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|
GYNECOLOGY SKILLS
Six Gynecology skills:

Pap smear collection

VIANVILI & Counseling for abnormal cervical screen result
High vagina swab & endocervical swab

I

i

V. Implant insertion/removal ‘g

V. IUCD insertion/removal ‘
Vi.

Bimanual examination for pelvic mass/adnexal mass

|
1
1
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e T A 7R S
i - 1) PAP SVEAR COLLECTION e
B o '; ".'Aiﬁfon and de‘si_:r\iption: Pap smear is one of the sqfeerliDQ,'T]e.tUQSjS for cervical intrc.|
| Bt elial lesions. |t "NVolves collection of cells from the squamo-columnar junction of .|
CErvix, followed by Cytology. o e ‘

Examining light ~~ g 3
Bivalve Speculum
Endocervical broom or Ayre spatulas endocervical brush ¥~
Glass slide v

Fixation solution

Pathology request form v
Gloves v

/
3 Cytology request form’
| Prepare patient 22, Lty 2l

| 7 Counsel for procedufé v
7/ LMP v

Vv

g ‘ . //’ ro
&) M)pf, ut‘fr’v‘, OB

o ‘1 /
I ~ P 1S QO
| 7 Empty bladder Boles /mc_,ij ’ / (oscos
Procedure Steps: a
) Ask patient to lie on couch in lithotomy position

=) Introduce the bivalve speculum and ex ose the cervical os + /. ¢

) Okttain cells from the squamo-columnar junction of the cervical 0s

v For endocervical broom, the central bristles are inserted into the endocervix
while the: outer bristles will be in contact with the ectocervix. Rotate the
broomi in the same direction five times

v For Avre spatula and endocervical brush, start with the Spatula to scrape the
ectocervix, rotate the spatula 360° once. Then insert the endocervical brush

into the endocervix so that the bristles nearest the: r

' €Xaminer are inserted to
the level of the external cervical os, rotate the brush 180 degrees

follow mizes blood in the sampla

»

~3)

&

« Start with spatula followed by brush to minj

pread the scrapings evenly on the glass slide and fix by dropping, a drop
ive solution or spray evenly and allow to air dry

is key to prevent drying of cells

rvical broom or spatula/brush in waste bin

Um and reposition patient

form for Pap smear cytology

vL.u:ag aceplion

ology result
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Encocervical broom

Ayre spatula and endocervic
brush

Binely= Rotrted onafbrefturn.

p PCSSIELE PAP SMEAR CYTOLOGY RESULT AND ACTION

| The tethesda system-result

£

Action

L

v'~“Repeat every 3 years, or 5
yearlyif HPV DNA test done
v’ ‘For HIV- Every 6 months

7 kowgrade squamous intraepithelial lesien
&S i
Atypical squamous cells of undetermined

v Repeat Pap smear in 6 months

‘signifieanee (ASC-US)
#igh= grade squa

ells — cannot exclude

ndetermined

mous  intraepithelial

v Colpescopy~biopsy followed by

possible cervical>  excision
proecedure by EEEP or coldknife
CGITe'

2leeta 2 4Ci7 {C5 nxL..s

oG (@

\/C/ - (3[&(/1,4—&(&%{»-3 07
/(')‘(C S/

2O

ze ~

¥ Investigations to confirm
diagnosis

e: CIN classification is for cervical histology NOT cytology
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WITH ACETIC ACID AND LUGOLS IODINE (VIAVIL)
Indicatic . (01 orocedure: Sereening of cancer of the cervix.
Requireinets

Suppiies Gt
i.  #gallipots
ii.  3=6%acetic acid d
ii.  vagolsiodine in tightly stoppered brown bottle, within 30 days of preparation
qofs

= light destroys

~
~
=

iv. i t sizes of cotton swabs mounted in-an applicator sticks
V. Bwalve speculum
E Wﬁ.gu Boobid w2t
oy s " ; J o .-//7& )41 / / L ¢
Viil lmmenmn supplies \» /((_,;ﬁ/\ . / Ny 3/ oA Lo A
IX. tation form / Vash
Equipmer ¢

— soludror % coster
L. Gvnacology couch that can offer adequate lithotomy Lo j . /[ ) L3¢
ii. Examining light: white light that can be easily manipulated ok / )

il lnstrument and supplies tray/surface
| Arrange tle ‘fstrument and supplies tray/surface

i Anange all the required instruments and sy
ii. JS not pour the acetic ac
itt:atomy position
¢ Thisis especial
Y251 precedure:

4

pplies on the tray

dand lugols iodine to the gallipot untit the patient is positioned in t

v for lugols iodine because it ets destroyed by ligh

tand it easily evaporzi-

i st=:et the client

ii 1eastablish why she wants the test to be done
. Descrbe the VIANVILI and cryotherapy procedure
iv.

