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QHESUS D PROPHYLAXTS

e

Options

A 500 [U anu-D

B Kleihauer and 500 TU ant-D

c 2501U anti-1)

D Klethauer and 250 U anti-D

E No anti-D required

F Anti-D at 6-weekly mntervals

G Large dose (2500 or 5000 IU) anti-D required

H Give RAADP (routine antenatal Anti-D prophylaxis)
[ Check antibody screen and give RAADP
] Check antibody screen at booking and at 28 weceks

What would be the most appropriate management
in each scenario?

1 A 28-year-old RhD-negative woman in her first

pregnancy undergoes a fetal loss at 21 weeks of gestation.

2 A 30-year-old RhD-negative woman has a threatened
miscarriage at 14 weeks of gestation in her first
pregnancy and anti-D prophylaxis 15 administered. ;
Bleeding continues three days later but then stops. an
once again one week later.

3 A 39-year-old RhD-negative woma
pregnancy (non-sensitised) wishes to
birth and declines RAADP. s of a blo° d

4 A RhD-negative womah receives > he has bee given
transfusion, before discovenng that she
RhD-positive blood.
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st e nistrati
i Q08 days atter administration US
from &= M

.+ VZIG and manage as potenti ; .
Adnumister V z.’.l(l--ll : Ew : p ltlaUy mfectloug
from 8-21 days after admimistration ,
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Admunister VZIG and monitor for 28 days after
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administration

I Oral acyclovir
| Intravenous acyclovir
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What would be the most appropriate
" ma
in each scenario? fNagement

> Apregnant woman at 22 weeks of gestation g d
‘ : a

to rhc antenatal ward with 4 antepartum h,

Whilst an ipatient Oon a ward .

chid who has 4 chickenpox ragh al

W » x 1
Yoman reveals she i nNon-immuype to VZV

we.cks of gestation develops

z‘}h;.voman delivers 5 bab
IL ckenpoy rash three
nost 4Ppropriate man

y girl at 40 weeks and develops a
days post delivery. What is the

E'&;f*‘ age[nt‘-'nt for rhf‘ Nennata?
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AEDUCING THE RISK
A F THROMBOEMBOLISM

Options

A Antenatal high-dose, luw—11101cv.11!ar~weight
hepann (LMWH)

B Antenatal LMWH and six weeks postnatal LMWH

C Antenatal high-dose LMWH and six weeks postnatal
LMWH; involve expert haematologist in care

D Antenatal high-dose LMWH and six weeks
postnatal LMWH

E Unfracionated hepann

F Warfann

G Six weeks postnatal LMWH

H Seven days postnatal LMWH

I Antenatal high-dose LMWH and seven days
postnatal LMWH

What would be the most appropriate management
in each scenario?

8 A 32-year-old woman is seen for booking mn early
pregnancy. She has a family history of thlmmbophiha
and testing reveals anti-thrombin 3 dcﬁﬂq]cy. -

9 A 33-year-old woman is seen for booking in her sgcc;lrlr
pregnancy with a history of a DVT at %U wcckfj 1:0
first pregnancy. Previous SCTTling has indicate
known inherited thrombophihia.

10 A 28-year-old woman with a l}Mlpf 40 E;c:cms at
12 weeks of gestation for booking 1f hf:rda
pregnancy. She smokes 20 cigarcties per day.
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THE ACUTE MANAGEMENT o
THROMBOSIS AND EMBOL s

EMQS FOR THE MRCOG

Options

A Chest X-ray

B Full blood count

C  D-dimer

D Renal and hepatic function test

l?. CTPA (computed tomography pulmonary angiogram)
F- V-Q scan (ventilation-perfusion lung scan)

G Bilateral lower-limb Doppler
H Anti-Xa level

I Spirometry
J  Lower-limb Doppler on the suspected side

What would be the m

. Ost appropriate i igati
in each scenarip? i el FVASEaEan

11 A 25-year-old woman w

12 A2

weighs 95 kg. This js
in the last fiye Years. Th

INvestigation on this Patient
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HYPERTENSION IN PR.EGNANCY

- opto™
| Do not admut patient to h““[-’ital Or treat b

¢ g no indication for blood tests, but Monitor blpng

wee kly. _ : Pressure

, Do not admit patient to hospital or treq, hyperten:

| but take blood tests and monitor blood prcselnr‘[nslf‘ll.
T week. o ewee

¢ Admit patient to huspit;?l, treat hypertension with oral
anti-hyperensives, t'UllISldcr steroids and carly dclivcrd,

D Admit patient to hospital, treat hypertension with IVr}.
.nti-hypertensives, take blood pressure at Jegy four
ames per day and take a quantficative Protein test

i Admit patient to hospital, treat hypertension with .oral S
anti-hypertensives, take blood pressure at least four 4|
gmes per day and take a quantificative protein test. g

F Admit patient to hospital, treat hypertension with Q

alternate including IV anti-hypertensives, take blood
pressure at least four times per day and take a
quantificative protein test. Consider the administration
of steroids, discuss with consultant obstetrician, neonatal
and anaesthetic staft with regards to delivery.

G Do not admit patient to hospital, treat hypertension
with oral anti-hypertensives, take blood pressure at least
twice per week, take blood tests.

H Do not admit patient to hospital, treat hypertension
with oral anti-hypertensives, take blood pressure at least
twice per week, no need for blood tests.

—

What would be the most appropriate management
in each scenario?

13 A 40-year-old woman presents at 32 weeks of gestation
in her first pregnancy with a blood pressure D.f
143/90 mmHg. Blood pressure at the beginning ot e

pregnancy was 100/60 mmHg. Quantitative tesung 54
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EMQS FOR THE MRCOG

indicated no proteinuria. She feels well, with ng

headaches or visual disturbance.
14 A 30-year-old woman presents at 34 weeks of gestatig,
in her first pregnancy with a blood pressure of 152/1(;

(blood pressure at the beginning of pregnancy -
130/60) with significant proteinuria on urinalysis.

15 A 27-year-old woman presents at 28 weeks of gestation
in her second pregnancy with a blood pressure of 152/
105 (blood pressure at the beginning of pregnancy -
132/58), but with no evidence of proteinuria on
urinalysis. She 1s commenced on oral labetalol and is
sent home from the triage department to return in
week for a repeat blood pressure monitoring. At this
time, she returns and her blood pressure has increased to
167/115 mmHg, with significant proteinuria on

urinalysis. She has a fronta] headache and describes spots
in front of her eyes.

S
- i
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R Tyl MRrROCOG

_4E DIAGNOSIS AND TREATMENT
T MALARIA IN PREGNANCY

Optiﬂns

A

B

D

Allow home with chloroquine 300 mg orally, weekly
antil delivery and anti-emetics, ensure a plan has been
formulated with the multu-disaplinary team for
management of recurrence and future antenatal care/
dt,‘h\'t.‘n’.

Admut to hospital, adnumister oral quinine 600 mg
_hourly and oral clindamycin 450 mg 8-hourly

for ‘S-l‘:\'t‘;'l days, administer anti-emetics and make a plan
with the multi-disciplinary team for management of
recurrence and future antenatal care/delivery.

Allow home with oral primaquine 15 mg single daily
dose for 14 days and anti-emetics, ensurc 2 plan has been
formulated with the multi-disciplinary team for
management of recurrence and future antenatal
care/dehvery.

Admit to hospital, administer primaquine 45-60 mg
orally once a week for eight weeks and anti-emeucs,
ensure a plan has been formulated with the
multi-disciplinary team for management of recurrence
and future antenatal care/dehivery.

Admit to Intensive Care Unit and administer artesunate
V24 mg/kgat 0, 12 and 24 hours, then daily
thereafter. Formulate a plan which may involve delivery
with senior members of the mulu-disciplinary team,
including consultant physician and obstetrician.

fi\dmit to hospital, administer oral chloroquine 600 mg
followed by 300 mg 68 hours later, followed by 300 mg
on day 2 and day 3, administer anti-emetics and make a
plan with the multi-disciplinary team for management
of recurrence and future antenatal care/delivery.

Scanned by CamScanner

14131580



EMQS FOR THE MRCOG

(; Postpone any treatment until after delivery, which

should be planned for the same day, administer stero;4
o) 1

and liaise with the neonatal team. 5

H Terminate pregnancy.

Match the most appropriate management

to the scenario:

16 A 27-year-old woman who is 32 weeks pregnant
presents following a recent trip abroad with vomiting
and flu-like symptoms, but with no pyrexia. She has
been seen by the Acute Medical team and diagnosed

with malaria (p. falciparum).
17 A 30-year-old woman who 1s
presents following 2 recent trip
and flu-like symptoms, but wit
been diagnosed with p. vivax ma

Medical team.
18 A 27-year-old woman 1s 26 weeks pregnant and

presents with vomiting and pyrexia. She 1s found to be
hypoglycaemic and to have severe anaemia. Blood
pressure is 80/50 mmHg and pulse rate 120.

P. falciparum is found on testing.

28 weeks pregnant
abroad with vomiting

h no pyrexia. She has
laria by the Acute

SHN131580
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TION AND MANAGE
~ prREVER MENT
| l(’)F pOSTPARTUM HAEMORRHA G,

Options

p,1isupt't"5wl 1000 mcg rectally
A Oral mnpicillm and metronidazole

?- Oral clindamycin
r I& Surgical evacuation of uterus/retained products
| £ IV oxytocin 5 1U
| } [M oxytocin 5o0r 10 U

G Carboprost 0.25 mg IM

H Pelvic ultrasound
| Surgical evacuation of uterus/retained products with
consultant supervision and [V antibiotics

] Conservative mavnagemcnt of the third stage E
(physiological third stage) =

[ K IM oxytocin and ergometrine =
L MRI scan w

Match the most appropriate management
to each scenario:

19 A 27-year-old woman in her first pregnancy with no
identifiable nsk factors for PPH delivers vaginally. What
should be offered for management of the third stage of
labour?

20 A 32-year-old woman presents with mild vaginal

bleeding 10 days post normal delivery. She is well in

herself with no pyrexia. She has no allergies. What is the

Most appropriate next step?

A 34-year-old woman presents with heavy vaginal

bleeding five days post normal delivery. The woman 1s

pyrexial and has been commenced on oral antibiotics by
the GP, however is not responding to treatment. On
admission, her blood pressure is 90/ 50 mmHg and her

Pulse rate is 120. On examination, she has 2 tender w

uterus. What is the most appropriate next step?
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AGEMEN
DISEASE IN PREGNANCY

opn'ons

A Penicillin |

B Influenza vaccne

C Refer to haematologist

) Folic acid 5 mg

D Folic aa |

E Hydroxycarbamide (hydroxyurea)

F lron o

G Prophylactic antibiotics

H Pertussis vaccine |
Undertake a further test to assess iron .levels

J  Angiotensin converting enzyme inhibitors
(ACE inhibitors)

Non-steroidal anti-inflammatory drugs (NSAIDs)

Hydroxycarbamide (hydroxyurea) and continue
contraception for three months

$)14131580

Match the most appropriate drug or advice
to the scenario outlined-

22 A 33-year-old woman with sickle cell dj

to the Pre-conception clinic, She

sease presents
Pregnant and her

would like to become

* Parucular dryg
concepuon

2

23 A 28-year-old Woman wih

. sickle cel]
16 weeks Pregnane. She dtends the
and is seep Joindy by the hae o
Uostetncian | g,

“Ginning of

i Ancy. o :
"Cttoner o, b Y- She is ag
W Phylc e oba
>

Is advised to stop

three monghs pnior to

disegse is
tena

the |a¢,
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: MRCOG

. A 29__}”_-3r-u]d woman with sickle cell disease

2 |4 weeks pregnant. .She 1s seen by the midwife i
antenatal clinic to d1scu§s the results of her blood tests
from her booking appointment. She is Rubella
mmune, negative for syphilis and HIV, and her

haemoglobin is 8.4 g/ dL.
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EMQS FOR THE MRCOG

SUTURING MATERIALS
Options

A Polydiaxanone (PDS) 3-0

B Polyester (Dacron)

C Polyglactin (Vicryl Rapide)

D Polyglycolic acid (Dexon)

E Polypropylene (Prolene)

F Polyglyconate (Maxon)

G Polyamide (Nylon)

H Polydiaxanone (PDS) 2—(0

Match the most appropriate suture type
to each scenario:

25 A suture materia] used to
26 A suture matenal used to
anal sphincter.

repair an episiotomy.
repair the internal or external
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AND INFECTIOUS DISEASE

EMQ

Options

A Test tor measles 1gG

B Test for measles IgM and 1gG

C Test for parvovirus IgG

D Test for parvovirus IgM and IgG

E Test for vancella zoster virus (VSV) IgG
F Test for rubella 1gG

G Test for rubella [gM and IgG

H Test for varicella zoster virus (VZV) 1gM
I Reassure and wait for a rash to appear

Match the appropriate initial management plan
to each scenario:

27 A 25-year-old woman is 22 weeks pregnant and her
2-year-old daughter has had a chickenpox rash for the
past three days. As far as she can remember, the
woman has not had chickenpox as a child.

28 A 30-year-old schoolteacher is 18 weeks pregnant and
several children have reported to her that they have
developed a rash. On further examination by the school
nurse, the rash is not thought to be chickenpox. The
teacher is concerned by the undiagnosed rash, but
knows that she is immune to measles and rubella
from childhood vaccinations.
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PLACENTA PRAEVIA AND ACCRgr,

Options

A Transvaginal ultrasound scan

B MRI scan

C Retfer to a unit with cell salvage and/or intervention|
radiology

D Crossmatch four units of blood
E Admit for observation
F Consent for hysterectomy

» Autologous blood transfusion

H Elective caesarean section at 38 weeks of gestation
I Discuss with haematologist and blood bank

Match the most appropriate management plan
to each scenario:

29 A 32-year-

$13131580

old, para 1 Jehovah’s Witness is 34 weeks
pregnant. She has had one previous caesarean section.
Ultrasoun‘d scan shows an anterior placenta, 1.5 cm
g:z::l:rl::r:?tz{:)r:zlaz;w:: h an irregular rctroplacenta]
Colour Doppler sho“j‘s EOnnal placer?tal lacunae.
ypervascularity between the

bladder and :
Serosa
30 A 33 Interface.

immal bleedj, a praevia. She has had
] £ 1In he " ) )
Palpation, the fetal hc;;; Ersiiar:y anc:ii on abdominal
" €ngaged.
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EMQS FOR THE MRCOG

AIR TRAVEL AND PREGNANCY

Options

A No additional nsk

B Low-dose aspinn

C Graduated elastic compression stockings

D Low-molecular-weight hepann for the day of travel

E Low-molecular-weight heparin for the day of travel sl
several days after '

F High-dose low-molecular-weight hepann

G Avoid thght after 32 weeks of gestation

H Avoid thght after 37 weeks of gestation

I  Avoid fhight after 34 weeks of gestation

] Avoid flight altogether

Match the most appropriate advice
to each scenario:

31

(o5
o

33

A 27-year-old woman presents to the antenatal clinic
when she is 28 weeks pregnant. She 1s concerned about
her risk of venous thromboembolism durnng her
forthcoming six hour flight to the USA. She has no
additional risk factors or known thrombophilia.
A 28-vear-old woman is 26 weeks pregnant _llll her fint
pregnancy, carrying monochoronic diamniotic LW,
She wishes to fly to Australia. e
A 32-year-old woman 1s 28 wecks pregnant and 1:] l:-
to fly to the USA. Her booking hacmoglob{i;\\ -:‘k\
g/dl and she has been on iron; however, at =0 WEERs
her haemoglobin 1s 7.0 g/dlL
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MANAGEMENT OF SMA[ | FOR
GESTATIONAL AGE FETUSES

Options

A Uterine artery Doppler at 20-24 weeks

B Assessment of fetal size and umbilical art
2628 weeks, followed by serial ultrasoy

C  Assessment of fetal size and umbilical art
third trimester

ry Doppler at
nd ASSCsSMeny
ery Doppler i,

D Deliver by caesarean section

E  Biophysical profile

F Admunister corticosteroids and deliver
G Cardiotocograph (CTG)

H  Ductus venosus Doppler

[ Induction of labour
J

Middle cerebral artery (MCA) Doppler

§J1¥131580

Match the most appropriate management
to each scenario:

34 A 36-year-old woman presents to antenatal clinic in her
first pregnancy, with a body mass index (BMI) of 27.
She has no medical problems but doesn’t have a
particularly balanced diet with minimal truit and
vegetable intake. Uterine artery Doppler at 20 weeks is
normal.

