watch heart tones—cord prolapse, etc




-pitocin—if you have to


--Prolonged Active Phase—



-primi >12h or <1.2cm/h



-multi >6h or <1.5cm/h


-Causes—



-malpresentation



-CPD



-sedation



-ineffective contractions



-PROM


-Risks—



-increased rate of interventions



-increased rate of infxs



-increased rate of fetal distress


-Management—



-monitor fetal heart tones



-moms exhaustion level




-uterus wont contract if fatigued



-clear the room



-shower



-pitocin—become active labor




-but then need epidurl which can also interfere

--2ndry Arrest of Dilation—


-dilation during active phase STOPPED for >2h


-common to get stuck at 5cm

--Arrest of Descent—


-usually 2nd stage


-2h—baby’s head not descending any farther into pelvis

--Induction of Labor—


-e.g. 42 weeks


1.  Prostaglandins—



-Cervadil—prostaglandin E2




-flat thing that looks like a tampon—stays in 12 hours



-Cytotec—prostaglandin




-pill put beside cervix—sleep with it in


2.  Laminarea—



-wick into cervix 



-absorb fluids(dilates(pushes cervix apart



-not used(increased rate of infx


--Augmentation—



-labor already started—make it stronger/faster



1.  pitocin—IV—watch heart tones(can get fetal distress (this is the main risk of pitocin use)




-late decels(uteroplacental insufficiency




-Tx—turn pitocin off



2.  amniotomy—rupture the membranes




-speed up by ½ hour

--Prolonged 2nd Stage—


-without epidural—primi—2-3h


-multi—1-2h


-Risks—



-hypoxia/trauma to baby—fetal heart tones



-mom—exhaustion



-increased chance of postparum hemorrhage


-Tx—



-change position



-make sure the head fits (no CPD)(use pitocin



-intervention—




-vacuum extractor(easier on head—only use during a contraction





-after 30 min and without progress(STOP USE




-forceps—these help b/c you can use them on contraction or not





-get kid out quicker


Risks—

-risk of maternal tissue damage



-risk of meconium in AF (with any dystocia)



-especially in prolonged rupture of membranes


-how to prevent meconium aspiration—



-amniofusion—




-nl saline hooked into IUPC



-delee—suction




-baby breathes b/f head comes out of body




-put it in the lungs and suction them



-can also suction with ET tube


-if breathes the meconium(


-chemical pneumonitis—trouble diffusing gases


*keep things moving as best as you can

Shoulder Dyctocia—


-common in gest DM / macrosomia


-the head is out but the anterior shoulder is stuck on the pubic bone


-when head is out(only have 10min (aim at 6min)



-or else brain death


-RF’s—



-prolonged 2nd stage



-macrosomia


-Signs—



-turtle sign



-head very dark purple


-Tx—



-H—elp (yell)



-E—valuate for episiotomy



-L—elevate legs




-McRobert’s Position—abduct legs



-P—suprapubic pressure—right on the shoulder




-pushes shoulder off of pubic bone



-R—remove posterior arm—decrease diameter



-R—roll—2 types




-roll mom on hands and knees—may dislodge shoulder




-roll baby—this is better





-corkscrew maneuver of wood





-slide fingers in along back and wiggle baby back and forth


*do McRoberts and corkscrew, then suprapubic pressure

Breech—butt first


-different types—



-frank—legs straight, feet at face



-complete—indian style (taylor style)



-footling—feet first



-kneeling—knees first


-tend to be associated with prematurity (would have turned later)


-see more often in multiple gestation


-associated with polyhydramnios


-fibroids/uterine anomalies—baby tries to fit best way it can

Tx—


-get it to turn (if you know prenatally)


-breech tilt exercise—



-head on floor with pillows under butt and feet on floor



-5-10min at a time—4x/d



-stop if dizzy/feel funny or baby loops



-3d—generally baby turned


-external version—



-on ultrasound



-baby must be nl(good heart tones, adequate AF, cant be in pelvis, no use with uterine scar, not in labor



-give anesthesia/relaxant



-put hands in and move baby



-Complications—




-placenta abruptio




-baby entangled in cord




-uterine rupture (from high pressure)



-try breech tilt position first—don’t do <35weeks 

-many OBs only do c-sections for breech


-breech is a nl variation


-understand the mechanics and it will be ok

factors to decide if c-section or vaginal delivery


-size of kid


-primi(more breeches) vs multi

Tx for vaginal delivery—


-hands off until see belly button


-make sure head is facing down (moms butt)


-support baby on belly with hand 


-pull arms out to get them out of the way


-slide hand up until fingers in babys mouth



-make airway



-pull down to flex babys head (smallest diameter to come out)


-then just flip it up and it will follow the curve of the sacrum

Breech/Shoulder Dystocia—


-can fx clavicle—can break on purpose as a LAST resort

Shoulder dyctocia—


-Zitenelli—push baby back in and go to C-section

-abnormal labor in general—


-if want to slow down to transfer them(put mom in knee chest position—gravity pulls baby back in

Post partum hemorrhage—chapter 12


-blood loss >500cc


-hard to estimate until used to it


-nl mechanism(placenta attached to uterus wall(contraction(placenta comes off(uterus contracts and compresses vessels(no bleed


-rapid PP hemorrhage(


-intervene qick or she wil die


-trickle hemorrhage—



-may not even notice



-2h(shock


most likely cause(uterine atony—uterus not contracting


-increased risk with large uterus(twins, polyhydramnios, ), precipitus labor, prolonged labor, pitocin, foibroids/anomalies

1.  Placenta already out—


-nothing in the uterus


-massage the uterus(release oxytocin(contractions


-bimanually—e.g. rapid hemorrhage—hold uterus between hands—squeeze it shut—stop bleeding


-nipple stim—oxy


-if the placenta is out(DOC is pitocin



-often done prophylactically



-do if she doesn’t breast feed


-2nd line—methergen—IM—if pitocin doesn’t work


-3rd line—temabate—prostaglandin F2 alpha—IM into myometrium thru abd


-tear a dime size piece of of the placenta and swallow it whole—full of hormones



-only last resort—better than dying


-if all that doesn’t work(surgery



-ligate uterine arteries



-hysterectomy


-other sources of blood—



-may have lac



-look cervix—see in forceps delivery



-vagina—tear



-perineal lac—episiotomy

2.  Retained Placenta—


-none let go


-worse is partially separated


* if its not uterine atony(look at placenta and make sure all there


-risks—



-previous c-section



-fibroid



-low lying placenta (type of previa)



-succinturiate lobe—satellite to the placenta gets left inside


-2 ways to get chunks of the placenta out—



-manual removal-




-do with active bleeding




-sweep out with hand and guaze




-orange in sock—peel it




-give mom demeraol/stadol to relax



-D&C if manual didn’t work


--Abnormally implanted placenta—



-placenta accreta—attached to lining



-placenta increta—into muscle



-placenta percreta—all the way thru the uterine muscle thickness



-hysterectomy is the only cure for these

-Other Causes of PP Hemorrhage—


-coagulation defect—DIC (most common of the rare)—spill blood on floor and move it with foot and see if it coags


-can get from increased blood loss, preeclampsia, abruptio, fetal dimise


-hematoma—may not see



-pain and shocky



-usu in vaginal wall/vulva



-can occur with no lac or at site of episiotomy



<5cm(monitor and ice—weeks to resolve



>5cm—or if its getting bigger or shock(need surgery I&D

-Amniotic fluid embolism—



-pushed thru placental circ into moms circ



-mortality in 90%s



-sudden CV collapse—just like DIC


-Uterine Inversion—



-wrong side out



-someone pulled on cord before it was ready



-give anesthesia and put it back in

OB Procedures—

1. amniocentesis—


-needle thru abd into uterus and pull out AF


-chromosomal studies/assess fetal lung maturity


.5 % risk of fetal loss


-done under ultrasound guidance

2.  chordocentesis—


-needle thry abd into cord and pull out fetal blood


-ultra guidance


-risks same as amnio—infx, loss


-added risk of fetal bleeding

3.  CVS—chorionic villus sampling—


-early in pg


-cannula thru cervix or transabd


-take piece of chor vill—(what becomes the placenta)


-risk—loss, limb reduction abnormalities


-do for DNA, chromosomal studies


-adv—term pg based on DNA studies

4.  Vacuum Extractor and Forceps—


-need empty bladder—can damage if full


-relax


-proper placement


-no use with fetal scalp sampling

5.  C-section—


-typical


-5-10%acceptable


-high risk different interventions



-can go to 75% (not good


-absolute indications—



-abruptio



-previa



-CPD


-2 Ways—



-general anesthesia—not preferred but quick in emergency



-epidural—mom awake and can see baby


-cuts—



-mid-line verticle—only emergency—quicker



-low transverse—bikini cut




-horizontal on top of pubic hair




-holds better fo rnext baby—less dehiscence (tearing)

6.  V Bacs—


-vaginal birth after c-section


-tx like any other birth


*pain on incision site common/or it can be a sign of rupture



-if vitals OK—keep going

7.  Circumcision—


-not indicated medically—unless phimosis, etc


-look like father


-no anesthesia


-strapped to a board


-risk—



-hemorrhage, infx, damage to penis


-not recommended by amer acad of peds


-done on 1st day of life—need vit k injection


-if no circ—



-don’t pull it back(phimosis



-leave it alone



-adhesions break on own—2-3yo



-kid clean self



-completely retract at 3yo



-nocturnal erections when have to pee—2yo—this breaks the adhesions


-personal choice but educate them

Material for FINAL
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GYNECOLOGY—


