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Mrs BC is a primigravida at 13 weeks gestation. She initially suffered severe nausea but this subsequently resolved and she has benn well for the last 4 weeks. During the last 48 hours, she has been experiencing a dark brown vaginal loss.
A. What is the most important physical examination that you will do in this patient? (1 mark)

Vaginal examination to ascertain the size of the uterus
B. Following the physical examination, what is the most important investigation you would order?
Ultrasound for fetal viability

C. Investigations reveal that the fetal heart is identified but not beating. What is the diagnosis?
Missed abortion

D. What 2 hematological tests would you do that are appropriate for the condition diagnosed? (2 m)
DIVC screen 
Blood grouping for Rhesus
FBC
E. What is the definite management of the patient?

Evacuation of the uterus

F. What measure would you take before carrying out the definite management?

Priming of a nulliparous cervix with Servagen

This specimen is from a post partum hysterectomy. The woman had uterine inversion during the 3rd stage.
A. Name 2 factors causing uterine inversion (2m)
Adherent placenta

Pulling on the cord before separation of the placenta

Pulling on the cord without applying suprapubic counter-traction

B. How do you initially manage uterine inversion?
Manual reversion of the inversion immediately

C. If your 1st maneuver fails, what do you do?

Hydrostatic (Salvian’s) method – pump water into vagina to invert the uterus

Under anesthesia
D. Give 2 reasons why this woman had an hysterectomy (2m)
Adherent placenta
Massive post partum hemorrhage

E. Name 2 intra-operative complications that may occur during a post partum hemorrhage.
Injure structures – urethra, bladder

Continued massive bleeding leading on to a DIVC
Anesthetic complications

F. Would the ovaries be removed at the time of the operation? (1m)

No
G. Name 1 predisposing factor of the underlying pathology. (1m)
Risk factors for placenta accrete:

Previous caesarean section
Any gynae operation (eg myomectomy)

Placenta previa

A 35yo primigravida presents to the labour ward at 37 weeks of gestation with constant abdominal pain, some vaginal bleeding and an irritable uterus. Her BP is 160/100. Her FBC is:
Hb 12.4 g/dL

WBC 12.4 x 10^9

Plts 60 x 10^12

PCV 0.42

MCV 88.8 fl

A. What is the probable diagnosis? (1m)

Placental abruption

Hypertensive disorder 
B. On examination, what would the uterus be like?

Woody hard

C. Name 2 investigations which are important in the immediate management of this case? (2m)
DIVC screen

Coagulation studies
Urea, electrolytes, renal function
Liver function (because of hypertension)

Urine proteins

Grouping for Rhesus

D. Name an investigation you would do for the fetus? (1m)
CTG

Ultrasound

E. What 3 immediate measures would you institute for the mother? (3m)

IV line

Resuscitation

Measures to correct any coagulopathy
Blood for GXM

Indwelling catheter

(BP meds if 160/110)
F. What is the definitive management? (1m)
Institute delivery

G. If maternal death occurs, what is the most likely cause? (1m)

DIVC

A 70yo fit and sexually active woman is being seen in the gynaecology clinic. On examination, the following is seen. 
A. What is the diagnosis? (1m)

Uterine prolapse
Genital prolapse

B. What is the ulcer called? (1m)

Decubitus ulcer
C. What is the pathophysiology of the ulcer? (1m)

Dependent edema and stasis

D. What 2 additional pathologies must be excluded on examination? (2m)
CA cervix

Stress incontinence

Abdominal or pelvic mass
Cystocoele, rectocoele, enterocoele
Infection of the ulcer
E. Give 2 predisposing factors to your diagnosis (2m)
Estrogen deficiency

Multiparity

Instrumental, prolonged delivery

Obesity

Chronic cough
Abdominal mass

Ascites

F. What definitive treatment option would you offer? (1m)
Hysterectomy + pelvic floor repair
G. What must be done to reduce morbidity following your treatment option? (2m)
Early mobilization
Prophylactic medication to prevent DVT

