1. A 28 year-old, primigravida, 28/40 week, has GTT suggested DM

a. Relevant history

b. Counseling regarding to management
Her mother is diabetic started from pregnancy until now.  

Explain what gestational DM is: Hormone interfering with normal metabolism ( metabolic control effects the baby

Ask about her diet ( suggest diet control ( refer to DM educator, dietitian and leaflet**

· Diet control for 2 weeks ( if not good control ( insulin ( refer to endocrinologist

· Monitor blood sugar and record in log book, see Dr more frequent

· Do another U/S at third trimester to assess growth (34 and 38 week, if sugar control, only at 36 or 34 week once)

· 6 weeks after Dx ( GTT

· See weekly after 30/40

Delivery

· If good controlled DM, <4.5kg and about 38/40 week ( V/D

· If not well controlled ( Trial induction at 38 week

Baby

· Might be big (usually)

· Fluid retention

· Risk of lung disease

· Need to got to nursery for sugar monitoring and formula feeding

· Many of them have hypo- Ca, Mg, glucose

Other management points:

· GCT at 28/40 for screening, if abnormal ( GTT

· If already DM type 1 and get pregnant ( same as other but refer to high-risk clinic and change metformin to insulin

· Long term DM ( have to exclude nephropathy, retinopathy, HbA1C

· Refer to ophthalmologist, nephrologists before getting pregnant

· Inform about high risk of abnormal baby

· If BS is very bad, might cause miscarriage

2. A post-menopausal age lady comes with vaginal discharge ( yellow and brownish

a. Management
PE:

· LN -ve

· Abdominal mass: no

· Cervix:

· Small irregular nodule ~ 2cm, slightly red with d/c on top

· Uterus:

· Normal size, consistent with post-menopause

· No parametrial mass, no vaginal lesion

· PR: negative

Investigation:

· Pap smear (?): SCC, no invasion

Refer to gynae-oncologist

Daughter is at risk ( F/U and suggest pap smear

If suspected CA endometrium

· Pap smear

· U/S: thickening of lining (4mm ( hysteroscope with Bx

Treatment is hysterectomy + chemoTx + radioTx

CA ovary tumor marker: CA-125 and AFP

If young girl: AFP, CEA (?)

3. A 35 year-old lady G2P1, previous N/D now 12/40 week, comes to ED with brownish d/c

a. Take a history

b. Ix and management
LMP 3 months ago and had UPT about 1 month ago (+ve).  Last night she had brownish d/c and it’s 1st time, not a lot.  No hard work or trauma.  Regular mense.

Questions:

· Bleeding?

· Pap smear

· Associated s/s: abdominal pain?

PE:

· GA (look well)

· V/S (normal)

· H&L (normal)

· Abdomen (normal)

· Check her panty liner ( brown streak

· Speculum: closed Cx with brownish d/c per os

Ix:

FBE

Serial serum (-hCG (repeat in 48 hour)

Blood group and Rh

U/S: 10 wk size with CRL size, no fetal heart beat (missed abortion)

Are you sure Dr?  Can I wait another few weeks to see fetal heart beat?

If 7+ week, 100% for U/S to pick up heart beat.  I’ll refer you to see specialist and he or she will discuss with you about options for treatment.  

· D&C

· Wait about 2-3 weeks, can aborted by itself but there is a risk of coagulation defect (~4 wk)

· Most Gynaecologists prefer D&C than waiting

If bleed and Hb<8-9 ( send patient by ambulance to ED

Risk of next miscarriage is ~15%

Advice for next pregnancy:

· Folic acid

· Rubella screening

· U/S early

· ANC early

· Not carry guilt

Threaten miscarriage

If it’s difficult to conceive (eg.IVF many times) ( try progesterone

· Rest

· Folic acid (good for developing tissue)

· Repeat U/S

· Might do coagulation study

Complete miscarriage

· F/U (-hCG 1 week, if going down ( repeat another week

· Ovulation returns straight away so start contraception from now

· Advice folic acid

Trimester miscarriage

· Infection ( TORCH

· Cervix incompetence (most common*) 

· Treated by cervical stitch ~14 wk because chance of miscarriage in the 1st 12 wk is normally high

· Abnormal uterus eg. Septal

· Fetal anomaly

4. A pregnant woman, 28/40 comes to see you for advice.  She lives very far from the hospital and had a bad experience with the 1st delivery (prolonged labour for 24 hours).

a. Address her concern and Mx
Questions:

· What happened in her first pregnancy?

· Any complication such as DM, HT?

· Prolonged labour ( was it regular contraction?

· What is your plan for delivery?

· Do you have any relatives living nearby the hospital?

