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INTRODUCTION

The manual is expected to help a student in mastering obstetrics and we hope that it will help a student to achieve the following goals:

1. To help the student progress through the various steps required to become a competent clinician/

2. The first step is the development of a sound understanding of the relevant basic sciences – anatomy and physiology.

3. The student is required to master the pathogenesis of the various anomalies, disorders, and disease processes that affect female reproductive health.

4. Subsequently, upon this platform of scientific knowledge the building clinician develops his or her skill in the prevention, diagnosis, and treatment of the ailments that affect the female reproductive system.

A student should follow the recommended by the department class policies. Special attention is paid to grading which every student should be aware of.

Brief information on different topics, formulated questions for future discussions, assignments for self-directed studies minor and major tests, case-studies – all these pedagogic instruments will help a student to develop theoretical knowledge and practical skills in obstetrics.

The manual also suggests the list of the materials for further reading and writing essays or course papers.

CLASS POLICIES

1. Attendance (coming to class on time and prepared) is essential. To be allowed to future classes, students with unexplained absences are to obtain special Dean’s permission.

2. All home-works are expected to be submitted on the scheduled time, including case histories and written essays. A penalty of 5 points from hundred is deducted per day of delay.

3. All papers are expected to be in typed form.

4. Plagiarism in home-works will automatically lead to failing grade.

5. A student is expected to fulfill all course requirements in order to receive a passing grade. Grading is based on the criteria mentioned in the following section:

GRADING
	DATA
	PER CENT

	ATTENDANCE
	25%

	TESTS
	15%

	CASE HISTORY
	5%

	ORAL PRESENTATION
	10%

	PRACTICAL SKILLS
	20%

	PORTFOLIO
	15%

	EFFORT
	10%


SUGGESTED READINGS

1. Lecture notes

2. Portfolio (all written work will be collected for assesment)

3. Web sites texts

4. James D. , Pillai M. ,(1997) – OBSTETRICS

5. Miller A.W.F., Hanretty K.P., (1997) – OBSTETRICS ILLUSTRATED.

6. Evans A.T., Niwander K.K., (2000) – MANUAL OF OBSTETRICS.

7. Sakala E.P., (2000) – OBSTETRICS AND GYNECOLOGY.

8. Chin H.G., (1997) – OBSTETRICS AND GYNECOLOGY.

9. De Cherny A.H., Pernall M.L. , (1994) – CURRENT – OBSTETRICS AND GYNECOLOGY . DIAGNOSIS AND TREATMENT .

10. Beck W.W., (1997) – OBSTETRICS AND GYNECOLOGY.

11. Symonds E.M., Symonds J.M., (1997) - ESSENTIAL OBSTETRICS AND GYNECOLOGY.

12. Frederickson H.E., Wilkins L., (1998) – OBS/GYN SECRETS.

13. Beisher N.A., Mackey E.V., (1991) – OBSTETRICS AND THE NEWBORN .

14. Synelnikov R.D., (1986) – THE ATLAS OF ANATOMY.

15. Davidov S.N., (1998) – THE ATLAS OF OPERATIONS IN GYNECOLOGY

TOPIC 1. THE STRUCTURE OF THE OBSTETRICS HOSPITAL.

Overview.

In different countries the structure of the maternities varies in accordance with the services and procedures expected to be undergone in each unit of the hospital .

However one criterion remains universal to all maternities worldwide : asepsis and antisepsis.

Discussion questions.

1. The structure of the maternity in Russia.

2. Detailed specificity of each unit and service .

3. Indications for admission to OBS-II.

4. The “Filter” unit.

5. The pre-admission investigations required in Russia.

Independent studies.

1. Asepsis and antisepsis in maternities.

2. Structure of maternities in the student’s country:

· Obs Units and services.

· Filter unit.

· Neonatology units.

· The OR.

3. Indications to admission to different maternity units.

4. Pre-admission investigation in the student’s country.

Practical skills.

1. A student is expected to define the symptoms and signs as well as to determine the gestational age in any assigned pregnant woman.

2. A student is expected to be familiar with the major obstetrical instruments (pelvimeter, speculum, fetoscope, forceps, packers) and to be able to manipulate them correctly.

3. A student should remember the rules and methods of asepsis and antisepsis in maternities.

Minor test.

Choose the correct answer.

1. How many obs units is there in the maternity hospitals in Russia?

a) 1

b) 2

c) 3*

d) 4

2. What is the indication for admission to the “observatory unit”?

a) striae gravidarum.

b) premature labor *

c) threatened abortion

d) gonorrhea during pregnancy.

3. What are the doctor’s duties in the “filter unit”?

a) operating

b) sanation

c) regular examination of the woman *

d) preliminary examination of the pregnant woman.

TOPIC 2. EARLY FETAL DEVELOPEMENT

Overview.

Since the very moment of conception and through out all the periods of fetal development , a pregnant woman is in need for  regular care by a specialist doctor , as well as socio-psychological support in her family. Understanding the early fetal developmental peculiarities and the critical fetal growth periods through out pregnancy are mandatory for all obstetricians and med students in charge of any pregnant woman. 

Discussion questions.

1. The accuracy of pregnancy tests kits.

2. The source of progesterone maintaining pregnancy during the first 7 weeks of gestation.

3. Prenatal care: overview.

4. The frequency of  office visits through out pregnancy.

5. The prenatal visits record.

6. Important factors to be elicited on the first office visit .

7. Findings to be noted in physical exam  on the first visit.

Independent studies.

1. The assembly in weeks during the first semester.

2. Organs formation in :

· Weeks 1 to 4

· Weeks 5 and 6

· Weeks 8 to 10

· Weeks 11 to 14

3. Etiologies of fetal developmental anomalies in early pregnancy.

4. The diagnostic methods for the determination of fetal developmental anomalies.

Practical skills.

1. Check up of the pregnant woman in the first trimester.

2. Detection of fetal anomalies / plan of investigation.

Minor test.

1. What are the products of conception prior to implantation?

a. Zygote  *

b. Pregnancy products

c. Concepsus

d. Fetus

2. Which of the following best represents the embryonic period?

a. Fertilization to 6Wks

b Implantation to 6Wks *

c. 3rd to 8th Week after fertilization.

d. First 12 Wks of pregnancy 

3. What is the mechanism of ion transport through the placenta?

a. Active transport 

b. Simple diffusion

c. Facilitated diffusion *

4. At which week of gestation we can notice a significant lung development

a. 6 Wks

b. 12 Wks

c. 16 Wks

d. 32 Wks *

TOPIC 3.THE REPRODUCTIVE SYSTEM: ANATOMY AND PHYSIOLOGY.

Overview.

Every doctor should master the anatomy as well as the physiology of the reproductive system in  adult women before starting his rotation in the maternity. Unlike the male reproductive system the female’s system shows regular cyclic changes that teleologically may be regarded as a periodic preparation for fertilization and pregnancy.

Every student should keep in mind the basic assessment method of the reproductive system as very frequently existing pathologies at this level will lead to disorders in pregnancy later on .

Discussion questions.

1. Mean age of menarche and menopause.

2. Prostaglandins involvement in the process of menstruation.

3. The hormones associated with progressive follicular development and maturation.

4. Hormones associated with normal functioning of corpus luteum.

5. Timing of implantation.

Self-directed studies.

1. Anatomy:

· Uterus

· Fallopian tubes

· Ovaries

· Ureters

· Vagina

· Hymen and vulva

· The urogenital triangle 

· Pelvic diaphragm

2. functional histology:

· cervical epithelium

· endometrium

· vagina

· ovarian follicular development.

Practical skills.

The student is expected to know the structures , functions and positions of the female reproductive system.

Minor test.

1. The layer of the uterine wall involved in proliferation during the first phase of the menstrual cycle is:

a) the myometrium

b) the serosa

c) the basal endometrial layer

d) the functional endometrial layer *

2. The part of the tube that  is closer to the ovaries is called:

a) the isthmus

b) the fimbriae *

c) the ampulla

d) the ostium

3. The ligament that passes from the pelvic wall through the inguinal foramen going down to  labia majora is called:

a) ligamentum latum

b) mesovarium

c) cardinal ligament

d) round ligament *

TOPIC 4. TYPES OF PELVIS AND PELVIOMETRY.

Overview.

The progress and final outcome of labor are influenced by 4 factors: the passage (bony and soft tissues structures) , the powers (contractions of the uterus) , the passenger (the fetus), and the psyche.

Abnormalities of any of these components , singly or in combination, may result in dystocia. The first factor – the passage- is not subject to change by therapeutic manipulation during delivery , but the progress of delivery is directly determined by the sequence of attitudes and positions the fetus assumes in its passage through the birth canal. That is , the type of pelvis ( pelvic architecture) and the pelvic diameters play an important role in obstetrics care .

A medical student should learn to assess the pecularities of the pelvic architecture and the pelvic parameters during pregnancy to make the plan for labor management.

Discussion questions.

1. Classification of the pelvic types.

2. Characteristics of the gynecoid pelvis.

3. Characteristics of the android pelvis.

4. Characteristics of the anthropoid pelvis.

5. Characteristics of the platypoid pelvis.

Self-directed studies.

1. Bony pelvis.

2. Types of pelvises.

3. Pelvic relationships:

· obstetric conjugate

· interspinous conjugate

· intertuberous conjugate

· posterior sagital diameter

4. Clinical pelvimetry:

· Pelvic inlet 

· Midpelvis

· Pelvic outlet

5. Conjugates: anatomic , obstetric , diagonal…
Practical skills.

A student must know how to measure the pelvic sizes and to assess the pelvis type and form ; moreover  he / she is expected to give a plan of labor management in accordance with each pelvic type.

Minor test.

1.Which of the following shows a good pelvis for delivery

     a. The diagonal conjugate is 11.0 cm 

b. The sacrum is shallow or flat

c. The pelvic sidewalls are approximately parallel *

d. The ischial spines are not prominent *

      e. The pubic angle is not narrow *

f. The SSN is 1 cm

2. Which term describes the distance from the base of the symphysis pubis to the sacral promontory, measured clinically?

a. Diagonal conjugate *

b. Obstetric conjugate

c. Transverse of the inlet

d. True conjugate

3. Which term describes the distance from the innermost aspect of the symphysis pubis to the sacral promontory determined by imaging techniques?

a. Diagonal conjugate

b. Obstetric conjugate *

c. Transverse of the inlet

d. Posterior sagittal

e. True conjugate 

4. The transverse diameter of the inlet is best measured by using

a. iliac crest calipers

b. the transverse bitrochanteric hip measurement

c. ultrasound

d. X-ray or CT pelvimetry *

e. Clinical bimanual measurement

5.You have just examined a patient to obstetrically assess her pelvis. The diagonal conjugate measures 12 cm. The bones are heavy. The ischial spines are sharp and prominent. The sacrosciatic notch is approximately 1 cm. The sacrum is straight and anteriorally inclined. The subpubic arch is narrow. This pelvis is most comparable to

a. gynecoid

b. anthropoid

c. Android *

d. platypelloid

TOPIC 5.   SIGNS AND SYMPTOMS OF PREGNANCY.

Overview.

The diagnosis of pregnancy is usually made on the basis of  woman’s report about delay in menses , enlarging uterus, and positive pregnancy test.

The manifestations of pregnancy are classified into three groups:

1. Presumptive:

· Symptoms ( amenorrhea, nausea, vomiting, breast engorgement, fetal kicking, urinary frequency…)

· Signs ( basal body temperature, skin changes…)

2. Probable:

· Symptoms.

