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FIRST PERIOD
I.
INTRODUCTION 

A.
Opening Statement:
From its inception in 1930, 

the American Board of Obstetrics and Gynecology 

has used the two phases (OB/GYN) because of their 
anatomical and physiological relationships.  

Gynecology, “GYN”, is the science of diseases of

the female reproductive organs. Gynecological

surgery also includes problems of the female


genitourinary tract. Obstetrics (OB) concerns the

care of the female during pregnancy, labor, and

the puerperium (the period from delivery to the

time the uterus regains it normal size, about six

weeks).  OB/GYN is one of the major surgical


specialties that you will be involved in as 91Ds.

B.
Objectives:  

1.
Terminal Learning Objective



Condition:
Given the Appropriate information



Action:
Identify the definition, necessary supplies and equipment, anatomy, mediations, potential complications, and sequence of events for GYN surgery.



Standard:
IAW cited references.

2.
Terminal Learning Objective



Condition:
Given the Appropriate information



Action:
Identify the definition, necessary supplies and equipment, anatomy, mediations, potential complications, and sequence of events for Obstetrics.



Standard:
IAW cited references.


3.
Enabling Learning Objectives:



a.
Condition:
Given a diagram of the female 





reproductive system




Action:
Identify the anatomical structures




Standard:
IAW cited reference



b.
Condition:
Given the appropriated 







information




Action:
Identify the specialized instruments set, supplies and equipment, and medications for GYN surgery.




Standard:
IAW Fuller



c.
Condition:
Given the appropriated 







information




Action:
Identify the definition, rationale, preparation of the patient, and sequence of events for a Dilation and Curettage




Standard:
IAW Berry and Kohn’s and Fuller



d.
Condition:
Given the appropriated 







information




Action:
Identify the definition, rationale, preparation of the patient, and sequence of events for a Laparoscopy.




Standard:
IAW Berry and Kohn’s and Fuller



e.
Condition:
Given the appropriated 







information




Action:
Identify the definition, rationale, preparation of the patient, and sequence of events for a Total Abdominal Hysterectomy.




Standard:
IAW Berry and Kohn’s and Fuller



f.
Condition:
Given the appropriated 







information




Action:
Identify the definition, rationale, preparation of the patient, and sequence of events for a Total Vaginal Hysterectomy.




Standard:
IAW Berry and Kohn’s and Fuller



g.
Condition:
Given a list of definitions






and procedures




Action:
Match the gynecological procedures with the correct definition




Standard:
IAW Alexander’s and Fuller



h.
Condition:
Given complication




Action:
Identify potential complications 





of OB/GYN surgery




Standard:
IAW Alexander’s and Fuller

i.
Condition:
Given the appropriated 






information




Action:
Identify the definition, rationale, preparation of the patient, and sequence of events for a Caesarian Section.




Standard:
IAW Alexander’s and Fuller



j.
Condition:
Given a list of Obstetrics 






terms and definitions




Action:
Match each term to its definition




Standard:
IAW cited references



k.
Condition:
Given the appropriated 







information




Action:
Identify the stages of labor for a 




normal delivery




Standard:
IAW cited reference



l.
Condition:
Given the appropriated 







information




Action:
Identify the steps for a normal 





delivery




Standard:
IAW cited reference



m.
Condition:
Given a list of abnormal 






deliveries




Action:
Select the description, treatment 





and transportation considerations




Standard:
IAW cited references



n.
Condition:
Given a list of predelivery 






emergencies




Action:

Select the signs, symptoms 






and emergency treatment




Standard:
IAW cited references

C.
Class Procedure and Lesson Tie-In:  This class has its 
foundation in the anatomy and physiology classes 
presented in the 91B course; 
also, the duties of the 
scrub and circulator class on instrumentation and 
patient 
positioning.

II.
EXPLANATION (90 min)

NOTE:  Show Graphics to support point A.


A.
Anatomy of the Female Reproductive System       



(see fig 1).

1.  Uterine Cavity

2.
Fallopian Tube

   
3.
Fimbria

4.
Ovary

5.  Ovarian Ligament

6.  Round Ligament



7.
Endometrium



8.
Endocervical Canal



9.
Vagina



10.
Cervix

 

11.
Uterus
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Figure 1
QUESTION:
What would happen if a fertilized ovum or egg did 


not leave the fallopian tube, and became planted 



in the tube instead of the uterus?