Physiotherapy
Prophylactic antibiotics
Ensure ulcer is healed before surgery
Mrs Pang had a Neville Barnes forceps delivery for a prolonged second stage in her first pregnancy 6 days ago. She has been having perineal pain since the delivery, which has not improved, and it continues to be painful to sit or open her bowels. A photograph of her perineum is shown [which is bleeding].
A. What is the diagnosis? (1m)

Partial breakdown of an episiotomy repair

B. List 3 factors which may predispose to this condition? (3m)
Poor repair technique

Perineal wound infection
Poor hygiene
Undetected hemartoma at the time of repair
Undiagnosed third degree tear

Maternal diabetes

Immunocompromised patients – eg HIV

Malnutrition

Anemia

C. In examining this patient, what would be an essential physical examination and why? (2m)
A PR to exclude an undiagnosed third degree tear

D. In the absence of infection, specify 2 points with regards to best managing this complication (2m)

Don’t repair it because only a partial breakdown

Keep the wound clean – careful hygiene and surgical toilet
Healing by secondary intention granulation
E. List 2 medical measures which may improve her symptoms (2m)
Analgesia

Anti-inflammatory drugs

Laxatives, stool softeners

Ensure that she has good nutrition (eg extra Vit C)

Relief pressure by sitting on a rubber ring

A 22yo nulliparous woman presented to A&E with the compliant of inability to pass urine for the past 12 hours. Her LMP was 11 weeks ago and she has been feeling unwell and nauseated recently. 

A. What is the likely diagnosis? (2m)

Retroverted gravid uterus
B. List 2 causes of this urinary retention (2m)

Stretching and elongation of the urethra
Compression of the urethra by the gravid uterus in the pelvis

UTI
C. What is the immediate management? (1m)

Indwelling catheterization (otherwise won’t solve the problem)
D. What is the most appropriate investigation (1m)
UFEME

Urine culture

E. List 2 ways you can prevent a recurrence of the urinary retention (2m)
Hodge pessary
Keep the catheter indwelling for a few weeks until the uterus comes out of the pelvis
Treat the UTI
F. How long would the risk of recurrence of this condition exist? (1m)
At 12 to 14 weeks, the uterus comes out from the pelvis. Therefore, 3 to 4 weeks more.
G. Why does the risk of recurrence decrease beyond the gestation stated? (1m)
The uterus becomes an abdominal organ
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29 yo G5 P4, delivered a 3.5kg baby 1 hour ago. Now, BP 90/60, PR 100, pale and bleeding PV.

A. What is the diagnosis?

Primary PPH

B. What is the most common cause?

Uterine atony

C. What is the first thing you would do?

Palpate the uterus to see if it’s contracted

D. List 2 medical agents that can be used

IV ergometrine

IV oxytocin
Intrauterine PG

E. If she continues to bleed, list 2 possible causes

Retention of POC
DIVC

Injury to uterus

Uterine inversion

F. If she continues to bleed despite medication, list 2 surgical interventions

EUA and repair of any injury

Manual removal of POC

Total hysterectomy

Uterine artery ligation

Internal iliac ligation

A patient had forceps delivery 4 days ago, with a 16 hour long labour. Now presents with swinging fever with cramping abdominal pain. Lochia is heavy and offensive. On examination, uterus was 20 weeks in size, tender with a patulous cervical os.