~ &ll the woman what the findings might be and what follow-
B ke a reproductive health history: age, parity, LMP, menst
Conraceptive use

Ask about breast exam
Check eligibility. for VIA/VIL-

4 Menogau:gg[ygmep are not eligible for VIANVIL| because the transformation zone is in
‘he endocervix: Do Pap smear or refer

- LMP: If pregnant, screening can be done up to 20 weeks gestation
~ Postnatal wornen: screening is done from the 6" postnatal visit
Ak ne client to empty bl r
| an examinati

)
woman to undress from the waist down, to remove her underwear, and to pull her

up treatment might be necessary
rual pattern, if pregnant,

dress
€ examination couch and position her to the Iithotomy position gently
e \\:
with @ hand sanitizer or water ang soap
client of acetic acid and lugols iodine to the gallipots
you are commencing the procedure
al _genitalia for: Papules, vesicles, ulceration, warts, discharge,
a
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Vi [ =l the woman she will feel some pressure , ) i
viii.  Siowly and carefully insert specquF:n without scraping the cervix; adjust so that the whole cei
Is centralized and in view
ix.  Adjust light to ensure a clear view of the cervix :
X.  B:fore applying the acetic acid, look for signs of infection
v liflamed cervix or vaginal wall )
CGreenish-yellow or mucopurulent discharge from the cervical os
Thick, white, curdy vaginal discharge
~ Milky-grey, foul-smelling discharge
Xi.  Gtart by doing the VIA procedure A
v Use a dry cotton swab to wipe away any discharge, blood, or mucus from the cervix v
gently to avoid causing bleeing :
Apply 3-5% acetic acid liberally using a cotton mounted swab, ensure the swab covers |,
ertire transformation zone completely )
Tell the woman she might feel a slight burning sensation
wvvait one full minute for the acetic acid to be absorbed (use a watch)
< Cleck the TZ carefully, close to the squaomocolumnar junction, for any dense, I
Miuveable acstowhite areas in the epithelium or areas suspicious for cancer
intarpret the result, which can be VIA negative or VIA positive or suspicious for cancer

* Remove any remaining acetic acid using a dry cotton ball

]

\\

N

SRR

S

¥

7

Xil. "ol owed by the VILI procedures

%‘K s Ve‘ Us= a fresh lugals iodine for each patient-light desté'oys lLkJ)gOlS " . I
g Apply lugols iodine liberally using a cotton mounted swa , ensure the swab cove enu
¥~ uansformation zone completely orma, - ”7"""1:2”?7 o
+ Chack the T2 carefully, close to the squaomocolumnar junction, for any bahana “yell. y
231908 in the epithelium or areas suspicious for cancer NG ab/w*'-—v—“
+_nierpret the result, which can be VILI negative or VILI positive or suspicious for cancer
©  lernove any remaining lugols iodine using a dry cotton ball
Ligi al examination
v il there are signs of infection
¥ Remove the speculum
izsions
‘'eriorm & digital examination, explain to the women before starting the procedure
» Perform & bimanual examination —check for cervical motion tenderness. size shei
and position of uterus, any uterine abnormality or adnexal mass or tenderness
{0 the patient that the procedure is complete
- the speculum gently while inspectin
maining k-gel or discharge
nt make her comfortable

and decontaminate equipment as per the infection prevention principals
on the result

gently while inspecting the vaginal walls for any abnormalities .

g the vaginal walls for any abnormalities or lesions

repeat screen yearly for 2 years then every 3 years, but

'done see net bullet, if not refer

refer for diagnosis and management in a tertiary facility
- and the partners

mination

if HIV positive
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!~ 1) COUNSELING FOR ABNORMAL CERVICAL SCREEN RESULT

i?; < edure Steps:
11 Creet patient, introduce self sit squarely, open posture, leans forward, e