-ch 1—pelvic


-ch 33—gyn procedures


-ch 44—abnl paps / neoplasias

PELVIC EXAM—


-talk to her with her clothes on first—they feel more comfortable


-tell her wht you’re going to do


-keep a female in the room with you 


-even female PAs should have someone in there


-have all equipment ready to go


-help her onto table


-elevate head of bed >30 degrees



-relaxes abd muscles



-can look her in the eye



-see responses—pain, etc



-recognize her as a whole person


-use gloved hand to get her to the end of the table


-let her relax



-painless and quick



-deep breath


-use spec with a buil in light



-no lubrication on spec—interferes with the sample



-use warm water


-put spec in sideways then turn


-feel pressure as open spec (on bladder)



-visualize the cervix



-harder to find if shes big



-try different positions and use the right size spec

-Cervix, Vulva, Vagina—


-describe it in progress notes—color, d/c, lesions, easy bleed or not


-explain the pap



-wipe d/c with a cotton swab



-2 types of pap smear




1.  wooden spatula—scrape outside cells—360 degrees to get cells




2.  brush—inside os





-quarter to ½ turn—gets cells from inside the os



-put cells on slide—




-both on same slide—wipe (spat), roll (brush)(spray with fixative—important



-period(blood interferes with pap results



-if Pg—no brush—don’t disturb the cervix



-close spec and take it out


-Bimanual Exam—



-KY on fingers



-R in, L on abd



-feeling for—




-size of uterus




-tenderness




-which direction uterus is tipped—





-anteverted—to the front





-midline—straight up





-retroverted—toward butt



--size of uterus(4-5cm—look up



-if tender(think infx



-feel to the sides—




-ovaries—note size—if cant feel there isnt  problem




-masses



-elderly / FH colon ca / rectal bleeding(do rectal and FOBT

PAP SMEARS—


-purpose—screen for cervical ca



-scrape vaginal wall for hormone status


-RFs for cervical Ca—



-STDs (HPV)



-OBCP



-multiple sexual partners



-early age lost verginity



-early childbirth



-smoking


-Low risk—1 woman man and 1 man woman


-Cervical Ca—



-slow growing



-very detectable



-draw picture from notes


-PAPs have drastically decreased the rate of cervical cancer


-B/f puberty—



-can only see squamous cells



-at puberty—see columnar around os


-SCJ—squamocolumnar junction


-squamous metaplasia (younger girls)—nl (columnar(squamous)



(now there is a new SCJ because they metaplased(this is the transformation zone(where 95% of cervical cancers happen

picture—


-very high association between HPV and cervical cancer


-40-50 dofferent genotypes of HPV



-some ass with ca and some not



-type 16 and 18—highest association with high grade dysplasia and aggressive cancer



-types 31, 33, 35—moderate risk



-type 6, 11—condylomas (wart) but NOT Ca

-Guidelines—


-PAP—



-18yo or sexually acitve(1st pap



-yearly after that


*very low risk(Q3 years (as long as shes not on hormones)

-Questions—


-LMP


-contraceptive / hormones


-previous pap results (esp abnl)—write what and when


-dx or screening pap (usu screening)


-site of smear—vaginal (if had hysterectomy) / cervical

-Tell her when results come back

-CALL and tell her the result yourself

-Info on the result sheet—


-adequacy of specimen—if not(need to repeat


-unadequate specimen


-satisfactory but limited—if at high risk repeat it


-Categorizations—



-WNL



-Benign cellular changes(



-infl or infxs process—yeast, trich, etc (anything with a shift of the nl flora)




-reactive or atrophic changes—





-after childbirth





-IUD use





-old with no estrogen



-Epithelial Cell Abnormals—




-Squamous Cells—





-ASCUS—atypical squamous cells of undetremined significance(repeat in 4-6 mo if still having cycles (over 3y or until 3nl smears in a row)






-Ascus can regress spontaneously—body trying to repair





-Low Grade Squamous Intraepithelial Lesion (LSIL)—low grade dysplasia






-many regress spontaneously or go to cervial cancer—takes 7-8y






-need colposcopy(spec and magnify cervix and transmit onto monitor—look for abnormals—if see do Bx—if Pg—no Bx






-other protocol—repeat q 4-6mo and if still low grade after 2y(colposcopy





-High Grade Squamous Intraepithelial Lesion (HGSL)—high grade dysplasia






-DO COLPOSCOPY




-Glandular Cells—(columnar cells)—





-AGCUS—atypical glandular cells of undetermined significance






-repeat pap and make sure good brush(if AGCUS again(colposcopy

Colposcopy—


-must be able to see entire SCJ


-if cant see(refer for cone bx


-describe everything you see


-mixture of acetic acid (white vinegar)(Qtip(bathe cervix


-Directed Bx(pre cancerous cells will turn white—“acetic white” lesions


-look for abnl vascular patterns—“punctate lesions”


-ECC—endocervical curettage



-scrape cells from inside cervix



-gives them cramps

Cone Bx—


-Reasons to do—



-couldn’t see the entire SCJ



-+ ECC



-discrepancy between the results



-saw lesion but couldn’t see all of it


-minor surgery—



-performed in OR or in office



-methods—




-use scalpel and scissors and cut a cone shape




-LEEP—loop electrosurgical excision procedure—probe with loop of heated electrical wire on it—wire cuts it




-LETZ—large excision of transformation zone

 
-problems with cone bx—



-cervical incompetence



-cervical stenosis



-can be fine

Tx—


-cone can be tx if it takes the entire lesion


-excise or ablade the entire lesion—out pt


-cryocautery / therapy—



-90% cure rate for any low-grade lesion



-stainless steel probel covers SCJ and lesion




-supercool with liquid nitrogen




-freeze for 3 min thaw 5min freezy 3min again




-tissue sloughs off over weeks and is replaced by nl cells




-during the 4-6 weeks(watery d/c




-then repeat pap in 3months


-laser therapy—doen under coposcopy



-similar cure rates with cryo



-more precise and gets deeper into cells—used for high grade dysplasia


-5FU—topical—use for multiple lesion(makes everything peel off


-herbal tx—



-vaginal depletion pack—




-golden seal—antibacterial




-teatree oil—antifungal




-fusia—antiviral




-put up against cervix(revers the lesions

Tx—for invasive cervical cancer(

-age—average 50yo


-most have NO sx


-typical sx if have—



-post coital bleed



-abnl bleeding unrelated to cycles


-Spread—



-direct invasion of structures into vagina



-lymph—deep pelvic then periaortic nodes


-85% are squamous (invasive)


-15% are adenocarcinomas


-RARE—clear cell carcinoma—refer to gyn



-ass with in utero exposure to DES—diethylstrogesterol



-Tx—




-radical surgical therapy—





-hysterectomy





-local and regional nodes





-if young leave ovaries(still need paps






-cervical cancer is not estrogen dependent




-radiation therapy—use if poor surgical candidate or advanced dz





-intrauterine / intravaginal radioactive material—or extra beam radiation along lymph





-Complications—






-radiation cystitis / crockitis?(fibrosis from the raiation that gets worse with time—bladder and butt scarred




**if the cancer recurrs(very poor cure rate

Follow Up—


-paps—goes on forever and ever


-75—stop if never had abnl pap


-after cryo / comb / any tissue destruction method(repeat pap at 3 months!


-if the next pap is normal(


-q3 months for a year



-then 6 months for next year



-if all normal—go to 1x/y


-if any during the follow-up are abnl(RE-TREAT—they may have been re-exposed


-after cryo, etc(Q6mo until 2 consecutive nls then do annually


-3/4 morgantown girls have HPV!


-condoms don’t protect

Ch33—Gynecologic Procedures—

1.  Ultrasound—


-high frequency, low energy sound wave


-picture of the echo of those waves


-good for differentiating solid from cystic masses


-good for measurements


-measure thickness of linig of the uterus


-transabdominal OR


-transvaginal



-closer pictures of the cervix


-pt has to drink water b/f procedure—16-32oz—gets bladder up out of the way from the uterus to see better

2.  CT—computed axial tomography


-uses more radiation than xray


-do if ultra doesn’t work


-with or without contrast (given IV)—see tumors more readily


-oral contrast for GI


-good for pelvic mass


-good for enlarged nodes

3.  MRI—magnetic resonance imaging


-better for brain and bones


-same uses as CT

4.  Mammogram—


-very common


-controversy on when to have first


-40-45yo


-50—do yearly


-+FH—do earlier—rule of thumb—10years earlier


-done in two different direction—mediolateral and up and down


-not 100%--trust fingers b/f mammogram—work up all palpable masses


-if feel mass / see on mamm(go to ultrasound(tells you if cystic or solid


-need serial mamms(get baseline and guage change

5.  Breast Bx—


-surgical in OR—local “needle location”—on ultrasound


-breast thru hole laying prone


-probe goes in and takes pieces of the mass—its just a bx so have to go back if its ca

6.  Hysteroscopy—


-out pt


-endoscopic exam


-probe up into uterine cavity thru cervix—then look in


-may fill uterus with fluid


-good for(evaluate bleeding, look for malformations, stage cancers, myomectomy (take out fibroid / polyp), endometrial ablation (like electrical D&C)

7.  Hysterosalpingography—


-inject contrast into uterus thru cervix


-take xrays to see progress of the dye


-out pt


-assess size, shape, abnls of uterine cavity—also see if tubes are patent—good for fertility testing

8.  D&C—


-dilate cervix with metal probes


-scrape uterine lining


-doen for missed abortion / blighted ovum

9.  Endometrial Bx—


-probe thru cervix and grab uterine lining tissue and pull out


-in office


-replaced D&C for sampling (screening for ca)


-do in postmenopausal women with bleeding

10.  Laparoscopy—


-endoscopic surgery


-right below belly-button


-chole, appy, splenectomy, tubal ligations, exploratory


-blow up with gas


-one stitch


-can be dx or therapeutic


-OR and general anesthesia


-trochar with hammer?