· Signs ( pelvic organs abdominal enlargement , uterine contractions, ballotment, uterine souffle…)

3. Positive:

· Fetal heart beats

· Palpation of the fetal parts

· X-ray of the fetus

· Ultrasound examination of the fetus.

A student should know all signs and symptoms of pregnancy so that to put a D/s of pregnancy on time .

Discussion questions.

1. The detection of hCG after fertilization and its trend of evolution.

2. Types of pregnancy tests and kits.

3. Clinical signs suggesting pregnancy as early as 6-8 weeks  pregnancy.

4. The probable signs of pregnancy ; the positive signs of pregnancy.

5. Causes of false-positive  and false-negative pregnancy tests.

Self-directed studies.

1. Symptoms and signs of pregnancy.

2. Methods of  investigation for the diagnosis of pregnancy.

Practical skills. A student must be able to reveal possible positive signs of pregnancy and to carry out fetal heart auscultation, palpation of the fetal outlines, and estimate the gestational age using different methods.  

Minor test.

1. What is the average uterine weight at term

a.200 Grs

b. 450 Grs

c.780 Grs

d. 1100 Grs *

2. Which of the following is not produced by corpus luteum in early pregnancy

a. progesterone

b. 17a-hydroxyprogesterone

c. relaxin

d. prolactin *

3. what is the scientific name of the pregnancy hyperpigmented abdominal midline skin

    a. stria gravidarum

b. linea nigra *

c. chloasma

d. melasmus

4. what is the average weight gain during pregnancy

a. 5 Kg

b. 9 Kg

c. 13 Kg *

d. 15 Kg

6. which of the following hematologic change does not occur during normal pregnancy 

a. the mean life time of RBC is increased *

b. MCV is increased

c.     moderate erythroid hyperplasia

d.    increase in plasma erythropoetin

7.  The average change in the resting pulse during pregnancy is

a. 0 TO 1 bpm

b. 5 TO 6 bpm

c. 10 TO 15 bpm  *
TOPIC 6.  MATERNAL PHYSIOLOGY DURING PREGNANCY.

Overview.

Profound anatomical , endocrinological and physiological changes occur during pregnancy. Those changes  are a part of the adaptational mechanism of the mother’s body to the fetus in her womb. Many of these changes begin early in pregnancy . To understand the many pathological conditions encountered in pregnancy , it is necessary those adaptational  processes occurring in physiological gestations.

Discussion questions.

1. Pseudocyesis – definitions and features.

2. Mechanims allowing uterine distention to 1000 folds norma.

3. Changes in the respiratory tract .

4. Cardiovascular system characteristics in pregnancy.

5. Physiological anemia of pregnancy.

6. Predisposing factors to inferior vena cava syndrome – “supine gestational hypotension”.

Self-directed studies.

1. Endocrine changes in pregnancy .

2. Blood system changes in pregnancy.

3. Maternal respiratory system and CVS changes in pregnancy.

4. GIT changes in pregnancy

5. Urinary tract changes in pregnancy.

6. Neurological changes in pregnancy.

Practical skills.

A student is to take part in the physical examination of the women of different gestational terms .He / she is expected to be able to interpret correctly laboratory and instrumental investigation data.

Minor test.

1. Which of the following terms best describes the characteristic blue to reddish-purple color of the upper vagina during pregnancy?

a. Hegar'ssign

b. Braxton's sign

c. Chadwick's sign *

d. DeLee's signe.

e. Edward's sign

2. The normal increase in water retention in pregnancy is the result of

a. a decrease in osmolality by 10 mOsm/kg *

b. an increase in osmolality by 10 mOsm/kg

c. the increased sodium consumption during pregnancy

d. the decreased sodium consumption during pregnancy

e. the effect of progesterone on the renin angiotensin and aldosterone system

3. Which of the following accounts for the greatest percentage of the protein accumulation during pregnancy?

a. Maternal blood including hemoglobin and plasma proteins

b. Maternal muscle mass

c. Uterus

d. Myoepithelial elements of the breasts

e. Fetus and placenta *

4. In a healthy pregnant woman the fasting plasma glucose

a. falls because of an increased insulin level *

b. falls because of decreased glucose consumption

c. remains unchanged

d. increases because of a lower insulin level

e. increases because of peripheral resistance to insulin

5. Which statement best describes the immediate postprandial state in normal pregnancy?

a. Hypoglycemia

b. Pypoglycemia, hypoinsulinemia, and decreased glucagon

c. Hyperglycemia, hyperinsulinemia, and decreased glucagon *

d. Hyperglycemia, hyperinsulinemia, and increased glucagon

6. The peripheral tissue resistance to insulin in the pregnant woman is mediated by which of the following hormones?

a. Human chorionic gonadotropin

b. Human placenta lactogen *

c. Growth hormone

d. Luteinizing hormone

e. Follicle stimulation hormone

7. Which of the following statements is FALSE about maternal blood volume changes in pregnancy?

a. The volume expansion expands most rapidly during the second trimester

b. They plateau during the third trimester

c. The maximum expansion is approximately 45% over nonpregnancy levels

d. They are the result of an increase in erythrocyte mass rather than plasma volume*

e. Blood volume increases because the rate of red cell production is greater than the rate of destruction

8. Select the most correct statement about the normal maternal leukocyte count.

a. Polymorphonuclear leukocyte chemotaxis and adherence functions are normal during the entire pregnancy

b. More than 16,000 WBCs per ml is abnormal in pregnancy

c. The normal range of leukocytes during pregnancy is 3,000 to7,000 per ml

d. The highest levels are typically obtained during labor and early puerperium*

e. The mechanism of leukocytosis in labor is unrelated to the restoration of leukocytes into the active circulation

9. Which of the following coagulation factors undergoes the greatest change in pregnancy?

a. Factor I*

b. Factor VII

c. Factor VIII

d. Factor XI

e. Factor XIII

10. How are the prothrombin time and partial thromboplastin time affected during pregnancy?

a. Significantly shortened

b. Slightly shortened *

c. Unchanged

d. Slightly increased

e. Significantly increased

11. The resting pulse in pregnancy is 

a. decreased by 20 bpm

b. decreased by 10 to 15 bpm

c. unchanged

d. increased by 10 to 15 bpm*

e. increased by 20 bpm

12. Cardiac output during pregnancy is highest in

a. first trimester, sitting

b. first trimester, left lateral position

c. second trimester, left lateral position

d. first stage of labor, left lateral position

e. second stage of labor, left lateral position *

13. In a normotensive pregnancy the concentration of renin, renin activity, renin substrate, angiotensin II, and aldosterone

a. Increases*

b. remains the same

c. decreases

d. unknown

14. The minute ventilation in pregnancy increases by 42% in normal pregnant women because of 

a. respiratory rate increases

b. tidal volume increases*

c. both respiratory rate and tidal volume increase

d. increase in respiratory rate, tidal volume, and vital capacitye. none of the above choices is correct

15. The glomerular filtration rate in pregnancy

a. decreases by 50%

b. decreases by 20%

c. remains unchanged

d. increases by 20%

e. increases by 50%*

16. Hydronephrosis and hydroureter commonly accompany pregnancy. Select the most correct statement concerning them.

a. The left ureter is usually more affected than the right

b. The ureters are affected equally because of the equal hormonal contribution exerted by the elevated progesterone level during pregnancy

c. The ureters are equally affected but progesterone is not a significant contributor to this change

d. The right ureter is more affected than the left *

e. None of the above choices is correct

17. The elevated level of alkaline phosphatase in pregnancy is the result of

a. liver dysfunction

b. increased levels of GGPT

c. cross reactivity with acid phosphatase

d. increased levels of heat stable alkaline phosphates *

e. decreased levels of heat stable alkaline phosphates

18. The total plasma thyroxine (T4) levels in pregnancy are elevated because of

a. increased production

b. increased secretion

c. increased reverse iodination

d. increased thyroid-binding proteins*

e. none of the above choices is correct

TOPIC 7. CHANGES OF THE BIRTH CANAL DURING LABOR .

Overview.

It is very important to observe the changes in the birth canal all-over the phases of labor , mainly the evolution of cervical effacement and cervical canal dilation in association with the increase in the intensity of the uterine contraction and their regularity .All students are to learn the physiological varieties at this level so that to establish the time and mode of delivery accordingly.

Discussion questions.

1. Evaluation of the cervix ripening state prior to labor induction.

2. PG synthesis and action during pregnancy and parturition.

3. The biochemical mechanisms of myometrial contractions.

4. Advantages and disadvantages of  episiotomy – medial v/s lateral episiotomy.

Self-directed studies.

1. Changes in the cervical canal during normal labor ; prolonged latent phase; prolonged active phase; cervical dystocia.

2. Urgent care in labor and postpartum.

3. Labor induction and artificial cervical ripening.

4. Precursors of PG in uterus.

5. True v/s false labor.

6. Latent v/s active phase of labor.

Practical skills.

The student must know the mechanism of changes in the birth canal during labor , take  part in prelabor woman’s examination – fetal heart rate , contraction evolution, cervical ripening…and  take part in the delivery process.

Minor test.

1. Which of the following is essential for myometrial contraction

    a. tubulin-actin

          b. actin-myosin*

    c. myosin-tubulin

2. which of the following is needed for smooth muscles contraction

          a. prostaglandin

        b. intracellular free calcium*

        c. extracellular free calcium

        d. oxytocin

3. During preliminatory labor which of the following inhibit contractions

       a. sedation*

       b. antibiotics

      c. bed rest

    d. warm bathes

4. Which of the following characterises phase 0 of parturition ?

a. Myometrial tranquility

b. Uterine contraction

c.cervical effacement 

d.cervical dilation*

TOPIC 8.  FETAL MALPRESENTATION.

Overview.

Malpresentation is any fetal presentation other than the vertex. The most common malpresentation is the breech. Other abnormal presentations are less frequent as the face presentation , brow presentation , transverse or oblique lies and compound presentation.

Malpresentation is associated with a higher incidence of umbilical cord prollapse once membranes are ruptured. It may also be behind abnormalities in the process of labor itself.

All students are to reveal the fetal presentation and lie and in accordance be able to put a plan for labor and mention possible complications.

Discussion questions.

1. The different positions in association with vertex- occiput- presentation.

2. Partial flexion of fetal head .

3. Factors leading to brow or face presentation.

4. Synclitism and asynclitism- definitions , characteristics.

Self-directed studies.

1. Types of malpresentation.

2. Factors predisposing to malpresentation.

3. Investigations in malpresentation.

4. Labor pecullarities in occiput , brow and face presentation.

Practical skills.

A student is to be able to make a demonstration of all fetal lies , presentations and positions on a fantom . He/she is expected to demonstrate labor mechanism in occiput , brow and face presentations.

Minor test.

1)What is the presentation when the fetal neck is extended and the back and occiput are in contact.

a-Vertex

b-sinciput

c-brow

d-face*

2) What is the presentation when the fetal head is partially flexed and a large anterior fontanel is present

a-Vertex

b-sinsiput

c-brow*

d-face

3 ) What is the presenting part with a face presentation ?

a-sinsiput

b-molar eminence *

c-mentum

d-occiput

4- What is the presentation ,in labor, if the presenting part is the sagital suture midway between
the orbital ridge and the anterior fontanel:

a-face

b-brow*

c-occiput

d-cinciput

5-By which of the following diameters will a fetus head be delivered in the case of sinciput presentation

a- occipito-frontal

b-occipito-mental

c-suboccipitopregmatic

d-biparietal

TOPIC 9. FIRST AND SECOND STAGES OF LABOR.

Overview.