: contact, relax and explain the following to the patient in lay language

i ~ Cancer of the cervix is caused by HPV ) ok
v < Cancer of the cervix is presided by a pre-cancer stage, with cell abnormalitic:,
ol Counselling depends on test
& Pap smear results is reported as normal, mild cell abnormalities (LS_IL), severe ceil
ot Aonormalities (HSIL, ASCUS, ASC-H, AGUS) or suspicion for invasive cancer
& ¥ Normal results means there were no abnormal cells seen

¥ Mild and severe cell abnormalities are precancerous stages and rot cancer

¥ Suspicious for invasive cancer means cancer of the cervix is likely
¥ If normal another Pap smear test will be done after 1 year for 3 years, if zll *.
will be normal then Pap smear will be done after 5 years (yearly.in HIV +)
If mild cell abnormalities, a repeat Pap smear will be done after 6 months
If severe cell abnormalities colposcopy then treatment will be offered: 1)
excision of abnormal cells (LEEP or Cold._knife cone) or ii) simple
hysterectomy. Counselling on the two options will 'be done to enable you
" make a choice - l?/'Jm"gbw bac —for '7"/‘“”@5/ checiyn ‘
If suspicious for invasive cancer more diagnostic test will be performed to
confirm diagnosis (59/67 )
¥ Allow patient to ask questions .
¥" Thank patient for their time

L) VIAMVILD results is reported as negative, positive and suspicious for invasive

NN

‘Normal means there are no abnormal cells
A positive result is a precancerous stage and not cancer
Suspicious for cancer means cancer of the cervix is likely
ionnal a repeat VIA/VILI will be done in 3 years (yearly in HIV +)
Or positive result treatment can be done by freezing the abnormal cel
: erapy) or doing colposcopy biopsy (using a microscope to visualize

bnormal cells and take small tissue for investigations), if biopsy shows

2 _/wﬂs treatment will be offered depending on result

O

cancer more diagnostic test will be performed to confirm ‘\‘

|
Notwal ralds - lovel e

>Tafe sox e

RE
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vy IMPLANT INSERTION- JADELLE LEVONORGESTREL SUBDERMAL IYMP’LANT

Requireia:nic and preparation for procedure:
1) Prepare requirements: /

Table for the patient to lie on and rest for her arm

Sterile drape with fenestration

,/7/05,‘14 = # e ¢
Sterile tray for the equipment ~~~ e ‘|
Sierile gloves

Sterile Gauze

Antiseptic solution for the skin.

Local anaesthetic -1% lidocaine .3

Needle gauge 21 and 5 m| syringe

Jadelle, diposable trocar and cannula
Elasto . ——

2) Preoa‘e patient: e e,
” Counsel client for the method T
Explain the procedure v )
** Exalain that the implant will be inserted in the less dominant arm ~"
" Ask client to lie on her back so that implant arm is turned outwards and bent at the
=Ibow and is well supported, insertion area is in the inner aspect of the upper arm,
setween the muscles, about 6-8 cm above the fold in the elbow (measure using yo.

our palm fingers- to be d monstrated) dsdal 4o 210 ~odial oo, ',/,«/{4'4
3 (w'k_v\'l_'~gl" - é 2 Aol sy m/'a,J',i g/ﬂ :i M’l\;t
cedure Sieps: ¢ v

) Preparc: clean instrument tray, open sterile instru ent
! rods (insde Lo w\/érg
S,

. 330 5 F 2

Siedie gloves, clean the-inssition area and drape aseptically

1 e Tocal anesthe “?Jﬁier the skin slowly withdrawing to avoid intravascu
Laticn. Start by‘nr‘lﬁTtFaﬁrT\gthe needle entry point to form a small wheal

cuce the trocar under the skin up to the 1st mark with bevel facing up

..

—

B 1 i S5 S S G (S

v

pack, opzn jadelle%h and drop t

'0Ca horizontally under the skin (subdermally) until the 2nd mark

€ trocar and load it with the cannula by holding the cannula steady an:
"OUL Up fo the level of the 1st mark on the cannula

2nd rod in a narrow \V/ shape

ther and f:lress with Elastoplast and compress with wrap gauze
5 palpation, ask the patient to palpate too -

it may have, give a return dat D
oy Ly g return date and Wf’ﬂ"

beodase A& thag

—_ - ( S A ‘, ;( :J - — s
Sena Haadapt v J - .
|

resd by
S et U6, cwbranun
- |

T e crmibet clad A
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IVb) IMPLANT REMOVAL- JADELLE