If she wants to relocate ( not a bad idea but explore her financial and social concerns

· If high-risk: she has to stay close to the hospital

· If low-risk: come as soon as she has contraction or call an ambulance

Tell her about signs of labour

· Rupture membrane

· Mucus-bloody show

· PV bleeding

· Labour pain

Also advice about fetal movement

Discuss induction of labour at term

Explain that often the 2nd labour is quicker than the first one

Explore her concern, she might want to have a C/S

5. A 37/40 pregnant lady comes to see you and wants induction.  ANC was normal

Explain to her that

· No Obstetric indication and pregnancy can be delayed till term

· If induction at 37 week ( more chance to fail and precede to C/S which has more complications than N/D

· Effects to baby:

· Poor sucking

· Poor temperature control

· Poor breathing

6. A 26 year-old pregnant lady, primigravida, 26/40 comes to see you at ED in rural hospital with a labour pain

a. Take a history and PE

b. Management
No water break, no infection, no trauma

Cx is 3 cm, contraction is true labour

Questions to ask:

· Contraction Q: true labour pain or false labour pain

· Infection ( Diarrhoea, UTI, fever, BV (subclinical infection)

· Any previous cervical surgery eg. Cone biopsy( more likely to have cervix incompetence

Management:

· Explain to the patient that labour is going on and need to refer to tertiary hospital urgently

· Swab when doing speculum

· ABO cover ( Erythromycin

· Suppression of labour by giving tocolytic agent

· Nifedipine 10 mg orally every 15 min until maximum 40 mg

· Continue 20 mg qid

· Steroid 2 doses

· Dexamethasone 4 mg IV every 6 hours

· Betamethasone 11.4 mg IM every 24 hours

· Best result between 24-34 week

· Refer to tertiary hospital

Fetal fibronectin is protein that line between amnion and chorion.

· If –ve: Negative predictive value 90-95% will not have labour in 7 days 

· If +ve: Positive predictive value 70%

I’m afraid to tell you a bad news that the labour is going on and I need to refer you urgently.  I’ll give you tablet to suppress the labour while transferring you to the tertiary hospital.  (I’ll call the tertiary hospital what they want me to give to you.)

Will my baby die?

At 26 wk, I’m afraid to tell you that it’s not the best outcome (50:50).  

26 week ( 50/50 resuscitation for 20 min, stop if Apgar score is still low

28-30 ( > 50%

32 week ( nearly 75-90%

34 week ( 90-95%

Why do I have to go to tertiary hospital?

Well, as I told you the outcome is not very good and your baby needs to be admitted in the nursery care unit until term.  We don’t have that facility and it’s better for your baby to have a better care from them.

Effects to baby

· Need NICU, at least till term

· May have anomaly

· May need intubation and IV line

Offer social work ( arrange accommodation for her 

7. A pregnant lady 28/40 had a car accident, her husband is admitted due to severe injury.  Mx
Questions to ask:

· Was it high impact or low impact injury?

· Were you a driver or passager?

· Did you wear seat belt?

· Did you loss consciousness? 

· OB Hx:

· Any PV bleeding?

· Contraction

· Fetal movement

· ANC: normal?

· Associated injury

PE:

· Abdomen:  Any tenderness

· Bruising (deep or superficial)

· CTG (26-28+ wk)

· Fetal movement

· Speculum, no PV

Ix:

· U/S

· FBE

· Blood group, Coomb’s test, Rh, antibody (normally present after 5 weeks)

· If Rh- ( give anti-D

· If Rh- got anti-D before and still –ve ( give anti-D

Management:

· Admit for 24 hour to monitor and see any complication

8. A subfertile woman, had IVF done 13 days ago and confirm pregnancy test +ve.  Advice

IVF ( 30% chance of multiple pregnancy

40% successful rate over 3 cycles

Always do quantity (-hCG

U/S at 6 week (transvaginal)

Complication of IVF

· Ovarian hyperstimulation syndrome

· Pain

· Electrolyte imbalance

· Ascites in severe case

Management:

· Confirm pregnancy

· Early detect multiple pregnancy

· Routine ANC care ( screening

· Down’s syndrome screening if >35

· More chance of miscarriage ~30%

9. A pregnant lady, 8/40 week, with chronic anaemia.  Electrophoresis shows HbA2.  Mx

A pregnant day comes for 1st ANC, found Hb 80
History:

· Anaemic S/S

· FH of anaemia

In pregnant lady Hb ~ 11 is normal

MCV if < 80

· Thal

· Iron deficiency anaemia

· Do iron study and if ( iron treat with iron tablet and repeat\

· If iron is normal ( Hb electrophoresis

Management

· Check partner, if he’s Thal minor ( chance of having Thal-major baby is 1 in 4

· Check FBE, Electrophoresis, DNA to see whether ( or (
· Refer to genetic counseling

· Might have CVS at 9-13 wk or

· Amniocentesis at 14+ wk

· No need to increase folic acid

10. A 38/40 wk pregnant lady has fit while she was waiting to see a doctor at ANC clinic.

a. Talk to mother

b. Management
No PH, FH of epilepsy, ANC-normal, BP 160/90

1st make sure that the patient is fine

Ddx:
Eclampsia


Epilepsy


1st episode of epilepsy

History:

· Did she have episode of loss consciousness, fits, syncope before?

