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Case One, Question 2
Answor: a

dermatitis

{would expect history of contact with

DTy wth SUOAMTEOM YENCS o
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(presents as erythematous plagues with an
=)
d. Scabims (niensely prurec papules, afien wih

o, DUTOWS May be preseat)

erymeratous
paiches and Saques with groaty. yeliomsh scale)

* One of the mast commeon skin disorders of chidhood.

* Eczema is a general term, often used
interchangeably with dermatitis.

westernised countries, over the past 40 yean
ot ol
11t atfects around :
© 30% of preschoot-age children,
* 15% of schookage children and
+ 9% of adolescents
80 % of 1
year.

* Eczema is a chronic, inflammatory skin
condition that is characterised by Q
~ Dryness

Pathogenesis

Oetiology Is multifactorial * Inherited disorder, presumably autosomal

* Clinical factors dominant i

* Molecular factors- Immunological factors % mﬂ";‘“‘“'ﬂ:fm '“"\‘!l' afamily ora

* Genetic link [ — 1 history of other ‘allergic’ conditions

(e.g. asthma or allergic rhinitis)

- » * If a child has one parent with atopic eczema —
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* If both parents have (or had) atopic eczema -
50%
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What elements in the history are important
1o ask in this case?
a. Does she scraich or rub her skin?
b. Does the rash keep her awake at night?
. Which moisturizers are used and where?
d. Al of the above

in the hisioey ar ask in this.

8, Doaba s acuach or ruly hee SKInT (Provioes infarmason
] . whach wil a1

b. Dioes the rash koep hee awnko at night? (Provdes

il bt My, Wi mel Ipact P
meisuriznrs ane used and whor? Ly proside

nkormation ateut e iatribution, Also, lack ol weng &
mOrhriow may b FACHInY T pFotie=)

& AR of the sbove

Name Con + Atopic - having allergic tendencies
* The word ‘atopy’ comes from the Greek word (extrinak)
meaning ‘without place, unusual’ Described by + Non atopic ~ not having allergic tendencies
Coca and Cooke in 1923 (intrinsic) "
* Eczema has been historically thought of as an
allergic disease
* Atopic Dermatitis (inflammation of the skin due
to allergies)

* However, more recently it has been suggested
that we should be dividing the condition of
‘eczema’ into 2 terms.

on

Why has the prevalence increased? « Normal pH of the skin is 5.5

* The genes that predispose us to eczema has + Exposure to so0ap and surfactants T 7.5 or
not changed, but our environment has higher

*+ One theory - we are exposing our skin to more * 50% increase in protease activity
soaps and surfactants such as bubble baths to * greater breakdown of the skin barrier

wash bables * Increase penetration of irritants and
* Soap and surfactants shown to decrease the allergens.
stratum corneum by 40%
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. . * The time after delivery when maternal . i ini
» Contraction and Height of Uterus physiological an(‘iy psychological All issues pértalnmg to the mother and the
« Lochi changes related to pregnancy return to baby after birth up to 6 weeks (42 days)
ochia the non-pregnant state. (WHO, 2010)
* Breast * Immediate postpartum (First 24 hours)
* The postpartum period « Early postpartum (First week)

* Lower Limbs « Late postpartum (Second week till end of 6 weeks)

* The puerperium
Quin Wai Man, KUOK * The fourth trimester « Postpartum care

Obstetrics and Gynecology Specialist Nurse —6 - 8 weeks after delivery

Uterusimvolutuon Uterusieontnactions WIErus eontnactions

« Uterine Involution « Ischemia: « Postpartum hemostasis. * The hormone oxytocin
—_The return of the l}tems to a non —Occurs as result of collapse of blood vessels. « Myometrial retraction (brachystasis) « Exogenous oxytocin
pregnant state after birth. « Autolysis: . . . : i
‘ utolysis: + Compression of intramyometrial e The uterus is very sensitive to
* Involution Process — A physiological process by which involution blood vessels oxytocin during the first week or so
—Begins immediately after expulsion of the uterus is achieved. Breakdown of the ) fter birth
of the placenta with contraction of intracellular protein by proteolytic & * The uterine muscle contracts rather atter birth.
the uterine smooth muscle. hydrolytic enzymes. than by platelet aggregation and clot * Vigorous contractions are more
formation. common in multipara.

