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STUDENT GUIDE
 

Physical Exam of Female Reproductive System 

I. 	 Entry Level Skills and Knowledge 

Before startinq this unit, you shou]d be abl.e to: 

.. 	 Explain the normal anatomy and physi-ology of the 
female reproductive organs. 

2. 	 Explain the 	 anatomy and physic ooy of the breasts. 

II. 	 Objectives
 

using the information and experiences provided by
the instructor and the module text, you wi..l be 
able to: 

1. 	 Identify on a diagram the correct location of 
.each of the organs in the female reproductive 
sys ton. 

2. 	 Describe the procedures for a pelvic exam, and 
demonstrate exam on model. 

3. 	 Perform a breast exam. 

III. 	Evaluation:
 

Upon 	 completion of the module, you will be assessed 
on:
 

1. 	Knowl edge: Written t'st based upon contents of 
unit in module text. Acceptable 
performance, 80. 

2. Skills: Physical examination of the breast; 
pelvic examination. 

IV. 	 Activities you will be participating in to complete 
the unit objectives: 

1. 	 Read module text and answer review c-uestions. 
2. 	 View slide presentation on the pelvic examination, 

physical examination of the breast, and anatomy
and physiology of the female reproductive organs.

3. 	 Participate in .rlrge group discussion of subject 
material. 

4. 	 Clinical observation and practice of female 
pel.vic and breast exams. 



ANATOMY AND PHYSIOLOGY OF 
THE FEMALE REPRODUCTIVE SYSTEM 

The reproductive syst..m is the parc of the body concerned 

with creating and supporting new life. 

A. Anatomy of the Female Reproductive Organs 

Some of the most important female organs are shown 
in the following diagram. (Figure PR 1) 

Fiqure PR 1 - lemaZc 
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1. Ovaries 

Two ovaries lie on either side of the tuterus. 
They are normally small (4 cm long, 1.5 cm 
broad, and 1.25 cm thick). They are responsible
fo; the production of the female hormones and are 
the source of the egg (ovum). 

2. Fallopian tubes
 

Fallopian tubes are two canals which open near 
the ovaries and connect to the uterus. The 
canals are about 11 cm in length. The egg pro­
duced by the ovary passes along these tubes on 
the way to the uterus. 

3. Adnexal
 

Adnexal is the term used for the pelvic areas on 
either side of the uterus. These adnexal areas 
contain the fallopian tubes, the ovaries as well 
as the nerves, blood vessels, and tissues
 
necessary to support them.
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4. 	 Uterus 

The uterus (womb) is a hollow muscular organ 
which lies midline in the pelvis behind the 
bladder and in front of the rectum. The inside 
lining of the uterus (endometrium) is composed 
of special. cells and is richly supp1.iedl with blood. 
The fertil..zedc egg embeds in thi.s lining. If 
the egg does not embed, thie lining is shed monthly 
(menstruation). During pregnancy, tie uterus 
expands with the growing foetus. 

5. 	 Cerv Lx 

The cervix is the l.owest part of the uterus. It 
is the uterine opening into the vagina. The male 
sperm enters the uterus through the ccrvix and tile 
fetus leaves the uterus through the cervix. A 
non-pregnant cervix is very firm, smooth and pink 
in colour. A pregnant cervix is soft, smooth 
and bluish in colour. 

6. 	 Vagina 

The 	 vagina is a canal which extends from the 
perineum to the cervix. It lies behind the 
bladder and in front of the rectum. This canal 
is entered by the male penis during intercourse. 
This is the canal through which an .infant 
passes at birth. 

7. 	 Labia 

The labia are the lips that surround the external 
entrance to the genital urinary tract in a woman. 
There arc two sets of labia. The inner set (labia 
minor) is more discrete and narrow and the outer 
set is broader and fuller (labia major) 

B. 	 Physiolocjy of Female Reproductive Organs 

1. 	 Menstrual Cycle 

2. 	 Normal Changes o' Pregnancy (See Antenatal Care 
ModuL ") 

C. 	 Anatomy of Female Breasts 

Breasts are located in the subcutaneous layer of the 
chest wall. They are milk-secreting glands. The 
surface openings containing the milk carrying ducts 
is called a nipple. Breast glands are embedded in 
fat 	tissue. (Figure PR 2) 



Figure II? of-inatomj 
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D. Physiology of Female Breasts 

During pregnancy, the breast undergoes certain changes
 
which prepares it for milk secretion (lactation). 
At birth, hormone changes occur which begin milk 
secretion. The sucking of an infant improves milk
 

production.
 



DIAGNOSTIC SKILL
 

PELVIC EXAMINATION
 

Supples
 

1. A good light source (flashlight or lamp)
 

2. A sterile speculun
 

3. A pair of surgical gloves
 

4. Lubricant jelly
 

5. An examining table or bed
 

Purpose of the Procedure
 

The purpose of the procedure is to examine a woman's
 
reproductive organs.
 

Steps in Procedure
 

Preparation: 

First, describe to the woman the examination you will
 
perform and explain the reasons for the exam. Then,
 
ask the woman to pass urine so that her bladder will be
 
empty. Then have the woman remove her clothes from the 
lower part of her body. Thu woman should lie on an
 
examining table with her legs apart and knees bent
 
(lithotomy position) . (Figure PR 3) 

The nurse clinician washes her hands and puts on clean 
gloves.
 

As you do each step of the exam, tell the woman what you
 
are going to do before you do it. Ask her to tell you
 
if any part of the procedure is painful to her.
 

Figure P1? 3 - Li thetoiun1 
Position: Ihere you a,,ea 
the correct lithotomy 

position. 

IT
 



Part 1 - External Examination: 

Using the left hand, spread the labia a-art and observe 
the genitalia. Look for any abnormal signs, discharge, 
lacerations, or £we]lings. 

Part II - Speculum Examination: 

Keeping the labia separated with the left hand, take the 
specului in the right hand and gently insert it into the 
vagina. Move it into a position which will allow it to 
be opened easily. Arrange the light so that you can see 
inside the vagin . If the cervix is not visible, adjust
the speculum by closing it and changing its position 
until it becomes visible. 

Observe the cervix. In a woman who has never had a child, 
the cervix will be 1i to 2' cm in diameter, pink, smooth and 
firm. In a woman who has had babies, the cervix and 
centre opening will be larger and possibly darker in colour. 
Look for any abnormalities on the cervix - discharge, 
colour, irregularities, bleeding, IUD strings, erosion.
 

Observe the vaginal walls. The vaginal walls should be 
pink and firm with ridges. They should have a moist 
appearance. Look for any abnormalities on the vaginal 
walls - colour, discharge, tears. 

Remember all oF the normal and abnormal findings
and then gently close the speculum and remove. 

Part III - Bimanual Examination: 

The examiner puts the speculum aside and puts some 
lubricant jelly on the index and middle finger of the 
right hand. These fingers are gently inserted into the
 
vagina until the cervix is located. 

In the centre of the cervi-:, there is a dimple. If the 
cervix is closed, the examining finger will not enter 
this dimple. If it is open, the fingertip will go inside 
the cervi -:. The examiner should not allow the finger to 
actually enter the cervix. The two inserted fingers are 
placed under the cervix to keep it in place. 

The left hand is placed on the lower abdomen and presses 
downward. This procedure locates the uterus between the 
two hands (bimanual). A normal uterus feels about the 
size of a lemon. After noting the size, gently and 
slowly wiggle the uterus. Normally, the uterus should 
move easily without causing pain. While keeping the 
left hand on the abdomen, move the inside fingers to 
either side of the cervix.
 



This allows you to feel the sides of the pelvis that 
contain the Fallopian tubes and ovaries (adnexal areas). 
The ovaries are difficult to palpate. They are normally 
almond-shaped and freely movable. Abnormalities that 
might be noted during the himanua], exam are tenderness on 
uterine movemownt:, adnexa. tenderness, enlargemlent of the 
uterus, a in adnexal areas. Aftermass the these
 
findings are mentally recorded, remove your hands from
 
the position. Ask the woman to re-dress.
 

Part IV - Recording 

Remove your gloves and immediately record your findings. 
After recording your finditngs, explain them to the woman. 

PELVIC EXAM CIIECIKLIST 

a. Record "N" if Normal. 
b. Describe if abnormal. 