11.  Hysterectomy—


-one of most common in US


-categories—



-total hysteretomy—entire uterus—tubes and ovaries stay




-TSO uterine tubes



-subtotal hysterectomy—leave cervix—common in Europe



-radical hysterectomy—uterus and wide margin of surrounding tissues


-2 methods—



-old way—abdominal surgery—low transverse / midline



-new way—lap assisted vaginal hysterectomy (LAVH)




-cut uterus loose from all surrounding structures




-from below posterior fornix—cut and pull cervix down thru and out




-heal faster




-less discomfort



-when you need to do the abd way(



-large uterus




-obese—may see easier




-a lot if scar tissue inside




-if may need to remove more than just the uterus
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Breast—ch 32

--the breast is a large modified sebaceous gland


-highly developed sweat gland


-6-10 lobes


-each lobe has multiple lobules with secretory tissue dispersed thru C.T.


-purpose—produce milk


-high sensation in the breast(pleasure helps keep species alive

-Breast Feeding—


-LeLeche League—international BF support group



“cows milk is for cows”


-talk to her prenatally about BF—don’t push but educate that it the best thing she can do for her baby


-breast milk has antibodies, nutrition for the AGE of the kid and individualized 


-mom has to eat well and drink a lot of fluids


-suckling makes mom make milk(if not enough milk(increase suckling

-Tell Her—


-get comfortable before baby on breast


-baby get mouth open as wide as possible(need as much of aereola in mouth as possible—cut down on soreness


-important to get baby on the breast as soon as possible


-studies(20 minutes baby finds breast by itself and in 40 is on the breast


-sooner nurse = sooner milk

Colostrum—


-high antibodies


-high protein


-laxative effect


-yellow, sticky


-first 2d

-oxytocin—decreases PP bleeding by contracting the uterus

-relaxin—hormone (endorphin)


-milk comes down and relaxes the woman

-milk—narcotic effect on kid—sleepy and blist out

-2d after kid latched breast(

-true milk


-breasts engorge, lumpy, enlarge, low grade fever—99degrees



-nurse frequently and get milk out(hot compresses, hot shower, do not manually express milk(mastitis


-pillow on elbow


-nipple b/t fingers—push in with bottom finger(nipple point up—get nipple into roof of kids mouth


*biggest problem(get baby to latch on right

-How often and long to BF(
-let BF kids determine own schedule—very well absorbed—b/t 1h and 3h schedule

-electric breast pumps—but only human nipple for first 2 weeks

-babies are lazy

-baby decides time limit

-when wean(

-some societies—5-6yo


-here 6mo-1yo


-not unusual up to 2nd and 3rd bday

-hind milk after 5min?

Breast also sexual—human survival

Variation in size of breast(C.T.—secretory glands, lobules(same in every breast


-duct on each lobule—run together and merge into 6-10 main ducts(these coalesce and go 90 degrees at nipple(6-10 pinpoint holes on the nipple itself


-more lobes on upper outer quadrant(also most Ca there


-UOQ feels more solid—


-breast tissue—very sensitive to hormone changes



-breast tenderness during cycles



-enlarge during pg

Breast Exam—


-pap, pelvic, then breast


-do good Hx—(RFs for BC)


1.  presenting complaint—pain, nodule, etc


2.  family history of BC—most important question



-if yes(how old?



-30—big deal; 85—not as big a deal


3.  menstrual Hx—



-menarche <12yo



-late menopause >50yo—both more estrogen exposure


4.  OB Hx—



>25 yo first kid—RF



nulliparity—estrogen exposure


5.  prolonged estrogen use—BCP/ERT



>10y is RF


6.  BX / Breast dzs


7.  etoh use



-moderate etoh—RF


8.  large amounts of radiation



>90rads—xray tech with no protection


9.  obesity—hormonal activity in adipose

Exam—


-Comfortable


-lay flat


-side of exam(arm up and pillow under shoulder


-circular fashion—



-pads of fingers and light touch



-start at nipple and 90 around and around



-lumpy and bumpy is nl



-self breast exam is very important



-90% of BR CA found by woman herself


-include tail of breast(up into shoulder area


-axilla—nodes


-+/- squeeze nipple for d/c


-still do self BR PE Qmo



-do 2-3d after period ends



-easier in shower or use hand lotion


-keep nurse in room


-be objective and respectful


-start self BR PE at 20yo(get baseline


*ultrasound(tells you if cystic or solid


-after felt both breasts(sit up



-hand on hip and move shoulders back and forth and hands up and down(look for(



-symmetry; dimpling / sticking / etc




-CA attaches to the ligaments

Benign Breast Dzs—


-Trauma—



-bruised/tender



-Tx—ibuprofen/other analgesic



-don’t worry about anything else



-trauma can lead to fat necrosis(takes years




-sudden onset tender ill defined thickened area of breast—like a mass




-may be red and swollen




-Tx(anti-inflammatory—ibuprofen –should go away in a week(if not(Bx—must not be fat necrosis


-Infection—



-99% of women with mastitis are lactating



-clogged duct(milk stagnates and bacteria grow



-Tx(frequent nursing on that side




-antibiotics to cover staph A—cephs



*if mastitis in non lactating woman(think inflammatory breast cancer(get Bx



-mastitis—fever, other systemic sx


-Fibroadenoma—



-firm painless moveable mass



-feels rubbery



-young females(teens*



-slow growing



-doesn’t change with menstrual cycle (cysts do)



-Tx(



-r/o Ca




-try to aspirate it to show its not a cyst (wont aspirate)




-Bx




-mammogram—wont show up



*no risk of BC in the future


-Fibrocystic Breast—



-a variation, not a dz



-sx common(



-a lot of pain (esp b/f menstruation)




-mastalgia/mastodynia



-etiology—




-estrogen/progesterone ratio is unbalanced(more estrogen than nl




-also associated with high prolactin (from ant pit)



-lots of them and bilateral

-3 Steps in Fibrocystic Change(



-fibrosis—increase in CT




-adenosis—early cyst formation (<1cm)(MOST PAIN*




-cystic—get very big but less pain



-age 34-45yo—they regress at menopause



+genetic predisposition among females



-if you know (on Bx) they have atypical hyperplasia(increased risk of BRCA fy 5x



-Tx(



-aspirate a cyst—do in office





-clear or brown/green d/c—OK





-bloody(bad(send to lab




-decrease caffeine intake




-HCTZ—for 7-10d before period starts




-weight loss—decrease estrogen




-cyclic hormones—BCP—regulates estrogen




-progesterone supplements 10d b/f period




-vitamin E/thiamin(help b/c liver met estrogen)


-Intraductal Papilloma—



-originates in cells that line major ducts



-C/O(bloody or funny colored d/c



-only comes out of one of the 6-10 holes



-unilateral



-squeeze nipple



-do pap on the d/c and send off as if it is a pap



-if see on mamm(small round ball-like lesion in a duct



-Tx(



-if it causes obstruction therefore chronic infx(local excision



*NO malignant potential


-Mammary Duct Ectasia—



-40’s and up



-someone who nursed(ducts become permanently dilated(fluid collects(becomes thickened(chronic infl



-no Tx unless it causes infxs



-Tx(excision 


-Galactocele—



-Dilated with milk stuck in it



-sudden development of a mass in breast feeding women



-NOT an infx(no red, no tender, no antibiotics



-Tx(get the milk out




-Bx after weeks if still there

aside(drain milk(baby nurse in different positions


-Galactorrhea—



-d/c from breast in non-breast feeding woman



-enough to see it



-up to 30% will have



-right b/f period



-associated with(



-running—friction




-drugs(




-benzos (ativan)





-TCAs





-H2 Blockers (zantac)





-antipsychotics (haldol)



-do good Hx



-check(



-prolactin level




-CT head(prolactinoma




-if shes worried(endocrinologist

BRCA—


-1 in 9 get


-50% of these will die of the dz


-21% will have had NO RFs


-survival depends on size of mass at time of dx


-no sx early on


-can have cancer without a palpable mass


-usually painless—80-85%


-mamm(detects cancers that are not palpable



-finds microcalcifications



-squeezes side to side and top to bottom


-80% of BC(infiltrating intraductal ca*


-breast is rich in vasculature and in lymph(easy mets early by both routes

Evaluating a breast mass—


1.  mammogram—85% accurate—if it says nl(don’t trust it


2.  ultrasound(tells you size and if its cystic or solid (solid increases the possibility of Ca)


3.  after mamm(needle aspiration



-20% FN



-aspirate fluid(send to patho


4.  Bx—thru table or open Bx(definitive) in OR—IV



-only trust Bx that says +



-if – never 100% sure—may have missed the lesion

Tx of BRCA—


1.  mastectomy—



-take entire breast


2.  lobectomy—take the cancerous lobe and leave the rest of the breast (*risk of getting breast cancer again)



-Ca(test for estrogen receptors in it)


3.  + estrogen receptor(use tomoxifen (anti-estrogen)



-SE’s—




-hot flashes




-amenorrhea




-increased risk of thrombosus (DVTs)


4.  chemotherapy and radiation—use if in nodes / outside the breast
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Vulvitis and Vaginitis(vulvovaginitis


-most common outpt gyne problem(10% of total office visits


-Main complaints—



-vaginal irritation



-odor



-d/c


-do careful Hx, pelvic exam, microscopic exam of vaginal d/c

1.  Hx—current sx(how long


-how is it different from her normal


a.  is there d/c?(
-color, consistency


b.  is there odor?(
-occasional or constant?



