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CLASSIFICATION
ABORTION

l

|

SPONTANEOUS INDUCED

\%

ILLEGAL

| IE Eanne

THREATENED COMPLETE MISSED

\Z 1, i Recurrent

INEVITABLE  |ncoMPLETE SEPTIC (HABITUAL)
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Complications of abortion

o Haemorrhage
o Septicaemia

o Bacteraemia shock, nausea, vomiting, diarrhoea, hypotension,
confusion, delirium and coma

o Renal failure

o Secondary
Infertility

o Death




Management of a woman with abortion

General management of abortion

o The woman with abortion must be admitted to gynaecological ward
for close observation and treatment

o History taking to obtain possible aetiological factors together with
details of bleeding, pain and products of conception expelled

o Perform a full physical examination




General management of abortion cont’

o Check and record vital signs I.e. temperature, pulse, respiration and
blood pressure

o Observe aseptic techniqgue when performing vaginal examinations
o Provide pads to observe severity of blood loss




General management of abortion cont’

o Put up intravenous fluids if the woman is bleeding severely i.e.
normal saline, ringers lactate

o If necessary Check Hb, grouping and cross matching and arrange
for blood donor

o Give antibiotics to treat infection in case of septic abortion
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ECTOPIC PREGNANCY

Causes | Symptoms | Cost | Treatments | Surgery
e




o Definition:
o Implantation outside uterine cavity

o Most common site is within fallopian tube 98%, in the distal
ampulla than in the proximal isthmus, followed by corneal
2% and abdominall.4%, ovarian 0.15% and cervical os
0.15%

Incidence: 1in 100 of all pregnancies and A\ to 1 in 30 in high
risk population arising in the west in parallel with A number
of cases of chlamydia infection




ImplantTtion Sites

, ;

Extra Uterine Intra Uterine

Tubgl Ova&ian Abdiminal Cervical
(98%0) (0.5%) (0.1%0) (0.4%)

|

Ampulla (64%)
Isthmus (25%)

Infundibulum (9%) G

Interstitial (2%) Causes | Sympté)ms | Clost | Treatments | Surgery

ECTOPIC PREGNANCY




Fallopian tube

An ectopic pregnancy Is a potentially serious cendition, in which the fertilised egg is
implanted in the wall of the fallopian tube, and not the uterus.




SITES OF ECTOPIC PREGNANCY

Tubal

Infundibular

Cervical




Risk Factor for Ectopic Pregnancy

o Previous PID — chlamydia infection

o Abnormal anatomy of fallopian tub

o Previous ectopic pregnancy(5 time)

o Tubal ligation

o Previous tubal surgery

o Intrauterine device

o Prolonged infertility

o Diethylstilbestrol (DES) exposure in-utero
o Infertility & ARTS

o IUDs

% ECTOPIC PREGNANCY
b BN V==
P - [ (7 N

Causes | Symptoms | Cost | Treatments | Surgery
T




o THE OUTCOME OF ECTOPIC PREGNANCY

o The muscle wall of the tube has not the capacity of uterine
muscles for hypertrophy and distention and tubal pregnancy
nearly always end in rupture and the death of the ovum.

o Rupture into the peritoneal cavity

o Occur mainly from the narrow isthmus before 8 weeks or
later from the interstitial portion of the tube. Haemorrhage
IS likely to be severe.

o Sometimes rupture Is extraperitoneal between the leaves of
the broad ligament — Broad ligament haematoma.
Haemorrhage is likely to be controlled




o Tubal pregnancy — effect on uterus

o The uterus enlarge In first 3 months as if the implantation
were normal, reach the size of a gravid uterus of the same
maturity.

o Uterine decidua grows abundantly and when the embryo
dies bleeding occurs as the decidua degenerates due to effect
of oestrogen withdrawal.




o Clinical Finding:
o Variable - Early diagnosis
- location of the implantation
- Whether rupture has occurred
B Classic symptom trait with unruptured ectopic pregnancy:
D Amenorrhoea, abdominal pain, abnromal vagina bleeding

D Classic signs — adnexal or cervical motion tenderness.

B \With ruptured ectopic pregnancy, finding parallel with the degree of
Internal bleeding and hypovolemia — abdominal and rigidity, shoulder

pain and fainting attacks and shock.

% ECTOPIC PREGNANCY

Causes |Symptom |Cot|Teatm nts | Surgery




o Symptoms and Signs:
o Pain — constant - ——
o C ram p- I i ke Causes | Syn;ﬁ 905t | Treaents | Surgery

- It may be referred to the shoulder if blood tracks to the diaphragm and
stimulate the phernic nerve and it may be severe as to cause fainting.