Labor is the process by which contraction of a gravid uterus will end up by the fetal expulsion .

A term pregnancy corresponds to [ 37 – 42] weeks since the LMP. Postdates corresponds to the period after 42 weeks and requires vigorous monitoring.

A student must be able to differentiate a normal labor from a pathological one, a true labor from a false alert and to be able to conduct labor at any phase using different modes.

Discussion questions.

1. Factors stimulating parturition.

2. Definition of the 3 stages of labor.

3. Latent v/s active phase.

4. The cardinal labor “moves”.

5. Cervical ripeness.

Self-directed studies.

1. Characteristics of 1st and 2nd stages of labor and their subdivisions.

2. Conduction of the 1st and 2nd stages of labor.

3. Possible complications and their management.

Practical skills.

A student is to be able to perform Leopold Manoeuvre and to demonstrate the different mechanisms of labor on a fantom.

Minor test.

1. Which of the following is characteristic of true labor

a. Irregular contractions

b. Discomfort suprapubically

c. Cervical dilatation*

2. The average duration of labor in nullipara is 

a. 5 hrs

b. 8 hrs

c. 12 hrs

d. 20 hrs*

3. How often fetal heart monitoring should be performed during low-risk labor

a. every 15 minutes , before contractions

b. every 15 minutes , after contraction

c. every 30 minute , before contraction*

d. every 30 minutes , after contraction

4. How often fetoscopy should be performed in a high risk labor

a every 15 minutes , before contraction*

b. every 15 minutes , after contraction

c. every 30 minutes , before contraction

5. The average duration of the 2nd phase of labor in nullipara is
a. 5 min

b. 20 min

c. 50 min*

d. 100 min

6. The average duration of 2nd phase of labor in multipara is 

a. 5 min

b. 10 min 

c. 20 min 

d. 30 min *

TOPIC 10. MANAGEMENT OF LABOR.

Overview.

“Pregnancy is not a disease and labor it is a physiological consequence for its termination.”

However complications may be present in labor , such as 2nd phase arrest , uterine / cervix dystocia, fetal distress in utero, intrapartum fetal death, uterine rupture , hemorrhages, maternal death , etc…, hindering the physiological mechanism.

Management of labor should achieve delivery in a reasonable limit of time while providing maternal support and avoiding fetal well being compromise.

All students should be awared of  labor complications and be ready to provide  intensive care to both mother and fetus.

Discussion questions.

1. Vaginal v/s abdominal delivery – advantages and disadvantages for mother and fetus.

2. Episiotomy  - definition, types, indications.

3. Etiology and management of shoulder dystocia.

4. Analgesic options in labor .

5. Intensive care in postpartum uterine atony.

Self-directed studies.

1. True v/s false labor.

2. Mother and fetal monitoring in labor .

3. Management of all labor stages.

4. Immediate neonatal care postpartum.

5. Mechanisms for placental separation and expulsion.

Practical skills. A student should demonstrate techniques of amniotomy , episiotomy, and cervical inspection on a fantom . He/ she are to check and explain signs of placental separation in the delivery room and to inspect the placenta for abnormalities after its expulsion. Moreover he / she is to calculate permissible blood loss and compare it to the actual result. Finally he/ she are expected to take part in newborn physical examination , calculation of the Apgar score , checking fetal reflexes, and assist in newborn reanimation when due.

Minor test.

1 -Which of the following is a  characteristic of true labor?

a-irregular contractions

b-discomfort in lower abdomen

c-cervical dilatation*

d-discomfort relieved by sedation

2-When should the fetal heart to be auscultated during observation for labor 

a-before the contraction*

b-during the contraction

c-at the end and immediately after a contraction

d-any time

3-what is the duration of the first stage of labor in the primigravida?

a-5 hrs

b-8 hrs

c-12 hrs

d -20 hrs*

4-What is the median duration the second stage of labor in multiparus?

a-15 min

b-10 min

c-30min*

d-50 min

5-What is the median duration of the second stage of labor in primiparus?

a-15 min

b-30 min

c-50 min*

d-1,5 hr

TOPIC 11. MANAGEMENT OF THE 3RD STAGE OF LABOR.

Overview.

The third stage of labor denotes he interval from delivery of the infant to the expulsion of the placenta.

A student should know the mechanisms of placental separation , manual placental extraction , examination of the placental lobes and parts . He / she is also to master prophylactic measure for uterine atony postpartum as well as postpartum bleeding. The blood gush accompanying the placental separation should be differentiated from pathological bleeding . Familiarization with intensive care measures in this period is mandatory.

Discussion questions.

1. Placenta accreta.

2. Placenta accreta v/s placenta increta and percreta.

3. Predisposing factors to abnormal placental adherence.

4. Complications following abnormal placental adherence.

5. Etiology of postpartum hemorrhage.

6. Management of retained placenta or placental parts.

7. Management of uterine atony.

8. Uterine inversion.

Independent studies.

1. characteristics of 3rd stage of labor.

2. Management of 3rd stage of labor.

3. Possible complications in the 3rd stage of labor.

4. Placental abruption, placenta previa.

5. Cord abnormalities, cord prolapse.

Practical skills.

A student should be able to determine complications in the 3rd stage of labor , put a plan of investigation , provide intensive care in case of complications and put a plan of further management.

Minor test.

1. When should the fetal heart rate be auscultated during observation for labor ?

a-before the contraction.*

b- during the contraction.

c-at the end and immediately after a contraception

d-any time.

2. Which of the following is a complication of the third stage of labor
associated with forced placental separation

a-uterine atony 

b-asherman syndrome

c-uterine rupture

d-fever

e-uterine inversion.*
TOPIC 12. BREECH DELIVERY.

Overview.

The most common malpresentation is the breech presentation , constituting 3-5% of all deliveries. Breech delivery is associated with higher incidence of umbilical cord prolapse once membranes are ruptured, as well as a greater risk of pathological labor.

The student should get familiar with the breech delivery and its mechanisms in theory and practice.

Discussion questions.

1. Risk factors for breech presentation – fetal / maternal.

2. Types of breech presenation .

3. Causes for increased morbidity and mortality in breech presentation.

4. Criterias for vaginal breech delivery.

Self-directed studies.

1. Principles of breech delivery.

2. Mechanisms of breech deliveries .

3. Extraction manoeuvres.

4. Complications and their management.

Practical skills.

A student should demonstrate types of breech presentations on a fantom, make abdominal examination and perform leoplold manoeuvre to confirm breech presentation in pregnant women . as well as he / she are to explain and show the methods of breech extraction using the fetus-doll.

Minor test.

1. Which of the following represents a breech presentation

a) fetal head at the cervix level

b) face is the presenting part

c) the fetus lies crosswise in the uterus

d) the buttocks or legs are the presenting parts.*

2. what is the frequency of breech presentation of all pregnancies

a) 50%

b) 1%

c) 32%

d) 3.5%*

3. match each type of breech to its definition:

a) frank breech     

b) complete breech   

c) footling breech

I-legs are flexed on thighs and thighs flexed on abdomen b)

II-thighs are flexed and legs extended a)

III-both feet and knees are extended. c)

TOPIC 13.  THE PUERPERIUM.

Overview.

Complex adaptational physiological processes as well as psychological and behavioral “fit-up” to the the “ new mother” state take place during the 6 weeks following parturition , traditionally defined as the puerperium. Although this is a usual low risk period, life threatening emergency may still occur and their recognition on time is mandatory to safe the woman’s life .

Those caring for postpartum women are primarly to be involved in enhancing the maternal – newborn bounding , nevertheless keep watching in dynamics for any alerting physiological data .

Discussion questions.

1. Duration of the puerperium.

2. Mechanisms of uterine involution.

3. Subinvolution.

4. Endocrinology of lactation.

5. Most common causes of puerperium fever.

6. Menses and ovulation  recovery postpartum.

Self-directed studies.

1. Periods of puerperium : early and late.

2. Involution of other organs than the uterus .

3. Contraception postpartum.

4. Lactation enhancement and induction.

Practical skills.

A student must assess the following in puerperium : lactation and milk withdrawal, breast feeding, uterine involution, vaginal discharge, fever …as well as be able to give a plan of  contraception and diet before the woman’s discharge from hospital.

Minor test.

1. How long takes the uterus to regain its nonpregnant size? ?

a. 2 Wks

b. 4 Wks 

c. 6 Wks *

d. 12 Wks

2. Which of the following characterize the urinary bladder in puerperium

a. underdistention, complete emptying

b. Underdistention, incomplete emptying

c. Overdistention, complete emptying

d. Overdistention, incomplete emptying*

3. Which breast cells synthezise milk

a.secretory glands *

b.Mucous epithelium

c. Myoepithelium

4. which vitamin is not found in breast milk

a. VIT B

b. VIT C

c. vit d
d. VIT K

TOPIC 14.  ABNORMAL LABOR AND DELIVERY.

Overview.

The U.S has witnessed a tripling of its cesarean section rate over the past several decades. Dystocia  , defined as difficult child birth , complicates 8% of all vertex deliveries in the first stage of labor and an equal number in the second stage. It is the leading indication to CS nowadays.

Identifying abnormal labor patterns, requires thourough assesment of uterine activity , fetus , and maternal pelvis.

All students are expected to be able to conduct normal delivery and should identify any  deviation from normal trends to perform adequate management on time .

Discussion questions.

1. Classification of abnormal uterine activity.

2. Pathological preliminary period.

3. Causes of primary uterine hypotonia or dystocia.

4. Discoordination of labor.

5. Management of the abnormal labor patterns.

Self-directed studies.

1. Criteria for adequacy of active labor .

2. Cervical effacement and dilation abnormalities.

3. Prolonged latent / active phase.

4. Second phase arrest.

5. Management.

Practical skills.

A student must be able to identify the uterine contractions characteristics, and differentiate physiological patterns from pathological ones; meanwhile he / she is to perform fetal well-being monitoring and identify any deviation from norma suggesting a plan of management.

Minor test.

1. Hypotonic uterine dysfunction has been diagnosed in a nulliparous patient at term. There is no evidence of CPD. The cervix is5 cm dilated, and 90% effaced. The presenting part is at 0 station. Amniotomy was performed and revealed clear fluid. The patient's uterine activity and cervical dilatation have not changed in the last 60 minutes of observation. The next step should be

a. observation for one more hour *

b. oxytocin induction starting at 1 mU per minute

c. oxytocin augmentation starting at 1 mU per minute

d. oxytocin's half-life is approximately five minutes, therefore increase the rate of infusion every 10 minutes

2.  Which of the following is an indication of internal podalic version?

a. Single footling breech presentation

b. Fetal distress in a 2,800-gm fetus

c. Full dilatation with a face presentation

d. To facilitate the delivery of a second twin*

e. Operator preference

3. Which two of the following are correct about persistent occiput posterior presentation?

a. Associated with a narrow fore pelvis

b. Occurs in up to 40% of cases

c. Is associated with a prolonged second stage*

d. Should be managed by cesarean section delivery

e. May be delivered by forceps or forceps rotation if manual rotation fails* 

4. A 26-year-old P1001 patient at term with good prenatal care presents to Labor and Delivery. The estimated fetal weight is 3.500 grams. Her history is positive for ruptured membranes and progressive strong regular contractions for the last three hours ;on exanimation you determined that she is 5 centimeters dilated , 90%effaced, the cervix is anterior. The vertex is -1 station in a left occiput anterior position. You also note some irregularity along the right side of the baby's skull. You determine these are the fingers of the baby's right hand. Your next step is

    a. discharge patient

     b. admit her to continue labor*

     c. perform urgent CS

     d. perform internal podalic version.