-is it worse p sex?


c.  itching?



-any pattern



-internal, external, or both


d.  burning?



-with urination?



-just when urine touches skin?


e.  how long have you had sx?



-what makes it better / worse?


f.  any skin irritations / lesions (on genitalia or anywhere)



-nl sensitive or dry skin?



-any other lesions


g.  are sx associated with sexual activity?



-dyspareunia?



-multiple partners (>1 in yr)



-is partner monogamous?


h.  any meds?



-what kind of contraception do you use?


i.  menstrual hx?



-LMP



-are you pg?



-do sx occur in association with cycle?


j.  do you use any feminine hygiene products?(if yes(STOP



-sprays, deodorants



-tampons (esp with perfume)



-tight synthetic underwear



-color, scented toilet paper



-laundry soaps, fabric softeners, dryer sheets


k.  if chronic(


-what meds have you used in the past for this problem?

Check for Dz that could cause problems(

-Tests(


-DM



-HIV



-RA



-Lupus



-Hodgkins



-Leukemia



-Psoriasis, eczema


*immunocompromised!

2.  PE—


-Epithelium

-Vulva—air follicles and sebaceous glands



-vagina—nonkeratinized


-look carefully and ID any lesions


-obtain vaginal secretions(cotton swab


-if a recurrent problem(look for obscure things(


-rectal fistula



-bladder leakage(have pt bear down(watch out


-Lab(wet prep(drop of saline and drop of KOH with d/c(look under microscope


-normal vaginal pH(3.5-4.5


-Causes(


-study of 20,000 pts(



1.  bacterial vaginosis—most common




2.  candidiasis—yeast infx




3.  nl secretions




4.  trichomonas




other(chemical irritation, atrophic vaginitis, STDs


1.  Candidiasis—very common—tx with OTC meds



-most common complaint(



1.  itchy




2.  d/c (white cottage cheese)



-Yeast—most common candida albicans—but there are other forms




-yeast is a nl part of vaginal flora




-overgrowth is a problem




-really if it is just a change



-Predisposing factors—




-DM—most common—get it bad—even on outside




-use of systemic antibiotics




-Pg and oral contraceptives




-corticosteroids—prednisone use




-tight clothing




-obesity




-warm weather



-On exam(



-external genitalia(red and swollen





-excoriations from scratching





-curd-like d/c



-Dx(do wet prep(pseudohyphae (long) and budding (balls) (spaghetti and meatballs)




-pH up around 5



-Tx(



-try OTC—monostat, etc




-PO antifungals—Terazol(2 forms(




-Terozol 7—good for external sx too






-cream inserted vaginally and slept with it in all night for 7-14d





-Terezol 3—suppository—q night for 3 nights




-vinegar douche—2 tsp vinegar with quart of H2O(to lower pH—





-shouldn’t use douche on a regular basis




-herbal—golden seal and mir




-yogurt—vaginally and eating it(as long as it is pure without sugar




-garlic works too




-cut sugar out of diet—esp DM




-yeast grows in warm dark places





-wear white cotton underwear with dresses




-Diflucan—150mg x 1 dose--$20/pill





-may take a few doses





-last line when everything hasn’t worked or DM with chronic infx





-may create resistant yeast


2.  Bacterial Vaginosis (BV)—gardinella vaginitis



**if no Sx(NO TX (candida too)



-grayish-white d/c—with or without irritation



-fishy odor—classic(worsens after sex**



-PE(



-d/c may cling to walls of vagina and it will smell



-Whiff test(mix d/c with KOH(makes the smell worse



-Wet prep(mix saline with the d/c




-epithelial cells (look glandular with indistinct edges) with stipled with round bacillus




-CLUE CELLS—pepper filled epithelial cells



-Tx(



-Flagyl—250mg tid / 500mg bid(for 7d




-if compliance is a problem(2g dose and repeat in 3d




-can use metrogel(bid x 5d




-if she is pg or cant use flagyl(Clindamyacin—gel—bid / or pill 300mg bid—7d




-treating the partner does not decrease recurrence but condom use DOES


3.  Trichomonas—flagellated protozoan



-can only live in human reservoirs (urethra and vagina)



-can be carried asymptomatically—esp p menopausal



-almost always a STD



-can effect cervix, vagina, vulva



-Sx(



-d/c—may be only sx




-may c/o soreness, itching, dyspareunia, spotting p sex due to cervical irritation



-PE(



-gray-white d/c (10% frothy green d/c***)




-swollen red tissues




-cervix may be bleeding




-bimanual exam will be very uncomfortable for her

*STDs come in multiples

-Microscope(



-d/c with saline




-round/oval with a tail



-Tx(



-Flagyl—250mg tid x 7d







-or 2 gram single dose




-TREAT THE PARTNER TOO


4.  Chemical Irritants—



-in children—harsh soaps / bubble bath



-always r/o abuse in any genital complaints



-might see old scars, laxed anal sphincter, disrupted hymen



-Sx(



-burning—hurts when they pee (r/o UTI on UA)




-itching




-burning from urine touching skin



-Tx(



-remove precipitating agent—change soap, etc




-if really bad tx with topical steroids (westcort?)


5.  Parasites—



-pin worms in kids(



-rectal itching




-stool sample




-scotch tape



-pubic lice(



-can see in pubic hair




-black spot—stool




-may see adult lice

-scabies(



-burrow under skin and like the penis and webs of fingers



-TX of both(shave, wash everything, shampoo (Quail?), tx partners


6.  Atrophic Vaginitis—



-3x in life(



-before puberty (rare)




-when breast feeding—vaginal dryness




-p menopausal(esp sexually active





-see recurrent UTIs(epithelium (thin and pale) around vagina not as resistant to bacteria





-pH up to as much as 7




-Tx for p menopausal(




-vaginal estrogen cream(q night for a week and slowly ween off





-HRT if they want it




-Tx for breastfeeding(use KY jelly or vitamin E oil





-no need for estrogen




-atrophic vaginitis can show up on pap smear

STDs—


-get good Hx(# of partners, etc


-PE(look for d/c and lesions


-20-25% of pts with one STD have a co-existing infx

1.  Herpes—DNA virus


-HSVI—oral


-HSVII—genital


-can cross over


-genital skin is infected by virus(lumbosacral dorsal roots(infects ganglia



-becomes a persistent subclinical infx



-becomes active on stress, immunocompromised, cycles, etc


-incubation period—1-30d


-main complaint(very painful blisters/ulcers



-has a prodrome


-primary infx—may have systemic sx—infx, malaise, lymphadenopathy


-can lead to herpes meningitis or encephalitis(death


-lesion is a vesicle(goes to ulcer with red boarder(crusts over


-primary outbreak—2-3weeks to heal


-recurrent infx—less severe—7-10d to heel



-triggered by stress menses, sex, or no reason


-culture—swab the lesions—results in 48h


-Tx(


-acyclovir—primary outbreak—200mg x 5xd for 7-10d



-recurrent infx(same but only use for 5d



-daily suppressant therapy—good in pg—400mg bid



-if very severe infx(may need hospitalization with acyclovir IV (for meningitis too)



-any creams to help the sore


-be careful when diagnosing monogamous female with cheating husband

PID—


-chlamydia and gonorrhea


-start as STDs(can spread and cause PID


-chlamydia—obligate intracellular parasite—can cause(


-cervicitis



-salpingitis



-perihepatitis—Fitz-Few-Curtis Syndrome—get adhesions around anterior liver—RUQ pain



-urethritis—males too


    -can be asymptomatic or have purulent d/c



-dysuria and frequency common too



-PE(



-cervix may look normal or red




-very friable on contact—bleeds easily



-Culture(



-Genprobe(cotton swab in cervical canal for 20s(then put in transport medium(lab



-Tx(


-Zithromax 1g dose—OK in pg



-OR—



-doxycycline(100mg bid x 7d



-Tx the partner



-if pg(reculture in 3-4 weeks (major cause of preterm labor)



-chlamydia is very insiduous(feel shitty for long time


-gonorrhea (the clap)—



-incubation period—2-8d



-Sx(



-vaginal d/c




-frequency and dysuria




-menstrual irregularities




-bilateral lower abd pain




-no sx(asymptomatic carrier



-can get in vagina, oral/pharynx, and rectum



-can spread hematogenously(



-lead to sepsis




-usu affects one big joint



-can have skin lesions(anywhere on skin—will be necrotic in the center



-can spread locally(PID



-PE(



-PURULENT d/c from vagina/penis




-bartholin’s or skenes glands may be swollen




-fever (in acute PID)




-adnexal and abd tenderness



-culture and gram stain d/c



-Long term(can develop into tubalovarian absess


-Long term affects of chlamydia and gonorrhea(


-STREILITY


-Tx—uncomplicated(


-Rocephin IM x 1—125mg—and doxycycline for a week



-Cipro—500mg PO and doxycycline 100mg bid



-Azithromycin—300mg qid x 1week (use if allergic)


-Re-culture after tx (1-2 months)—if there is a re-infx or it never cleared up


-PID—if it develops within 1 week p mentrual cycle



-gonorrhea(acute



-chlamydia(insiduous

Syphilis—anaerobic spirochete—troponema pellidum


-incubation—2-6 weeks


-3 stages(


1.  painless sore at site of infx




-stays for 1-6weeks




-heels on its own




-punched out appearance with rolled edges




-just goes away



2.  2-12 weeks later




-low fever, HA, malaise, anorexia




-generalized lymphadenopathy




-diffuse maculopapular rash on palms and soles of feet




-can get mucus patches (oral / genital)—papule with a central erosion




-condyloma later—flat top papular lesions at skin folds with increased friction and moisture




-regress spontaneously after weeks



3.  neurosyphilis—CNS and cardiovascular changes




-may be years later




-gumma(nodular, ulcerative lesions—anywhere



-Lab Tests(



-BDRL or UDRL??




