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Preface 3 things to pass OSCE -



Know your shit



-



Good communication skills



-



Able to explain things in a simple way



-



PBLs are important to revise



-



Morning and afternoon groups have the same stations



-



Differences between the morning and afternoon groups: Niceness of the examiner and the how well the actor plays the patient (Luck dependent)



-



In 2012, we were told that any examiner prompts do not half the mark (but still too many prompts are not a good sign)



-



Every year, about 5% will fail (to make you feel better, 95% will pass)



-



It is all about practice, please make up scenarios and practice with your colleagues



-



Fails = borderline 6 stations or more



-



If you borderline 5 stations  still pass



-



Suggestions: (if you happen to read this early this year) After each rotation, make sure you finished studying OSCE for that particular rotation



Table of Topics of Past OSCE – The highlighted ones are the topics that are repeated  so you see the importance of knowing the past OSCE Year/ Topic General Med



2012



2011



2010



2009



2008



2007



2006



2005



2004



- Peripheral polyneuropathy - CXR (Heart Failure) - Acute renal failure, Diarrhea - Preventative screening (breast) - Osteoarthritis Management - STD



- PE, CHF - ECG - Side effects of steroid



- Triage - Chronic diarrhea - CXR COPD



- ECG Chest Pain - HTN + ACEI - Hypo-natremia



- Critical Asthma - DVT - ECG AF



- Anemia - Headache - Blood transfusion



- 2o HTN - Diabetic examination - CXR, ECG, acute renal failure



- CXR - ECG (AF) Graves - PE



- STD - Back Pain - Preventative Health



- Suturing - Preventative Screening - DM management



- Preventative Health - Wart + Melanoma - Post-Partum Contraception



- Skin (wart, melanoma) - Asthma - STD



- Asthma Control - UTI - Abnormal Mammography



- Health Screening 55 - Fatigue - Skin (wart, melanoma)



O&G



- Triage - VBAC - IUCD



- Triage - Pap Smear - Inter-menstrual bleeding



- PPROM - Abnormal period (PCOS) - Implanon



- Triage - Incontinence and Prolapse - Down Screening



- Antenatal screening - Heavy period - Implanon



- Down Screen - Breast Exam - Pap Smear HRT



- Child abuse and fracture - Coughing video - Adolescent HEADSS



- Ped Resus - Immunization - Meningitis



- Video of coughing kid - Fever - Obesity



- Ped Resus - Immunization - Child Abuse



- Febrile convulsion - Anaphylaxis - Pneumonia /Bronchiolitis



- Limping kid - Vomiting (DKA) - Develop-mental assessment



- Ped resus - Coughing child (Croup) - FTT



Neonate



- Neonatal resus



- New Born check



- Examine eye model + Visual Acuity - ARMD



- Neonatal resus Not Applicable



Not Applicable



- New Born Check Not Applicable



Oncology



- Febrile neutropenia



- Examine eye model + Visual Acuity - Retinal Detachment - Anti-emetics



- CT Lung Cancer



- Anti-emetics



- Consent of FNA of right lung



- CT of Lung (Lung Cancer)



- CXR (Breast Cancer)



Abo



- Vomiting, Diarrhea Management



- New Born check - Examine eye model + Visual Acuity - Giant cell arteritis - CXR, CT and Bone scan: breast cancer + liver mets - Barriers + improvements



- Neonatal resus



Eyes



- Neonatal resus - Examine eye model + Visual Acuity - Painless visual loss - CT, Bone scan Lung Cancer



- Triage - Irregular intermenstrual bleeding - Mirena - Child abuse and fracture - Ped Resus - Skin rash (allergy) - Vomiting/ Reflux - 6 weeks check Not Applicable



- Triage - Emergency contraception - Urinary incontinence



Peds



- General screening + Smoking cessation - DM Education - Lumbar Spine Examination - Triage - Emergency contraception - Obstetric history taking - VBAC - Video of croup kid - Anaphylaxis - Adolescent health



- Hyperthyroidism - Hypercalcemia - Diabetic food ulcer - Spirometry - Dysuria, STI - Cardiovascular risk factors



Not Applicable



Not Applicable



Not Applicable



Not Applicable



Not Applicable



GP



Management and Discharge plan



Management and Discharge plan



- Neonatal resus - Examine eye model + Visual Acuity - Fundoscopy



2012 5th Year OSCE General Med



GP



Peripheral polyneuropathy 60? year old man in ED for a fall last night. ED medical officer has asked you to see him due to tingling & numbness in both legs. What are the possible reasons for this? (How would you manage him?) Hx: had symptoms for around a year now. DM on insulin, bsl 10-12, one bottle of wine/night, vegetarian, - takes no supplements (risk low B12), has regular ophthal checkups but has never seen a podiatrist CXR Heart failure (acute exacerbation / APO) This 70?yo man is short of breath and can barely walk 20m. He cannot lie down flat due to his dyspnoea. Interpret his CXR. (There is a ruler on the table for the cardiothoracic ratio) What is the most likely diagnosis? How would you manage in the acute stage? Gastroenteritis and diarrhoea (revealed Acute on Chronic renal failure) Patient 69yo. Admitted with gastroenteritis and dehydration. Please interpret the results and answer any questions the patient’s brother might have. Patient takes indomethacin for OA and an ACE-I for hypertension. Blood results will be given to you in the room: Results: UEC (3 months ago, and today’s bloods) Na 135 to 132 K 3.5 to 3.5 Urea 6? to 15 Creatinine 140 to 210 Questions asked by patient’s next of kin: What happened to her and why? She said she’s been tired, - why is that? Will her kidneys go back to normal? How will you monitor her progress? Preventive health 60 year old woman Revealed that her mother had breast Ca at age 66. She’s pretty reluctant to have mammography due to a painful experience. Asks for any alternatives. - Discuss the pros and cons of mammography (3 marks) Osteoarthritis management Guy on waiting list for a R total knee replacement. Also got GORD confirmed by endoscopy 3 years ago, that has just flared up again in the last month after starting NSAIDs No *prescription* medications - Take a focused history and discuss pharmacological and nonpharmacological management. STI screening (25 year old gay man - no symptoms) - Pre test counselling State what tests you would do(I f you mention mandatory notification of contacts for diseases) he is reluctant to tell them himself, asks - for any alternative



O&G



Peds



Neonate



IUCD counselling (both progesterone and copper) - Please discuss IUCD and answer any questions this woman might have. VBAC counselling - Please take a focused obstetric history, and answer any questions this woman might have. - She wants to know her options for VBAC vs elective CS. - G3P1 - Previous pregnancy was a CS for fetal distress (if prompted further, due to cord around neck) at - term. First pregnancy was a miscarriage at 9 weeks, had D+C. Upon further questioning would like to - have a third child. Triage: (septic shock ?STI, puerperal sepsis, DVT, hyperemesis gravidarum) 1. G2P2 gave birth 5 days ago, now increasing amts of foul smelling lochia and abdominal tenderness, urine dipstick leuk+ protein+ 2. 40yo lady 9 weeks pregnant with twins, has had excessive vomiting, T37.6 3. BMI 48 40+?yo lady, recent TAH BSO for (forgot), presents with calf swelling and pain over last 24h 4. 26yo recently back from Bali. LMP 3 weeks ago. beta HCG negative. Pelvic mass (left sided). Febrile and hypotensive. After 3mins of reading time you need to state your triage list Examiner will ask you to state your Mx plan for a patient of his choice Also (for 2 patients) state what they are at risk of / potential complications Ideal order was: 4,1,3,2. Child Abuse - femur fracture in 3 month old baby - Oblique fracture in midshaft of right femur, multiple healing fractures (with callus formation) and in the ribs. - Show the parent the X-ray findings. State what referrals and further investigations need to be done. Pertussis video - The child in the video is a 4 week old twin. She has been coughing for 2 weeks. Her father has been - coughing for several weeks too but is recovering. Please watch the video and comment on any - observations you make to the examiner. You can watch it as many times as you want. - What is the most likely diagnosis? - How would you manage it? - Initial part of video: child not in respiratory distress when not coughing - Rest of video: cough-cough-cough-cough *gasssp* cough-cough-cough-cough. She has O2 via nasal - prongs and is having some wafted via mask. Also IV line. HEADSS 15 year old girl w/ repeated presentations to ED in the last year. (asthma compliance, mother query smoking) The patient will stonewall unless you have made a statement regarding confidentiality. Has tried smoking. Has tried marijuana. - Hates having asthma. Doesn’t see point of preventer Neonatal resuscitation



