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Definition : Period after childbirth.

Now called as 4™ trimester (ACOG Guidelines).

4" 4rimester : childbirth upto 13 weeks.

Puerperium : Till 4 40 b weeks ofter de\'\verﬂ.

Post Natal Visits:

ACOG recommendations

government OF Indio.
recommendodions
4 post nadal Visits

° Initial Visit : 3 week.
® Final visit : 18 weeks.
° getween this time
: Number of visits
depends on need

First visit @ ¥ doy after
de\‘\ver\Lj.

Second, Visit ¢ 3™ day
ofter delivery,

Third visit : 7" day ofter
de\‘werﬂ.

Fourth visit : b weeks
ofter delivery,

Anadomical § Phﬁsioiog‘xcal changes :

Organ/ site Chanoe Special note
uterus :
Immediotely | At the level ot Weight o uterus :
ofter delivery, |umbilicus. 1000 g
ericket ball
consistency, a doys after delivery
: Fundal heigt wil
Fundal height be a finger breoths
Lbyrem/day | below the umbilicus.
(1 finger breath
per doy).
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Organ/site Change Speciol note
Atter | week,. mMidway between weight of uterus :
umbilicus § pubic SO0 g
35mph5‘\s.
After 3 weeks |Not palpable. - Weight of uterus :
1300 g
APter 4 weeks | involution complete. | Weight of uterus :
' 100 9

. Sonogmph‘\cal\ﬂ,

uterus retums to
pre presnan‘c stote
b3 8 weeks,

® Involution is due to
decrease in size of
muscle fibers § not
their number.

" Involution is $aster

n nul\iparous b
mumparous.

Lower Uterine
segment

Controcts §
becomes isthmus.

Cervix

10 em diloted

ok o\e\'\\/erg.
Remains 4 10 3
em dilated for
Few days % then
contracts.

external 0S

mu&‘\pourous :
Tronsverse slit,

Nullipawrous
| Pinpoint/cireular.




Organ/site Chanae Special note
; gndometrium | During pregnancy, Lochio. :
plocenta. produces Shedding of
progesterone which | decidua ofter
supports endometrium | delivery,
(deciduo). Components
After delivery, Decidua, blood,
placenta. is delivered. leucocﬂfes,
‘; exudotes.
Decreased Sequence *
progesterone. Lochia rubra. (red)
i N
v Lochia serosa. G 4
Support to dag o). |
deciduo lost. J
V Lochia. alba(z 10
Decidua. shed (lochio. days).
Average duradion
of lochio. discharge
: 34 10 3b dows.
Plocental site | Takes b weeks. Placental site is
involution the last 1o involute.
Immediately ofter Hence endometritis
de\iverg, placental site b egins - ——
= size o¥ palm. site.
ey the end of a™
week = 210 4 ecm in
diometer.

Ovarian function 00:06:50
Ovarion Partially/non breast Breast feeding
function feeding female ' female

menstruadion | Returns b3 -8 weeks. De\aged,
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Ovarian | Par‘dal\g/ non breast Breost ?eed'\ng
function ¥eed'\n3 female femoale
Ovuladion Occurs by S-il weeks Delayed, Risk
(mean : 7 weeky). ot pregnancy-
earliest : 38 days 49,/ year
Contraception By 3 weeks ofter b5 3 month
Rule of 3 delivery after delivery,

Normol changes in females after delivery :

* Marked leucocytosis (Not more than as000/microliter).

° Marked ’chrombocg’cosis.

® Increase in 3ranw005‘ces.

°* Relative lgmphoPemou

® Absolute eosinopenio.

® Hemoglobin § hematoerit decreases.

* Increased fbrinogen of pregnaney is maintained in first
week postpartum.

® Post partum diuresis (due to retention of sodium and
potassium in presnancg).

Return of parameters 1o normal levels

Blood volume | week ofter del‘\\/erg.

10 dags ofer de\'\\/erﬂ (n
initial a4 10 48 hours, it is
elevoted hence moximum

| Cardiac output § HR

chances of Heart Sailure).

