OB-GYN ORAL EXAM

Revised 7/2002 in italics

BP = Blue Prints in Obstetrics & Gynecology 2nd ed.

Preferred answers will differ based on your examiner.  In other words, these answers may not help you at all.  As far as specifics go for the operation of the oral exam, some examiners take 3 students at once, others prefer testing students individually.  Some testers ask one question each from OB, Gyn, & Onc, others mix questions in a rather random pattern.  Also, the questions can be linked together.  For example, a doc could ask you question 1, then go to question 3 using the same patient as the subject of the question.  In group testing it is bad form to correct your fellow student, even when the doc says, “What do you think about his answer?”  Before we took the test, we had agreed to back up our peer’s answer as much as possible when asked.  Hope this has helped you.

1. You see a patient in the prenatal clinic who is 34 weeks by both lmp and early ultra-sound.  She relates to you some decreased fetal movement and the fundal height you measure is 29 cm.  How would you proceed from here?  (BP p. 61)
Three cm less than date is indication for u/s (our patient is 5 cm less than dates).  Check for fetal well being:  FHT -> NST -> BPP -> OCT, if nonreassuring then deliver, if not term consider survival of fetus in NICU vs. uterus.  If IUFD (BP p. 66), then consider inducing vs. expectant management.  Follow IUFD for DIC (thromboplastic proteins from dead fetus causes DIC).

Causes of IUGR:  diabetes (severe), chronic HTN, infection, teratogens, chromosomal abnormalities, lupus, APA

Causes of SGA:  fetal sex (males tend to be smaller), maternal birth weight, gestational age, multiple births (babies increase in weight up to the third birth, after 3 births, the weights tend to decrease).

a. First, get a good history and do a thorough physical exam.

b. Goal:  to r/o IUGR or IUFD due to decreased fundal height for gestational age and decreased fetal movements.

c. Conduct a non-stress test for fetal well-being via external Doppler.

d. A reactive test yields greater than 2 fetal movements in 20 minutes with more than a 15 bpm accel lasting for at least 15 seconds with each contraction.  If test is reactive, repeat test.  If test is reactive a second time, fetal well-being is confirmed.  Now, move toward rulling out IUGR ---U/S measuring abdominal circumference is most definitive as IUGR (less than 10th percentile) can be symmetrical or asymmetrical.

e. A non-reactive test should be followed by a Biophysical Profile.  BPP includes U/S assessment of amniotic fluid index (oligo = less than 5), fetal breathing (greater than 30/min), fetal movements (greater than 3/10 min) and fetal tone.

f. If AFI is less than 5, initiate amniofusion and consider delivery with fetal lung maturity (via EGA or greater than 34 weeks or mature steroids).  (See oligohydraminos BP p. 63).
g. In our case, EGA is 34 wks and the earliest time after which steroids are not administered.  The goal is to deliver before fetal compromise, but after lung maturity.  Lung maturity can be determined via the L/S ratio and PG levels.  If lungs are not mature, BMZ therapy can be employed for 48 hours to enhance maturation of Type II pneumocytes.  If U/S strongly suggests IUGR and steroids are “mature,” delivery is indicated with or without fetal surveillance (cavalier).  With delivery, electronic monitoring should be performed to detect distress.

h. If tests reveal IUFD (fetal death greater than 20 weeks EGA before onset of labor), either watchful expectancy or induction of labor can be employed.  Eighty percent of women will go into labor 2-3 wks post-IUFD, but the question of ethics is present.  Past 28 wks, prostaglandin E2 suppositories and oxytocin are given to initiate labor.

i. Post-delivery in case of IUFD, emotional support must be given and mother should be monitored for signs of DIC --- weekly fibrinogen, Hct, and platelet tests.  Manage subsequent pregnancies as high risk with weekly fetal surveillance in last trimester.

j. Major cause of IUGR is uteroplacental deficiency with decreased O2 to fetus.

Major risks:
--#1 is previous low birth weight infant



--African American



--Mother less than 62 in or 100 lbs



--Narcotic abuse/cocaine



--Cigarettes (1ppd+)



--Chronic hypertension, PIH, renal dsz in mother or fetus, maternal 

   pulmonary or cardiac insufficiency



--Intrauterine infection

j. Major causes of IUFD:  
50% unknown

         
20% cord or placenta complications


5-20% HTN d/o


5-10% medical d/o


less than 5% erythroblastosis fetalis


5-10% congenital


5-10% ToRCH



       Diagnosis by:
--lack of fetal movements






--collapse of fetal body & cranial bones on U/S






--gas in CV system






--soft skull






--curvature of spine

2. A 13 y/o female presents to the ED having the second period in her life.  It has now lasted 10 days and today she started feeling faint and dizzy.  Her hematocrit is 12%.  Please come evaluate and treat this individual.

Often presentation of pt with von Willenbrand or other coagulopathy.

Hct will be normal for hours before equilibrating and warning re: bleeding, thus this patient’s Hct confirms a long bleeding hx.  

Triage for hemorrhagic shock/hypovolemia:  increase HR, decrease BP, orthostatic BP.

Two large-bore (minimum 16 gauge) peripheral IV with 1 liter LR each.  With vein collapse use saphenous vein cutdown vs. femoral IV.  Fluid bolus (1 – 2 liter adults, 20mL/kg children).  Then measure VS and urine output.  If nonresponsive give 2nd fluid bolus. Then measure VS and urine output.  If nonresponsive give O- or type specific blood and more crystalloid.  Use fresh whole blood as first choice.  If platelets decreased, then consider platelets but r/o TTP.  If TTP, DIC, or coagulation factor considered a cause use FFP.  Use cryoprecipitate for DIC, vW dz, factor VIII deficiency and fibrinogen deficiency.

Blood work:  preg test, CBC, D-dimers, PT, PTT, vWF, Chem 7, Blood Type and Cross (4 units)

Radiology:  U/S and CT

Keep in Mind:  Halflife of transfused RBC is 30 days.  A unit of blood increases Hct by 2-3 points.  Give pt Depo Provera to prevent future bleeding (OCPs allow more bleeding than provera).

Rule out:  ruptured ectopic, rectal/vaginal/cervical bleeding.

Menstrual d/o is common in teens.  Excessive bleeding is common.  Usually irregular as well, often anovulatory.  Need to consider other possible causes though, such as bleeding d/o, pregnancy, infection, metabolic condition (DM, thyroid problem), and neoplastic condition (ITP, leukemia).

a. First, get a good history and do a thorough physical exam

--in terms of menses, be sure to include date of last period, amount of blood lost (excessive blood loss greather than 80ml), and time lapsed since last menstruation

--sexual history, wt change, previous period (duration, flow, etc), other bleeding/bruising, energy level, sleep.


      b.   Form a differential diagnosis:
--Pregnancy (ectopic or spontaneous abortion)







--Infection (cervicitis, endometritis)







--Bleeding d/o (VWD, leukemia, etc)







--Benign growth (leiomyoma, cervical polyps, 

   adenomyosis)

--Dysfunctional uterine bleed (def’n:  abnormal 

   uterine bleeding associated with an anovulatory 

   menstrual cycle without the presence of organic 

   disease; diagnosis of exclusion)

--Iatrogenis or external lesions

--Hormonal (anovulation, unopposed estrogen,

   hyperprolactinemia, thyroid dysfunction)

--liver abnormalities (decreased Sex-HBG, 

   abnormal metabolism of estrogen)

c. Continue evaluation:

--Labs:  CBC with diff, HCG levels, prolactin, thyroid panel, PTT, PT and bleed time, U/A to check for presence of glucose as DM would predispose to infxn, serum progesterone, basal body temp and cervical mucous to assess ovulation, LFT’s and FSH levels

--Diagnostic procedures:  Pap smear, endometrial biopsy, pelvis U/S, hysterosalpingography, D&C, hysterectomy

d. Diagnosis:  This picture is one of high-level estrogen breakthrough bleeding characterized by the excessive build-up of endometrium beyond the limits of endometrial structural support, leading to prolonged periods of amenorrhea followed by profuse bleeds.  In this case, the normal hormonal controls are defective and the endometrial changes are not synchronous with the menstrual cycle.  Stability of endometrium is compromised andtissue is subject to random breakdown versus the rhythemic vasoconstriction seen to initiate endometrial sloughing.  Dysfunctional uterin bleed is one of the 2 main causes of abnormal bleeding in adolescents and is thought to be associated with HPA axis dysfunction.

e. Treatment:  If pt is hemodynamically stable, manage outpt with monophasic OCP’s containing 30-35 micrograms of ethinyl estradiol, 2 tabs q6hrs and 1 qd once bleeding is controlled.  C/I to OCP’s:  pregnancy, thromboembolic dsz, estrogen dependent neoplasm, hepatoma, smoking > 35 y/o.  May need Phenergan suppository.

If pt is not stable (Hgb less than 90 g/L and pad saturated in less than 30 min), admit for inpt care.  Start fluid replacement and hormonally control bleed with combo pill (2 tabs q4hrs) or IV Premarin (25 mg q4hrs).

If bleeding not controlled within 24-36 hrs, need to examine under anesthesia & perform D&C to r/o organic pathology.

3. A patient under your care is now 42 weeks pregnant by the date on the chart.  What 

type of evaluation and treatment would you do?  (BP pp66-67)
1) Check dates, 2) Check estrogen level (r/o anencephaly, adrenal hypoplasia, absent pituitary known to cause post-term  pregnancy).  NST @ 41 weeks.  NST  and BPP @ 42 weeks.  Induce >42 weeks.  Induce >40 weeks if nonreassuring.  Elective induction if Bishop score > 6.

a. Get a good history and do a thorough physical exam.

b. Diagnosis:  Post-term pregnancy defined as >42 wks from onset of LMP.

--incidence is around 10% of all pregnancies

--perinatal mortality is 2-3x’s higher due to post-maturity syndrome due to aging of the placenta and less oxygen and nutrient diffusion

--symptoms include long fingernails, less SQ fat, peeling (dry) skin, abundant hair, higher risk for macrosomia (>4000g), abnormal labor, shoulder dystocia, and birth trauma

--cause is unknown; commonly associated with anencephalic fetus with less adrenal hormones (lack of fetal labor-initiating factor from adrenals); also associated with placental sulfatase deficiency and extrauterine pregnancy

c. Management:

--Confirm accurate date of gestational age with LMP, uterine size on pelvic exam in first trimester, fundal height past wk 20, gestational age at 1st heart tones (12-14 wks), date of quickening (18-20 wks), fetal length in 1st trimester and biparietal diameter at wk 16-20.

--Once date confirmed by whichever method chosen, identify fetus as having post-maturity syndrome.

1) If EGA is 42 wks, cervix is ripe and fetal head is in pelvis --- deliver via induced labor.

2) If EGA is 42 wks, cervix is unripe --- do NST biweekly with BPP, watch AFI.  If AFI falls below 5 or fetal decals are found --- deliver via induced labor.

3) If EGA gets to 43 wks and cervix is still unripe --- induce labor by appropriate route.

4) If macrosomic --- induce

--While intrapartum, place pt on left side to decrease vena caval compression, rupture fetal membranes to place internal electrodes on fetus, and observe amniotic fluid for presence of meconiu.  C-section if fetal distress – have neonatal team at delivery.

4. A 22 y/o G2P2 complains of a heavy grayish white discharge, which is causing a moderate amount of itching.  Please take a history and make appropriate test and treat if necessary.  (BP p. 79-83, 121-123)
Three most common causes of “overgrowth” vaginal infections:  Candida, Trichomonas, Gardnerella.  Common tx for pregnancy:  wait after 1st trimester (some say as late as 2nd), give cream over pill when available.

Get good history --- sexual history, partners, STD’s, other associated s/s, partners’ s/s, ever felt this before? Odor?

Check pH (no is 4.0).  Do pevic --- obtain wet prep, cultures (GC & Chlamydia), whiff test (KOH) – fishy odor – BV.  Look under slide with KOH for yeast.  Look under slide with NS for Trich, clue cells, WBC.  

Bacterial vaginosis (BV), a symbiotic infection of anaerobic bacteria and Gardernella vaginalis

-Epidemiology:  found in 10-25% of general Ob pts.

-Symptoms:  ‘fishy’ or ‘musty’ vaginal odor; thin, grayish white discharge w/o vulvar irritation

-To diagnose:  see clue cells in saline wet smear (vaginal epithelial cells with bacteria clusters that adhere to the epithelial cell surface), pH>5, +whiff test (amine-like odor when mixed with KOH)

-Treatment:  oral metronidazole; if pregnant, clindamycin or ampicillin; vaginal creams also available and widely used during pregnancy to avoid systemic effects

Pregnancy dosing:  250mg tid x7 days

Nonpregnancy dosing:  500mg bid x7days

Trichomonas vaginitis

Candidiasis

5. A 34 y/o tells you of a 6 week history of a white watery substance coming from each of her nipples.  She has not had a period for 8 weeks.  Please evaluate and treat.

(BP Chapter 19, pp. 158-159)  

Workup:  pregnancy test, prolactin, TSH, visual disturbances (see table 19-4 in BP)

(Hacker and Moore, pp 585-587)

The most likely diagnosis is hyperprolactinemia.  Hyperprolactinemia causes galactorrhea and oligomenorrhea or amenorrhea.