External Genitalia: 

Clitoris and .abia
 

Urethral open ing
 

1e rine iiiii 

Vac! ma 

Discharge Bleeding 

Speculum:
 

Cervix - colour discharge 

open or closed bleeding 

irregul.arities 

Vaginal walls - colour tears 

discharge 

Bimanual:
 

Uterine size
 

Tenderness of Uterine Movement
 

Adnexal masses
 

Adnexal tenderness 

Pregnant Yes No
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REVIEW QUESTIONS
 

1. 	How would you explain the pelvic exam to the woman?
 

2. 	Identify each of the female organ parts by placing
 

the number from the drawing next to the correct name.:
 

uterus
 

urethral opening
 

____vagina
 

'/ ovaries (2)
 

/I- tubes (2)
__,fallopian 


3 1_ 
 cervix
 

labia
 

anus
 

3. 	Describe the function of the following reproductive
 
organs.
 

a. 


b. 


c. 


d. 


uterus
 

fallopian tube
 

ovary
 

vagina
 

4. 	Name the three parts of the pelvic examination.
 

a. 

b. 

C. 



STUDENT GUIDE 

BREAST PROBLEMS 

I. 	 Entry Level Skills and Knowledge 

Before starting this unit, you should be able to 
explain the anatomy and physiology of the breast. 

Skill: Physical examination of the breast. 

II. 	 Objectives 

Using the information and experiences provided by
 
the 	 instructor and the module text, you will be 
able 	to:
 

1. 	 Identify and differentiate the physical signs
 
associated with breast problems. 

2. 	 Demonstrate breast examination technique.
 
3. 	 Use the diagnostic and managment protocols as
 

guides to identification and management of
 
breast problems:
 
a. 	 Inverted or flat nipples,
 
b. 	 Nipple cracks,
 
c. 	 Breast abscess,
 
d. 	 Breast lump.
 

4. 	 Recognize the physical exam discriminations
 
listed for breast problems.
 
a. 	 Flat and inverted nipples, 

b. 	 Nipple cracks, 
c. 	 Breast lumps, 
d. 	 Breast abscess.
 

5. 	 Describe the management of the above-mentioned
 
conditions.
 

III. 	Evaluation
 

Upon completion of the module, you will be assessed
 
on:
 

1. 	 Knowledge: Written test based upon contents of
 
unit in module text. Acceptable
 
performance, 80%.
 

2. 	 Skills: Use of protocols.
 

IV.. 	Activities you will be participating in to complete
 
the unit objectives:
 

1. 	 Read module text, Breast Problems, and answer
 
review questions.
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2. 	View slide presentation based on breast related
 
problems specified in module text.
 

3. 	Participate in large group discussion of subject
 
material presented in module text arid slide
 
presentation.
 

4. 	 In small group setting, participate in case
 
study analysis exercise, using protocols and
 
module text as guides to diagnosis and
 
management. 

5. 	 In large group setting, student Erom each
 
group presents findings of the group.
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DIAGNOSTIC SKILL
 

FEMALE BREAST EXAMINATION
 

Supplies
 

Folded towel or flat pillow
 
Drape
 
Well-lighted room
 

Purpose of the Procedure
 

The purpose of the breast
 
examination is to detect 
structural abnormalities
 
of the nipple, lumps, 
growth, or thickenings in
 
the breast or underarm
 
area. 

Steps in the Procedure m,. 1? 1 

The purpose of the exam­
ination should be ex­
plained to the woman and 
her consent obtained. 
Then she should be asked 
to remove her clothing 
to the waist. 

Part 1 - Seated
 

Initially with the
 
patient seated, arms at
 
her side, facing the
 
examiner, the breasts
 
are observed to see Pi;j.pc PIl ? ­
that they are equal in 
colour, size and shape
 
(Figure 1). Also to be
 
noted 's if there is
 
any puckering or dimp­
ling of the skin or in­
dentation of the
 
nipples. This visual
 
scan is repeated, with
 
her hands on her hips
 
(Figure 2) and with
 
her arms raised over
 
her head (Figure 3).
 
(If breasts pendulous,
 
palpate breasts by placinq
 
one hand under the breast
 
and the other on top ­

bi-manually- )
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Part 2 - Reclining on a Flat Bed
 

First examine the nipples.
 
Observe for size,
 
fissures, inversion.
 
Also examine for lactation
 
or bleeding. Ask the
 
woman for any history
 
of bleeding and, if
 
positive, request her
 
to demonstrate by
 
milking the nipple 
area. 

Next place the folded towel under the shoulder on the 
same side as the breast to be examined. Position the
 
patient's arm on that side so as to permit it to rest
 
comfortably over her head (Figure 4). By thinking of
 
the breast as a clock, start at the top of the breast, 
or 12 o'clock with the flat of the fingers, moving from 
the outer portion of the breast toward the nipple, using
light circular movements. Cover the entire breast in 
this manner. 

Then,with the arm down at the patient's side, examine the 
tissues of the breast which extend into the armpit, or 
the axiliary region ... also feel for lymph nodes in this
 
area.
 

The examination is then repeated on the other side,
moving the folded towel first under the other shoulder, 
with the arm raised over the head as before.
 

At completion of the examination, ask the woman to dress 
and tell her you will explain your findings.
 

Recording
 

Record your findings using a sketch and discuss them with
 
the woman. Always remind the woman to come 
in for a check­
up if she suspects any lump and other changes in her breasts.
 

Breast Examination Record:
 

a. 
b. 

Record "N" if normal. 
Describe if abnormal; 
abnormality. 

Nipples R-

L­

use diagram for locating 

Breasts R-

L -

Axillae R-

L­
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REVIEW QUESTIONS
 

1. What is the purpose of a breast examination?
 

2. List the positions the woman should assume for 

examinacion of the breast and the examination 

performed in each. 

the 

3. What part of the hands should 

palpation of the breasts? 

be used for 
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BREAST-RE'LATED PROBLEMS 

INVERTED OR F-LAT NI PPLES 

General Considerations 

This is a flattening or turning in of the nipple which 
makes it difficult or impossible for tile infant to suckle. 

Clinical Picture 

The 	 nipple is either flat or turned in and no symptoms 
are related to the woman. The infant has difficulty
 
suckling. This should be diagnosed during pregnancy

but may be found while investigating a feeding problem
 
of the infant.
 

M anagelmlen-t 

I. 	 If found during pregnancy, the nipple should be
 
nassaged and rolled outwards daily.
 

2. 	 If it is found as a feeding problem, massage of tile
 
nipple before each feeding should be demonstrated
 
and taught to the imother.
 

NIPPLE CRAC I.I;
 

General Considerations
 

During breastfeeding, cracks in the nipple may occur.
 

Clinica] Picture 

..ie nipple is tender. Visible cracks and blood may be 
present. This is painful to the mother when breastfeeding. 
Cracks may allow bacteria to enter the milk ducts and 
cause a breast abscess. 

Managemen t 

1. 	 The infant stiould not he allowed to suckle for 24 
hours. The milk should be manually expressed and 
fed wi :h cup and spoon :o the in fant during this period. 

2. 	 The nipples :hould be exposed to sunlight for 20 
minutes t: i-e limes a day. 

Comli -cation011S
 

If an abscess occurs, follow the abscess protocol.. 

Prevent i.on 

Toughen the nipples during the last two months of 
pregnancy by massaging the nipples daily with cold 
water.
 



17 

BREAST ABSCESS 

General. Considerations 

This is an abscess that is located in the breast tissue.
 
It is a painful condition for the woman but will not harm
 
the suckling infant.
 

Abscesses may be preceded by nippl.c cracks which allow
 
bacteria to enter the mi].k-secreti.ng glands.
 

This condition occurs during breast-fee:ding but is ui;conmmon. 

Clinical Picture 

The woman presents with pain and swelling in one breast. 
The swelling is usually warm, tender, firm and reddened. 
She riay have fever and feel generally il.l. If this 
condition progresses, the swelling may develop a soft 
contre surrrunded by a firm red area. This soft centre 
may point and b)urst open reloeasing a large amount of pus.
When this occurs, the pain and fever will disappear, but 
the breast will have a deep open sore with a purulent
exudate. 

Managemn nt 

Initial:
 

1. 	 Wet, hot packs should be applied to the swollen 
area for 15 minutes three times a day. 

2. 	 Breastfceding should bU continued so that the 
breast is emptied of milk regularl.y. 

3. 	 Ampicillin - 2 cap. (500 mg) four times a day 
for 5 days. Check for history of sensitivity 
to penicillin. 

4. 	 If the abscess has a soft centre, prepare the 
patient for an incision and drainage of the 
Ibscess . Manage i.s described in Pat-ient 

Management Ski]lls. 