35 A 25-year-old woman is referred to antenatal clinic
in her first pregnancy at 30 weeks of gestation by the
midwife who measured her symphysis funda] height
and found this to be small for her gestational age.
An ultrasound scan indicated that the ferys was growing
on the minth centile. Umbilical artery Doppler at
29 weeks 1s normal. Fetal movements are reported as
normal by the mother. Umbilical artery Doppler is
repeated two weeks later and the I)gppltr 1s found to
be absent. Ductus venosus Doppler is performed and

[ 20 2+ found to be absent.

ol
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HE: MRCOG

UMBILICAL CORD PROLAPSE

Qptions

A Deliver immediately by caesarean section (category 1)

B Aruficial rupture of membranes ‘

¢ Admit to hospital

D Artificial rupture of membranes in theatre/ controlled
setung

£ Speculum/digital vaginal examination

F Deliver by caesarean section (category 2)

G Operative vaginal birth

H DBreech extraction

| Knee—chest position

J  Left lateral position

For each scenario, what would be your initial
management/advice?

36

37

38

You are the on-call doctor for obstetrics. A community
midwife calls to alert you to the fact that she has

a patient delivering at home with an umbilical cord
prolapse. She tells you that she 1s in established labour,
her cervix is 5 cm dilated and she is multiparous.

She is currently travelling via ambulance with the
patient to the hospital.

A multiparous woman (para 2) is in spontaneous labour
with a singleton pregnancy. The emergency buzzer 1s
pressed by the midwife to alert the team to the fact that
there has been a cord prolapse. On examination, you
find that there is no head palpable abdominally, the

cervix is fully dilated and the fetal head is 1 cm below

the ischial spines, no caput with a small amount of

moulding, _
A primiparous woman is in spontancots labour *f\’lth
a singleton pregnancy. Labour has been pmgrcssmgh
well and on vaginal examination one hour ago by the

midwife, the patient’s cervix was > cm dilated.
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EMQS FOR THE MRCOG

You are called into the labour room by the

the cardiotocograph is now showmg fc?tal h

variable decelerations, following artificia] ry
membranes.

39 A pnmuparous woman at 32 weeks of

admitted to hospital followin

of membranes. Clear liquor i

woman 1s not experiencin

1s administered 3 corticost

A cardiotocograph is com
heart rate variabe decele

midWife "
eart rat e

pture of

gestation g
g Spontaneouys MUpture
s draining, but the

g any contractions, She
eroid injection.

menced and shows fetal
rations.
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MANAGEMENT OF GENITO-URINARY

Options

Anli~r1101111crgm-;

Treatment of prolapse

un toxin to bladder

C Botulint
gery until bladder stable

D Deter sur _
Discussion at multi-discliplinary team meeting

l; Reterral to tertiary urogynaccology centre
¢ Counselling regarding after-ctfects of surgery
0 Surgery first and then treat overactive bladder symptoms
later on (]
| Do nothing E
| Treat urodyamnic stress incontinence and detrusor m
’ overactivity simultaneously =
! K Referral to urologist a
i <
k
k Match the most appropriate management
to each scenario:
! 10 A 51-year-old woman presents with mainly irritative
| svmptoms and occasional stress incontinence and her
reason for referral 1s bothersome prolapse. These are the
results of her urodynamic studies: flow rate 50 ml/min,
urgency at 162 ml, strong urgency at 308 ml, no
urodynamic stress incontinence, definite sensory
urgency and phasic detrusor contractions after standing
up with full bladder.
41 A 57-year-old woran presents with a cystocele (no
vault descent) and urgency symptoms. Urodynamics
were performed with pessary in situ at 50 ml/min,
filled to 500 ml: urodynamic stress incontinence not
demonstrated due to sustained pressure rise, but definite
- d;g';lsor overactivity observed.
- 2-year-old woman presents with mixed symptoms,
urodynamics performed on detrusitol, at 50 ml/min, L 29

——
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EMQS FOR THE MRCOG

bladder could not be filled beyond 376 m] stron

: ’ g urge
and urgency at 328 ml, poor compliance and severe
urodynamic stress incontinence, blood-stained pog

void residual.
43 A 43-year-old woman, who had a total abdominal

hysterectomy three years ago and lower urinary tract
symptoms ever since, underwent urodynamic
investigation. The study at 50 ml/min shows stable

bladder during filling phase and severe urodynamic
stress incontinence, but an after-contraction just after

voiding.

44 A 74-year-old woman with a previous history of
vaginal hysterectomy and anterior repair presents
with severe irritative symptoms (mostly urgency) on
maximum anticholinergics. Urodynamic studies at
50 ml/min show severe detrusor overactivity with no
urodynamic stress incontinence.
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Com :
A 'Ilt‘l;l'!l"—'d miscarrage
li ECtopic prch_mmy N
G apancy of unknown location
B l)r"»il-i\_n.m pregnancy ot unknown location
tF :l:gz;l.uu'y ot 1Imcer'min viability
0 'I’hrv.ltmwd mlsg;lmagu
H ltuplurcdl f.‘ctu_pn'
l Missed miscarmage
| Viable pregnancy
K 'I'hrcatcned miscarrage

Match the most appropriate diagnosis
to each scenario:

45 A 27-year-old woman presents to the early pregnancy
assessment unit via her GP with very irregular periods
.nd uncertain last menstrual period (LMP), but maybe
about seven weeks ago. Transvaginal scan reveals a sac
with mean sac diameter (MSD) of 19 mm, but no fetal
pole and no yolk sac. There 1s no adnexal abnormahty,
but minimal fluid in the pouch of Douglas (POD).

46 A 33-year-old woman with a BMI of 43 presents to the

early pregnancy unit with mild bleeding and a positive

pregnancy test. Serum human chorionic gonadotrophin

(hCG) is 1100 IU, which rises to 1800 and then to

?300; each of these were done 48 hours apart.

['ransvaginal ultrasound scans reveals thickened

endometrium with fluid in POD. Diagnostic

!aparoscopy could not identify any ectopic pregnancy

In the tubes.

A 43-year-old woman presente

unit with amenorrhoea of 7-8 weeks

) d to the cary pregnancy

and having pass¢
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Lething at home Wit paimi g bl?edjng’

< to be settling. Speculum €Xamination
Sril}llltl)’ open 0. Scan confirms a thickened
z:lilometrium and hCG of 3900 IU. Neither adnex,,

could be identified properly due to 8as in bowe],
however, there was echogenic &ee tluid in the POD

18 A 22-year-old woman was seen in the 'early Pregnancy
unit with amenorrhoea, minimal bleeding and SOme
pain. hCG was 1350 IU. Scan ljevealed a 5ac in the
aterus containing an embryo with Crown—rump lengy,
(CRL) 8.6 mm, but no fetal heart noticed.

49 A 32-year-old woman complains of upper abdomin,
pain and bleeding at 9 weeks of gestation by date,
although her periods are quite irregular. She has 3
previous history of right-sided ectopic pregnancy. HCG
done by GP was 1300 IU, approximately 36 hours ago.
Repeated hCG of 1600 U and transvaginal scan
suggested multiple fibroids in uterus, the largest one
In the right cornu, about 6 cm in diameter with
thickened endometrium. hCG repeated 48 hours later
was 3000 IU, but still no sign of an intrauterine sac.

=0 icztif:;f;ar -old WOIF‘lan, para 1 (previous caesarean
it Elr:;;?tﬁ with a history of abdominal pain and

ng. hCG was measured at 3270 IU.

Transvae;
| ginal scap suggested 2 complex mass on the

an eﬂdOI]‘lCtr‘iox %2 X 67 mm, which looked more like

tic ¢ o
echogenicity in ¢t Yst, although not definitive, and

Which

§O1

he PO
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ST()PERA’TIVE COMPLICATIONS

Optiﬂ“s

A
B
C
D
E
F
G

H
|
J
K
L
M

Match the most ap
each scenario:

to

51

CT yrogram
[vP
Ultrasou
CT scan
Full blood count
v/Q scan
Urea and ¢
Cystograinl
venous lcg Doppler
Chest X-1ay

Abdominal X-ray
erisation

nd scan
of abdomen and pelvis

lectrolytes

Urinary cathet

[ptermuttent self catheterisation

propriate management

A 48-year-old woman had a total abdominal

hyster;:ctumy and bilateral salpingo-oophorectomy for

a suspicious-looking ovarian cyst. There was significant

ascites of 1.5 litres. Postoperative recovery was

uneventful; however, she was re-admitted with lower

abdominal pain and leakage of fluid per vaginum.

A 67-year-old woman had a hysteroscopy and drainage

of pyometra. Twelve hours postopemtively, the woman

was significantly pyrexial and very unwell.

Twelve hours after having a TVT procedure, a patient

complains of inability to pass urine after the removal of

an indwelling urinary catheter.

‘:ufi(;‘)’jatr—old woman had a perforation pf her bladder

vaerngda l"rln{'si—vagmal tape (WT) operation.

bilater] S}; after a total abdominal hysterectomy and
salpingo-oophorectomy for grade
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EMQS FOR THE MRCOG

| endometrial cancer, a 72-year-woman Was adm;,
ted

with swinging pyrexia and renal angle tendery, -
56 A 42-year-old woman had a total abdomin,]

hysterectomy and left salpingo-oophorectomy thre
weeks ago. Admitted with severe left-sided abdon;:
pain, an ultrasound scan of her pelvis was inc o

but the possibility of left-sided hydronephros
raised, which was thought to be moderate

O nClU’SiV 3
1§ ‘was
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MQD FOR THE MRCOG
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OptiDHS

R OMmMOO® >

Non-steroidal anti-inflammatory
Danazol

Oral contraceptive pills

LUNA

Mebevenne hydrochlornde
Diagnostic laparoscopy

Referral to urologist

Screen for sexually transmitted infection
Referral for counselling
Gastroenterology referral
Referral to pain team
Gabapentin

Match the most appropriate management
to each scenario:

57

60

61

A 34-year-old woman with irregular vaginal bleeding
and postcoital bleeding complains of chronic
pelvic pain.
A 38-year-old woman complains of heavy menstrual
bleeding. An ultrasound scan was highly suggestive of
an endometrioma on the left adnexa.
A 23-year-old woman has recently been complaining
of lower abdominal pain. She says she is in a new
relationship and is finding it hard to have penetrative
sex. You notice that during the whole consultation she
is not maintaining eye contact at all.
A 64-year-old woman complains of lower abdominal
pain and pain when typically the bladder fills up.
Ultrasound scan suggested a small cyst on the left ovary.
A 58-year-old woman had a trans-obturator vaginal
tape procedure (TOT) about 12 months ago. She has
2:“ COIIlplainéHg of groin pain on the left side for some
¢ now, which started about six weeks after the
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in radiates down t
Procé‘dufe' The'p«'lm ' lectrnic l-]e baCk Ofthjgh
and she feels as if there is an electnc currep, t

h
down the leg. P
62 A 26-year-old woman referred by her Gp com
lower abdominal pain for over 12 months. She
been complaining of recent onset blee

and feels that the pain occasionally ge
passage of stools. |

P]alns of

’ has g,
ding per rectup,
ts better with b
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Y PROBLEMS

pmQs re

RT T

FE

OPtiﬂn $

nan stimulatior
ialist feruhty centre

, with clomiphene citrate

A (Ova

llctbrml to spec

B g )
C: [n-vItro tertilisation (IVF)

[i [ntrauterne nsemination (1U1)
g 1UI with ovanan stimulation

embryo tral ister

G Double embryo transter
transfer

H Tnple embryo
| Gamete intra-fallopian transter (GIFT)

Zygote intra-fallopian transter (ZIFT)

K (:n'nprescr\.-':lliun

F Single

From the options above, name the fertility treatment
or option that you would NOT use:

63 A couple has been trying for a pregnancy for over

24 months now. She has normal periods and tests have
vulation and her tubes are patent. Her
alysis has been found to be normal as
and are obviously

confirmed o
partner’s semen an
well. They live a healthy lifestyle
worried about the next step.

64 A couple has been trying for a bab
Tests have shown the woman is ovulating and her
partner’s semen analysis has come back as normal. Due
to the pain associated with her periods, a diagnostic
laparoscopy and dye test showed bilateral tubal spillage,
but there was evidence of mild endometriosis.

65 A 36-year-old lady 1s having her second full cycle of
IVF and was wondering how many embryos will be

transferred.

66 A 41-year-old lady with unexplained
having her first full cycle of IVF and W
how many embryos will be transterred.

y for 13 months now.

infertility 15
ants to know
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67 A 38-year-old with unexplained infertility is having her
third cycle of IVF and wishes to maximize her chances
of pregnancy.

68 A 35-year-old woman with normal penods has had tests
for ovulation and tubal patency and both have come
back as normal. Her partner’s semen analysis has shown

mild problems with the total sperm count on two
0CCcasions.
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heard that this compound can cause problem; with
platelet aggregation.
73 A 53-year-old woman has heard about , product anq
nd g5

anxious that this might only o
| Yy 81ve a modest
reducing only one flysh per day. el o
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pRECOCIOUS PUBERTY

Options

A
B
C
D
E
F
G

2 e o

Thyroxine
Glucocorticoids
Glucocorticoids with mineralocorticonds

Hvdrocortisone

Testosterone

Anastrozole

GnRH analogue therapy
Medroxyprogesterone acetate
Tamoxifen

Ketoconazole

Sprronolactone

Cyproterone acetate

Multi-disciplinary team meeting (MDT)

Match the most appropriate management
to each scenario:

74

76

An 11-year-old girl has been referred by her GP, having
started her periods more than 18 months ago. On
examunation, she has hyperpigmented macules in
certamn parts of her body with teatures of axillary and
pubic hair as well as breast enlargement. Her GP has
referred her for a bone scan, which she has already had,
but hasn’t been made aware of the results.
A young couple has been referred as their newborn
baby boy doesn’t seem to be gaining weight and n fact,
when weighed by the health visitor seems to have had
more than 10% weight loss. The baby is quite
dehydrated on examination and has just vomited. The
couple is also worried about the size of the baby’s penis.
A 14-year-old girl has been referred with pnimary
:;T:i:znih(:f; She seems to have a deep voice with a 10:
fxcesslvelL as also been harassed in school because 0
air on her body.
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has presented to A and E with

A 12-year-old girl .
77 ——i d vaginal bleeding.

significant abdominal pam and |
Examination reveals a mass arsing from the pC]VIS,

which is confirmed on scan, showing a cyst containing
suspicious and solid elements. The girl admits to
previous similar bleeding that she has never told her
mother about and says she is sexually inactive.