Multiple causes of hyperprolactinemia.  Several drugs can induce nonphysiologic galactorrhea or hyperprolactinemia:  tranquilizers, TCAs, antihypertensive agents, narcotics and oral contraceptive steroids.

In 3-5% of cases, primary hypothyroidism is the cause.  Other causes include a craniopharyngiom (nonpituitary tumor), prolactin-secreting adenoma, acromegaly, and empty sella syndrome.

Evaluation
-First, a thorough history should be taken.  This must include the use of drugs or medications.

-Don’t forget a pregnancy test!!!

-To determine the presence of true galactorrhea, a smear is prepared and examined microscopically.  Galactorrhea is characterized by multiple fat droplets.

-All patients should have thyroid function tests to rule out hypothyroidism.

-A prolactin level should also be drawn.

-Pts with secondary amenorrhea and low levels of estrogen (<40 ng/ml) have a significantly greater risk of having a pituitary adenoma.  If prolactin is between 20 and 60 ng/ml a thyrotropin test should be considered.  If the pt’s prolactin level doesn’t triple after a 500ug IV bolus of thyrotropin, an MRI should be ordered, due to the increased risk of prolactinoma.  If the initial prolactin  level is >60 ng/ml, a skull MRI should be ordered without thyrotropin test.

Treatment
-Periodic observation is indicated in menstruating women with galactorrhea who have normal prolactin levels or idiopathic elevated prolactin leve.s

-Bromocriptine, a dopamine agonist, induces cyclic and physiologic estrogen secretion and prolactin suppression.  Usually regular menses resumes and galatorrhea resolves after about 6 weeks of therapy in women without adenomas (it takes about 3-4 wks longer in those women with adenomas).  Bromocriptine will also induce ovulation.  50% of women require only 5mg/day, whereas the other 50 % require higher doses.

-Surgery via the transsphenoidal route permits removal of pituitary adenomas with preservation of the remaining gland.  Cure rates of 50-80% have been reported for patients with microadenomas (<1cm) and 10-30% for pts with macroadenomas(>1cm).  Surgery should only be used in those pts whom complete or partial failure of medical therapy has occurred or in those with poor compliance.

-Cobalt radiation therapy (450Gy) may arrest the growth of a pituitary adenoma.  (After this tx, regular menses usually do not resume and it usually takes up to 1 year for galactorrhea to resolve.)

6. You are called into labor room #18 because a patient known to you is having a grand mal seizure.  She is being induced at 37 weeks because of PROM.  Please evaluate and treat.

ABC’s first, consider calling code?

BP topics:  Eclampsia pp.72-77, PROM pp. 51-52.

Treat mom to treat baby.  Stop seizure with MgSO4 continue 12-24 hours after delivery.  Test reflexes for OD regularly.  If OD, give 10 ml 10% Ca gluconate IV.  Can give IV diazepam for seizure, monitor respiration.  For HTN give hydralazine.  When patient stabilizes deliver, preferably vaginally.  Consider PMHx of seizures. 

“Esoteric”:  This patient is 37 weeks induced due to PROM.  In order to have PROM, the membranes must rupture before 37 weeks.  Therefore, this patient may have had a prolonged rupture of membrane (>12-18 hours), increasing the chance of chorio infection.  She may, therefore be on prophylaxis  abx.  Usually, Ampicillin and erythromycin is used.  AMPICILLIN CAN CAUSE SEIZURES usually in large doses or in patients with renal problems.

(Hacker and Moore, pp 206, 254-255)

The management of this patient should be in an isolated labor room with minimal noise and not too much light.  Obviously, first things first, ABC’s.  The airway should be cleared and oxygen should be given by face mask.  Blood pressure should be taken every 10 min.  A large bore IV should be placed for blood draws, IVF and meds.  A foley catheter should be placed.  I/Os recorded and a 24 hr albuminuria determined.

If the pt is hypertensive, which would suggest eclampsia, she should be given hydralazine or labetalol to lower BP and relieve vasoconstriction.  Magnesium sulfate should be given IV to decrease hyperreflexia and prevent further convulsions.  If valium is used in addition to MgS04, monitor respirations and be prepared in case the pt needs to be intubated due to resp depression.  No attempt should be made to deliver the baby until the acute phase of convulsive eclampsia and coma has passed.  When the patient is stabilized, delivery should be expedited (preferable by vaginal route).

Do not assume that the pt has eclampsia, they may also have a known seizure disorder.  Get a good history from a family member if possible and check the chart?

Pregnant pts with epilepsy have a twofold increase in maternal complications (pre-eclampsia, vaginal bleeding, hyperemesis prolonged labor an d premature labor).  There is also a high incidence of IUFD, coagulopathy and congenital anomalies seen in the fetus.  Anticonvulsants alone may not be responsible for the increase in these congenital anomalies.  If the patient was on an anticonvulsant (Phenobarbital), be sure to get a blood level drawn.

7. A 24 y/o gravida 0 presents to you because of a 4 month history of no menses.  She uses no birth control and states that she is not sexually active.  Please evaluate with the proper exams and lab data.

BP p. 158.  Pregnancy is #1 cause of secondary amenorrhea.

H&P important here, could be from pregnancy, stress, exercise, anorexia . . .

(Hacker and Moore, pp 580-592)

1) A careful history should be taken to include the use of a drug or medication, any unusual degree of stress or exercise or wt reduction or wt gain.  Also medical problems, h/o trauma, surgery, radiation.

2) Get a pregnancy test.

3) Get a prolactin level/FSH

4) Can do progestin challenge: 

Positive --- polycystic ovarian dsz

Negative --- If FSH is high, then ovary problem.



   If FSH is low, then CNS problem.

The leading cause of amenorrhea is pregnancy.  Do a pregnancy test!!!

(There may be reasons she is not admitting to being sexually active.  She may not be sexually active now, but what about 4 months ago?)

This patient may have secondary amenorrhea.  It is usually defined as the absence of menses for 6 months or more in a woman who previously had regular menses or the absence of menses for 12 months if the pt has a h/o oligomenorrhea.

Differential dx for pts with secondary amenorrhea is based on estrogen status of the pt.

-Those women with adequate estrogen fall into two groups:  1)  those who have a h/o uterine instrumentation, particulary D&C after vag delivery or terination of pregnancy, and have a high risk of having Asherman’s syndrome (intrauterine synechiae or adhesions) and 2)  those without history suggestive of Asherman’s syndrome and therefore are almost all chronically anovulatory or oligo-ovulatory.

Pts that have adequate levels of estrogen, but are acyclic are often described as having polycystic ovarian syndrome.  The clinical presentation is characterized by chronic anovulation associated with  hyperandrogenism in the absence of any specific underlying dsz of the adrenal or pituitary glands.  This usually is not a single abnormality, but represents several disorders.

-Those with hypoestrogenism include those with hypothalamic-pituitary dysfxn, premature ovarian failure or hyperprolactinemia.

Hypothalamic-pituitary failure includes those with sever wt loss, hypothalamic lesions, non-secreting pituitary adenomas or other CNS neoplasms and Sheehan’s syndrome.

Premature ovarian failure may have a Y-bearing chromosome and a karyotype should be obtained if the pt is younger than 25 to 30 years old.

Hyperprolactinemia was discussed in question #5.

Estrogen status used to be evaluated by administering progesterone and seeing if there was withdrawal bleeding.  If there was bleeding with 7 days, the pt was presumed to have adequate estrogen.

It is becoming more popular to use simple clinical methods at the time of consultation to establish estrogen status.

-A maturation index - performed by obtaining a pap smear and fixing it to a slide.  Then assess the patterns of squamous cells.  Usually, it shows at least 20% or more superficial cells, that conforms a vaginal epithelium with adequate estrogen.

-Transvaginal U/S – used to measure the endometrial stripe.

5mm or less= hypoestrogenic

6mm or greater = adequate estrogen

Treatment depends on the cause and level of estrogen.

Treatment of galactorrhea and hyperprolactinemia has been discussed in question #5.

If a drug or medication is the cause, it should d/c’d and changed to another drug if possible.

For pts with polycystic ovarian syndrome, if the pt is over 30 y/o, an endometrial biopsy should be performed due to their increased risk for endometrial hyperplasia and cancer.  If the pt wishes to conceive, ovulation induction should be initiated with clomiphene citrate.  If the pt hasn’t conceived in 6 ovulatory cylces, an anatomic evaluation should be considered (hysterosalpingography, U/S or laparoscopy).

If the pt does not wish to conceive, they can be tx’d with periodic progestin w/d.

8. A patient returns for her second prenatal visit at 12 weeks.  You notice in her labs the VDRL is positive 1:8.  How would you counsel and treat her?

BP p. 82,114-116.  VDRL is a screening test, use diagnostic test such as MHA-TP or FTA-ABS.  Ask about s/s syphilis.  Fetal complications include:  rash, “snuffles”, hepatosplenomegaly, hemolysis, lymphadenopathy, jaundice, 8th nerve deafness. Takes 4-6 weeks for (+) VDRL to develop after infection and 4-6 weeks after that for a positive FHA-ABS.

(Hacker and Moore, pg 220)

The false positive rate is between 0.5% and 14% because it is nonspecific for treponemes.  False-positives are usually 1:4.  They can be caused by drug addiction, autoimmune dsz, recent viral infection or immunization or pregnancy itself.  Therefore, a specific test should be performed to confirm the diagnosis, such as the fluorescent treponemal antibody absorption test (FTA-ABS).  The patient should be explained this and told about why it is important to get an accurate diagnosis and to treat the patient appropriately. You can tell her about the effects of syphilis on herself and the baby (see below) to stress the importance.

If the pt’s FTA-ABS is confirmatory, the patient should be treated the same as if she was not pregnant.  Penicillin G is the drug of choice.  If primary, secondary or latent for <12 mos, they can receive one dose of 2.4 million units IM.  If pt has been positive for an undetermined amount of time or latent for >1 yr, they should receive this dose weekly for 3 wks.  If allergic to PCN, erythromycin has been used but has an 11% failure rate.  If they have neurosyphilis, they need to be hospitalized and placed on IV PCN.  After treatment, the patient needs careful follow-up and monthly VDRL titers to ensure that the treatment is successful.

Pts with primary and secondary syphilis are more likely to transmit the infection to the fetus and have more severe manifestations to the fetus.  Transmission rate for primary or secondary is 50-80%.

Components of early congenital syphilis:  non-immune hydrops, hepatosplenomegaly, profound anemia, thrombocytopenia, skin lesions, rash, osteitis and periostitis, pneumonia, and hepatitis.  Perinatal mortality rate from congenital syphilis is about 50%.

9. A couple present to you with the story that their last pregnancy ended at 36 weeks with an infant that weighed 3lbs 4oz and is presently doing well at age 4 except for slight delayed motor function.  They are considering another pregnancy.  What are some of your thoughts?

First obtain a thorough H&P.  Elicit the cause of premature delivery as well as any complications that arose during pregnancy.  Determine if motor delays occurred after birth.  Genetic counseling will need to be considered as chromosomal disorders and several autosomal recessive syndromes could account for the child’s condition.  Obtain detailed family history to see if any relatives are also “slow”. Exposure to infections such as CMV and Rubella status will need to be confirmed.  Also ask about tobacco and alcohol use.  Maternal diseases such as HTN, DM, anemia, malnutrition, vascular disease should be considered.  Complications causing lack of oxygen or blood flow at delivery should also be addressed.  Aside from genetic issues, the risks for pregnancy should be explained to the couple and they may be assured that their chances for a healthy child are good.  If the child’s delay is due to genetic abnormalities, the couple will need to be counseled appropriately.

10.
You are called to see your class c diabetic patient, whom you delivered about 5 hours ago at 38 weeks, because she is unresponsive.  They want you to treat her. 

Hyperinsulinemia due to removal of placenta (removes HPL, an insulin antagonist) treat with sugar bolus and/or D5NS.  

Always okay to give diabetic a sugar bolus when they are unconscious, cures hypoglycemia and does not significantly effect hyperglycemia. 

During pregnancy, patients become increasingly insulin resistant and their insulin requirements are adjusted appropriately to maintain blood sugar of 60-90 (fasting) and <120 after meals. Class ‘C’ DM indicates that the patient developed diabetes before age 20 or >10yrs (10-19 y.o or 10-19 years duration) and is controlled with diet and insulin. For this patient the ABC’s must first be assessed.  It is likely that this patient is suffering from hypoglycemia.  Once the placenta is delivered, insulin requirements drop because the placenta was a source of many insulin antagonists.  The patient still has elevated levels of insulin in her system thereby causing a hypoglycemic episode. (Many diabetics will not require insulin for 48-72 hours postpartum)  Bolus infusion of IV Dextrose should be given immediately to increase blood sugar levels.  Monitor patient with finger sticks q6 hrs and give insulin if >150mg/dl.  This patient may be a poorly controlled diabetic with very low levels of insulin and thereby may be suffering from diabetic ketoacidosis (do a urine dipstick) or hyperosmolar coma.  In either case, the FSBS will quickly help determine the problem.  If the blood glucose is normal after initial finger stick consider other causes such as stroke, hemorrhage, medications etc.                                     