5., 	 If the woman enters with a draining abscess, manage 
as you would an infected wound:
 

a. 	 Soak the wound with sterile warm saline 
solution for 15 minutes three times a day.

b. 	 Continue breastfeeding. 
c. 	 If hole very small, (insufficient drainage), 

enlarge the hole. Give Ampicillin as in 3. 

http:mi].k-secreti.ng
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BREAST LUMP
 

General Considerations
 

Lumps in the breast may occur at all ages. They often
 
are benign but may be malignant.
 

Clinical Picture 

A firm lump is found in one of the breasts by the woman 
herself or the nurse clinician. it is discrete and non­
painful. If it is a malignant lump found in a later 
stage, it may be attached to the chest wall or the skin. 
If attacLed to the skin, it will cause a dimple. It may
be associated with enlarged lymph nodes under the arms. 
It may also be associated with hleeding from the nipple. 

Management 

In all cases of non-painful breast lump, the patient 
should be referred to a physician. 

Prevention
 

1. 	 Early detection and treatment of breast lumps may 
decrease the high death rates associated with cancer 
of the breast. 

2. 	 Women should be encouraged to report any lumps 
regularly.
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REVIEW QUESTIONS 

i. Why are a mother's flat or inverted nipples a 
problem to the newborn infant? 

2. 	 Cracks in the nipple may occur during breastfeeding. 
What is a complication of this condition? 

3. 	 Describe the clinical findings of a breast abscess. 

4. 	 A mother with a 3-month old baby coues for treatment 
of a drain in (Fnr 3 days) breast abscess. Exlain 
the man aqm n .. 
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STUDENT GUIDE 

ANAEMIA, TOXAEMIA, DIABETES AND HEART DISEASE
 
IN PREGNANCY
 

I. 	 Entry Level Skil].s and Knowledge 

Before starting 	 this unrit, you should be able to: 

1. 	 Describe the pathophysi.logy associated with 
anaemia. 

f
2. 	 Describe MLIe c.in icil pict-uLre o3 the anaemic 
patient. 

3. 	 Describe tie diet .oi: the anaemic pati.ent. 
4. 	 Describe tlhecl.inicaL picture and management of 

a diabetic patient. 
5. 	 Describe the clinical picture and management of 

a pati.nit in congestive heart failure. 

II. 	 Objectives 

Us:i.ng the informnation and experiences provided by the 
instructor and the module text, you will be able to: 

1. 	 Describe the signs, symptoms and managemen t of 
the [ati-ent with iLanacinia, tomaemia, diabetes or 
heart disease of pregnancy. 

2. 	 Identify and manage the patient with toxamia, 
anaemia, diabetes or heart disease of pregnancy, 
using protocols as guidelines for diignosis and 
management. 

3. 	 Describe the complications of anaiunia, toxaemia, 
diabetes and heart dise.ase of pregnancy. 

4. 	 Demonstrate the use of nutrition flip charts in 
patienL education. 

II1. 	 Evaluation 

Upon completion 	of the module, you will be assessed on: 

a. 	 Knowledge: Written test based upon contents of 
unit in module text. Acceptable 
performance, 80. 

b. 	 Skill].: Patient education (flip charts; 
nutrition dring pregnancy). 

IV. 	 Activities you wi.l be partici.lpaLng in to complete 
the unit objectives. 

1. 	 Read module text on Anaemia, Toxaemia, Diabetes 
and Heart Disease and answer review questions. 

2. 	 Participate in large group discussion of text 
material. 

3. 	 Practice using p rcotocols for diagnosis of anaemia, 
toxaemia, diabetes and hearI:t disease of pregnancy. 

4. 	 Discuss case studies. 
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ANAEMIA IN PREGNANCY
 

General Considerations
 

Anaemia is a condition of reduced haemoglobin content in 
the blood. In pregnancy, anaemia may be caused by a lack of
 
sufficient iron and folic acid in the food eaten by the
 
woman. Because of the growing foetus,the amount of iron
 
and folic acid needed is increased above normal.. Frequent
 
pregnancies and bleeding related to abort.ions and the
 
delivery process lead to an even greater need for i.ron, 

Anaemia in pregnancy is a very common condition. Some 
culturally related food taboos may lead the pregnant or
 
lactating woman away from eating foods with high iron and
 
folic acid content.
 

Clinical Picture
 

The anacmic pregnant woman usually presents wi th tiredness
 
and weakness. She is often unable to do her regular work.
 
If the condition progresses, she may become short of breath
 
while doing physical labour. She looks pale. Hler con­
junctiva and buccal mucosa are pale. The palms of her
 
hands are )ale compared to your own.
 
If the condition progresses, she may begin to have the signs
 
and symptoms of congestive heart failure.
 

Management-


If the woman is anaemic but does not have congestive
 
heart failure:
 

Start iron and foic acid daily supplements and
 
continue treatment for two months after the delivery. 

Ferrous sulfate - 1 tab (300 mg) three times a day 
or Ferrous fumarate 200 mg three times a day.
 

Folic acid - 1 tab (I mg) daily
 

If the woman has signs of shortness of breath at rest, 
prominent neck veins and ankle oedema, refer to a physician. 

If the woman cannot be referred, treat congestive heart
 
failure as directed (in Module) and treat anaemia with
 
iron and folic acid as above.
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Prevention
 

1. 	 All pregnant women should be seen in a prenatal 
clinic. 

2. 	 All pregnant women should receive supplemental iron 
and 	 folic acid. 

Fe rrous sulphate - I tab (3O0 mq ) three times a day 
Folic acid - 1. tab (I mg) daily 

O)R I"er ro u S funaratc. 200 my
3. 	 Women i n the chi ld-bearing years shoul.d be encouraged 

to cat green leaf. vegetables dily. 

d. 	 Commni ty educati.on should include a recognition that 
a woman when pregnant requires more food for the 
proper development of the -outus. 
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REVIEW QUESTIONS 

1. 	 Anaemia is a common condition seen during pregnancy.
Name the two nutrients which cause anaemia that are 
insufficient in the woman's diet. 

a. 

b. 

2. 	Cultural food taboos may lead to increased anaemia.
 
Give an example of such a taboo in your community. 

3. 	 Describe the usual clinical picture of an anaemic 
woman. 

a. 	 Usual complaints: 

b. 	 Appearance: 

c. 	 Possible complications: 

4. 	 What is the treatment and the prevention of anaemia 
of pregnancy? (Check one.) 

1. Rest 

2. Iron and folic acid supplements 

3. Treat heart failure 

4. Community education 



TOXAEMI.[A OF PREGNANCY 

General Considerations 

Toxaemia of.pregnancy i.s a s:cius10 di.sea se that occurs i.n 
some women during pregnancy . Its caiuse is unknown. It: 
is commonly seen duri.ng the .ast three months of pregnancy. 
It can be do ugerous to the l i.fe of the foctus and the 
mother . It Its :eon ma7inly with First pregnancies. 

Clinical Pi.c tn-c: 

Early :s;ins of t1his; cnondi, ni.ninclude an .i.ncveas.in l)ood
 
pressure or cabi.ond pressur17e of 1,10/90 or ibove, and pre­
tibLal, oedema. These s1ign:s may he found in an antenata]
 
examination. As tho di.ease progcrses , symptoms of
 
headache and s1ot-s in 17otnt of the ey(es occur. Lote:,
 
nausea lnd '2O11i. andi con vu's1.itn;
ons may occur. When the
 
convul sions ()ocur, this condi ion is called eclampsia.
 
Ecl.amp.;ia may he fatal for the too tus; and the mother.
 

Mian agement.1 1
 
Initial:
 

1. 	 if a prgnant woman ha:s nedema and a blood pressure of
 
],14)9 or above or a sudden 1 ise n blood pressure, she 
should be referred to a phy;ician . 

2. 	 Any addi.t.iin a] symptoms o1r signs such as headaches, 
spots in front C)f the eyes, nausea and vomiting should 
be mana(pjd by biazipam (Vali.um) 20 mg IM and
 
il'lii-ci.miate roee 7ral]to h pi tal.
 

.onpl.ic t-:ia n (l:1- amps .i.a 

If th, pat Pm t is :;een vh i.e con vui.]:i ng , a physician sh ].d 
be cal.led e11(1 t.e,-itment begun. Arrange fora 1rKen(j eiicy 

imelldi. a te re,>.fer.l to hos pi tal. 

Eie anaegeii:ment:-In C
 

1. 	 Turn on her sidIe to p 1event aspiration of vomited 
ma ter1i.a 1. 

2. 	 Keep quiJit_ atiFn a om)011 bedrest. 

3. 	 DLazipam (Valiu1n) I.n mg (2 M1L) IV very slowly, 
followed i F iii es tiv'' il 1(0 ni n utes by Diazipam 10 mg 
IV ver slowl.My abe re peated in 10 minutes IF 
CONVULSIONS CONTI.NUtE . 

