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.placental bleeding : it includes placeta previa and Abruptio placenta.

NOAWY

.Extra placental bleeding :it occurs due to local cervicovaginal lesions.

v

Placenta previa

Placenta previa is defined as implantaiﬁ\&f‘e placenta in the lower segment lie alongside or in

front of the presenting part. Placenfa a occurs approximately 1 of every 250 births. It is 1 in 200

in India. 1/3 of all antepartum@ﬁage occurs due to placenta previa.

The exact cause of i tion of placenta in lower segment is not known but according to
postulated th(K%vpothesis there are few factors responsible for placenta previa.
1) Dropping ciown theory: according to this theory, the fertilized ovum drops down to lower iterine
segment? \“‘ecidual reaction in the upper segment may be the cause of formation of Central
plac %

AN
2) Multiple pregnancies:The large placental bed of the twin placenta is prone to low implantation of a
least part of placenta.

ia.

3) Defective decidua:It causes spreading of the chorionic villi over a wide area in the uterine wall
encroaching on the lower segment.

4) Big surface area of placenta:Big surface area of placenta can droops into the lower
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segment which leads to placenta previa.

Other causes include multiple pregnancy, multiparty, maternal age more the >35years, race like
Asian women, infertility treatment, presence of uterine scar, previous c section, prior curette, prior
placenta previa, smoking, and any abnormalities of placenta.

Degrees of placenta previa: there are four types of placenta previa depending upon the de ®
extension of placenta to lower segment. '\/i )

_The major part of placenta is attached to the upper segment an or}l lower

margin encroaches into the lower segment but not up to the os. %
_ The palcenta reaches the margin os the internal os bu (&l rit.
_ The placenta covers the interQ tially, covers the internal

os when closed but does not entirely do so when fully dilated.

_he placenta completely cove<®{p\ ernal os even after it is fully

dilated. Q

-
Note* For clinical purpose, the types are graded into mild degree ( type 1 and 11 anterior) and

&
N

Symptoms The only symptom of pl evia is painless vagibal bleeding. Pain in abdomen is

major degree types 2 posterior, 3 and 4).

Signs and symptoms

absent unless spontaneous Iab% S

-The bleeding is usuall red color and the amount varies with the proportion of separation
of placenta. Abdominal % ation: the abdomen is soft, relax, elastic, normal consistency and
without any localiz % tenderness, persistence of malpresentation commonly breech, head is
floating, it can't d down into the pelvis, slowing of the fetal heart rate on pressing the head

into pelvis ww) recover promptly called as Stallworthy sign.

D

Diagnosis: 1) inaging studies-A) sonography ( transabdominal ultrasound TAS and transvaginal
ul‘tr;§:)und TVS, transperineal USG, color Doppler flow study, 3D power Doppler study. B) magnetic
resonance imaging for better diagnosis of placenta previa and placenta accreta. C) clinical
examination- By internal examination, direct visualization during cesarean section and examination of
placenta following vaginal delivery.
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During Pureprium: sepsis is increased due to increased operative interference, placenta site near to

vagina and anemia. Sibinvolution and embolism. 6)\,)
Scheme for management of placenta previa. %'1\'
SCHEME OF MANAGEMENT OF PLACENTA PRAEVIA IN A HOSPITAL :
All APH patients are to be admitted
= General and abdominal examination
» Clinical assessment of blood loss
« Hb%, hematocrit, ABO and Rh group
* Resuscitation, i necessary (IV infusion/
transfusion using wide bore cannula)
* Localization of placenta (USG)
:
[EKP'M mmﬂ1 l Active interference l
* No active bleeding « Bloading continues
* Pregnancy less than 37 weeks * Pregnancy more than 37 weeks
* Patient — stable hemodynamicaly « Patient in labor
* FHS — good * Exsanguinated
* CTG — reactive fetus” * FHS — absent
-Gtouhulm.lu:nwn
I 37 weeks | of pregnancy < 34 weeks
(see p.316)
!
| Utrasonographic evidence |
|
! !
Placental edge is clearly 2-3 cm Placantal edge within 2 cm
away from the Internal cervical os of the intemal os or placenta
praovia > type | (p. 242)
Internal examination in OT 1
(double set-up examination) (no internal examination)
ARM = Oxytocin Cesarean section
} !
Satisfactory « Bleeding continues
oﬂibot -Nohborlm
Vaginal delivery Cessrean delivery | * CT6G = Cardiotocography |
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Etiology of abruptio placenta \}'