ANSWER:
Tubular implantation known as an ectopic 




pregnancy (which is a medical emergency) would 



occur and must be surgically removed before the 



tube ruptures.

B.
Specialized OB/GYN Instrument Sets, Equipment,


Supplies and Medications.

1.
OB/GYN instrument sets contain a large amount of basic instrumentation used in General Surgery (for example, knife handles, crile clamps, metzenbaum scissors, etc.)with the addition of specialized OB/GYN instruments.

NOTE:
Pass examples of instruments around classroom.



2.
Hysterectomy Sets.




a.
Abdominal Hysterectomy Set.




b.
Vaginal Hysterectomy Set.



3.
Diagnostic Sets.




a.
Dilation and Curettage Set (D&C).




b.
Laparoscopy Set.




c.
Hysteroscopy



4.
Cesarean Section Set (C-section).

5.
Specialized OB/GYN Equipment.

a.
Suction/Vacuum Machine - a special device                      used for aspiration of uterine contents (i.e. tissue from an incomplete abortion, termination of early pregnancy).





(1)
Suction Tubing (accessory).





(2)
Suction Curettes (accessory).




b.
Endoscopic Tower (complete).




c.
Infant transporter - a warm mobile crib.

d.  Neonatal resuscitative unit - self contained 

warmer equipped with infant resuscitation equipment (i.e. suction, trach tubes, oxygen, warming lights).


e.
Elective sterilization equipment and its function - each piece of equipment listed below is used to produce occlusion (closure) in the fallopian tubes.

(1)
Hulka Clips - device used to place internal staplers(Spring Clips) on the fallopian tubes.

(2)
Bipolar Forcep Coagulation - occlusion occurs as electric current passes through the prongs of the forcep causing that portion of the tube to burn/sear.

(3)
Fallopian-ring - a portion of the fallopian tube is grasped by forceps and drawn up into the ring cylinder. A Silastic Band is stretched over that portion of the tube blocking it causing necrosis (death of area of tissue).

6.
Specialized Supplies

a.
Supplies for C-Section.

(1)
ID bracelets - to identify new born infant.





(2)
Bulb syringe - used to aspirate infant 





nostrils.

(3)
Blood tubes - used to collect blood samples from the umbilical during a C-section.





(4)
Cord clamp - used to clamp off 






umbilical cord during C-section.

b.  Vaginal Packing - used to pack vaginal.


c. Perineal Pad - vaginal dressing.

7.  Medications:




a.
Pitocin - injected into the uterus following




childbirth to prevent or control hemorrhage.




b.
Methylene Blue - Stains the skin for marking 



purposes.  Used to check patency of the





fallopian tubes.




c.
Hyskon (hysteroscope fluid) - used with the




hysterscope as an aid in distending (expand)




the uterine cavity.




d.
Vaginal cremes - used to treat vaginal





infections.


C.
Dilation and Curettage (D&C).



1.
Definition:  Dilation (enlargement of the 




“OS”, opening of the cervix) and Curettage, 




(scraping of the inside of the uterus--





endometrical tissue) with instruments 





(curette).



2.
Rationale:  For diagnostic and therapeutic 




reasons.




a.
Diagnostic.





(1)
Obtain tissue for microscopic 






examination for disease.


(2)
To diagnose cause of abnormal bleeding.





(3)
To diagnose cause of infertility.




b.
Therapeutic.





(1)
Voluntary interruption of pregnancy.





(2)
To control abnormal bleeding.





(3)
Following incomplete abortion. (i.e. 





(miscarriage).

(4)
Treat dysmenorrhea - Pain associated with menstruation.

QUESTION:
Why is a D&C done following an incomplete abortion?

ANSWER:
To remove retained products of conception, prevent infection/sepsis, and control hemorrhage by allowing the uterus to contract efficiently.



3.
Patient Preparation:




a.
Lithotomy Position(stirrups & padding). 




b.
Vaginal and perineal prep.

c.
May only use hand towels or may do regular


draping. 

NOTE: Ensure patient modesty due to limited draping.




d.
Instruments are set up in order of use and




according to size (from smallest to largest 




i.e. dilators, curettes).

NOTE: Surgeon will normally sit for procedure.