Cancer



Eyes



Aboriginal



Febrile neutropaenia Patient presents to ED in Merridin This 38yo man was admitted with fever 39C. The patient’s file containing his chemotherapy regime, hisblood results and his tumor details will be made available to you in the room. Look at the results, what do you think he has? How would you manage him & what investigations would you do? You will be asked to present the case as if you would to a consultant. What anti-emetics would he take if he had severe CINV? - (notes show chemo given 7 days ago, FBC neut 0.06 post-chemo, normal before.) ARMD, visual acuity, fundoscopy Visual Acuity - please measure this man’s best corrected visual acuity in both eyes Fundoscopy - read one word from the ping pong eyeball Look at this picture and diagnose (drusen - ARMD) What would you give him to take home so he can judge how much his vision is changing? Amsler grid What would you ARMD management be? (wants you to say refer to ophthalmologist and consider ability - to drive - don’t need to go into detail, just say that you would do it) 2.5 year old Aboriginal boy with 2 week hx vomiting and diarrhoea. Possible Giardia. Weight below 10th centile, Height just above 50th centile. Explain to grandparents in appropriate language what is going on. They want to know “what can we do” “what will you do” Also any further investigations? Hx- immunisations current, kid’s always been small, developmentally fine, lives w/ grandparents and 2 cousins, ‘lots of people visit’ Not sure if giardia management station and/or FTT workup Not giardia management - possible diagnosis giardia -> need to do further testing



2011 5th Year OSCE General Med



-



-



-



GP



-



-



-



O&G



-



SE of steroids (short term and long term) You are the intern at hospital and your patient has been diagnosed with temporal arteritis and you are about to commence prednisolone 60mg per day for 1 month, and reducing the dose gradually over the following 9 months. 1) Educate the patient about the medication and why he should be taking it, 2) Explain the short and long-term consequences and side effects tolook out for PE Gen Med – 3 stories with history and examination findings on a sheet. Asked to list your most likely diagnosis and factors for and against it (and meant to list differentials but some examiners didn’t want to hear them…) – the first one was sleeping on 4 pillows, waking at night with trouble breathing, crackles in lung bases, etc = Congestive heart failure. Second one was spiking temperatures, unwell, cough, left basal crackles and pleural rub. Third one was patient has emphysema, bent down gardening and became suddenly short of breath, reduced breath sounds on the left side = pneumothorax (many people said PE to start with until told to read the question again…). You are the ED intern and are seeing a 24yo male with “palpitations” for 3 weeks ongoing, has had them before but never lasted this long. 1) Take a history from this man (Has been more “stressed”, drinks 4 double espresso a day, drinks alcohol, and doesn’t sleep enough), 2) Please interpret the ECG, 3) Please inform your patient of the diagnosis (it was SVT) and your immediate management Guy with back pain, ask about urinary sx and double check since the first time the guy said no problems, asked to provide 3 DDx, always include malignancy Man comes to see you (GP) with lower back pain – has always had it but worse in the last 3 weeks. 1) Take a focused history from him about the pain, 2) List your 3 most important differential diagnoses to the examiner (2 of them would be primary bone tumour or metastases – most likely prostate Ca because he has urinary symptoms, or osteoporotic fracture / compression / slipped disc). It could have been diabetes+primary back pathology but the examination results showed a normal urinalysis so that should point you towards prostate Ca. Peventative health, history of woman who happened to smoke and have hypertension, do preventative health screening for appropriate age, memorize screening for each age bracket GP 54 year old lady comes in because she heard you should get a health check-up. 1) Take a history from her, 2) Discuss any preventative health you want to, 3) Any examinations you would do, or investigations. Difficult to do this station purely because of time. You have to do a Hx, think of examinations, discuss what Ix and why you’re going to do, and then she is also a heavy alcohol drinker and smoker you have to do motivational interviewing. Wtf mayne 20yo patient comes in for her PAP smear results and STI screen. Chlamydia has come back positive, everything else normal. 1) Tell her the diagnosis, 2) Management, 3) Anything else (Contact tracing!!! Proof of cure+advise her touse condoms from now on), don’t forget to ask for history – she has had 2 partners in the last 3 months including an ex she wants you to contact. Also can mention Hep B, Hep C, HIV screening if you have extra time (which you will have!) and long term sequelae of Chlamydia/gonorrhoea if untreated and the effect of recurrent episodes of chlamydia (even if its treated). I think my lady also had not had her last dose of Gardisil when I asked, so explain that stuff and get her to have it done. Pathology reports with CIN 1, explain what it was, reassure not cancer, arrange follows up 20yo lady comes in for her PAP smear results. It is a low grade squamous lesion. 1) Tell the patient the diagnosis and explain it and future management Triage a group of cases in order and explain why we did it, postpartum hemorrhage, multiparity birth, placental abruption, Preeclampsia lady who was bleeding from cannula  so potential DIC



-



Peds



Neonate Cancer



Eyes



Aboriginal



RMO on delivery suite, just had handover, please rank these 6 women in order of priority to see them and explain why you have made your decision. 1 came in with sudden bleeding and painful abdomen via ambulance, another had a PPH of 500mL still bleeding, another was having twins and hypertensive, another wasn’t in labour but angry, another was progressing well, and another had a fever etc (signs of infection). - 33yo lady with inter-menstrual bleeding. Periods of normal duration. Broke up with husband 6 months earlier, had sex 6 weeks ago, PAPs not up to date. 1) Take a history of her symptoms 2) Explain your management to the patient. - Resuscitation of an 8 years old boy - Paediatric resuscitation (4 year old) – you have previously taught the junior medical staff how to do resuscitation and are now yourself being assessed, please run through your resuscitation, then examiner will ask you some questions and briefly discuss any medical management for the case - Peds: Slight flu and presented for vaccination, had to give advises on respective vaccination needed, possible SE, assess if he should be given since he was slightly ill (Yes, since only mild illness) - Immunisations for 4 month old child – talk to the mother about her concerns. Previous vaccinations child was irritable/crying and had a swollen thigh. 1) Ask the mother about her concerns, 2) Talk to her about the importance of vaccinations, 3) Talk to her about potential side effects of these vaccinations, 4) Obtain consent for these vaccinations - Kid has meningitis, in Albany. You are the GP, they are about to be transferred via RFDS to Perth. You have the LP results. 1) Explain these results to the mother, 2) Talk about the management of this condition (IV Ceftriaxone), 3) Address any of her concerns – eg 2 other children, could anyone else get sick, is there any long-term problems associated with it? Newborn baby check - Explain anti-emetics drugs and SE - Oncology station – patient comes in and they have been given these medications and want you to explain more about them – what they are, what they are for, how to take them, and any side effects to be aware of. What if I feel better, can I stop them? Meds were ondansetron, dexamethasone, maxalon (metoclopramide) - A guy played footy and had trauma to eye, do visual acuity, look in fake eyeball and look at the photos, guy had rhegmatogenous retinal detachment (know the 3 types) - Ophthalmology station – Patient is a 35 year old male playing rugby, got tackled, fell to the ground and had reduced vision in his right eye, now come to see you the GP. Please take visual acuity and best visual acuity, then find aword in the eyeball, then look at pictures and ask questions. Pictures were RAPD, retinal detachment, talk about management. Asked about risk factors for retinal detachment, what type of retinal detachment he had from the image, immediate in hospital management options for retinal detachment and what advice would you tell him in the GP office (don’t drive yourself to the ED as you may crash!). They were sneaky and had the opthalmoscopes detached, and you had to put it together and turn it on. So make sure you practice taking apart the top and the bottom bit and putting it back together!!! Aboriginal sick case in rural town, how would we approach this  resus, consider RFDs, involve aboriginal liaison, provide patient assisted transfer for mother Aboriginal health station – 47yo man from 100km away from Newman has been in hospital for 6 days following acute pulmonary oedema and worsening CCF following chronic rheumatic fever, has a ¾ systolic murmur. Wife uncertain and shy. Family worried if something should go wrong back home, especially during the wet season when the only road is shut off. You are the junior doctor, please discuss with the registrar 1) your initial management, 2) long term goals and management. Very vague question, need to talk about preventative community management as well as antibiotic prophylaxis, etc etc. I talked about getting in touch with the ALO in



hospital, ?elders, the local community health service where he comes from, organising patient assisted transport scheme for them to go back and making sure the treatment is culturally appropriate. Get him to do weight monitoring as fluid in/out diary is unlikely to be done. Best site for rheumatic fever is: Also we were asked ‘if someone asks, how would you rheumatic fever in the community?’. When I said make sure the community takes control of the program and its appropriate to them he scribbled down something so that must be worth a point. Other than that just hygiene, prophylaxis in people who alreadyhave it to prevent recurrences, etc.