N\
The exact etiology of separation of normao situated placenta remains obscure in majority of cases,

following are some of the risk factors

_ high birth order pregnancii @favid more than>5, three times more common

than a first birth, advancing age of mother, s6cioeconomic condition and smoking.

itis th important cause of abruption. Pre eclamsia, gestational
hypertension and essential hypertension all are associated 10-50%.

_ traumatic separ @placenta usually leads to it's marginal separation with escape of

blood outside. Trauma ue to external cephalic version, RTA, needle puncture at

sudden uterine decompression of uterus leads to diminished
us adjacent to placental attachment.

amniocentesis.

ither relative or absolute can bring about placental separation during labour by

there is a passive engorgement of the uterine and placental vessels
resulting in repture and extravasation of the blood.

_poor placentation, as evidenced by abnormal uterine artery doppler waveform.

Other factors include placental anomaly, folic acid deficiency, torsion of the uterus, cocaine abuse,
thrombophillias and prior abruption.
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Clinical features: clinical features of abruptio placenta depends upon degree of separation, type of
abruption and variety of abruption. Some of the C/M are small to moderate amount of bright or dark
red vaginal bleeding, acute abdominal pain associated with vaginal bleeding, uterine tenderness and
high uterine toxicity often described as " Board like abdomen"., incro in size of uterus particularly if
the bleeding is concealed, failure of uterus between contractiona, fetal heart sound absent with
concealed and mixed type, urine output usually diminished.
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SCHEME OF MANAGEMENT OF ABRUPTIO PLACENTAE

| Abruptio Placentae |
Emergency measures : mral ar;d abdominal examination
* Infusion—Crystalloids w Grade of abruption (p. 297)
+ Blood transfusion = Hb%, Hematocrit, Coagulation profile

= ABO and Rh
+ Pariodic coagulation profile .

+ Urine outpat Resuscitation
+ Fetal monitoring (Elecironic)

1 }

Revealed Expectant management of Concealed
placental abruption is an |
1 l exception, not the rule (p.299) Delivery
Patient in iabor Patient not in labor
ARM = Oxytocin i ARM Cesarean
l S Detheey + Oxytocin delivery
l (Indications)
Vaginal delivery
Vaginal delivery
ARM Cesarean (Selected cases)
+ Oxylocin delivery
1 {indications)
Vaginal
delivery
| .

OXYTOCICS TO BE CONTINUED TO IMPROVE UTERINE TONE ALONG WITH BLOOD TRANSFUSION i

AN

Ectopic pregnancy : An ectopic pregnancy is one in which the fertilized ovum is implanted and
develops outside the normal uterine cavity. Ectopic pregnancy still contributes significantly the cause
of maternal mortality and morbidity.

) \&,%\\‘

Site of implantation

‘\
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SITES OF IMPLANTATION

L
[ ]
| |

) : ’ * ’
Extrauterine | Uterine (1.5%) I
!
| | | I |
. . v v + + v
Tubal Ovarian Abdominal (1%) Cervical (<1%) Anqgular Comual Cesarean
(most common 97%) {0.5%) | scar (<1%) \
—_— - l - 7717 1 >
‘ : :
l 'J l Primary Secondary
. ]
Ampulla Isthmus Infundibulum Interstitial (rare) C—
(55%) (25%) (18%) (2%)
v .
Intraperitoneal Extraperitoneal
(common) Broad ligament (rare)

SN

Risk factors : history of pelvic inflammatory disease, history of tubal ligation, contraceptive failure,
previous ectopic pregnancy, tubal reconstructive surgery, history of infertility, IUD use, tubal
~v

endometrosis and salphingitis. ((:{

Clinical manifestation: in acute --- triad of symptoms are present l. e, abdominal pain 100%, vaginal
bleeding, amenorrhea. Vomiting, fainting attack, pallor, features of shock like tachycardia,
hypotension. Abdominal examination--- teps:e,‘l(-:‘naer, bowel may be distended. Pelvic examination--
vaginal mucosa and bulky uterus slightly present.