A. What is the diagnosis

Puerperal sepsis/infection

B. What is the most likely cause
Retained POC leading to endometritis

C. What is the immediate management

Broad spectrum antibiotics (for at least 6 – 12 hours before any operation)

D. What is the surgical intervention

Evacuation of POC

E. If after the operation there is excessive bleeding, list 2 medical measures which can be implemented

IV ergometrine

IV oxytocin
F. If still cannot control bleeding, list another surgical intervention

Hysterectomy

Uterine artery embolism

Internal iliac artery embolism

34yo unbooked mother, G1P0. [Picture of a big baby]
A. Describe the baby

Macrosomic

B. What condition is the mother likely to have

DM during pregnancy with poor control

C. List 3 problems to look out for in the neonate

Hypoglycemia

RDS
Hyperbilirubinemia

Hypocalcemia

Hypomagnesemia

Hypothermia

Cardiomyopathy

D. Pathphysiology of neonatal problems associated with an infant of a GDM mother
Maternal hyperglycemia ( glucose crosses placenta ( fetal hyperinsulinemia ( growth factor like action

E. What investigation would you do and when for the mother?

OGTT at 6 weeks post partum

Picture of a clipped fallopian tube

A. What is the name of the procedure?

Tubal ligation

Clip applied to fallopian tube

B. What must you ensure before the procedure

Ensure patient is not pregnant (because it’s a medico-legal issue – if patient discovers she’s pregnant after the op, was she pregnant even before sterilization or was the pregnancy due to failure of the op?)

C. 2 steps to ensure op is successful

Identify the right structure (fallopian tube has fimbriae at the end; cf round ligament)

Ensure complete occlusion of the lumen

Tight application of the clip

D. What is the failure rate

0.1 – 0.4%

E. List 2 important things to counsel the patient about

Irreversibility of the procedure

Higher risk of ectopic pregnancy

51yo, irregular period for the past 1 year. Hot flushes for the past 8 months. 
A. list 2 physical examinations you would perform

Breast

Thyroid

Pelvic

CVS

B. Other than a cervical smear, what is the most important gynaecological investigation 

Endometrial sampling

C. Is serum FSH necessary?

No (because not useful in the management of the patient)

D. List 2 conditions which must be excluded before starting HRT 

Breast CA

Endometrial CA

DVT history

Liver disease

Focal headache

Pregnancy

E. List 2 long term benefits of HRT

( osteoporosis

( colon CA

F. What is the most serious side effect?

Coronary event

Breast CA

G. Which HRT is inappropriate for this patient

Unopposed estrogen

Picture of an IUCD with coil

A. What hormone is released by the coil

Levonorgestrel

B. How long does it last

Five years

C. What is the most likely change to the patient’s period with the coil in situ

Gradual ( in bleeding

D. If no string is seen 6 months post insertion, what immediate measure would you take

Probe (with tissue forceps or probe) the endocervical canal to see if string is coiled up 

E. If 8 weeks pregnant and patient wants to keep the pregnancy, what would you do

Remove IUCD if string can be seen

If cannot be seen, continue with pregnancy but advise patient on the risk of fetal wastage/abortion

F. Relative risk of ectopic pregnancy with coil

< 1
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1.
A mother is admitted to the hospital at 32 weeks gestation with generalized tonic-clonic seizures. Her blood pressure is 150/115 mmHg. Antenatally, she is otherwise well.

a.
What is her diagnosis?

b.
What is used to control her convulsions?

c.
What would you use to control her blood pressure?

d.
What is the plan after the mother has been stabilized?

e.
She has elevated liver enzymes and low platelets. What is this condition called?

f.
What is the most common cause of maternal morbidity in such a patient who has fitted?

2.
A 29 year-old Malay lady G5P4 just had a normal vaginal delivery 1 hour ago. You are called to see her because she has a heart rate of 100 beats per minute, a blood pressure of 90/50 mmHg and is bleeding per vaginum.

a.
What is the diagnosis?

b.
What is the most common cause of this?

c.
What is the first thing you would do at her bedside?

d.
What other two conditions must you exclude?

e.
Name the two medications that you could use for her?

f.
If the bleeding persists, name to measures you could undertake.

3.
Intra-operative picture of a clipped left fallopian tube

a.
What does the picture show?

b.
Before the operation, what is one important thing you must do?

c.
During the operation, name two measures you must undertake to ensure the operation is a success.

d.
What is the failure rate of this procedure?

e.
Apart from failure rate, what other two things must you counsel the patient about?