A three-month-old child is seen with normal birth
weight and length. The mother states that the baby is
often drowsy, has a hoarse-sounding cry, difficulties
with feeding and constipation. You also notice an
enlarged tongue, umbilical hernia, dry skin, a decreased
body temperature and jaundice.

78
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VULVAL LESIONS

Options

- Sl el o vl ol - Rl R

Behcet’s syndrome

Lichen planus

Apthous ulcer

Candidiasis

Lichen sclerosus

Vulval intraepithelial neoplasia (VIN)
Vaginal intraepithelial neoplasia (VAIN)
Anal intraepithelial neoplasia (AIN)
Syphilitic ulcer

Herpetic lesion

Lichenoid skin reaction

Match the most appropriate diagnosis
to each scenario:

79 A 36-year-old woman presents with vulval lesions in

80

31

the form of small red papules, which are flat topped
and shiny with white streaks on top.

A 54-year-old woman presents with irregular
pigmented plaques causing a buming sensation and
significant itching around the vulva.

A 20-year-old woman presents with significant vaginal
discharge, not foul-smelling, occasionally causing
ltching, with some fissuring and superficial ulceration,
but mostly erythematous.
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MEDICAL MANAGEMENT
OF URINARY INCONTINENCE

Options

A Intermediate release (IR) oxvbutynm

Mirabegron
Dantenacin
Oxybutynm pat hes

Sohtenacn
[ opic al oestrogen

[Desmopressin

— S — e e g e

Imupramine
Duloxeune
Fesoterodine
[ amsulosin

Botulinum toxin
Discussion at mulu-disciplinary team meetng

Percutancous tibial nerve sumulation (PTINS)

A9010)3YNAD

Z TR -

Match the most appropriate management
to each scenario:

82 A 64-year-old woman was referred with imtanve
symptoms of mostly urgency symptoms. Fluid adwice
was given, as she was dnnking about six cups of cotfee 2
day, which mostly corrected the problem. Pelvic
examination revealed severe atrophic vagimus.

83 A 59-year-old woman presents with sigmficant and
bothersome urgency and urge incontinence and passe
unne six umes dunng the day. However, noctuna wa
her most bothesome symptom. A tnal ot anti-
muscannic medicauon controlled her dayume
frequency and urgency, but her noctuna has persiste d

84 A 36-ycar-old woman s bothered by urgency and urge
incontnence. Fluid advice and bladder retraining have
been advocated and she has already had a tnal of thre¢

m anti-cholinergic medications. Alth;:uugh she had som¢
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85

86

improvement with the medication, the tablets were not
able to control all of her symptoms and she has had to
discontinue her medication due to side-effects.

A 23-year-old woman has had a long-standing problem
with nocturnal enuresis. She has tried an alarm system
and desmopressin in the past with limited success. She
would like to try something else, if available.

A 42-year-old woman has tried both solifenacin and
tolterodine and although both have been successful in
controlling her symptoms, she is having very bad side-
effects, with both dry mouth and constipation, and
would like something else to control her symptoms.

Scanned by CamScanner
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USE OF ANTIBIOTICS

Options

Cephalosponn

Cephalosporin + metronidazole
Doxycychine

Flucloxacillin

Amoxacillin with clavulanic acid
Vancomycin

Ofloxacin + metromidazole + doxycycline
Discuss with microbiologist
Ticarcillin

Meropenem

Metronidazole

== mO O R >

Match the most appropriate management
to each scenario:

A5010)3YNAD

87 An 18-year-old woman presents with a vulval swelling,
which she thinks has grown slightly bigger and is
painful. She is apyrexial and not unwell.

88 A 20-year-old woman has been admitted through the
gynaecology assessment unit with lower abdominal pain
and discharge. Examination revealed very tender
adnexae and raised inflammatory markers.

89 A 56-year-old woman had a vaginal hysterectonty and
anterior repair 48 hours ago and is complaining of lowe
abdominal pain, feeling unwell and borderline pyrexi

90 A 48-year-old woman had an endometrial ablauon
carrnied out 24 hours ago and has been re-admitted Wit
SWinging pyrexia.

91 A 41-year-old woman had a total abdominal
hysterectomy and bilateral salpingo-oophorecto™
suspected adenomyosis of uterus. She was pyreX!
immediately after the procedure and was prescr! d

C?PhQIOSporin intravenously. Her pyrexia failed
- after 24 hours of intravenous therapy.

for

to settle
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[NDICATIONS FOR EMERGENCY
‘:()PerTl}l(:lEI’]TI()Pq

Optiﬂns

Take both missed pills, take the remaining pills as
gsual, condoms should be used for the next seven days
tercourse avoided in case further palls are

A

or sexual 1n i
missed. NO indication for emergency contraception.

Take the most recent missed pill, take the remaining
asual, condoms should be used for the next seven
ntercourse avoided in case further pills
indication for emergency contraception.

pills as :

days or sexual i

qre missed. No

Administer the next injection, offer emergency

contraception, additional contraception or abstinence

chould be advised for the next seven days and a

pregnancy test should be carried out in 21 d.ays.

D Take both missed pills, take the remaining pills as usual,
condoms should be used for the next seven days or
cexual intercourse avoided in case further pills are
missed. Emergency contraception should also be
advised.

E The next injection should not be administered,
emergency contraception should be offered and a
pregnancy test should be carried out in 21 days.

F Administer the next injection, emergency contraception
not required, additional contraception or abstinence
for the next seven days.

Ma .
" tch the most appropriate advice
ach scenario

2 A2
Cﬂmbi):g-éld woman misses two consecutive 30 mcg
¢d pills in the second week of taking her packet

days 9
¥sYand 10). She has been taking all her pills on

Y3|~7_Sh ;
on day g ¢ had sexual intercourse with her boyfriend

-
-

Scanned by CamScanner

A9010J3VNAD



0G
emQs FOR THE MEL

A 32—Y€ar-old woman had her last DMPA
” (I)epo-—Provera) injection 14 week.s and two gy,
ago. She had sexual intercourse with her partne, i

days ago.
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Lwongrgestrﬁ:l intrauterine system

g Uterine artery embolisation
C (nternal 1hac artery embolisation

D Hystemscopic resection

E Myomectomy

F Abdominal hysterectomy

G Vaginal hysterectomy
| H GnRH analogues for three months prior to
| hysterectomy
i | Endometrial ablation

Match the most appropriate treatment
to each scenario:

94 A 28-year-old woman has multiple fibroids (all greater
than 3 cm in diameter), which are causing pressure pain
and heavy menstrual bleeding. She has been trying
to conceive for the past three years. She understands
and accepts surgery for complications.

95 A 27-year-old woman wishes to have a procedure

that has the best evidence for future fertility following

treatment for fibroids.

A 45-year-old woman has had period problems

throughout her life. She has multiple fibroids, the

largest of which is 4 cm in diameter. She has had two

normal vaginal deliveries in the past.

96
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CON TRACEPTION PROBLEMS

Options

A Leave in for a further 12 months and then femove
check two FSH (follicular stimulating hDI‘]HOIm) 1%0;
SIX weeks apart, and it both over 30 [U/L, remove 5,

B Take a full sexual history and commence 3 30 mcg
35 mcg combined oral contraceptive pill. If neg
resolving, consider endometrial biopsy.

C  Take a full sexual history and investigate for sexually
transmitted infections if appropnate.

DD Take a full sexual history and a cervical smear.

E  Stop the contraceptive and advise trying a long—acting

reversible contraceptive such as the implant.

Take a full sexual history, do a pelvic examination and

cervical smear. If normal, consider adding mefenamic

acid alongside.

Remove the device now.

Leave in for a further 24 months and then remove or

check two FSH levels six weeks apart and if both over

30 IU/L, remove after 12 months.

AJ010)3YNA9
1

N

.“‘

I @

Match the most appropriate management
to each scenario:

97 A 43-year-old woman started a combined oral
contraceptive pill three months ago. She has started
having irregular bleeding. She is known to have PCOS
(polycystic ovarian syndrome). She is a non-smoker
and is up to date with her smears.

98 A 24-year-old woman presents with irregular bleeding
six months after starting the combined oral
contraceptive pill. She has no medical problems. She
has recently started a new relationship. She is up to
date with her smears.

99 A 50 year old woman has used the levonorgestrel U5

m (intrauterine system) for heavy menstrual bleeding for
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the past five years and is amenorrhoeic. She now

wonders whether she has gone through the
menopause, and therefore can have the coi removed.

100 A 52-year-old woman had a copper coil fitted at the
age of 43. Her last menstrual period was 13 months
ago. She wishes to know whether she has gone
through the menopause and therefore can have the

coil removed.

Scanned by CamScanner



EMQS FOR THE MRCOG

COLPOSCOPY AND CERVICAy
SMEARS

Options

A Repeat smear 1n S1X munths_

B Colposcopy In the second trimester to exc|y, da
high-grade pathology

Wedge biopsy

Repeat smear in three years

Repeat smear 3—4 months postnatally

Refer for urgent colposcopy

Cone biopsy

Large loop excision of the transformation zone (LLETZ
Repeat smear in 12 months )
Refer for colposcopy

Vom S bt vt bl D O

A9010J3VNAD

Match the most appropriate management plan
to each scenario:

101 A 27-year-old woman is 24 weeks pregnant in her fint
pregnancy. She had been on routine three-yearly
smears prior to her pregnancy when one had been
found to show mild dyskaryosis, two months before
she found herself to be pregnant.

A 39-year-old woman, para O, 1s a renal dialysis
patient. She has a routine smear and the result indic®
evidence of mild dyskaryosis.

A 35-year-old woman is diagnosed with HIV.

Her routine smear result comes back as normal.

] - cerviCd
A colposcopy also indicates no evidence ot cen
path{)logy_

102
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’ M2 Fu
WANAGEMENT OF CERVICAL

ARCINOMA
options
A padiotherapy |

Repeat smear In siX 1119@}15

B. (LETZ (large loop excision of the transtormation zone)
= liar.iinthcmpy and chemotherapy
I; l’ostnwm)pausai bleeding pathway
F Trachelectomy | |
G Radical surgery with radiotherapy
H No turther ll‘C'.ltl'll'E'llt
| See and treat LLETZ -
| Repeat LLET;-_’, >
K LLETZ with follow-up §
L Follow-up smears S
M Cone biopsy - =
N NETZ (needle excision of the transformation zone)

Match the most appropriate management
to each scenario:

104 A 26-year-old nulliparous woman has been trying to
conceive tor 12 months. Her routine smear showed
the presence of possible cancer cells. Colposcopy and
biopsy reveals a lesion limited to the cervix, measuring
39 cm.

A 38-year-old woman was referred by her GP with a
smear result showing severe dyskaryosis. Colposcopic
bmpsy revealed the presence of CIN 11 (cervical
ntraepthehal neoplasia). A LLETZ was performed and
h“topﬂthology revealed a cervical cancer with a depth

of 3 mm and honizontal spread of 6 mm, with clear
, Mmargins,
%6 A 32-year-

3 her rece
Further ¢,

105

old nulliparous woman was VEry anxious,
lm smear suggested severe dyskaryosis. |
PoOscopy confirmed high-grade disease. % 49 |
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107

108

A 63-year-old woman Was referred W}llthdvery heaw
bleeding per vaginum. She has never had a smear in
her life and on examination, a large mass was nou(:e.d
around the cervix with bleeding emanating from this
mass. Vaginal packing wasn’t able to control the
bleeding. |

A 38-year-old nulliparous woman has been trying
for a pregnancy for well over a year now. Her recent
smear has suggested the presence of cancer cells.
Colposcopy and biopsy reveals a lesion 4.7 X 5.9 cm
in size. She is very keen on having a family.
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| REcURRENT MISCARRIAGE

options
Luwﬂdc)sc aspirn
Refcrral to geneticist
Progesterone supplementation
N Cervical cerc_lagg
Human chorionic gonadotrophin (hCG)
supplenwntatmn
F Low-dose aspirin and low-molecular-weight heparin
G Inmmnoglubulin therapy
H Utenne septum resection
Mettormin
J Emotional/psychological support

Match the most appropriate management
to each scenario:

109 A couple are referred to the recurrent miscarnage
clinic following their third recurrent miscarriage before
10 weeks of gestation. The woman is aged 39 and the
man is aged 42. The couple have no history of medical
problems. Cytogenetic analysis from their last
miscarriage indicated an unbalanced chromosomal
arrangement. Parental karyotype has been taken and
the father has been found to carry a balanced
Robertsonian translocation.
110 A couple are referred to the recurrent miscarnage
clinic following their third recurrent miscarnage
before 10 weeks of gestation. The woman 1s aged
36 and the man is aged 45. The couple have no
hlstory of medical problems. Screening has
indicated the presence of anti-phospholipid
antibodies in the woman. She has no history of
thromboembolism.

A couple are referred to the recurrent miscarnage

| linic followmg their third recurrent miscarriage before
Scanned by CamScanner
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10 weeks of gestation. The woman is .
the man is aged 32. The couple have no hisop,

medical problems. Cytogenetic analysis hag revealed
no genetic abnormality. Serum screening has Fevealg
no abnormality. Pelvic ultrasound is normg]
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SESTPATIENT HYSTEROSCOPY:
T PRACTICE

Options

G
H

Match the most appropriate guidance
to each scenario:

112

113

114

t::: :’E:::‘::';l:aud analgesia
before the br:?jdal anti-inflammatory drug one hour
cedure
Offer a chaperone
;Jsc normal saline as the distension medium
; Chapt‘l:unc‘ 1s not needed as the doctor is female
The choice of distension medium is at the discretion of
the operator
Use carbon dioxide as the distension medium
Apply local anaesthetic topically to the ectocervix

A9010J3VNAI

A 43-year-old woman is attending the outpatient
hysteroscopy service for investigation of intermenstrual
bleeding. She has no medical problems. She 1s
concemed about the level of discomfort following
the procedure.