Class C DM patients are insulin dependent and have had the disease since they were </= 10 yo or have had it for >/= 20 yrs.  During pregnancy pts become increasingly insulin resistant and their doses are increased appropriately to maintain BS at optimal levels (fasting 60-90, post-pran </= 120 mg/dL).  In the case of an unresponsive class C diabetic 5 hr PP, the first course of action is to determine that she has an adequate airway, is breathing and has a pulse.  If these criteria are not met, CPR and BCLS would be started.  If the pt meets the criteria, the most likely cause of her condition would be hypoglycemia.  The reason for this is that following parturition the insulin resistance and dose required to maintain appropriate sugar levels greatly decreases.  Insulin requirements decrease b/c loss of the placenta decreases insulin antagonists, especially hPL.  Thus, it is likely the pre-partum insulin dose (high) has significantly lowered her blood sugar to levels below those needed for consciousmess.  Appropriate tx is IV bolus infusion of D5 to increase glucose levels.  The patient should recover consciousness and responsiveness within minutes.  A FSBS level would also help in determining glucose status.  If the patient does not respond to D5, alternative dx must be considered.  It is possible that the pt did not take insulin during a prolonged labor or was poorly controlled nad could therefore be unresponsive due to diabetic ketoacidosis (DKA) or non-ketone diabetic coma.  Again, FSBS would support the dx.  If the pt were hyperglycemic, infusion of insulin (lispro) would correct the condition within 30 min.  Finally, if the cause of the patient’s unresponsiveness is not related to DM, then occlusion of the blood supply to the head or ruptured Berry aneurysm must be considered.

11.  What are some of the early signs, symptoms and test of ovarian cancer, cervical cancer and endometrial cancer?     

	
	Risk Factors
	Classic s/s
	Early s/s
	Screen Tests
	Dx Tests
	Outcome

	Ovarian CA
	Positive FamHx (ovary or breast CA)
	Early satiety.  Big belly (ascites), small arms/legs (cachexia)
	NONE 

(Abd discomfort)
	none
	U/S, lap, lymph node
	Poor.  5 yr survival <20%.

	Cervical CA
	STD exposure
	Postcoital bleeding
	Dysplasia, HPV
	Pap
	biopsy
	Good

	Endometrial CA
	Anything that increases estrogen exposure
	Postmenopausal bleeding
	NONE

(Postmenopausal bleeding)
	none
	biopsy
	Good



-------------------------------------------------------------------------------------------------------------

Ovarian Cancer

Signs: fixed ovarian mass, ascites

Symptoms: usually asymptomatic until disseminated. + irregular menses or postmenopausal bldding; mass effects (e.g.- urinary frequency, constipation, “fullness”, dysparuneia, pain, swelling

Tests: CA-125 lacks specificity, endometrial biopsy w/ curretage, TV U/S, pericentesis

Cervical Cancer

Sign: nl cervix, cervical ulcer, exophytic, granular, necrotic, friable/bleeds

Symptoms: abnl bleeding (80-90%) e.g. post-coital, intermenses, abnl menstruation; abnl d/c, pelvic pain, leg swelling, urinary frequency

Tests: PAP (screening) False(+) = 1%, False(-) = 10-20%;  colposcopy, speculoscopy, Schiller’s test, recto-vaginal exam, cervical bx, cone procedure

Endometrial Cancer

Signs: Obesity, DM, HTN, patulous external os, expanded cervix = extensive disease, inguinal LAD, pleural effusion, ascites

Symptoms: abnl bleeding, postmenopausal, intermenstrual

Tests: PAP (40%), endometrial BX via Kevorkian curette, aspirator, jet washer, pipelle  cannula

12.
You are taking care of a patient at term in active labor.  What are some aspects of the pregnancy that would make you type and cross her for two units because you fear a hemorrhage post-partum.     

Postpartum hemorrhage is blood loss > 500mL or 1000 mL at time of vaginal or cesarean delivery respectively.  Etiology: uterine atony (75-80%), genital tract trauma, retained placental products, placenta previa, uterine inversion, coagulation disorders. Uterine contractions after delivery of the placenta help to cut off blood flow and control bleeding. Any condition which causes the uterus to contract poorly may lead to increased postpartum bleeding.  Uterine atony caused by: overdistention, multiparity, polyhydramnios, fetal macrosomia, prolonged labor, use of oxytocin, magnesium sulfate, chorioamnionitis, halogenated anesthetics, uterine leiomyomata.  Many of these conditions can be discovered prior to delivery which allows time to have blood products on hand.  Also, coagulopathies such as ITP, TTP, and von Willerbrand’s diseae may be know ahead of time.   Conditions such as amniotic fluid embolism and placental abruption would be managed as they occur.  Genital tract trauma and uterine inversion would be hard to predict.  Abnormal placental insertion and low implantation may be seen on ultrasound and planned for in advance.

Postpartum hemorrhage (PPH) is defined as > 500 ml or > 1000 ml blood loss at the time of vaginal or c-section delivery respectively.  With term labor there are several factors that predictably increase risk of PP hemorrhage and for which prophylactic measures should be taken.  Other causes of PP hemorrhage are unpredictable and can only be managed as they arise.  For example, uterine atony accounts for 75-80% of PP bleeding.  Predisposition to uterine atony is seen in over-distension of the uterus due to multiple gestation, polyhydramnios, and fetal macrosomia.  Prolonged labor, pitocin-induced labor, and precipitous labor also increase risk.  Additionally, MgSO4 tx, chorioamnionitis, fibroids, and halogenated anesthetics all increase uterine atony and PPH.  All of these factors are predictable and the doc should type and cross 2-4 U of RBC prior to delivery.  Another major cause of PPH are preexisting maternal coag d/o.  Thrombotic thrombocytopenia, idiopathic thrombocytopenia, and VonWillebrand’s dz can all be discovered by coag studies prior to delivery and predispose to PPH.  Other coag d/o, such as amniotic fluid embolus and abruption, are not predictable and can only be managed as they occur.  Likewise, uterine inversion and genital tract trauma cannot be foreseen.  Finally, abnl placental invasion as seen in placenta accreta, percreta and low placental implantation can cause delayed PPH.  These conditions can often be seen on U/S and should be anticipated.

13.
A pap smear is returned to your office as AGUS in a 55 y/o white woman.  What are some of the concerns about this finding?

Get HPV typing done.  AGUS more worrisome than ACUS because gland cells in endocervix, endometrium.  Get curette biopsy, if (-) then get fallopian tube and/or ovarian bx.


Atypical glandular cells of unspecified significance (AGUS) is disturbing because it represents a cytologic diagnosis associated with a high incidence of underlying malignant lesions.  The progression of these patients is quite variable and unpredictable.  Dysplastic cells may rapidly progress becoming invasive or they may normalize.   Guidelines for management:  perform cervical/vaginal colposcopy and endocervical curettage.  Pt should get repeat pap smears every 4-6 mo until 4 normal pap smears have been obtained.  AGUS on pap smears correlated with significant findings in 45% of patients.  32% premalignant, 13% benign  (Amer Journ OB/GYN).

14.
You are called to see a patient who is two days post-op from a LTCS because she has a fever of 102.4 degrees.  What are some of the historical and present findings you would be interested in?

Two train of thoughts common postoperative causes of fever and common C-section postoperative causes of fever. Postpartum infection is the number one complication of C-section.  Of these infections, C-section patients have greater probability of getting:  endomyometritis, wound infection, retained POC, UTI, and DVT.

	PostOp Fever 

“the Ws”
	Timeline
	Post C-section Fever
	Notes

	Wind = Atelectasis
	1-2 days
	
	

	Wind= Pneumonia
	1-4 days
	
	

	Water = UTI
	3-5 days
	UTI
	

	Wound*
	5-7 days
	Endomyometritis*
	(BP p. 93), fever, (WBC, uterine tenderness, usu. 5-10 days post op.  Treat with triple tx abx.

	Walking = DVT
	> 5 days
	DVT
	Increased likelihood due to nature of patient.

	Wild = Drug rxn
	6-8 days
	Retained POC
	Fever persistent despite abx, hemorrhage, dx with u/s, tx with D&C.

	*Serious Complication of endomyometritis or wound infection in C-section patient is “septic pelvic thrombophlebitis” heralded by fever and unilateral pelvic pain (classically on the right side).


Evaluation of a febrile postpartum patient should include a thorough H&P.  Look at fever curve to assess if there are spikes in temp suggesting pelvic abscess and pelvic thrombophlebitis.  Obtain labor history to assess if patient had prolonged labor.  Physical exam should include evaluation for uterine tenderness along with pelvic exam.  Consider a CT for suspected pelvic thrombophlebitis.  Other causes of  include:  anemia, PROM, prolonged labor, cervical or vaginal lacerations, manual removal of the placenta, retained placental products.  Non-pelvic infectious etiologies such as breast engorgement, mastitis, aspirative pneumonia, atelectasis, pyelonephritis, and wound infection must also be excluded.   Following primary C-section, febrile morbidity is 2x that of a vaginal delivery.  These fevers are often due to endometritis.  70% of these infections are caused by anaerobic organisms although mixed infections with B.fragilis are encountered 1/3 of time.  

15.
A 23 y/o female is brought to the ED following a serious motor vehicle accident.  Upon arrival you find out she is 34 weeks pregnant, has a crushing chest would and multiple lacerations.  During your initial evaluation, she goes into cardiac arrest. 

Treat mom to treat fetus.  Treat as any other trauma patient with following exceptions:  keep in left lateral decubitus position if possible, r/o PROM, placental separation, uterine rupture, and abruption (triad of abruption s/s are uterine bleeding, uterine hyperactivity, fetal death/distress).  Check pt with u/s and CT.  Keep fetal monitoring for minimum 24 hours. 


The life of the mother is the first priority.  Basic emergent care is indicated (ABC’s).  Stabilization of the mother will likely stabilize the fetus, however continuous fetal monitoring is needed to ascertain viability.  Placental abruption, uterine contusions, and fetal skull fractures must be rules out.  Some sources suggest that the fetus must be delivered within 5-10min if the mother dies.  Kleihaur-Berke test may be done to evaluate for any fetal blood crossover in order to determine extent of maternal-fetal transfusion secondary to the MVA.  RhoGam may need to be given to avoid incompatibility in Rh negative women.  Kleihaur-Berke test controversial in prediction of outcome.  Labs to order: CBC, FDP, PT, PTT.

16.
An 18 y/o gravida 1 at 40 weeks is under your care and is in active labor.  Her contractions are 5-6 minutes apart and of approximately 40 mmHg pressure as determined by internal pressure catheter.  She has been 5 cm dilated for 2 ½ hours in a cephalic presentation at a zero station.  Please evaluate and treat. 


This patient is in active labor but failing to progress due to 2.5hrs at 5cm.  The 3 P’s of labor: power, passage, passenger – need to be evaluated.  The only variable of labor is power – force and the number of contractions.  The passage (pelvis) and passenger (fetus) are constant. Since patient’s contractions are every 5min and only 40mm pressure with each contraction the 10 minute MVU is 80.  An MVU of 200 is necessary to facilitate labor. Pitocin could be used to increase uterine contractions and cervical dilation thus facilitating childbirth.

17. A patient arrives at the ED with the complaint of vaginal bleeding.  She thinks she is about 10 weeks pregnant.  Your exam does reveal a moderate amount of bright red bleeding coming from the os and a uterus that is 12 to 14 weeks size.  Please evaluate and treat. 

Threatened Abortion.

When evaluating this patient you should assess whether there is a h/o trauma or sexual intercourse prior to the onset of bleeding and the duration and amount of bleeding.  Review the OB hx and med hx for bleeding disorders as well as cocaine or tobacco use.

A pregnancy test should be performed and if positive determine gestational age by LMP or U/S.  It may also indicate potential abortion of fetus or molar pregnancy.  About 25% of pregnant women have some degree of vaginal bleeding during the 1st trimester.  When pregnancy is complicated by vaginal bleeding before the 20th week it is termed threatened abortion.  Pain may or may not be associated with threatened abortion.  25-50% of threatened abortions result in loss of pregnancy.

Management of this patient requires an U/S to determine viability of the fetus.  If so, 95% will produce a live baby.  In addition reassuring the parents is crucial.

18. A woman who is 24 weeks pregnant calls to inform you her child was sent home from day care with what is thought to be chicken pox.  What advice and treatment would you offer?

Hx, IgG titer, if IgG titer shows immunity, mom okay, no tx necessary, otherwise VZIG within 6 days..

First find out if she has had chickenpox in the past.  If not or she is uncertain, a varicella IgG titer should be obtained.  If this is low, a varicella zoster immune globulin (VZIG) should be administered within 6 days of exposure.  (DO NOT give the varicella vaccine b/c it contains LIVE ATTENUATED VIRUS!!)  This helps reduce maternal morbidity; whether it protects the fetus is unknown.  If she has a h/o chickenpox, it is assumed that she is immune.

If infected, the fetus can develop congenital varicella syndrome.  Dx is based on IgM positive cord blood and clinical findings in the newborn including limb hypoplasia, cutaneous scars, cataracts, cortical atrophy, microcephaly, and symmetrical IUGR.

19. During your initial evaluation of a new Ob patient, you find a grade II/VI diastolic murmur.  How would you proceed from here if at all?

Aortic regurg vs. mitral stenosis with diastolic murmur, EKG -> Echo.