'_
}Tf&gnhements and preparation for procedure:
‘ 1) Prepare requirements:
Table for the patient to lie on and rest for her arm
Sterile drape with fenestration and sterile tray for the equipment
Sterile gloves
Sterile Gauze
Antiseptic solution for the skin ) ba Lied oot 2l
Local anaesthetic -1% lidocaine <> 717> = * % v g '
Needle and 5 mi syringe
2 mosaquito forceps-curved and straight
Scaipel 22 mm
as
2} Prepare patient: counsel on removal, find out if needs the same method or
another method or desires to get pregnant, ask client to lie on her back so
that implant arm is turned outwards and bent at the elbow and locate the
implants

-

\\\’\\\\\\\

- |3 Piepare dean instrument tray, open sterile instrument pack |
| Precedure Steps: !
= I+ Wear sterile gloves, clean the insertion area and drape aseptically ‘
| 2 iniilirate the local anesthetic under the implants :

- ¥ Make 2 4-mm incision with the scalpel close to the ends of the implants. |

~ Keep the inGision small ;
K- Zush each implant with your fingers gently towards the incision. When the ;
- Gois visible in the incision, grasp it with the curved mosquito forceps. Use a |
b very gently open the Tissue capsule around the implant j

) Srasp the end of the implant with the second straight forceps ;’
0 nove the implant o {
“Repeat the procedur@ for the second implant '
e the length of the removed implants- the length should be 43 mm |

e

procedure is completed, close the incision and bandage it as atter
e patient the implants f
her contracepfive if needed, if jadell reinsert into the same

|
hot d be kept dry for about 3 days l
/ Questions the client may have, give a return date and thaﬂ
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S 3 14 i
preparation for procedure: -
uirements: Examining light, Copper T IUCD, Bivalve speculum,

', Uterine sound, Sponge holding forceps, Scissors, Sterile gauze, Ster
e drapes, K-Y gel , Antiseptic solution

t: counsel for the procedure, LMP, empty bladder, lithotomy positic:

sk s Mg ]

I'
ual and spec%?um pelvic examination to: Screen for eligibility a:
ion of the uterus, rule out infection,

had Ay

1S bl s LT <.£.;
N . i . : P Lieds, ’
he cervix with an antiseptic solution s3tee IS g3 ey
aculum to the cervix at 12 o'clock .

“ Prtine ey

pull the tenaculum to align the uterus and cervical opening
e uterine sound into the cervical opening

he sound into the uterine cavity until a slight resistance is fz:
h with sponge holding forceps

raw the sound and assess the uterine length

CD by folding its arms and placing them inside the insertion tuts.
-gauge to reflect the uterine length as measured by the uterin

‘depth-gauge and the folded arms of the T so that they are both in

UCD from the package, keeping it level
uterine cavity:

he tenaculum (still in place from sounding the uterus) ar..
aded IUCD, without touchin
rizontal plane
the loaded IUCD into the uterine cavity
me depth-gauge comes in contact with the cervix or ligt..

g vaginal walls or speculum blades

and white plunger rod stationary, while partiall,
tube - this releases the arms of the IUCD

r }y&a until you feel a slight resistance - this ste;

he uterus

olding the insertion tube stationa ‘

rter tube from the cervical canal until :
8 cervical opening ,‘

Ngs at 3—4 cm from the cervicat_,

of strings inside B
R

-~ s
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% ey dld
1BV ot 9 el v =N back up Neke
. Ty

W Aa’y

£ 3 .,:f L " 0)Reposition patient and make her comfortable g
~ » ;u_,_.‘ " i 1) Sounsel wornan on ch
it J)

1) Prepare requirements:
v Examining light |
v’ Bivalve speculum f
V' Sponge holding forceps ’
v’ Sterile gauze
v Sterile gloves
[

ecking of strings, complications and give return date
]L(». S, L _12)Thank her for her time : % Ju
LT ) " ) “.
*, 2 C’;{,fj";‘;ﬁ;,;:;‘@*v*amamm'%““‘ T
N —"_f.“‘__‘_ o IR 45115 bk
~ | Requirements and Preparation for procedure:

v Sterile drapes
Y K-Y gel
v Antiseptic solution

2) Prepare patient: counsel for the procedure, LMP, empty bladder, lithotomy |
. ___position, chaperon needed |