2010 5th Year OSCE General Med



1) Triage: Read the following triggers (in the room) and indicate the precise order in which you would see the patients. Outline the investigations you would like to carry out and also your management plan for the patient you would like to see first. - Patient has been waiting in the ED for the past 6 hours. She had previously presented with a 12-hour history of right-sided facial weakness and right sided hemiparesis. Symptoms have improved over the past 2 hours. Otherwise stable. - 32 year old male presented with acute right flank pain, few episodes of vomiting, temperature of 39oC and generally unwell. Past medical history of Type 1 diabetes controlled with regular basal-bolus insulin regime. - Patient presenting with something relatively minor. But the trigger indicated that the patient was angry about having to wait really long to see a doctor. - N.B: You needed to say that you would see patient 2 first as an acute infection could precipitate an episode of DKA. You then needed to go on and describe the precise investigations you would like to perform and a detailed/brief (depending on your examiner) management plan for DKA in an emergency setting (including how you would monitor the patient’s progress). One examiner also asked about the triad that makes up a DKA (hyperglycaemia, ketonuria, acidaemia). 2) Persistent diarrhoea for 3 months: Take a focussed history from the patient. Outline your differential diagnoses. State the investigations you would then like to perform (explain this to the PATIENT not the examiner). The patient had previously travelled to Bali ~6 months ago and experienced an episode of gastroenteritis and took antibiotics for a week. Every patient seemed to have a different history. For example, mine had bloody diarrhoea which gradually worsened over time. He also experienced tenesmus. Nil bloating/abdominal distension. Patient pointed to the general direction of the left iliac fossa (6/10). 3) COPD: Patient presented with 1 year history of increasing breathlessness. You have been provided with the spirometry results as below of a patient who has a 30 pack year history of smoking. She current smokes a pack a day. Nil cough/sputum production. FEV1 0.8L (predicted 2.4L) FRC – can’t remember the numbers but it was increased compared to predicted CXR: lungs hyperinflated. Cardiac shadow normal. Prominent pulmonary vessels. O2 saturation 89% on room air Explain the results to her. Answer the patient’s questions. Patient asked: - Do I have a heart problem? - What should I do to stop my breathlessness? (i.e. outline your management plan, including long-term). - Should include stuff about smoking cessation, weight loss, pulmonary rehab, flu + pneumococcal vaccine, CPAP, consider referral to respiratory physician Examiner asked: - Would you put her on home O2 therapy? (even if she cut down to 5 cigarettes/day) – Answer is NOOOOOOOOOOOOOOOOOOOOOOOOOOO. Risk of COMBUSTION *boom* - What are the names of some medications you would put her on? E.g. inhaled corticosteroids, Atrovent (ipratropium) - What are some short- and long-term complications of COPD? - NOTE: look at COPD-X guidelines for COPD – this patient was severe stage (97th percentile. Kid has always been reasonably “big” but has started gaining weight over the past 2 years. If you probed: parent would tell you that their son has been bullied about his weight for about 2 years now and has since stopped playing sports. Diet consisted of skipping breakfast, and soft drink with every meal. Video station: 6 week old baby who presented with coughing. Nil sputum/fever. Father was ill with similar symptoms 2 weeks ago, no other family members ill/infectious contacts. - Watch a 43 second video and describe your observations (baby was initially well, and then suddenly started experiencing paroxysmal coughing with inspiratory whoop at the end. Baby also had an IVC, NGT and nasal prongs. Baby was in the NICU. - What is your most likely diagnosis? - Outline your management plan? (Do not forget that it is a notifiable disease and you need to chemoprophylaxis for the family and emphasise the importance to immunisation) 2-week old with fever. You will be provided some investigation results once you enter the examination room. Interpret these results, outline further investigations you would like to perform, and management plan. - FBC normal, Bag urine (WCC ++, numerous squamous cells, gram positive cocci, gram negative rods) o You’re meant to say that it is a contaminated specimen and mention that you would like to perform either a clean catch/supra-pubic aspirate/catheter specimen. You must also mention you would like to perform a full septic screen including a gastric aspirate, blood culture, LP, CXR. - Management was different for different examiners (***Admit – beware the septic infant 0.5, serum:fluid LHD > 0.6, fluid LDH > 2/3 upper-limit of normal serum LHD)? - How would you treat the pleural effusion? (“Pleural tap”/Thoracocentesis) - How would you do it? (Consent  Clean the area  Local anaesthetic  USS guided  Aspirate  Send fluid for cytology and M/C/S  CXR immediately after the procedure and once more 4-hours later to check for pneumothorax) ?Antibiotics - What other treatment options do you have for recurrent pleural effusions? (Pleurodesis – used a drug like bleomycin) - Management options for Stage 4 lung cancer (chemo, radio, analgesia, antiemetics, ?bisphosphonates, psychosocial support, referral to Cancer Council Australia, referral to Oncologist) o Examiner asked whether you would perform Surgery on this patient – depends on the reason for the surgery (Not for the liver metastases). 50yo patient presents to ED with right-side painless visual loss over the last 2 days. -



Neonate Cancer



Eyes



Aboriginal



a) Demonstrate how to assess visual acuity b) Determine the best corrected visual acuity R eye: 6/60 best corrected L eye: 6/36 uncorrected, 6/18 best corrected c) Perform fundoscopy (just needed to find one word) d) Interpret the two photos given (CRAO, and RAPD i.e. Marcus-Gunn pupil) e) Outline investigations you would like to perform for the CRAO (ECG, echo, coags, FBP, CRP, ESR, Carotid Doppler) f) Some examiners asked whether the patient could drive home. You got borderlined if you said they could drive home! Aboriginal health You are a Gen Med RMO on a medical team looking after a 7yo boy from Jigalong in Pilbara. He was being treated for acute rheumatic fever – still has a grade 3/4 systolic murmur. He is to be discharged in 3 days. His parents are really worried and are currently staying in Perth. a) Outline your discharge plan. b) Outline your long-term management plan. You had to discuss both medical and... holistic management. Not many people knew the medical management of acute rheumatic fever – but it should be something like IM benzathine penicillin monthly, and monitoring with echo and referral to paediatric cardiologist. The other management was basically a lot of social support for the boy and his family e.g. arranging transport, finances, Aboriginal Liaison Officer, medical support in Jigalong (apparently, there is a visiting doctor every month, and the nearest Aboriginal Medical Service is 300km away). Also asked: how to prevent other people in the community from getting rheumatic fever? (systemic strategies e.g. preventative health days)



2009 5th Year OSCE General Med



GP



Chest pain – little old lady had episode last night - Asked for acute management of MI, what investigations would you do and if you would admit her or send her home HTN and check for medications She was given an ACE inhibitor and you had to take a brief history before prescribing it to her. Important to ask if she has any renal problems and if she is on any other medications particularly NSAIDs and diuretics. Then had to discuss how to initiate it, when best to take it and side effects - orthostatic hypotension, cough, headache, angioedema, etc. If they notice angioedema (lip swelling, difficulty breathing to call ambulance straight away). Make sure you tell the patient to come back if they have any side effects because you can swap them to something else. especially with cough. Case of hyponatraemia (diagnosis was SIADH) - Patient unconscious/confused, must explain to relative [had to come up with other causes of confusion/delirium in elderly Health Check + Preventative Health - Remember to ask about family Hx. The patient had 3 first degree relatives with breast cancer. Wart + melanoma (repeated from previous years) – breaking bad news - Photograph of warts is terrible, you have to guess the diagnosis, don't spend much time on it, the melanoma is more important - Patient did not understand that melanoma was bad so you had to explain it and then he panicked and thought he was going to die and you had to reassure him -



-



O&G



You had to give treatment and management advice for both wart and melanoma and the patient was a farmer who lived rurally. So have a couple of treatment options handy for warts e.g. cryotherapy, salicylic acid, cauterisation (although pretty much no one cauterises anymore).