Diastolic murmurs should be considered pathologic and therefore should be investigated with the help of a cardiologist.  Aortic regurgitation or mitral stenosis can cause a diastolic murmur.  The patient should avoid excessive weight gain and edema.  She should be placed on a low salt diet and avoid strenuous activity.  In addition she should take iron to prevent anemia.  Anemia leads to reduced oxygen-carrying  capacity of the blood which is compensated for by an increase in cardiac output by increasing heart rate.  This leads to a decreased filling time, pulmonary congestion and edema.

20. The patient is now 34 weeks pregnant with a blood pressure of 140/95.  She weighs 176 lbs and has gained 12 lbs in the past two weeks.  Her urine dip analysis shows a trace of protein.  How would you proceed from here?

HELLP – H = hemolysis, EL = Elevated Liver enzymes, LP = Low Platelets.

HTN with or without proteinuria in pregnancy is preeclampsia.  Usually urine protein levels greater than 300 mg but less than 5 gm/24 hrs along with BP 140/90 classifies a pt w/ mild preeclampsia.  This pt has HTN but only trace protein.  However, the HTN is of concern.  Since she is < 37 weeks, a period of bed rest, low salt diet and observation is warranted.  The goal is to manage the HTN in a manner that does not endanger the mother or fetus, allows time for fetal maturation and let the cervix ripen.

21.A 26 y/o gravida 1 at 35 weeks presents for a problem visit because her baby has not been moving for the past 16 hours.  You saw her two days ago for a routine prenatal visit at which time everything was thought to be normal.  You listen with a doptone and hear no fetal heart tones.  What would be a good course of action from here?

 Fetal death should be suspected if the pt reports absence of fetal movements or if FHTs are not detected.  Real-time U/S confirms the lack of fetal movement and absence of fetal cardiac activity.  If IUFD is confirmed, indection of labor is recommended due to the risk of chorioamnionitis and DIC and the emotional distress of carrying an IUFD.

Pitocin is the drug of choice if the cervix is favorable for induction and there are no contraindications.  A search for a cause is warranted and includes TORCH studies, paravirus studies and listeria cultures.  Fetal chromosomal studies and total body radiographs along with an autopsy should be done.

22.A patient is enroute to L&D via ambulance because of sudden onset of a large amount of vaginal bleeding.  She is 36 weeks pregnant and the EMTs readio they have a very low blood pressure in the range of 60/40 with a pulse of 112.  They estimate they are about 10 minutes out.  How would you prepare for their arrival and what advice would you give over the radio to the ambulance?

See Q2 for hemorrhage.  Get OR and U/S ready.

Vaginal bleeding is always a cause for concern during pregnancy.  1st thing that comes to mind: abruption.  Why?  Decrease BP and increased HR

What is placenta abruptio?  Premature separation of the placenta before delivery of the fetus secondary to bleeding into the deciduas basalis.

What should we radio to the ambulance?  

1) Give fluids – will inc BP, dec HR, prevent hypovolemic shock and acute renal failure

2) Get hx to identify risk factors or potential causes.  For example, hx of maternal HTN, prior abruption, trauma, polyhydramnios, PROM, short umbilical cord, folate deficiency, abdominal pain, ctxn, prior c/s, PTL, previa, accreta, bleeding d/o, liver dz, tobacco or cocaine use, AMA

3) PE: VS, EBL, mental status, skin moistness and appearance (for signs of shock or petechial hemorrhages), bleeding from other sources; Abd: fundal height and tenderness

Do NOT do pelvic until U/S rules out previa

A team should be in place at the hospital to further assess.  Hemodynamic stability is critical; anesthesia should be ready; Cath to monitor UOP, fetal monitoring, OR ready

Labs: CBC, Rh, coags, type/cross 4 units

US- may show detachment of the placenta with retroplacental collections of blood; r/o previa

Get crit > 30%; test for DIC q4hr until delivery; if pt <34 wks, BMZ to mature fetal lungs.  This pt is 36 wks so steroids are not necessary.  If the abruption is mild, vaginal delivery is possible.  Oxytocin and amniotomy are indicated.  If fetal distress present, c-section.

Previa is another cause of vaginal bleeding (20%).  Typically it is painless 3rd trimester bleeding.  Associated factors include 1) multiparity 2) AMA 3) prior previa 4) multi-gestation.

Uterine Rupture is a cause.  Typically results from prior scar.  The classic presentation is a sudden onset of intense abd pain and vaginal bleeding.  Tx: TAH

Fetal cause is usually velamentous insertion and the presentation is bleeding with progressive changes in FHT from tachy to bradycardia to sinusoidal.  Tx: immediate abdominal delivery because it alone has a perinatal mortality of 50% with increase to 75% if the membranes rupture.

23.You have just finished doing a complete work-up on a new Ob patient.  What are some of the things in her history and/or physical that would make you write in her chart “watch for pre-term labor?”

 Preterm labor is defined as contractions with cervical changes (dilatation or effacement) in the 2nd trimester to 37 weeks.  There are multiple risk factors:

Hx: previous h/o induced abortion (esp 2nd trimester), PROM, abruption, previa, preterm delivery, neonatal death, habitual abortion, GU infection (std/bv), TORCH, renal dz, smoking, low SES, maternal age <20 or >35, single parent, heavy work, long travel, DES exposure in utero

PE: oversized uterus (multigestation, macrosomia, polyhydramnios, size-for-date discrepancy), uterine anomalies, severe anemia, threatened abortion, incompetent cervix, cervical surgery, bleeding after 20 wks, preeclampsia, preterm effacement and/or dilation of cervix, engagement before 36 wks, psychosocial stress

In addition to the above, the cause may be idiopathic.

24. Your patient calls you at 3:00 am relating there has been a large gush of fluid from her vagina and a small amount of blood tinged mucous.  She is presently 32 weeks pregnant and has had an uncomplicated prenatal course in this her second pregnancy.  What instructions would you give her and how would you treat her if indeed your exam shows ruptured membranes?

Even though this pt has had an uncomplicated prenatal course in this pregnancy, her sx should not be disregarded.  She needs to be evaluated.

Okay, the exam shows PROM;  Most PROM pts go into labor within 24-48 hrs.  Because the pt is at 32 wks, the fetal lungs are not mature so we need to give BMZ to decrease RDS risk.  We also want to prolong the latency period by stopping contractions with MgSO4 and Unasyn.

An US should be performed to determine fetal presentation.  If breech, a c/s may be indicated.  The US can give the Amniotic Fluid Index (AFI).  After scanning the 4 quadrants if the AFI is < 5 cm, the baby is oligo.

Abruption is also a complication and should be monitored for.

We want to prevent infection so antibiotics are given (amp).  Chorioamnionitis is a clinical dx: maternal temp, fetal tachy, uterine tenderness, maternal tachy.

Note: Hacker & Moore states that PROM pts can be managed on an outpatient basis if certain strict criteria can be met.  However, many faculty may disagree with this approach.

25. A patient you have been following in labor suddenly has a deceleration of her fetal monitor tracing to 80 bpm.  She is 6/80/-1 cephalic presentation with pitocin running at 12 miu per minute.  What steps would you take in this pregnancy of 38 weeks?

Fetal bradycardia: there is an algorithm for management.

1) Place mom in left lateral decub position to relieve IVC compression

2) Give 100% oxygen by face mask

3) d/c pit if present

4) R/o cord compression by exam

5) Bolus to decrease ctns

6) Monitor mom’s BP

7) If no improvement, c-section

26.
A patient you delivered 7 days ago calls you sobbing that she has been unable to stop crying and feels very alone and sad.  She has no history of any mental disorders and is very frightened by her feelings.  She is breast-feeding and wants to know what she can do. 
BP p. 94

Incidence >50% for mild form “postpartum blues”, about 5% for postpartum depression, and rarer for postpartum psychosis.  Postpartum blues resolves spontaneously in the puerperium (mild symptoms that last about 1 week).  Our patient has more than the blues as indicated by the inability to stop crying, feeling of isolation, and anhedonia.

 Primipara patients, patients with a hx of depression and patients with little to no social support are at increased risk for postpartum depression.  Symptoms typical of depression (anhedonia +/- SIGECAPS = Sleep, Interest, Guilt, Energy, Concentration, Appetite, Psychomotor Activity, Suicidal ideation). Postpartum depression pts may believe that they are unable to take care of their infant or apathy towards infant.  This depression can set in up to a year after birth lasting up to nine months.  For Major Depressive Disorder must have symptoms for at least 2 weeks.  This time limit not true for postpartum depression.  Always r/o suicidal and homicidal ideation in patients with suspected depression.  Common first line therapy is SSRIs and counseling.. When prescribing SSRIs check for breast-feeding indications.   Social workers and professional counselors can be involved.  Evidence now shows (expectedly) that the more depressed mom is the more developmental problems the baby acquires.

Postpartum psychosis may manifest with mothers receiving command hallucinations of infanticide, or messages that the infant is possessed.  Moms have lost touch with reality.  Previous hx of postpartum psychosis gives 30-50% chance for subsequent births.  Psychotic moms require hospitalization and antipsychotic treatment.

Also remember that fathers, especially stepfathers, can get postpartum depression as well.

Also, birth-related posttraumatic stress disorder (PTSD) can occur:  After childbirth, women may experience posttraumatic stress disorder (PTSD). PTSD includes two key elements: (1) experiencing or witnessing an event involving actual or threatened danger to the self or others, and (2) responding with intense fear, helplessness or horror.  Symptoms of birth-related PTSD may include: Obsessive thoughts about the birth 

Feelings of panic when near the site where the birth occurred, Feelings of numbness and detachment, Disturbing memories of the birth experience, Nightmares, Flashbacks, Sadness, fearfulness, anxiety or irritability 

27.
In the scheme of things what do the terms:  maternal death, fetal death, neonatal death, and perinatal death mean? 


Maternal death -Death of a woman from any cause while she is pregnant or within 90 days of her pregnancy’s termination. This includes motor vehicle accidents as well as obstetric causes. 

Abortus -Fetus delivered before 20 weeks gestation and weighing less than 500g. 

Fetal death -Death occurring in utero at or before birth and after 20 weeks gestation. This term is synonymous with stillbirth. 

Neonatal death- An infant death occurring after delivery and prior to 29 days of age. Early neonatal death occurs before 7 days of age and a late neonatal death occurs days 7-29. 

Perinatal death- Fetal or infant death occurring after 20 weeks gestation and before 29 days of life. Perinatal death = fetal death period + neonatal death period.

28.
What are some indications to do an amniocentesis at the various weeks of pregnancy? 

Amniocentesis is done at 16-18 weeks to test for chromosomal abnormalities, especially in mothers of advanced maternal age. The chromosomal abnormalities include Down's syndrome, and trisomy 13 and 18. At this time amnio can also reveal metabolic disorders like glycogen storage disease, Lesch Nyan disease and Hunter's disease. Neural tube defects, omphocele, Potter's disease and polycyctic kidney disease can also be screened for if there are genetic or predisposing factors. At this time the sex of the fetus can be determined by amniocentesis. 

Amniocentitisis is also done to assess lung maturity when premature delivery is threatened, especially in diabetic mothers. Other less common reasons for amnio include: Rh incompatibility testing (20-30 weeks), diagnosis of atypical chorioamnionitis, to administer drugs to fetus (ex. thyroid disease), to drain off excess fluid in polyhydramniocentesis, and to assess chronic leakage of amniotic fluid when suspected and not confirmed by other tests.

29.
A 22 y/o single female comes to you for contraceptive advice.  She is in good health, never been pregnant and is in her final year at ECU.  Contraception is very important, as she is to begin an overseas job in about 3 months.  Please evaluate history, physical and various means of contraception for this person. 
A 22 y/o single female comes to you for contraceptive advice.  She is in good health, never been pregnant and is in her final year at ECU.  Contraception is very important, as she is to begin an overseas job in about 3 months.  Please evaluate history, physical and various means of contraception for this person.

Contraception in a 22 yo: in this pt permanent sterilization should not be considered b/c she has no children and may wish to do so in the future.  The options available to her include oral contraceptives, IUD, depoprovera, Norplact, barrier methods like the diaphragm, cervical cap and/or condom and the rhythm method.

OCP’s come in monophasic, multiphasic and progestin only varieties.  The typical use has a failure rate of 3% and these work by preventing ovulatory escape via hormonal manipulation.  The progestin only varieties are used for nursing moms.  Low dose varieties of estrogen are associated with breakthrough bleeding and higher failure rates than those of the higher dose estrogens.  Minor side effects include: nausea, edema, HA, weight gain.  Serios side effects include: thromboembolism, CVA, HTN, postpill amenorrhea, increased cholelithiasis, and benign hepatic tumors.  Smoking increases the risk of cardiovascular complications.  The jury is still out on whether OCP’s increase the risk of breast cancer.  The advantages are: decreased risk of ovarian cancer, endometrial cancer, PID, and ectopic pregnancies and decreased menstrual bleeding and PMS.  Other medications may decrease their effectiveness.

Depo and Norplant offer longer term solutions to contraception by providing q3 month or q5 yr dosing and eliminates the hassle of remembering to take a pill or dummy pill every day.  The mechanism of action is also hormonal manipulation.  Side effects include amenorrhea, irregular menses and scarring.