GFR a weeks,

Diloted ureter § renal pelvis | & to 8 weeks.
Urinary retention is common.

Weight loss weight loss of S to 6 k9

| (Immediotely after delivery

; + subsequent weight loss of

ato3 Kg ( due o
postpartum diuresis ).

MNDOMVA DAanidanai Deamvarmama - vd o RAveAs - DNNDD



After pains :

® Due to uterine contractions which occur ok irregular
intervals after delivery,

* Seen in multiparous femoles.

® Increases with suckling of breast due to release of
oxﬂ’coc'm.

* Decreose in in’cens’r’g oand becomes mild bfj d“{j 2,

* Females with postpartum uterine infection : Pains are
severe ond persistent.

Sub involution :
due to

L \ncomp\e’cekﬂ remodelled spiral arteries.

3. Retained placental products.

3. Infection.

c/0 excessive uterine bleeding or prolonged lochia.

On bimanual examinadion : Uterus is bigger than expected.
D/d: Retained placental products.

10C : Pelvic USG,

® Thick endometrium with Vascwari’cB : Retained placental
products.

* enlarged uterus with tubular hypoechoic areas in
myometrium : Neovascularizotion § diloted vessels ie
subinvolution (incompletely remodelled spiral arteries.)

mx : Uterotonic drugs
¥ it fails, then gentle curettage done : Carries the risk ot
developing Asherman’s syndrome.(intrauterine adnesions)

Monitoring in postpartum period 00:15:00

Uterine tone every IS minutes Yor a hours ofter
deliveruy,

glood pressure every s minutes for a hours after
1 pulse rote delivery,

Temperoture | every 4 hours for firet 8 hours and then
every 8 hours.

Orally allowed | 3 hours ofter vaginal delivery,

OBSGYN Residencv Proaramme » vi « Marrow = 2023 Pans &/f
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void‘mg
deh\/en:).

Female should void within 4 hours after

I¥ not, do UsE,

/

Residual volume > 300 mi § patient unable

to void,

!

Cotheterize for a4 hours

D\scharge :

® uncomplicaked vogjinol del'\\/erg : 48 hours of deh\/erg.

® Coaeseran section : 96 hours after coeserean.
Sexual ac{"\vi’cg con be resumed b5 a weeks after de\'werﬂ.

Contraindicakions o$ breast

feeding :

Motemal causes :

® Drug abusers.

® uncontrolled aleoholic,

* Active/ untreated To.

® Active herpes infection
with lesions on breast.

® Undergoing breast cancer
treatment.

® Ondrugs like
cgclophospham‘xde,
cyclosporine, doxorubicin,
methotrexote §
mgcopheno\oece.

Infant couses :
° goloctosemio.

6reas’c¥eed‘m3 is not
contraindicated in :

° Covid 19 infection.

® HIV +Ve patients (NACO
guidelines).

® Hepoditis & + ve : 1§
infant has received
\mmunoproph}jnaxs.

* Herpes Simplex : 1¥ no
breast lesions present.

° nlter godolinium MR,
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Puerperal pyrexia 00:18:33

Definition : Temperakure (oral 2 38°C or I1004°F on &

occasions within first 10 days of delivery excluding first a4

hours.

most important risk factor : Caeserean section.

Therefore a single dose of peri operative antibiotics is

recommended. in all females undergoing Caeserean sections.

m'\crob'\o\ogg : Po\gmicrobial.

Pa‘chogenes\s :

Risk factors : C section, PROM, Pfaénged labor, Multiple
w;ginod exominodion.

Micro organisms in cervix 3 vagina.

I}

most important cause
Infection of placental site (last to involute).
OoR
wound infection : Uterine incision infection.

\'/

endometritis

Fever.
Tachgcard'\a with parallel rise ot fever.
midiine lower abdominal pain.

Uterine tendemess.

i )

Spread 1o
mgom’cer'\um, Parametrium. |
Pelvis/ Peritoneum, Bloodstream : septicemia.