'4. 	Entco,.lraiy earl y deli',ver7y by r7u1pture o0f the m11em1brtanes. 
The delivei ry of the infFant seems to end the disease 
proces;s. Cnnvu].:ion:; may occur after the delivery 
of the infant but the conditi.ton ofte:n gradually 
improves. Prepare to de1.iver a depre ssed infant. 

http:slowl.My
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Prevention
 

Good antenata]. care will decrease deaths due to toxaemia. 
If a woman has a history of toxaemia or any of the signs 
and symptoms of toxaemia, she should be considered a high 
risk mother and b.2 referred to a physician for examination 
and to a hospital for delivery. 

REVIEW QUESTIONS 

1. 	 What j- the cause of Lcxaemi-a of pregnancy?
 

2. 	 Mark three (3) important signs and symptoms of toxaemia.
 

a. 	 bleeding
 

b. 	 blood pressure of 140/90 or above
 
c. 	 fever
 
d. 	 headache
 
e. 	 swelling of the ankles
 

3. 	 Eclampsia is the serious complication of toxaemia.
 
What is eclampsia and how should it be managed?
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HEART DISEASE AND PREGNANCY
 

General Considerations
 

Pregnancy causes an incroased demand of work from the
 
heart. The physical stress of labour, delivery and
 
the 	physiological strain immediately after delivery
 
demand extra work from the heart. The peak demand
 
occurs at about 5 to 6 months and again during the
 

delivery.
 

Clinical Picture
 

A woman with known rheumatic heart disease or congenital 
heart disease becomes pregnant and at 5-6 months of 
pregnancy shows mild signs congestive heart failure, 
shortness of breath, and oodema. (See Respiratory & Heart 
Module.) If the woman is anaemic, the heart failure
 
signs are more marked.
 

Manaement 

Any pregnant woman with suspected heart disease should
 
be referred to a doctor for management. A hospital
 
delivery is mandatory and a therapeutic abortion should
 
be considered to protect the life of the mother.
 

Prevention
 

1. 	 Early diagnosis during an ani:-natal exam and referral. 
with prompt correct management can prevent maternal 
mortality. 

2. 	 Early and specific treatment of streptococcal
 
pharyngitis will prevent rheumatic heart disease.
 

3. 	Prevention of anaemia with ferrous sulfate and
 
foli.c acid will eliminate further worsening of
 
symptoms seen with associated anaemia.
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DIABETES AND PREGNANCY
 

General Consideraition:; 

Changes in the mtabolics of carbohydrates 
and fats
 

during pregnancy complicate the 
management of diabetes.
 

mortality are significantly increased. 
Maternal and Qwot-o 

Clinical Picture
 

to ,nanaqe.
 
woman with known diabetes becomes 

harder 

A 

sugar (hypo,;iycaemi)
Thu blood sugar rises, low blood 

Associated

easi ly and cIfiu, uay occur.

OCCUIrS more 
in vision and the kidneys can 

become
 
diabetic changes 

more marked.
 

urinary tracL infection, skin infections,

as
Infections such 


are more common. Toxaemia is seen more 
and vaginitis 


as well is prematurity.

commonly. IlydramniOs may occur 


born tc diabetic 
are more common and babies

Foetal deaths to non­
often often larger than those born 
are more 


Congenital abnormialities are more frequent.

women 

diabetic women. 


Manaaemeln t 

Any woman with known diabetes who becomes 
pregnant should
 

Her delivery
to a physician for management.
be referred 

a hospital and delivery should occur
 should be handled in 


2 to 4 weeks before term.
 

Prevention
 

to prevent

Therapeutic abortions may be considered 


maternal deaths.
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REVIEW QUESTIONS 

Match the disease with the sign/symptom. 

Identify the disease with the following signs/symptoms.
If the siqn/symptom is found :.n a pregnant woman with 
heart disease, place an a in front of the sign/symptom.
If tle sign/symptom Ls found i.n a pregnant woman with 
diabetes, place t _), if i1ot: found in either heart disease 
or diabetes, place a c. There moreare than one answer 
F some of the signs and symptoms. 

a. Heart disease and Pregnancy 
b. Diabetes and Pregnancy 
c. Neither disease 

1. Increased maternal mortality 

2. Increased foetal mortality 

3. Should be delivered at home 

4. Should be delivered in a hospital 

5. Associated with hydramnios 

6. Associated with congestive heart failure 

___ 7. Therapeutic abortion may be considered 

8. Traditional birth attendanLs handle well 

9. Nurse clinician handle well 

10. Urinary tract infections are more common 

11. Anaemia makes worse 

12. Seen with known rheumatic heart disease 

13. Seen only in multipara 

14 . Seen only in primipara 

15. May have history of foetal death 
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STUDENT GUIDE 

BLEEDING DURING PREGNANCY, ECTOPIC PREGNANCY,
 
SEPTIC ABORTION, PUEIPERIAL SEPSIS,
 

INTRA-UTERINI: FET'A, DEAT"II
 

Entry Level 	 Skills and Knowledge: 

Before start:-ing hLbis unit:, you should be able to: 

1. 	 D)escriibe the signs, symptoms, and complications 
of bleeding. 

2. 	 Discus:; [he management of bleedintg/shock. 
3. 	 Iden ti fy/descrile s.igns, symptoms, and comn­

plkcai~tions. of :;,.psis.' 

Skills - Start IV; Pelvic exam. 

II. Objective:; 

Using the i.nf: olr-maLion and experience:; provi.ded by 
the .ins tructo r And the module text, you will be 
able to: 

1. 	 Demonstrate the use of diagnostic and management 
protocols as guides to identification and manage­
ment of haemorrhage, ectopic pregnancy, septic 
abortion, and puerpera]. sepsis, 

2. 	 Recognize the physical exam di scrimination of 
haemorrhge in pregnancy, ectopic pregnancy, 
blood loss related to shock, septic abortion and 
puerperal .sepsis, 

3. 	 Differenti.ate between a closed vers us an opened 
cervix, and a pregnant versus a non-pregnant 
cervix, 

d. 	 Identify intra-uterine death, 
5. 	 Describe the procedures for management of the 

above-mentioned conditions, 
6. 	 Differentiate between complete versus incomplete 

abortion, and tissue versus clots. 

III. Evaluation 

Upon completion of the module you will be assessed on: 

Knowledge: 	 Written test based upon contents of unit 
in module text. Acceptable performance, 
80%.
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IV. 	 Activities you will be participating in to complete
 
the unit objectives:
 

1. 	 Read module text and answer review questions.
 
2. 	 Participate in large group discussion of subject
 

material.
 
3. 	 In small group setting, analyze and solve case
 

studies provided by instructor, using protocols
 
as guides to identification and management. 

4. 	 In large group setting, present and discuss 
analyses and solutions to case study problems. 



31 

BLEEDING DURING; EARLY PREGNANCY 

General Considerations 

Bleeding during early pregnancy tless than 20 weeks) i.s
 
a serious threat to the life of the 'T v.I and may be a
 
serious threat to the mother's lifu.
 

Bleeding during pregnancy is a sign that something is 
wrong with the develepmen t of the Qwetw:, in the uterus. 
In early pregnancy, thLsi.,; may be due to an abnormal.i.y 
in the oe. -,s 01r an abnormal i ty in the uterine environment. 

Clinical Picture 

In the early part of the pregnancy, the woman may have 
slight bleeding without pain. 

Pelvic examination shows a closed cervix wit h only 
slight bleeding. The uterus is en larged and signs 
of pregnancy are present. (Threatened abortion.) 

If this progfresses, cramping lewer abdolai.Lna and back pain 
may occur with open ing of the ce r vi: and expulsion of the 
!:, La:; (spontaneous abortion). 

If the is 	 expeled, bhlcding mayLo,,Lu:; incompletely con­
tinue for a longer period of time and may become severe 
enough to cause blood los; related shock. 

Pelvic examination reveals an open cervix, bleeding, 
clots and tissue. This is called an incomplete 
abortion. 

Manacemen t 

Initial: 

i. 	 At the first sign of bleeding, the patient should be 
kept at bedrest until the bleeding stops. 