- The pain caused by the distension of the gravid tube by its effort to

ECTOPIC PREGNANCY

contract and expel the ovum and by irritation of the peritoneum, by
leakage of blood.

- Vaginal bleeding — occur usually after death of the ovum and is an
effect of oestrogen withdrawal. It Is dark, scanty and its irregularity
may lead the patient to confuse it with the menstrual flow and give
misleading history.

25% of cases presents without any vaginal bleeding




o Cont.
- Internal blood loss — severe and rapid. The usual sign of collapse and

chock and it is less common than the condition presenting by slow
trickle of blood into the pelvic cavity.

- Peritoneal irritation  — muscle guarding
- fever

- misleading of appendicitis %
- Pelvic examination  — extreme tenderness N a A

Causes | Symptoms | Cost | Treatments | Surgery
W EOET.

- cystic mass may be felt

- Abdominal - tenderness in one or other fossa.
- General tenderness and resistance to palpation over whole abdomen.




o Differential diagnosis:

¥
. Abortion
. Appendecitis
. Torsion of pedicle of ovarian cyst

Salpingitis

Rupture of corpus luteum or follicular cyst
Perforation of peptic ulcer.

ECTOPIC PREGNANCY

Causes | Symptoms | Cost | Treatments | Surgery
BT



= Diagnosis:
- Careful history about LMP its timing and appearance.

- Always think of tubal pregnancy women with lower abdomen pain in
whom there is possibility of pregnancy should be regarded as having an
ectopic until proved otherwise.

- Pregnancy test nearly always be found by the time of clinical
presentation.

- Ultrasound to exclude intrauterine pregnancy

- Laparoscopy: for identifying an unruptured tubal pregnancy which is
producing equivocal symptoms and for exclude salpingitis and bleeding
from small ovarian cyst.

- For operative treatment using minimally invasive methods.




m [reatment:

= |[f haemorrhage and shock present

= Restore blood volume by the transfusion of red cells or volume
expander

= Proceed with Laparotomy
= The earlier diagnosis of tubal pregnancy has allowed a more

conservative approach to management where the tube is less
damage.

= Pregnancy removed from the tube by laparoscopy
(salpingostomy) hopefully retaining tubal function.

= Trophoblast destroyed by chemotherapeutic agent such as
methotrexate




o DIAGNOSIS:
i BHCG Ievel \ ‘ ECTOPIC PREGNANCY

o TVU N (S
o Medical Managment e S 5 T S
o Methotrexate 1 mg/kg body weight |
o Indicationss:

o Haemodynamically stable, no active bleeding, No haemoperitneum,
minimal bleeding and no pain

o No contra indication to methotrexate

o Able to return for follow up for several weeks

o Non laparoscopic diagnosis of ectopic pregnancy
o Unruptured adenexal mass < 4cm in size by scan
o No cardiac activity by scan




o HCG does not exceed 5000 IU/L
o Contraindications:
o Breastfeeding
o Immunodeficiency / active infection
o Chronic liver disease

o Active pulmonary disease %
o Active peptic ulcer or colitis
o Blood disorder

Causes | Symptoms | Cost | Treatments | Surgery
A7 U

o Hepatic, Renal or Haematological dysfunction




o Side Effects:
o Nausea & Vomiting
o Diarrhea, abdominal pain
o Photosensitivity skin reaction
o Impaired liver function, reversible
o Pneumonia

o Severe neutropenia
o Reversible alopecia

ECTOPIC PREGNANCY

Causes | Symptoms | Cost | Treatments | Surgery
W




o Treatment Effects:
o A Abdominal pain (2/3 of patient) o W
o A\ HCG during first 3 days of treatment ' >
o Vaginal bleeding et Smpesn | o T S0

o Signs and Treatment failure and tubal rupture:
o Significantly worsening abdominal pain, regardless of change in serum

HCG (Check CBC)
o Haemodynamic instability

o Level of HCG do not decline by at least 15% between Day 4 & 7 post
treatment

o A\ or plateauing HCG level after first week of treatment




¢ Follow-Up:

o Repeat HCG on Day 5 post injection if <15 % decrease — consider
repeat dose

o If BHCG >15 W recheck weekly until <25 ul/l

o Surgery should also considered in all women presenting with pain
In the first few days after methotrexate and careful clinical
assessment Is required.