Barriers: condoms are 98% effective when properly used but they are disliked because they interrupt the coital sequence and in some men cause ED or latex sensitivity.  Condoms are the only means of preventing the spread of HIV infection during intercourse.

Cervical caps, sponges and diaphragms are the female barrier devices that have an 18-36% failure rate with typical use.  Spermacides decrease this failure rate when used in combination.  Cervical caps are more effective in nulliparous women.  These devices interfere with the coital sequence, may cause bladder irritation and cystitis and must remain in the vagina for 6-8 hours after intercourse.

IUDs have a failure rate of 5% in the first year and 1% after that (due to unrecognized expulsion).  IUDs cause increased blood loss during menses and increased dysmenorrhea in nulliparous women.  The discontinuation rate in the first year is 20-25%.  If pregnancy is attained the IUD increases the risk for ectopic implantation and septic abortion.  Women, especially nulliparous women with multiple partners, are at an increased risk of salpingo-oophoritis or tubo-ovarian abscesses that can lead to permanent sterility.  Because of this, the IUD is not recommended for nulliparous women.

The rhythm method has the highest failure rate of 45% with typical use.  It uses ovulation calendar mapping, cervical mucus and basal body temperature to determine fertile periods in the women’s menstrual cycle.  Sexual intercourse is avoided 4 days prior to and 3 days after ovulation but this may need to be prolonged if the woman has irregular cycles.
30. 
A patient presents to gyn clinic with a three day history of vulvar itching.  She states 

this has happened twice before in the past 6 months.  She is married, has one child, and is 25 years old.  How would you evaluate this individual?

Because vulvovaginal disease is so common, and because most lesions are associated with pruritis and irritation, many physicians have a tendency to treat the sx without clinical and histological exam.  It is important to establish a specific dx before initiating tx.

· First , ask about PMHx, paying particular attention to any general medical conditions that may have vulvar manifestations (eg- Crohn’s, diabetes, psoriasis, atopic sensitivity, or other skin diseases).

· Urinary incontinence or chronic diarrhea may also result in secondary vulvar irritation.

· Ask about the use of soaps, perfumes, tight-fitting clothing, etc. that may cause irritation.

· Ask if she has received any therapeutic measures for past episodes, and if so, the response.

· The vulva should be carefully inspected and any gross lesions present should be biopsied.  If there is neither a visible lesion nor evidence of vaginitis, colposcopy with 5% acetic acid will help in identifying the best biopsy site.

· Any vaginal discharge should be examined microscopically with a KOH prep.

· Remember that the most common cause of vulvar pruritis is candidiasis.

· Malignancy should always be ruled out in the case of chronic vulvar irritation.

Benign lesions of the vulva that involve pruritis would include: inflammatory vulvar dermatoses, vulvar dystrophies, and vaginal infections.  (STDs may also be in your differential though they usually do not cause vulvar itching).

Inflammatory Vulvar Dermatoses:

1) Intertrigo: this is an inflammatory eruption caused by apposition of moist skin surfaces.  The problem is commonly seen in the genitocrural folds and inner thighs.  Predisposing factors are obesity, tight clothing, and sweating.  There is often secondary infection with bacteria or C.albicans.

2) Secondary Irritative Vulvitis:  this condition presents as a nonspecific reddened area with itching and burning.  A careful history may reveal the use of an irritant, such as a deodorant spray, or an allergy to latex.

3) Hidradenitis Suppurativa: this is a chronic disease that results from blockage/chronic infection of the apocrine glands, which are present in the hair-bearing areas of the vulva.  The patient presents with vulvar itching and burning, and a skin abscess that opens and drains.

4) Fox-Fordyce Disease: this disease is found almost exclusively in women of reproductive age.  The apocrine sweat gland openings become plugged with kertin and intense itching occurs as apocrine secretions leak through the dilated ducts.

5) Diabetic Vulvitis: this is initiated bu an infection with C. albicans.  Symptoms include chronic pruritis, irritation, burning, dyspaeunia, and dysuria.  Effective treatment involves strict control of  glucose levels.

6) Insect bites : two specific insects are associated with vulvar pruitis – crabs (Phthirus pubis) and scabies (Sarcoptes scabiei).  Pruritis is the most common complaint.  Diagnosis can be made by seeing “ground pepper” specks in the skin, or louse eggs attached to the hair shaft.

Vulvar Dystrophies:

1) Hyperplastic Dystrophy: while this disease is seen primarily in postmenopausal women, it may occur among women of reproductive age as well.  The most common symptom is pruritis.  The surface of the lesion appears thickened and hyperkeratotic and biopsy is necessary to make the dx.

2) Lichen Sclerosis: this disease can also occur at any age but is generally more common among postmenopausal women.  It is a white lesion of the vulva and is characterized by pruritis, dyspareunia, and burning.  Definitive dz is made by biopsy.

3) Mixed Dystrophy: this lesion consists of hypoplastic and hyperplastic areas, with common symptoms being burning, pruritis, and dyspareunia.

Vaginal Infections:

1) Yeast Infections: Candida albicans causes 80-90% of all cases.  Dx is made by microscopic exam of KOH prep of the discharge which reveals branching hyphae and spores.

2) Trichomonas Vaginalis: signs consist of a profuse d/c, often frothy, and possible, vulvar erythema, edema, and pruritis.  Dx is via microscopic exam of wet preps of vaginal swabs.  Often active movement of flagella can be seen.

3) Bacterial Vaginosis: one of the most common organisms is Gardnerella vaginalis, though it is often polymicrobial.  Dx by wet prep that reveals clue cells (epithelial cells with attached bacteria).

31. 
A 23 y/o comes to you complaining of a small raised lesion on her perineum.  It has been there for about one week and is non-ender but she thinks now there maybe another one coming.  Your exam does indeed show cauliflower raised non-ender lesions [three] on the left labia minora.  What would be your course of action from here?

Cauliflower-like lesions on the labia should have you thinking of condylomata acuminata.  The etiologic agent is HPV (most commonly serotypes 6 and 11), transmitted by sexual contact, and the lesions are usually much more profuse in patients who are pregnant, diabetic, on OCPs, or on immunosuppressant therapy.

Diagnosis is usually made via clinical exam.  The warts generally have a raised, spiked surface, and while the lesions are small initially, they may eventually evolve into the larger cauliflower-like growths.  Clincal exam should include thorough inspection of the vulva, perineal body, and anogenital region, where lesions are commonly found.  In addition, lesions can also arise on the walls of the vagina, on the cervix, and in the anal canal, so these areas should also be inspected.  If uncertain of a clinical diagnosis, a biopsy of the lesion can be made for definitive diagnosis.

The first line of treatment for small isolated lesions on the vulva is weekly applications of 25% trichloroacetic acid.  If after 4-6 wks the lesions persist or recur, cryosurgery, electrocautery, or laser tx may be used.  Large lesions may have to be excised.  Regardless of the tx modality, a recurrence rate of ~20% is seen.  Finally, encourage condom use and partner treatment and provide education.

32.
You are called to the ED to see a patient there for severe left lower quadrant abdominal pain for the past 23 hours.  She has a fever of 101 degrees and has lost her appetite.  Where and how would you start your evaluation?

Any women of reproductive age with severe abdominal pain should first be evaluated for an ectopic pregnancy, since this can be a life-threatening situation.  The diagnosis of ectopic pregnancy is made by history, PE, lab tests, and US.  On history, patients will often complain of unilateral pelvic or lower abdominal pain and vaginal bleeding.  Exam may reveal an adnexal mass that will usually be tender, as well as a uterus that is small for gestational age, and bleeding from the cervix.  Most patients with an unruptured ectopic pregnancy will be afebrile.  The patient with a ruptured ectopic pregnancy will present with symptoms of increasing abdominal pain, abdominal distension, tachycardia, diaphoresis, orthostatic BP changes due to hypovolemia.  Furthermore, the entire abdomen will be acutely tender with guarding and rebound tenderness.

The standard of care for ectopic pregnancy dx is transvaginal US (which can detect an intrauterine gestational sac at as early as 5 weeks of amenorrhea), along with hCG testing.  A rapid urine or serum hCG should be ordered stat.  If it is determined that the patient is pregnant, a quantitative hCG should also be ordered.  A quantitative value of 2000 or greater indicates an intrauterine pregnancy that should be visible on TVUS.  A serum progesterone level can also be an excellent dx tool, since levels greater than 25 ng/mL virtually ensure an IUP.  Its utility is restricted by its long wating period (24 hrs).  Patients who cannot be dx with ectopic pregnancy because they do not have an adnexal mass on PE/UIS and are seemingly stable may be followed with serial hCG levels q48 hrs to assess the possibility of an ectopic.  The levels should double q48h if its IUP.

If the dx is made of ruptured ectopic,  the first priority should be yto stabilize the patient with IV fluids and bloods products.  The patient should then be taken to the OR for ex-lap, stabilization of the bleeding, and removal of the ectopic pregnancy.  Patients who are diagnosed with an unruptured ectopic should be monitored closely for signs of rupture (increased abdominal pain, bleeding or signs of shock).  If the ectopic pregnancy is uncomplicated and nonthreatening, methotrexate tx may be an option; otherwise, resection is indicated.

Other gynecological and nongyn disorders have dx in common with an ectopic and should also be considered in the differential.  These include:  threatened or incomplete abortion, a ruptured copur luteum cyst, acute PID, adnexal torsion, degenerating leiomyoma, acute appendicitis, pyelonephritis, and pancreatitis.

33.
During your exam of a 44 y/o G5P5005, you notice a large cystocoele and the cervix is at the level of the ischial spines.  Her uterus is bout 12 weeks size with no adnexal masses.  How would you proceed from here? 


Use a Sims speculum and while pressing the posterior wall, ask the pt to strain down.  This demonstrates the anterior wall consistent with cystocele and urethral displacement. 

Prophylactic measures for prop lapsed organs include diagnosis and treatment of chronic respiratory and metabolic disorders, correction of constipation and intra-abdorninal disorders that may cause chronic increases in intra-abdominal pressures and administration of estrogen to menopausal women in whom there is no contraindication to its use. Pts should be counseled concerning weight control, smoking cessation, and avoidance of strenuous stresses to which may damage the pelvic support system. 
Although, treatment of pelvic relaxation is primarily surgical, nonoperative approaches may be used initially.  In the history of this pt, consider the pt's age, marital status, further child bearing, sexual activity, degree of prolapse, and any other pathology before instituting treatment. 

If a mild prolapse is present, exercises to improve the tone of the pelvic floor musculature may be beneficial, but these do not improve the fascia or ligaments. (Kegel peritoneal exercises)

Mechanical devices such as pessaries are used to replace lost structural integrity of the pelvis. Use this in pts that are CI for surgery or are pregnant. In history find if this pt is suitable for surgery? 

Anterior colporrhapy (from Hacker and More p 460 there is a more complete list of surgeries if you would like to know more about specific surgeries) is used to correct a cystocele and urethral displacement. It involves plication of the pubocervical fascia to support the bladder and urethra. How does this pt feel about surgery? Is she having symptoms that will increase her desire of surgery or is she more interested in attempting nonsurgical solutions with an understanding that surgery may ultimately be the definitive solution. Does she have insurance? What can this pt afford or be allowed with her insurance or HMO? 

SYMPTOMS of Pelvic Relaxation ask about in hx: general hx, menstrual hx, and pelvic heaviness, backache, dyspareunia, urinary incontinence, urinary frequency or hesitancy or incomplete voiding or recurrent infections (Rectal symptoms would include constipation, painful defecation, incomplete defecation these would more likely go with a rectocele or enterocele) 

Blueprints suggests urine cultures, cystoscopy, urethroscopy may be useful in diagnosis of cystocele. 

(Blueprints p 115 for a sketch of a cystocele) 

Grading of pelvic organ prolapse 

0 no descent 

1 descent between normal and ischial spine 

2 descent between ischial spine and hymen 

3 descent within hymen 

4 descent through hymen

--------------------------------------------------------------------------------------------------------
 The bulging or descent of the bladder into the upper anterior vaginal wall (cystocele) represents a weakness in the investing fascia of the vagina.  The pelvic fascia, ligaments, and muscles may become weakened from excessive stretching during pregnancy, labor and vaginal delivery.  Women with pelvic organ prolapse are often postpartum and multiparous.  Descent of the cervix (as in this patient) indicates some degree of uterine prolapse.

This patient’s problem is essentially a structural one, and therefore requires therapies that reinforce the lost support to the pelvis.  If the patient is postmenopausal (unlikely, but possible) estrogen replacement therapy would be an important supplemental treatment as it can improve tissue tome and facilitate reversal of atrophic changes in the vaginal mucosa.  While treatment of pelvic relaxation is primarily surgical, nonoperative approaches may be used initially.  These would include the avoidance of straining and lifting heavy objects, and pelvic flood exercises (Kegel) designed to improve the tome of the pelvic floor musculature.  These exercises involve tightening and releasing of the pelvic muscles repeatedly throughout the day.  Vaginal pessaries are another non-surgical option to correct prolapse.  These devises are placed in the vagina and serve to hold the pelvic organs in their normal position.  Pessaries are usually an option only for women who are medically unfit for surgery or for pregnant women.