2. 	 Mild sedation with phenobarbital 1 tab (?n mg) two 
times a day may be given. 

3. 	 Sexual intercourse should be avoided. 

4. 	 If his -', ry nF syp7hil.lis, VDRL should be done if possible. 
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Compli ca ti ons 
If bleeding profusely, clean the vaginal area.
Scrub and put on sterile gloves. Gently 
 insert
index finger into the opened 

your 
cervix. Place your otherhand on the abdomen supporting the Gentlyuterus. 

a circular motion stroke the inside 
in 

oF the uterus.Reassure the andwoman encourage her to breathe deeply
and relax. The remaining contents will be expelled

from the uterus as you remove your hand.
 
Give Ergometrine 0.5 IM,
mg Ampicillin 500 mgr 4 times 
a day X 5 days. Refer to a physician. 
If the bleeding is prolonaed and an incomplet-a abortion
is diagnosed, 
for 

the woman should be referred to a hosoitala curettage ,Loceiut-;. Cv" one ,,a Er(umetrine1 ampule (0.5 mq). IM before transf$er.
 
If the bl.odinc causes shock, treat as 
 an emergency andtreat for blood loss shock.y
 
In all cases of .incomplete abortion, 
 the nurse clinicianmust search for signs of fever or interference with thepregnancy. If found, this should he managed as a
 
septic abortion.
 

REVIEW QUESTIONS 

1. Explain the following: 

a. threatened abortion: 

b. spontaneous abortion: 

c. incomplete abortion: 

2. The management of bleeding during early pregnancy
should include (mark three): 

a. bedrust until bleeding stops
b. increase fats in food 
c. sedation with phenobarbital
d. no sexual intercourse 
e. increase physical exercise 

3. Name three serious complications which may be 

associated with bleeding early in pregnancy. 

a. 

b. 

C. 



33 

SEPTI]C ABORTION 

General Considerations 

This is a l.ife-threateninq incection that requires
 
emergency measures to save the woman's ].ife.
 

It is caused by the insertion of un.s teri.e material 
into the uterus. Thi.s is usua1ly done to induce an 
abortion. Unsterile ins; tlruments, sti c:s, wires or IUD's 
may have been inserted into the pregnant ut'erus. Since 
these objects were unclean, bacteria wore inseruted into 
the uterus and a ser1., us Ufcti. nccur rod]. If poor 
technique is used in a clin ic or hospital where induced
 
abortions arc parformed, sep; i can occur )ut: most:
 
commonly th isaoccurs in non-clinical]. s ituations.
 

Clinical. Picture 

The woman usually enters with fever, chills, mild pain 
in the lower abdomen and some bleeding from the cervix. 
Abdominal exam may show mild lower abdominal tenderness. 

Pelvic examinations often show a blood-tinged dis­
charge from the cervix. The pregnant-appearing 
cervix, bluish and soft, is often open and will. 
admit one fingertip. It may show sig ns of something 
having been forced through its opening. The uterus 
may be mildly tender and slightly enlargcd as if 
pregnant. 

The most serious complication is septi.c shock. The 
blood pressure is low, heart and respiration rates fast. 
If the woman comes in with the signs of septic shock, 
fast heart rate, fast respiration, chest pain, vomiting, 
abdominal distension and dehydration, they may be so 
severe that the slight bleeding is forgotten. It is 
important to consider septic abortions as a possibility 
and do a pel.vic examination. 

Managemen t 

.. 	During the pelvic exam, any foreign object remaining 
in the cervix should be removed 

2. Refer to the hospital 
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3. 	 If referral will be delayed, give antibiotics -

Streptomycin 1,ral InT daily fo' sevep days 
Procaine penicillin 1.2 million units IM daily 
for 	seven days.
 

4. 	Keep the patient in a semi-seated position with the 
pelvis the lowest part of the body so that the 
uterus drains. 

Complications
 

Septic Shock - Treat as a serious emergency. Follow 
the management guidelines. 

Blood loss and shock - Treat as a sericus emergency. 
Follow management guidelines in the 2mergency Module. 

REVIEW QUESTIONS
 

1. 	What occurs during an induced abortion which may
 
cause an infection?
 

2. 	Describe the findings of a pelvic examination for
 
septic abortion:
 

a. 	cervix
 

b. 	uterus
 

3. 	What antibiotics should be given in the management
 
of septic abortion?
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ECTOPIC PREGNANCY
 

General Considerations
 

This is a l.ife-threatening condition of pregnancy. It 
occurs when the ferti.lized egg implants and begins to 
grow outside the uterine cavity. Most of these ectopic 
pregnancies are located i n the fallopian tubes. Since 
the fetus cannot grow FuL.ly there, it separates and often 
causes severe internia], haemorrhiag. Ectopic prLgnancies 
occur about one out of overy 200 pregnancies. 

Clinical. P icture 

Menses or li,-ght bleeding for days or week;. This is
 
usually followed with heavier bleeding. Pelvic pain
 
is usually present and may be sudden and seve:e. The
 
lower abdomen may be tender and swollen to palpation.
 
The woman o t-en fe s .;hc'w is p renin-.
 

Pelvic exa;nntina n shoul.d c ,.y i.ncl de the spe Iuumiexam 
and not the bl.itiar .l.. 

Pelvic examination will reveal a pregnant-appearing
 
cervix with some bleeding from the opening but the 
opening is usually closed. Caution is necessary 
because a rough pelvic exam may cause increased in­
ternal haemorrhage. 

Low blood pressure and a shock-like picture may occur
 
because of b.eeding into the abdomen or pelvic areas.
 
If the bleeding is slow, the shock-like picture will not
 
be present, but if acute it may be an overwhelming
 
picture of shock with low blood pressure, weak-fast
 
heart rate, clammy skin and unconsciousness.
 

Management
 

Initial:
 

If an ectopic pregnancy is supected, the patient
 
should be immediately referred to a hospital.
 

Complica tHopi 

If a shock-like picture occurs, the patient must be
 
treated for shock while she is transferred to a hospital

which can give blood transfusions and handle the problem.
 

1. 	Elevate the logs.
 

2. 	Keep the patient warm.
 

3. 	Start an IV with an 18 gauge needle and give
 
1,000 cc normai saline while transporting to
 
the hospital.
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REVIEW QUESTIONS
 

1. What is an ectopic pregnancy? 

2. Describe the clinical picture 
Remember these factors. 

Menstrual history 

of an ectopic pregnancy. 

Pelvic pain 

Pelvic exam 

Serious complications 

3. H1ow should a nurse 
ectopic pregnancy? 

clinician manage a suspected 
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BLEEDING DURING LATE PREGNANCY 
(ANTEPARTUM IHAEMORRIIAGE) 

General Considerat:ions
 

Bleeding duri.ng late pregnancy is a serious threat to
 
the life of tlhn ftous and the Life of the mother.
 

The bLeedi, is 01 ton due to the placent:i bei.ng attachced 
over the moth 0of the uttru (Ip.acenta prtvia). As 
adjustsne aret Pf ! ]C: rUno the cervix fo: delivery, 
this blood-Laden organ is sepa rated From its a ttachment 
and b]ieed i.ng occurs. AnotherL ca use of Late anteparturn 
bleecding is tie nail]. sepo[aration of the pl.aconta from70Tlithe 
uterus wal.. (abrui.tLo )l.acenta ). 

Cl inical P ictLure 

Tinc woman is 28 to 40O weeks preganl-t and bright red 
bleedi.ng occurs with or without as sociated .iabour pains. 

DO NOT DO A PELVIC EXAMINATION
 

DO NOT DO A RIECTAI EXAMINATION
 

When a pelvic or rectal examination is done, the examining 
hand or speculum may poke a hole in the placenta and cause 
severe haemorrhage. 

The uterus may become very hard, tense and tender. Severe 
haemorrhagce may occur as a complication with shock due to 
blood loss. Early labour and the bi.rth of premature in­
fant may occur, and sti.1.lbirthLbs are common. 

Manaqement 

Patients should be instructed to report any vaginal. 
bleeding at once. If hleeding occurs, the woman 
should be transfri:erd to the hospital immedi ately. 
Pelvic or rctal examination slhou.d not be done. 

Comllica Lions 

If sever.fe h aemorri.age occurs with impendi ng or actual 
shock, trea t b.ooi shock and to afor1 lo:ss irefer hospital 
quick ly. 

If early labour occurs, slock should be anticipated and
 
rleferral expedited. loweve1, the nurse clinician should 
be prepared for the delivery of a premature depressec 
infant. 

http:sever.fe
http:bleedi.ng
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REVIEW QUESTIONS
 

1. List two reasons 
pregnancy. 

1) 

for bleeding in late 

2) 

2. Why must a pelvic or rectal examination never 
done in bleeding seen late in pregnancy? 

be 

3. Outline the management for blood loss related shock. 
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PUERPERAL SEPSIS 

General Complications 

Puerperal sepsis is an infection of the reproductive tract 
that follow labour and delivery. It is seen often after 
premature rupture of membranes, prolonged delivery, or 
instrument or Vacuum Extraction delivery. It is caused 
by bacteria ascendinq through the vagina and into the 
uterine cavity. 