-RPR—rapid plasma reagent




-will be + 1-2 weeks after primary syphilis




-FP—infx mono and collagen vascular dzs (need to r/o)



-Tx(



-PCN—2.4 million units injection or—




-doxycycline 100mg bid x 7d




-if secondary(give shot weekly for 3 weeks




-if tertiary(12-24 million units qd for 2 weeks—does not cure previous damage


HIV—



-triple drug therapy



-very smart virus—1000 mutations of virus in one person

p. 348—table of minor STDs


-chancroid—H. ducreyi—very painful—cry


-granuloma injuinole—raised red lesions


-molluscum contagiosum—raised papule with umbilicated center



-will go away



-or freeze them—scars


HPV—can cause external and internal lesions



-certain types associated with cervical ca




-regress on own



-worsen with pg



-male or female



-painless
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DRAW CHART AND GRAPH

Abnormal Uterine Bleeding—

1.  Amenorrhea—


-no menstrual flow for >6mo


-2 Kinds—



-primary—never had menstrual flow—kids



-secondary—had regular cycles and then they stopped

2.  Hypermenorrhea—


-excessive uterine bleeding during cycle (during period)

3.  Hypomenorrhea—


-decreased uterine bleeding during cycle (during period)

4.  Menorrhagia—


-excessive bleeding like hypermenorrhea but either in amount OR in number of days


-e.g. nl 5d(do it 10d

5.  Metrorrhagia—


-bleeding b/t the regular cycles

6.  Menometrorrhagia—


-prolong regular cycle with bleeding in between

7.  Oligomenorrhea—


-regular cycles occur at intervals of >40d but <6mo

8.  Polymenorrhea—


-closer than 22d

9.  Post-menopausal bleeding—


->1y after stopped having mences

Nl volume loss in nl period(

<80cc


-average is 30cc


-nl interval b/t periods is 28+/- 7d


-nl duration is 2-7d

Upsetting of the menstrual cycle(Abnormal Uterine Bleeding—


-bleeding unassociated with when the cycle should be


1.  Amenorrhea—do pg test no matter what


*abnormal bleeding is pg until proven otherwise


*could be ectopic, threatened abortion, abruptio, etc

2.  Dysfunctional Uterine Bleeding (DUB)


-Dx of exclusion


-associated in anovulatory cycles—hormones are so out of whack that shes not ovulating(lining grows until it cuts off its own blood supply(then it sloughs off(excessive bleeding


(estrogen(grow; progesterone(slough)


-Reasons—



-puberty



-perimenopausal changes



-anorexia nervosa



-polycystic ovary syndrome



-obestity (goes with polycystic ovary syndrome)


-polycystic ovary syndrome—



-never had regular periods



-obese



-DM



-hursutism



-diamond-shaped pubic hair (excutione)



-ovaries resistant to estrogen



-Tx(Glucophage(decreases resistance of tissues

3.  Abnormal Pelvic Lesions—


-fibroids


-polyps


-cervical lesions


-cervicitis


-uterine cancer


*make sure there are no organic problems in abnormal uterine bleeding

4.  Extragenital Problems—


-coagulopathies(


-Von Willebrands—increased bleeding time


-thrombocytopenia


-leukemia


-endocrine(DM, hypothyroidism


-mononucleosis


-liver problems


-OBCP—esp with high progesterone levels in it (e.g. Depot)

5.  Affectors of the Hypothalamus-Pituitary Axis—


-stress


-eating d/o’s


-excessive exercise


-pseudoiesis—she believes she is pg(stops everything—no periods

6.  Drugs and Herbs—


-antidepressants


-corticosteroids


-tranquilizers


-dilantin


-digitalis


-ginseng


-marijuana

Evaluation of Abnormal Uterine Bleeding—

1.  GOOD HX—


-medical hx


-gyn hx


-FH


-menstrual hx



-menarche



-normality



-etc—everything you think of


-sexual hx


-contraceptive use hx


-exact description of the abnormality of uterine bleeding



-interval



-duration



-midcycle



-associated sx


-trauma / sexual abuse—present OR past


-other bleeding sites


-eating and/or exercise patterns

2.  PE—


-usual stuff(plus(

-palpate thyroid


-breast exam


-hursutism / acne


-galactorrhea


-bruises, petichiae, weight


-pelvic


-pap


-enlarge / assymetrical on bimanual exam of uterus


-ovaries

3.  LABS—


-Hgb and Hct—anemia, etc


-PLT


-b-HCG


-Pt, Ptt, INR


-TSH


-PRL


-FSH (<30 is nl)

4.  Imaging—


-ultrasound—esp if uterus is enlarged



-measure endometrium (>5mm(be suspicious of hyperplasia)



-saline into uterus—p/up masses better


-hysteroscopy—anatomic causes


-hysterosalpingogram—tube patency, polyps


-endometrial bx—simple

RF for Uterine CA—


-obese


-elderly


-nulliparity


-HTN


-DM


-polycystic ovaries

**if think of CA(BX MORE THAN 1 SITE

Treatment—


3 Goals(


1.  stop the bleeding



2.  correct any anemia



3.  prevent re-occurrence

-stop bleeding(what youre really doing(convert from proliferative phase to secretory phase (stop building up lining)  

-What To DO(

1.  Correct Underlying Problems—



-if there is endometrial hyperplasia(treat with PROGESTERONE



-if there are NO atypical cells (on Bx)(10mg medroxy-progesterone 12d each month—do this for 3 months then re-Bx



-if + atypia(DO D&C




-if no CA on D&C(tx with progesterone same way as before—3mo then re-Bx

-Tx of choice is HYSTERECTOMY—(typia or atypia)

2.  Heavy uterine bleeding to hemodynamic compromise(treat with high dose ESTROGEN—IV if bad enough(25mg q4h until bleeding stops



-then PO 1.25 Premarin q4h for 24h



-then PO 1.25 Premarin qd



*start a progesterone at the same time—continue for 5-10d


3.  After she is stabilized(start on cyclic hormones—take control


-If she is not hemodynamically unstable(


-give PO contraceptive pill bid x 7d



-bleeding should stop in 2-4d



-then she has withdrawal bleeding(start on cyclic hormones

Alternative Treatments—


1.  progesterone containing IUD



-lighter and lighter cycles



-65% decrease over 12 months


2.  Rx anti-inflammatory—Motrin 400-800mg tid



-this is also a anti-prostaglandin—also helps with cramping



-synergistic with contraceptives


3.  GnRH Antagonists—



-IM Lupron(put her into medical menopause



-use short term—6mo



-also can use nasal spray—good too



-SE’s—




-hot flashes




-vaginal dryness




-etc



-when come off(jump start(hopefully balance her out


4.  Endometrial Ablation—



-heated roller with hysteroscope—burn the lining


-also(lose weight—this by itself can make a difference (estrogen-like effects in fat)

Herbal Therapy—


-Vitex / Chase Tree—



-increases / modulates progesterone levels



-increases LH production



-liquid and pill form



*5 months b/f see a difference


-Blue Kohash—well in menopause


-Black Kohash—well in menopause



-can use as estrogen substitute


-Red Rasberry Leaves—



-uterine tonic



-can use for ANY uterine problems
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PMS—chapter 40


-PMS—a collection of cyclic behavioral and emotional sx as well as physical occurring during the luteal phase in ovulating females



-must occur in most/all cycles and there has to be a sx-free interval of >1 week in the follicular phase


-70-90% females admit to recurrent menstrual sx


-20-40% have some degree of temporary physical / mental dysfunction


-2-5% completely incapacitated by the sx


-all races, SESs, professions


-increases with age and major life stresses

Cause—


-there is no clear etiology—just theories—some evidenced some not


1.  association of abnormal neurotransmitter response to normal ovarian function



-levels of estrogen and progesterone are normal, there are no vitamin or mineral deficiencies, and PRL and thyroid are normal


2.  decreased sensitivity to hormones


3.  significantly lower serotonin levels during luteal phase (associated with depression)


4.  endorphins—body’s natural narcotic—well being—lower in luteal phase



-sx similar to w/drawal from opioids


5.  GABA receptors—associated with the control of anxiety(stimulated by progesterone(increase anxiety


6.  diet—high in salt and CHO(hypoglycemic episodes(PMS Sx


7.  psychiatric problem—severe PMS—emotional sx

*very severe PMS is(Late Luteal Phase Dysphoric D/O


8.  increased prostaglandin production—



-prostaglandins made in breast, brain, GI, kidneys, reproductive tract



-increase stimulation(increase sx


9.  increase in fluid retention—no increase in weight but there are alterations in the renin-angiotensin-aldosterone axis



-also alterations in ADH


10.  vitamin problem—especially B6—cofactor in the production of 5-HT and prostaglandins