4.
A 51 year-old lady has had irregular bleeding for the past 8 months, as well as sudden hot flushes.

a.
Apart from a cervical smear, what other important investigation must the gynaecologist carry out?

b.
What is one serum biochemical test that you would order?

c.
What are the two important things to exclude before commencing hormone replacement therapy?

d.
What are two proven long-term benefits of hormone replacement therapy?

e.
What is the single most serious complication of hormone replacement therapy?

f.
What preparation should not be used in this lady?

5.
A unbooked primigravida gave birth to the baby below (picture of baby) at 34 weeks amenorrhoea.

a.
Describe this baby.

b.
This baby is in the Neonatal Unit. Name three problems you would look out for.

c.
What condition is the mother likely to have?

d.
Describe the pathophysiology in utero leading the problems in this baby.

e.
What investigation should be done for the mother and when?
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1. Picture of baby with translucent lump on back

a) what is the anomality?

b) How does lesion result?

c) How can the condition be accurately diagnosed

d) Earliest gestation this can be done

f) Skeletal anomality assoc with this

g) 1 tumour marker that is increased

h) Dietary advice to mother regarding future pregnancies

2. Pic ( IUS -mirena)

a) what is the hormone produced

b) how does it last

c) what is the change in a woman's period

d) 6 months post insertion. Sting cannot be seen. What is the immediate measure

f) 8 weeks pregnant, string not seen She want the pregnancy. What will you do with the coil?

g) relative risk of ectopic pregnancy

3. 18 year old female student comes into your clinic with yellowish vaginal dischage

a) what 2 specific questions will you ask about the discharge

b) On examination. you fins a yellowish green discharge with a slight fishy smell. What is your Diagnosis 

c) what is your treatment

d) give 2 other infectious causes and their appropiate treatment

f) List 1 non- infectious pathological cause

4. A previously healthy nulliparous female presents at your clinic with OGTT@ 28/52 cos of persistant glycosuria.

These are the results:

Fasting: 6.2

1hr: 12.8

2Hr: 11.8

a) Commonest cause of glycosuria

b) Diagnosis

c) 2 important maternal applications

d) 2 in utero fetal complications

e) Investigation to assess severity

f) Commonest genital tract infection assoc with this.

5. 34-year old admitted to ward. Previously unbooked, now 36 weeks gestation. Passed 2 cupfuls of fresh blood vaginally. Also has Lower abdominal pain and is tender and pale

a) Most likely diagnosis?

b) 2 immediate actions

c) Pain and bleeding increases. What is your definitive treatment?

d) Postpartum, she continues to bleed. What medical agents can be used to stop the bleeding?

e) after 24 hours, she continues to bleed. What are 2 definitive surgical measures for her? 
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31 yo with secondary ameorrhoea. FSH 28, LH 18

A.
Cause?

B.
2 other symptoms

C.
2 long term problems

D.
If want to have a family, 2 options

E.
Other medical treatment which is important

23 yo, social abortion

A.
What will determine method

B.
What clinical examination to assess?

C.
Ultrasound showed 14 weeks. What method to abort?

D.
Next day, still not aborted. Do what?

E.
Fetus delivered but placenta still not delivered. Immediate steps are?

F.
Indication of evacuation of uterus

Mdm STU full term NVD 12 days ago. Now admitted for copious PV bleeding.

A.
Diagnosis?

B.
Incidence of condition

C.
2 specific factors to look for in PE?

D.
In establishing diagnosis, what specific investigation to do and what are you looking for?

E.
What is the most appropriate management in this situation?

F.
What is a possible complication during definitive treatment?

Partogram showing plateauing from 6 to 9 hours after ARM.

A.
Diagnosis?

B.
What would you do on making your diagnosis?

C.
When would you take action?

D.
When do you expect full dilatation?

E.
What to do if still no progress

F.
??

Preterm labour

A.
Diagnosis

B.
3 criteria for diagnosis

C.
2 absolute contraindications of tocolytics

D.
??

