Gestational DM

Gestational DM starts from 20 or 25 Wk (which one?)

History taking:

· FH of DM

· Previous pregnancy: N/D or C/S, any complication such as bleeding?

· Previous baby: How big was the baby?

· S/S of DM: polyuria, polydipsia, blurred vision

· BP (DM associated with PIH)

· Was the blood sugar checked?

· Was it the plan pregnancy?

Physical examination:

· GA

· Abdomen: lie and size of the baby

· Might do fundoscopic examination ( refer to ophthalmologist

Investigation:

· If GCT was done before ( do GTT

· If GTT was done before ( repeat GTT

· U/S to see how big, position

· FHR and CTG

Management:

1. Refer to the hospital for assessment and monitor* (might need admission)

2. Team management*

3. Tell her that she has gestational diabetes and explain about DM, after delivery BS will return to normal, about 40-60% may develop DM in the future.

4. Explain about complication

a. Complication to mother and pregnancy

· 40-60% develop DM in the future

· 2nd baby might be big

· Long labour

· Polyhydramnios

· Pre-eclampsia

· Bleeding (PPH)

· PROM

· ( risk of obstetric intervention

· Bleeding from placenta

b. Complication to the baby

· Hypoglycaemia after birth

· Shoulder dystocia

· Prematurity

· Cord prolapse

· Big baby

That’s why we need to monitor your diabetes to prevent and detect complication earlier.

5. Life style change: diet control for few weeks then if the blood sugar can’t be controlled, go for insulin (no tablet). 

Why I can’t take tablet?

It’s not enough time to absorb tablets and you might have N/V that decreases the efficiency of the medication. 

6. Regular follow up

a. Sugar level 3-4 times/day

b. Urine protein

c. CTG every week after 32 week

d. U/S every 4 weeks

e. Check kidney function

Tell her that she might to deliver before term, when the lung is mature enough.  

*********************************************************

Rape

A 27 years old lady, was raped by Johnny 2 days ago.  Management.

Rapport and introduction:  Make her to open

· I understand that it’s very distressing for you and I’m very sorry for you.  

· Are you comfortable to talk about this today? 

· Do you want a glass of water?

· I’m very appreciated that you talk about this with me.  

· It’s safe here and everything we talk about it’s confidential.  

History taking:

· Can you tell me more about that?

· Have you been seen by any doctor so far?

· Have you talked or shared this information with somebody? 

· Do you know Johnny?  Is this the first time you’re raped?  Are you safe at home? (chance to be raped again)

· When was your last period?  Is your period regular? 

· Are you using any contraception?

· Was it sexual intercourse?  Was it penetration? 

· Do you feel guilty? Do you feel like harming yourself?

· How is your mood, eating, sleeping, energy level? 

· Do you want to report the police?

· What is your major concern at this stage?

Admission criteria:

· Suicidal idea

· Not eating

· Bleeding

· Not safe at home 

Examination:

If she wants to report to police ( refer her to see gynaecologist to get sample and rape department (?) for record.  Don’t touch her!  

If she doesn’t want to ( keep her clothes for 2-3 months, take swab for STD, STD screening: HIV, Hep B&C, Chlamydia, STD

Anytime you change your mind to report, I’ll still have your clothes as evidence.

Points**

Never push her to report

STD screening & take swab & HIV counseling

Keep clothes for 3 months

Post-coital contraception: most important** ( 94% protection 

· Postinor 2 tablets now and 2 tablets in the next 12 hours

· Come back if miss period

CASA: organization for rape

*****************************************************************

Home Delivery

A 26 year-old lady, 12/40 week, comes to you for advice about home delivery.

History:

· Why do you prefer home delivery?

· What do you know about it so far?  Would you like me to tell you more about this?

· Is this your first pregnancy?

· If it’s 2nd pregnancy:

· Any complications

· Was it N/D or C/S?

· How long was the labour?

· Any bleeding after the labour?  Problems during PP

· If it’s 1st pregnancy:

· Advice that it’s better to have a hospital delivery because anything can go wrong during delivery.

Common situations are:

· I hate hospital

· I had a bad experience with my first labour

Counselling:

During pregnancy ( exclude chronic condition such as DM, HT.

There are several complications that might happen during pregnancy and delivery such as

· Too big or too small baby

· PROM

· Malpresentation ( can’t be delivered by N/D

· Medical conditions ( DM, HT 

Home delivery is fine if the pregnancy is normal and delivery can be done by vaginal birth.  However, there are few complications that might develop during pregnancy and labour.  

Home delivery

You are going to be there with 1 midwife at home but tell the hospital about your expected date of delivery 

Advantages:

1. Nobody there except midwife and your family members.  You’ll be surrounded by the one you love.  

2. More comfort and less distress.

3. ( need of pain killer ( if need, epidural can’t be given

Disadvantages:

1. Only 1 midwife with you, if anything goes wrong, she might not pay 100% attention to both of you and your baby.

2. 30% of N/D at home ends up in hospital, that’s why we need to let the hospital know your expected date of delivery, in case you need to be admitted in the hospital.