Sx of PMS—


-they don’t all start at the same time


-range from mild (no interferance with daily function) to severe (interfere with everything)


-Psychologic—



-depression--#1 sx



-irritability



-fatigue



-mood swings



-anxiety



-change in labido


-Metabolic—



-breast tenderness



-water retention



-edema (generalized)


-GI—



-bloating



-flatulance



-constipation / diarrhea


-Neuro—



-HA



-syncope



-vertigo


-Dermatologic—



-acne—very common complaint



-urticaria


-Orthopedic—



-older pts



-arthralgia


-in chronic medical problems—DM, HTN, etc



-gets worse—premenstrual magnification

Hx of PMS—


-ask about all these sx


-stresses at home/work


-interview her mate


-menstrual Hx—



-need documentation of a CYCLIC PROBLEM to have a strong dx


-diary—cyclic and slow severity



-length of cycle



-duration of bleed



-regularity of cycle—needs to be regular



-keep diary >3 cycles



-needs sx-free period in the follicular phase


-post-hysterectomy can still have PMS


-Rate Sx on a 0-3 scale(


0—no sx that day



1—noticed sx but didn’t affect activity



2—relationships disturbed but can still function



3—relationships seriously disturbed and cant continue nl activity level

PE of PMS—


-complete PE—don’t know cause


-good pelvic to r/o physical causes


-R/O(
 

-endometriosis



-thyroid / endocrine



-anemia



-drug addictions including ETOH

Do Complete Mental Status Exam—


-R/O psychiatric Dz

*There are no characteristic physical findings in PMS(use diary, Hx, and R/O other things on PE

Tx of PMS—


-educate patient and make her an active participant in tx



-this can help a lot


-regular aerobic exercise 3-4x/week (increase endorphins)


-diet changes—



-small frequent meals



-decrease salt



-decrease refined sugars and fats



-decrease caffeine (breast tenderness and anxiety)



-add B6(



-50mg bid(can go up to 300mg qd as max



-vitamin E—400-600 IU / d



-Ca2+--H2O and mood swings—1000mg/d



-Mg+--500mg/d—only use when have sx


-stress management—



-ways to relieve stress




-relaxation exercises—flex from toes up to tongue




-creastive visualization—meditation techniques


-Herbal—



-evening primrose oil—1500mg bid—depression and anxiety

Drug Tx—


-tried all else


-goals(


-alleviate sx OR



-obliterate the menstrual cycle


1.  PO Contraceptives—



-most common



-monophasic are better then triphasic



-can make psychological sx worse



-help physical sx


2.  Prgesterone—



-stimulate 5-HT activity



-natural is better than synthetic



-doses vary depending on pg or not (ever)



-has been pg(200-400 bid of natural progesterone



-never pg(100-200 bid—natural


3.  gonadotropin releasing hormone agonists—



-decrease FSH and LH



-increase endorphins



-medical menopause—use 6 mo max



-can add back oral contraceptive(save from osteoporosis, etc


4.  SSRIs and other antidepressants—



-especially Paxil, Buspar, clomipramine


5.  Benzos—



-Xanax—watch out—very addictive and get dependent


6.  Diuretics—



-Aldactone—25mg tid during luteal phase

Last Tx—


-oophorectomy

Endometriosis—ch. 30


-presence of tissues that look and act like the uterine lining but they are outside the uterine cavity


-60% on ovaries



-but they can be anywhere—uterosacral ligament, sigmoid colon, scars, other viscera like brain and lungs


-these tissues are still sensitive to hormonal influences


-proliferation monthly(bleed(infl(sx (later get scar)

Sx of Endometriosis—(1st three are the majors)(

-dysmenorrhea


-dyspareunia


-infertility


-painful defecation


-menorrhagia


-general pelvic pain

Incidence—unknown


-1-5% of general popultion


-30-50% of infertile pts


-20-30yo


-not affected by race or SES


-connection with genetics—increase by 10fold

Pathophysiology—theories—each has evidence—therefore the dz may be multifactorial(

1.  Sampson’s Theory—



-direct implantation of endometrial cells by retrograde menstruation



-obstruction (e.g. cervical stenosis)(goes out tubes to ovary / peritoneum


2.  Halban’s Theory—



-vascular and lymph spread



-explains the distant spread to kidneys, pleural space, etc


3.  Meyer’s Theory—



-metaplasia of cells which are multipotential (embryologic start)



-under certain conditions(these cells mutate to endometrial cells

Dx(need direct viewing(Bx(microscope********

Gross Appearance on lap—


-small hemorrhagic areas


-powder burns


-rasberries


-endometriomas—15-20cm—when large(chocolate cysts—filled with brown fluid—old blood

Sx of Endometriosis—


-#1(dysmenorrhea—mild to severe



-severity of the dz has NO ASSOCIATION with sx



-bilateral



-Tx (of dysmenorrhea)(PO contraceptives(in endo they wont help—same with anti-inflammatories



-pain can preceed menstrual flow by days



-pain can reflect organs that are involved


2.  Infertility—



-may be the 1st indication of endometriosis



-mechanism unknown—but there are theories




-autoantibodies




-if extensive dz(can be from mechanical obstruction / adhesiond


3.  Abnormal Bleeding—



-30% of pts



-premenstrual spotting most common

Signs of Endo on PE—


-uterus fixed and retroverted and feel nodularity on bimanual


-may feel pelvic mass (choc cyst)(go to ultrasound


-very tender to exam

Malignant change(very rare

p. 369-370—staging table base on PE findings

Tx of Endometriosis—


-control pain


-enhance fertility if infertile

1. Expectant Management—


-wait for menopause (cured)

2.  Medical Tx—


-block endogenous production of hormones that stimulate the growth of the uterine lining


A.  PO BCP—



-continuous—no withdrawal bleeding



-cyclic


B.  Progesterone—



-medroxy-progesterone—synthetic—10mg qd for 6months



-Depot Provera—100mg injection q2wks for 6mo




-wont proliferate


C.  Danozol—decrease LH and FSH and causes amenorrhea



-medical menopause


D.  GnRH Agonists—



-medical menopause—thought is to completely atrophy the abnl cells outside the uterus (same with “C”)

3.  Surgical—


-excision—remove the endometriomas


-cauterize—little spots


-ablation—with “laser”



-can still be fertile on all these


-if shes done having kids(hystero-oophorectomy

Chapter 31—Dysmenorrhea and Chronic Pelvic Pain—


-associated with dysmenorrhea are N/V, HA, any other PMS sx

2 Kinds of Dysmenorrhea—


-primary—result of increased prostaglandin level(uterus contracts(pain(intrauterine pressure increases 5fold



-also contract other smooth muscle in body(N/V, etc



-incidence higher in late teens, early twenties



-Hx(often relieved by fetal position and /or heat on low back/abd


-secondary dysmenorrhea—more common in older—30-40s



-3 categories of causes(



1.  extra-uterine—





-endometriosis





-adhesions, infxs




2.  intramural causes—





-fibroid tumors in wall





-adenomyosis—like endo but the endo lining is deeper into the muscle of the uterus




3.  Intrauterine—





-fibroids





-infx





-IUD use





-cervical stenosis

*Either kind is associated strongly with severe depression and increased suicides

Also the greatest gyn cause of lost work and school in young women

2 Types of Dysmenorrhea—


1.  Spasmodic—more common



-happens at the onset of menstrual flow



-severe cramping



-general discomfort in pelvis / abd / back


2.  Congestive—



-happens prior to menstrual flow



-general discomfort—but more general than spasmodic

Hx of Dysmenorrhea—


-sx, cycles, duration


-pelvic problems


-infxs


-IUD


-C-sections


-birth


-Hx of Pain—



-intensity



-location



-character



-radiation



-relationship with menarch, menstrual flow, sex, bowel mvt, ovulation (mittleshmirtz)



-associated sx


-then make D DI

-PE—


-R/O other causes—



-pap



-cultures



-bimanual exam


-if primary dysmenorrhea(may have completely normal PE


-if find something(


-UT



-laparoscopy—do these down the road

Tx—primary dysmenorrhea


1.  Main Tx(NSAIDS



-Motrin—800mg with food or a lot of water—q8h with sx—watch out with PUD



-Naproxen


2.  Heat—effective


3.  Exercise—increase endorphins


4.  Osteopathic Manipulation Therapy (OMT)



-sacral rock—lay on stomach, feel sacrum, deep breath, feel mvt and accentuate the movement of the sacrum—helps a lot




-it is referred pain—free sacrum—decrease pain


5.  Surgery—rare



-sacral neurectomy

Tx—secondary dysmenorrhea—


-treat the underlying cause

Chronic Pelvic Pain—


-call it this if it is not associated with menstruation or its there for 6months or more


-wont know the cause


-hard to deal with—addictions, etc


-p. 381—list of causes


-good to use multidisciplinary approach—



-social worker—deal with the pain



-PT


-assume something is wrong—don’t think shes lying—organic cause


-need to consider somatization d/o—pain in brain



-lay hands on them—OMT


-Goal—



-maximize function



-maximize quality of life


-tell them you may not be able to help them—just be honest


-try analgesics, etc
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MENOPAUSE


-at about 40yo—frequency of cycles decrease


-this is climacteric—20 years of waning function


-menopause—the cessation of spontaneous ovarian cycles for at least 6-12months


-average age—50-52yo



-1/3 of life will be lived in menopause


-at birth—have all eggs—1-2million


-by puberty—400,000 eggs left—the others atrophied


-releases 1-3 qmonth


-FSH—stimulated the follicle to mature(only ONE will be ovulated


-LH—acts on surrounding cells—thecoluteal cells(produce androgens and estrogens


-the first thing that happens is hormone resistance(body increases FSH (ovaries are tired)