\nveshga’c‘\ons :
* Increased WBC (S000 to 30000) : normal during
puerper'\um.
* Blood cutture : Depending on patient’s condition.
* gndometrial culture : Not done in endomertritis,

managemen’c :
* mild endometritis %‘—o\\ow‘mg mg'mcd de\'\ver5 :
Oral amoxiclay + oral metronidozole.

Active space
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° |nfection S’-o\\ow'\ng coeserean section :

\Y) ﬂmp'\c'\l\'\n + Gaen’cmﬂc'm.
when afebrile for a4 hours : switeh to oral antibiotics.

Most persistent fever after childbirth coused b5 : genital

troct infections.

First a4 hours are excluded os Senerod\g low Srade fever

present and, resolves,

1§ fever 220°C within first 34 hours : &roup A streptococcal

infection.

Breost fever :

° Occurs in non breast %eding female due 1o breast

engorgement
° Rorely 2 39°C,
® Losts € 34 hours.

After voginal delivery
| i
¢/0 burning ¢/o of weakness of c/o Soot drop
sensation, ouadriceps muscle (sparing
numbness, the adductors) § Sensory
hn3|m8 over loss over anterior and medial
upper outer thigh.
’chish, loteral hip =
pain.
Peroneal nerve

Loderal cutoneous nerve
of thigh : m/c nerve
injured dur’mg vagjinal
del'\verg.

No motor fibers involved :
No motor deficit.

Femoral nerve
am/e

nerve injured
dur'mg Vag'moJ
deh\/erg.

Due to prolonged
squatting or palmar
pressure during
fundal pressure.

° m/c nerve injured ofter caesereon section :

\ho'\ngu‘\naj nerve § 1\\oh5pogasmc nerve.
°* m/c nerve injured during MmeRobert's maneuver :

Loteral cutaneous nerve of ’ch'\gh

AROANIAE Mot PV ek .4 A A
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ANTEPARTUM HAEMORRHAGE

Antepartum haemorrhage 00:00:52

Any bleeding thak occurs into or from the genitol tract
beyond the period of viability (88 weeks in India, 30 Weeks in
use.
Couses :
most important :

* Placenta previa (/300 pregnancies).

® Abruptio placenta (/300 pregnancies) /o).

Less importont :
® Voso pre\/ia.
* Preterm lobor (show.
* Rupture of uterus,

Abruptio placenta. : Premodure separation of normod\5
situated placenta before the dehverg of the babg.

Inciting Sactors (rauma/ pregnancy induced hgper’cens'\on)
— Rupture of spiral arteries in decidua basalis leads blood
collection behind placento. = fin intervillous space pressure
—> Bleeding and release of tissue thromboplastin Can
uterotonic agent lead 4o induetion ot labor and DIC).

Chances of DIC ¢ Concealed ’cgpe > Reveoled kgpe.

Placento previa : Plocenta. is in lower uterine segmen’c

(normally in upper segmenk).

uterine contraction/ cervical changes - Shear'\ns force
opplied o the inelostic placental attachment site —> Opening
of venous sinuses —> 6\eed'm3 $rom intervillous space.

No thromboplastin releases — 2o and nontender uterus.

Active space

Vogjinol examination § intercourse : ¢/ (couse bleeding).
Transvaginal Us& ¢ Not ¢/ (probe Kept a ems below o).

Vasa. previa. : Velamentous insertion of umbilical cord in which
vessels are traversing over the internal os (Setal blood).
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Steps in management of APH 00:12:27

Pregnant female howing c/o vaginal bleeding ot > a8 weeks
\!/ Next s’cep

Moaternal resuscitation
a large bore IV cannulas (14 : orange, I : grey).
Obtain samples for ASO, Rh type, CBC, BT, CT, congulation
profile.
Start ringer lactote/ normal soline and give o, by mask,

Maintain ajrwaij, brea’ch’mg and circulodion.

|

History and per albdominal examinadion ¢

® Abruptio placenta : Tense, tendex, and rigid abdomen.