A 62-year-old woman 1s attending the outpatient
hysteroscopy service for investigation of

al bleeding. She has no medical

(a female doctor) is the doctor
re and the woman feels at case
explanation of the

postmenopaus
problems. Dr Green
undertaking the procedu
with the doctor following her

procedure. L |
A 45-year-old woman is the attending the outpauent

hysteroscopy service for the removal of an endometnal

] ltrasound scan.
polyp which has been seen on u ! 1
She has no medical problems of allergies. The doctor

performing the procedure decides to perfc;rm
electrosurgery (cautery) tO remove the polyp: -
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HYSTEROSCOPY AND ENDOMETRIAL

PATHOLOGY

Options

A Perform annual screening for endometnal cancer

B Perform hysteroscopy +/— pqupcctmny

C  Offer levonorgestrel intrautenine system |

D Consider changing contraception, it any, then wait
and see

E Reassure |

F  Offer vaginoscopic-approach outpatient hysteroscopy

G Offer hysteroscopy under general anaesthetic

H Offer hysterectomy

I None of the above

A9010J3VNAD

Match the most appropriate management
to each scenario:

115 A 66-year-old woman who has never had penetrative

116

117

sex has been referred to your clinic with a history of
vaginal spotting, visible on wiping. She has an anxiety
disorder. Ultrasound scan of her pelvis reveals
endometnial thickening to 15 mm and cystic spaces
within it. There is also fluid distension of the utenne
fil"s"lt}',

A 76-year-old woman with a history of receptor
negative breast cancer has recurrent endometnal
polyps on scan. She has had these removed twice and 8
now fed up. Medically, she is not ideally suited for
major surgery in view of previous muluple
thromboembolic events.

_A 38-year-old para 1 is seen in your clinic with
intermenstrual bleeding. Apart from a proliferative
pattern endometrium, there is nothing remarkable l;n
h}’-‘ittfmscopy or histnlogy. She reveals to you that "11:
h.js been seen at the genetics clinic owing to her fan} |
history and diagnosed to have HNPCC (hcrfdlmn
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non-polyposis colorectal cancer syndrome). She 1s
keen to keep her childbearing options open.

118 A 90-year-old woman is referred with vaginal

spotting. Her ultrasound suggests fluid separation of
the endometrium by 1.2 mm and cumulative 3.8 mm.

Her ovaries are not visualised clearly. In clinic, she 1s

noted to have dementia and is heavily dependent on
carers.

119 A 40-year-old woman complains of recurrent
intermenstrual and postcoital bleeding. She has had an
outpatient hysteroscopy on two occasions in the last
two years and these have been reported as entirely
normal. She reports having been on Depo-Provera for
the last four years.
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MANAGEMENT OF VULVAL SKIN

DISORDERS

Options

A Skin patch testng

B Clobetasol

C Immunomodulators

D Topical anu-fungal cream

E CO, laser vaporisation

F Local excision

G Simple vulvectomy

H Radical vulvectomy

2 | General measures

= J  Laser therapy

— K HPV vaccinatuon

E L Immunosuppressants
R M Interferon therapy

N Photodynamic therapy

Match the most appropriate management

to each scenario:

120 A 53-year-old woman presents with severe pruntus
and thinming of the vulval skin, which bleeds on
scratching. There is pain, discomfort and dysp;lrcuni.i
and adhesion of the labial margins on examination.
She also suffers from diabetes.

121 A 33-year-old woman presents with recent onset
of irmitation and soreness of the vulva but with 2
long-standing history of vaginal discharge- There £
also evidence of an inflamed area on the et side
of the thigh. |

122 A 42-year-old woman presents with recurrent Bl‘-"h
and genital ulcers, which are quite painﬁ.}l. TT:E:#-
extensive evidence of scarring from P“E""mus“it

123 Significant pruritus in a 52-year-old smoker

So 23 red plaques and some warty lesions.
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124 A 32-year-old woman presents with vulval lestons
that are smooth and discrete, red in colour, but not
affecting the vaginal mucosa. The patient also
complains of discrete lesions in the flexural areas of
the body.

125 A 44-year-old woman complains of a long-standing
history of inflammatory bowel disease and complains
of recent onset swelling and ulceration of the vulva
and occasionally something draining out of these
swollen areas.
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TEACHING METHODS

Options

A The Delphi technique

B The one-minute preceptor
C Problem-based learning

D Schema activation

E Complex procedural hierarchy
F Schema refinement

G Snowballing

H Lectures

| Peer coaching

Which teaching method is being described
in each scenario?

126 A group of medical students learn together as a group
using a theoretical case of a gynaecology patient. They
read through the case, discuss potential themes and
create learning objectives INcorporating physiological,
psychological, anatomical, ethical and professional

aspects, amongst other themes. The role of the tutor is
as a facilitator to ensure that the

themes at a tangent to the case.
A group of obstetrics and gynaecology traine
tutonal by their consultant on the physiolo
endocrinology of polycystic ovarian syndrome. The

tutor then provides real-life examples of cases of

women attected by the condition and the group

discusses how to solve their clinical problems.

An obstetric trainee begins to learn how to perform a
cacsarean section by assisting his consultant. The

consultant and trainee develop a rapport over a period

of time, leading to the consultant assisting the trainee

to perform their first caesarean section. Eventually, .
through ongoing assessment and feedback, the train¢ -

students do not discuss

127 es attend a
gy and

128
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performs the caesarean section with another trainee
assisting, supervised by the consultant.

129 A group of obstetrics and gynaecology trainees ask
their consultant for a tutorial about current fertility
(reatments. The tutor wishes to know the trainees’
current knowledge and understanding of the subject so
that she can further thei knowledge with her tutonal
and therefore, asks the trainees questions first to build a

discussion that subsequently inflyences what she
includes in her tutoria]
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CAPACITY AND THE MENTAL
HEALTH ACT

Options

A
B
C
D
E
F
G
H

With each scenario,
of the Mental Health Act?

131

132

Advance directive

Living wall

Advance refusal

Advance decision

Lasting power of attormney
Court of protection

Mental Capacity Act (2005)
Consult relevant

pemons to determine the best Interests
of the patient

what is the mos¢ relevant part

SNOINVTTIISIW

<-year-old woman i 2 Jehovah’s Witness. She
Placenta praevia a¢ 3¢ weeks of gestation and

a planned caesarean section for delivery of the baby,
Products; this has been discussed

has been

signed so that ) relevant healthcare professionals

understand her wishes,
An 82-year-o lagnosed with stage
4 endometria] canc nt s palliative. She
Pre-emptively decides to Appomnt her sop ¢ make
ecisions with regard to her medicy] treatment if her
health deteriorates ¢ 4 point where she lacks
“aPacity to make decisions herself,
“Year-old womap, has stage 3 |,
reatmeng i palliative, Sje has bee
g a stroke, by
harge the patie
Lo review the

vanan cancer and
admutted ¢q the
the medica] teamn
nt. The medical

Patient to make ;4
following discharge. however, the patient
“OMmunicate with you

with regard to her 243 |
€ rest of her care.
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EMQS FOR THE MRCOG

PROVIDING INFORMATION
ABOUT RISK

Options

A Very common (1/1-1/10)
B Common (1/10-1/100)
C  Frequent (1/25-1/50)

D Uncommon (1/100-1/1000)
E Rare (1/1000-1/10 000)

F Very rare (Less than 1/10 000)
G Never event

Match the most appropriate risk group
to each scenario:

133 A 43-year-old woman has been advised by the

consultant to undergo a total abdominal hysterectomy
for menorrhagia, after all other treatment options have
failed. She has a BMI of 23 and has never had any
previous abdominal surgery and has no medical
problems. She wishes to know what her risk is of
damage to bladder or ureter.

134 A 23-year-old woman with a BMI of 22 is to undergo
a planned caesarean section for breech presentation
of her baby. She has had no previous abdominal
surgery. She wishes to know what her risk is of damage
to her bladder or ureter.

135 A 38-year-old woman has a screening test for Down's
syndrome and based upon the result, is offered an
amniocentesis. The risks of the procedure are discussed

with her and she wishes to know what her nisk of
sepsis (chorioamnionitis) is.

canned by CamScanner




V’

EMQ

¢ FOR THE MR( OG

DECISION-MAKING AT SURGERY

Options

A

B
C

D

E
F
G

Ask a specialist colleague to take a look at the mass at the
ame of surgery, betore removing the mass

Remove the mass at the time of surgery

Leave the mass alone, abandon the procedure and
discuss with the patient once she 1s awake, including
ceferral for a specialist opinion

Leave the mass alone, abandon the procedure and
discuss with the patient once she Is awake, then re-hst
for your next available theatre slot

Perform an oophorectomy

Perform a salpingectomy

Perform a tubal ligation (sterilisation)

Match the most appropriate management

to each scenario:

136 A 48-year-old woman 1s undergoing total abdominal

137

hysterectomy and bilateral salpingo-oophorectomy
for pelvic pain and premenstrual syndrome. She has a
BMI of 33, no previous abdominal surgery but is

a known diabetic (Type ). Unexpectedly, a large
mass is found which appears to be ansing from the
nght ovary.

A 23-year-old woman 1 undergoing a diagnostic
laparoscopy for chronic pelvic pain. She has 2 BMI of
28, had one previous caesarcan section and 1s known
to have irritable bowel syndrome. She is using a copper
coil for contraception. Unexpectedly, a mass is seen
that appears to be within the left tube, which has a
blue-ish tinge and appears to be ruptunng through the
tube.

Scanned by CamScanner
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ASSESSMENT AND FEEDBACK

Options

A Formative assessment

B Appraisal

C  Summative assessment

D Evaluaton

E Construct vahdity

F  Face vahdity

G Content vahdity

H Feedback

I Predictive critenion validity

SNOINVIIIISIW

.

W

139

140

and I'l].'i teach;

Match the most appropriate descriptor
to each scenario:

138 An STS trainee is preparing her e-portfolio for her end

of year meeting with her tutors. She has to ensure that
she has included all her assessments that she has
coqlplcted over the past 12 months to show that she has
aclye.'vcd the standards expected of her for the year of
traming. She receives feedback on her performance to
date and new goals for the co
An ST2 trainee me
following underta
whilst being assist

ming year are established.
cts with his educational supervisor
king his first caesarean section,
educational SUPCI':: by a junior L‘f)llcague. His |
or was observing his performance

His supervi ‘ ‘
o Pervisor provides helpful comments about his
p u.rr_nance, focussing on

y % ee is undertakj X | Training

Special ng the Advancec

pm"’idet: aMs::j;]de (ATSM) in medical education. H¢

tutonals eye ETOUp of medical students with

and gynatm? based upon topics in obstetncs
BY. At the end of the semester, he asks

them ¢q :
ro . . :
Provide wntten feedback about the tutoﬂ'-ll"
"8 Performance.
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STATISTICS

Options
A 023
B 0.50
C 195
D 1.66
E 0.60
F 095
G 0.62
H 1.12
I 0.05
] 1.62
K 5.00
L 105
M 0.03

A cohort study is carried out to ascertain the association
between smoking and cervical cancer. The total number
of women recruited is 1000; 500 are smokers and

500 non-smokers. The table below gives the results at
follow-up after 20 years:

141 What is the relative nsk of breast can

(correct to two decimal _
! 142 This result is rcportcd to be s1g

plaCES)

. P
f What is the correct p value?

Scanned by CamScanner

nificant at the

Cervical No cervical
cancer cancer Total
Smokers 34 466 500
Non-smokers |21 479 500 |
LTOl'Ql 55 Q45 ____'99_9____

3
cer in smokers:

5% level

SNOINVIIIISIW
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STATISTICS

Options

A Positive predictive value
B Test posiuve

C Inadence density

D Sensitivity

E True negative

F  Negative predictive value
G Awunbutable nsk

H Incadence

I Relatuve nsk

J  Penod prevalence

K Cumulative incidence

L Specificity

M  Point prevalence

An antenatal screening test was carried out on 1000 pregnant
women, 42 of whom tested positive. It was later found that
18 of these pregnancies were actually affected with the

cu_nc_htmn, with a total of 21 affected pregnancies in the
original group. ‘

143 A doctor, after reading the study, tells his patient. “Th
. : "

condition affects about tw
WO percent of r] les.””
pregnancies.

What is the figure he is quoting?
144 A researcher does the tollowing calculation.-
956/979 = 97.7% What does this ﬁgllrjmh
145 The researcher then does the tollo ~Rresenty

WINg caleilae: ...
956/959 = 99.7% What does this ﬁgu!;;:j;lﬂdum;-
-present:

~ |
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URGERY IMPROVING FERTILITY

SUTCOMES AND UNDERST ,
STATISTICS ANDING

Options

A Twofold increase in success rate

B 3.5-fold ncrease in success rate

C Odds rano of 1.6

D Conception rate of 35-84%

E Spontancous conception rate of 50%
F Qdds rano ot 2.06

G Fivetold mcrease in conception rate
<40 mm

>40 mm

<60 mm

>60 mm

No difference in conception rate at 12 and 24 months
Odds rauo of 4

g C-RT T

Match the most appropriate answer to each scenario:

146 A Cochrane review of three RCTs suggested
treatment with GnRH analogue for a period of 3-6
months pror to IVF for endometnosis leads to
mcreased odds of climcal pregnancy.

147 The Endometrniosis Canadian Multi-centre
(ENDOCAN) RCT showed an increase in |
conception rate following laparoscopy 3"“1.”‘:““.1:"_[“
of superticial endometnosis compared to chagnostic
laparoscopy alone.

148 Conception rate followin
of intrautenine adhesions.

149 Laparoscopic salpingectomy t”‘r t.rl visible on
hydrosalpinx identifiable m_d LI"‘“‘Y :unL‘K‘P[m“ rate.
altrasound scan showed an }:1crt‘35‘vll':1 :nsaum"“

150  Oftice hysteroscopy just prior t© I

! i .onancy rate.
increases clinical pregnancy

g hysteroscopic adhestolysis

eatment of

Scanned by CamScanner
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DECISION-MAKING AT SURGERY

Options

A

B
C

D

E
F
G

Ask a specialist colleague to take a look at the mass at the
ame of surgery, betore removing the mass

Remove the mass at the time of surgery

Leave the mass alone, abandon the procedure and
discuss with the patient once she 1s awake, including
ceferral for a specialist opinion

Leave the mass alone, abandon the procedure and
discuss with the patient once she Is awake, then re-hst
for your next available theatre slot

Perform an oophorectomy

Perform a salpingectomy

Perform a tubal ligation (sterilisation)

Match the most appropriate management

to each scenario:

136 A 48-year-old woman 1s undergoing total abdominal

137

hysterectomy and bilateral salpingo-oophorectomy
for pelvic pain and premenstrual syndrome. She has a
BMI of 33, no previous abdominal surgery but is

a known diabetic (Type ). Unexpectedly, a large
mass is found which appears to be ansing from the
nght ovary.

A 23-year-old woman 1 undergoing a diagnostic
laparoscopy for chronic pelvic pain. She has 2 BMI of
28, had one previous caesarcan section and 1s known
to have irritable bowel syndrome. She is using a copper
coil for contraception. Unexpectedly, a mass is seen
that appears to be within the left tube, which has a
blue-ish tinge and appears to be ruptunng through the
tube.