Rlacental’site Uterus Biometry. W(EruSASSESSment Uterusizundal [Descent

* Vascular Constriction and thromboses reduce the

+ Immediately after birth
placental site to an irregular nodular and elevated area. ° Blometry of graVId uterine horn o After compete dehvery of placenta. - yhdlmle, ! o
. . . . . —~ +2cm below umbilicus.
Ufpward growth of the de“domem“nﬁ causes :1°“ghf“g : Diameter of gravid —Feel if uterus is hard and round « Within 12 hours
of necrotic tissue and prevents the scar formation Days Pospartum Weight uterine horn If not fundus i ireul " — Rise to 1 cm above the umbilicus.
isti i —If not, massage fundus in a circular motion N
characteristic of normal wound healing. S — o pr 3 4 « During next few days

with cupped palm until uterus is well ~ Descends 1-2 cm (fingerbreadth)

This unique healing process enables the endometrium

fesserrans]
i

T
2
H
1 Weeks after abirth 500¢ 12-14c 24 he
fo resume its usual cycle of changes and permlt ek afterabi ¢ " contracted. - :’:”; ours H
. fu 2 Weeks after abirth 350g 7em . . y day H
ion and ion in future ) —Location: Midline — Normally located halfway between § .
+ Endometrial ti leted b © Weeks after abirth 60-80g 3acm the umbilicus and the symphysis »
ndometrial regeneration is completed by postpartum « the Right side uterus might mean full bladder. pubis.

day 16, except at the placental site.

After 2 weeks the uterus should not
be palpable abdominally.

LLochia LLochic Stimating Blood 12055

« Postbirth uterine discharge « About 10% to 15% of women still have * Normal blood loss

* Lochia rubra: normal lochia serosa dischare at their 6 weeks —Vaginal delivery: 500mL

— 1-3 Days o Bcant: 2-inch stain (10 mi)
— Fresh blood from placenta postpartum examination. —Cesarean delivery: 1000mL
« Lochia serosa: * Endometritis
—3-10 Days — Fever e « If blood loss is excessive, weight linens
— Brownish pink after 4 days = Pain and pads for a more accurate estimation.
* Lochia alba: — Abdominal tenderness Saoniarate: 6.nch sain G35 19 80 )
—10-14 Days or longer — Offensive odor

— Whitish discharge « 1 Milliliter of blood = 1 gram in weight.

] | See———s. )

Liochia LLachia ASSESSTEN-\aginelAaIeding ASSEsSment-\aginalisleeding

i i L * H Bleedi . i i i
* Lochial bleeding « The amount of lochia is usually less after a Heavy Bleeding Check and ask if placenta is delivered
~lochia “Sﬁlallyt “}Cklgs from "hi Vagi;‘ﬁ‘l cesarean birth, — Constant trickling of blood * Placenta not delivered
opening. the steady flow is greater as the : . )
u?erus gontracts. Y & « Flow of lochia usually increase with . C_a?;e;(ilr“i;:ro:tﬁlel ~When uterus is hard, deliver placenta by
— A gush of lochia can appear as the uterus is ambulation and breastfeeding. © Massase o Illmtil i hard and ive controlled cord traction ' '
massaged. —Lochia tends to pool in the vagina when the oxytoc%n 10 Units & —If unsuccessful and bleeding continues,

remove placenta manually and check
placenta

—Give appropriate antibiotics

woman is lying she stands. « Insert an IV line
—This gush should not be confused with  Empty bladder

hemorrhage. * Check and record BP and pulse every 15

* Non-lochial bleeding

—Cervical or vaginal tears

Assessment=\aginalitleeding Assessment=\aginalitleeding Assessment=\aginalitleeding Assessment=\aginalitleeding

* Placenta delivered * Heavy bleedin * Heavy bleedin;
+ Check placenta ¢ Check for perineal and lower vaginal vy g A vy e
.+ Complete tears ~1IV Fluids with oxytocin —Surgical measures
— Massage uterus to express any clots —Insert second IV line : I“"”“le”“? balloon tamponade
— If uterus remains soft, give ergometrine o If present _ More Pharmacological * Haemostatic suture around uterus (e.g. B-lynch)
+ DO NOT give if cclampsia, pre-eclampsia or known hypertension ) ) armacolog + Bilateral uterine or internal iliac artery ligation
— Continue IV fluids with oxytocin —Examine the tear and determine the degree measures + Hysterectomy
— Continue massaging uterus till it is hard _Re D air the tear _ Apply bimanual uterine
* Incomplete compression

— Remove placental fragments
— Give appropriate antibiotics
— D&C if unable to remove




Perineal Repair

Quin Wai Man, KUOK
BEE

Obstetrics and Gynecology
Specialist Nurse
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Fourth Degree

Involves fourchette,

superficial perineal

muscles, anal sphincter
o

and rectal mucosa -
e

= Midline
= Mediolateral
= Lateral

al Repair Tools

— Patient positioning
— Gauze

= Instruments
— Sterile drapes and gloves
— Antiseptic

= Suturing instruments
— Needle driver, forceps, scissors

echniques for Repair

e needle should enter the tissue
perpendicular to the surface.