TOPIC 15.  FORCEPS DELIVERY.

Overview.

Obstetrical forceps are instruments designed to assist the delivery of the baby per vaginum where delivery requires to be hastened  or to overcome certain abnormalities in the cephalopelvic relationships interfering  with the labor advance.

Forceps usage may be indicated for the mother’s behalf or the bay’s interest , and when properly performed it may be life saving.

Any student should know the main types of operative deliveries and be keen in forceps manipulation.

Discussion questions.

1. Conditions for low-forceps.

2. Indications for mid-forceps.

3. Advantages of forceps application to the mother’s behalf.

4. Elective forceps application.

5. Conditions to be followed in forceps deliveries.

Self-directed studies.

1. Indications for forceps use.

2. Types of forceps.

3. Techniques of forceps application.

Practical skills.

A student should demonstrate the different techniques of forceps extraction and use on a fantom.

Minor test.

1.When forceps are applied to the fetal head in which the scalp is visible without the labium seperation ,what type of forcep delivery occur?

a. outlet forceps*

b.low forcep

c.mid forcep

d.high forcep

2.Which of the following maternal condition is not an indication termination of labor by forceps?

a. heart disease

b. acute pulmonary edema

c.intrapartum infection

d.2nd stage of labor 1.5 hr in nullipara*

3.Which of the following is not a fetal indication for termination of labor by forceps?

a. prolapse of umbilical cord*

b.meconium stained amniotic fluid

c.premature seperation of placeta

d.fetal distress

4.Which of the following is not a prerequisite for forceps application?

a. the head must be engaged

b.the fetus must be present either by the vertex or by the face with the chin posterior*

c.cervix must be completely dilated

d.the membranes must be ruptured

TOPIC 16.  CESAREAN SECTION.

Overview.

The term cesarean section denotes the delivery of the fetus and the placenta through an incision in the uterine wall. The term also excludes the recovery of  a fetus lying in the abdominal cavity after secondary implantation or uterine rupture.

An elective cesarean section is one that is performed before the onset of labor or before the appearance of the complications that might constitute an urgent indication.

Any student should know indications, contraindications and complications of this operation . He must be able to perform cesarean section when necessary. 

Discussion questions.

1. Indications for cesarean section.

2. The types of abdominal cesarean section incisions.

3. The uterine incisions in CS.

4. Anesthesia in CS.

5. Extraperitoneal CS.

Self-directed studies.

1. Contraindications for CS.

2. Preparation for CS.

3. Detailed operative steps.

4. Complications and prognosis.

5. Prophylaxis and management of prognosis.

Practical skills.

A student must know the operation steps and their variations, and must be able to perform all steps on a fantom.

Minor test.

1. What is the most common indication for CS in USA

a- fetal distress

b- secondary labor arrest*

c- placental abruption

d- macrosomia

e- breech presentation

2. An uneventful trial of labour is in progress in a woman with a previous CS; sudden persistent bradychardia in the fetus most likely represents:

a. cord occlusion

b. uterine rupture*

c. placental abruption

d. hyperstimulation

3. Which of the following is an absolute contraindication to a trial of labour with a previous CS?

a. 2 prior transverseCS

b. oxytocin stimulation

c. prior classical CS*

d. prior dystocia

4. The average blood loss in a CS ?

a. 500 ml *

b.1000 ml

c. 1500 ml

TOPIC 17.  SPONTANEOUS ABORTION ; PRETERM DELIVERY.

Overview.

Abortion is the termination of pregnancy by any means , resulting in the expulsion of an immature nonviable fetus. Management of abortion relies on accurate clinical classification . depending on the patient’s signs and symptoms , abortions are stated to be threatening, unevitable , incomplete , complete , missed, septic , habitual; and more widely , we can group them into induced and spontaneous abortion.

Preterm delivery is the leading cause of neonatal prematurity. Prematurity is the most common cause of perinatal morbidity and mortality in the world.

It is not a disease but rather the final event for a range of factors that can complicate pregnancy including maternal and fetal anatomic abnormalities , infections , abuse of drugs, trauma, nutritional defects and psychosocial phenomena.

Preterm labor and preterm premature rupture of membranes are the two most common and important causes of preterm delivery.

A student should develop special practical skills allowing the determination of the gestational age , the date of confinement , and the maternal – fetal – placental unit well-being.

Discussion questions.

1. Common symptoms of preterm labor and spontaneous abortion.

2. Causes and predisposing factors .

3. Management. 

4. Complication in preterm delivery / in threatening abortion.

Self-directed studies.

1. Classification of abortion.

2. Spontaneous abortion types .

3. Pathogenesis of spontaneous abortion / preterm labor.

4. Habitual abortion : causes, pathogenesis , management , fertility prognosis.

5. Fetal monitoring in threatening abortion.

Practical skills.

A student must know how to put differential diagnosis of spontaneous abortion and preterm labor ,be able to assess the degree of severity and detect complications and risks, and put a plan of management.

Minor test.

1. Which three of the following have been associated with indomethacin usage during the third trimester?

A. Treatment of preterm labor*

B. Treatment of oligohydramnios

C. Treatment of polyhydramnios*

D. Treatment of fetal pulmonary hypertension

E. Premature closure of the ductus arteriosus*

2. The mechanism of the abnormal quantity of amniotic fluid in a patient receiving chronic indomethacin therapy is

A. increased renal osmotic load causing polyhydramnios

B. increased glomerular filtration rate leading to polyhydramnios

C. renal failure leading to oligohydramnios

D. increased fetal swallowing causing oligohydramnios

E. stimulation of fetal antidiuretic hormone causing decreased*

F fetal urine production which results in oligohydramnios

3. The most common complication of preterm premature rupture of membranes at 28 weeks is

A. fetal compression anomalies

B. pulmonary hypoplasia

C. intrauterine infection*

D. limb contractions

E. abruptio placentae

Select the condition that matches each statement.

A. Preterm premature rupture of membranes

B. Amniotic fluid infection

C. Fetal abnormalities

D. Previous preterm delivery

E. Multiple gestation

4. This leads to release of phospholipase A; and cytokines. B

5. This triples the risk of preterm delivery. D

6. This may be managed expectantly, but efforts at tocolysis are ineffective.A

TOPIC 18. POSTTERM PREGNANCY.

Overview.

Approximately 8% of all pregnancies are diagnosed as postdate based on LMP. The actual rate of pregnancies that truely go longer than 280 days is 45 when based on a predetermined ovulation control. The majority of women completing 42 weeks from the LMP (294 days) have less advanced gestations based on their ovulation report.

Perinatal morbidity and mortality are increased by 3 or 3 folds in postdatism. Here fetuses usually manifest either macrosomia or postmaturity syndrome . 

A student should be aware of the above mentioned complications in order to reveal them on time and give proper care to both the mother and the fetus.

Discussion questions.

1. Evaluation of postdatism.

2. Causes and risk factors to postdatism.

3. Definitions.

4. Management of postdatism.

5. Indication for CS in postdatism.

Practical skills.

A student should be able to determine gestational age, confirm postdatism, perform nondtress and stress tests of the fetus, interpret ultrasound result in postdatism , and put a plan of management.

Minor test.

1 .define postterm pregnancy :

a.>30wk

b.>40wk

c.>42wk *

2 .postterm pregnancy in days corresponds to :

a. >280 

b. >287 

c. >294 *

3 .which of the following is not associated with postterm newborn?

a. Smooth skin

b.patchy peeling skin

c.long thin body

d.worried looking fascies*

4 .how are small for gestation infants defined ?

a. < 2500 Grs

b. < 2000 Grs

c. <10th percentile*

d. <20th percentile

5. in woman with unfavorable cervix and a fetal wt of 4000grs we should:

a. wait till 42 wks of gestation

b. Induce labor

c. hospitalize her and provide fetal monitoring

d. ripen the cervix*

TOPIC 19.  ECTOPIC PREGNANCY.

Overview.

An ectopic pregnancy is one in which the fertilized ovum implants at any site other than the endometrium . Ectopic pregnancy is the leading cause of the first semester maternal death with a morbidity 10 folds greater than that of delivery and 50 folds that of legal first trimester abortion.

Any student must be able to save the life  of a woman having ectopic pregnancy.

Discussion questions.

1. Etiology and risk factors to ectopic pregnancy.

2. Differential diagnosis relatively to spontaneous uterine abortion.

3. Symptoms and signs of ectopic pregnancy.

4. Management options : medical / surgical.

5. Fertility prognosis.

Self-directed studies.

1. Implantation sites in ectopic pregnancy.

2. Physical and instrumental findings suggesting ectopic pregnancy .

3. HCG pattern in ectopic pregnancy .

4. Complications .

Practical skills.

 A student should be able to perform a full range of examination and interpret the result so that to put the diagnosis of ectopic pregnancy , make differential diagnosis , and put a plan of management.

Minor test.

1)-Ectopic pregnancy has been reported to be increased with which of the following assisted reproductive techniques?

 a-ovulation induction

b-gamete intrafallopian transfer*

c-in vitro fertilization

d-all of the above

2)-Which method of contraceptive failure has the highest ectopic rate? 

a-intrauterine device*

b-oral contraception

c tubal sterilization

d-hysterectomy

3)What is the most common ectopic tubal implantation site?

a-fimbria

b-ampulla*

c-isthmus

d-cornua

4)Using Abdominal ultrasound, when can an intrauterine gestational sac be reliably seen.

a-7 days postconception

b-14 days postconception

c-21 days postconception*

d-28 days postconception

5-In consideration of Methotrexate for therapy of an ectopic pregnancy, which of the following would make this choice unwise

a-pregnancy of six Wks duration.

b-tubal mass 3.5cm

c-fetal heart motion

d-A primigravide patient*

6-What is the best method of therapy for a cervical pregnancy?

a-Uterine amputation

b-currettage*

c-embolization

d-chemotherapy with methotrexate.

TOPIC 20. URINARY TRACT INFECTION IN PREGNANCY .

Overview.

Several physiological alterations of the urinary tract , renal functions and renal hemodynamics occur during pregnancy. Normal variations in the gravidal period should be differentiated from pathological changes. Asymptomatic bacteriuria , acute cystitis, and acute pyelonephritis, are common disorders in pregnancy .

All students must learn the specifities of those pathologies , differentiate them from physiological changes and be able to give adequate medical care.

Discussion questions.

1. Anatomic changes associated with normal pregnancy .

2. Most common causes of nephrotic syndrome in pregnancy .

3. Determination of fetal and maternal well- being in chronic maternal kidney diseases.

4. Rates of urinary tract infections in pregnancy.

5. Physiological urinary tract variations in pregnancy .

Self-directed studies.

1. Etiology of urinary tract infection in pregnancy .

2. Clinics , symptoms and signs.

3. Differential diagnosis .

4. Management and complications.

Practical skills.

A student should be able to differentiate physiological from pathological changes in the urinary tract in pregnancy , interpret results of investigations , make differential diagnosis , put clinical diagnosis and a plan of management in a patient with urinary tract pathology during pregnancy .

Minor test.

1. what is the adverse pregnancy outcome associated with assymptomatic bacteruria?

a. low birth wt infant

b. preterm delivery

c. acute intrapartum pyelonephritis*

d. pregnancy induced hypertension

2. what is the most possible diagnosis in a woman with frequency , urgency , pyuria, dysuria, and a sterile urine culture ?

a. E.Coli cystitis

b. streptococcal cystitis

c. chlamydial urethritis

d. gonnorrheal urethritis*

3/ what is the most serious complication of pregnancy ?

a. cystitis

b. pneumonia

c. Pancretatitis*

d. Pyelonephritis

4. which of the following is not included in the differential diagnosis for pyelonephritis?

a. chorionamnionitis

b. labor*

c. pneumonia

d. placental abruption

5. the drug of choice for gestational pyelonephritis is :

a. ampicillin

b. cephalosporin

c. aminoglycoside*

d.empirical

TOPIC 21. GESTATIONAL DIABETES MELLITUS.