Scanned by CamScanner

SNOINVITIISIW




PN ST

- el
FMQS FOR THE MRC

RHESUS D PROPHYLAXIS

Source: RCOG Green Top Guideline No 22: The use of anti-)
Rhesus 1D prophylaxis (Apnl 201 1)

;mmunoglobulin for

| Answer: B — Klethauer and 500 U anu-D

Explanation: Anti-D IgG is given to all non-sensitised R hesus
pegative women who expr:ricm:fc a potentially sensitising
event (1.e. where matemal and fetal blood may potentially
mix). This prevents maternal allo-immunisation, which may
not necessarily affect the first pregnancy, but more likt:l\f:,
subsequent pregnancies. At or after 2040 weeks, a min-
imum dose of 500 IU anti-D should be administered to
the woman as an intramuscular injection. 500 1U is enough
to protect up to 4 ml of potential feto-matemal haemor-
rhage. A Kleihauer test should be used at this stage to
identify a greater amount than this and therefore advise upon

further doses of anti-1).

SYIMSNY

2 Answer: F — Anti-D at six-weekly intervals

Explanation: Recurrent bleeding is a difficult situation 1n
which to appropriately counsel a mother; however, RCOG

guidance advises repeat anti-D at six-weekly intervals tor
recurrent bleeding.

3 Answer: | ~ Check antibody screen at booking and at
28 weeks

' _ . 1l occur,
Explanation. Maternal allo-immunisation can .SI-IH Gunt.
This ;s thought to be due to 2 silent fem-m;;iaxis

- -- m
hatmorrhage. Routine antenatal ant-D P ;

ffects
(RAADP) was introduced to try to combat such ¢

educe SUC¢ m
and there is evidence that RAADP doeialrcarf-
"‘Cldcncc, hence its introduction into antena

Q|
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However, some women will decline RAADP (e.g. those
who wish to be sterilised after birth) and women should be
counselled with regard to nsks and benefits so that an
informed decision can be made. In such cases, the antibody

screen should be checked at booking and 28 weeks to look
for any sensitising events.

4 Answer: G ~ Large dose (2500 IU or 5000 IU) anti-D
required

Explanation: It less than 15 ml has been transfused, the
appropriate dose of anti-D (based on a Kleihauer test) should

be administered. If more than 15 ml has been transfused, it is
likely that a large dose will need to be given.
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poR THE MRCO
H'

pM’

OG Green Top Guideline N 13: Chic

e T
Sourte: (September 2007)

Prfgﬂﬂnfy

kfﬂpnx In

Answer: F — Administer VZIG and Manage s poten-
5 gally infectious from 8-28 days after administratiop,

E\P’“"“"‘m: ()Fthe_populatiun '11_1 the UK.and Ireland, 909
qre immune to chickenpox (p_nmary Vs_ncc]]a
infection) as it is a common childhood disease.
pot routinely tested for antc-nataﬂy, nor is i
routine. It can cause fetal varicella syndrome j
(albeit rare), but can also cause matermna] m
mortality in non-immune individuals.

Z0ster virys
[n*mmnit‘;,r is
nmunisation
N pregnancy
Dl’bldlt‘y and

If an individual is known to be non-immune (sero-nega-
tive), a history should be undertaken to determine significant
exposure, defined as in the same room for at least 15 min-
utes, face-to-face contact and contact in a large open ward.

VZIG should then be given as soon as possible, but within
10 days of the contact — this may prevent or attenuate the
disease in pregnant women (this  immunoglobulin s

derived from non-UK donors with high VSV anubody
tires). Women should then be treate
tious for 8-28

VZIG given),

d as potentially infec-
days after administration (8-21 days if no

6 Answer: C — No risk

‘E"‘Piﬂﬂatian: Mate

mal shingles occurs as a secondary infec-
]

On in an indjvidyal who has previously had chickenpox. As
¢ Woman has already acquired antibodies to VSV and thes1r:

ansfer across the placenta to the baby in utero, thetre 1s
po 1‘.13k to the Neonate at birth and no treatment or monitor-
"8 8 required The exceptions are if the baby is bor before

Scann;gTCamScanner
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28 weeks (as antibodies will not have transferred across the
placenta) or if the baby weighs less than 1 kg.

7 Answer: H — Administer VZIG and monitor for 28 days

after administration

Explanation: If maternal disease occurs seven days before or
after delivery, there is a risk of varicella in the newborm:

therefore, the neonate should be given VZIG, again to try to
attenuate the disease. Although 50% of neonates still develop

chickenpox, mortality appears to be lower. VZIG can pro-
long the incubation period and therefore neonates should be

monitored for signs of infection for 28 days and acyclovir
administered as necessary.
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REDUCING THE Rjsk
OF THROMBOEMBOY y5,

source: RCOG Green Top Guideline No 3
0

embolism dunng pregnancy ang 3 T

the pue P run]bﬂ'ﬂ‘ and
(Novembcr 2009) Penum, ’“dllcing the nsk

§ Answer: C — Antenarg] high-4
weeks postnatal LMW 0s¢ LMWH ang iy

Explanation: Getting the appropri ‘

LMWH can be very tricky El rin?t::nbtgf L‘ a:;d dose of
setting, memory should not be reljeq upon‘;::i | :F. |
always clanfied with a local or national guidelip, N U‘l'mau(m
RCOG. There 1s a handy table in © Such as the

here ‘ Appendix 2 of
RCOG guideline which would be usefy] to rememl?; lt!m
the exam. -

A chnye

Individuals with anti-thrombin deficiency are at very high
nsk of thromboembolism (therefore high-dose LMWH is

usually necessary), but different types of anti-thrombin defi-
aency are associated with different levels of risk, therefore,

an expert haematologist should also be involved with the
care of the woman.

Read the options carefully as it is easy to miss the words
‘high-dose”’!

9 Answer: B — Antenatal LMWH and six weeks
postnatal LMWH

Explanation: Some studies have shown that 3 pzt“;::"’t‘“}:ﬁ

trogen (from pregnancy or the ol -co“m:th'actor for

provoked venous thromboembolism 15 2 r}dmct advises,

recurrence, whilst others have not. RCOG gu‘; antenatal 3¢

however, t’hat these women should be offere

POstnatal LMWH.

Scanned by CamScanner

SYIMSNY



EMQS FOR THE MRCOG

Generally, women with a previous' VTE from any cause do
have a risk of recurrence, both duning pregnancy and in the
postpartum  period. An anter:mtal risk assessment should
always be undertaken to identify any additional risk factors,

10 Answer: H — Seven days postnatal LMWH

Explanation: Both obesity (BMI > 30) and smoking are risk
factors for venous thromboembolism. The RCOG guideline

has an excellent flow chart to help stratify individual risk
factors to determine whether LMWH 1s required or not. In
this case, as two risk factors are present, if admitted the
patient would require antenatal LMWH — however, gener-
ally seven days postnatal LMWH only would be required
(thromboembolism risk increases in the postnatal period due
to relative increase in coagulation factors).

SYIMSNY
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THE ACUTE MANAGEMENT OF
THROMBOSIS AND EMBOLISM

Source: RCOG Green Top Guideline No 37b: The acute
management of thrombosis and embolisim i pregnancy and the
puerperium (February 2007, reviewed 2010)

11 Answer: G — Bilateral lower imb Doppler

Explanation: Venous thromboembolism has been an import-
ant cause of death of pregnant women in many of the recent
maternal mortality reports.

Investigations in this situation are all about balancing nsk to
the fetus and to the mother. Chest X-rays are of neghgible
risk to the fetus, but may show other causes of shortness of
breath. If the chest X-ray is negative, the next step would be
to perform a bilateral lower limb Doppler as the presence of
a deep vein thrombosis (DVT) would make the diagnosis ot
pulmonary embolism highly likely. CTPA and V-Q scan are
both associated with risks to mother and/or tetus.

SYIMSNY

Treatment-dose, low-molecular-weight hepann should be
commenced prior to the results of these investigations, unless

there 1s a contra-indication.
12 Answer: H — Anti-Xa level

: : et - s _welght
Explanation: I'herapeutic doses ot low-molecular-weig
N : ¥ e pregnancy
heparin are given to women based on their pre-pre g”d .
: =S . . 5 1% N 011
or hn”k"‘g weight. Saustaction with treatment 1s base

i srapeutic
anti-Xa levels and most women achieve good therag

Coverage if guidelines are adhered to.
f body weight (over
- bolism ©F

onng of w

Hmwevcr, tactors such as extremeces O

0 kg or less than 50 kg), recurrent thrombo-¢m

gy - . = . 2 I“U“lt
rtnc]l mlp:unnt:lll H]a)r ‘l][cr fﬂt‘t‘t[\."‘]]fﬁh. ;’md

aNu-X 3 s adwvised.
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HYPERTENSION IN PREGNANCY

!-Mij\ FOR THE MRCO(G

Source: NICE Chnical Guideline 107 Hypertens
(August 2010, modified January 2011) Bnancy

There 15 a useful table within the guideline that cap

to answer these questions. -l

13 Answer: A - Do not admit patient to hos
hypertension; no indication tor blood te
blood pressure weekly.

pital op treat
sts, but mon;jor

Explanation: Treating hypertension in Pregnancy and ¢ryip,
to deduce the risks of pre-eclampsia can be very challcngin g
NICE guidance in 2010 went some way to try to stratify ni
and guide clinicians as to when to admit/treat etc.

=
=
v
=
m
-
v

By definition in the NICE guidance, this patient has mild
gestational hypertension (and not pre-eclampsia) — je. they
have raised blood pressure without significant proteinuria.
The patient is at risk of developing pre-eclampsia in the
future, but does not need treatment nor admission at this
stage — however, blood pressure should be monitored
weekly.

14 Answer: E — Admit patient to hospital, treat hyper-
tension with oral anti-hypertensives, take bloﬂq P
sure at least four times per day and take a quantificauve
protein test.

: ' 2 Nt 2 : ~ derate
Explanation: By NICE definition, this patient has nmm »
; issi e
pre-eclampsia and therefore needs admuission, treatn
further investigations.

B : n,
Once a quantificative protein test has been tﬂkece of protet?
need to be repeated and it is merely the presen

that is being assessed and not an increase.

Scanned by CamScanner



1|3bt:tfﬂ°l would be ﬁr_st-line management in the treat-
hypertension, aiming to keep the systolic lesg than
Hg and the diastolic between 80 and 100 mmHg.

Oral 1
n]{'nt Ot
]ﬁ“ mim

5 Answer: F - Admit patient to hospital, treat hyper-
«ension with alternate including [V anti-hypertensives
uke blood pressure at least four times per day and take ;;
quantificative protein test. Consider the administration
of steroids, discuss with consultant obstetrician, neonatal
and anaesthetic staff with regards to delivery.

Explanation: The patient was managed according to NICE

qudance in the first instance: however, the patient’s
blood pressure has become refractory to treatment and she
- . s

4y need early delivery if it is not able to be controlled —

balancing the risk ¢
| o the fetus aoaj
inuing with the pregnancy., gainst the benefits of con-
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THE DIAGNOSIS AND TREATMENT
OF MALARIA IN PREGNANCY

Source: RCOG Green Top Guideline 54b: The diagnosis and
treatment of malaria in pregnancy (Aprl 2010)

16 Answer: B — Admit to hospital, administer oral quinine
600 mg 8-hourly and oral clindamycin 450 mg
8-hourly for seven days, administer anti-emetics and
make a plan with the multi-disciplinary team for man-
agement of recurrence and future antenatal care/delivery.

Explanation: It 1s advisable to hospitalise all pregnant women
with malana (especially P. falciparum), as women can deteri-
orate rapidly. Women should be managed jointly by the

medical and obstetric teams - delay in diagnosis and treat-
ment can be fatal.

SYIMSNY

If vomiting is persistent, oral therapy should be changed to
IV. Women should also be screened for anaemia and treated.

Primaquine should not be used in pregnancy.

17 Answer: F — Admit to hospital, administer oral
chloroquine 600 mg followed by 300 mg 68 hours later,
followed by 300 mg on day 2 and day 3, ndministff‘r
anti-emetics and make a plan with the mulu-

disciplinary team for management of recurrence and
future antenatal care/ delivery.

Explanation: Management is as in the first scenario; however:

this 15 a different species causing malaria and therefor®
requires a different agent,

18 Answer: E - Admit to Intensive Care Unit and

administer artesunate [V 2 4 mg/kg at 0, 12 and 24 hrs,

then dillly thereaﬁer. Faormmnlatre 2 nlan “"hiCh o)
Scanned by CamScanner




gMQS FOR THE MRCOG

mvolve delivery with senior members of the multi
disciplinary team, including consultant physician and
obstetrician.

Explanation: This woman has severe malaria with compli-
catipns and requires urgent admission to the Intensive Care
'Umt.‘Hypotension may also indicate secondary bacterial
infection. Once again, a multi-disciplinary approach should
be taken, which may involve delivery of the baby.
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PREVENTION AND MANAGEMENT
OF POSTPARTUM HAEMORRHAGE

Sonrce: RCOG Green Top Guidehne No 52: Preventiop and

management of postpartum haemorrhage (May 2009, with iiiior
revisions 1 November 2009 and Apnl 2011)

19 Answer: FF — IM oxytocin 5 or 10 [U

Explanation: This may seem like an easy question and
answer, however many obstetric units in the UK actually
use a mixture of oxytocin and ergometnne, as it does reduce
the risk of minor postpartum haemorrhage (PPH), but it
increases the nisk of vomiting. Oxytocin alone is the first-line
choice, as it has similar efficacy at this level of PPH without
the adverse side-effects of the combined drug.

SYIMSNY

Conservative management could be offered, however the

guideline states that all women should be offered prophylac-
tic oxytocics to reduce PPH.

20 Answer: B — Oral ampicillin and metronidazole

Explanation: The most common cause of secondary postpar-
tum haemorrhage is infection or endometnits, which 15
easilly treated with oral antibiotics. The unit in which you

are working will probably have local guidelines, however
RCOG recommend the ones above.

e : " thi
Pelvic ultrasound would not change the management of this
situation (see below).

21 Answer: | - Surgical evacuation of uterus/retained

products with consultant supervision and [V antibioti®®

Explanation: This woma

m likely that retained pr

Scanned by CamScanner
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PREVENTION AND MANAGEMENT
OF POSTPARTUM HAEMORRHAGE

Sonrce: RCOG Green Top Guidehne No 52: Preventiop and

management of postpartum haemorrhage (May 2009, with iiiior
revisions 1 November 2009 and Apnl 2011)

19 Answer: FF — IM oxytocin 5 or 10 [U

Explanation: This may seem like an easy question and
answer, however many obstetric units in the UK actually
use a mixture of oxytocin and ergometnne, as it does reduce
the risk of minor postpartum haemorrhage (PPH), but it
increases the nisk of vomiting. Oxytocin alone is the first-line
choice, as it has similar efficacy at this level of PPH without
the adverse side-effects of the combined drug.

SYIMSNY

Conservative management could be offered, however the

guideline states that all women should be offered prophylac-
tic oxytocics to reduce PPH.