If the patient is not helped by the above approaches, or if the patient is having significant discomfort and inconvenience because of the prolapse, surgical correction will probably be necessary.  Surgery is also indeicated when the patient suffers from recurrent urinary sx or if the cystocele is sufficiently large.  In this case, it would be important to order a UA (as infection from stagnation of urine is possible) and possible a voiding cytourethrogram.  Surgical options for a cystocele with some uterine prolapse include anterior colporrhaphy (involves plication of the pubocervical fascia to support the bladder) with or without a vag hysterectomy (which can be used for any degree of uterine descent).

34. A couple in their mid twenties present to you because they have been unable to get pregnant for the past 10 months of unprotected intercourse.  She complains of moderate dysmenorrhea and sex has never been enjoyable for her.  She has sex just because she wants to get pregnant.  What areas do you need to explore in order to help this couple? 

Classic triad for endometriosis = infertility (>12 mo), dysmenorrhea, decrease sexual enjoyment.  This patient needs to start prenatal care (PNV).

First, diagnose and tx the dysmennorhea. Is this primary or secondary dysmenorrhea? Find out from Hx of this pt. 

Primary Dysmennorhea is a feature of ovulatory cycles that appears within 6-12 months of menarche. Clinical symptoms may include cramping a few hours before onset bleeding and persist for hours to days, and may have altered bowel habits, N, HA, dizziness and fatigue. This is attributed to ischemia, psychological factors, and cervical factors. Prostaglandins may be increased. Tx with NSAIDS, or OCP or Both.  Resistant cases with tocolytic agents or CCB, or progestens or psychotherapy or hypnotherapy. 

Secondary dysmennorhea may also involve prostaglandins and is not limited to the menses, is less related to the first day flow, develops in older women (30s and 40s so is probably not this pt) and may be associated with dyspareunia, infertility, and abnormal bleeding. If the hx does indicate secondary dysmennorhea, diagnose and tx the underlying disease which might include: Endometriosis, Pelvic Inflamation, Fibroid tumors, adenomyosis, ovarian cysts, and pelvic congestion. 

Second, try to determine the cause and effects of unenjoyable sex and diagnose and tx. Why is sex not enjoyable? Use hx and PE to evaluate this. This opens door for all kinds of concerns. Sexual abuse? Physical pain? Physical abnormalities? Related disorders or diseases that are cause? Relationship as a couple? Desires and sex drive? Hormone imbalance? Social issues? Emotional issues? The hx and PE should offer the physician help with what to do next. Since this couple is in office for infertility, take history that includes questions that relate to infertility including physical, genetic, emotional, social, and sexual fx. 

Explain to this couple that infertility is defined as the inability to conceive after one year of unprotected sex. The couple should be told that 85-90% of couples are able to conceive in 18 months. At his stage, the couple might be given suggestions such as how to plan for the time within her cycle that they are most likely to become pregnant and be given information concerning how to determine when she is ovulating. In general, the probability of becoming pregnant is enhanced by having intercourse every 2 days during

ovulation with the female on bottom and letting her lie on her back with her knees on chest for 15 min. Men should avoid tight underwear, saunas, hot tubs, and unnecessary environmental exposures. 

Answer all pt's questions carefully and fully. Do not order many expensive tests for infertility since the couple will likely get pregnant without medical intervention. (It has only been 10 months and if the wife does not like intercourse---this couple likely is not having sex every other day during periods surrounding ovulation.).  Schedule a later appointment to more fully explore male and female infertility. Take this time to make sure that this couple is up to date with basic health care. In short, explore and treat dysmennorhea and educate couple regarding practices to increase chances of pregnancy, and offer help regarding making sex more than a chore for the wife. Support the couple in their quest to become pregnant letting them know you have more avenues to follow with them if they do not get pregnant in the next few months. 

35. A 25 y/o gravida 0 comes to you because she has not had a period for 6 months.  The pregnancy test is negative.  She weighs 125 lbs and is in good health.  What are tests, history and physical findings you would look for?

Secondary amennorhea is defined as the absence of menses for 6 months or more in a woman who previously had regular menses or the absence of menses for 12 months in a woman who had oligomenorhea. This pt has secondary amennorhea. 

After ruling out pregnancy, a careful history and physical should be taken to identify the use of a drug or medicine, any unusual stress or exercise, or any significant weight reduction or weight gain. Special attention to be given to endocrine signs and symptom changes. 

The differential diagnosis is based next on the estrogenic status of the pt. Women who are hypo estrogenic have either a central or a gonadal defect. If pt is hypoestrogenic and is FSH Low the differential diag includes: CNS tumor, Stress, Hyperprolactinemia, caseating CNS lesion, hypophysitis, Sheehans syn. CNS neoplasms and hyperprolactinemia are the most common of these. If a pt is hypoestrogenic and high FSH the differential diag includes premature ovarian failure. If pt is estrogen pos, pt may have Ashermans Syndrome or polycystic ovarian syndrome.

TSH and Prolactin levels should be checked after the bhCG screen is neg. Hypothroidism , and hyperprolactinernia both cause amennorhea. If both are elevated, tx throid and check prolactin levels again when TSH is nomalized to verify resolution. If prolactin is elevated and TSH norm, after thorough Hand P including visual fields and CNs and attempt to express milk from nipple, consider MRI to rule out hypothalamic or pituitary lesion. 

If prolactin and TSH are norm, give a progesterone challenge test to assess the adequacy of endogenous estrogen production. Subsequent withdrawal bleeding indicates estrogen presence, although amenorrhea is secondary to anovulation. Remember that anovulation can be caused by a variety of endocrine disorders that alter the pituitary-gonadal feedback such as polycystic ovaries, tumors of the ovary and adrenals, Cushings syn, thyroid disorders, and adult onset adrenal hyperplasia. 

Absence of withdrawal bleeding in the progesterone challenge must be evaluated with  estrogen and progesterone administration. If no menstrual bleeding, suspect outflow tract disorder such as Ashermans syn or cervical stenosis. If menstrual bleeding does occur in response to estrogen and progesterone administration, this suggests an intact uterus without adequate endogenous hormone stimulation. Measurement of FSH and LH will help differentiate between a hypothlamic-pit disorder (low/norm FSH and LH levels) and ovarian failure (high FSH and LH levels). 

36. A 48 y/o calls because she is now having flooding in this her 10th day of a period.  Her menses have been irregular for the last 9 months and have gradually been getting heavier.  She is feeling light-headed and weak.  What are your thoughts about advice and possible management?

Treat as hemorrhage (shock).  Classic for fibroids, U/S to dx.  Offer medical Tx (progestin, danazol, GnR).  Definitive tx is myomectomy (retain some reproduction fxn) or hysterectomy.

 
Menorrhagia is defined as heavy or prolonged bleeding. Average blood loss is 35ml and menorrhagia is defined as greater than 80ml or greater than 24 pads a day while bleeding. Mennorhagia can be caused by fibroids, endometrial hyperplasia, endometrial polys, endometrial or cervical cancer, dysfx uterine bleeding, primary bleeding disorders, or pregnancy complications or in perimenopausal states. 

A hematocrit and hemoglobin and iron study should be done. History should include timing of the bleeding, any previous hx of bleeding, quanity of bleeding, menstrual history, recent medical hx, and associated menstrual symptoms and family bleeding hx. 

On PE, vaginal and cervical causes can be ruled out. The bimanual exam may reveal a uterus and adnexal masses consistent with fibroids, adenomyosis, or cancer. An endometrial biopsy is used to screen for endometrial hyperplasia and cancer. Sometimes a polyp or submucous fibroid will be diagnosed in this fashion. All pts should have preg test. Pelvic US can be used to evaluate in noninvasive manner. A sonohystogram or hysterosalopingogram may show intrauterine defects. A D and C gives tissue to evaluate but is invasive. 

Since this pt is 48yo and the average age of menopause is 50-51 yo, FSH should be tested. An elevated FSH is diagnostic of menopause. For some years prior to menopause, the ovary begins to show signs of impending failure. Anovulation becomes common, there is unopposed estrogen production, menstrual cycles become irregular, there are occasional heavy menses or evidence of endometrial hyperplasia, and increasing mood and emotional changes occur, with premenstrual syndromes becoming more marked. These perimenopausal symptoms usually last 3-5 years before there is a complete loss of menses or posthormonal levels of hormones are reached. 

Because this pt is light headed and weak and has lost blood for 10 days, she needs to come for an Hand P to be treated and evaluated.  Medical treatment for menorrhagia includes NSAIDS (not ibuprofen) which have been found to significantly reduce menorrhagia. Tranexamic A is more effective reducing blood loss than ethamsylate. Danazol reduces menstrual flow but has unacceptable side effects such as weight gain and acne, seborrhea, hirsutism, voice changes, and hot flashes and breast atrophy. GNRH have been used but there is less research showing that these are effective treating mennorhagia. The 2000 Clinical evidence review reports little evidence that D and C have long lasting benefits for mennorhagia. Hysterectomy is the only certain way to stop all menstrual loss but is clearly not the only or first treatment to attempt. 

37.  A mother brings her 14 y/o daughter to see you because she has severe dysmenorrhea.  Her menses began about 3 years ago, but the pain associated with them did not start until about six months ago.  She now has nausea, vomiting and on one occasion fainted.  Almost a given now, she has to miss one or two days of school because of the discomfort.  Please diagnose and treat her problem.

Primary dysmenorrhea can be caused by:  increased prostaglandin (PGE2, PGFalpha2).  Tx with NSAIDs (aspirin, ibuprofen, naproxen) or OCP.  Rule out organic causes.  Pt. usually <20 y.o., Psychosomatic components.

This is most likely a case of primary dysmenorrhea.  Do a pelvic examination to r/o secondary causes for her pain, including pelvic masses. Primary dysmenorrhea is pain and cramping during menstruation that usually presents before the age of 20 but after menarche. The diagnosis is made on the basis of history and the absence of organic causes of dysmenorrhea (endometriosis, adenomyosis, fibroids, and pelvic adhesions).    

Causes of Primary dysmenorrhea: women with dysmenorrhea have been documented to have high prostaglandin levels, mostly PGE2 and PGF2( in the menstrual fluid. It is theorized that high prostaglandin levels may induce painful uterine contractions and cramping, as well as some of the systemic symptoms including headache, nausea, diarrhea and emotional disturbances. There may also be a psychological component involved depending on the learned attitude of the girl towards menstruation, picked up from female family members, peers, or mentors.

Diagnosis:    Taking a good history is the most important factor in diagnosis. The pain of dymenorrhea usually occurs with ovulotory cycles on the first or second day of menstruation. Associated symptoms include nausea, vomiting and headache. On physical examination the patient will usually be tender throughout the pelvis.

Treatment:

A) NSAIDS - (aspirin, ibuprofen, and naproxen)   inhibit prostaglandin synthesis and provide pain relief.  Patients should take the meds at the onset of symptoms and continue for 2 to 3 days or as long as their symptoms persist.

B) OCPs-normally given to women who did not have any relief with NSAIIDS or could not tolerate them. The mechanism of relief with OCPs is either the cessation of ovulation or the alteration of the endometrium, leading to a decreased prostaglandin production. After using the OCPs for at least one year, patient may still have a reduction in symptoms even after the OCP is stopped.  

38. A 53 y/o is seen because she is having severe hot flashes, depression, and a general sense of non-well being.  Her menses stopped about 8 months ago.  She has not seen a physician for two years.  Please do a health screen and treat this individual.

If menses irradic then endometrial bx., Get FSH, TSH.  Offer OCPs.

 
History of this patient would probably lead to a diagnosis of menopause. The severe hot flashes, depression, and general sense of non well-being are not uncommon in the post-menopausal woman. Normal menopause is defined as the absence of a menstrual period for 6 to12 months in a woman > 45. Average age of menopause is between 50 and 55 years. This woman is presenting to us for treatment of her current symptoms, but this is a great opportunity to begin appropriate health screening measures and education about preventative health care in later years of life. Encourage this woman to schedule annual physical exams regularly, and appropriate routine health screenings on these visits will include:   BP, wt, ht on every visit (height may decrease in severe osteoporosis and should not be overlooked on these screenings). Breast exam as well as teaching and encouraging breast self-exam on a monthly basis. Yearly mammography should begin at the age of 50 (unless indicated earlier by the age of dx of breast cancer in a first degree female relative) and therefore definitely encouraged in this 53 y.o. Pelvic exam performed annually, with Pap smear and evaluation of adequacy of vaginal mucosa.     Important history questions before exam will include symptoms of urinary incontinence and dyspareunia as well as vaginal bleeding, which can be a significant warning sign if it suddenly reoccurs after a year without a period. Pelvic examination should definitely include a rectal exam and guaiac test after the age of 40.  Cholesterol screening annually, or every 2 to 3 years if normal on initial evaluation. Smoking cessation should be very strongly encouraged if the pt is a smoker. Adequate calcium intake is 1000mg if on HRT, 1500mg if not, and should be encouraged. Bone density measurements may be indicated-up to every year if the patient is not started on HRT.  Daily physical activity and weight-bearing exercise should be strongly encouraged.  The perimenopausal period may be the most ideal time to start HRT b/c it will help with the hot flashes and malaise and possibly the depression. Estrogen replacement therapy will not only help relieve symptoms, but

will help prevent osteoporosis, cardiovascular disease, and maybe Alzheimer’s Disease,

Increased HDL and decreased total cholesterol can help maintain strong healthy skin

including the vaginal wall. A progestin should be added to the estrogen if the women has a uterus.