Overview.

Gestational diabetes is the most common type of glucose intolerance in pregnancy and is usually diagnosed durind the last half of pregnancy . typically , amnagement is carried out with diet alone , but insulin may be needed in some cases. GDM usually resolves after delivery but may trigger the new onset of type I or type II DM. Macrosomia , placental insufficiency ,and congenital anomalies are fetal complications that may be associated to GDM.

Any student should detect the development of diabetes in the course of pregnancy , classify the DM , and assign proper management and care.

Discussion questions.

1. High risk women for GDM development.

2. Effect of GDM on pregnancy.

3. Effect of pregnancy on DM.

4. Investigations and prophylactic measures.

5. Insulin usage.

6. Delivery and management of labor .

Self-directed studies.

1. Classification of DM and White classification.

2. Causes and predisposing factors to GDM.

3. CS in DM.

Practical skills.

A student must be able to put a plan of investigation and interpret the results of pregnant women with DM , make differential diagnosis and classify the DM, make a plan of management and follow-up through out pregnancy , make  a plan for pregnancy termination , choosing the appropriate mode of delivery and making a scheme of prophylactic measures pre, intra and postpartum.

Minor test.

1. which of the following is characteristic for type 2 diabetes?

a. Absence of islet cells

b. Obstruction of islet cells

c. insuline resistance in target tissues*

d. Leads to ketoacidosis if untreated

2.glucosuria in pregnancy means:

a. Increased lactose

b. diabetes

c. increased renal filtration*

d. A need for insulin therapy

3. which of the following is not a risk of gestational diabetes

a. Age>30

b. Macrosomic infants

c. previous still birthes*

d. A sister with gestational diabetes

4. in diabetes which fetal organ is affected due to macrosomia

a. Heart*

b. kidney

c. liver

d.brain

5. what is the most common fetal consequence in diabetes?

a. Congenital heart deffect

b. Neural tube deffect

c. Macrosomia *

d. Chromosomal deffect

TOPIC 22.  HYPERTENSIVE DISORDERS IN PREGNANCY .

Overview.

Hypertensive disorders complicate approximately 5-10% of pregnancies in the USA and are responsible for 10% of maternal deaths. Maternal hypertension is also an important cause of perinatal morbidity and mortality resulting from direct fetal effects (growth restriction , oligohydramnios, stillbirth , …) and iatrogenic preterm delivery performed for maternal or fetal sake .

Although chronic hypertension predisposes women to pregnancy related hypertensive complications , the physiology and management of these 2 conditions are different . that is why a student must know the pecularities of those pathologies to perform the correct measures when due.

Discussion questions.

1. Types and classification of hypertension in pregnancy .

2. Peeclampsia : def. , characteristics, signs and symptoms, investigations , differential diagnosis, management , mode of delivery.

3. Eclampsia: def. , characteristics, signs and symptoms, investigations , differential diagnosis, management , mode of delivery.

4. Fetal and maternal possible risks and complications associated to hypertensive disorders in pregnancy .

Self-directed studies.

1. Transient hypertension .

2. HELLP syndrome.

3. Pathogenesis of eclampsia and preeclampsia.

4. Preventive measures.

Practical skills.

A student is to be aware of the EHPC clinical signs and symptoms, keep in mind the possible variation from classical presentation of the disorder , and offer emergent help when due.
Minor test.

 1. The classical definition of preeclampsia is the triad of hypertension and

A. proteinuria and elevated uric acid

B. edema and elevated liver enzymes

C. edema and hyperflexia

D. proteinuria and edema*

E. proteinuria and hyperflexia

2. A 26-year-old G1P0 woman presents for her initial prenatal visit at 20 weeks' gestation. She has been treated for hypertension prior to the pregnancy, but is currently on no medications. Her BP is 130/80. Select the correct statement about this patient.

A. Expect a normal course of pregnancy

B. The patient has a risk of preeclampsia of up to 20%

C. A renal biopsy should be done to rule out primary kidney disease

D.Antihypertensive medication should be resumed *

E. Fetal surveillance should be started at 26 weeks

3. The pathophysiologic explanation of many of the clinical findings in preeclampsia includes vasospasm. Vasospasm develops as a result of

A. increased refractoriness to angiotensin II

B. decreased rerefractoriness to angiotensin II*

C. Increased deposition of fibrin

D. Increased production of renin 

Select the expected result for each patient
A. Increased prostacyclin

B. Decrease in both prostacyclin and thromboxane

C. Increased thromboxane

D. Decreased thromboxane and increased prostacyclin

E. Increased thromboxane and decreased prostacyclin

4. Patient with normal pregnancy A)

5. Patient with preeclampsia E)

6. The cornerstone of the treatement of  a preeclamptic patient is

administration of Mg SO4  which

A. decreases maternal mean arterial pressure

B. increases uterine blood flow

C. stops uterine contraction 

D. prevents neonatal intraventricular hemorrhage

E.prevents eclamptic seizures*

7. A 25year old G1P10 at 36 weeks' gestation with a previously uncomplicated pregnancy is evaluated for a consistently elevated BP of 150/100, 2+ proteinuria, and generalized edema next step in her management is 

A. to perform a pelvic exam to plan for delivery*

B. to draw platelet count and liver enzymes and start a 24hrs urine collection for protein

C. to admit the patient for hospital bed rest

D.to perform CS

TOPIC 23.  MULTIPLE GESTATION.

Overview.

Multiple gestation pregnancy has always been presented as a disproportionate risk of excess perinatal morbidity and mortality as well as an increased risk of maternal morbidity . in the most recent USA vital statistics , 2,6% of live birthes are multiples , but they attribute to 13% of all preterm birthes to this category of pregnancy too, and 20% to low birth weight newborns.

Discussion questions.

1. Predisposing factors to twinning.

2. Types of twinnings and other multiple pregnancies.

3. Pecularities of multiple pregnancy over singleton . 

4. Methods of investigation.

5. Prenatal monitoring and management .

6. Management of labor  and modes of delivery .

7. Postpartum risks for newborn / mother.

Self-directed studies.

1. Incidence of multiple pregnancy .

2. Complications of twinning .

Practical skills.

A student should be able to reveal a multiple gestation , assign pregnancy conduction plan , and determine the mode of delivery.

Minor test.

1. The patient presents at 37 weeks with a known twin gestation.The presentation is cephalic/breech. The decision is made to allow this patient to attempt a vaginal delivery. After the delivery of baby A, baby B is breech. The preferred route of delivery for baby B is

A. assisted breech delivery*

B. total breech extraction

C. internal podalic version with extraction

D. external version followed by vaginal deliveryE. cesarean section

2. Which of the following factors is associated with the highest rate of twins?

A. Race

B. Heredity

C. Maternal age

D. Maternal size

E. Infertility agents*

3. The term "stuck twin" best describes

A. the second monozygotic twin that is delivered by a cesarean section for CPD

B. the second dizygotic twin that is delivered by a cesarean section for CPD

C. a dizygotic twin with intrauterine growth restriction

D. a small monozygotic twin with oligohydramnios*

E. a twin with the amniotic band syndrome

4. Approximately what percentage of twin pregnancies require at least one admission to the hospital prior to the onset of term labor?

A. 10%

B. 25%

C. 50%*

D. 75%

E. 90%

5. At the onset of labor the most common presentation for a twin gestation is

A. cephalic/cephalic*

B. cephalic/breech

C. cephalic/transverse

D. breech/cephalic

E. breech/breech

6. If division of the zygote occurs on the 4th day after conception the fetuses will have

A. two separate placentas, two amnions. and one chorion

B. two separate placentas, two amnions, and two chorions

C. one chorion and one amnion

D. two chorions and one amnion

E. one chorion and two amnions*

7. The most common type of conjoined twin is

A. craniopagus

B. ischiopagus

C. pygopagus

D. Thoracopagus*

TOPIC 24.  THIRD TRIMESTER BLEEDING.

Overview.

Third trimester bleeding complicates about 45 of all pregnancies . In approximately 50% of cases , vaginal bleeding is secondary to placental abruption or placenta previa; both of these conditions carry significant risk of maternal and fetal morbidity and mortality , and therefore , must be expeditiously diagnosed.

Discussion questions.

1. Placenat previa: definition , classification , clinics , investigation , management, risks , complications.

2. Placental abruption: definition , classification , clinics , investigation , management, risks , complications.

Self-directed studies.

1. Vasa previa 

2. Uterine rupture.

3. Hemorrhagic shock 

Practical skills.

A student is to be able to make a diagnosis of third trimester bleeding in pregnancy , put a plan of investigation , interpret the results , and detect the cause behind the bleeding .

He/ she is expected to evaluate the severity of the case , provide emergent help when due.

Minor test.

1.A 23-year-old G2P1, 63", 125-lb woman at 33 weeks' gestation is brought to the emergency room with a history of vaginal bleeding and uterine contractions. The blood loss is estimated at 1,000 cc.Select the correct statement about this patient.

A. This hemorrhage may represent a loss of as much as 20% of her circulating blood volume*

B. The blood loss is not dangerous since her blood pressure is maintained at 110/70

C. This level of hemorrhage requires immediate delivery regardless of diagnosis

D. A vaginal exam should be done promptly to see if she is completely dilated

E. The blood loss has probably been overestimated since the STAT Ht is 30

2.A 34-year-old G4P3 woman at 34 weeks' gestation is admitted with significant vaginal bleeding and a BP of 140/90. Ultrasound shows no placenta previa. Her platelet count is 57,000 and the fibrinogen is 150 mg/dL. Select the correct statement about this patient.

A. This patient has HELLP syndrome and should be given betamethasone and delivered in 48 hours

B. This patient has DIC and should be treated with heparin

C. This patient has a consumptive coagulopathy and should be treated with replacement of blood 

*D.This patient has an abruption, resulting in a consumptive coagulopathy and should be delivered promptly

E. This patient has an abruption, but therapeutic intervention is  not required if the fetal monitoring tracing is normal

3. Risk factors for placental abruption include

A.increasing maternal age and parity, diabetes, and hypertension

B. increasing maternal age, parity, hypertension, and cigarette smoking*

C. hypertension, diabetes, and intrauterine growth retardation

D. increasing maternal parity and age, intrauterine growth retardation, and Rh isoimmunization

E. Intrauterine growth retardation, diabetes, Rh isoimmunization

Select the correct letter for each statement.

A. Placenta previa

B. Abruptio placentae

C. Both

D. Neither

4. Incidence is between 1/150 and 1/350 in various studies.c)

5. Diagnosis by ultrasound is reliable.a)

6. Results in cesarean section in nearly all cases.a)

7. Placental insufficiency is the primary cause for perinatal loss.b)

8. Prematurity is the primary cause for perinatal loss.a)

CLINICAL CASES AND TASKS FOR DISCUSSION

TOPIC 1.  THE MATERNITY STRUCTURE.

A 23 years old G8P2A5M1 woman at 32 weeks gestation came to the maternity admission service complaining of irregular painful uterine contraction , starting at 3hrs previously, elevation of body temperature till 38 degrees cels. and a yellowish vaginal discharge that has a fishy smell. 