For the melanoma he needs an urgent referral to see plastics – our one was on the face so I said I wasn't comfortable excising something on the face with good cosmesis hence the urgent referral – I suppose alternatively you could have done a punch biopsy and then referred – that’s something for you to have a think about. He kept saying could he go next month etc and you have to say you think its urgent and he should be soon as soon as possible (I said preferably within the week but who knows when exactly they would want it done) Contraception – of post-partum lady - She comes in only wanting the mini-pill but you have to offer her all the other types of contraception briefly. Also check if she is breast feeding - Another student: scenario was a lady who was breastfeeding who DID NOT want the mini pill (and her baby was also an accident so be careful before you say congratulations!) because she had fallen pregnant on the mini pill in the past. Basically you had to talk about all her other treatment options aside from the mini pill. Anything that’s progesterone only pretty much – Mirena, Implanon, depot (remember depot takes ages to return to fertility I think around ~18months) Triage - Much easier than previous years, only 6 cases, must prioritise, some decisions may be based on your own differential [explain your decisions to triage as you go along i.e. if she was unstable, I would see her first. If the bleeding stopped, I would delay her and see the other lady first etc] Prolapse



Peds



Neonate Cancer



Eyes



- Presents with incontinence and discomfort, elicit hx of prolapse Down’s Syndrome screening Child resuscitation (about 6yo) - Know your adrenaline doses, route and concentration - different adrenaline concentration and route used for anaphylaxis and resusc. Also know your fluid doses (just makes you look smoother). Make sure you can give a rough estimate of weight! I think its weight = (age x 2) + 4. Our kid had fallen in a pool Immunizations - Counsel mother to immunise baby after fever and crying reaction with previous vaccination Child abuse (# femur) - In a baby, get the story, broach the subject of non-accidental injury Newborn baby check Anti-emetics A patient is about to start chemotherapy that is renowned for causing vomiting. Please explain the questions about the anti-emetics. - Drugs – ondansetron, metoclopramide, dexamethasone - What are the side-effects of each drug? - When do you give them? I.e. Before, 1st day of chemo or when symptoms arise - How do you administer them – look at the instructions on the bottle Giant cell arteritis (diagnose from clinical history and pictures of retina), ophthalmoscopy (identify a word), use snellen chart to evaluate examiners visual acuity (correctly instruct examiner on the process) - Remember to ask if they have any visual aids before getting them do read the Snellen chart because you need to test it with visual aids. Obvious I know but in a stressful exam situation very easy to forget. Also, remember when you do visual acuity to do it normal and then correct for refractive error with that pin prick or black slit thing that you hold up to your eye and look through - I can't remember what it’s called.



2008 5th Year OSCE General Med



GP



O&G



Peds



Neonate Cancer



Asthma ED Management (telephone call) - Assess severity of attack DVT after knee surgery – explanation, management ECG: AF - What are some causes (hyperthyroidism) Health Promotion, Smoking Cessation Diabetes – explain the diagnosis, investigations, lifestyle management Lumbar spine examination - Slipped disc – mx, ix Triage O&G  Menorrhagia  Twins with hyperemesis  PID  Ruptured ectopic Discussion of VBAC Take a normal antenatal history – some of us thought that the lady was masking some depression, possibly risk of PND - Video of a baby with stridor, strawberry naevus, pectus excavatum, respiratory distress  Describe what you see - What is a possible cause (tracheomalacia) Anaphylaxis - Explanation, prevention, management Adolescent with JIA who is “feeling down” - Take a HEADSS history & assess reasons why? - The trick was to ask mum to leave the room to speak to adolescent on her own Neonatal resuscitation CT Scan with primary lung tumour & sacral mets Describe ECOG status What is the TNM
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Anaemia: megaloblastic, vitamin B12/folate, pernicious anaemia Look at FBC results and discuss: 1. Cause of anaemia 2. Further investigations and management Findings: Hb 99 (115-150), MCV ↑ Dx: Megaloblastic anaemia Ix and Mx:  Causes: Dietary (patient doesn’t like greens), pernicious anaemia (intrinsic factor – how is this diagnosed?)  Question: How could alcohol affect the vit B12/folate levels  Mx: Dietary (greens, folate added to lots of foods), supplements (IM vit B12, folate supplements), investigate for pernicious anaemia Headache, Brain tumour, Raised ICP Talk to a patient about her headaches. Discuss serious causes and further investigations required. Hx: 3 month history of worsening headaches that are 6/10 in the morning and 3/10 for the rest of the day. She has nausea in the morning. No throbbing, neck pain, MVAs, infectious signs. Dx: Worried about a brain tumour (CT/MRI + referral). On examination look for signs of raised ICP (papilloedema, focal neurological signs). Give other DDx – possible causes include migraine/tension, BP related. Blood Transfusion Your patient has a GI bleed and an endoscopy referral has been sent. She is asymptomatic with an Hb of 80. Explain to her the process of a blood transfusion and answer her questions. 1. Process? Putting a cannula into your vein and giving you a transfusion 2. What is it? A blood transfusion includes RBCs, platelets, WBCs, clotting factors etc. 3. What are the risks?  Reactions e.g. anaphylaxis, infection  HIV – what is the risk? 4. What are the alternatives? E.g. Nothing, normal saline, colloid, platelets, packed RBCs, plasma etc. 5. What are the benefits? Although asymptomatic at the moment, risk of continued GI bleed → symptoms of anaemia (SOB, fatigue, chest pain), complications (ischaemic, ↓ organ perfusion, shock) 6. Does the patient have to have it? The patient isn’t keen on the transfusion and won’t sign the consent so NO Plantar warts and malignant melanoma Talk about further investigations and treatment. Hx: The patient lives on the farm and has a long history of sun exposure. The face lesion (malignant melanoma) has been getting bigger over the past 3 months and is itchy. The lesion on her foot (which is the same as what her 6 year old son had; he had them frozen off). Ix / Mx: Refer to dermatologist for removal of the lesion and biopsy. The patient may need further investigations to see if the tumour has metastasised (CT etc.). Plantar warts – freeze them off. Asthma, device and action plan



O&G



A woman comes to see you because her MODERATELY SEVERE ASTHMA is not adequately controlled by salbutamol (which she is using a lot). Tasks: 1. Explain what management is required for her 2. Show her how to use the puffer and space Management:  Prescribe a inhaled corticosteroid spray – you are given fluticasone (red cap)  Show her how to use the spacer, get her to demonstrate, tell her how to wash the space (don’t towel dry due to build up of static)  Explain to her the side-effects of an ICS spray e.g. if you don’t use a spacer may → oral thrush (gargle with water); no systemic sideeffects due to local effect on lung  Asthma action plan – tells her what medications she is on and the doses, tells her what to do if she gets mild symptoms (GP within 1 week), if she gets sick (GP same day if using puffer more than every 3-4 hours and effect isn’t lasting long) and if she has an acute asthma attack (i.e. exhausted, really tachypnoeic, distressed) → go to hospital STD A young man comes to see you about his symptoms – dysuria and a penile discharge. Task: 1. Take a history 2. Investigations and management appropriate Hx: Short history of stinging while urinating (no other urinary symptoms). He has a penile discharge that has started after having unprotected sexual intercourse with a girl a week ago. Mx and Ix:  FVU and penile swab for Chlamydia and gonorrhoea  Bloods – HIV, Hep B, Hep C, syphilis remember → window period for HIV (3 months)  Contact tracing + notifiable disease  Treatment for Chlamydia or gonorrhoea PLUS proof of cure Triage You are an RMO working at KEMH and have a number of women to see. Prioritise the following list of women from most important to least important. You have 3 minutes to organise your list and then have to justify your choices. - PE – hypertension 170/110, 3+ proteinuria, 35 weeks pregnant - Twin pregnancy – 1st baby cephalic, 4cm dilated and active labour - 41+5 weeks woman who has drained meconium stained liquor but CTG is satisfactory - 3rd degree perineal tear, husband is angry, wound is oozing but not bleeding profusely, BP120/75 - Possible uterine rupture – VBAC with abdominal pain and foetal decelerations - Normal – active labour, normal progression, normal CTG Irregular Intermenstrual Bleeding You are in gynaecology clinic and are seeing a 20 year old woman with irregular intermenstrual bleeding. 1. Take a history from this woman 2. Inform her of the possible diagnoses and what investigations may be appropriate