20 Answer: B — Oral ampicillin and metronidazole

Explanation: The most common cause of secondary postpar-
tum haemorrhage is infection or endometnits, which 15
easilly treated with oral antibiotics. The unit in which you

are working will probably have local guidelines, however
RCOG recommend the ones above.

e : " thi
Pelvic ultrasound would not change the management of this
situation (see below).

21 Answer: | - Surgical evacuation of uterus/retained

products with consultant supervision and [V antibioti®®

Explanation: This woma

m likely that retained pr
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argical evacuation, however there 2 high rigk f

it ration when the procedure js completed shortly after
birth — therefore, senior supervision js required. Intravenoyg

antibiotics will be required and RCOG tecommends the yge
of gentamucin 1n this situation.

orrhage due to the appearance of the postpartum uterus,

where retained products can be difficult to distinguish from
the uterus and endometrium itself,
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MANAGEMENT OF SICKLE CELL
DISEASE IN PREGNANCY

Source: RCOG Green Top Guideline No 61: Management of
sickle cell disease in pregnancy (July 2011)

»1. -
22 Answer: L — Hydroxycarbamide (hydroxyurea) and
continue contraception for three months

Explanation: Hydroxycarbamide is used to reduce sickle cell
crises: however, it is teratogenic and women should be
advised to stop the drugs at least three months prior to
conception. Contraception should also therefore be con-
tinued at the same time. Remember to read all the way
down the list of options!

ACE inhibitors should also be stopped prior to conception;
however, there is no specific guidance that this needs to be at
least three months before.

23 Answer: B — Influenza vaccine

Explanation: women with sickle cell disease are hyposplt_*nlic
and therefore, much more prone to infection. Penicillin
prophyhxis is used throughout pregnancy and women
should have an annual influenza vaccine (as should all preg-

nant women).

24 Answer: | — Undertake a further test to assess iron levels
be due to 1ron
e — in fact the
d blood

Anaemia may not necessarly
n with sickle cell diseas

overloaded due to repeate
tuation, ron supplementatior

Exp:'armtian:
deficiency In won_lc
woman may be lroq
transfusions. In chis s
be the wrong advice
levels is the right answ
approprate.
mScanner

er here before tron supp]emcn
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UTURING MATERIALS

sure: RCOG Green Top Guideline No 29: The Management of
hird degree and fourth degree perineal tears (March 2007)

25 Answer: C — Polyglactin (Vicryl Rapide)

Explanation: A fast-absorbing braided suture is used for
second degree perineal tears and episiotomies

2% Answer: A — Polydiaxanone (PDS) 30

Explanation: A fine suture should be used for the internal or
external anal sphincter to reduce irritation and discomfort.
from the list, monofilament PDS 3—0 is the most appropri-

“¢ and named within the guideline.
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RASH AND INFECTIOUS DISEASE
IN PREGNANCY

Source- Guidance on viral rash in pregnancy: Investigation, diagnosis
and management of viral rash illness, or exposure to viral rash
illness, in pregnancy. Health Protection Agency (January 2011)

With these questions, the answers are not as simple as they
seem. You have to be clear on what you are testing for
and why.

27 Answer: E — Test for varicella zoster virus (VZV) IgG

Explanation: Many women bormn 1n the UK are immune to
chickenpox as they were exposed to the illness in childhood.
However, it is important to ascertain immunity if the
woman 1s unsure.

SYIMSNY

The presence of IgG indicates past infection and the woman
can be reassured.

28 Answer: D — Test for parvovirus IgM and IgG

Explanation: Parvovirus needs to be excluded here. [t 15 3
relatively easily transmussible disease and outbreaks occur
commonly in nursenes or schools.

As asymptomatic parvovirus can affect the unborn child just
much as symptomatic parvovirus, and acuve management of
the disease can alter the outcome for the child, it 1s important
to test the woman for current infection and for immumnity:

The presence of IgM usually indicates current infection:
with IgG showing past infection. Further testing i SOM"
times advised if the initial test shows neither the presenc °

IgM nor IgG.
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Source: RCOG Green Top Guideline No 27: Placenta praevia,

placenta praevia accreta and vasa praevia: diagnosis and

management (January 2011)

29 Answer: C — R.efer to a unit with cell salvage and/or
nterventional radiology

Explanation: With a previous caesarean section and ultra-
ound features typical of placenta accreta, this woman is at
high nisk of postpartum haemorrhage. As she 15 a Jehovah's
witness and most likely refuses blood transfusion, which
would be confirmed with a discussion with the patient and
the completion of an advance directive, the woman should
be referred to a unit with cell salvage and/or interventional
radiology so that a planned elective caesarean section can be
performed at around 38 weeks with these extra modalities to

reduce blood loss at surgery.

30 Answer: A — Transvaginal ultrasound scan
‘ | : -qesarean
Explanation: Whilst many women deliver b y o chin
s¢ction with a placenta pr;wvi:l. the evidence tor:“"l h:i 18
. - . if the hecad ©
and more research is rcquin:d. [herefore, 1 t L{ scan o
engaged. there is a placc for transvagina] ultmixoum . 1;,311131
X . 218 y TCE
see if vaginal delivery may be an option. Decisions rfi—-
m - :
ode of delivery should always €1l

ini . as

compass t'll!llL".ll factors
W : |
ell a5 the woman’s Pl't‘it:rcnccs._
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AIR TRAVEL AND PREGNANCY

Source: RCOG Scientific Impact Paper 1: Air Travel and Pregnancy
(May 2013)

31 Answer: C — Graduated elastic compression stockings

Explanation: Whilst there is a small absolute nisk of venous
thromboembolism during a flight, combined with the risks
of pregnancy, this misk is increased for pregnant women,
especially in flights over four hours.

General advice, including good fluid intake and mobilisa-
tion, reduce the risk and all women undertaking a flight over
four hours should wear compression stockings.

32 Answer: G — Avoid flight after 32 weeks of gestation

SYIMSNY

Explanation: The main risk with air travel in pregnancy is the
r_isk of labour and facilities not being available to provide care
for women in labour, or the risk of the plane being diverted.

Therefore, women with additional risk factors for pre-term

labour such as multiple pregnancy are generally advised not
to travel after 32 weeks.

33 Answer: | - Avoid flight altogether
El.rpimmn'on; There are certain conditions, such as sickle cell
discase or recent gastrointestinal surgery or haemoglobin

bd.uw 7'5_ g/dl that can lead to an increased risk of compli-
catons with air travel dunng pregnancy.

The patent should be advised not to travel in these
CcIrcumstances.
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MANAGEMENT OF SMALL FOR
GEg‘,TATIONAL AGE FETUSES

Sonrce: RCOG Green Top Guideline No 31.

the small for gestational age fetus (second edition, Feh 2013)

34 Answer: C — Assessment of fetal size and umbilical
artery Doppler in third tnmester

Explanation:  These relatively new guidelines from the
RCOG recommend that women should have an assessment
of nsk factors for a small for gestational age (SGA) fetus at
booking. Four minor risk factors (here: low fruit intake, age
above 35, first pregnancy and BMI 25-29) recommend a
utenne artery Doppler at 20 weeks followed by a third

tnmester ultrasound assessment if the uterine artery Doppler
s normal.

35 Answer: F — Administer corticosteroids and deliver

Explanation- Whilst umbilical artery Doppler has minimal
benefit in 2 low-risk population, it is an important tool in a
¢ where an SGA fetus has been identified. Umbilcal
ey Doppler measures the resistance to blood flow
tween baby and pl:l(‘t‘llt:.l- Where this remains normal,
D“Pplt‘r can be assessed every 14 days.
Ductus venosus Doppler can then be used as an adjunct, it
mbilical artery Doppler then becomes abnormal, and can
Used o plan delivery. Ductus venosus Doppler reflects
atny| Pressure—volume changes dunng the cardiac cycle.

> - ; ration
“Stationgy) age is critical to survival and the Jdml"'“ this
cﬁt‘tiCost  1s also cnucal to

o eroids for lung matunty
Urvivy),
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UMBILICAL CORD PROLAPSE

Source: RCOG Green Top Guidehine No 50: Umbilical

cord
prolapse (Apnl 2008)

36 Answer: ] — Left lateral position

Explanation: Knee—chest position is often adopted when 3
woman 1s at home, to relieve

on the cord. However,
1s thought to be more

should be adopted.

pressure of the presenting part
in a moving ambulance, this position
dangerous and therefore, left lateral

There are, of course, other |
midwife to relieve

manual elevation o

neasures that can be used by the
pressure of the presenting part, such as
r filling the urinary bladder.

37 Answer: G - Openative vaginal birth
Explanation: W,

. st an imme
1) 1s often the

way many b
1s dee

diate caesarean section (Grade
abies are delivered following a
Med safe and quicker to do so, an
may be carried out. However, 1t
bome in m;

then b that if the delivery is not successful,
€N be compou :

e ded by b, >11 carry out

4 Caesarean section, y having to then carry

delay wi]]

heart rate monitonng
mbranes is characteristic
- A vaginal examimmqul
confirm this 4nd make plans for
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39 Answer: E — Speculum/digital vaginal examination

Explanation: Whalst with pre-term rupture of membranes it is
often best to avoid examination and therefore infection, in
this scenario, an umbilical cord prolapse may have occurred

and examination will influence the management plan and
dehvery.
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MANAGEMENT OF GENITO-URINARY
PROLAPSE

Source: NICE Clinical Gudeline 171: Unnary incontnence in
women (September 2013)

40 Answer: D — Defer surgery until bladder stable

Explanation: Whilst prolapse has been the reason for referral,
urodynamics have uncovered bladder problems, which need
to be stabilised prior to surgery and not made worse.

41 Answer: A - Anti-cholinergics

Explanation: Once again, her bladder symptoms need to be
stabilised, this time with anti-cholinergics.

SYIMSNY

¥ Anmswer: E - Discussion at multi-disciplinary team
meeung

Xplanation: In this situation, mix

E
ed urinary inconti has
been revealed. Blood_ e ry incontinence
something sinj
oy g's:lmswr of more complex, and therefore a multi-
*Iplinary team meeting is warranted

-C : :
surgery ounselling regarding after-effects of

Overactivity — therefore,

Seussed prior ¢ surgery,

s
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44 Answer: E — Discussion at multi-disciplinary team
meeting

Explanation: There is evidence here of detrusor overactivity
on maximum dosage of anti-cholinergics. The next step may
bf“ administration of botulinum toxin; however, NICE
gqldance suggests multi-disciplinary team discussion before
this decision is made.

Scanned by CamScanner
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MANAGEMENT OF EARLY
PREGNANCY PROBLEMS

Source: NICE Climical Guideline 154: Ectopic pregnancy and
muscarmage (December 2012)

45 Answer: F — Pregnancy of uncertain viability

Explanation: MSD <25 mm with a trans-vaginal scan with
no visible fetal pole and/or yolk sac signifies a pregnancy of
uncertain viability and a second scan needs to be performed
after seven days before making a diagnosis.

T rr———
N =

46 Answer: E - Persistent pregnancy of unknown location

Explanation: Although there are increasing levels of hCG,
signifying a Pregnancy in an unknown location, there is a
negative laparoscopy making the diagnosis difficult. This is a
case of persistent PUL, which is a difficult one to treat as
there is always , mggling doubt about 2 viable pregnancy
and, ]u'ncf:. 1nstituting methotrexate treatment becomes dif-

ficult. t}:uud COmmunication with the patient is key to
successtul managemen.

SYIMSNY

47 Answer- C - Ectopic pregnancy

Explanatio: .

R":i L:;TE [])mcnw- of echogenic fluid on an ultrasound

P«Juch u:{ U;II bl < the possibility of blood/clots in the
ouglas. Thjs along with an empty uterus and a

‘.lg."ﬁ- . n f 1o w oy
POssib:Ia tly nised b level should always alert us to the
1ty of an CCtopic pregnan cy

Missed Miscarriage

E"‘T’ia"dfiﬂn' C
: Cl _
*an Withoy , :::‘Jbr 7 mm with a transvaginal ultrasound
m ¢ heartbegy signifies a missed miscarnage:
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However a second opinion should pe
scan can be oftered after seven d,
diagnoss.

sought and , second
ys before making ,

19 Answer: D - Pregnancy of unknown location

Explafmn'un: In this case there is a risk factor of previous
tctopic pregnancy, hence we should be very careful in our
jlagUOS{s. A conservative approach should be applied and
ﬁﬁ;?inatekcounselhng should be offered. The presence of
here ::i fls.ezrly pregnancy scanning diﬁicult. Although
g ISC. index of suspicion f)f an ectopic, pregnancy of
ation 1s the diagnosis until proven otherwise.

5
0 Answer: C — Ectopic pregnancy

SYIMSNY

E : _ |

mxilﬂnanon: Again, echogenicity in the pouch of Douglas

ac;11 =i diagnosis easy, along with a complex mass 1 t_he

th”Exa_ This situation warrants a diagnostic laparoscopy tor
¢ Patient,
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OMPLICATIONS
RATIVE C
pOSTOPE

ions aim to assess your ability to detect
These questio mphcations and how to manage them. The
pustupemtlj’fhft‘:l’ﬂsi that different hospitals and departmens
difficuity .“: these complications in different ways —
:;:::8:2‘::&‘”(;10 not be too disheartened if you feel that more

1
than one answer could be true!

There isn’t a particular guideline to quote, but ?xpgﬁence
gathered from best practice. This particular section is aimed
at giving candidates from outside the UK a flavour of how to
deal with postoperative complications.

51 Answer: A - CT urogram

Explanation: A vesicovaginal or ureterovaginal fistula needs

to be ruled out as a complication by the use of this
mvestigation.

SYIMSNY

2 Answer: D - CT scan of abdomen and pelvis

Explanation: Uterine perforation may have occurred.

53 Answer: M

= Intermitteny selt cathetensation
Explanation: M _ |
unfonmmn. Minor Postoperative voiding difficulty i1s not
100 and _ '

and tontrary to resting the bladder with an

illd'.\,'c!ljng catheter jp ;
y 1L 1! - » » .
by Pcrﬁ)mu'ng ISC. > better to get the bladder to work

4 Aﬂswer:

L _y . . .
Urinary Cathetenisation
{ﬁplanarfon:

esty :
% 3ppropriae. If 78 the bladder with an indwelling catheter

: 4 major s - ing
a Cyst —— Pertoration : orming
Ystogram i Justified, Is suspected, pert

T:‘“
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% Answer: D -~ CT scan of abdomen and pelvis

Explanation: This investi

gation would be ysed
bowel perforation.

to look for
% Answer: B — IVP

Explanation: This

Investigation would be used to look for
uretenc m_]ury

Scanned by CamScanner
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CHRONIC PELVIC PAIN

source: RCOG Green Top Guideline No 41: The iniual
at . v’ | |
management of chronic pelvic pain (May 2012)

57 Answer: H — Screen for sexually transmitted infection

Explanation: Chromc pelvic pain l!s frequently encountered
in clinical practice. Postcoital bleeding together with chronic
pelvic pain can be a sign of a sexually transmitted infection
and therefore, genito-urinary swabs should be taken.