1. What is the first measure you should  undertake with this patient?

2. Name the anamnestic data that would be of interest in filling her case history and that would direct you to which service you would hospitalize her.

3. Name the necessary primary investigations that are to be performed right on admission.

4. Make a scheme explaining the steps you would follow in different conditions that will lead the patient to be admitted to OBSTETRICS I, OBSTETRICS II or to the PATH.PREGNANCY SERVICE , taking into consideration anamnestic data,  present pregnancy evolution and pecularities and the possible result of clinico-laboratory investigations.

TOPIC 2.  EARLY FETAL DEVELOPEMENT

Mme X, 22 years old , G0, complains of a delay of  her menses for 5 weeks, menses previously being regular. she also feels dizzy in the morning, food smell induces nausea and sometimes vomiting. She states that her breasts are increasing in size and give a feeling of engorgement.

Moreover her morning rectal temperature has been continuously in the range of 37,0-37,2 for the last period of time. She denies any usage of contraceptives ever since she got married 3monthes ago.

1. Put a primary diagnosis and a rule-out list in accordance with the given data.
2. Put a plan of investigation to support your diagnosis.
3. Make a list of the symptoms and signs that may suggest pregnancy .
4. List additional question you may need to ask the woman to support your point of view.
5. Calculate the possible gestational age , taking into consideration that the woman’s menses are regular ( every 28 days).
6. Mention the signs you would check on a vaginal exam that would support a pregnancy diagnosis.
7. Taking into consideration that all investigations confirmed pregnancy, make a plan for patient follow-up in terms of frequency of obstetrics visits, control of fetal growth and wellbeing…
8. State recommendations you would give to this woman regarding nutrition , weight gain, physical activities, hygiene, etc…
TOPIC 3. THE REPRODUCTVE SYSTEM: ANATOMY & PHYSIOLOGY.

1. Draw a scheme of pituitary-ovarian axis during a menstrual cycle, mentioning feedbacks in different phases.

2. Draw a scheme of folliculogenesis during all phases of a menstrual cycle.

3. Draw a graph of basal body temperature in an ovulatory cycle / anovulatory cycle.

4. Mention characteristics of the endometrial cycle in the different phases of a menstrual cycle.

5. Name the pecularities of the cervical mucous and of the vaginal epithelium during the phases of a menstrual cycle.

6. Make a scheme of sexual hormone derivation from cholesterol.

7. Mention hormonal dominance in each phase of a menstrual cycles and the characteristics of each hormone.

TOPIC 4.  TYPES OF PELVISES AND PELVIOMETRY.

While performing measurements on a 28weeks gestation G2P1 woman you received the following results: Dist. Intraspinarum=26, dist. intacristarum=25, dist. intratrochanterica 31, conjugata externa =19, wrist circumference = 16,5

abdominal circumference = 82cm and fundus ht = 30cm.

Note that LMP =15th of december 2000

1. Calculate conjugata diagonalis

2. Name the type of pelvis

3. Mention additional measurements that we can perform to confirm the pelvic type.

4. Calculate the fetal weight.

5. Calculate the expected date of confinement

6. Mention risks that may be faced during labor with such a type of pelvis.

TOPIC 5.  SIGNS AND SYMPTOMS OF PREGNANCY.

A 16 year peasant girl comes to your office complaining of a delay in her menses for 18 weeks, feeling of lower abdominal enlargement blotting, with the new onset of  a kicking sensation , breast engorgement, increase in appetite even though she may feel discomfort after meals, polyuria, and some morning dizziness.

1. Put a primary diagnosis.

2. Make a problem list and a rule out list.

3. Mention additional anamnestic questions needed to enhance the diagnosis.

4. Make a plan of investigation that may support your diagnosis.

5. Divided the mentioned data to probable, presumptive and absolute signs of pregnancy

6. Make a plan of follow-up

TOPIC 6. MATERNAL CHANGES DURING PREGNANCY.

While checking a G2P1 32 WKS of gestation woman , you notice an erythema with a punctate rash on her face, frontal region, erruption on her gums and at her lip corner, a distention of the vessels on her abdomen irradiating excentracly from the umbilicus, a hyperpigmentation of her linea alba, a cellulitis-like linear changes in her lower abdominal skin , and a slight edema on the legs.

1. Match each of the following terms with its description in the woman’s history above:

· Linea nigra

· Caput medusae

· Striae gravidarum

· Chloasma

· Gingivitis gravidarum

· Stomatitis gravidarum

2. Explain the mechansisms that leads to the appearance of each of the upward mentioned signs

3. What fetal weight will you expect if the fundus ht is 34cm and the abdominal circumference is 102cm

TOPIC 7.  CHANGES OF THE BIRTH CANAL DURING LABOR.

On a vaginal exam of a full term G1P0 woman you can see the following: 

The cervix is centrally lying, l=2cm, smooth and thin , elastic consistency, the cervical canal allows 2 fingers , the inner cervical os is ring-formed; through the cervical canal you can palpate the fetal membranes with a slight anterior amniotic fluid pouch, the fetal head is at –1, the anterior fontanelle is to the right and closer to the sacral region whereas the posterior fontanelle is near the symphysis on the the left .

1. State the degree of cervical ripening according to Bishop.

2. State the fetal presentation , position and engagement state.

3. Taking into consideration that regular uterine contraction are taking place at an interval of 5-7 mn for 25 sec, mention the stage and phase of labor 

4. Make a plan of follow-up.

TOPIC 8.  FETAL MALPRESENTATION

On performing the leopold manoeuvre on a G3P2 the fetal you can hear the fetal heart beats 4cm above the umbilical level to the left. Above the symphysis the a smooth, soft, rounded, balloting part can be palpated ;

On vaginal exam , through a semi-ripe cervix irregular small hard fetal parts are found.

1. Determine the fetal lie, presentation , and position.

2. Define breech presentation, its types and forms.

3. Mention additional investigations that would support your diagnosis.

4. Make a plan for the management of labor in the woman.

5. Mention the possible complications that may occur during delivery and their management.

TOPIC 9.  THE 1ST AND 2ND STAGES OF LABOR.

A G1, full term pregnant woman was admit to the predelivery room with the following complaints: watery discharge through the vagina 2 hours ago , clear color , transparent , of around 1.5 liters in volume, regular and uterine contractions every 5-7 mn, for 30-35 sec.

On vaginal exam the cervix is centrally placed, shortened till 0.75 cm, thin, with cervical canal dilation till 6-7 cm; the fetal head at the station 0 well engaged, the posterior fontanelle is near the symphysis , the anterior fontanelle can not be palpated.

1. Define the stage and phase of labor in the above case.

2. Calculate the Bishop score for the cervical stage of ripening.

3. Define the fetal presentation.

4. Make a plan of follow-up and management.

5. Mention possible complications at this stage and their management.

TOPIC 10. MANAGEMENT OF LABOR.

A G2P1is having regular uterine contractions at intervals of 2-3 mn for 35-45 sec, the fetal membrane still unruptured, the cervix fully effaced, the fetal head at +2 position, and the fetal heart rate in non-contraction period is 166-168 rythmic. 

1. Determine the stage of labor and its phase of activity.

2. Determine the plan of management at this stage.

3. Determine the status of the fetus in accordance to his heart rate; suggest additional investigations to be performed to determine its well-being intrapartum.

4. Knowing that the mother has been in labor for 18hours, and that she used to practice body building for around 2years, suggest a method to hasten the babies extraction and degrees the effort needed from the mother’s side.

5. Define episiotomy, its types , the advantages and disadvantages of each type, and draw a scheme of each type’s incision and repair.

TOPIC 11. MANAGEMENT OF THE THIRD STAGE OF LABOR.

Consider the same woman of topic 10; an episiotomy has been performed and the baby delivered;

1. At what stage of labor are we now?

2. Define the next stage and give its characteristics.

3. Mention the signs of placental delivery that you may check in this patient.

4. What are the following steps to be performed after the placenta is delivered.

5. Put a plan for follow-up.

TOPIC 12.  BREECH DELIVERY.

A G1P1 is admitted to the predelivery room in  the following condition: unruptured fetal membranes , uterine contractions every 3-5mn over 25-30 sec, cervical dilation till 8cm ,legs are presenting , fetal heart beats are heard at the level of the umbilicus to the left ; on a previous ultrasound the fetus is a girl.

1. Determine the fetal lie , presentation and position.

2. Determine the stage of labor.

3. Suggest additional data to be checked in order to determine the mode of delivery.

4. Demonstrate on a fantom the mechanism of delivery of this fetus.

5. Explain the Moriceau manoeuvre and demonstrate it on the fantom.

6. Suggest possible complications and the way of their management.

7. Suggest additional procedures that may be performed to hasten the babies delivery if signs of hypoxia are detected.

TOPIC 13. THE PUERPERIUM.

Consider the same woman in topic 12. 1 week after successful delivery she is to be discharged from hospital.

1. What are the recommendations you would give her concerning nutrition and hygiene

2. Give her explanation about:

· the expected postpartum discharge in its different physiological forms; 

· the recovery of her menses and the possible contraceptive ways –in case she needs it.

· The importance of breast feeding and its psychological effect on the maternal-neonatal bonding.

· The drugs that may be transmitted to the baby through the breast milk so that to avoid them.

TOPIC 14.  ABNORMAL LABOR AND DELIVERY.

A G1P1 in the predelivery room is showing the following:irregular painful uterine contractions at intervals 3-5-15 mn, the fetal head is balloting above the symphysis, the fetal heart rate is 158-160 in noncontraction intervals, the cervix is posteriorly placed but can be lifted centrally easily, l=1cm, soft and smooth, cervical dilation = 7cm,the fetal membranes are complete and the anterior pouch is engorged with amniotic fluid, the fetal head is at –4 , presents retraction when pushed backward; the woman has been for 20 hours in labor.

1. Determine the stage of labor and put a primary diagnosis.

2. Mention the fetal lie , presentation and position, knowing that the fetal spine can be palpated on the right abdominal side.

3. Make a plan of investigation for determining the fetal status and well-being intrapartum.

4. Calculate the cervix Bishop score.

5. Make a plan of follow-up and management , mentioning indications for the different modes of delivery (additional labor stimulation, forceps, ceserean section…)

6. Mention the possible complications that may occur .

TOPIC 15. FORCEPS DELIVERY.

Consider both women in topic 13 and 14. In each case:

1. mention the possibility of performing a forceps delivery

2. make a list of the indications that may lead to the use of forceps.

3. mention the advantages and the disadvantages of forceps usage.

4. mention the type of forceps manipulation that may be used

5. Mention the possible complications to the use of forceps.

6. Compare the use of forceps to a ceserean section  .

TOPIC 16.  CESEREAN SECTION.

Consider the same woman in topic 14.

1. Mention the data that suggest the necessity to end up labor with a ceserean section.

2. Classify the indications to relative / absolute.

3. Make a plan of pre-operative preparation of the woman and fetal monitoring.

4. Mention the different forms of ceserean sections and list the advantages and disadvantages of each.

5. Describe the steps of a low segment ceserean section 

6. Describe the steps of neonatal reanimation directly after delivery.

7. Make a follow-up plan of management post-op.

TOPIC 17. SPONTANEOUS ABORTION – PRETERM DELIVERY.

A20 yrs old G6P0A0M5 presents to the office visit with the following complaints: delay of menses for 3 weeks, morning dizzinees, food aversion, polyuria, unfrequent vomitus, a sensation of breast engorgement ; yesterday evening , a lower abdominal contraction pain showed irregularly , accompanied by few vaginal bloody spotting.