Procedure Steps:
1) Conduct bimanual pelvic exam

2) Insert the speculum : Look for the length and position of strings
5! Swab cervix and vagina with antiseptic r/z_w A Fo o vd-

) Grasp strings close to the cervix and pull gently but firmly to remove 1UCD

") Refer difficult removals

@) Insert a new [UD immediately following removal (if desired) or offer another
method

move speculum

)
0)Reposition patient
k the patient
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1) Prepare
¥ Gioves =S such oty -
Y KYgel -
4 Galzeorﬁ&wepaper

Z) Prepare patient-

M,I-Naﬂs s b—. B o o
) Put - deos 2T, 5.
| .""I_ l&ﬁll S

lubricaie index finger and middle fingers of right hang and

I I ) rate the labia majora
finger fo!lovsed by the middie finger inio the introitus
0 the cervix ;. »—

the fingers for obvious

Size, shaps mobility and
iate the uterus by pressing it between the night and middle
on the cervix and with your l@ hand placed on the lower
i this point feel for any masses
2l ﬂleleﬁandrightadnexanotemasses
m during bima

% glove for discharge/blood

and tendemess
nual exam while
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& - VII: High \(ag!nal's\qabg‘-"\ls) -
‘Raquirements and preparation for procedure:
“) Prepare Requirements
o v Gloves
B ’ v K-Yggl b,,»(—JJVe ol coess J
2 v Sterile speculum : PR A
. v HVS swab kit (’l‘;,é‘ bRe o codbon s
R 4 Prepare patient:
B t and introduce self to patient J g
v Explain the pro r, LT Jyrn ) ;‘
v ASKTerTs o ompty biadder ( chsdrt o~ #o o i
v eron required : |
v' Position the atient in lithotomy pasition and expose from waist J
L downwards 23;,22-1/ on A1z hAloKs {,z( s ae/ Q//
Procedure Steps: St be y —7
4) Puton gloves

> ) !
S{Iubrigate the speculum with lubricating jelly Jand explain to the patient that |
You are about to start the procedure

3} Using the thumb and index finger of the left hand, s

separate the Iabia majora
then insert the Speculum at an angle into the introitus and advance to the
cervix

v1;5_me__g;;g@_ into the vagina rot

ate the speculum slowly into verticql s
- Basition. Push the speculum gently u o the area of resistance ~Ohkp2g e
~ 2)Open the spaculum to identify the cervix. You can ask the patient to cough

if the cervix is not properly identified. This helps bring the cervix into view
Open the hvs swab and take a

sample from the Posterior fornix ‘
lace the collected swab into the properly labeled specimen container .‘
A‘j[‘l & pe N 8

the patient’s perineum ‘
Ve gloves and di loves

|
patient and make her comfortable ‘
the patient )

2
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Lidocaine 1%
Two needles
Elestoplast
Sterile drapes
Gloves
Sk Earbuds with ends cut off
IUCD insertion/removal Insertion
Copper T
Sponge holding forceps
Bivalve speculum
Sterile drapes
Tenaculum
Uterine sounds
Sharp Mayo scissor
Antiseptic solution
Sterile gauze
K-Y gel
Sterile gloves
Pelvic model for IUCD
oval
Sponge holding forceps
Bivalve speculum
Sterile drapes
Antiseptic solution
Sterile gauze
K-Y gel
Sterile gloves
Pelvic model for IUCD
Scrubbing
v" Demo
Gowning
v' Gown
v' Gloves
Abdominal draping
v Drapes
v Abdominal model
Ectopic Pregnancy-clamping of ovariai
pedicle
Uterine model with fallopian tube
Giving set -tube
Vicryl 2-0 or 3-0
Needle holder
None tooth forceps
Female urethral Catheterization
v Catheterization pack: kidney dish,
gallipot, sterile towel, cotton balls

AR R

AR RN S e R

A
)
3

A N S NN

incisions

SRR
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Foleys catheter size 12-14
Urine bag

Saline

Sterile gloves

K-Y gel

10mi saline filled syringe

IV access

N AR AT s

Alcohol swab

Gloves

Disposable tourniquet

IV cannula

Plaster

Syringe

Normal saline

Sharps disposal

Alcohol sanitizer for hand washini
Arm model for cannula insertion

e —

rass/adnexal mass

| High vagina swab & endocervical swab

Himanual examination for pelvic

AYANANENENEN

ANANANAN

Sterile gloves

K-Y gel

Sterile bivalve speculum
Swabs for HVS
Examining light

Pelvic model

Gloves
K-Y gel
Gauze or tissue paper

Pelvic model for bimanual exam
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- /ff)ﬂr&’/ suiend /I ]/’,,_,
[ods

STATION 3: CTG o Aeardn Aobtas

,/l,,, /‘» ') //‘ 7 s
/)//, f
HOW TO READ CTG? '

rodnterpret A CTG You need a str

(SBOsSsing it's various charactaristics.