58 Answer: F — Diagnostic laparoscopy

Explanation: This patient may be managed conservatively,
however, the fact that she has sought medical attention for
her heavy penods and the fact that there is no mention of the

size of the endometrioma, a diagnostic laparoscopy could be
offered.

SYIMSNY

59 Answer: | - Referral for counselling
Explanation: Thjs que

ston is trying to make you think about
domestic

or sexual abuse and therefore, an empathetic

4pproach would be Ippropriate with consented referral for
Counselling,

60 Answer-: (; _ Referral to urologist

Explanation:

This is interstitia] cystitis and therefore, referral
Lo the urgq

8ISt 1S appropriate.

61 Answer. K

- Referral to pain team

IS scenario ive of postoperative
Ve injury Whil 0 IS suggestive of postop e
m - ISt gabapentin may be an option, t
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best prescribed with the support and guidance of the spe-
cialist pain team.

62 Answer: | — Gastroenterology referral

Explanation: This is most likely irritable bowel syndrome and
mebeverine could be commenced. However, in light of the
associated bleeding, a referral to the gastroenterologist
should be made.

Scanned by CamScanner
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FERTILITY PROBLEMS

NICE Clinical Guideline 156: Fertility (February 2013)
Source: ks ot

3 Answer: A — Ovarian stimulation with clomiphene
0. d

citrate

Explanation: Do not offer oral ovarnan stimulation agents to
women with unexplained infertility — there are risks of

ovarian hyperstimulation and multiple pregnancy, and these
mayv not be of benefit in women with unexplained infertility

(Section 1.8.1.1 of the guideline).
64 Answer: C — In-vitro fertilisation

Explanation: IVF should be offered following two years of
trying to conceive naturally (1.9.1.1).

SYIMSNY

65 Answer: G — Double embryo transfer

Explgnarian: Single embryo transfer is preferred to minimise
the nsk§ of multiple pregnancy. Double embryo transfer may
be considered if embryos are of poor quality or in a number
of special circumstances (see below).

66 Answer: F - Single embryo transfer

f:xplgnarfan: At age 40-42, double embryo transfer may be
considered (1 12.6.5).

67 . -
Answer: F — Single embryo transfer
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68 Answer: D — Intrauterine Insemination

Explanation: The couple should be advised to try to conceive
for at least two years before any referral for fertility treatment
shou.ld be_madc. [UI should not be used without concurrent
ovanan stimulation (1.9.1.1).

Scanned by CamScanner
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_PHARM
N ATMENT OF MENOPAUSAL

SYMPTOMS

P Non-pharmacological treatment of POstMenopaysy|
symptoms. The Obstetrician and Gynaecologist 2013; 15: 19-25

69 Answer: B — Soy
Explanation: Soy 15 a plant-based phyto-oestrogen and used

by many women to try to control menopausal symptoms
especially vasomotor symptoms. '

70 Answer: C — Red clover

Explanation: There is no evidence that red clover is signifi-
cantly better than placebo.

SYIMSNY

71 Answer: B - So}r

72 o
Answer: C _ Red clover

Explanation: R e clover

. . C .
dggregation, AN cause problems with platelet

73
Answer: A - Vitamin E

. itamip E
“rate benefyy i, reduc has been shown only to have mod-
“Ing vasomotor symptoms
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pRECOCIOUS PUBERTY

Source: Tirumuru S.S. et al. Understanding precocious puberty in
girls. The Obstetrician and Gynaecologist 2012; 14: 121-129.

74 Answer: F — Anastrozole

Explanation: This is McCune—-Albright syndrome and is
treated with an aromatase inhibitor.

75 Answer: C — Glucocorticoids with mineralocorticoids
Explanation: This is classical congenital adrenal hyperplasia.
76 Answer: 1) — Hydrocortisone

Explanation: This 1s a non-classical form of congenital adrenal
hyperplasia, treated with hydrocortisone.

77 Answer: M — MDT meeting

Explanation: This may be an oestrogen-secreting tumour
such as a granulosa cell tumour.

78 Answer: A — Thyroxine

Explanation: The

baby appears to have ¢ : _
: on
hypothyroidism. genital primary
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VULVAL LESIONS

Vulval lesions and their characteristics and treatment are
often the subject of both EMQs and MCQs.

79 Answer: B — Lichen planus
80 Answer: ] — Herpetic lesion

81 Answer: A — Behcet’s syndrome

JUIIMINY
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DICAL MANAGEMENT OF URINARY
?;E(;oNTINENCE

SOUICe: NICE Clinical Guideline 171: Unnary incontinence
in women (September 2013)

g2 Answer: F — Topical oestrogen

Explanation: As this woman is postmenopausal and has
atrophic vaginitis, topical oestrogen may help improve all
her symptoms.

83 Answer: G — Desmopressin

Explanation: Isolated noctuna is rare and difficult to treat.
Desmopression should only be used after a detailed consult-
ation and estimation of serum urea and electrolytes.

84 Answer: M — Discussion at multi-disciplinary team
meeting

Explanation: Botulinum toxin may be the next step, but
discussion at an MIDT meeting should occur, as suggested

by the guideline.
85 Answer: H — Imipramine
Explanation: Nocturmal enuresis is difficult to treat and
requires a Stepwise approach — there is further NICE
guidance on nocturnal enuresjs,

86 Answer: D) - Oxybutynin patches

-xplanation: P ‘ ¢
Exp atches are 3 good option to avoid side-effects
such as dry mouth egc.
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USE OF ANTIBIOTICS

robial protocols vary In hospitals, so it is worth

Anti-mic .
ur own hospital.

getting to know the system in yo
87 Answer: D — Flucloxacillin
Explanation: This is a Bartholin’s abscess.

38 Answer: G — Ofloxacin + metronidazole + doxycyline
Explanation: This is pelvic inflammatory disease.

89 Answer: B — Cephalosporin + metronidazole

Explanation: This is a common postoperative complication
and ideally a broad spectrum antibiotic should be used.

SYIMSNY

90 Answer: B — Cephalosporin + metronidazole

bxpifmarfon: This 1s a common postoperative complication
and ideally a broad spectrum antibiotic should be used.

91 Answer: H - Discuss with microbiologist

Ex 0N 1-discinli
: ‘p;fit::iaﬂﬂn. A mglt1-d15mplmary team approach must be
pplied, as this patient js unresponsive to initial treatment.

S —— -

s
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ATIONS FOR EMERGENCY
s ONTRACEPTION

_— Faculty of Sexual and Reproductive Healthcare Clinical

‘ 2 ’ . -

Effectiveness Unit statements: Missed pill recommendations (May
»011) and Prugestogcn-u:ﬂy injectable contraception (June 2009)

92 Answer: B — Take the most recent mussed pill, take the
remaining pills as usual, condoms should be used for the
next seven days or sexual intercourse avoided in case
further pills are missed. No indication for emergency
contraception.

Explanation: Missed pill guidance can be very complex to
remember and it’s important that you remember every detail
to ensure that you choose the correct answer!

A missed combined oral contraceptive pill is one that is taken
over 24 hours since the time it should have been taken.
Missing two or more pills can affect the effectiveness ot the
contraception and an extra method of contraception will
need to be taken for the next seven days.

The need for emergency contraception is determined by
which week the pills were missed in and whether sexual
intercourse has taken place in the last seven days. Seven days
of consecutive pills are thought to be needed to inhibit
ovulation — therefore, if the missed pills take place mn the
first week, emergency contraception will need to be taken
(as seven full days of pills will not have been t;tk_en). Here,
the missed pills are in the second weck and theretore, emer-
gENCy contraception is not required.

If the missed pills occur in the third and final week, two

packs are advised to be run together (i.c. no pill-
should occur),

free week

Scanned by CamScanner
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93 Answer: C — Administer the next injection, ofter
emergency contraception, additional contraception or
abstinence should be advised for the next seven days and

a pregnancy test should be carried out in 21 days.

Explanation: The DMPA (Depo-Provera) injection is usually
administered every 12 weeks and contains progesterone as a
long-acting reversible contraceptive (LARC).

However, it is thought that the injection will be effective for
up to 14 weeks between injections in most individuals.
Overdue is therefore counted as 14 weeks + 1 day.

As sexual intercourse has occurred within the last three days
and the woman is overdue her injection, a repeat injection
could be administered and emergency contraception should
be offered (either copper IUD or progesterone-only emer-
gency contraception), with the advice of additional contra-
ception for the next seven days and a pregnancy test 21 days
later. If sexual intercourse had occurred more than five days
previously, the woman should not be offered the injection
(as there is a risk of pregnancy) and would also be outside
the timeframe where emergency contraception could pe

offered.
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HEAVY MENSTRUAL BLEEDING

Source: NICE Chimcal Guidline 44: Heavy menstrual bleedin
(January 2007) &

94 Answer: B — Uterine artery embolisation

Explanation: Fibroids can be a huge problem for women
causing heavy menstrual bleeding, pressure pain and cwr;
subfertility. Treatments such as the levonorgestrel 1US will
simply not improve symptoms in these women and of
ourse, not help with subfertility problems.

Utenine artery embolisation (UAE) is fast becoming a
method of choice in certain centres where women wish to
retain fertility and indeed manage fibroids in order to poten-
dally improve fertility. NICE state that within the UK
registry of patients who have undergone the procedure,
the vast majority of pauents have improved symptoms both
at 6 months and at 24 months (84% and 83% respectuvely).

ports of pregnancies following

ption rate compared to 78%
ltl‘t‘lllt'd tnal.

There have been many case ¢

UAE. NICE report a 50% conce

with myomectomy from one mmlunmcd cot

95 Answer: E — MY{JII]CC[OI“)’

men are choosiis

above), 1t remains
dure reraining

and more WO

Explanation: Whilst mor¢
UAE as a method to retain fertility (sc€
that the best and most evidence for any proce
fertility has to be myomectomy:

NICE report a 48% live birth rate
U&) from a randomised contro
Muscarmage rate.
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96 Answer: H — GnRH analogues for three months

ni
to hysterectomy Prior

Explanation: Whilst hysterectomy would not be considereq

: .« . . . a
first-line treatment, this is still an option in ap aPPropriate
situation where the woman is fully informed.

Ideally, GnRH analogues should be administered tq shrink
the size of the fibroids prior to surgery to reduce the compli-
cation rate and assist with the technical difficulty of the

surgery.
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CoNTRACEPTION PROBLEMS

Gt Faculty of Sexual and Reproductiye Healthcare
Management of unscheduled blcr:dmg in Women ys
contraception (May 2009); [.i.;culry of Sexual and R
Healthcare: Contraception tor women aged over 4

(uly 2010)

Ing hormonal
eproductive
) years

¢7 Answer: B — Take a full sexual history and commence 3
30 mcg or 35 mcg COCP. If not resolving, conside
endometnal biopsy.

r

Explanation: Unscheduled bleeding is bleeding that is not
expected when using hormonal contraception and it can be
cassified into various types, including irregular, frequent,
prolonged, etc.

SYIMSNY

The basic premise for assessing women with unscheduled
bleeding is to take a full history, exclude risks of sexually
transmutted infections, assess risk of pregnancy and take a
cervical smear history.

Unscheduled bleeding 1s common within the finst three
months ufﬁteming a new hormonal contracepuon and if there
are no nsk factors for a sexually transmitted infection or cervical
Problem, then pelvic examination may not be necessary.

=y ————

Generally, perseverance for three months may resolve the
Problem, or 5 higher dose of oestrogen may help. As her age
. and Polycystic ovarian syndrome puts her at nsk of c;ldtv
‘ Metrig| carcinoma, an endometrial biopsy may be required.

" Answer: (G — Take a full sexual history and mvesugate
fOl’ ST]S if 3PPI'GPI"1MC

. *n
blt‘L‘dlng h;lS bLL ——

E.I I . . L] :
Planation: Ag the patient’s irregular < in anew  ERARS

Soing on for lmlgcr than three months and she
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relatonship, careful attention should be paid to her sexual
history and the nsk of any sexually transmitted infection that
could be a cause of the uregular bleeding, Her age is also
another nisk factor for an STI.

99 Answer: A — Leave in for a further 12 months and thep
remove or check two FSH levels, six weeks apart, and if
both over 30 [U/L, remove.

Explanation: Whilst there is a natural decline In fertﬂjty after
the mid-30s, pregnancy is still possible and therefore,
women should be encouraged to use contraception where
this is not wanted. If the levonorgestrel 1US is inserted at or
after the age of 45, it can left for seven years or until the
woman has gone through the menopause. This can be
dithcult to detect if the woman is amenorrheic, which
commonly occurs after the first year of use.

SYIMSNY

It the woman is not amenorrheic, any abnormal bleeding
patterns should be investigated and contraception should be
continued for one year of amenorrhoea afier the age of 55.

100 Answer: G — Remove the device now

Usually copper coils or [UDs (intrauterine devices) are
licensed for five years’ use or longer, many for 10 years’
use. After a year of amenorrhoea in 2 woman aged over
45 using non-hormonal contraception, the chances of men-
struation and therefore, ovulation, are minimal (World
Health Organization state 2—-10%)

Therefore, women can be advised to stop using the copper
[UD after one year of amenorrhoea if aged over 50. There 1s

no need for routine FSH levels as with hormonal
contraception,
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CoLPOSCOPY AND CERVICAL
SM_EARS

Source: Colposcopy and Programme Management: Guidelines for
the NHS Cervical Screening Programme, second édition
(May 2010)

The aim of cervical screening is to look for pre-cancerous
changes on the cervix, which can be treated to prevent ‘
progression to cervical cancer. These scenarios tended to ask
more about special circumstances where it is required that
you know the guidelines in detail.

101 Answer: E — Repeat smear 3—4 months postnatally

Explanation: As the cervix undergoes change dunng preg-
nancy, undertaking colposcopy during pregnancy needs a
high level of expertise. As mild dyskaryosis may indeed
regress of its own accord and not develop into high-grade
Pathology, most women with low-grade pathology, even
outside of pregnancy, would not be treated at the first smear
showing evidence of mild dyskaryosis, as CIN | does not
hecessarily require treatment. Therefore, the repeat smear
an be left until 3-4 months postnatally.

102 Answer: F — Refer for urgent colposcopy

dure requinng
ed at the nme
higher nsk
{ this, any

;xplﬂﬂarfon: All women who have renal fa
lalysis should have a cervical smear pertorm
of or shortl)’ after diagnosis. These women have a
°f CIN and indeed, cervical cancer. Because © ,
Yological abnormality should be referred tor ur;,m e
Poscopy. There is some research evidence [,h.‘l:nnn CIN
s:tuation8, CYtDIOgy is inscnsitivc ;md any co-¢XI1stiis

!
"3Y not be picked up.

ent ,;nl—
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103 Answer: | — Repeat smear in 12 months

Explanation: HIV-positive women should have annyy]
screening as HPV can co-exist. However, the use of
HAART (highly active anti-retroviral therapy) may also
reduce the HPV viral load and therefore, reduce the chance
of cervical abnormality. High-grade lesions are managed in
the same way as in the HIV negative population, as too are

low-grade lesions, which may just represent persistent HPV
infection and regress spontaneously.
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MANAGEMENT OF CER
CARCINOMA VICAL

source: Colposcopy and | rogramme Matmgcnwnt- (

the NHS Cervical Screening Programme second ed
- ? L
(May 2010)

rilldelines tor
Ition

104 Answer: F — Traclwlm'mmy

Explanation: Stage 1B1 — the cancer can only be seen by 3
microscope; >5 mum deep and >7 mm wide: if can be _-at:m;
without a microscope the lesion must be 4 cm or smaller.
Trachelectomy as a fertility sparing surgery mught be suitable
m this situation after appropriate counselling.