· Hx of ANC, BP during pregnancy?

· Predromal symptoms: 

· Did she complaint epigastric pain, blurred vision, N/V, funny vision before?  

PE:

· GA: consciousness, a bit oedematous, look pregnant beyond 38 wk

· V/S: BP 160/90, PR 90,

· No signs of injury?

· Abdomen: FH > date, no tenderness 

· CVS & resp –normal

· Reflex: hyper-reflexia + ankle clonus

Ix:

· Doppler U/S for fetal heart beat

· Urine dipstick (protein 4+)

Management:

**1st thing to do is show that it’s urgent

· Is my patient hemodynamic stable?

· ABC

· Secure IV line + blood sample

· MgSO4

· Send to labour ward

· Organize baby to delivery

· If preclampsia ( 60-70% ends up with C/S

11. A 24 year-old female at term with 8 hr labour with LBP.

a. History and PE

b. Management
History:

· Fetal movement

· Expect date of delivery

PE:

· V/S, GA

· PV (Cx 4 cm, 80% eff, mild anterior position of Cx, intact membrance, OP, station ?)

LOA is the most common than ROA

If station is not engaged ( CPD or abnormal lie

Management:

· Improve contraction by oxytocin ( most babies correct presentation by themselves

· Break the membrane

· Pain relief

· Epidural

· Pethidine

· Nitrate

· Prefer epidural as this labour might need instrumental or C/S

12. A primigravida, pregnant lady visits ANC clinic at 36/40, with decreased fetal movement for 2 days.  

a. Management
The pregnancy has been O.K.  No medical problem, no trauma, no Vg d/c.  Smoke 25/day, no drug, no alcohol.  Drink couple of beers a day.  She didn’t plan for pregnancy but she’s happy.  

FH 32 cm, longitude cephalic presentation, unable to detect fetal heart beat.  

Questions:

· General pregnancy health

· Medical problems: DM, HT, 

· Medication, drugs, alcohol, smoke

· FH

Never let the patient decide anything at that time ( shock reaction.  Let the patient go home and think about options before starting treatment.  The best time to do it is tomorrow or the day after tomorrow.

The best thing to do is you should discuss with your husband and come back to see me tomorrow or next few days.  

Offer social support, pastorial care, blood test

Possible causes:

· Smoking

· Drug

· Underlying TORCH

· Uncontrolled DM

· Thrombophillia

Once she delivered ( can go home when feeling well and F/U

Grief counseling

No C/S

Terminate by RU-486 (illegal in Aus), Prostaglandin E2

Can wait till 4 week before DIC, but normally after 1-2 wk ( check coagulation profile.

If terminate due to chromosomal anomaly  ( inform the patient that the baby might come out alive

13. G2P1 35 year-old lady, (1st N/D) 34/40 wk, comes for check up.  She’s a smoker, the first baby was born 2.2 kg.  Pregnancy is fine sofar.  
PE: 
BP 130/90


FH 30 cm, FHR 140



U/S:

· BPD ~ 30/40

· CRL ~ 29/40

· Abdominal circum. ~ 29/40

· Conclusion: asymmetrical IUGR

· Biophysical profile is normal ~ 10-20 percentile


Task: History and management

Questions:

· Smoking and alcohol

· Planned pregnancy


PE:

· Constitutional of father and mother

· FH

Ix:

· U/S

· BFP

Management:

If < 10th percentile, esp. 3rd-5th ( at risk and need to be delivered

At 10th percentile ( wait until 37 wk and beyond if possible (maturity and susceptible for induction

At 50th percentile ( reassure & F/U in 2 weeks

· Closed monitoring

· Be aware of fetal movement

· CTG weekly

· Repeat U/S, growth scan and BPF every 2 weeks or weekly

· Advice stop smoking and cut down alcohol

· Try to keep until 37/40 but if baby gets smaller, need to be delivered

If chromosomal abnormal ( symmetrical IUGR so if early symmetrical IUGR, amniocentesis to r/o genetic abnormality
Normally start from asymmetrical first and then symmetrical IUGR

Rest doesn’t help
In IUGR baby, cortisol is high due to stress so lung maturity is quite good
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