39. A 22 y/o is seen by you for routine exam and refill of her oral contraceptives.  During the exam you notice a 6 cm right adnexal mass which is freely moveable and non-tender.  What steps would you take from here?

Do pregnancy test.  Hx suggests follicular/functional cyst.  Typical protocol for tx as follows:

Premenarchal and postmenopausal women with adnexal mass get ex-lap.  Reproductive age women with cyst <6 cm observed q6 weeks.  Reproductive age women with cyst 6-8 cm and no unilocular by u/s observe q 6 weeks.  Reproductive age women with cyst 6-8 cm and no multilocular by u/s gets ex-lap.  Reproductive age women with cyst >8 cm gets ex-lap.  Functional cysts can be treated with OCPs.

In general, the management of adnexal masses is guided largely by their established epidemiological tendencies.  First determine if it is malignant vs. benign.

Characteristics to distinguish:




BENIGN


MALIGNANT




Smaller size


Larger size




Smooth, distinct borders
Nodular, vague borders




Mobile



Adherent




Unilateral


Bilateral








Necrotic, hemorrhagic








Ascites

Functional physiologic cysts: (follicular, corpus luteum, theca lutein cysts)

Functional cysts are most common in the reproductive years between puberty and

menopause. Women using contraceptive methods that suppresss ovulation are not

likely to have physiologic cysts.  In this case, we assume that the pt. is on OCP’s but

this does not mean that we automatically exclude these types of cysts.

Typical size of follicular cyst is 2 cm, but size can vary from a few mm to 8 cm. It is a single, simple cyst that is translucent, thin-walled, and filled with clear to straw colored watery fluid.  Cysts should be managed via observation, most resolving spontaneously over 1-2 months.  U/S, CA-125, CT, laparoscopy are good ways to evaluate adnexal masses and to help R/O malignancies or other serious complications.

40. You see a patient in the clinic that informs you she was at a party last night and there are large portions of the evening she cannot remember.  This was at a fraternity party and there were about thirty people there.  She thinks she was raped but is very distressed that she cannot remember what happened to her.  How would you handle this situation?

Look at inside back cover of Managing Contraception.

Take a thorough  history attempting to establish the likelihood of sexual assault. What types of intercourse may have taken place (anal/oral/vaginal?), and who the perpetrator(s) may have been in order to get a clearer picture of risk factors for  possible STDs and pregnancy.  The precise description of sexual activity is mandatory. Note whether the victim has changed clothes, urinated, bathed, showered, douched, or brushed her teeth since the alleged attack. Victim should report the last time she had sexual intercourse before the assault and the date of her LNMP and BC status.

 It is important to help the victim overcome feelings of helplessness created by the experience of rape. The victim may object to being examined, especially by a male physician, therefore, the physician can delay the exam until a support person (friend, family member, nurse, etc.) is available to help with the exam. Another thing to think about is that the physician's role is not to force the girl to press charges or pursue the issue any more than she is willing to currently, but rather to look out for her health both physical and emotional which may have been put at risk by this experience. It is important to allow the patient as much control as possible over handling the situation since she may feel continuously violated if forced or coerced into actions by well-intentioned family or health care workers.

Physical exam should be performed as carefully as possible even if the pt initially declines legal action. The evidence you collect may be of great help to her if she changes her mind! Take photos or make sketches of cuts and bruises for documentation. Get evidence of semen in Wood's Light. Complete neuro exam and MSE is mandatory. Pelvic Exam (very thorough), and initial cultures for GC/Chlamydia as well as blood work for HCG, syphilis screens, Hep B, and HIV testing although these will also need to be repeated at 12 weeks.

Treatment should be offered prophylactically and should include antibiotics to cover GC/Chlamydia, Trichomonas, BV, Hepatitis B, and possibly HIV. Emergency contraception should also be offered to the pt, and may be in the form of Lo/Ovral or the currently marketed Preven pack. It is important to involve the pt in this decision based on her own personal risk assessment, current contraceptive status, and moral concerns. This therapy may only be effective if started within 72 hours of intercourse. The 1998 CDC  guidelines for treatment of STD’s  addressed the issue of postsexual assault prophylaxis.   Recommended regimen is Ceftriaxone 125mg IM single dose, Metronidazole 2gm po single dose, PLUS Azithromycin 1g po single dose or Doxycycline I 00mg po bid x7d for empiric coverage of chlamydia, gonorrhea, trichomonas, and BV. Postexposure Hep B vaccination (No HBIG necessary) should be considered if the pt is not immunized, with first dose at time of initial exam and follow-up doses at 1-2 and 4-6 months. A clear recommendation could not be made regarding the routine prophylaxis for HIV, but zidovudine and other antiviral agents have been used.

41. During the initial interview with a patient, you find yourself physically attracted to her.  She too begins to say some flirtatious comments back.  No exam has been done to this point.  What would be your best course of action from here?

Slippery slope to proceed with patient.  Refer patient to another physician.

First, you must decide early whether or not you want to establish a physician-patient relationship with the understanding that if that relationship is established, any flirtatious activity may dangerously compromise that relationship. If the physician-patient relationship does proceed to examination in this scenario, then it must proceed very professionally. Ethical standards forbid sexual relations between a physician and his or her patient. The safest course of action may be to refer this patient to a trusted colleague and avoid putting yourself in this situation.  

42. A 26 y/o mother of a 7-month-old complains to you she does not enjoy sex any more and has not had orgasms since the birth of her child.  She feels her marriage is good and wants very badly to have the feelings they had prior to the baby.  How would you proceed?

Evaluate previous level of sexual function, recent medications, surgery complications, physical complaints during sex, evaluate dysfunction within the phases of sex: arousal, excitement, orgasm (masturbation vs. sex), evaluate relationship, evaluate depression.

Assuming the pt functioned normally prior to her child’s birth, this level of sexual dysfxn may be classified as “secondary,” which generally has an organic or pharmacologic etiology.  However, a psychogenic cause cannot be ruled out – possibly as a prolonged sx of “pos-partum blues” which generally disappear w/in the first few days followingdelivery.  Obviously a complete H&P should be done.  Include a sexual hx and a psych eval involving her general coping mech to the new lifestyle change and marital stress (sleep, diet, shared responsibilities, etc) as well as a thorough neuro exam.  Note any meds the pt is currently taking – many pts may be prescribed an antidepressant such as an SSRI for postpartum depression or a birth control pill, both of which may cause sexual dysfxn and possibly anorgasmia.  If a pharmacologic etiology is identified, best management involves switching the agent responsible.

Drugs that can diminish sexual fxn in women
Organic causes
1.  hypnotics – EtOH, barbiturates


1.  Neurogenic (central, spinal)

2.  tranquilizers – diazepam



2.  Vascular (local, systemic)

3.  narcotics – heroine




3.  Endocrine (DM, thyroid)
4.  Antipsychotics – phenathiazines


4.  Systemic (hepatic, renal, pulm)

5.  antidepressants – TCAs, MAOIs


5.  Musculo-skeletal (arthritis)

6.  stimulants – cocaine, amphetamines

6.  Local/pelvic (infxn,  

7.  hallucinogens – THC, LSD


     endometriosis, CA)

8.  hormones – progestins, OCPs




9.  anti-HTN – reserpine, propanolol, methyldopa

10.anti-cholinergics

11.diuretics – acetazolamide

43. A 61 y/o patient complains she loses urine with every cough or sneeze.  This requires her to wear a pad and is particularly bad if she has an upper respiratory infection.  What are some of the historical and physical data you would want?

BP p. 135

R/o UTI, DM.  Grading system:  Grade I (severe stress, e.g. coughing), Grade II (rapid movement e.g. walking up stairs), Grade III (standing, continent when supine)

Urge incontinence can have urination after cough (2-3 seconds, larger volume) vs. immediate urination by cough with stress incontinence.

Urinary Stress Incontinence – the involuntary release of urine through the intact urethra in response to a sudden increase in intra-abdominal pressure such as coughin, sneezing or exercise.  Pelvic relaxation causes the bladder neck to become hypermobile so that the increase in intra-abdominal pressure>intra-urethral pressure.  Historical datanecessary for evaluation involves asking about the assoc risk factors (listed below) and should include:  details on neuro dzs, vaginal repair or bladder neck surgery, current meds and a detailed voiding diary.  PE should include a pelvic and neuro exam – deep tendon reflexes, anal reflexes, pelvic floor contractions and bulbo-cavernosus reflex.  U/A and culture should be benign.  Dx eval includes:  cotton-swab test (Q-tip test) to indicatepoor anatomic support, demonstrated leakage w/a stress test and nl cystogram and urethrocystometry to show nl residual urine vol and r/o invol detrusor contractions more indicative of urge incontinence.  Which often co-exist.

Risk Factors:
1.condtions causing pelvic relaxation:  vaginal childbirth, aging, genetics

2. chronic increase in intra-abd pressure:  constipation, chronic cough (COPD),

 smoking, chronic heavy lifting, (obesity makes it worse)

3. conditions that weaken the urethral closing mechanism:  estrogen deficiency, scarring, denervation, meds

Meds known to affect incontinence:  diuretics, antihistamines, diazepam

Treatment:  Kegels, Estrogen for mucosal coaptation.
44. A 32 y/o white female presents with a 6 weeks history of increasing abdominal pain.  Pelvic exam reveals a 6 cm mass in the right cul-de-sac, which is moderately tender and freely moveable.  Her CA125 is 185.

The DDx of an adnexal mass is quite extensive.  In general, most ovarian cysts are benign, however, the incidence of ovarian CA increases w/age. A palpable mass in premenarchal or postmenopausal women is strongly suggestive of neoplasm.  It is important to be familiar w/the relative frequencya nd types of adnexal masses for specific age groups and their specific characteristics o U/S in order to narrow the probably dx and determine the appropriate management.  Note that CA125 is considered sueful on in postmenopausal women and due to its low specificity is more useful in monitoring tx efficacy than dx.  CA125 is elevated in 80% of epithelial cell ovarian CA in which the levels correlate w/dzs progressions/regression.  A normal CA125 is </= 34 but many other conditions may also elevate this value, such as PID, endometriosis, preg, liver dzs (esp in premenopausal women).  U/S is th eprimary diagnostic tool for evaluating adnexal mass.

DDX:  ectopic preg

-(hCG


PID


-fever, increased WBCs, CMT, ex lap


Torsed adnexa

-U/S


Endometriosis 
–U/S, ex lap


Ovarian neoplasm
-U/S, CA125, ex lap


Fxnal ovarian cyst
-U/S


Appendicitis

-fever, increased WBCs, ex lap

Hx:  make sure to ask about menstrual hx (i.e. prolonged/delayed menstruation intervals or short cycles), dyspareunia, amenorrhea, abd pain.  Ask about a family hx of ovarian CA.

PE:  Characteristicsof mass can give clues as to whether mass is benign or malignant.





Benign


malignant

Mobility

mobile


fixed


Consistency

cystic


solid


Cul de sac

smooth


nodular

Pelvic U/S (transvaginal U/S may give more info):





Benign


malignant

Size


< 8 cm


> 8 cm


Septation

unilocular

multilocular


Lateralization

unilateral

bilateral


Other


calcification

ascites

***This pt’s mass is freely movable and unilateral, indicating that the mass is probably of benign nature.  The CA125 is elevated, however this pt is 32 yo thus CA125 is of limited value due to its low specificity.  In this premenopausal age group, fxnal cysts of the ovary are b far the most common type of adnexal mass.  Benign cystic teratomas are the most common neoplastic adnexal mass.  Management of this pt -–for cysts larger than 8 cm that persist longer than 60 days or are solid &/or complex on U/S are most likely not benign fxnal cysts and warrant a laparotomy; cysts less than 6 cm may be observed and followed w/repeat U/S I 6-8 wks for resolution.  Most follicular cysts will spontaneously resolve w/in 60 days.  Pts are sometimes started on OCPs during the observation period to suppress gonadotropin stimulation of the cyst.

Dif Dx:  PID, ectopic, torsed adnexal, TOA/TOC, endometriosis, fibroids, neoplasms, cysts

Things that elevate CA125: ectopic/normal pregnancy, endometriosis, fibroids, PID, pancreatic/lung/breast/colon/ovarian/endocervical/endometrial CAs, pancreatitis, cirrhosis, peritonitis, recent laparotomy.

45. A 20 y/o ECU student presents to you for birth control advice.  She is in good health weighing 135 lbs.  What methods and why would you recommend to her?