4.
Sequence of events for Dilation and Curettage.




a.
Surgeon inserts a weighted speculum 





into the vagina.  Other vaginal retractors




may  be used to allow visualization of the




cervix.




b.
The cervix is grasped with a tenaculum.




c.
A graduated sound is carefully introduced 




into the cervix to measure the depth of the




uterus.

NOTE:  The uterus is sounded to measure its depth to prevent 
  
  perforation during dilation and curettage.




d.
Cervix is slowly dilated using Hagar or 




Hank dilators starting with smaller size and




increase to larger size as per Drs. request.




e.
A sponge or Telfa strip is placed over 





the speculum.




f.
Uterus is gently curetted allowing the 





specimen to collect on sponge or Telfa.




g.
Speculum removed, perineum dressed with a 




perineal pad.

NOTE:
There may be more than one specimen i.e.; endometrical


and endocervical curetting, along with biopsies of the 

cervix.


D.
Laparoscopy.



1.
Definition:  Insertion of a fiber optic 




laparoscope into the peritoneal cavity for 




diagnostic and/or therapeutic purposes.



2.
Rationale.

a.
Diagnostic:

(1)
Detection of ectopic pregnancy.

(2)
To look for causes of pelvic pain such

 
as ovarian cysts, endometriosis, or 

 
adhesions. 





(3)
To detect tubal occlusions (blockage 


causing infertility).

(4)   To detect pelvic masses.           

(5)
To obtain tissue biopsies. 




(6)
To determine cause of internal 






bleeding.

b.
Therapeutic 





(1)
Achieve hemostasis with the use of a





cautery probe.





(2)
Lysis of adhesions (cutting or release 





of tissue).





(3)
Ovarian cystectomy.




c.
Sterilization.



3.
Patient Preparation.

a.
Low-lithotomy. May tilt table to



Trendelenburg during the procedure.




b.
Vaginal and abdominal preps.




c.
In and out catheterization performed (a 




catheter is inserted into the urethra to 




empty the bladder and then its removed).




d.
Laparoscopy drapes.



4.
Sequence of events.




a.
After prep, a Hulka tenaculum or uterine




manipulator is inserted into the cervix.

NOTE:  A uterine manipulator is inserted to maneuver the uterus

  during procedures to provide greater visibility of the 

  pelvic area and contents.




b.
A 1 cm incision is made below the 






umbilicus.




c.
The Verres needle is introduced into the 




peritoneal cavity and the tubing is 





passed off to the circulator who attaches 




it to the carbon dioxide (CO2) pump.

QUESTION:
Why is CO2 used instead of O2?
ANSWER:  
If the cautery is used, O2 would serve as a 




combustible agent.  CO2 is also better because it 



is nontoxic, highly soluble in blood and rapidly 



absorbed.




d.
Gas is slowly introduced into the 






peritoneal cavity through the verres needle.




e.
The trocar and valve sleeve are inserted 




into the peritoneal cavity at a 45 degree 




angle toward the pelvis.




f.
Patient is placed in the trendelenburg 





position to shift abdominal contents towards




the head for better visibility. 




g.
Trocar is removed leaving cannula 






(sleeve) in place and the laparoscope 





inserted through the sleeve.

NOTE:  Sterile anti-fog or warm saline are used to prevent
 
 
  fogging of lens.




h.
The fiber optic cable is connected to the 




light source and the gas tube is 






reconnected to the cannula.




i.
Pelvic cavity and organs are inspected.




j.
Once procedure is complete, surgeon removes




the scope and gas is released through the




sleeve.




k.
Skin incisions are sutured and small 






dressings are applied. 

PERIOD BREAK.


E.
Total Abdominal Hysterectomy.

NOTE:  Hysterectomies can be performed either by the abdominal 
  
  or vaginal approach or a combination of both 


  
  (abdominovaginal).  The word “Total” refers to removal of

  the uterus to include the cervix.



1.
Definition:  Removal of the uterus through 




an abdominal incision.

2.
Rationale:

a.
Benign fibromas.




b.
Endometriosis.


c.
Dysfunctional severe abnormal bleeding due to


disturbed endocrine function.




d.
Cancer.

3.
Patient Preparation.




a.
Supine position.




b.
Vaginal and abdominal prep.




c.
Foley catheterization (if necessary).

QUESTION:
Why is there a double prep?

ANSWER:
From an abdominal approach, the cervix must be 



divided from the vagina and pulled through the 



surgical site.