ClinicaL Pi.cture 

Fever occurs a few days after a delivery
 
Chills may be present but abdominal pain is usua.ly

minimal. The discliarqe from the vagina is foul
 
smelling.
 

Pelvic examination reveals that the uterus is 
tender to pa]l.pation and the blood-tinged dis­
charge is foul. srll].ing and may be urulent
 
in appearance.
 

If untreated, this ii fec tion may spread out of the pelvis

and cause a genoeal abdominal infection or may spread in­
to the blood stream. It may form an Abscess in uhe
 
pelvis.
 

Septic shock may occur. The signs of septic shock in­
clude fever or subnormal temperature with low blood
 
pressure, a fast heart rate and shortness of breath and
 
may progress to unconsciousness and death. This serious
 
comp]ication must be treated as 
 a medical emergency. 

Management 

Initial : 

1. 	 The woman should be placed at bed rest in a semi­
seated position so that the pelvis is the lowest 
part of the body and this allows drainage of the 
uterus. 

2. 	 Refer to a hospital if possible - if referral is 
not possible, or will be delayed, 

3. 	 Give antibiotics 

a. Procaine penicillin 1,20),000 "units IM every 
day 	 for 7 days.

b. 	 Streptomycin gm IM every day For 
7 days. 

4. 	 Fluids should be given by mouth until the patient 
is able to eat normally. 
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Complications
 

If a generalized abdominal infoction occurs, treat as
 

above, No.1 and No.2, but aca6 intravenous fluids.
 

a. 1,000 cc 5 strenqth Darrows in Dextrose 5% 

Given over a
 
24 hour period.b. 	1,000 cc 5% Normal saline 

If there is no improvement in 24 hours, or any signs of
 
deterioration, refer to a physician.
 

Septic shock is a serious emergency. Follow Emergency
 
Module management protocol.
 

REVIEW QUESTIONS
 

1. 	Puerperal sepsis is an infection of the genital
 
tract that occurs following
 

a. 

b. 

2. 	Describe the position a woman should be in while
 
being treated for puerperal sepsis and why.
 

3. 	List the two antibiotics that should be given and
 
the dosage recommended.
 

a. 

b. 

4. 	Name one serious complication.
 



INTRA-UTERINE FOETAL DEATHS 

General Consideration 

In the later stages of pregnancy, the foetus may die and 
remain in the uterus. This may be caused by some general
disease of the mother such as diabetes, syphillis or viral 
diseases. It may also be caused by some genetic abnor­
mality of the foetus or by some combined abnormality be­
tween the mother and foetus such as a blood incompatibility.
It may also occur as a result of an attempted abortion or 
accident. 

Clinical Picture 

The 	 woman is usually beyond five months of pregnancy.
She complains that the foetus has stopped moving or that 
she thinks that the foetus is not growing well. Abdom­
inal examination will reveal absent foetal heart tones. 
The foetal heart tones should be thoroughly searched for 
before determining they are absent. The uterus way be 
small for foetal age (see Antenatal Module).
 

if the foetal death is caused by an attempted abortion, 
an intrauterine infection may occur with fever, chills, 
and 	 signs of septic shock. 

Management
 

If uterine foetal death is diagnosed, the patient should 
be referred to a hospital. If signs of sepsis are 
present or signs of septic shock, treat as in Emergency 
Module and refer quickly to a hospital. 

REVIEW QUESTIONS
 

1, 	Mark three (3) signs and symptoms of intrauterine 
death: 

a. 	 bleeding d. high blood pressure 

b. 	 no foetal heart tones e. no foetal movement 

c. 	 anaemia 
 f. 	 small uterine size 
for 	age
 



STUDENT GUIDE 

PELVIC INFLAMMATORY DISEASE, VAGINITIS, CERVICITIS 

I. Entry Level Skills and Knowledge
 

Before starting this unit, you should be able to 
explain the anatomy and physiology of the female 
reproductive organs. 

Skills - Pelvic exam; history taking. 

II. Objectives:
 

Using the information and experiences provided by
the instructor and the module text, you will be 
able to: 

1. 	 Explain the pathophysiology associated with the 
following conditions: Vaginitis, cervicitis, 
pelvic inflamm :itory disease, 

2. 	 Describe the etiology, signs, symptoms, and 
complications of the above-mentioned diseases, 

3. 	 Demonstrate the use of diagnostic and manage­
ment protocols as a guide to the identification 
and treatment of vaginitis, cervicitis, and 
pelvic tnflammatory disease,

4. 	 Describe the procedure for management of these 
conditions, 

5. 	 Recognize and describe physical excm discrim­
inations of abdomina], tenderness and rebound 
tenderness.
 

III. Evaluation: 

Upon completion of the module you will be assessed on: 

Knowledge: 	 Written test based upon contents of unit 
in module text. Acceptable performance, 
80%. 

IV. Activities you will b,! ;articipi.-,in in to complete 
the 	unit objective:
 

1. 	Read module text on PID, vaginitis, and
 
cervicitis, and answer review questions.


2. 	Participate in large group discussion of text
 
material. 

3. In small group setting, students work on topic

given to them by instructor. They do the 
following: 
a. 	Develop a case study based on the disease
 

condition identified by the instructor. 
Include history, presenting complaint, 
findings and management (including patient 
education).
 

b. 	 In large grout setting, each group presents 
their case study to the class. 
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PELVIC INFLAMMATORY DISEASE 

General Considerations
 

This is often an infectious venereal disease that 
requires prompt treatment to avoid complications. 

It is caused by a bacterial infection originating in the 
vagina and spreading into the cervical canal, uterine 
cavity, the fallopian tubes and into the abdominal cavity. 

When the disease is caused by the gonococciis, it has boon 
spread from one infected pe'rson to another at the time of 
intercourse and is called ,.venereal disease. This 
disease can als;o be caused by organisms normally found in 
the rectum. 

Clinical. Picture 

The woman enters with marked generalized lower abdominal 
pain, fever, chills, and sometimes nausea and vomiting.
Tne abdomen is tender to palpation and rebound tenderness 
is present.
 

Pelvic examination reveals marked tenderness when 
the cervix is moved and may reveal a tender mass 
in the adnexal area. O ten pus is seen in the 
vaginal canal.
 

If this remains untreated, an abscess may form in the 
fallopian tubes or in the general pelvic region.
Intestinal peristalsis may decrease or stop (ileus) and 
vomiting become more severe. 

Pelvic Inflammatory Disease (PID) may become a chronic 
disease which is a painful condition which often is
 
associated with sterility because of the scarring that 
occurs in the tubes. 

Management 

Initial: 

After diagnosis, immediate treatment should begin. 

a. The patient should be placed at bed rest in a 
semi-seated position keeping the pelvis as the 
lowest part of the body. 

b. 	 Procaine penicillin -1.8 million units IM should 
be given in multiple sites on the first visit 
plus one gram of probenecid by mouth. 
(Check for sensitivity.) 

Then give Ampicillin 2 caps (500 rag) four times 
a day for 10 days. 
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Complications 

If an abscess is suspected, the patient should be referred 
to a physician. If immediate referral is not possible,
begin the treatment indicated above until referral is 
possible. 

If nausea and vomiting (ileus) are sivere, withhold fluids 
by mouth and provide .,000 cc 5% Dextrose in water and 
1,000 cc 51 normal saline daily until bowel sounds retuin. 
If the ileus lasts for more than 2,4 hours, refer to a 
physician. 

Prevention
 

1. 	 Intercourse with a man with known urethral discharge 
should be avoided. 

2. 	 Condoms used at the time of intercourse are helpful
in preventing the spread of venereal disease. 

3. 	 All sexual contacts of the woman with pelvic 
inflammatory disease should be examined when possible 
and treated with penicillin. 

Procaine penicillin 4.8 million units in multiple 
sites with Probenecid 2 tabs (I gm) by mouth. 