Peds



Hx: Bleeding had been occurring for ~3 months. It was intermenstrual, not related to sex (i.e. not post-coital), bright red and in terms of volume was described as a small amount. She was sexually active (had been for 2 years and had never had a pap smear). LMP was 2 weeks ago and was normal (not light). She hasn’t performed a pregnancy test. Occasionally doesn’t wear condoms. She doesn’t take the pill. She had no menorrhagia or dysmenorrhoea. No significant findings on PMH, FH and social history. She was on no medications and had no allergies. Dx: Dysfunctional uterine bleeding – but DDx include  Rule out pregnancy e.g. ectopic or miscarriage  Infection e.g. Chlamydia or gonorrhoea  Pap smear for cervical atypia – cervical cancer (although unlikely)  Polyps Ix: FVU + HVS/ECS for Chlam/gono, Pap smear, pregnancy test (urine) Follow-up: Bleeding should resolve. Get her back for her results. If bleeding persists, further investigations may be required including US etc. Mirena A 39 year old woman comes to you asking for a Mirena as contraception. Please answer her questions. Questions: - How does it work? How long does it stay in for? Has she had children – primip vs multip - Will it hurt going in? Do I need a GA or can it be done as an out-patient? - What are the side effects? Irregular bleeding - Precautions – contraception until it goes in, doesn’t cover for STDs - Risks – PID/infection, ectopic pregnancy - Alternatives – Depo provera, implanon Child abuse and fracture Look at 2 X-rays and explain to the mother what further investigations and management are required.  X-ray 1 – fracture of femur  X-ray 2 – rib fracture/old fractures Take a brief Hx about child abuse – boyfriend has anger management issues, they fight a lot and the b/f claimed he stood on the son’s leg. Mother has no support network and is stressed with a couple of children to look after. Important:  Further investigations – skeletal survey for other fractures  Admit child and refer to Child Protection Unit  Discuss further referral e.g. social worker, support groups (mother’s group etc.) - Orthopaedic referral for fracture Paediatric resuscitation There is a 6 week old child who is on the ward and is due to be discharged today due to a suspect viral illness which was resolving. The child is apnoeic and is cyanotic. There is a nurse with you. Resuscitate this child.
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Skin rash You see a mother who is concerned about her 7 year old child who has a rash on his hand and body that doesn’t extend to the face. Task: 1. Look at a picture of the child’s hand and take a history from the mother. 2. Discuss further investigations or management appropriate. History: The rash was noticed this morning and is very itchy. The child is otherwise well with no fever, respiratory symptoms, no meningism. All other history is normal – PMH, FH, social history, immunisations, growth and development. There are no infectious contacts (at school or at home). He had a viral URTI 10 days ago but is now otherwise well. Dx: Give a DDx – mum is convinced it isn’t chickenpox (her other child had that and it didn’t look like this, plus he had been immunised)  Urticarial rash – allergic rash  Other: Viral or post-viral e.g. roseola (HHV-6) Ix and Mx: Only needs follow up if (i) rash doesn’t resolve, (ii) it becomes infected, (iii) he develops worrying symptoms. GOR You are seeing the mother of a 6 week old child with vomiting. Take a history from his anxious mother. Hx: Vomiting started at 2-3 weeks and is getting worse. It is not projectile and the vomit is not green (bile) or red (blood). The baby is growing well (birth and 6 week weight on the 50th percentile). Baby is happy and wetting plenty of nappies. The baby is also feeding well. Immunisations are organised. No problems with the pregnancy or birth. Dx: Gastro-oesophageal reflux Mx: Mother wants to know about any treatment e.g. thickened feeds – guacol, Karicare. Follow-up: It should resolve (might take a while). Reassure mother as long as the baby is happy and growing. Be worried if the baby is losing weight or is dehydrated. 6 week baby check Show a mid-wife student how to do a 6 week baby check. Anti-emetics A patient is about to start chemotherapy that is renowned for causing vomiting. Please explain the questions about the anti-emetics. - Drugs – ondansetron, metoclopramide, dexamethasone - What are the side-effects of each drug? - When do you give them? I.e. Before, 1st day of chemo or when symptoms arise - How do you administer them – look at the instructions on the bottle
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Hyperthyroidism - Killed everyone - Weight loss, pass thyroid problem. Examine patient and discuss investigations - Thyroid exam: I had no idea. Patient had previously been hyperthyroid. I think and we needed to examine her to determine whether or not she was now euthyroid. I just kind of bumbled my way through fine tremor, taking pulse, BP, eye signs, feel the thyroid etc. In the end I didn’t have a clue but it was likely coz I ran out of time so the examiner couldn’t further explore my complete lack of knowledge. Hypercalcaemia due to multiple myeloma - Patient with polyuria, thirst, low back pain – interpret biochemistry (note: Ca, alk phos) - Answer patient’s questions: what caused her polyuria thirst? Should she still take calcium supplements? What investigations does she need? - Note: serum globulin is high, continuous day and night low back pain, hypercalcaemia, alk phos  multiple myeloma. - Multiple myeloma: Walk into the room, patient sitting there with a page of blood test results. After briefly looking at the results, all fairly normal apart from hypercalcaemia and raised globulins, the examiner informed me that the patient had some questions for me regarding the results. I cant remember exactly what she asked apart from “should I stop taking my calcium supplements”. I foolishly said that she should take more because her calcium was low but that’s another story. Then I tried to ask her a question about her symptoms but the examiner informed me that I was only allowed to respond to her questions. Wtf? Anyway eventually he asked for a primary diagnosis (multiple myeloma because of the raised globulins) and how would you investigate further. Bence-jones proteins, bone marrow biopsy??? I think. Diabetic foot ulcer - Patient on long-term warfarin for paroxysmal AF with foot ulcer from leaving foot near heater. - Take a history (peripheral neuropathy), investigations (diabetic ones), referrals (e.g. podiatrist, ophthalmologist) Dysuria due to STI - Take history, explain what investigations needed. - Remember: urinary symptoms, sexual history (she had yellow, malodorous frothy PV discharge, unprotected sex with colleague despite married). Remember oral and rectal swabs. - Married lady comes in with vaginal discharge after having sex with a work colleague (my actor volunteered the info pretty easily). Take sexual history, make sure she’s not pregnant etc. Then explain to the patient what swabs need to be done for Ix. Spirometry - Demonstrate how to perform spirometry to a young lady. Interpret results, give differentials. - Patient had obstructive picture (FEV1/FVC), asthma most likely, post-bronchodilation spirometry. - Get the actor to do spirometry. Demonstrate it yourself first and then get him to do it. Remember to sit up straight, good seal with lips, deep breath in and then forceful breath out etc. From memory the patients first effort was pretty piss weak but he did it pretty well the 2nd time. I got him to do it another time as well for good luck. The examiner then showed a flow-volume loop and asked what type of deficit the patient had. It was obstructive and then she asked how to confirm its due to asthma and all they wanted was compare with results following Ventolin. Easy station took abt 3 minutes. Cardiovascular risk factors - Middle aged man concerned about his heart. Risk factors: stable angina, FHx ++, smoker, obese. Explain investigations.
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- Patient presents for assessment after his brother had a heart attack. Assess his risk factors for MI, discuss investigations and follow-up. Emergency contraception (progesterone-only) - Take history from 20 year old girl, discuss risks etc. - Girl comes in wanting to be prescribed the emergency contraceptive pill. Take sexual history and explain how to take the pill, side effects to expect, what to do if she doesn’t have a period etc. Standard stuff. Labour ward cases - 6 cases you had to triage:  Awaiting induction  3rd degree tear  FHR 180 no variability, 5cm dilated 4 hours ago and same now  PROM, not in labour  Normal labour  *forgot* - Midwife tells you another patient crashed – what will you do? (Call for help!) Urinary incontinence - Take a history - Lady with incontinence (urinary) issues presents to her GP (ie you). Take history, try and work out what type it is (I think hers was overactive bladder but don’t quote me on that). I outlined some of the treatments available to her but u probly could get away with just referring her on. Febrile convulsion - You’re an RFDS doctor, need to call (on extension) a patient – take history. Talk to consultant afterwards (also over the phone) about differentials. - Consider febrile convulsions, meningococcal disease etc. - Walk into a room and theres a phone in there with no examiner. Apparently ur meant to be a doctor in Perth and theres a guy calling from some remote station concerned about his son. Kid has vomiting, fever, (maybe a rash?). Anyway the dad is concerned because the kid has PHx of meningitis. U need to decide whether or not to send a plane to get him or tell the dad to drive for 24 hours or whatever to the GP. Pretty hard because the kid didn’t sound all that sick. I’d probably send the plane tho coz dead children aren’t a good outcome in the Osce generally. Anaphylaxis - Take history from parent (anaphylaxis after eating fruit cake containing peanuts). Explain management, action plan. - A child had just had some kind of allergic reaction to a cake. I cant remember if it was full anaphylaxis or just a mild allergic reaction but the mum wanted to know about prognosis, what would happen in terms of follow-up, should the kid avoid any foods etc. There was an epi pen sitting on the table. Luckily I noticed it because they didn’t mention it was there so I explained how to use that as well. Pneumonia/bronchiolitis - Watch a video of 8 week old baby with cough, tachypnoea, subcostal recession, crackles. - Ask parent for severity and whether this is likely to progress (premature baby). - Video of a kid with croup or maybe bronchiolitis? It was really obvious which one it was at the time anyway. But basically the kid was in bad, bad resp. distress. U had to list the signs of distress that you could see and give a differential. Then there was a fucked up question
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abt what factors may indicate a bad prognosis for the kid. I think that was it. I wasn’t sure what they were getting at at the time and im still not sure. Neonatal resuscitation - Demonstrate to midwifery student (examiner) FNA of nodule in right lung - Obtain consent from patient undergoing this procedure – method, risks, aims, alternatives. Actually fill and sign the consent form.
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History: 34 year old male who previously saw you with high blood pressure. You started him on atenolol 6 months ago. He had no other history. He has come back with 2 recently elevated blood pressure readings (given). And today his blood pressure is high again. Task: Take a short history, and advise your management. Student Comments - On history, he had become impotent, so you have to change his medication. Don’t forget CVS risk factors and advise on diet exercise etc…im not sure if you had to consider secondary causes of HT too - Don’t forget thiazides also cause impotence, choose ACEI History: 40 year old lady who is lying down on a couch. She has recently had a random BSL of 8 mmol/L and also HbA1C around 9-10%?. Task: Examine this diabetic patient for compilations Student Comments - The examiner did not give anything away but just said assess the patient, history wasn’t required. There was a syphgmo, tuning fork, ophthalmoscope, cotton wool, tendon hammer next to the couch. It was a bit of a confusing station because when you attempted to examine something the examiner would just say, ‘its normal move on’. When the examination was finished and there was little time left, the examiner asked what other tests/investigations you would do on this patient. History: The daughter of one of your patients comes in asking about what is wrong with her mum. You are given a history that her mum (~50 years old) has had vomiting and gastroenteritis. Her BP is stable/low (low on standing?), and shes on verapamil, and a non steroidal. ECG and CXR were normal and a renal ultrasound ruled out any obstruction. There was also a sheet of paper with some creatinine, sodium, urea results from today and 3 months ago?. Task: You have to explain to the daughter what you think is happening, and what your management would be. The daughter was quite good at prompting/asking questions.