4.
Sequence of events.




a.
The abdomen is entered through a vertical 




midline or horizontal Pfannenstiel 





incision.




b.
A self-retaining retractor is placed in 




the wound.




c.
The uterus is isolated by severing it from




the uterine ligaments.




d.
Heaney clamps are applied to the 






ligaments supporting the uterus and to 





the uterine vessels.




e.
Ligaments and vessels are cut and ligated.




f.
Uterus is removed and peritoneum closed.




g.
Abdominal layers are closed as for a 





laparotomy.  


F.
Total Vaginal Hysterectomy.



1.
Definition:  Removal of the uterus through the 



vaginal canal.



2. 
Rationale:  




a.
Uterine prolapse - a condition in which a




defect in the pelvic floor allows the uterus




or part of it protrude into the vagina.




b.
Abnormal bleeding




c.
Fibromas.




d.
Endometriosis.




e.
Sterilization.


3. 
Patient Preparation:




a.
Lithotomy position.




b.
Vaginal/perineal prep.




c.
Foley catheterization(if necessary).

NOTE:  Ensure long instruments (i.e. tissue forceps, scissors

  etc.) are available.

QUESTION:
If the vaginal approach is technically more difficult 


for the surgeon to perform, why is it done?

ANSWER:
It’s less traumatic for the patient because the 



abdominal wall remains intact.


G.
Cesarean Section.



1.
Definition:  Delivery of an infant through an 



incision made in the abdominal and uterine 




walls.



2. 
Rationale:




a.
Cephalopelvic disproportion (CPD)- pelvis 




is too small to accommodate the head of 




the fetus.




b.
Breech presentation - part of the body 





other than fetus head in opening of the 




cervix.




c.
Fetal distress - umbilical cord has 





twisted or obstructed.




d.
Placenta previa - placenta covering Os of 




cervix.




e.
Prolapsed umbilical cord - cord has 





fallen out of the uterus into the vaginal




area.




f.
Failure to progress during dilation.




g.
Genital herpes - could infect fetus.




h.
Dystocia - painful and difficult labor.



3.
Patient Preparation.




a.
Supine position with rolled towel under 




right hip to provide uterine displacement 




to the left, shifting the uterus away 





from the pelvic vessels.

CAUTION:
Uterine displacement to the left is necessary to 



prevent diminished venous return to the heart. It



removes the pressure of the uterus off the pelvic



vessels.




b.
Patient is prepped and draped prior to 





induction of general anesthesia to
decrease 




anesthesia time.

QUESTION:
Why is there a concern for decreasing anesthesia 



time when starting a C-Section?

ANSWER:
To lessen the chances for the infant to be 




anesthetized.



4.
Sequence of events.




a.
Low transverse Pfannenstiel’s or low midline 



vertical; length of incision varies with size 



of fetus.




b.
The abdominal wall is opened in layers with 




blunt and sharp dissection to expose the 




fascia and peritoneum.




c.
Peritoneum elevated with two criles - the 




peritoneum is opened and the abdominal cavity 



entered.




d.
Bladder is retracted with a large retractor 




and uterus is opened with a knife and bandage 



scissors.




e.
Retractor is removed and the fetal head is 




gently elevated through the incision as 




pressure is applied to fundus of uterus to




help
expel fetus.




f.
Delivery is completed and umbilical cord is 




clamped and cut.




g.
Newborn is passed off the sterile field to 




the pediatrician in a sterile
sheet or 





sterile blanket.




h.
Blood samples are taken from umbilical cord 




and passed off to the circulator to identify




infant’s blood type.




i.
Sponge count is taken and uterus incision is 



closed. This is the interim closing sponge 




count.




k.
Fallopian tubes and ovaries are checked and
 



if previously requested by the patient, a 




tubal ligation is done.




l.
Additional sponge and needle counts done as 




peritoneum and subcutaneous layers are 





closed.

QUESTION:
How many sponge count are taken for a C-section?

Answer:
Four sponges counts are taken:  initial, interim 



count prior to uterine closure(hollow organ), 



closure of peritoneum (body cavity), and final 



count.


H.
Obstetrical/Gynecological (OB/GYN) Procedures.



1.
Tuboplasty - removal of an obstruction in the 



fallopian tubes to reverse infertility.  Tubes 



are rejoined using reconstructive surgery.




2.
Conization of the cervix (also known as a cone



biopsy)- excision of a cone of tissue from the



cervix used for biopsies (tissue examination).