'
In unrepture: Amenorrhea, features of pregnancy, pain in abdomen generally flank pain, uterus

usually soft showing evidence of early pregnancy, well circumscribed tender mass may be felt.
v

In chronic: bladder irritation, rectal tensmus, rise in temperature may be due to infection or due to

“- -

absorption of products of degerated blood accumulated in the abdomen.
~

PN
Investigation: blood examination, culdocentesis ( aspirations of noncloting blood with Hematocrit

greater than 15% signifies reptures ectopic pregnancy, estimation of HCG, and sonography.
AN\

Scheme for management of ectopic pregnancy.

S
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Female patient of reproductive age presents with at least
one of the following: positive urine or qualitative beta-hCG
serum level, lower abdominal pain, vaginal bleeding

Perform history and physical examination (use risk factors
from Table 1 and clinical examination signs from Table 3
to assess the patient’s risk of ectopic pregnancy).

| \
I ! )\33%

Patient is stable. Patient presents with
I signs of shock.
: l ) s l . Immediate surgical
Patient is in any Patient is low risk and consultation
risk group ultrasonography is not
(see Table 3) immediately available.
Transvaginal pelvic Measure beta-hCG level.
ultrasonography I
(see Figure 2)
A
— Beta-hCG level 1,500 miU Beta-hCG level less than
per mL (1,500 U per L) 1,500 miU per mL
or greater

Repeat beta-hCG <€

measurement
after 48 hours.
— Beta-hCG level Beta-hCG level less Beta-nCG level less
1,500 miU per than 1,500 mIU per than 1,500 mlU per —
ml or greater mL and decreasing mL and increasing

!

Monitor patient for signs and symptoms of
pain or miscarriage and consider surgical
consultation or diagnostic uterine curettage.

O\

Vesicular mole or hydratiform mole

VT
Definition: it is the abnormal condition of the placenta where there are partly degeneration and partly
proliferation changes in the young chorionic villi. This results in the formation of clusters of small cysts
of varying sizes.
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Cause : cause is not definitely known, but it appears to be related to the ovular defect as it sometimes
affects one ovum of twin pregnancy. However, the following factors and hypothesis have been
forwarded:

1) Highst prevalence among teenage pregnancies and those women's over 35 year of age. 2)
prevelence appears to vary with race and ethnic origin 3) Faulty nutrition causes by inadequat‘e i‘ntake
of protein, carotene is associated with increased risk 4) Disturbed maternal immune mechani§m 5)
cytogenic abnormalities 6) and history of prior hydratiform mole. 6)\,)

Q\\',\,

<5

Clinical manifestation: pre eclamsia develops'iﬂ %0%1 of cases, usually before 20w gestation.,
Hyperthyroidism develops in 10% of cases parﬂf.esfed by enlarged throid gland, breast signs of
pregnancy, Abdominal examination:: uterus is larger than the period of amenorrhea in 50% of cases,
50% with inactive or dead mole., ut_ertjs'is doughy in consistency, fetal parts and heart sound can't be

detected except in partial mole, passage of vesicles (sure sign) , bilateral ovarian cysts (5 -20 cm) in

50%of cases. (&\
Q\

Treatment

Hyperemesiss Gravidarum

Definition:
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there are two types -- Early HG and late HG @\
o

Early HG is defined as vomiting occur throughout the day but no e %g f dehydration and
starvation. Late HG there is evidence of dehydration and star\\',:\%

