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        Differential  diagnosis  of
          antepartum   haemorrhage


Causes:  Placental abruption
         Placenta praevia
         Vasa praevia
         Haemorrhage from a lesion of the cervix or vagina
         such as an erosion, polyp or carcinoma


               Placental abruption


Causes:  Hypertension, proteinouria
         /Late gestosis/
         Folic acid deficiency, megaloblastic anaemia
         Trauma
         Unexplained


                     Symptoms and signs


Revealed haemorrhage
Concealed haemorrhage
Couvelaire´s uterus, DIC, contracted painful uterus /wooden
uterus/


Treatment
Cesarean section


                Placenta praevia


Degrees of placenta praevia /I - IV/


Pathology
1 in 250  pregnancies
multiparity, multiple pregnancy, after SC, abortion, late
implantation


Symptoms
Haemorrhages  from  vagina  during  the  last  12  weeks  of
pregnancy


Diagnosis
US, repeated episodes of painless blood loss


Prognosis and treatment
Conservative vs operative treatment


                  Vasa praevia


         Acute states in obstetrics


of the genital origin
   Placenta praevia and vasa praevia
   Placental abruption
   Incomplete abortion
   Rupture of the uterus
   Acute inversion of the uterus
   Eclampsia
   Postpartum haemorrhage and obstetrical shock
   Amniotic fluid and air embolism
   Rupture of the cyst
   Torsion of the cyst


of the extragenital origin
   Appendicitis
   Ileus
   Hernia etc.
   Thromboembolic disease in pregnancy


       Rupture of the uterus


During pregnancy
      a weak scar after previous operations on the uterus


During labour
      obstructed labour
      intrauterine manipulations
      forcible dilatation of the cervix
      the injudicious use of oxytocic drugs
      a weak scar in the uterus


Pathology
Incomplete ruptures /extraperitoneal/
Complete ruptures /intraperitoneal/


Symptoms and signs
Silent rupture
Manifest rupture  - dramatic symptoms -  severe pain, shock,
                    fetal distress, some bleeding from the
                    vagina, uterine contractions may cease


Prognosis
Treatment
prevention - history, liberal indications for SC
after   rupture   -   analgetics,   solutions,  transfusion,
                      laparotomy, antibiotics


   Acute inversion of the uterus


    The  body   of  the  uterus  becomes   either  partially
or completely inverted.


Causes
  - by  pulling on  the umbilical  cord or  pressing on  the
fundes while the uterus is  not contracting and the placenta
has not separated.


Symptoms and signs
  - shock, haemorrhage, the appearance of the uterine fundus
at the vulva, pain.


Treatment
    Replacement as soon as possible.


                    Eclampsia


- remains one of the most serious complications of pregnancy
- is characterized by the occurence of major epileptiform
  convulsions
  Four stages in the fits are described:
1. aura
2. cry
3. tonic phase
4. clonic phase
If eclampsia does occur the  aim is to prevent further fits.
Any  stimulus  may  precipitate  another  fit /noise, bright
light, discomfort/
There  are  usually  present  hypertension,  proteinuria and
oedema.


Pathology  of  pregnancy  induced
hypertension and eclampsia


Mother
Cerebral lesions
Hepatic lesions
Renal lesions
Heart failure
Coagulation disturbances


Fetus
Placenta - Insufficiency ..... Growth retardation
         - Abruptio .......... Death


Aetiology
Unknown. Many theories.


Treatment
Sedation
Magnesium sulphate
Hypotensive drugs
Rapid and easy labour or better SC


Postpartum haemorrhage
            and obstetric shock


     Postpartum haemorrhage  is excessive bleeding  from the
genital tract after  the birth of the child  (a loss of more
than 500 ml).


Primary haemorrhage - immediate
Secondary haemorrhage - more than  24 hrs after delivery and
                        until 6 weeks.


Primary haemorrhage
Causes - atonia or hypotonia of the uterus
         (prolonged  labour, prolonged  or deep anaesthesia,
         multiparity, polyhydramnios, demaged uterus after
         operations, placental abruption etc.)