105 Answer: M — Cone biopsy

SYIMSNY

Explanation: Stage 1A1 — a very small amount of cancer that
can only be seen by a microscope and is not more than 3 mm
deep and not more than 7 mm wide. Although LLETZ
might be enough in this situation, it has to be bome n mind
that LLETZ will cause thermal injury to the edges, theretore
not prnviding clear excision margins, and therefore a cone
biopsy or even 4 NETZ is more appropriate. This question
has been included to highlight the limitatuon of LLETZ m
Gancer.

106 Answer: | - See and treat LLETZ

d the smear find-

Explanation: As colposcopy has conhrmee © ned, as ths
ings, 2 ‘Se oy et LLETZ' can bc.pcrtun .
Would both be diagnostic and therapeutic:

thway

. r pa
07 Answer: E - Postmenopausal bleeding P

ke an .idv.uu‘;‘d

: , muchl -
E‘xpfﬂﬂdlion: Although this looks very mut : diagnosts willl

C . L ceitation, (ssU

-
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essential before instituting creatment and hence she will need
investigation through the PMB pathway.

108 Answer: G — Radical surgery with radiotherapy

Stage 1B2 - the cancer can be seen without a microscope
and is larger than 4 cm. Definitive surgery 1s needed iIn

this case.

CIN I, I, Il and invasion, and their treatment are very
important. Similarly, stage 1 with its subdivisions into Al
and A2 and B1 and B2 are also important. Although there is

a move away from radical surgery, this question tries to make
sure that this 1s not missed when necessary
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{ECURRENT MISCARRIAGE

e RCOG Green Top Guideline No 17 The Imvestigation and
JOURE: : .

qament of couples with recurrent first-trimester and second-

e

amester miscarmage (April 2011)
109 Answer: B — Referral to geneticist

Explanation: This scenanio occurs in 2-5% of ¢
experience recurrent miuscarriage, which is why cytogenetic
analysis from the last miscarmage can be insightful. R eferral

to a geneticist can help as pre-implantation genetic diagnosis
may be an option for this couple.

ouples that

Genetic counselling also offers the couple

analysis with
regard to the nisk of the

N - L] h
anomaly occurning again in a =
subsequent naturally conceived pregnancy. =
&
110 Answer: F — Low-dose aspirin and low-molecular-
weight heparin
Explanation: This woman fits the criteria to be diagnosed
with anti—phospolipid syndrome (APS): the presence of anti-
Phnsp}mhpm antibodies in the blood 12 weeks apart. plus
one of the following;:
* three or More consecutive miscarnages before 10 weeks ot
gstation
f ¢ or more fetal losses after 10 weeks (where they arc
mo"PthDgically normal)
L ] - v = . ‘ )
One or more preterm births before 34 weeks due
Placeng,) disease
L IRT 2 - ¥
Scular thrombosis (unusual sites may be common,
e g o roni-
one of the mechanisms behind APS is related fo'::ntnui
s, met;ﬂana]},m has revealed that low-dose aspi —
-\._:' 45
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UTPATIENT HYSTEROSCOPY:

OEST PRACTICE

BE

wuree: RCOG Green Top Guideline No 59: Besy —
outpatient hysteroscopy (March 2011)

112 Answer: B — Use a non-steroidal anti-inﬂalmnatory
drug one hour before the procedure

Explanation: Routine opiate analgesia can cayse side-effects
and therefore, should be avoided. However, some studies

have shown that non-steroidal anti-inflammatories are usefiy]
n this situation.

There 1s limited evidence as to the optimal timing of admin-
stration, but one hour before is the guidance recommended

by the guideline as the pain relief will be effective by the
ume of the procedure.

113 Answer: C — Offer a chaperone

E T ; .

;Pfﬂﬂﬂfwn. It 1s good practice to always offer a chaperone,
e : - .
0 though the doctor 15 herself female. This is to protect

both the 1y l “thi '
- the patient and the doctor. Documentation of this offer
Presence should ocCCur.

Hy Answer: |) — Use
Medium

normal saline as the distension

:;xpfﬂnarion: W hilst
-l:l::m“ Medium is 5
ttle difference

for investigative hysteroscopy, the dis-
t the discretion of the operator (as there

Patie in image quality and pain levels for the
| ou;:)'bfur all lectrosurgical procedures, normal saline
I; © Used it i nduct during the
| Pmc'i‘dum as 1t 1s required to co
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{{ySTEROSCOPY AND ENDOMETRIAL
pPATHOLOGY

Source: Cooper N.AM., Smith P., Khan K.S. and Clark T J.
Vaginoscopic approach to outpatient hystem’.sc_opy; a systematic
review of the effect on pain. British Journal of Obstetrics and
Gynaecology 2010; 117(5): 532-539.

Tsimpanakos 1. et al. Vaginoscopic approach to outpatient
hysteroscopy: a systematic review of the effect of pain. British Journal
of Obstetrics and Gynaecology 2010; 117(9): 1163-1164.

Chin J., Konje J. and Hickey M. Levonorgestrel intrauterine
system for endometnal protection in women with breast cancer on

adjuvant tamoxifen. Cochrane Database of Systematic Reviews 2009
Oct 7: (4): CD007245.

SYIMSNY

| 115 Answer: B — Perform hysteroscopy +/- polypectomy

Explanation: Vaginoscopy does not reduce failure rates in
hysteroscopy

116 Answer: C - Offer levonorgestrel intrautenne system

Explanation: An effective medical form of endometrial pro-
tection to avoid surgery

117 Answer: A - Perform annual screening for endomet-
nal cancer

Explanation: Her risk of endometrial cancer is 30—60%

118 Answer: E — Reassure

Explanation: The liming of the endometrium is thin.
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119 Answer: D — Consider changing contraception, if
any; then wait and see

Explanation: This may be a side-effect of the progesterone
and therefore, a different contraceptive may very well have a

different eftect.
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NAGEMENT OF VULVAL SKIN
DISORDERS

Source. RCOG Green Top Guideline No 58: The management of
vulval skin disorders (February 2011)

120 Answer: B — Clobetasol

Explanation: This 1s an example of lichen sclerosus. It 1s an
autoimmune disorder and can be associated with diabetes,
hypothyroidism and/or premature ovanan failure. There is
significant morbidity associated with this condition. Treat-
ment with clobetasol is the appropriate management.

121 Answer: | — General measures

Explanation: Chronic vulval demmatosis or lichen simplex

chronic — treatment here is with general measures and
emollients.

SYIMSNY

122 Answer: C — Immunomodulators

Explanation: Recurrent oral and genital ulcers are manifest-
atons of Behcet's disease/syndrome. Treatment is with ster-
o1ds, immunosuppressants and immunomodulators (C or L).
It the problem is long term, it might be more appropriate to
consider iImmunomodulators (C).

123 Answer: F - Local excision

Explanation: This is a classic example of the usual type of
VIN with warty plaque-like lesions. It is associated with
Fhrunic immunosuppression, smoking, HPV infection anﬂ
Intraepithelial neoplasia. Although anu-histamines, emolli-

CNts etc. are used for symptom relief, the treatment of choice
ts wide local excision.
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124 Answer: B — Clobetasol

Explanation: Vulval psoriasis affects the vulva, but not the
vaginal mucosa. They are charactenised by discrete lesions
and are different from lesions in the non-genital sites. Emol-
lients, soap substitutes, steroids, calcipotrients are generally
used for treatment: however, coal tar should be avoided in

the genital area.
125 Answer: C — Immunomodulators

Explanation: This is a case of advanced inflammatory bowel
disease, which can also present with swelling and ulceration

on the vulva. Surgical excision is not appropriate.
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TEACHING METHODS

Source: Duthie S.). and Garden A S. The teacher, the leamer and the
ﬁwthud. The Obstetrician and Gynaecologist 2010; 12: 273-280).

126 Answer: C — Problem-based leaming

Explanation: Problem-based learming has been used in many
UK medical schools as an adult style of leaming to encour-
age medical students from day one to think on their feet and
brainstorm problems. There is an onus on the students to be
self-directed, with minimal facilitation from the tutor.

127 Answer: F - Schema refinement

Explanation: In this example, the tutor

knowledge on the subject of PCOS (s
and builds upon that

(schema refinement).

activates previous

chema activation)
knowledge with illustrated examples

SYIMSNY

leaming 1t pay also

technigue widely
Procedures such o

used by tutors
| of knowledge
t what level to
Ir knowledge.

aBsessing the leve

tutor g know ,
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CAPAcCITY AND THE
HEALTH ACT

MENTAL

Mental

S Undr:nt.uulmg the
. nd

Source: Nicholas N and Nicholas Yostetrician @
) et o R ok
Capacity Act 2005 a guide tor chmaans. Ihe Qs

Gynaecologist 2011; 12 29 34
130 Answer: A - Advance direcuve

Explanation: Advance decisions can be made by anyon¢ Ov'tf;r
the age of 18 about their medical treatment. They must b€

deemed to have capacity to make this decision — understand
the relevant information given to them, retain the infor-
mation, weigh up the pros and cons, and communicate the

decision.

An advance directive documents specific decisions that have
been discussed in advance in detail and signed by the maker
of the document and a witness.

131 Answer: E — Lasting power of attorney

Explanation: A person (donor) may appoint another person
(donee) to make decisions on their behalt if they lose cap-
aqty to make decisions themselves. The donor must be aged
over I8, have capacity at the time of appointing the pcr;.(m
and also register their authority.

132 . %
tnswer.‘ H - Consult relevant persons to determine
the best interests of the patient

Ex gt

"]gpf:::f;:ﬂ:nz;:,t Uﬁ Are sometimes pl;-ll:t‘d In situations deal-

“pacity or who tlous pilt'lt:nts o leth patients who lack

tuations that wcdll“mltc o el Qecisians. 16is in these

Bmily, ¢, help wi 1:101 tu re]cvan_t persons, such as close

"SPonsibility fies wir 1 AkINE. However, the final
Y hes with the decision-maker.
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pROVIDING INFORMATION
ABOUT RISK

Source: Consent advice senes: Individual consent information
procedures on the RCOG website ~ www.rcog.org.uk

133 Answer: D — Uncommon (1/100-1/1000)

Explanation: The risk of bladder/ureteric injury during a total

abdominal hysterectomy with no additional risk factors is
quoted as 7/1000.

134 Answer: E - Rare (1/1000-1/10 000)

Ex - . .

planation: Maternal risks are Increased during an emer
ency c 1 ]
BENCy caesarean section as compared to an elective. How-

ever, bladder inju 1S _
as 3/10 000 (bothryrart:)qUOtEd % 171000 and wreteric Injury

135 An :
Swer: E — Rgre (171000-1/10 000)
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DECISION-MAKING AT SURGERY

source: RCOG Clinical Governance Senes: Advice No_ 6
(December 2008)

136 Answer: C — Leave the mass alone, abandon the
procedure and discuss with the patient once she is
awake, including referral for a specialist opinion

Explanation: Even though the woman has consented to a
bilateral salpingo-oophorectomy, it 1s not known what the
nature of this mass is — either benign or malignant — and
therefore, the mass should be left alone at the time of surgery
and the procedure abandoned.

Following specialist referral (to determine whether the mass
is malignant), the most appropriate surgical procedure or
other form of management can take place - which may
ultimately lead to the same procedure being carried out as
was first planned if the mass is indeed bemgn.

137 Answer: F — Perform a salpingectomy

: . T it certainly an

Explanation: From the description, this 1s almost cert o
Adere e U
¢ctopic pregnancy. This would be conside I'L_Li a t;ln 1: P
life of the patient, especially as it 1s ruptunng t I‘ullf; .
e 1) g Le
tube and therefore, should be removed (without p
Sent) in order to save the patients lite.
. - n"

; ate rocedu
& Salpingectomy would be the most appropnate p
0 this scenario.
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ASSESSMENT AND FEEDBACK

Source: Shehmar M. and Khan K. A guide to the ATSM in Medica]
Education. Article 2: assessment, feedback and evaluation. The
Obstetnician and Gynaecologist 2010; 12: 119-125.

138 Answer: C — Summative assessment

Explanation: The assessment described is similar to the
ARCP (annual review of competence progression) that
occurs in the training system in the UK. It is an end of year
assessment, which has a pass/fail element to decide on pro-
gression to the next year of training.

139 Answer: H — Feedback

Explanation: The supervisor here is making a judgement on
the trainee’s performance, but providing him or her with
helpful hints and comments which lead to continuous
improvement on their performance.

Don’t be confused by the word ‘evaluation’ or ‘appraisal’. In

this context, ‘evaluation’ would mean feedback on a training
Programme or trainer.

140 Answer: D - Evaluation

Explanation: A highlighted above, evaluation tends to mean
teedback on , training programme or particular trainer, and
s usually completed in written form.
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Exple nation: RR = nsk of br. Ca. in smoker/nisk of br. Ca.

n numsumker

_ (34/55) / (21/59) = 1.6191 ... = 1.62 to two decimal

places.

M - 0.03

142 Answer:.

Explanation: To be significant at the 5% level, p has to be less
han 0.05. Therefore the only possible answer is M.

143 Answer: H — Incidence

Explanation: 21/1000 = 2.1% (‘approx. 2%’). This describes
the incidence of pregnancies affected.

14j1 anq 145: Approach the problem with a 2 X 2 table for
epidemiological study of a disease.

— Outcome
Test Positive Positive Negative
Result
True False Test
positive positive positive
Negative False True Test
negative negative negative
Outcome Outcome Total
K___ positive negative 3
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Inserting figures into the table we get:

Outcome
Test Result Positive Positive | Negative
18 24 42
Negative 3 955 958
21 Q79 1000

144 Answer: L — The calculation depicts specificity: true
negative/outcome negative.

145 Answer: F — This calculation depicts negative predictive
value: true negative/test negative.
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s%lir%%RJEs AND UNDERSTANDING
gTAT ISTICS

and Narveker N. Role of surgery to optimise
\ception treatments. The ( dbstetrician and

UL Suresh Y.N.

outcome of assisted co1

(;}wam’cﬁqql'.ﬂ 2013; 15: 91-938.

The purpose of this question is not just to ask about success
ntes. but also to assess your understanding of odds ratio and

the language of statistics.
146 Answer: M — Odds ratio of 4

Explanation: This is the odds ratio of success of pregnancy
following treatment.

147 Answer: A — Twofold increase in success rate

Explanation: As stated, a twofold increase 1n success rate with
reatment versus without.

148 Answer: |) — Conception rate of 35-84%
1 : .
A\ Answer: A — Twofold increase in success rate

l
> Answer: C — Odds ratio of 1.6
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