Clinical manifestation: pernicious vomiting ( anything tak y is rejected) , vomiting initially

watery and bilious (weight loss is seen), oliguria, sel ehtal symptoms, epigastric pain,

constipation, Ptyslism, fatigue, anorexia. Dehydraﬁ'S cle wasting, ketosis, weigh loss >5% of
omnysunk

pregnancy weight, tachycardia, postural hypotensi en eyes , acetone smell in breath

Investigation: Liver function test : elevate@e aminotransferase ALT) and aspartate transaminase
(AST) are four times more severe casw urea nitrogen and creatinine mag be slightly elevated,

ketones is present in both blood an@l u , serum electrolytes there may be hypokalemia,
hyponatremia, and loss of hyd chloride.
Complications: circulator fjaundice due to liver involvement, retinal hemorrhage, Wernicke's

encephalopathy ( thiami iciency), Korsakoff 's syndrome (disorientation and loss of memory),
renal insufficiency % , coma and in severe cases sometimes it leads to death.

Managemen\% :
Mana % nausea and vomiting symptoms:

Dyi eat little and often, meal high in carbohydrate and low in fat is better, meals should be cold
ecause cold reduce smell related nausea, avoid caffeine and alcohol as these can enhance
dehydration.

Medical management
Drugs Antiemetics 1)inj Promethazine 250 mg

2)Inj trifluopromazine 10 mg
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3) Tab metachlopromide 10 mg
4(Tan Ondosterone
5)Nutritional supplements like vitamin B1, B6, vitamin B12 and vitamin C

6) Fluid theraply) 3 liter 50%dextrone and RL infusion in 24 hours and k+supplement fluid.

Gastational diabetes mallitus(GDM) ®

Definition: GDM is defined as carbohydrate intolerance of variable severity with onset or fII"S?)
recognition during present pregnancy. \
L QR4

LR S S W

N~
Effects of diabetes on pregnancy §
N

Abortion, preterm labour, infection, increased incidence of pre eclamsia, maternal distress, diabetic

retinopathy, pph, puerperal sepsis. Q\)v
Effects of diabetes on fetus and neonate ((é(/

A) fetal: fetal macrosomia, congenital malformatlon, birth injury and fetal death.

PO\

B) neonate: Hypoglycemia, RDS, polycythemai, hypocalcemai, Hypomagnesaemia.
v

o\ .
C) During labour: prolongation of labour due to big baby, shoulder dystocia, perineal injury, operative

interference. Q\\J‘

D) puerperium: puerperal sepsis and lactation failure.

=

Gastational diabetes diet

N\

30 kcal/kg for normal weigy women
~X2>

24kcal/kg for overweight women
A

12kcal/kg for morbidy obese women.

Note :Diet should contain carbohydrate 50%, protein20% and fat 25-30%. Usually three meal
regimen, with breakfast 25% of total intake, lunch 30, dinner 30%.
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SCHEME OF MANAGEMENT OF PRE-ECLAMPSIA
I Pre-eclampsia l

1

Hospitalization (Day care/Admission - see p. 638)

P

l ! l

Rest BP check -« Plateiet count Ophthalmoscopy Fetal well-being assessment
(4 times/day) « Coagulation profile l
- If platelet count :
< 100,000/ mi «DFMC
* Uric acid * Non-stress tests
« Creatinine « Cardiotocography
| *LFT « Biophysical profée |
+ 24 hours unne for peotein * USG - Doppler
| (p. 109, 463, 649) |
| + Antihypertensive if DBP > 110 mm Hg |
Complete control BP persistontly Persistontly Addition of
high increasing BP 10 ominous
severe level de- symploms (p. 244)
r_l'_'l spito the use of y
l antihypertensives 5
Preterm Torm : ;
l I mbm i ]
'.3?,"""99 S .l. ......... )
:Tom .:tomﬂd :uwu:“m Couple counseling
the antenatal 'lm « Transfer 1o a tertiary care ceter (ideal)
EDD + Prophylactic anticonsultant therapy (MgSO,)
l « Delivery, irrespective of duration of gestation
« Sterokd therapy (p. 316, 475) if pregnancy < 34 weeks