3. Complications with baby such as mucus aspiration and fetal distress, which need to be seen by paediatrician.  These are serious complications that might cause a chance of baby dealth.

4. Serious complication: cord prolapse, which need to be delivered by C/S as soon as detected.

Talk about hospital delivery

There is a birth unit that you can come and have a look.  Your baby will also be delivered by the midwife and there are paediatrician and obstetrician around.  If anything goes wrong they are just 1 room away.  If everything is alright, midwife will do the delivery for you.  

You can start attending anenatal class and you can talk and know midwives.  You can also choose the midwife whom you like for your delivery.  

Take times to think about that again before make decision.  Here is pamphlet about home and hospital delivery.  

**********************************************************

Polyhydramnios

You’re a GP at countryside clinic, a lady comes for shared care.  At 28/40 week, FH is 32 cm.  Management.

DDX:

1. Wrong date (50-60%)

2. Polyhydramnios

3. Multiple pregnancy

4. DM

5. Fetal abnormality

6. Constitutional big baby

History taking:

· Is this a first pregnancy?  If not, what is the 1st baby birth weight?

· What are your husband and your blood group?

· Any history of abortion?  Any bleeding during pregnancy?

· Did you have an U/S done?  When was it?  Was it single baby?  Any anomaly? (r/o 1, 3, 5)

· Was the pregnancy normal so far?

· Mother symptoms:  Do you feel any discomfort?  How is your sleep?  Any N/V, tired: 

· If acute polyhydramnios 

· GA DM: oedema, tiredness, polydipsia, polyuria

· Twin transfusion syndrome

· Hx of DM, FH of DM, previous big baby? FH of multiple pregnancy?

Physical examination:

· GA: obesed?

· H&L

· Abdomen: palpation ( lie presentation; Can I feel the baby?  Any tenderness?

· Oedema

· Signs of diabetes

· May look at vagina but not relevant ( mass, fibroid can confirm by U/S

Investigations:

· U/S

· GCT or GTT

· Blood group and Rh

· CTG

Management

1. Life style modification

a. Eat small amount, more often

b. ( Exercise

2.  Talk about complication of the cause

Polyhydramnios

· Reassurance

· Refer to obstetrician to exclude serious complication

· If very discomfort (5%) ( can take the fluid out

· Associated complication:

· Malpresentation and might need OB intervention

· Cord prolapse

· Still a chance of N/D

GA DM

· All newly diagnosed GA DM ( admit 24 hour for assessment (urine protein 24 hour)

· Team management

Multiple pregnancies

· F/U more often

· Complications:

· ( Risk of PROM

· ( Risk of PPH

· Twin transfusion syndrome

· ( Risk of preterm

· ( Chance of cerebral palsy of the 2nd baby in delivery (5times)

· ( Risk of OB intervention ( C/S

Fetal anomaly

· Refer to OB ( baby may not survive

Constitutional big baby

· Monitor baby but have to do U/S to correct date

· Normally delivery at 38 week

· Complications:

· ( Chance of shoulder dystocia

· Obstructed labour ( C/S 

· May delivery preterm

Depo Provera

A 27 year-old lady, comes to see you as a GP and wants to discuss about Depo Provera.  Task is management.

Why do you want to have Depo Provera?  

Have you had it before?

Have you been told about complication and side effects of Depo Provera?

After I explain about Depo Provera, I’d like to tell you more about other methods of contraception?

What is Depo Provera?

It’s a injectable form of contraception, containing progesterone.

How does Depo Provera work?

Through normal menstrual cycle, there are 2 hormones called oestrogen and progesterone.  There is fluctuation of these 2 hormones, one is up, one is down throughout the cycle.  By injecting Depo Prevera, which contains progesterone, the fluctuation is less, therefore the egg would be either not released or released but infertile.  Even sperm reaches the egg, it’s not going to be fertile as the absence of thickening of the endometrium.  

Common SE:

· Breast tenderness

· N/V

· 80% weight gain

Complications:

· 1/3 ( bleeding: spotting, heavy

· 1/3 no bleeding

· Irreversible for infertility for 3 months

· Infertility, after the 3rd injection ( chance for infertility for 6-12 months.  Are you going to plan to get pregnant in the next 1 year?

Chance of pregnancy: 1 in 100 (?)

If get pregnant, ( ectopic pregnancy (still better than IUCD) because progesterone slows transport of egg + sperm on implant in uterus.

Chance to get pregnant

· After 1st injection ( fertility comes back in 3 months 

· After 3rd injection ( 6-12 months

If I have DVT, can I use Depo Provera?

Yes, it contains progesterone and not increase risk of DVT.
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