-Lab Test(**to Dx menopause(FSH level



-25-30(Dx of menopause


-thecal cells also degenerate(LH wont rise as much as FSH(thecal atrophy

Hormone changes—


-estrodiol (from ovaries)—what she has during childbearing years—this form also in BCP


-estrone—in menopause this takes over—it is the biproduct of androsteredione(


-85% of andro comes from adrenal (they take over the function of the ovaries at menopause)



-15% of andro from ovaries


-obese—less sx of menopause—higher level of estrogens (not estrodiol)


-thin—more sx


-rule of thumb—have 10 extra lbs when hit menopause


-progesterone—also produced at the adrenals at menopause


-ovaries start to make testosterone


-LH and FSH levels rise dramatically

Clinical Findings—


1.  Menstrual Changes—



-gradual changes in amount (lighter) and duration (shorter) and fewer 



-FSH starts to rise moderately—12-24



-perimenopausal is 5-10y


2.  Vasomotor Instability—



-hot flashes—




-85-95% of females




-80% of these have them for over a year






-usu stop spontaneously in 2-3y




-1st manifestation of climacteric




-may precede menstrual changes by several years




-sudden onset—chest and face




-heavy sweating




-palpitations




-lasts avg 90s




-can feel heat coming off her body




-often at night—





-night-sweats





-change sheets





-sleep disturbance




-when tx with estrogen replacement(resolve in 3-6weeks


3.  GU Atrophy—



-atrophic vaginitis—




-pale thin tissue




-bleed easy




-may c/o bleed




-vaginal dryness




-dyspareunia




-cervix may look flush with the vaginal wall




-narrowed vagina at introitus




-see irritated urethral lining(




-atrophy of urethra at trigone(dysuria, frequency, UTIs



-Tx(



-vaginal estrogen—topical works faster




-PO estrogen replacement




-kegels

-surgery—drastic


4.  Somatic—



-depression is typical




-crying spells




-fatigue, HA, mood swings, apprehension, irritability, forgetful—see these also from sleep deprivation—can also be from the hot flashes



-sleep-cycle disturbed—even  without the hot flashes



-can document that the sx came from the decreased estrogen


5.  CV Dz—



-up until around 55yo females are protected from CVD more than males



-after that they catch up



-estrogen increases HDL and decreases LDL



-no estrogen(shift the other way



-animal studies(



-estrogen retards atherosclerosis development and decreases cholesterol deposition in the arterial walls and increases coronary blood flow



*50% decrease in CVD death if on ERT*


6.  Skeletal System—



-osteoporosis—progressive decrease in bone mass





-1-2% loss each menopausal year



-pain



-vertebral compression fractures



-colles fracture—distal radius



-femoral head



-hip fx(5-20% mortality rate—even 50% that do live will have a decreased ability to walk



-RF of Osteoporosis—




-Caucasian




-thin




-+FH




-decreased estrogen state—premature menopause, oophorectomy, exercise-related amenorrhea




-decreased Ca2+ intake




-cigarette smoking




-high etoh




-high caffeine




-sedentary lifestyle



Tx—




-lifestyle changes—




-take Ca++(




-on estrogen—1000mg





-not on estrogen—1500mg




-vitamin D(




-800 IU/d—elderly >70yo




-weight bearing activities—30minutes/d




-ERT—main therapy—





-decrease bone resorption





-increase Ca++ absorption





-decrease calciuria





-stop bone loss and reduce rate of fractures


ERT FORMS—



-Premarin—conjugated equine estrogen (Pg mares)—0.625QD



-Estrase—synthetically made



-also comes in patches



-if already have osteoporosis(



-can put on estrogen treatment +





-calcitonin—miacalcin





-biphosphonates—fosamax—1st thing AM—water, etc






-erosive esophagitis

Premature Ovarian Failure—


-when menopause is <40yo—10% of females


-confirm with FSH levels


-Causes—



-didn’t have enough oocytes



-oocytes degenerated faster than nl—genetic, chromosomal abnormality



-follicles resistant to stimulation



-could be from destruction of oocytes—chemotherapy, hysterectomy, oophorectomy, etc


-RFs—



-cigarette smoking



-autoimmune d/o—oocytes, thyroid, adrenal



-low body weight—no fat(decrease estrogen stimulation

HRT—


-indications—



-female with sx (atrophic vaginits) or physical findings, AND no contraindications



-asymptomatic pt with high risk of osteoporosis



-anyone with premature menopause



-to decrease a woman’s atherosclerotic risk


-Contraindications—



-Absolute(



-unexplained vaginal bleeding (could be endo ca)




-active or chronic liver dz




-recent MI (<6mo)




-recent active thrombotic dz (DVT)




-Hx of blood clot or PE while on oral contraceptives




-hx of breast or endometrial ca (risk vs benefit ratio)



-Relative(



-migraine HAs




-active endometriosis




-gall bladder dz




-poor controlled HTN




-risk vs benefit ratio

Risks of HRT—


-endometrial Ca—causes hyperplasia—esp unopposed estrogen



-give progesterone



-pelvic exam qy


-breast ca—esp if use >10y



-including oral contraceptives


-HTN—oral contraceptives have high risk


-thromboembolic dz—can use transdermal estrogen(bypass liver metabolism


-2x risk of gallbladder dz


-increased N, HA, mood changes, breast tenderness

Different Forms—


-PO—Premarin, Esterase


-Natural—phytoestrogens—help with hot flashes, etc—main source is soy products(milk, beans, tofu)



-black kohash helps too


-injectable(q3-6mo—causes fluctuations in levels


-transdermal—watch in skin sensitivity



-on abd or flank



-no help with lipid levels


-topical—used vaginally



-don’t use in high doses—no systemic effects



-use 2-4g

Oral Tx—


-cyclic—



-estrogen for first 3weeks



-add progesterone last 2 weeks



-she will get w/drawal bleeding on the 4th week



-doesn’t like that


-continuous—



-estrogen and progesterone qd



-Primpro, Finheart?



-no bleeding


-Before Treatment and Qy after started(


-control BP



-breast and pelvic PE—look for abnormalities



-PAP



-check baseline cholesterol levels



-get mammogram—no breast ca
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Contraception—


-nothing 100% except abstinence


-2 ways to fail(


-method failure—




-used it right but the method itself failed



-patient failure—




-noncompliance




-using incorrectly


-Table on p. 298

Considerations on starting a contraceptive(

-age


-health status


-future fertility


-sexual pattern (steady / irregular)


-need for protection against STDs


-understand all methods(they’re personal decision

-use the word contraception—better than birth control

Goal(

-prevent sperm interaction with egg



OR


-prevent implantation of fertilized ovum

3 Categories—


1.  inhibit hormones—



-inhibit ovulation


2.  mechanical or chemical barriers—



-condom, spermicides, etc


3.  Inhibit implantation / growth of fertilized ovum



-IUD, post-coital hormones (morning after pill), etc

HORMONAL CONTRACEPTION—


-most effective


-reversible


-when go off(can conceive in 1 month


-no STD protection


-high degree of interactions with other meds(


-antibiotics—decrease effectiveness of OBCP




-esp if she has GI sx from the abs



-anticonvulsant meds—decrease OBCP


-Ways to Provide—



1.  PO Contraceptives (interfere with ovulation)




-combined pills—estrogen and progesterone



     -progesterone—main ingredient——inhibits LH(egg doesn’t come out of the ovary




-thickens cervical mucus(barrier to sperm




-decrease motility of oviducts



     -estrogen—




-increases progesterone’s effectiveness




-inhibits FSH




-prevent egg from implanting



-Forms of Combined Pills—




-monophasic—fixed dose of estrogen and progesterone (21d)





-7d—placebo—just keep her in the habit—withdrawal bleed during this time




-triphasic—progesterone stays the same and estrogen changes (Estrostep)







OR





-estrogen stays the same and progesterone changes (better tolerated)






-(Orthotricyclene)—also approved by FDA for acne—insurance pays




-either one(start on 35mg/d or less(estrogen)





-less SE’s—breast cancer, etc



-Progesterone only pill—




-atrophy lining (no proliferation)—cant implant


-take pill at same time qd (no matter which form it is)


-progesterone only pills(


-good for post partum, lactating, migraines, cant tolerate effects of estrogen


-Micronor—progesterone only pill—use in 1st three months of breast feeding

ABS CONTRAINDICATIONS to hormonal contraception—


-vascular dzs—



-thrombophlebitis



-arteritis



-CVA hx



-CAD hx



-hyperlipidemia


-neoplastic dz—



-breast ca (esp estrogen ensitive)



-meningioma—benign brain tumor—can grow on estrogen


-undiagnosed vaginal bleeding—R/O endometrial cancer


-Pg


-Impaired Liver Function—hemotoma, cirrhosis


-over 35yo and smoker(DVT and PE

RELATIVE CONTRA—


-HTN (esp uncontrolled)


-DM (con increase serum glucose)


-gallbladder dz


-obesity


-migraines

Possible complications—


-CV—main one—



-new thrombophlebitis



-PE



-CVA—any arteriothromboembolic event


-major SE’s—



-HTN



-gbladder dz



-migraines



-depression—see a lot—tx(change type of pill


-minor SE’s—



-N



-weight gain



-breast tenderness



-breakthrough bleeding



-decreased libido 



-these similar to pg c/o’s—pseudopg


-increased rate of cervical ca—this is not attributed to a particular etiology (direct or indirect cause?)