GP



Student Comments - Think the station was basically about acute tubular necrosis, acute renal failure - Repeated in 2012 History: A young lady presents after travelling overseas with burning on urination. Also 12 weeks pregnant. Some normal morning sickness. Task: Take a short history, advise on investigations and management. There was a dipstick and urine sample on a trolley. You had to do the urinalysis and interpret. She had leucocytes +++ blood +++ nitrites +++. i.e. UTI in pregnancy. She was allergic to penicillin. History: You are a GP and are seeing a lady for recent mammography results. It showed two areas of micro-calicifications. Task: You had to explain this to the patient, and the radiology report suggested to do a fine needle biopsy and a stereotactic core biopsy. Had to explain these to the patient too. Weird station Student Comments - Breaking bad news, but not necessarily breast cancer History: Lady ~50 years old with asthma who is on salbutamol. She requires 2 puffs 5-6 times a day. She has had all her spirometry done and her asthma is now MODERATELY SEVERE. Task: They asked how you would manage her (and they had in front of you Ventolin puffers, and some accuhalers, spacer).



O&G



Student Comments - When you ask her to show you her puffer technique it is completely wrong, so you have to demonstrate (they clean the puffers between each station, apparently). And also teach her how to use the accuhaler. They also leave some brochures/handouts on the table, so offer them too. Task: Explain to a rhesus negative patient on her first antenatal screen what the implication of this is and how you would manage her. Student Comments - The idea behind this station was not to talk about the antenatal screen but just explain rhesus iso immunisation etc… History: A 42 year old lady with increasingly heavy periods. Task: You have to take a history. You were asked to outline what further assessment you would make. History: A 37 year old lady is wanting contraception and is requesting implanon. Task: Take a short history and answer her questions about contraception.
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Student Comments - After taking the history, it was difficult to assess whether she wanted more kids in the future, or wanted to know about other contraception? History: You are a GP and you have to return a call to a nursing outpost at Fitzroy Crossing (i.e. you are speaking to a nurse- the examiner/consultant). A 5 y.o Aboriginal Girl has developed a limp over the past day and has presented to this clinic. Task: Take a short history from the nurse (ask abt rash, recent infections, immunisations, vitals, appearance, examination etc…), give a differential and outline management. Student Comments - DDx: septic arthritis, osteomyelitis, rheumatic fever. Don’t forget to transfer the patient to a bigger hospital- RFDS. Empiric antibiotics, fluids, analgesia. Take into account cultural issues. History: Parent brings 7 year old child (not actually there) in with vomiting (was told 3 month hx of vomit) and recent loss of weight. Task: Have to take a history from parent and explain what you think might be happening.



Neonate



Student Comments - If you weren’t thinking diabetes, they eventually give you a short note of findings saying the child has a high blood sugar level and glucose++++ on dipstick- with 2 mins left. - I found out later that in this station, the patient gave me the wrong info and told me a 3 month hx of vomiting and recent loss of weightit should have been the other way, i.e. recent vomiting and 3 month LOW. I even asked the patient 3x if this was correct Task: Have to watch two short videos of the same child and assess their development (child playing with ball, holding pen, pointing to objects etc..). They tell you its an 18 month old, but you have to decide if he is developmentally delayed. Three parts to the question 1) what is the child’s developmental age. 2) Explain to the consultant. 3) Further assessment you would conduct (I think?) Task: Explain to a midwifery student (the consultant) how you would conduct neonatal resuscitation on a newborn (who was bradycardic at 1 minute). They had a few masks to choose from, other than that- fairly straight forward.
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Task: You were shown a CT scan of the lung, extending to the upper abdomen. You were required to explain what you saw in the lung (left upper lobe Ca). The examiner then hands you a sheet with the TNM classification and asks you to score it. He also asks what treatment you recommend (there was also liver metastasis) -so poor prognosis (advise on palliation) and asks you about performance status- what you know about it.
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Task: Look at a chest x-ray and explain it to the doctor. Task: Talk to a woman with palpitations and look at her ECG. Explain what should/could be done for her. – (A) Describe the ECG – the rapid AF was very obvious. Impress the examiner by describing the ECG in a systematic manner – e.g. irregularly irregular rhythm strip, absent P waves = AF – (B) Take a brief Hx from the patient and explain the ECG. (PS - she had a history of hyperthyroidism and had used Carbimazole in the past) – (C) We were expected to be able to discuss the causes of AF. – (D) Explain how you would manage this patient. Task: Talk to a young woman who has a positive V/Q and a confirmed diagnosis of PE. She has no other Hx of DVT/PE. – (A) Focussed history trying to identify risk factors – in this case she was on the OCP but no other risk factors. – (B) Discuss investigations of possible causes – antibodies, Leiden mutation etc… Discuss differentials, Know about what antibodies to test for with coagulation disorders and anticoagulative therapy – (C) How would you manage her – mention warfarin! Better yet, know your PE protocol. – (D) Patient asks you what side effects of warfarin are. Task: A sixty year old truckie (who acted the part) comes in for the first time in 10 years – Do a general health screening. Make sure you cover DM, prostate, CVS/HTN, depression, smoking – consider Snellen chart, ECG, U/A. He also smoked and drunk heaps and got no exercise. *sigh* Very vague this station – you had to play it by ear. But eminently passable Task: Take a hx from a woman presenting with tiredness, weight gain, constipation & menorrhagia – (A) Take a focussed Hx trying to find the underlying cause. (e.g. diet/anaemia, cancer, LOW/LOA, thyroid screen are essentials) (B) Discuss differentials with the examiner. And if you got HypoT4 – congratulations. Task: There were two pictures on the table – and a patient to talk to. The presenting complaint is the picture of plantar warts. The second picture is what you incidentally notice – a very malignant looking melanoma. – (A) Briefly take a PC/HPC (e.g. So what can I do for you today?) discuss the diagnosis of plantar warts (give other DDx), how you would treat them (cryo). Reassure – (B) Tactfully bring up that you’ve noticed the lesion/mole on her face and that you are somewhat concerned. Take a directed history to differentiate between benign/malignant (how long for, growing, itch, any others, sun exposure etc…) Mention malignant melanoma as a possibility (but don’t scare the crap out of a patient like some people did) and then prudently arrange an urgent referral to a dermatologist, explaining how it would proceed from there Task: Explain to a pregnant women, what first trimester tests can be done to determine the health of her baby. She is excited about her first child and would like to know more about Down SyndromeScreening. – (A) What tests are available? – (B) What do the results mean? Does it definitely mean the baby has Downs? – (C) What are the options? (e.g. ToP, carry to term) – For this station we were expected to discuss FTS, CVS and/or Amniocentesis. Describe the procedures, how they work (e.g. the doctor uses a small needle under ultrasound to take some cells from the placenta) and their risks. Explain that FTS gives the risk of carrying a Down’s baby and that CVS will confirm the diagnosis.