4. 	 This disease may be associated with other venereal 
diseases such as syphi].is. The patient and her 
contacts should be questioned about this and treated 
if a positive history is obtained. 

http:syphi].is
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REVIEW QUESTIONS
 

1. 	This condition may he caused by an organism called 
Gonococcus. If it is caused by this organism, it 
may be termed: (Mark 2): 

a. 	 a venereal disease
 

b. 	 a malignant disease 

c. 	an infectious disease
 

2. 	Explain the clinical picture of Pelvic Inflammatory
 
Disease. Don't forget:
 

a. 	 Immediate signs and symptoms -­

b. 	 Pelvic exam show ­

c. 	 Three complications: 

1)
 

2)
 

3)
 

3. 	The immediate management of uncomplicated Pelvic
 
Inflammatory Disease includes two components. 
Select the two. 

a. 	Give IV solutions
 
b. 	 Procaine penicillin, probenecid and ampicillin
 
c. 	Refer to a physician
 
d. 	 Bed rest with the pelvis low
 



VAGINAL AND CERVICAL INFECTIONS 
(VAGINITIS AND CERVICITIS) 

General Considerations 

This is a very common disease of women which may cause 
them much discomlfort and irri taLion. It causedis by
organisms which in fect the vaginal walls ­
a) non-spc. .ic, h) t richomonas, ) '.east, W gonococcus,
 

a. 	 The non-specif.Lic is tihe m:1o0;L common type. 

b. 	 The trichoumual. infyc tn is pread lack and forth 
between se::ual tL-tners al.tLhouI h the male usualLy has 
no symptoms . Ihe. I r ] lllho .unnsa ole-cu ..ledis 	 parasi.to. 

c. 	 The yeast i n fecti on may be moie commonly seen i n women
with diabetes, in omen on ora]. contraceptives, or 
pregnancy. 

d. 	 Gonorrhoea is ;prc-adl etwon su:.:1a] partners (See G,U 
Modu]e. 

Clinical Picturk2 

a. 	 In the non-speci.fic, the discharge may be white or
yellow and is often heavy and purulent. Perineal 
itching and burning on urination are often present. 

Pelvic examination - external genitalia may
show redness and discharge. The vaginal
walls may he swollen and covered with pus­
like discharge. 

b. 	 In trichomoniasi;, the vaginal dtscharge may be 
frothy and yellow yreenish in colour. There is

often a strong unpleasant odour. Perineal 
 itching
and burning urination is often present. 

Pelvic examination - discharge may he seen on 
the external genitalia. The vaginal walls 
may be swollen and bleeding. 

c. 	 Yeast infection - the vaginal discharge is white and 
thick. Perinea].. itchinq is oit n present and may
be severe. urning urination is common. 

Pelvic examination - external genitalia are 
reddened and thick white discharge is present.
The 	 vaginal wal].s are often rer~dened with white 
patches. 

The 	 most common complication of vaginitis is an infection 
of the cervix called cervicitis. The cervix becomes 
involved in the same i.nfection as the vagina. The 
symptoms are the same but pelvic examination will reveal 
this condition. 
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Pelvic examination - visualization of the cervix
 
shows a swollen, reddened cervix covered with
 
exudate. 
 Reddened and bleeding areas (erosions)
 
may be present.
 

The 	condition may become persistent despite treatment.
 

Management 

Vaginal suppositories contain a medication in 
a medium
 
which dissolves inside the vagina and provides 
a topical

medication to 
the 	vaginal mucosa. These suppositories
 
are placed inside the vagina by the woman with her finger.

After insertion, the suppository liquifies. She should
 
remain in a horizontal position for at 1east 30 minutes
 
after insertion. When up and about, some of the
 
medication will 
leak out and cause some staining of her
 
underclothing.
 

a. 	 Non-speci fic:
 

1. 	 Insert triple sulfa vaginal suppositories in the
 
moroing and in the evening for three days; 
 then
 
daily at night for four days.
 

OR 
2. 	Metronidazole (Flagy]) 200 mg (I tab) three times
 

a day for 10 days
 

b, 	 Trichomanl infection:
 

I. 	Give metronidazole (Flagyl) 2 gm (8 tablets) all 
at once at bedtime. 

2. 	Treat sexual partner(s) with the same dosage at
 
the same time.
 

3. 	Advise use of condom during intercourse until
 
both partners are free of the disease.
 

c. 	 Yeast infection: 

1.. 	 Give Nystatin vaginal suppositories. One in the 
morning and one in the evening for three days; 
then one daily at night for :vven days.

2. 	If she is on oral contraceptives, consider
 
changing her contraceptive.
 

3. 	If the woman has diabetes, give Nystatin and
 
treat diabets accordingly.
 

4. 	 If she is pregnant, refer to physician.
 

Complications
 

Cervicitis with erosion 
- if an erosion is present, a
 
repeat pelvic eamination should be done 
two weeks after
 
treatment. If the erosion is 
still present, the woman
 
should be referred to a physician.
 
Chronic - If the discharge and symptoms continue after
 
treatment is completed, the woman should be referred to
 
a physician for a microscopic examination of the discharge.
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REVIEW QUESTIONS
 

1. 	 Name three types of vaginitis and give the treatment 
for 	each.
 

a. 

Treatment:
 

b. 

Treatment:
 

C. 

Treatment:
 

2. 	Explain the management of a cervical erosion
 
associated with vaginitis.
 

In the use of vaginal suppositories, the following 
statements are true or false?
 

3. 	Vaginal suppositories are 
taken orally.
 

4. 	 Vaginal suppositories dissolve in the vagina. 
5. 	Vaginal suppositories contain specific drugs.
 

6. 	 Vaginal suppositories may cause staining of 
underclothing. 

7. 	 Vaginal suppositories should be inserted near 
lunch time. 

8. 	Vaginal suppositories are best inserted early in

the 	morning and late at night so the woman can 
rest for 30 minutes before walking about. 

9. 	 Vaginal suppositories are the treatment of choice 
for trichomonal vaginitis. 
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STUDENT GUIDE
 

"OTHER" PROBLEMS
 
(Cancer of Cervix and Uterus, Dysmenorrhoea
 

Menopausal Associated Problems, Fibroids, Ovarian Tumour)
 

I. 	 Entry Level Skills and Knowledge:
 

Before starting this unit you should be able 
to:
 

1. 	Explain the normal anatomy and physiology of
 
the female reproductive organs,


2. 	 Discuss the clinical picture and management of
 
the bleeding/shock patient.
 

Skill - pelvic exam.
 

II. 	 Objectives:
 

Using the information and experiences provided by

the instructor and the module text, you will be
 
able to:
 

1. 	 Use diagnostic and management protocols 
as a
 
guide to tho identification and treatment of
 
"other problems".
 

2. 	Describe appropriate management.
 
3. 	Recognize the physical exam discriminations
 

for "othei problems"
 
4. 	 DemonstraL che use of the protocol in dis­

criminating among problems of reproduction and
 
pregnancy in the clinic.
 

5. Perform the management skills in the clinic.
 

III. 	Evaluation:
 

Upon 	completion of the module, you will be assessed
 
on:
 

Knowledge - Written test based upon contents of
 
unit in module text. Acceptable
 
performance, 802.
 

IV. 	 Activities you will be participating in to complete
 
the unit objectives:
 

1. 	 Read module text on "Other Problems" and answer
 
review questions.
 

2. 	 Participate in large group discussion of "Other
 
Problems"
 

3. 	 In sma].l group setting, use diagnostic and case
 
studies protocols to identify and manage
 
specified conditions.
 

I. In large group setting, (in role-playing form)
 
present the solution of the group (including
 
patient teaching) to the rest of the class.
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DYSMENORRHEA 
(MENSTRUAL CRAMPS) 

General Considerations 

Pain with menses is a common complaint during adolescnce 
but 	may occur at any age. It often has no known cause. 
However, rarely it may be caused by a foreign body in the 
uterus such as a polyp or IUD. It may also be due to an 
unusual condition in which the uterine lining (ei.dometrium) 
spreads outside the uterus, (endometriosis). 

Clinical Picture 

A woman has abdominal or low back ache which begins a day 
or so before her menses. Headache, nausea and diarrhoea 
may 	 also be present. Some women have swollen breasts 
and 	 abdominal bloating. These symptoms may last for two 
to three days. 

Pelvic examination is usually normal. 

Complications are rare. Emotional disorders may be 
associated with the other symptoms. Often these symptoms 
decrease with age and after pregnancy. 

Management 

1. 	 Reassurance of the woman is important.
 

2. 	Give aspirin two tablets (600 rag) every 4 hours for 
the pain. For the best effectivemess, the aspirin

should be given early just at the onset of the pain.
 

3. 	She should be encouraged to continue her normal 
activities. If the symptoms are very severe, short 
periods of rest may be advised. 