* The needle holder must be held
parallel with the wound edges,
otherwise a puncture of the rectum may
occur
i /L
| A)

= Recognition is key
= “Pill rolling” action

ontent
isk Factors for Perineal trauma

= Anatomy of Perineum
= Classification of perineal lacerations
= Episiotomy

= Techniques for repair

st Degree
= Involves fourchette only;
= vaginal and perineal skin to

= muscles intact

= May not require repair

A Frmomgee

pisiotomy

Type of
episiotomy

Origin of the initiel incision Diraction of the cut Length

Median (Midline) Within 3 mm of the midiine ~ Between 0°and 25° of the 2~ 3cm

iin the posterior fourchette  sagittal plane

Mediolateral  Within 3 mm of the midline ~ Directed laterally at an 3 4cm
iin the posterior fourchette ~ angle of at least 60° from
the midline towards the
ischial tuberosity
Lateral More than 10 mm from the  Laterally towards the 37 4cm

midiine in the posterior
fourchette

ischial tuberosity

erineal Repair Tools

naesthetic
— Epidural or local

— 10mL syringe with 21 gauge needle
— 2% lidocaine

= Suture
— Absorbable suture
— Vicryl Rapide, Velosorb Fast
— Size of suture: 2/0 or 3/0
— Round needle for muscle and mucosa

— cutting needle for skin fascia
" ‘%

e @ Tager-peirt
sy -(

e @ Convertions cuttg ( EMR )

_." Beverse cuting (AN )

‘or Perineal Lacerations

Nulliparity
= Asian race
= Increasing gestational age
= Increasing birth weight
= Episiotomy
= Delivery with stirrups
= OT or OP positions
= Prolonged 2nd stage of labor
= Operative vaginal delivery

(Helain .., 2013)

Second Degree

= Involves fourchette and
superficial perineal muscles:

= vaginal tear often extends
up both sides

lotomy should not be performed routinely.
= Indications:

— Shoulder dystocia

— Macrosomic fetuses

— Operative vaginal deliveries

— OP positions

— Fetal distress

< Timing
- the perineum is thinned out

- 37 4 cm of the baby’s head is visible during a
contraction.

pisiotomy should be performed mediolaterally at a

60-degree angle at crowning (RCOG, 2018)

+ The optimal angle of the mediolateral episiotomy at
crowning of the head during labor

(Shimon, etal, 2017)

the lidocaine solution into

‘the vaginal mucosa, beneath the

skin of the perineum and into the

perineal muscle

- Aspirate to be sure that no
vessel has been penetrated. If
blood is returned in the syringe
with aspiration, remove the
needle. Recheck the position
carefully and try again

= Never inject if blood is aspirated.

- The woman can  suffer
convulsions and death if IV

injection of lidocaine occurs.
aio, 2017,

iques for Repair

< Identify landmarks

of Perineum

Thrid Degree

= Involves fourchette,
superficial perineal muscle
and anal sphincter

&

anaesthetic

- Inject the lidocaine solution into the

perineal muscle.

Aspirate to be sure that no vessel has

been penetrated. If blood is returned

in the syringe with aspiration, remove

the needle. Recheck the position

carefully and try again.

Never inject if blood is aspirated.

- The woman can suffer convulsions
and death if IV injection of lidocaine
occurs.

WHO, 2017)

pisiotomy

iaracteristic Midiine Mediolateral / Lateral

Surgical repair Easy More difficult
Faulty healing Rare More common
Postoperative pain Minimal Common
Anatomical results Excellent Occasionally faulty
Blood loss Less More
Dyspareunia Rare Occasional
Extensions Common Uncommon

-~

ples of Suturing

plane of the needle
should be at right angles
to the plane of the holder.

= Needle holder should
grasp the needle at

approximately 34 of the
distance from the points
to avoid bent or broken
needle.

iques for Repair Y

i
I\
‘e the vagina first, using a continuous suture.

- Start about 0.5-1 cm above the apex of the wound.

= Tie the stitch with 3 alternating knots.

= Continue the suture, placing each suture about 1
to 1.5 cm from the last.

= Stitches should include the same amount of tissue
from each side.
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gement of labor
iplication of labor

| Labor &Delivery

eously in the vertex posi

d infant are in good condition

nition 2

1 OF NORMAL LABOR
3

of onset of labor

e synthesis of myomet

ase the excitability of the myometri
es.

of onset of labor2

s factors: labor may also be initiated through nerve pathy

of onset of labor3

[Causes of onset of labor4

hragm.
1e woman more comfortable and has an eas

come sign, as it rules out cephalopelvie dispropo
i e AT S e

symptoms of labs

n report the passage of blood-tinge:

symptoms of labs

4
s

6.
7
8

 labor and False labor

any of these components, singly or in combination,

| factor of labori

Essential factor of laborl

. a
straight.

prominent.

e it thoug
through the birth canl.

pelvis i composed of inlet, cavity and outlet.