Task: Examine a fake pair of breasts and explain to the doctor there (who was playing the med student) exactly how to do a breast examination - including all patient comfort and education stuff. The same plastic models in O&G – you should remember where the lumps are – I noticed the examiner writing something when I found and described them! Task: Talk to a woman and explain her recent Pap smear result to her including a plan of action. She has CINII. Straightforward O&G station – Explain CINII is a precursor to cancer (but not cervical cancer), refer for colposcopy and know when to follow up. Task: Perimenopausal woman comes in wanting to discuss HT. Standard menopause clinic consultation you should have seen on o&g. Discuss what is HT, why we use it, risks/benefits, how it many help her, what forms are available. Peds



Task: Resuscitate a 2 year old. – The examiner pretends to be the “nurse” who assists you. – Assess the child – what would you look for? E.g. Vital obs, describe what to assess for respiratory distress. – The child is initially in moderate respiratory distress but still active-> What would you do? E.g. take history, administer mask oxygen. – Child crashes (HR 35 & not breathing)– You’re expected to perform an emergency resus including CPR.



Task: Watch a short video of a child with a cough - ring the consultant and explain the necessary history and exam findings to him. Classify the state of the child as mild, moderate or severe. You are the RMO in a country town – The 12 month old baby had moderate severe respiratory distress (rattle off signs of respiratory distress) and marked stridor. After the video, pick up the phone and call the extension (there is no examiner in the room). The consultant expected you to give him the most likely diagnosis (Croup), differentials. Task: Take a nutritional Hx from a mother about her 9 month old child who is losing weight. Examine the growth charts (more loss of weight than height). Explain what it meant, FTT & the differentials. Look at test results and determine what the likely cause is. In this case it was coeliac disease. List investigations you would like to do (don’t forget sweat test for CF) Neonate



Cancer



Task: Do an examination on a neonate before he goes home from the hospital. – A one week old child about to go home – you’re the RMO expected to do a home check. This is essentially the same as the sixweek check.



Task: Had to describe the CXR in an orderly manner (you should know this from 4th/5th year gen med!!!) – If you do, you should pick up the missing breast shadow in seconds. There is a complete whiteout of the left, lower segment. We were expected to discuss differentials including malignant pleural effusions, discuss management and investigations. That is if you got that far. you had to request MC+S(microbiol)/biochem/cytology/immuology of pleural aspirate, cytology would show up malignant cells. Rx of underlying cause, plus drain effusion if symptomatic. [Cancer]
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Diabetic patient: take a history of a known diabetic with increasing nocturia (causes, treatment)



– AF: discussion with a consultant of a man with haemodynamically unstable AF (needed to interpret the ECG, which was not an obvious AF)



– Read an ECG which was AF (easy easy AF), then discuss treatment if he was unstable – Take the blood pressure of a patient (the examiner), explain how it is taken and what the sounds mean GP
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Peds
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Drivers’ license: assess the fitness to drive of a hypertensive patient controlled on medication Breaking bad news: read the pathology report and explain to your patient that they have a carcinoma of the head of the pancreas – Urinary System: Take a history from a patient with dysuria and explain your management (the patient was a 21 year old male- this station required a full sexual history) – Obstetrics: you are an RMO at KEMH with 6 patients handed over to you, prioritise which order you will see them in (as per CBL 8 on OBGYN term) Discuss tubal ligation with a patient Take a history from a woman with genuine stress incontinence – Examine a child's cardiovascular system (a murmur was present), present the findings Discuss immunisations with a mother who is worried about them, her child had a reaction to the 2 month schedule Take a history and examine the ear of a child with ear pain (the ear was normal), explain to patient and advise treatment – Neonatal Resus



A discussion with the consultant of a 42 year old woman with moderate to poor prognosis breast cancer and how you would treat her (including surgery, chemo, radio, treatment for nausea)
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Diabetes appt – microalbuminuria, discuss Cx and ongoing Mx – HTN Mx – which drug? – ECG  AF  which drug/s? Otitis externa – look in ears with otoscope, advise about swimming (plugs, aquaear – dries ear out, but stings immediately after an infection), explain difference between otitis externa and media



Breaking bad news – patient has a meningioma found on sinus CTs – you tell them



O&G



– Patient history – ddx hyperthyroidism, anxiety/psych disorder, menopause, explain to examiner what you are looking for in examination – Down Syndrome screening – results of Triple Test (maternal serum screen) ie risk not yes/no, explain diagnostic tests and IOL if chooses abortion Perform pap smear on dummy, explain results of CIN II and Mx



Post partum haemorrhage Mx Peds



Post-menopausal bleeding Ddx, Ix & Mx – Advice over the phone about an 18mo having a febrile convulsion



Use of asthma meds/devices in a teenage boy Developmental assessment - watching video of child with CP Neonate Cancer



– Neonatal resuscitation demonstration on a dummy







CT – lung cancer with met to liver  TNM stage, Mx options, discuss/define performance status



Real Marking Guides – 2007



Real Marking Guides – 2006



Real Marking Guides – 2005



Real Marking Guides – 2004



Real Marking Guides – 2003



Unknown Year



Topics Needs to Cover for OSCE – List (!! Remember 1.Know your shit 2. Good communication skills 3. Able to explain things in a simple way  if you can do that for all level 1 topics, you should be able to pass safely)  Please make up scenarios and practice with your fds O&G Station 1 – Obstetrics Level 1 - Antenatal history taking - Down screening - Ectopic pregnancy/Miscarriage - Gestational DM - Multiple pregnancy - Vomiting in pregnancy - Primary PPH - Bleeding in pregnancy - PPROM - VBAC - Post-Term Pregnancy/Induction of labour - Analgesics - Eclampsia - Rhesus incompatibility Level 2 - Pregnancy advices – Before, during, after - Secondary PPH - Obstetric examination - Normal labour, Instrumental labour - Shoulder dystocia Level 3 - Fetal heart rate interpretation - Abortion options



Station 2 – Gynecology Level 1 - Infertility - Incontinence/Prolapse - Menopause/Oligomenorrhea - Dysmenorrhea/Menorrhagia - Inter-menstrual bleeding/Post-coital bleeding - Post-menopausal bleeding - Pap smear - Hormonal replacement vs Hormonal contraception - Emergency Contraception - Contraception explanation – Implanon/Pills/IUD Level 2 - Pelvic pain - PCOS - Tubal ligation - Anovulation - Medications in Pregnancy - Breast lump examination - Contraception explanation – Options after birth Level 3 - Fake Breast Examination Peds



Station 3 – Triage Level 1 - Triage



Station 1 – Newborns (First 28 days) Level 1 - Video in respiratory distress - Upper respiratory infection/Common Cold/Cough - Jaundice - Sepsis, Fever - Ambiguous genitalia



Station 2 – Kids Level 1 - Abuse - 6 weeks check, Breast feeding issues - UTI - Burns - Anaphylaxis - Juvinile onset DM



Station 3 – Adolescent Level 1 - Sadness E.g. Chronic disease, Smoking, Drugs - History taking (Difficulty history taking) E.g. Denied smoking even though smoking E.g. Ask the mother out to see the adolescent alone, but the mum refuses to do so (you are supposed to insist on seeing the adolescent alone)



- Vomiting, Diarrhea - Crying baby - Rash E.g. Diaper rash, Eczema, Urticaria - FFT - Prematurity Level 2 - Snoring - Newborn Screening tests - Murmur - Cerebral palsy - Down syndrome



- Rehydration/Gastroenteritis - Ped resuscitation - Immunization - Febrile convulsion - Otitis media - Developmental stage determination (Video) - Vomiting E.g. DKA - Diarrhea – Acute + Chronic - FFT, Celiac disease - Rash - Abdo Pain - Asthma Level 2 - Developmental delay E.g. Kid have not been speaking for 3 years, Autism - Precious puberty - Delayed puberty - Short statue - Septic arthritis - Limping - Trauma - Testicular Pain - Lymphadenopathy - Constipation General Medicine



E.g. 14 years old asking for contraceptions



Station 1 - ECG Level 1 - MI - LBBB, RBBB - Heart Block - AF, AF (flutter) - Premature Beats - Supraventricular Tachycardia - Hyperkalemia (Usually not a ECG station, but a lab interpretation station) - Palpitation/Chest Pain Level 2 - Ventricular Hypertrophy - AV dissociation



Station 1 - CXR Level 1 - Pulmonary effusion/Pleural effusion - Pulmonary edema (HF management) - Consolidation (Pneumonia) - COPD - Atelectesis - Pneumothorax Level 2 - Interstitial lung diseases E.g. Fibrosis - Cystic Bronchiectasis (CXR+CT) - Pulmonary nodules



Station 2 - Lab Interpretation Level 1 - Hyperkalemia - Hyponatremia - Spirometry - Thyroid function test - Liver function test – Diseases Pattern - Renal function test - Anemia - Diabetic ketoacidosis - MI - Iron study - Metabolic acidosis - Pancytopenia