Ihe most popular struecture can be remembered
“1g the acronym DR C BRAVADO

” 7(5
uz‘a" H7 oy & e
HH —Daflnelilsl\ o / P {7
- Sontractions /ua/o »% sar-tndrw//oww/ y,
s Ra —~ Baseline Rate «u,) -’ ILL»‘M‘ s oo - b
X \)SB{wv ,J
w-ﬁ "w S

uctured method of

s b
& rae ’
Variability & &g how [ow 1y o5 g2 11 werdin
\CCClerations devian abive baeimt wfiatl 15 s nde S hmpens

L' Decelerations # dovmindc - eacty i [ppatre
« Owverall impression

Scanned with CamScanner



Scanned with CamScanner



Feta: haart rate tracing interpretation - Normal and ab
m&ﬁmﬁmmtmjmm
Category ! i

~ Allof the following criteria must be present.

normal tracings

* FEaseline rate: 110-160 beats per minute <)
¢ Moderate baseline FHR variability J

* Nolate or variable decelerations

* Early decelerations may be present or absent

*

Accelerations may be present or absent

Category Il
Criteria for (1) or (2) should be present.
Categ

oyl tracings are predictive of abnormal fetal acid-base status at the time of
obsenvat on.

(1) Abseut basline FHR variabilty and any of the following: P
i) Absen . oy

A L&!ﬂﬁmuatg_dgmeteumsms_ L$10

g does not meet criteria for either category |

or lll and is considercd
Bsnditma)l  a5d ek .

5 yige

lm‘l and

any uterotonic drugs being administered.
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1. NORMAL CTG

gt

S e

3
A

i

)ff\’“eyo

| box
/FIM,U,- ) O s4e— 4
= Jsvall box = 'C“o/om

i

)
2
1

o

FF S22 ¢80
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: BT S S g = ot Mg 1 e w:
Less than 10.bpm over a period of time) .
- B —_,_', —..M _.";”—_—_“‘;' ‘. "

2 e

e R
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<. BASELINE BRADYCARDIA
k Def: jess than 110 bpm during a 10-minute period or longer
Causes
E - Profound hypoxia in fetus
; ~  Matemal hypotension
¥ ~  Proionged umbilical cord compression 0
. «  Fetal arrhythmias
< Uterine hyperstimulation
<  Abruptio placentae
< Uterine rupture
«  Vaginal stimulation in second stage of labor

1 P ———

g

(.

.
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. SINUSOIDAL RHYTHM
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STATION 2: Tipe fusch s

. L /
GH DELIVERY — pocten Xgle gotrken, prgm ot Sy 7 PE foopits mansres | Tt farthest
DUCTICN: Flanned CS is associated with improved neonatal outcomes
to planned vaginal birth. However patients may present in second stage
g vaginal breech delivery

0sis and no_contraindications to vaginal delivery
nt/staff experienced in Breech Delivery
siotomy

—do not assist in the delivery of the baby until maternal efforts have resulted
on of the fetus at least to the sca

n asmall loo[% of cord to prevent traction on the cord
- wdyin a towel fo allow for support and grip ,®
= tolation will usually allow delivery of arms. If not use the L,qmt(f_mau.ewe[. _
v/ huinerus down and rotate each arm_across the chest and out. T fotrtan qo° RIL +o 4
§ZENDED ARME, LOVSET MANOUVRE Laddor antond],
7 : L flen mirce 1o A b
Joensr choglor frfensity
oofrer c/;,my F furorat 4,
(uz0rs ML (E T Lo pon tnky OHD
@ g/,,,y Fpstte chaulie
Sntner avd poi-
’ay deliver spontaneously. If not, use the Mariceau-smellie-veit
of the baby lies on the operator’s right forearm. The head is
ure to the cheek bones and upper lip while gentle traction is
s with the left hand. 7 7 Ay 7 cheek bore, Getos ccespet. you pus orer finesr
uterine relaxation in theatre with GA (halothane) may allow