i * Placenta previa : Non tender and soft abdomen.
ol st |

Vitals unstable/ Setol W
\Lﬁ“
i‘:mergencg C—section

o4 distress
rTmrxs«xbolomina} scon

Y

} (Screening tesd)

|
J 3

Plocenta. is in Retroplacental hemotoma/ plocental
lower segment %hicﬁen'mg/ Jell-0 sign (shimmer'\ng o?
the placenta on maternol/transducer

tPlacen’ta previa movement)

\}
| Tranevasgnal ﬁlbrup’do placenta. (clinical diagnosis)
sonography

USE : Non diagnostic to r/o abruptio placenta.
Per Vaginod examinadion : C/1 in APH unless plax:en’ca previa. is
ruled out.

Plocental migroedon :
Aecurake detection of placenta pre\/ia/ low lying placenta. can

aoeds anoy

be done by USG : At Ib weeks of pregnancy,

But, diagnosis of it is not made at this time as in 90% of
cases, trophotropism of placenta. occurs.

Trophotropism : Migration of placenta from lower uterine
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segment (LUS) —> upper uterine segment (UUS) during 3™
trimester.
Reason : DifSerential growth of the uterus (growth : LUS >
uws.
Length of the LUS (Lus form from isthmus) in the I frimester
:S mm, In the 2™ trimester : S em.
Best time to do Us& for localizing placenta. : 2™ Yrimester.
Placento. in LUS in I%/3™ 4rimester
Repeok usa\l/a’c 33 weeks
¢ | )
Placento. in LUS Placenta in LUS
\ \
Placenta previo Repeat USE ok 36
absent weekKs
(to confirm diagnosis)
Risk factors for placenta previa 00:22:23
most important : Past h/o of placenta. previa. (recurrence
roke : S%)
| Twin pregnancy
Placenta succenturioto
Large .
Bisseniin, Placenta bilobato.
SmoKing (placentol huypertrophy due to CO
hypoxemio)
C~section scayr
\_‘\58&6(0&00’\5 sear
Prevention | T number of C-section
of placental | Present /o placenta previa. + Previous h/o
migrotion | c~section is an important risk factor For
placenta. accreta syndrome (/0 by doing .
dopplen). &
T moternal ooe %
ofhore T moternal parity
T maternal serum 0 $eto protein
ART/IvF (T maternal age, fwing)
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Classification of placenta previa 00:28:34
New classificodion :
Placenta. previa Low lying placenta
Locodion of | At the level of intemal | Within 4 em of the
| plocenta. | 0s or above it. internal os. -
Covering of

internal os by | Yes (portial/ complete) |No (does not touch)

placenta

Older classification :

| TYpel Type a TYype 3 Typed
Nome Loterol marginal Partiol Complete
placenta. | placenta placenta placenta
previa previa previo previo
Covering | No (within edoge Partially | Completely
ot aemof | reaches
internal | internal | moargin of
0s bB os butin | o0s without
placenta| LUS) | covering it

T Anterior M

Type I L
——Posterior ¢~ minor degree of placenta. previo.
{ Anterior
Tupe a .
> Posterior L

Type 3 ond Type 4 | Mojor degree of placenta. previo.

Type a posterior : Dangerous \/ar'\e{y of placento. previa.

Note : Stollworthy’s sign : Seen in posterior type | § & placenta
previo.
when the foetal head is pushed into pelvis — Cord,
compression — Foetal distress.

NRQAMVAN Racidanms Dramnramma « v « Marvaw « 2002
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Clinical features 00:33:18
B Placenta previa Abruptio placenta

Bleeding 2 38 weeks. 2 38 weeks.

Pain in Painless (except in Painful d/t

abdomen preterm labor). thromboplastin.

Blood color eragm red, Dark red

Couses No. Traumo/ high &f.

Recurrent Yes. No.

bleeding

Warning Present (Followed by | Absent,

haemorrhage | excessive bleeding.

elood pressure | Normal (hypotension i¢ ngo/ hypertension.
severe bleeding).

Per abdominal examinadion

uterus Relaxed, so™, and non | Tense, rigid and
tender. tender.