3.
Tubal Ligation - severing of the fallopian 




tubes for elective sterilization.



4.
Cerclage - suturing the internal os cervix to



prevent premature dilatation and spontaneous




abortion.




5.
Salpingectomy - removal of the fallopian tube.



6.
Excision of Ovarian Cyst - removal of a cyst 



from the surface of the ovary.



7.
Hysteroscopy - endoscopic visualization of the 



uterine cavity and tubal orifices inspecting 



for intrauterine disease.



8.
Myomectomy - removal of a single or multiple 



fibroid tumors from the uterine wall.



9.
Vaginectomy - removal of the vagina performed 



for carcinoma (cancer).



10.
Salpingo-oophorectomy - the removal of one or 



both of the fallopian tubes and ovaries.


I.
Potential Complications of OB/GYN Surgery.



1.
Perforation to hollow organs, i.e.; uterus, 




ureters, bladder or intestines.

2.
Hemorrhage from a punctured vessel or biopsy



site.



3.
Burns to the abdominal wall and bowel resulting 



from the use of electrosurgery or laser units.



4.
Postoperative shoulder pain associated with 




administration of gas during endoscopy 





procedures.

5.
Gas embolism from intravascular injection.


J.
Obstetrics Terms and Definitions.



1.
Uterus – the hollow muscular organ in which a 



fetus grows.



2.
Fetus – a developing baby in the uterus



3.
Placenta – an organ of pregnancy attached to the 



wall of the uterus where oxygen, nutrients, and 



waste exchange takes place between the mother and 


fetus.



4.
Umbilical cord – fetal structure that connects 



the fetus to the placenta.



5.
Amniotic sac – fluid-filled sac in which the 



fetus develops.



6.
Bloody show – a watery, bloody discharge of 




mucus, which forms in the cervix and is expelled 



at the beginning of labor.



7.
Crowning – the bulging-out of the vagina as the 



baby’s head or presenting part presses against



 it.



8.
Contraction – the shortening and tightening of 



the uterus which results in the dilation and 



effacement (thinning) of the cervix.


K.
Stages of Labor.



1.
First stage.




a.
Begins with the onset of regular 






contractions.





(1)
Contraction time – the span of time 





from the beginning of a contraction of 





the uterus to when the uterus relaxes.





(2)
Interval time – the span of time from 





start of one contraction to the start 





of the next contraction.




b.
Rupture of the amniotic sac.




c.
Appearance of bloody show.




d.
Ends with the full dilation and effacement 




of the cervix.

QUESTION:
How many cm must the cervix dilate in order for a 


vaginal delivery to occur.

ANSWER:
Cervix must dilate to 10cm (3-4 inches).



2.
Second Stage.




a.
Baby enters the birth canal.




b.
Contractions become stronger.




c.
Presenting part appears.




d.
Ends with the birth of the baby.

CAUTION:
Transportation of the patient at this time should NOT 


BE CONSIDERED.  Delivery is imminent.



3.
Third Stage.




a.
Begins when delivery of baby is complete.




b.
Ends with the delivery of the afterbirth 




(placenta, umbilical cord). 


L.
Steps for a Normal Delivery



1.
Evaluation of the mother.




a.
Ask the mother the following questions.





(1)
Current term of pregnancy or expected 





due date.





(2)
How long and how often are the 






contractions?





(3)
If there is any bleeding or bloody 





show?




b.
Check for signs and symptoms that indicate 




delivery will occur before transport is 




possible.





(1)
Crowning





(2)
Mother tells you the baby is coming.





(3)
Mother feels the need to have a bowel 





movement.





(4)
Mother feels the need to push.





(5)
Hospital is not accessible due to 






traffic or weather/disaster. 





(6)
Transportation is not available.

NOTE:
If delivery is eminent with crowning, contact medical 


direction for decision to commit to delivery on site. 


If delivery does not occur within 10 minutes, contact 


medical direction for permission to transport.



2.
Predelivery preparation.




a.
Control the scene to insure privacy.




b.
Prepare workspace for both delivery and care 



of the newborn.




c.
Obtain and open emergency OB pack.




d.
Put on gloves, mask, gown and goggles for 




infection control precautions.




e.
 Position the mother with knees drawn up and 



spread apart.







f.
Create a sterile field around vaginal 





opening.




g.
Have other individual monitor the mother’s 




airway, provide emotional support and render 



assistance where necessary.