female pelvis — gynecoid, anthropoid, android and platypelloid

transverse d
ischial spines( il
diameter) is av

plane of least dimens
1mportant obstetric pla
because shortening of
diameters. ﬁe(&lllently is

associated with obstructe

Outimt.
tial factor of labor2

Birth canal Passage
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Cusegory Description

3 e et co Wt g ream bt

tegory I section is called, the baby should be born within 30 minutes, some units would expect20 min

tegory 2 sections, there is not a universally accepted time, but usual between 60-75 mi
ctive C: planned after 39 weeks of p distress i
neonate - known as Transient Tachypnea of the Newborn.

b @
|2
Category 2 or Urgent C-section

There is maternal or fetal compromise but it is not immediately life threatening ,
delivery should be completed with in 60-75 minutes

irreversible a ality on the

within 60 minutes

y but safe to deliver

@ Malpresentation

Indication for C-section

Maternal

1. Uterine scar , at risk of uterine rupture
@ More than two times lower cervical CS prior
@ Prior classical C.S

@ Previous vertical uterine incision or transfundal

uterine surgery

-
=

Caesarcan section rates

Statistic in 2015

Beoarvm Tron Larsced (it = iiml wwiaise bor mach oy

ik
==

Category 1 or Emergency C.S

-

the next 30 minutes
) Cordprolapse

'B)Patled instrument birth with fetal compromise
OMatemal cardiac arrest

d)Sustatned fetal bradycardia <70bpm >3min
@)Abnormal fetal scalp sample PH <7.2
DPlacenta abruption

@Placenta Previa with mafor bleeding

h)Sear rupture

mminent

W
=

Category 3 Needing earlier than planned

but without currently evident maternal or fetal compron
@ Failure to progress of Labor

@ Malpresentation in early labor

@ Planed C

@ Maternal condition requiring stabilization

S presenting in labor

e.g. preeclampsia

Indication for C-section
Maternal pelvic condition

2. Maternal pelvie deformity:

Anatomical malformation, making
vaginal birth impossible

% Contracted pelvic

% Soft tissue obstruction
% Abdomi

s 3rd/dth perineal tear
epair of vesicovaginal
fistula or retovaginal fistula

1 cerclage

=

3. Obstructive lesions in the lower genital tract, including malignancies,
large vulvovaginal condylomas, obstructive vaginal septa, and leiomyoma

of the lower uf nent of the fetal head

#'ZENT (Cesarean Section)

Cesarean section is defined as the
delivery of a fetus through
surgical incisions made through
the abdominal wall (laparotomy)
and the uterine wall

(hysterotomy).

Fo—{EFHRNAE - U
IIEREYTI0) (laparotomy ) FIF
EYIPAG (hysterotomy) » DU
HHPER— MRS ER &
EWRRIFR

A Caesarean section can be a life-saving procedure
for both mother and infant

W
s

Category 4 Elective C.S
Atatime acceptable to both the woman and medical team , these can be affected by a
number of factor

Fetal
Maternal Maternal-fetal

Indication for C-section
Maternal pelvic

==

-
o

= Delayed " long-term” sequelae of C.S.:
1. Adhesions:

-
|

. Intemtinal Ddbessons Weding 10 Intessnat Gbstrucson.

V. Adtmeions and Peivic pain My need B opention 10 reat

Waoak uterus:

L Peroration of the utnrys Is more common f DAC is done in
e presence of # weak scar.

W Rupture of B10 uterss at e $10 of the scar in Ature

3. Risk of incisional hernia.
4. Higher risk of placenta accreta.

N

C-section Rate

% The World Health Organization has long recommended

that the ideal C-section rate should be between 10-15%.

< Factors associated with rising rate of C-section (C.S)

@ Procedure as high forceps and difficult mid forceps are abandoned in
favor of C.S

® Increase C.S delivery in breech present

@ Destructive operations are abandoned in favor C.S
d morbidity and mortality due to C.S encourages its use

ed repeated C.S due to increased primary C.S

Indication for C-section
Maternal pelvic feormation

Uterine scar , risk for uterine rupture
repeat C s
Hx uterine procedure myomectomy /repair uterine trauma
Matemal pelvic deformity:
Anatomical malformation, making vaginal birth impossible
Obstructive lesions in the lower genital tract, including malignancies,
large vulvovaginal condylomas, obstructive vaginal septa, and
leiomyomas of the lower uterine segment that interfere with
engagement of the fetal head
Major medical complications
Matemal uncontrolled Transmissible disease will harm to baby (HIV ,
Primary genital hepers)

NRI

.

Indication for C-section
Maternal pelvic

Birth Chanel obstruction

Fowr Peivis Tipes

POOO

EN [z

Maternal
FetalHealth

SALUD MATERNO FETAL
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