Placental Not occur — Ooccurs —

detochment | thromboplastin not Releose of tissue
released —> Reloxed | thromboplastin —
uterus. Increased basal

tone of uterus.

Fetol heort gasily heard, Not heard,

sound

Fetal ports gasily palpable. Nonpalpable.

Fundal height | Same as the period | > than the period
of gestation (< than | of gestotion
period of gestation in | (concealed type).
tronsverse lie).

mol- common (Transverse | uneommon.

presentations | lie > breech).

AN - -~

AnAn

Antepartum
Haemorrhage
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Placenta. previa Abruptio placenta

Per vaaqinal examination

Contraindicated, Not a /L.

| To check the
cervical dilodotion
for progressive
loJoor (00\5 after
r/o plocento

2 1B previo).

DIC - uncommon. Common

(Thromboplastin.

m/c couse of fransverse lie ok term : Placenta previa.
m/c obstetrical cause of DIC : Abruptio placenta.
Per speculum examinadion : ¢/Vin placenta. previa.

R/ of traumo, non-reassuring FHS, on CT& - sinusoidal
heart roke, loke deceleration or bradgcard‘xa — Always

Su3pec‘c abrup’cio.

Management of placenta previa 00:39:56

I¥ incidental finding on 8™ trimester US& and patient has no
b\eed'\ng,

in 90% of cases, placenta. migrates to WS in 2" trimester.
Signs on Us& ot indicate placento. will not migrote :

l. Posterior p\acen’ca.
a. Placenta. covers 2 3S mm of intemal os.

ORSGYN Residenny Praaramme = v1 « Marrow « 2023
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managemen’c ot placenta. previa. without b\eeding :

Plocenta. in LUS during a™ trimester without ¢/o bleeding

N/

® Advice to avoid :
Heowy weight lifting
Sexual intercourse.
moderate to strenuous exercises.
Long standing hours ( 4 hours/ dayp.
* Immediotely report it there is bleeding/ uterine
controctions.

° Repeat ultrasound in 2 4rimester;

l

Tmnsilag'\n&m{msomd (TVS) ot 23 weéKs

(To check placento. previa and low lying placenta)
1 2
! J

Normal| Abnormal

Vv

Follow routine f é;,ééa’r TVS ok
oantenadal visits x 2l weeks

N '

Planned C-section ok
20 ~ 37 weeks + b olags

/N

éﬁ Plocenta previo.

Low lying placento.
|

! | J
Plocenta lies within Plocenta. lies between
I em of intermal 08 I =& em of internal 0s

l

Planned C~section ‘Tr'\od of chgmod del‘\\/erg

Importance of USG in patients with placento previa :
* To confirm the diagnosis.
°* To d\agnose molpresentadions.
* /o placento. accreta. spectrum (PAS) (a/w prior /o
C~section).

Active space
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Note :
Anaesthesia for C-section(in antepartum haemorrhage M)

G\enerod\ﬂ, n emergency C-section—> Neuroxiol anaesthesio.
1§ OIC present —> &eneral anaesthesio.

In oll patients of placenta. previa. : Do USG color doppler 4o
exclude p\acen’ca accreto.

Monagement of placenta. previa with bleeding :

Placenta. previa. with ¢/o bleeding
4
mMoternal resuscitodion

&

Assessment of de\i\/er5
|

[
W N/

Need Immediote Prolong the pregnancy,
deh\/er5 by ¢~ section. (o attain fetol lung modcuri’cg)

L ¢
Rctive Mx 8><pectcm‘c X
Active momagemen’c ‘éxpec’can’c
| management
. Hemo- unstoble Stoble
dBnamica! 5
s’cabihh,]

leeding | Severe g persistent Absent
(even when stoble

vita))
CTe cotegory 3 tracing/ Normal
fetal distress
Gestational | 2 34 weeks with < 24 weeks

oge sign'\%cank blood l0ss. | > 34 weeks and no
significant blood loss.

usg Gross congeni‘cal congen'rtod onomalies
anomalies (incompatible | (compatible with life).

with life) irrespective
of gestational ace.

Patient in active lobor.