R .
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+1+ Marshall Method
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4 ASSISTED VAGINAL DELIVERY

Pl ¢ candinc dnear

(Vacuum delivery) 2., oy g oin -

mrgquisites: © » ® 10, | @
2 3t weeks, Cephalic, Vertex, Full cervical dilation, Fetal head at station 0, Descent not
morea tyan 1/5, Mother congcious & cooperative

@

Prosedure: @

* )b ain verbal informed consent, Put on sterile gown and sterile gloves
= oonfinn equi i ing®

0 &
Position the mother in semi-lithotgm@y, Emgtxp%dder, Confirm full cervical dilation,

“Ietify posterior fontanel, Identify sagittal suture ©)
nsuess for episiotomy @) 0 )

* [’laze center of cup 2 cm anterior to the posterior fontanel/flexion point on the
Lacittal suture FUKD pOnt 7 2Gn) amentr 5 ostSophvatio.

Stapilize the suction cup with two fingers

Check and free maternal tissues

Create vacuum of 0.2kg/sq.cm (yellow)

“© pull increase vacuum pressure to 0.8kg/sq.cm (green)

/\pply fraction during uterine contraction only perpendicular to the cup
\Whizn to abandon procedure

- Fetal head does not advance with each pull
* Nodescend to pelvic floor after 3 contractions/pulls

- - Cup slips off the
- negative pressure

ons

-@bal,o—hae_mato{na, localized scalp oedema scalp abrasions and
atal jaundice, Intracranial haemorrhage

genital tract injuries
e s oot py - L - e
# A’Q el lrs N
: Y - ¥ iogn

/7

[\

head 3 times at proper direction of pull with maximum

™ @I‘”’ / RO )

‘1‘ - obgéﬁb{:/‘
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EAL TEAR & EPISIOTOMY REPAIR

omy: is a surgical incision of the perineum performed to widen the vaginal
ing to fac litate the delivery of an infant
Midline and mediolateral
Ations
2is a serious risk to the mother of second or third
tearing

here a natural delivery is adversely affected, but
an section is not indicated

earing will cause an increased risk of maternal
being vertically transmitted

aby is very large
) perineal muscles are excessively rigid
instrumental delivery is indicated

woman has undergone FGM, (female genital

, indicating the need for an anterior and or
al episiotomy .
late decelerations or fetal bradecardia during
ng

houlders are stuck (shou der dystocia), or a bony

ol

neous perineal lacerations arising from perineal trauma at delivery.

Ive the fourchette, perineal skin, and vaginal mucous
the underlying fascia and muscle.

e .

dition, the fascia and muscles of the perineal body but not

arther to involve the external anal sphincter,
pletely through
on of both

the rectal mucosa to

d apex ©
ubmucosa with continuous interlocking

and the cut margins of )
 perineal body using a continuous
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- TABLE 17-5. Midline Versus Mediolateral Episiotorny

Type of Episiotomy
haracteristic Midline
ical fepain

Mediolateral
Easy More diffici

ty hiealing Rare More commion
peralive pain Minimai Commarn
Lal results Excellent Occasionally fauliy
T Less More
g Rare Occasional

- Common uncommon

¢/ sk Leiagkmy

— bleeds abaomsils

= UiV 9k hea

= b "YC  aeknil ifr 0T
el
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TATION 8:

>l EVALUATION AND MANAGEMENT

Activa management of the third stage of labor
Oxytacin (Procni sdmaistared wih &
foliewrdreg oo 'mey
Controlied cora racton
Uterne massane fter delery of 5 vrts

i i 2on i
i s liiag ¢
Pera'g H

[

v

‘X 20id e i
Srmd sne
TLriakleS00at

der | W el

A

Do e aling matiigs

Bxpiloee loasps Genita
Cortider ext/or v

O SR,

, l

The Four Ts ]

v
541 b Strus
YONE

et ]

Yo yriach (Cytole:!
1.2 mug ey

. - -

et agrdi02 %5 24

I

i :
A\ v v
Flesty vttt Sloraf ot

s Tissut THROMBIN

Gerit s 22,

L2

TRAUMA

Moot o

o< Tl facts

Magedes ton-fons

Y

o Boogioss > 10000 1500 |
Wasshe ot ge
;
b A

Tansusb BBCS, potests, s Oty 20er
‘mwmﬂm,
| ICU for st s, S 403, vagery

Pk Lamponade pikedone
o, Boaten, oS v co wiae,

~ Mmisopmube] promey 29,
-4  Pugentmat s- 150
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- BALILOON TAMPONADE
1. Place condom over balloan end of foleys catheter

2 Tiz lower end of condom snugly below level of the balioon using
Suture / string. Tie should be tight enough to prevent leakage of'water
tut should not strangulate catheter and prevent inflow of water into
condom. Check for leakage by inflating ballon with about 20c<.: Yvater.