SURGICAL MANAGEMENT:

» Laparoscopy approach — salpingostomuy
» Laprotomy — salpingostomy

» salpingectomy Q

ECTOPIC PREGNANCY
4  iu? W f 836 N
A WL

Causes | Symptoms | Cost | Treatments | Surgery
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Hydatidiform Mole

o North America: 0.6-1.1 per 1000 pregnancies
o Asia: 2-10 per 1000 (3x Western countries)

o Difference possibly related low dietary intake of carotene (vitamin A
deficiency) and animal fat

o More common at reproductive extremes in age (>35y or <20y)




Hydatidiform Mole

Risk Factors:
o History of previous
o If one previous mole, 1% chance of recurrence (vs. 0.1% in general
population)
o If 2 previous moles, risk of recurrence increases to 16-28%
o Smoking
o Vitamin A deficiency
o Blood type:
o A or AB are at slightly higher risk than those with type B or O




Hydatidiform mole

Complete mole

empty egg

sperm sperm empty egg




Hydatidiform mole

2. Partial mole

sperm sperm normal egg

sperm sperm Normal egg




Hydatidiform Mole

Clinical Manifestations:
o Vaginal bleeding (97%) /anemia

Molar pregnancy

o Enlarged uterus (size > dates) N
o Pelvic pain -
o Theca lutein cysts

o Hyperemesis gravidarum

o Hyperthyroidism

o Preeclampsia <20 weeks gestation

o Vaginal passage of hydropic vesicles
o Partial mole usually presented as incomplete or missed abortion




Diagnosis

o Complete :
U/S usually very sensitive — generalized swelling (snow-storm )

o Partial mole
U/S may detect focal cystic spaces of varying diameter
Diagnosis on histology of curettings




Karyotype

LS

Complete vs. partial mole

Diploid(usually 46,xx or rarely
46,xy)

Triploid
(69,xxx or 69, xxy)

Swelling of chorionic villi

diffuse

focal

Trophoblastic hyperplasia

diffuse

focal

Embryonic tissue

absent

Present

hCG

Often > 100,000

usually< 100,000

Trophoblastic sequelae

15 - 20%

<5%

Theca lutein cysts

Up to 25%

Rare

Medical complications

Up to 25%

Rare

Uterine size

50% large for dates

Small for dates




Hydatidiform Mole Treatment

o Evaluate for coexisting conditions:
- History and physical
- CBC, coagulation profile, serum chemistry
- thyroid function
- blood type and cross match
- pelvic ultrasonography
o Evacuation of mole
- Suction curettage
- Hysterectomy if completed childbearing
o If Rh negative, give rhogham




Hydatidiform Mole Treatment

chemotherapy

HM don’t need usually chemotherapy because HM is benign
disease.




Follow-Up Care — Molar Pregnancy

o 80% of patients cured by evacuation
¢ Follow B-hCG levels every two weeks until 3 consecutive tests negative
¢ Then monthly B-hCG every month for 6-12 months

¢ More than half of patients will have complete regression of hCG to normal
within 2 months of evacuation.

¢ Avoid pregnancy for at least 6 months after first normal B-hCG (oral
contraceptive pills is preferable)

o Subsequent Pregnancies:
¢ Send placenta for pathology
¢ Check B- hCG 6 weeks postpartum




Prognosis

o Complete mole has the latent risk of local invasion or metastasis
¢ The high-risk factors includes

0 B-HCG>1000001U/L
0 uterine size is > 20 weeks size.
0 the luteinizing cyst is > 6cm

o If >40 years old, the risk of invasion and metastasis may
be 37%, If >50 years old, the risk of invasion and
metastasis may be 56%.

o repeated mole: the morbidity of invasion and metastasis
increase 374 times
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Gestational Trophoblastic Neoplasia (GTN)

o Persistent/Invasive Mole

o Choriocarcinoma

o Placental-Site Trophoblastic Tumor (PSTT)
** Malignant




Risk Factors for GTN After Mole

o Preevacuation uterine size greater than gestationl age or larger than
20 weeks gestation

o Theca-lutein cysts larger than 6 cm

o Age > 40 years

o Serum hCG levels > 100,000 mlU/mL
o Previous hydatidiform mole




Persistent Mole

Definition of persistent molar disease and need for chemotherapy (at
least one of the following):

o B-hCG plateau for > 4 values for > 3 weeks
0 B-hCG increase of > 10% for > 3 values for > 2 weeks
o B-hCG persistence 6 months after molar evacuation

o Histopathologic diagnosis of choriocarcinoma
o Presence of metastatic disease




False Positive Serum hCG

o 3-4% of healthy individuals have human-antimouse antibodies that can
mimic hCG immunoreactivity

o To verify:
o Urine hCG should be negative
o Should not show parallel decrease with serial dilutions




Summary