Delivery Delivery l

Induction Cesarean section «3)
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Scheme of management of chronic polyhydramnios

+ Hospitalization
* Post prandial blood glucose

+ABO and Rh group
* Ultrasonography
| No fetal abnormality | lFohlabnormamyo | q)%'\'
l l o.“‘m'mm. x
of gestation »3
Responsive 10 troatment Maternal distress ++ l
Cervical ripening and
+ To continue pregnancy 1 ARM (p. 521)
* Management of the
complicating factors, if any Pregnancy 38 weeks +
Amnioreduction
Less than 37 woeks (Correction of lie if needed)
oxytocin
(se0 p. 398)
Amnioteduction repeated
(till fotal maturity) ARM (controlled)

N
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A woman whose pregnancy is botween 37-- 41 weeks has an amniotic fluid index (AFT) <50,
1. Evaluate for uptured membranes

2. Review pregnancy dating

3. Nonstress test

4. Determine presence of conditions associatod with uterop lacental insufficiency

5. Ultrasound for intrauterine growth restriction and fetal anomalies

5

Reactive NST NST Non-reactive
No risk factors for uteroplacental Risk factors for uteroplacental
insufficiency insufficiency present
EFW > 10" percentile Ultrasound evidence of FGR
Initiste maternal hydration. Measure the AFI again in
2-6hours. .
\ Physician consultation to consider
induction of labor vs additional antenatal
AFI>§ AF1 58 AFI<5 sacrelllaos
A4 A
AFl and AFI agsin in

NST weekly 34 days




SN

Phoenxg

Parampeg]ical Colle

=

Potential g =

urpose Unlocking




Phoen%’x@

Paramedical Colle

Finding Purpose Unlocking Potential

SFH High risk of SGA fetusineonate
Single measurement <10th customised centile Based on history, biochamistry or uterine
andlor serial measurements indicative of FGR * artery Doppler
Fetal blometry
Single AC or EFW <10th customised cenlile
sefial measurements indicative of FGR
[ UA Doppler !
Refer
for
opinion
Normal | (lm or RI >2 SDs, EDV present ,I AREDV
Repeat ultrasound Repeat ultrasound Repeat ultrasound
(fortnightly) Weekly Twice weekly| Weekly Daily
AC and EFW'*  UA Doppier 4 AC and EFW'? UA Doppler
AC and EFW'# UA Doppler DV D ot
MCA Doppler after 32 weeks [ngFp'
Delivory Delivery Delivery
Offer delivery by 37 weeks with the Recommend delivery by 37 weeks Recommend delivery before 32 weeks after
involvement of a senior clinician Consider steroids if delivery by CS steroids if:
Recommend delivery by 37 weeks if Consider delivery >34 weeks if static growth - abnormal DV Doppler andlor cCTG
MCA Dopper Pl <5th centitie over 3 weeks provided 224 weeks and EFW >500g
Consider delivery >34 weeks if static growth Recommend steroids if delivery is by CS Recommend delivery by 32 weeks after steroids
over 3 weeks (as per RCOG guidance) Consider delivery at 30-32 weeks even when
Recommend steroids if delivery is by CS DV Doppler is normal
(as per RCO guidance)
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SCHEME FOR THE MANAGEMENT OF POSTMATURITY
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Noninterference (7-10) days

Refractory cases or cases where Spontaneous expulsion (80%)
early termination is indicated (within 2 weeks)
» Psychological: common
* Infection
« Falling fibrinogen level
* Retained more than 2 weeks
*Hospitalization
*Medical induction
of labor
| !
Cervix favorable Cervix not favorable
Oxytocin infusion(lV) PGE2 gel/PGE1 tab vaginal/oral
Fails Fails
Repeat oxytocin with vaginal Supplementation with
PG supplementation oxytocin infusion

IV, intravenous; PG, prostaglandin.
Y,
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