3 Asceptically place the condom end high into uterine cavity by digital
manipulation or with aid of speculum and forceps .

i Inilate CT by connecting open/outlet end of catheter to giving set
connected to infusion bag or use clean water with aid of large
syringe. (cut the giving set at level of rubber to enable it fit into

- catheter)

5 Inilate condom with water or saline to about 300- 500 mis (or to

- amount at which no further bleeding is observed).

3 6. Clamp catheter when desired volume is achieved and bleeding is

- controlled.

7. Maintain In-situ for 24 hours if bleeding controlled and patient is
‘stable.

Give Broad spectrum antibiotic cover

tor patient closely, resuscitate and/or treat complications e.g.
coagulopathy.

her patient is stable (after 24 hours) slowly deflate condorn

g out 50 mls of water/saline every hour.
inflate to previous level if bleeding reoccurs whilst deflating.

,dipg is not contralled within 15 mins of initial insertion of

n procedure and seek surgical intervention immediately.
. I
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e I |

cardinal movements of labor \// e - fg Jahar Fo o5 vy

rious types of fetal position ABIAL = 1 i RS o s B
ps of a normal vaginal delivery PUitnes = (Vs bag byw b1 /o/%
fetal station and position e, prl, ¥
etal head utlllzin% appropriate attentiop to the pelvic curve ) ¥
alcord D Thacd (ard &gl

Vr.(k‘ A“

r perineal lacerations
e delivery procedure

i
— subpeeipibrgonm = sobn SurroCp k]

— Job by betsrram o i
iyl :

Flexed arms Tagals
~and legs.
Over 100 bpm
Prompt response

to stimulation
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5 ATION 7: SHOULDER DYSTOCIA

‘ppuﬂmu_qm: Impaction of anterior fetal shoulder on m
livery of the shoulder after head has been delivered

e Eanioes: Mainly due to incre

aternal pubic bone causing delay in

ased fetal birth weight: Maternal: High BMI, Multiparity, )
val ¢l Maternal Age, Diabetes, Postterm Pregnancy, Previous macrosomic infant, excessive
elgh iz 1in in Pregnancy, Maternal birth weight over 4000 g, Capnlopchvic ct1spoprhon Cre) [ G

LNy Signs: “prolonged second stage, “turtle sign” (head retracts into perineum after
Sficer confrachon, rdertty Chwdd yewarn' 09

Az {ernent goal <> release anterior shou

Ider from entrapment, Prevent fetal asphyxia and
menent Lrb's palsy, Avoid physical injury (eg, bone fractures, maternal trauma)

PERR nic):
all for HELP-team
Evaluite for EPISOTOMY

ECS - McRoberts Manuver —knee chest position 'agjv e apnt )
Xli2tr al PRESSURE (suprapubic) (Rubins 1)-to dislodge the anterior shoulder
NTEl ~ Rotational Mmanuvers,

Ubin s 2 maneuver: Push 2 fin

Bers on the posterior aspect of th

GOITs Serew: push on posterior aspect of anterior sh

erior shoulder and try to rotate sILoulders to oblique,

Varie Wood's Scrow: remove the 2" hand, leave one hand

rior shoulder and try to rotate shoulders to oblique

aaierior arm - grasp foetal elbow, not shoulder

atient to | and knee(All fours/ Gaskin Maneuvre),

Replacement o:f_fe_ta_l_h_ead, Abdominal Resgﬂe, Intentional fracture of the clavicle

: PPH, cervical/vagin

al lacerations , feedisy, poongedt /ntse, povuany
/humerus fractures, brachial plexus injuries, birth asphyxia, death
¥ l?ffb’( /ey

e anterior shoulder.
oulder and on anterior aspect of

and push on posterior aspect

.
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The WHO Partograph

Gravida Para Hospital number

L -
OF AU 11SS1N Time of admission Ruptured membranss hours

Fatal 160
heart 140]
rate 130
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