	Method
	Advantages
	Disadvantages
	Efficacy

	Natural Methods (periodic abstinence, coitus interruptus & lactational amenorrhea)


	No chem/mech barrier 
	Requires careful fertility awareness & abstinence

High failure rate
	55-80%

	Barrier Methods
	
	
	

	Male Condoms
	Protects from STDs; easy access; low cost
	Coital interruption; decreased sensation
	85-90%

	
	
	
	

	Female Condoms
	Inserted before intercourse
	High failure rate; difflcult to use; high cost; bulky
	80-85%

	
	
	
	

	Diaphragm
	Placed before intercourse
	Must remain 6-8 h after; Toxic shock; fitted by MD; high cost
	94%; actual 80-85%

	
	
	
	

	Cervical Cap
	Left for 1-2 days
	Fitted by MD
	80-85%

	
	
	
	

	Sponge
	Effective 24 h; OTC
	Not available; toxic shock
	80-85%

	
	
	
	

	Spermicides
	Cheap; protects from STDs
	Placed 30 min before
	97% (75-80)

	
	
	
	

	IUD
	Decreased ectopic preg
	Inserted by MD; salpingitis, SAB, uterine perforation
	98%

	
	
	
	

	Hormonal Methods
	
	
	

	OCP
	High efficacy; dec ovarian, uterine CA, dec ectopic, dec PID, dec benign breast dz
	Drug interaction; MI, stroke, DVT; PE, gallbladder dz, benign hepatic tumors, qd
	99%

	
	
	
	

	Norplant
	5 yrs; low failure rate; reversible
	Requires MD to add/remove
	99.8%

	
	
	
	

	Depo-Provera
	3 mo
	Irreg bleeding; wt gain, mood changes
	99.7%

	
	
	
	

	Surgical Sterilization
	Low failure rate
	Surgery risks
	

	
	
	
	

	
	
	
	


Ask patients desires re: contraception.  Remember patch.  Know how to answer this question; it is commonly encountered in some way/shape/form during your OB/GYN experience.

This patient is not necessarily in a monogamous relationship.  She most likely has future concerns of reproduction.  Effectiveness of method is important as is protection from STDs.  Natural methods are not a good choice because of efficacy and possible multiple partners.  Sterilization is also a poor choice due to age.  IUD is effective but risk of STD and serious side effects.  The best choice is probably combination of hormonal method and barrier method.

46. You are called stat to the ED.  Upon arrival, they tell you a woman is just outside having a baby in the backseat of her car.  You see the baby’s head crowning.  A precip pack is present.  The baby delivers and the placenta comes spontaneously shortly thereafter.  She then begins to have a large amount of bright red bleeding.

Postpartum Hemorrhage:  Usually uterine atony (boggy uterus), treat with oxytocin.  If that fails use methylergonovine (contraindicated in HTN) or directly injected PGF2( to uteruine musculature (contraindicated in asthmatics).  If this fails, go to OR for D&C vs. laparotomy.  In laparotomy, try bilateral O’Leary sutures to tie off uterine artieries.  If this fails, try hypogastric artery ligation.  If this fails, then go with a hysterectomy.  May also wish to consult interventional radiology for artery embolization.

Move pt from an uncontrolled environment (backseat of car) to a controlled environment (into the ED).  2 large bore Ivs.  Hang LR.  Run pitocin.  Order O- blood, 4 units.  Type and cross.  Check crit.  Explore uterus for retained POC and for uterine atony.  Check vagina & cervix for lacerations.  If bleeding continues without noted decrease, then administer Hemabate.

---------------------------------------------------------------------------------------------------------

Definition: Blood loss > 500 ml following vaginal delivery or 1000 ml following a C/S.  Etiologies following vaginal delivery include lacerations of vagina/cervix, uterine atony, placenta accreta, vaginal hematoma, retained POC, uterine inversion and uterine rupture.  Cesarean section etiologies include uterine atony, surgical blood loss, accreta, and uterine rupture.

While investigating the cause the patient should be started on fluid resuscitation and preparations should be made to give blood transfusions.  Visual examination will rule out lacerations of the vagina and cervix.  Adequate anesthesia should be provided if repairs are necessary.

Uterine Atony: the most common cause of postpartum hemorrhage.  It is failure of the uterus to contract after delivery in order to physiologically clamp the spiral arteries.  Risk factors include multiparity, h/o previous atony, and fibroids.  Palpate the uterus; if it is soft, massage it gently.  Pitocin may be administered to facilitate contraction.  If pit fails, methergen and them prostin may be administered directly into the uterine musculature.

Retained POC: usually presents several days PP.  A dilation and curettage will be necessary to remove the POC.

Accreta/increta/percreta: extension of the placenta deeper into the myometrium.  May require hysterectomy.

Uterine Rupture: rare in nulliparous women; tx involves laparotomy with repair or hysterectomy.

Uterine Inversion: Manually reinvert the uterus.  Relaxants such as nitroglycerin may be given to aid.  If unsuccessful, laparotomy is required to reinvert the uterus from an abdominal approach.

Don’t forget:  classic presentation of retroperitoneal hematoma = back pain with falling Hct; vaginal wall hematoma (“occult” blood loss after vaginal delivery).
47. A 48 y/o AA female comes to you for a general health screen.  She has recently moved to the area and has not seen a physician for the last 7 years.  She wants a good medical check-up.  What are some of the history, physical and lab studies you would want to have?

Age related preventive health measures for this 48 y.o. patient:  Smoking, Diet, Exercise, Etoh, Tetanus booster, BP, Cholesterol, rectal exam, Hemoccult, BSE education, breast exam, mammogram, pelvic exam, pap, menopause education/screen.

For this question, in which a 48 year old AA female comes in for a general health screen. I am going to focus more on the GYN aspect of this woman’s assessment. Of course, we would need an entire work-up---and I hope to hit the high points----but I definitely wanted to include her pertinent GYN needs as we are not as familiar with the details of that portion of her exam. 

It is essential to be systematic when taking a history, as to avoid missing important information in an initial appointment. 

Present Illness: In her case, she simply needs a general health screen. If she has specific complaints, be sure to ask her to state her main concerns in her own words. Common presentations include abnormal vaginal bleeding, abdominal pain, and amenorrhea. 

Past Medical History: Childhood illnesses, adult illnesses, accidents and injuries, operations and hospitalizations, immunizations, allergies and current medications

Family History: Age and health of parents, siblings, spouse and children. If pertinent, cause of death of deceased members---pay careful attention to gyn cancers. Include occurrence of major medical illnesses in family (HTN, DM, Heart disease, CA, Epilepsy, etc…)

Social History: Marital status and number of children, Tobacco, EtOh and Illicit Drug use, Diet, Exercise patterns, Occupation, Sleep patterns, Safety measures (ie. Seat belts…)

Psychosocial History: Home situation, Religious beliefs(if appropriate), Support systems

Obstetric History: Pregnancies, deliveries, and associated complications with dates

Menstrual History: Age of menarche, interval between periods, duration of menses, character of flow, intermenstrual bleed, date of LMP presence of dysmenorhea, mid-cycle pain, and in her case, any questions about climacteric symptoms (vaginal dryness, hot flashes or depression)

Contraceptive history: type and duration of each used any complications with use, current form used

Sexual history: Age of first intercourse, numbers of partners, any STD’s

Review of Systems: Complete review of all other systems---be sure to look for any recent weight fluctuations or loss of height (osteoporosis)…

Physical Exam: A complete, chaperoned physical exam should be conducted each year .

Vitals:  temp, HR, RR, BP, ht, wt

General Appearance: body build, state of nutrition, well being

Head and Neck: especially supraclavicular lymphadenopathy, oral lesions, webbed neck or goiter

Breasts: essential

Heart and Lungs: especially before any surgeries; also pleural effusions with malignancies

Abdomen: contour; presence of ascites; presence and distribution of body hair, striae, scars; General tenderness and rebound tenderness, guarding, abdominal rigidity; evaluate for masses (location, size, character, fixed vs. mobile), abdominal distension, tympany or dullness to percussion, presence of peristaltic waves

Back: abnormal curvature, CVA tenderness, psoas sign, painful radiations

Extremities: varicosities, edema, pedal pulses, cutaneous lesions

Pelvic Exam: conduct systematically and with respect and sensitivity toward patient

Inspect vulva: Observe hair distribution, atrophy, cysts, tumors, inflammation, purulent exudate

Speculum exam: Use appropriately sized bivalve speculum (warmed and lubricated), observe vaginal epithelium, inspect cervix for size, shape, (nulliparous os is circular, multiparous os is transverse), color and purulent exudate, perform a Pap smear of exocervix with wooden spatulum and endocervix with cytobrush

Bimanual Exam: Have patient empty bladder prior to exam, palpate cervix for consistency, contour, sie, and tenderness to motion, Elevate uterus with one hand on abdomen and one at cervix. Evaluate uterus for size, configuration, consistency and mobility of the organ. Shift hand to side of abdomen to try to palpate adnexal masses—it is usually impossible to feel normal tubes and difficult to feel normal ovaries. Assess pouch of Douglas for nodularity. 

Rectal Exam: Anus is inspected for lesions, hemorrhoids, or inflammation. Stool guaiac test should be performed. Look for presence of enterocele or rectocele. 

Laboratory analysis: Urinalysis, CBC, ESR, blood chem analysis. Fasting lipid panel.

Tumor marker tests and hormone assays are ordered as indicated. 

48. You deliver a 37-week baby whom you have induced because of PROM.  Before the placenta come out, she raise up on the table, with a very frightened look on her face, states she cannot breathe.  With that, she falls back and is unresponsive.

Amniotic Fluid Embolism is a catastrophic event, worse than PE.  50%-60% mortality.  Five classic signs:  respiratory distress, cyanosis, CV collapse, hemorrhage, coma.  Other signs:  hypotension (100% have), fetal distress (100%), ARDS, coagulopathy, seizure, patient has immediate/impending sense of doom/fright.  Treat as coagulopathy and shock picture.  “Bleeding everywhere . . . IV sights, surgical wounds, etc.”  ABCs.  Push fluid, blood, FFP, cryoprecipitate.  Be ready for DIC.  No time for V/Q scan, EKG etc.  Intensive care unit ASAP.

Classic sign for PE on EKG is large s wave in lead 1, large Q wave in lead 3, and inverted T wave in lead 3.  

Diagnosis: amniotic fluid embolism

Definition: obstruction and constriction of pulmonary blood vessels by amniotic fluid entering the maternal circulation causing obstetric shock

Symptoms: shock, inability to breathe

Treatment: ABC’s, support the respiratory system, correct the shock and replace the coagulation factors

Specifics: immediate CPR; rapid volume expansion with electrolyte sol’n; positive inotropic cardiac support; foley to monitor urine output; transfuse packed RBC’s to correct deficit; reverse coagulopathy with platelets, fibrinogen, and other blood products

49.  A patient presents to the ED because of right lower quadrant pain of two days duration.  She is 42 y/o and had her tubes tied over ten years ago.  Her menses have been erratic for the past 8-9 months mostly skipping periods.  Her last period was 8 weeks ago and was normal in duration.  What test and exams would you want to do in this patient?

Consider other dx as well.

Diagnosis: Ectopic pregnancy

Risk factors: history of tubal infection, prior ectopic pregnancy, history of tubal sterilization, history of tubal reconstructive surgery, pregnancy with an IUD in place, more than one therapeutic abortion, DES exposure, pregnancy resulting from failed postcoital contraception

Symptoms: classic triad of amenorrhea, vaginal bleeding, and abdominal pain

Differential diagnosis: threatened or incomplete abortion, a ruptured corpus luteum cyst, acute PID, adnexal torsion, degenerating leiomyoma, acute appendicitis,  pyelonephritis, pancreatitis

To diagnose:

Serial (hCG testing: determine if level is within normal range (1500-2000 mIU/ml is the discriminatory zone)

Serum progesterone assay: levels > 25 mg/ml virtually ensure an intrauterine pregnancy

Ultrasonography to determine site of pregnancy

Culdocentesis (inserting a syringe transvaginally through the posterior fornix into the pouch of Douglas to detect any fluid w/in  the peritoneal cavity) is of limited use in an unruptured ectopic, and is not frequently done anymore

Laparoscopy as a last option

Treatment: if <3 cm and unruptured, may use methotrexate IM 50 mg/m2; if larger, remove laparoscopically

50) An 80 y/o is to be seen in the Gyn clinic. She is of good mental status complaining of a brownish discharge from her vagina. She takes no medications. Your exam reveals a normal cervix, uterus, and adnexae and no blood in the vagina. There are several moderately swollen hemorrhoids. The rectal exam is negative for masses however, is positive for occult blood. 

Determine brownish discharge . . . blood vs. feces vs. other.  Postmenopausal vaginal bleeding?  Consider Endometrial CA.  Feces?  Consider sinus tract vs. fecal incontinence.  Rectal bleeding?  Hct to assess bleeding, sigmoidoscopy to visualize bleeding view/bx suspicious lesions, GI studies (r/o colon CA).

Risk factors for hemorrhoids:  increased venous stasis, constipation.

Tx:  topical anesthetics, steroids, increase fluids/fiber in diet (decrease constipation) and stool softeners.

Most common cause: atrophic bleeding

Give pt. Estrogen cream to administer to vaginal area for symptomatic relief. 

Most severe cause: endometrial CA

Risk factors: HTN, obesity, Early menarche, Late Menopause, DM, Nulliparity, Tamoxifen

In this case do a good H&P, then a possible endometrial sampling (biopsy); possible hysteroscopy

Give pt. Estrog/progest combo b/c she still has a uterus. 

Other potential causes of brownish discharge (old blood): Cervical polyps, endometrial polyps, prolapsed uterus. 

The occult blood on rectal exam may be the result of hemorrhoids but this patient should be screened for other intestinal abnormalities (colon ca, polyps, av malformations..etc)  via colonoscopy.