3.
Assist in delivery.




a.
Encourage mother to breathe deeply through 




her mouth.




b.
When the infant’s head appears during 





crowning, place fingers on the bony part of 




the skull and exert slight pressure to 





prevent an explosive delivery.  Use caution 




to avoid the fontanelle.




c.
If the amniotic sac does not break, or has 




not broken, use a clamp or your finger to 




puncture the sac and push it away from the 




infant’s head and mouth as they appear.




d.
If the umbilical cord is around the infant’s 



neck, slip it over the shoulder or clamp, 




cut and unwrap it.




e.
Support the infant’s head and suction the 




mouth first, followed by the nostrils using 




a bulb syringe.




f.
Continue to support the baby’s head while 




waiting for the rest of the body to be 





delivered.




g.
Stimulate newborn if not breathing.

NOTE:
A gentle vigorous rubbing of the baby’s back should 


stimulate breathing, if that fails, snap your index 


finger against the sole of the feet.

CAUTION:
The infant must be breathing on its own before 



clamping and cutting the cord.




h.
Cut umbilical core; wrap infant in warm 




blanket and place on his/her side.





(1)
Apply the first clamp 8 to 10 inches 





from the baby.





(2)
Place the second clamp 2 to 3 inches 





below the first; cut the cord between 





the clamps.

QUESTION:
Why is the umbilical cord clamped prior to cutting?

ANSWER:
Prevent hemorrhage of the mother or the infant.




i.
Observe for delivery of the placenta, which 




is expelled within minutes after the baby is 



born.

CAUTION:
 Never pull on the placenta cord to facilitate 



delivery. Retained fragments of placenta left in the 


uterus is a major cause of hemorrhage following a 


delivery.




j.
When the placenta is delivered, wrap it in a 



towel and place it in a bag.




k.
Place sterile pad over vaginal opening, 




lower mother’s legs and transport mother, 




infant and placenta to the hospital.




l.
Document exact time of birth.

NOTE:
500cc of blood loss is normal and well tolerated by 


the mother following delivery.  The technician should 


be aware of this loss so as not to cause undue 



psychological stress on themselves and the mother.


M.
Abnormal Deliveries.



1.
Premature infants (“Preemie”) 




a.
Description.

(1)
 An infant weighting less than 5.5lbs 


or born before the 37th week of 



gestation.





(2)
Smaller and thinner than a full term 





baby.

(3)
The proportion of the head to the bodyis greater than a full-term infant.




b.
Treatment and transport.





(1)
Keep warm – absence of fully developed 





layer of fatty tissue allows rapid 





cooling and development of hypothermia.





(2)
Handle gently while providing all care.





(3)
Wrap completely with face exposed.





(4)
Maintain temperature of room or 






ambulance at 90-100 degrees.





(5)
Keep mouth and nose clear of mucus by 





suctioning.





(6)
Provide ventilation and/or chest 






compression if necessary.





(7)
Watch umbilical cord for bleeding.





(8)
Guard against infection; do not allow 





other to breathe directly on the 






infant.





(9)
Inform hospital of premature delivery.



2.
Breech presentation – Presenting part is the 



buttocks of feet.




a.
Treatment and transport.





(1)
Initiate rapid transport upon 






recognition of a breech presentation.





(2)
Never attempt to deliver the baby by 





pulling of it legs.





(3)
Provide high concentration of oxygen.





(4)
Place the mother in a head down 






position with the pelvis elevated to 





lessen pressure on the birth canal.





(5)
If the body delivers, support buttocks 





and trunk and prevent an explosive 





delivery of the head.





(6)
After the delivery, care for the 






newborn, cord, mother and placenta as 





in normal delivery.



3.
Prolapsed umbilical – a true emergency.




a.
Description.





(1)
Umbilical cord presents first.





(2)
Oxygen supply to baby may be 







interrupted if the cord is squeezed 





between the vaginal wall and the 






presenting part.




b.
Treatment and transport.





(1)
Perform initial assessment.





(2)
Place the mother in a head down 






position with the pelvis elevated to





lessen pressure on the birth canal.





(3)
Provide a high concentration of oxygen.





(4)
Gently push on the presenting part to 





keep pressure off cord, by inserting 





several fingers of your gloved hand 





into the vagina.  Maintain this 






position until relieved by the 






physician at the medical treatment 





facility.