       - retained placental cotyledon
       - abnormally adherent placenta
       - disseminated intravascular coagulation
       - lacerations of the genital tract


Treatment
     The bleeding must be arrested and the blood volume must
be  restored.  The  manual   stimulation  of  the  uterus  to
contraction.
Bimanual compression.
Uterotonic drugs.
Evacuation of the uterine cavity by curette.
Manual removel of the placenta.
Treatment of the coagulopathy.
Perfect suture  of the lacerations and  the digital revision
of the uterine scar (after SC).
Tying of the internal ilial arteries or hysterectomy.


Secondary haemorrhage
     It  is  usually  caused  by  retention  of  a  piece of
placenta  and it  is complicated  by intrauterine  infection
with pyrexia.


Diagnosis
     Clinical estimation, ultrasound.


Treatment
     Exploration of the uterine cavity by curette or suction
curette.


Shock in obstetrics
     does  not  differ  from  surgical  shock.  Reduction of
circulatory   volume  and   blood  pressure   are  of  basic
importance.  Maternal  exhaustion  and  pain,  especially if
combined with  infection, will increase the  effect of other
factors.
     Prolonged  postpartum shock  and hypotension  may cause
ischaemic  necrosis of  the anterior  lobe of  the pituitary
gland ( Sheehan´s syndrome)


Amniotic fluid and air embolism


Amniotic fluid embolism
after rupture of the membranes
after operative delivery /forceps, VEX, SC, version etc./
after uterine rupture


Symptoms
respiratory distress, collapse, coagulation disturbance


Treatment
Oxygen, steroids, correction of the coagulation disorder


Air embolism
after operative delivery and manual removel of the placenta


Symptoms
respiratory distress, heart failure


Treatment
Oxygen, cardiotonic drugs


            Rupture of the cyst


spontaneously,  during  the  gynaecological  examination  or
coitus
- irritation of the peritoneum /muscle guarding/, pain
- intraperitoneal haemorrhage
diagnosis: palpation, US, blood count
treatment: conservative vs  operative /laparotomy
                     or laparoscopy/


Torsion    of    the    cyst,  ovary,
   adnexa or pedunculated myoma


very painful, signs of  peritoneal irritation, palpation and
US findings


Treatment: laparotomy or laparoscopy
Appendicitis during pregnancy


the same frequency in pregnant as in nonpregnant women
diagnosis   more  difficult   and  delay   in  treatment  is
hazardeous
The enlarged uterus may obscure the appendix, which tends to
be displaced upward and laterally.
Suppuration of  the acutely inflamed  appendix is rapid  and
rupture occurs early.
Diffuse  peritonitis  results   quickly  -  reduced  omental
protection
Abortion or premature labour is very often /fetal hypoxia or
death/


Diagnosis
nausea, vomiting,  pain localizing in the  right side of the
abdomen, elevated temperature, an increased pulse rate
A single  white  blood  count  is  of  doubtful value in the
questionable   case   because   a   slight  leukocytosis  is
physiologic during pregnancy.


Treatment:
surgury, tocolysis


Thromboembolic disease in
                    pregnancy


The incidence lies between 0.3 and 12 per 1000 deliveries.
Pulmonary embolus is the commonest cause of death associated
with pregnancy.
The risk of recurrence in future is 12 per cent.


Risk factors: pregnancy itself
                          multiparity
                          higher age
                          previous history
                          obesity
                          postoperative state
                          congenital deficiencies of
                          antithrombin III and protein C
                          some sicle cell anaemia syndromes


Diagnosis:
        Deep  vein   thrombosis  /DVT/  -   confirmation  by
                                            ultrasound
        clinical signs - tachycardia, palpation, inspection
                         respiratory distress, anxiosity,
        pulmonary embolism - lung scan


Treatment of thromboembolism
        severe cases - surgical embolectomy
                       rarely fibrinolytic therapy in
                       pregnancy
        less severe cases - anticoagulation with therapeutic
                            heparin /40 000 units per day by
                            intravenous infusion/
        Heparin does not cross the placenta.
                            Thereafter low-dose subcutaneous
                            heparin
                            /15  000 -  20 000  units daily/
                            until    6   weeks    into   the
                            puerperium


APTT
With  therapeutic  levels  of  heparin  surgical delivery is
contraindicated.


Warfarin   crosses   the   placenta   and  cause  congenital
abnormalities


Neither warfarin not heparin are excreted in the breast milk
and are therefore safe to use during lactation.