1. Put a primary diagnosis.

2. Put a problem list

3. Put a rule out list.

4. Make a plan of additional anemnestic data collection and clinico-laboratory investigations that will support your diagnosis.

5. Define the term “habitual miscarriage”; make a list of its etiologic factors.

6. Make a plan of management of this woman according to different possible investigational results.

TOPIC 18. POSTTERM PREGNANCY.

A G2P1 presents to the clinic on the 15th of septembre 2001 with the following complaints: LMP=22nd of novembre 2000; a decrease in the fetal kicking for the last 3 weeks, an absence of uterine contractions, and complete fetal membranes. On vaginal exam the cervix is thick , l=2.5cm, the cervical canal is partially atretic. The fetal heart monitoring shows bradychardial patterns.

1. Determine the estimated date of confinement according to LMP.

2. Determine the present gestational term.

3. Suggest additional investigations that may help you precise the gestational term, and fetal well-being.

4. Calculate the cervix Bishop score.

5. Make a list of possible predisposing factors that may lead to post term pregnancy .

6. Make a list of post term fetal pecularities.

7. Make a plan of management of this patient and suggest possible complications.

TOPIC 19. ECTOPIC PREGNANCY.

A 21 years old woman is brought to the emergency room with the following complaints: delay of menses for 3 weeks , followed by a contractile right-sided pain in the hypogastric region since 2hours, accompanied by vaginal bleeding ,general malaise and weakness;

No fever, nausea , vomiting or diarrheal episodes were noted.

On physical exam she is pale with cold extremities her pulse is thready = 110/mn , BP=80/40, her right hypogastric region is tender and give a positive local muscle rigidity sign; palpation of her right supraclavicular triangle is painful.

1. Mention the first measure to be taken in this case.

2. Mention the emergent clinico-laboratory investigation to be done.

3. Suggest additional non-invasive and invasive investigation methods that may confirm the diagnosis.

4. Taking into consideration the following results: Hb70 , ht 30, positive pregnancy test , positive culdocentesis (fresh blood punctate) , put the clinical diagnosis ; make a plan of management and emergent on the spot care.

TOPIC 20. URINARY TRACT INFECTION IN PREGNANCY

A G2P1, on her 27th week of gestation presents with the following complaints: elevation of temperature till 38.2 on the previous night , followed by a single chill, an episode of vomiting , painful right flank , polyuria, general malaise and discomfort.

1. Put a rule-out list and a primary diagnosis.

2. Make a plan of investigations that will direct you to the right diagnosis.

3. Make a differential diagnosis scheme in accordance to the different possible results that may be obtained from the variable investigations.

4. Make a plan of management according to different possible diagnosis.

TOPIC 21 . GESTATIONAL DIABETES MELLITUS.

  On a regular ultrasound of  G3P2 32 weeks of gestation woman , the fetus was showing to weigh 4,010 grs , the amniotic fluid was excessive in volume, and the placenta was on its 3rd stage of maturation. In the patient’s record you can read the following : glycemia 7,1; urine acetone 2+.

1. Put a primary diagnosis.

2. Mention all additional anamnestic data necessary to direct the diagnosis.

3. Make a plan of additional investigations to confirm your diagnosis.

4. Put a rule out list and perform a differential diagnosis in accordance with possible test results.

5. Make a plan of management and follow-up .

6. Determine the necessary measures to be undertaken once labor starts.

7. Mention possible complications in labor and their management.

TOPIC 22. HYPERTENSIVE DISEASES OF PREGNANCY.

A 17 years old G1 on her 31st week of gestation presents with the following complaints: headache , photophobia, nasal congestion, epigastric pain , edema of upper and lower extremities , and slight abdominal wall congestion. Her BP on admission is 180/100 , her urine shows a protein level of 0,95 in a single portion.

On the vaginal exam , the cervix is centrally placed , shortened t0 1.5cm , and the cervical canal dilated till 3cm; the fetal membrane are complete , the fetal head is engaged to the position –1, the posterior fontanelle is to the left near the symphysis , he anterior fontanelle is right sided closer to the sacrum. 

1. Put a primary diagnosis.

2. Make a problem list.

3. Classify the EPH.

4. Determine the lie , presentation and position of the fetus.

5. Suggest a plan of emergent investigations and management.

6. Suggest the mode of delivery , mention the risk of pre-term labor and the necessary prophylactic measures to be undertaken in those cases.

7. Make a list of possible complication and draw a scheme for their management.

TOPIC 23 . MULTIPLE GESTATION.

After a 1o years history of infertility , and on the basis of invitro fertilization a woman presents to you with a twin pregnancy of 28 weeks.

She wants to know the following:

1. Are her fetuses of the same sex or not ? 

2. Are her fetuses identical twins or not? 

3. Are her fetuses growing equally or not?

4. What is the lie and presentations of her fetuses?

5. By which mode will she deliver the fetuses?

6. Would it be risky to have a vaginal delivery? 

7. What would be the indications for a CS?

8. What are the risks of pre-term labor and what prophylactic measures would she have to perform in that case?

Answer to the woman’s questions.

TOPIC 24.  THIRD TRIMESTER BLEEDING.

Consider the same patient of topic 22. After 2 hours of admission the patients state became worse with the appearance of bloody discharge from the vagina with irregular lower abdominal pain. At that moment the BP = 200/120.

1. Put a primary diagnosis.

2. Mention the urgent measures to be undertaken at this moment.

3. Make a list of possible complications ( fetal and maternal).

4. Mention the mode of pregnancy termination , its urgency and the prophylactic care to be provided on the spot.

5. Mention the necessary reanimation measures to be provided to the neonate right after delivery.

6. Make a list of possible postpartum complications and a scheme of management.

FINAL TEST

VARIANT I

1- In a woman who does not use contraceptives how many life time oppurtunities are there for pregnancies :

a- 100

b- 250

c- 500 

d- 1000

2- What is the average age of menarche for woman in the united states :

a- 11.5

b- 12.5 

c- 13.5

d- 14.5

3- What is the site of synthesis of follicular estrogen :

a- granulosa cells

b- theca cells 

c- stroma cells 

d- endomertrium

4- Which of the following is not a component of the paracrine arm of the fetal-maternal communication  system :

a- pregnancy maintenance 

b- immunological acceptance

c- amnionic fluid volume homeostasis 

d- endocrine processes 

5- How is the human placentation described 

a- epitheliochorial 

b- hemochorioendothelial 

c- endotheliochorion 

d- hemoendothelial 

6- Which of the following hormones is produced by the decidua 

a- prolactin 

b- estrogen 

c- prostaglandin F2

d- progesteron 

7- Which of the following is a vasoconstrictor produced by the amnion 

a- parathyroid hormone-related protein 

b- endothelin-1

c- prostaglandin I2

d- thromboxan 

8- How long after fertilization does it take for the zygote to reach the uterine cavity 

a- 1-2 days

b- 3-4 days

c- 5-6 days

d- 7 days 

9- Which of the following is the predominant bacteria of the vagina during pregnancy 

a- peptostreptococcus sp.

b- listeria monocytogenes 

c- lactobacillus sp.

d- streptococcus agalactiae 

10- What portion of the vagina is formed from the Mullerian ducts ?

a- upper portion 

b- middle portion 

c- lower portion 

d- hymenal portion 

11- The urogenital sinus gives rise to what portion of the vagina ?

a- upper portion 

b- middle portion 

c- lower portion 

d- hymenal portion

12- What is the PH range of vaginal secretions before puberty ?

a- 2.0-3.4

b- 3.6-4.2

c- 4.0-5.0

d- 6.8-7.2

13Which of the following is  characteristic of true labor ?

a.irregular contractions

b.disconfort in lower abdomen

c.cervical dilatation

d.disconfort relieved by sedation

14When should fetal heart rate be auscultated during observation for labor ?

a.before the contraction

b.during the contraction

c.at the end and immediately after a contraction

d.anytime

15.What is the normal average baseline fetal heart rate at term ?

a.100 to 140 bpm

b.110 to 150 bpm

c.120 to 160 bpm

d.120 to 140 bpm

16.What is bradycardia ?

a baseline fetal heart rate < 100 for > 5 min 

b.baseline fetal heart rate < 100 for > 15 min 

c.baseline fetal heart rate < 120 for > 5 min 

d.baseline fetal heart rate < 120 for > 15 min

17.Which of the following contributes to transient tachypnea of the newborn ?

a.delay in removal of fluid from alveoli

b.hypoxia

c.hypercapnea

d.hypothermia

18.Which of the following is NOT a risk factor for breech ?

a.multiple fetuses

b.hydramnios

c.uterine anomalies

d.low parity

19.Which of the following describes a frank breech presentation ?

a.flexion of the hips and extension of the knees

b.flexion of the hips and flexion of the knees

c.extension of the hips and flexion of the knees

d.extension of the hips and extension of the knees

20.What is the most common cause of dystocia ?

a.pelvic contraction

b.uterus dysfunction

c.faulty presentation

d.pelvic contraction and uterine dysfunction

21.What is the most common cause of primary cesarean section ?

a.malpresentation

b.placental abruption

c.prematurity

d.dystocia

22.What is the most common indication for cesarean section ?

a.fetal distress

b.breech presentation

c.dystocia or failure to progress

d.prior cesarean section

23.What is the most common indication for primary cesarean section ?

a.fetal distress

b.breech presentation

c.dystocia or failure to progress 

d.macrosomia

24.What is the anterior uterine wall thickness immediately after expulsion of the placenta?

a.<1cm

b.2 to 3cm

c.4 to 5cm

d. 8cm

25.At what time postpartum does the uterus return to its  nonpregnant size?

a.2 weeks

b.4 weeks

c.6 weeks

VARIANT II

1 What hormone is responsible for maintenance of the corpus luteum if implantation of the fertilized ovum

takes place 

a- estrogen 

b- progesteron 

c- HCG

d- HPL

2 What hormone is responsible for rescuing the corpus luteum of menstruation 

a- estrdiol 

b- HCG

c- progesteron 

d- HPL

3 At what menstrual age { weeks } does progesteron synthesis in the syncytiotrophoblast becomes ominant?

a- 2

b- 4

c- 6

d- 8

4 Which of the following hormones act to prevent lactogenesis 

a- human placental lactogen 

b- prolactin 

c- cortisol 

d- progesteron 

5 Which of the following is not a presumptive symptom of pregnancy 

a- nausea 

b- fatigue

c- urinary frequency 

d- constipation

6 Which of the following is not a positive sign of pregnancy 

a- identification of fetal heart tones 

b- positive pregnancy test

c- perception of fetal heart movement by examiner 

d- identification of fetus by sonography

7What is the Chadwick sign 

a- discoloration of the vaginal mucosa 

b- pigmentation of the skin 

c- change in consistency of uterus 

d- implantation bleeding 

8Which of the following is not considered a probable sign of pregnancy 

a- enlargement of the abdomen 

b- changes in shape ,size , and consistency of uterus 

c- cessation of menses 

d- ballottement 

9 Infiltration of stroma by polymorphonuclear and mononuclear leukocytes occurs in what part of the menstrual cycle?

a- late proliferative phase 

b- early secretory phase 

c- mid secretory phase 

d- premenstrual phase 

10 - Which of the following substances is associated with the intense vasoconstriction of the spiral arteries that begins 4 to 24 hours before onset of bleeding ?

a- interleukin 8

b- monocyte peptide 1 

c- prostaglandin E2

d- endothelin 1 

11- What is the blood supply to the upperthird of the vagina ?

a- cervicovaginal branch of the uterine artery 

b- inferior vesicle arteries 

c- superior vesicle arteries

d- rectal and internal pudendal arteries 

12What is the blood supply to the middlethird of the vagina ?

a- cervicovaginal branch of the uterine artery 

b- inferior vesicle arteries 

c- superior vesicle arteries

d- rectal and internal pudendal arteries

13.in diabetes which fetal organ is unafected by fetal macrosomia

         a. heart

         b. kidney

         c. liver

         d. brain

14. with gestational diabetes , what is the most significant  fetal consequence

        a. congenital heart defects 

        b. neural tube defects

        c. macrosomia

        d. chromosomal defects 

15. what is the most common indication for a cesarean section?

       a. fetal distress

       b. breech presentation

       c. dystocia of failure to progress

      d .prior cesarean section 

16. in the united states , what is the most common indication for a primary cesarean section ?

      a. fetal distress

      b. breech presentation 

      c. dystocia or failure to progress 

      d. macrosomia

17.  When  should  the  fetal  heart  rate  be  auscultated  during  observation for  labor ?

a-before  the contraception.

b- during  the  contraction.

c-at the end and immediately after  a  contraception

d-any  time.