(5)
Check the cord for pulses and keep it 





warm with a towel moistened with 






sterile saline and wrapped again with a 




dry towel.





(6)
DO NOT attempt to push the cord back 





inside the mother.





(7)
Transport immediately to a medical 





facility.



4.
Limb presentation.

a.
Description  – arm or leg presents first. 


This type of presentation cannot be 



delivered in the prehospital setting.




b.
Treatment and transport.





(1)
Place mother in a head down position 





with hips elevated.





(2)
Administer a high concentration of 





oxygen.





(3)
DO NOT attempt to place the limb back 





into the vagina.





(4)
Transport immediately to a medical 





facility.



5.
Multiple birth – more than one infant is being 



born (e.g. twins, triplets).  Each is treated and 


cared for as with a normal delivery.



6.
Meconium staining




a.
Description.





(1)
Greenish or brownish yellow amniotic 





fluid.  A result of fecal material 





released from the baby’s bowels before 





birth.





(2)
Occurs when the infant is distressed 





due to cord compression, trauma, or 





other complications while inside the 





amniotic sac.




b.
Treatment and transport.





(1)
Suction the baby’s mouth and then nose 





BEFORE stimulating the baby to breathe 





to avoid aspiration of amniotic fluid.





(2)
Transport immediately and notify 






hospital of meconium in the fluid.


N.
Predelivery emergencies.



1.
Miscarriage/spontaneous abortion – fetus and 



placenta may deliver before the 20th week of 




pregnancy.




a.
Signs and symptoms.





(1)
Moderate to severe vaginal bleeding.





(2)
Abdominal cramping.





(3)
Discharge of tissue particles, blood 





and/or blood clots from the vagina.




b.
Emergency treatment.





(1)
Perform initial assessment.





(2)
Obtain baseline vital signs.





(3)
Treat for shock if indicated.





(4)
Administer high concentration of 






oxygen.





(5)
Place sanitary pad over the vagina. 





Save all used pads and expelled 






tissue.





(6)
Provide emotional support.





(7)
Transport immediately.



2.
Seizures in pregnancy – usually associated with 



high blood pressure.




a.
Signs and symptoms.





(1)
Headaches.





(2)
Elevated blood pressure.





(3)
Excessive weight gain.





(4)
Extreme swelling of the face, hands, 





ankles and feet.




b.
Emergency treatment.





(1)
Perform initial assessment.





(2)
Obtain baseline vital signs.





(3)
Treat signs and symptoms.





(4)
Handle gently at all times to avoid 





repeated seizures.





(5)
Transport patient on her left side.





(6)
Provide emotional support.



4.
Trauma in pregnancy – most common cause of blunt 



trauma is automobile collisions.




a.
Signs and symptoms.





(1)
Question the conscious patient to 






determine if she has received any blows 




to the abdomen, pelvis, or back.





(2)
Ask if she has had bleeding or rupture 





of the bag of water.





(3)
Examine the unconscious patient for 





injuries and consider the cause of the 





injury.




b.
Emergency treatment – follow steps for 





seizure patient.


O.
Questions from students.

III.
SUMMARY(5 min).


A.
Review of Main Points.



1.
Anatomy of the female reproductive 





system.



2.
Surgical Equipment, Supplies,
Instrument Sets and



medications.



3.
Dilation and Curettage.



4.
Laparoscopy.



5.
Abdominal Hysterectomy.



6.
Vaginal Hysterectomy.



7.
Cesarean Section.



8.
Obstetrical/gynecological Procedures.



9.
OB/GYN Surgery Complications.



10.
OB term and definitions



11.
Stages of Labor



12.
Steps for a Normal delivery.



13.
Abnormal deliveries



14.
Predelivery Emergencies


B.
Closing Statement:
As an Operating Room Specialist, 


you will be a member of the surgical team for a large 


number of OB/GYN procedures.  A general understanding 


of the anatomy and physiology of the female pelvis, 


reproductive organs, and associated structures is 


necessary for assisting in those procedures. 



Knowledge of the procedures and the anatomy and 



physiology involved will enable you to know how to 


best care for the patient, prepare for the procedure, 


and understand the plan for surgery as well as assist 


the surgeon.  An alert and knowledgeable Operating 


Room Specialist can contribute immeasurably toward 


successful completion of the surgical procedure and 


assist in providing the optimum level of care for the 


patient.
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