Danger signs of the pill—


A bdominal pain


C hest pain


H eadaches


E ye changes


S evere leg pain

-also breast lump

Non-contraceptive Benefits—(decrease all these()


- menstrual flow


- dysmenorrhea


- anemia (less blood loss)


- fibrocystic changes


- acne


- ovarian cancer rate


- ectopic pg’s


- abortions

Before start hormonal contraceptive(

-pap


-pelvic


-breast exam


(then do QY

New users—wait until next period—take 1st pill on 1st Sunday after period starts


-must be a qd habit


-if miss one pill—take 2 next day


-if miss 2 consecutive pills—take 2 for 2 days and use a back-up contraceptive method for the rest of the month


-if miss 3d—stop and start new pack—check pg test first

Most common complaint on bcp—


-breakthru bleeding (not when on placebo)



-need to increase the amount of estrogen for 1st 7d of cycle


-other complaints—



-amenorrhea(induce menses by increasing estrogen for 1st 21d of cycle



-wait 3 months before do any increasing in estrogen

Emergency Contraception—


-hormone pills


-before give it need pg urine test


-if pg—cant give


-very high dose estrogen—Lo-ovril—take 4 tablets then 12h later take 4 more—done



-b/c of high dose—get sick—give phenergan / compazine (antiemetics)



-if vomit within 2h of taking—take more

Other Hormone Forms—


-injected progesterone—Depot Provera 150mg IM—q3months



-need to be on time—can be a little early but not late at all



-teens choose this a lot

SE’s of Depot—


-irregular bleeding



-esp p first injection



-may spot entire 3 months



-2nd shot—clears up




-if not—stop or add estrogen


-weight gain—



-more hungry



-may affect metabolism also—exercise and diet


-nausea


-depression


-HA

Implantable Progesterones—


-Norplant—



-6 cylastic rods under skin by bicep



-fan-shaped pattern



-5y protection



-hyperpigmentation of skin over area of placement



-scar when take out—many lawsuits

Barrier Methods—


-most easily accessible


-condoms—



-male or female


-diaphragm—



-rubber with latex in middle



-fitted by hcp



-coil spring



-upper vaginal vault



-use spermicide with them




-reapply with each active intercourse 



-must stay in 6-8h after sex




-acid kill sperm, etc


-cervical cap—



-specially certified



-like di but smaller



-top hatoid



-suction—fit up against cervix



-put spermicide in cap also



-6-8h p sex



-less interference with sex


-spermicides—



-alone—no good



-use with others


-IUD—



-prevent implantation by producing local inflammatory response of the uterine lining



-if implantation happens(interferes with the growth of the fertilized egg



-2 Forms—




-copper t / t7 (parafuard)—





-up to 10y effectiveness




-progestacert—





-active ingredient is progesterone





-effective for 1-2y



-IUDs were popular but then came the dowcon sheild(



-multiple filament string(bacterial infxs(sterility / death



-IUD good choice if—




-already had baby




-mutually monogamous relationship (or else high risk of infx)



-Contraindications—




-uterine / vaginal infx




-hx of PID (acute or pasT)




-Pg




-infertility problems




-unevaluated bleeding / infx / reproductive problems



-Put in—




-some cramping as dilate cervix




-do when in period




-use back up for first three months




-check string placement p each period



-SE’s—




-heavy menses




-dysmenorrhea




-spotting (mid-cycle)



-10% spontaneous expulsion in first year


-Main risks—



-imbedded / perforated uterine wall



-infx


-Danger Signs—



-P eriod late—need evaluation—pg—increased risk of ectopic—need to r/o



-A bdominal pain—went thru uterus and is in abd



-I ncreased temp—infx



-N oticeable D/c—infx



-S potting—infx / pg / nl


-work up—tx with abs while doing it



-if infx—increased risk of PID(sterility


-if cant find string(may be gone or in abd



-do u/s



-if cant see(hyteroscopy



-xray not that helpful



-lap exploratory



-do pg test ALWAYS

Fertility Awareness—


-good for female who are dedicated and if get pg not the end of the world


-3 Parts—



1.  keep track of cycles—




-to see what the reg pattern is




-ovulate to when period starts—always 14d



2.  check cervical mucus—




-not fertile—non or very thick and pasty, molecules lined up to stop sperm, need to feel open cervix




-fertile—2-3d before ovulation(increase in amount, clear, molucules help sperm in, spin barket—fertile mucus, shiny string on fingers



3.  Basal body thermometer—




-0.10’s of degrees




-temperature chart




-when ovulate (because of progesterone)—body temp increases 0.6degrees F




-if there are 3d or more—ovulation over—no pg rest of month




-take QAM b/f get out of bed

Sterilization—


-prevents sperm-egg interaction


-2 Ways—



-male—




-advantages(cheaper, safer, in office




-give some valium




-1 incision—anterior scrotum—midline




-ligate and cut in half and cauterize(cut and burn




-use backup for 6 weeks or 15 ejaculations



-female—




-bilateral tubal ligation (BTL)




-often done postpartum—24h-6wks (depending on doc)




-or C-section




-informed consent 30d before—insurance pay




-lap or c-section




-can be done out-pt




-major abd surgery—abd viscera are being manipulated




-more menstrual problems




-hysterectomy—ultimate




-if pg BTL pt(it is an ectopic pg until proven otherwise

Infertility—


-fertilization—need ovulation



-oocyte pop out of ovary(pulled in thru fimbriae(tube(move down tube(mid-tube—get fertilized(float down (peristalsis-like action)(implant in upper uterine segment (hopefully)



-sperm—must be motile and in friendly environment




-alkaline (vagina acidic)




-thru mucus




-into tubes


-infertility—some problem with that process



-10-15% of couples



-more aware now b/c more people coming for help



-reason—less adoptable babies(abortion/contraception


-infertility—definition(1 year of unprotected intercourse without obtaining conception

Evaluation—


-$$$


-15% doesn’t reveal any cause


-process is stressful and dehumanizing



-no enjoyment in sex(interrupt relationship


-objective(


1.  document ovulation



2.  document patency of reproductive tract in male and female



3.  document actual sperm production and survival


-thorough H&P

Evaluation of the Female(

1.  general health status—



-endocrine dzs (DM), anemia(these will decrease fertility


2.  detailed menstrual hx—



-irregular / amenorrhea—maybe no ovulation



-dysmenorrhea(endo??


3.  detailed fertility hx—



-ever pg(outcome


4.  mates hx—



-other kids, etc



-how long together


5.  contraceptive use—



-type


6.  gyn hx—



-PID



-other STDs



-surgeries


7.  sexual hx—



-frequency



-dyspareunia



-etc


8.  drugs—male and female—



-many decrease fertility




-tranqulizers, antihypertensives, marijuana

Ovulation Detection—


-recover an ovum from the reproductive tract—only way to definitively show


-regular menses—21-35d long


-ovulatory sx—mittleshmirtz, changes in mucus—ferning, increase in temp(suggest ovulation


-labs(hormone levels—



-progesterone—do in mid-luteal phase (between ovulation and period)




-if not ovulating it wont be up



-LH—in urine—do at time you think shes ovulating




-LH surge


-endometrial bx(


-look for secretory changes that happen p ovulation



-a lot of money, a lot of pain


-if think female is not ovulating(


-check—




-thyroid




-FSH




-LH




-PRL


-Clomid—(clomophine citrate)—50mg from day 5-9 of cycle(stimulates ovulation directly on ovaries and indirect to hypo/pit axis



-if it doesn’t work—go up to 50mg to max of 200mg/d



-have intercourse on alternate days hoping to catch the egg



-works within 6 months—after that—probably wont work



-monitor for ovarian enlargement—u/s, pelvic


-Glucophage—get rid of hormone resistance


-avandi, actos

Check Patency of Female Reproductive Tract—


-hysterosalpingogram—



-radiopaque dye thru cervix—watch under fluroscope(see fill and spill into abd



-if dye stops(obstruction



-also see masses, fibroids, etc



-done by radiologist



-do b/t 7th and 11th day of cycle—if earlier(induce retrograde menstration (Sampson)



-after 11th(interfere with transport of ovum



-suspect tubal pathology(do exploratory lap (or of cant find anything wrong after complete evaluation)

Evaluate Male—do at same as female


-40% of the time—problem with spermatogenesis


-Q73days new batch of sperm


-sperm production is thermoregulated—marijuana, Jacuzzi(decrease sperm count


-do semen analysis(


<1h old



-motility and morphology—most important



-count less important



-volume



-concentration



-number that are motile



-how fast swim


-fertile—50% must be oval shaped (head)(if abnl sperm analysis(repeat in 2-3months (new batch)—if abnl again(possible male problem

Post Coital Test (Huners Test)—


-do at ovulation


-examine cervical mucus


-within few h after sexual intercourse


-sperm should live 48h in fertile mucus


-if failure to find sperm(


-poor timing



-lubricants interfere



-mucus bad


-nl—find 5-10 motile sperm HPF

Mucus Cross Penetration Test—


-in vitro


-sperm from fertile donor and pts sperm and mix in vitro with fertile donor mucus and pts mucus


-everything cross-reacted(see if there is an immunologic rxn


-no tx(just gives you a reason


-abs on head of sperm / in cervical mucus


-if cant find any reason(


-in vitro fertilization—most common—get high number of multiple gestation



-artificial insemination



-adoption 