18. Which  of  the  following  is  a  complication of  the  third  stage  of  labor  associated  with  forced  placental  separation  ?

a-endometritis

b-uterine  atony

c-asherman  syndrom

d-uterine  inversion.

19.Ectopic  pregnancy  has  been reported  to  be  increased  with  which of  the  following   assisted  reproductive  techniques?

a-ovulation  induction

b-gamete  intrafallopian  transfer

c-in vitro  fertilization

d-all  of the  above

20.Which  method  of  contraceptive  failure  has  the  highest  ectopic  rate?

a-intrauterine  device

b-oral  contraception 

c tubal  sterilization

d-hysterectomy

21.What is  the  most  common  ectopic tubal  implantation  site?

a-fimbria

b-ompulla

c-isthmus

d-cornua

22.Using  Abdominal  ultrasound, when  can an intrauterine  gestational  sac be reliably  seen.

a-7 days  postconception

b-14 days postconception

c-21 days postconception

d-28  days postconception

23.In  consideration  of  Methotrexate  for  therapy  of an  ectopic pregnancy,which  of  the  following  would  make  this choice  unwise

a-pregnancy  of  six Wks duration.

b-tubal  mass 3.5cm

c-fetal  heart  motion

d-A primigravide  patient

24.What is the best  method  of  therapy  for  a  cervical  pregnancy?

a-Uterine amputation

b-currettage

c-embolization

d-chemotherapy with  methotrexate.

25.Which of the following characteristics  of true labor?

a-irregular  contractions

b-discomfort in lower abdomen

c-cervical  dilatation 

d-dicomfort relieved by sedation

VARIANT III.

1. How long after onset of last menstruation until Hegar sign becomes evident 

a- <  one week

b- 2-4 weeks 

c- 6-8 weeks 

d- > 10 weeks 

2 What is the earliest time following ovulation  that HCG can be detected in maternal urine or plasma

a- 5-6 days

b- 8-9 days

c- 10-12 days

d- 14-16 days

3What is the doubling time for HCG in early pregnancy

a- 1.5-2.0 days

b- 2.5-3.0 days

c- 4.5-5.0 days

d- > 5.0 days

4- A normal doubling of HCG is associated with asuccesfull pregnancy outcome in what percentage of cases 

a- 50

b- 65

c- 75

d- 90

5- A normal doubling time of HCG is found in what percentage of ectopic pregnancy 

a- < one    

b- 5

c- 20

d- 50

6- The white gestational ring can be first identified at what age 

a- 4 weeks 

b- 5 weeks

c- 6 weeks

d- 8 weeks

7 - Up to what gestational age is the crown-rump length is predictive of gestational age within 4 days 

a- 8 weeks 

b- 10 weeks

c- 12 weeks

d- 14 weeks

8- The fetal head and thorax can be first identified at what gestational age 

a- 9-10 weeks

b- 11-12 weeks

c- 13-14 weeks

d- 15 weeks 

9- By utilizing vaginal sonography , how early after conception can the chorionic cavity be identified 

a- 2 weeks

b- 3 weeks

c- 4 weeks

d- 5 weeks

10- Which of the following arteries penetrates the middle third of the uterine wall and runs in a plane parallel to the uterine surface 

a- arcuate 

b- basal 

c- radial 

d- coiled

11- The true pelvis is bounded below by which of the following structures 

a- sacral promontory 

b- alae of sacral 

c- pelvic outlet 

d- upper margins of pelvic bone 

12- What is the average transverse diameter of the pelvic inlet 

a- 8.0 cm 

b- 10.0 cm 

c- 10.5 cm 

d- 13.5 cm

13.During which cardinal movement of labor is the head returned to the oblique position ?

a.internal rotation b.extension c.external rotation  d.expulsion

14.The base of the occiput is brought into contact with the inferior margin of the symphysis during which cardinal movement of labor ?

a.extension  b.expulsion c.descent d.flexion

15Which of the following is  characteristic of true labor ?

a.irregular contractions b.disconfort in lower abdomen

c.cervical dilatation    d.disconfort relieved by sedation

16.Which of the following is NOT associated with fetal bradycardia ?

a.head compression

b.congenital heart block

c.fetal compromise

d.aminophylline  

17.What is severe tachycardia ?

a.161 bpm  

b.181 bpm   

c.201 bpm   

d.221 bpm

18.Which of the following stimulates newborn respiration ?

a.O2 accumulation and CO2 accumulation 

b.O2 accumulation and CO2 deprivation

c.O2 deprivation and CO2 deprivation 

d.O2 deprivation and CO2 accumulation  

18.What Apgar score would you assign to a male infant at 5 minutes of life whose respiratory effort is irregular, pulse is 90, who is floppy and blue and with only minimal grimaces ?

a.1

b.3  

c.5

d.7

19.Which of the following best describes a complete breech presentation ?

a.lower extremities flexed at the hips and extended at knees

b.lower extremities flexed at the hips and one or both knees flexed  

c.one or both hips are not flexed or both feet or knees below breech

d.a foot in the birth canal

20.When examining a women at term, hearing fetal heart tones loudest above the umbilicus suggests which type of presentation ?

a.cephalic presentation

b.transverse lie

c.breech presentation  

d.multiple pregnancy

21.At term what is the most common breech presentation ?

a.frank  

bcomplete

c.incomplete

d.footling

22.What is the presenting part with a face presentation ?

a.sinciput

b.malar eminance

c.mentum  

d.occiput

23.Which factor likely contributes to the prolongation of the latent phase ?

a.excessive sedation

b.conduction analgesia

c.uneffaced and undilated cervix

d.all of the above

24.In a primigravida, what is the minimum rate of dilatation of the cervix in the active phase of labor ?

a.0,5 cm/hr

b.1.2 cm/hr

c.1.5 cm/hr

d.2.0 cm/hr

25.What is labor ?

a.painless regular uterine contraction

b.progressive cervical dilatation and effacement

c.painful contraction every 2-3 minutes

d.three contractions per 10 minutes

VARIANT IV

1. Manifestations of fibroid are the following, except :

         A. Menstrual disturbances

         B. Pressure symptoms

         C. Pain

         D. Infertility

         E. Amenorrhea

2. Causes of menorrhagia in fibroid are the following, except :

         A. Thickened endometrium

         B. Increased size jf uterint cavity

         C. Sjft and vascular myometrium

         D. Thin endometrium

         E. Hormonal infiuences.

3. Pressure symptoms are mostly in:

         A. Cervical myomata

         B. Submucous myomata

         C. Subserous myomata

         D. Intramural myomata

         E. Myomatous poiypy

4. Causes of pain in fibroid are the following, except :

         A. Infections

         B. Red  degeneration

         C. Torsion

         D. Sarcjmatous change

         E. Atrophy

5. Spasmodic dysmenorrhea is due to: 

         A. Myomatous polypi

         B. Submucous fibroid

         C. Subscrous fibroid

         D. Intramural fibroid

         E. Cervical fibroid

6. Abdominal swelling in the most common symptom of:

         A. . Subserous fibroid

         B. Submucous fibroid

        C. Intramural fibroid

        D. Cervical fibroid

7. Sings of fibroid are the following, except :

       A. Distended abdomen below umblicus

       B. Palpable hard, smooth, oval swelling

       C. Swelling is movable from side to side, from before back ward but very little

            from adove downward

        D. Accompanying ascites

        E. Swelling is dull on percussion

8.What is the presentation when the fertal neck is extended and the back and occiput   are in contact.

a-Vertex  

b-sinciput

c-brow

d-face

9.What is the presentation when the fetal head is partially  flexed and a large  anterior fontanel is present

a-Vertex

b-sinsiput

c-brow

d-face

10. What is the presenting part with a face presentation ?

a-sinsiput

b-molar eminence

c-mentum

d-occiput

11.What  is the presentation  ,in  labor, if the presenting part is the sagital suture  midway  between the orbital ridge and the anterior fontanel:

a-face

b-brow

c-occiput

d-cinciput

12.By which of the following diameters will a fetus  head be delivered  in the case of sinsiput presentation

A- occipito-frontal

b-occipito-mental

c-suboccipitopregmatic

d-biparietal

13-At what week of gestation is the uterine cavity obliterated by the fusion of the decidua capsularis and parietalis ?

a- 6-8 

b- 10-13 

c- 14-16

d- 16-20

14 In the mid luteal phase of menstrual cycle , how much progesterone is produced per day ?

a- 40-50 microgram

b- 40-50 mg 

c- 40-50 g

d- none of the above

15- What is the duration of luteal phase of the menstrual cycle ?

a- variable 

b- 10-12 days 

c- 12-14 days

d- most commonly over 14 days

16- What is the duration of the proliferative phase of menstrual cycle ?

a- variable 

b- 10-12 days 

c- 12-14 days

d- most commonly over 14 days

17. Whats is the probable role of placental inhibin ?

a.suppress the follicle stimulating hormone(FSH)

b.suppress the thyroxine releasing hormone (TRH)

c.supress gonadotropin releasing hormone (GnRH)

d.suppress the corticotropin releasing hormone (CRH)

18. Whats is the precurser for the estrogen biosynthesis in human placental?

a.acetate

b.cholesterol

c.progesteron

d.dehydroepiandrosterone sulfate

19.Whats is the quantatively important source of placental estrogen precurser in the human?

a.maternal adrenal

b.syncytiotrophoblast

c.cytotrophoblast

d.fetal adrena

20. Whats happen to umblical cord plasma level of estrogen and progesteron in infants of women with pregnancy induce hypertension, chorionic hypertension and severe form of  diabetes mellitus compare with infants of normal women?

a.increses slighly

b.increses insignificantly

c.decreases sligtly

d.decreases significantly

21. Whats is the placental enzyme “protects” the female fetus from the virilization in pregnant women with the androgen secreting ovarian tumour?

a.aromatase

b.sulfatase

c.17a hydroxylase

d.3b hydroxysteroid dehydrogenase

22. What is the approx. daily production of progesterone in late normal singletone pregnancy?

a.50mg

b.250mg

c.1200mg

d.2400mg

23. How early  might  the fetus hear sounds in utero?

a.14 weeks

b.18 weeks

c.24 weeks

d.28 weeks

24.What gestational age is insulin first detected in fetal plasma?

a.6 weeks

b.12 weeks

c.16 weeks

d.20 weeks

25.What is the approximate volume of amniotic fluid at 12 weeks of gestation?

a.10ml

b.50ml

c.150ml

d.280ml
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