Complications
 

In severe cases of disability with emotional problems,

the patient should be referred to a physician.
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PROBLEMSMENOPAUSAL ASSOCIATED 

General Considerations
 

term used for the cessation of
Menopause is the the 

regular monthly menstrual cycles. This occurs at 40 to 

discontinuing of hormones55 years of age and is due to the 

that cause ovulation and the normal shedding of the inside 

lining of the uterus (endometrium). This is a normal 

physiological process.
 

Clinical Picture
 

A woman, 40 to 55 years of age, begins to have scanty, 

irregular menstruation. 

Pelvic examination is normal. 

Complications may occur during the change. 

Bleeding may become severe or constant. In sudden 

severe bleeding, shock may occur. However, more 
anaemia.commonly, constant bleeding may result in 

Certain cultures may associate special symptoms to this 

period of life such as "hot flashes". 

after menopauseBleeding may occur one year- or later 

and can be a sign of cancer. 

Management 

In normal menopause, no treatment is required besides
 

reassurance.
 

Constant or severe bleeding should be referred to a
 

physician. If blood-loss shock occurs, refer to
 

Emergency Module.
 

Bleeding after menopause should always be referred to a
 

physician.
 

REVIEW QUESTIONS
 

1. 	 When does menopause occur? 

after menopause
2. 	 Bleeding that occurs 


can be a sign of
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CANCER OF THE 
UTERUS, CERVIX, OVARIES 

General Considerations
 

Cancer is a life-threatening condition. Cancer of the 
cervix is a common form of cancer in women. Cancer 
originating in the inside uterine lining (endometrium) 
is also common. Cancer of the cervix is often found 
in young women but can be found in all ages. Cancer 
of the endometrium is usually found in older women but 
can be found in all ages. 

Clinical Picture 

Often, the patient has no symptoms and the first signs 
are found during a pelvic examination. 

Pelvic examination may show a cervical ulcer 
(erosion) or an enlarged uterus. 

If the patient has complaints of a blood-tinged discharge, 
post-menopausal bleeding, heaviness or mass in the pelvis, 
or irregular bleeding, cancer must always be considered. 

Cancer, if not treated early, may progress to form a large 
irregular mass on the cervix or inside the uterus. This 
mass will grow until it invades the bladder or rectum and 
becomes fixed to the pelvic walls. Pain is usually a 
late symptom of the disease. 

Death is always the result of cancer of the cervix and 
uterus if it is not treated. 

Management 

If cancer is suspected, the patient should always be 
referred to a hospital. At the hospital, a smear of 
the cervix can be taken and examined. The smear is 
examined under a microscope. If early abnormal cells 
are seen, special surgical procedures are performed 
which prevent the cancer from growing. This test is 
called a Pap Smear. 
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RFEVIEW QUESTIONS
 

I. Match and complete these sentences. 

Cancer of the cervix is usually seen in 

Cancer of the cndometrium is usually seen 

a. older women 

b. younger women 

in 

2. What is the purpose of doing a pap smear? 
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UTERINE FIBROIDS
 

General Ccnsideratio s 

This non-malignant tumour is the most common tumour of 
the 	female uterine muscle. It is a smooth firm round
 
tumour that is attached to the uterus. It may grow 
anywhere in the uterus. It may be small but can grow 
to be very !Lar-I. 

Clinical Picture
 

Often, fib roids are asymptomatic and are first found 
during a peLvi.c examination. loweverI-, they may cause 
heavy menstrual bleeding and dysmenorrhoea. 

If they become very 1la rge, the fibroid may cause pressure 
on adjacent organs which results in urinary frequency, 
constipatio n and a ee].inq of pelvic prossure. In 
pragnant women, the fibroid may cause abrt ions, ma].­
presentation of the infant, obs tructed ]abur and post­
partum haemo rrhage. Fibroid:s are also the cause of­
infertility. 

Pelvic examination reveals smooth firm round mass
 
that moves with the uterus because it is attached 
to it. 

Mnnagerue, t 

Whenever a fibruid is 
found, the woman should be referred
 
to a physician for evaluation.
 

REVIEW QUESTIONS
 

1. 	Describe a uterine fibroid.
 

2. 	 Mark some of the symptoms chat may be caused by a
 
uterine fibroid (mark 4).
 

a. 	 no symptoms d. pelvic heaviness 
b. 	 nose bleed e. constripation
 
c. 	 urinary frequency f. fever
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OVARIAN TUMOUR 

General Considerations 

When ovaries enlarge this is termed an ovarian tumour. 
The 	 most serious cause of such enlargement is cancer, 
but 	it is fairly rare. Physiologic enlargement of 
the 	cyst (fluid) that surrounds the egg (ovum) can 
also cause ovarian enlargement. 

Clinical Picture
 

Often the patient has no symptoms and the ovarian tumour
 
is only found when a pelvic examination is done.
 

Pelvic examination reveals a mass in the adnexal 
area. It is small (size of an egg), it is often 
smooth and movable and usually not painful. 

The 	 patient may complain of heaviness in the pelvis or 
feeling something in her lower abdomen. Ovarian 
tumours can become very large and occupy most of the 
lower abdomen or even a].i the abdomen. 

Man a men t 

All 	masses in the pelvis should be ferred to a physician. 

If an ovarian tumour is suspected, the patient should be 
referred to a hospital for probable operation. 

REVIEW QUESTIONS 

1. 	 Give two reasons that ovaries may enlarge. 

a. 

b. 

2. 	 What is the common management and treatment for 
an ovarian tumour? 
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REVIEW QUESTIONS
 

1. 	 A 26-year old woman, complaining of vaginal discharge,
visits the clinic. Your interview with her reveals 
that she delivered a normal baby boy six months ago. 

Physical examination findings include: 

a. 	 Temperature of 38.50
 

b. 	 Lower abdominal tenderness 
c. 	 Discharge is foul smelling and pinkish
d. 	 Movement of the cervix causes Pain 

What is the most likely diagnosis of this woman? 

2. 	 You are called to the home as an emergency. Your
patient is a 22-year old woman who is lying down 
and in obvious discomfort. 

1. 	 1er skin is cool and damp
2. 	 She is not fully responsive 
3. 	Her blood pressure is 90/50

4. 	 She has severe abdominal pain 

The 	 family provides the following historical in­
formation. Perfectly healthy woman, married with 
a 2-year old child. 11cr abdominal pain started 
quite suddenly. She has missed 3 menstrual periods,
but 	has been having some light bleeding for the last 
two 	weeks.
 

What is the most likely diagnosis for the woman 
based on the information? 

3. 	 A 19-year old woman visits the 	 clinic complaining
of vaginal bleeding. She has missed 3 periods.
She is pregnant for the first time. She has no
abdominal pain, no fever. Her vaginal b'eeding
is moderate to heavy. 

What is the most likely diagnosis? 

4. 	 A 56-year old woman visits the clinic complaining of 
vaginal di.'.charge that is pink and watery. She has 
no bleedflig and no fever. 
What is ,.he most likely diagnosis? 



Problems of Vomen 

MlODULE, PHlASE..
 

SKI]LL E':VALIUATION
 

Before you arc advanced t-o tho rotation phase of train.i.ng, 

a staff member will eval.uaIte your mastery of the physical 

,axamination prcedlures and di.scriminat in; which have been 

idan'tified in the module.; 

You will har't the opport-uni L t. o be rated on your 

performance of thosv skills any the moduleat Ltime duri.n, 

phase that you feel prepared. 

To help you prepare, the module conta i.:; a list of the 

-;kills to be cva.l htaed. You are advised to do the
 

following:
 

],. Work at purfuu ting you: techni-ques of examination 

by practicing withLi another :;tudent. 

2. 	 During the clinic:l practice Lime provided, each 

week, piact.i.ce the sk]i a.]:ppi))licable to the 

subject beinjg ,aughti. 

oh:; 


- perforlmance.
 

'4 . lle fl arc asL :i to
 

3. lae a fc. low st it Merv" and tval.ua te you" 

you 7'ti reodv,, t .iner 

observe andi ratp youlr per foumanco 

5. 	 .f you - p'o2:.'ormiic,t Li icct2[)IIhleo, Lhu trainer
 

will. giv' you spec ci. 
ic m.ll ;ton how to improve. 

6. 	Practice again tl] 
 you arc :o.;dy for evaluation, 

and arraiicl to rhited. 

7. 	 If after two aLmpt ; you are unable to perform a 

skill at ani acc;)Laip Level, cirranqe a meetingfor 

with mumber; of the traLning sta ff, who will help 

you obtain the uxp-i onces noce sary for imp rovi gld 

your performance. 

http:piact.i.ce
http:train.i.ng