-



Pericarditis Pulmonary embolism Dyspnea



- CFS Interpretation - Pleural effusion interpretation - DVT/PE/Thrombophilia Level 2 - Proteinuria/Hematuria - Osteoporosis - Hypercalcemia - Hypernatremia - Jaundice - Heart failure – BNP - Coagulations - Thrombocytopenia Level 3 - Hepatitis B - Hypokalemia - Lipid - WCC differential - Hemolysis - ANA, ANCA, Complements Station 3 – History + Physical Examination (Verbal only) + DDx + Investigation + Management - (Usually a renal/neuro/gastro/endo case) Cardio – Most of the time a ECG or CXR station Respiratory – Most of the time a ECG or CXR Renal station Level 1 Level 1 Level 1 - Chest Pain, Dyspnea - Cough, Dyspnea - Dysuria, Oliguria - Hypertension – Primary + Secondary - COPD - Acute renal failure - Heart Failure - Asthma - Chronic renal failure - Hypotension – Shock, Postural hypotension - Pulmonary Embolism - Glomerular diseases - DVT/PE/Thrombophilia Level 2 - Proteinuria/Hematuria - Ulcers - Respiratory failure type 1, II - Stones - UTI Gastro Endo Neuro Level 1 Level 1 Level 1 - Abdominal Pain, Hematemesis, PR bleeding, - Weight loss, Polyuria - Syncope, Delirium/acute confusion, Dementia, Jaundice, Dysphagia, Melena - Thyroid Weakness/Paralysis, Seizures - IBD - Hypercalcemia - Headache, Facial Pain – Can be a GP Station - Pancreatitis - DM – Complication/Examinations - Stroke - Cholestatic liver disease - DKA - Periphery polyneuropathy - Hemochromatosis - Lipid - Alzheimer’s Level 2 - Intracranial hemorrhage



-



Cirrhosis Liver failure Peptic ulcer



Hematology Level 1 - Anemia (Lab interpretation) - Bleeding disorders - Thrombophilia - Pancytopenia - Multiple myeloma Level 2 - Transfusion products + Side effects



- Multiple sclerosis Level 2 - Tremor, Parkinsonism, Polyneuropathy, Mononeuropathy - Head Injury - AV Malformations - Intracranial aneurysm - Intracranial venous thrombosis - Primary Tumors - Brain abscess - MG – Myasthenia gravis -



-



GP Station 1 - Preventative Measures (different age groups)



Neonate Level 1



Station 2 and 3 Level 1 - Respiratory: Spirometry, Asthma, Allergic Rhinitis / Sinusitis - ENT: Vertigo, Sore thorat - Sexual Health: Emergency Contraception, STD, Dysuria, UTI - Chronic Pain: Back pain, Knee pain, Facial pain, Migraine - Undifferentiated: Tiredness – Don’t miss gyne history - Also: DM Management, Cardiovascular Factors Assessment - Headache - Skin Lesions - Smoking, Alcohol Management Level 2 - Gay Consultation Level 3 - Suturing Neonate, Oncology, Eyes, Ado



Either Newborn check or Neonatal Resus Oncology Level 1 Lung Cancer Breast Cancer Anti-emesis Side Effects of Chemotherapy Oncology Emergency – x6 ECOG



TMN Stages Skin Cancers Pain Management / Constipation Management Multiple Myeloma Tumor Markers



Eyes Station 1 = Always visual acuity, fundoscopy + Imaging questions Level 1 Visual Acuity Assessment (remember to use Aged Related Macular Degeneration pinhole) Diabetes Fundoscopy Central/Branch Retinal Artery/Vein Occlusion Retinal Detachment Relative Afferent Pupillary Defect Papilledema Optic Neuritis Glaucoma Uveitis Hyphaema



Abdo Level 1 Resources Available Management Plan Discharge Plan Barriers



Level 2 Skin Cancer Colorectal Cancer Prostate Cancer Neck Lumps / Thyroid Cancer Lymphoma Leukemia Level 3 Pancreatic Cancer Hepatocellular Carcinoma Myeloproliferative Disorder Carcinoid Tumors Level 2 Infectious Corneal Ulcer Marginal Keratitis Herpes Simplex Keratitis Viral/Bacterial Conjunctivitis Pre-septal Cellulitis Endophthalmitis Scleritis Episceritis Cataracts Level 3 Entropion Ectropion Ptosis Visual Field Defects Dry eyes / Epiphora Temporal Arteritis Presbyopia



Notes/Make-up scenarios: O&G Station 1 – Obstetrics Level 1 - Antenatal history taking - Down screening - Ectopic pregnancy/Miscarriage - Gestational DM - Multiple pregnancy - Vomiting in pregnancy - Primary PPH - Bleeding in pregnancy - PPROM - VBAC - Post-Term Pregnancy/Induction of labour - Analgesics - Eclampsia - Rhesus incompatibility Level 2 - Pregnancy advices – Before, during, after - Secondary PPH - Obstetric examination - Normal labour, Instrumental labour - Shoulder dystocia Level 3 - Fetal heart rate interpretation - Abortion options



Station 2 – Gynecology Level 1 - Infertility - Incontinence/Prolapse - Menopause/Oligomenorrhea - Dysmenorrhea/Menorrhagia - Inter-menstrual bleeding/Post-coital bleeding - Post-menopausal bleeding - Pap smear - Hormonal replacement vs Hormonal contraception - Emergency Contraception - Contraception explanation – Implanon/Pills/IUD Level 2 - Pelvic pain - PCOS - Tubal ligation - Anovulation - Medications in Pregnancy - Breast lump examination - Contraception explanation – Options after birth Level 3 - Fake Breast Examination



Station 3 – Triage Level 1 - Triage



There are 3 stations for O&G and they are: -



Triage



-



One O



-



One G



Make-Up Scenarios – Gynecology – Infertility Case 1 You are a GP. Your next patient is a 37 year old woman with 2 years history of not being able to get pregnant. 1. Take a focused history. 2. If you wish to examine her, you will be given relevant examination findings. 3. Ans her questions after task 1 and 2. History -



-



Can I have your name? I understand that you are here today because you aren’t able to get pregnant over the past 2 years. Is that right? - Usually we would like to see you and your partner together in the first consultation because fertility can be quite a stressful issue and it is not only one partner issue. Anyway, I will ask you some questions about your general health and we will see how we go from there. Female - Have you had any pregnancy before? (No = primary infertility, Yes = secondary infertility) - How long have you been trying to get pregnant? - These questions may be personal but it is important for me to work out the possible causes why you are not getting pregnant. - What is the timing and the frequency of sex? In regard to the timing, how does it relate to your period? Are you aware of the correlation of intercourse with time of ovulation? - Any lack of libido - Any pain during the sexual intercourse? - Do you use any contraceptive measures? - Last pap smear? Menstrual History - Irregularity? Days of cycle? Menorrhagia? Oligomenorrhagia? Pain associated with the period? Partners - Have your partner ever had children? - How about your partner’s general health? - STD, Testicular injury or infection E.g. Mumps - Varicocele, Undescended testes - Smoking, Drugs, Alcohol, Use of steroid to build muscle General - Symptoms of UTI? - Nipple discharge, Milk flow - LOW, LOA, LOS 4. What are the possible causes of infertility? 5. How do we find out why we’re not having babies? 6. What about my partner? 7. Is there anything else we can do? 8. Is my age important? 4. Female



Px - Pelvic inflammatory disease - STDs - Endometriosis - Any pregnancy history? Any miscarriage? - Thyroid problems - Renal? - Peritonitis? - Medications - Use of recreational drug Fx - Spontaneous abortion - Genetic disorders - Maternal DES use Social - Moods, Exercise, Smoking, Alcohol Physical Examination - Hirsuitism - Pelvic and vaginal examination - Pap smear if required



Males



Ovarian Factors - Ovulation problems E.g. PCOS - Anovulation - Poor ovarian reserve - Menopause Tubal Factors - Endometriosis - Adhesion - PID - Occlusion Uterine Factors - Fibroid - Asherman syndrome - Uterine malformation Cervical Factors - Cancer - Mucus too thick Hypothalamic-Pituitary Factors - Hypothalamic dysfunction - Hyperprolactinemia Others - Age - Diabetes - Lifestyles: Smoking (harmful to ovary) - Chemotherapy - Genetics: Chromosomal abnormalities E.g. Tuner syndrome 5. Investigations - 3 broad categories – Confirmation of ovulation, tubal patency and semen analysis Confirm ovulation: - Day 21 progesterone (serum progesterone in the luteal phase, progesterone is not release in significant prior to ovulation, occasionally measure on Day 28 if the women have a long egg ripening, whom have a long menstrual cycle E.g. More than 4 weeks between periods) - Keeping a basal body temperature: When progesterone is released it rises the body temperature about 0.5oC, take the temperature in the morning before oral intake, not accurate, only 30% can predict, once the temperature rises the egg is no longer available for fertilization



Testicular Factors - Age - Chromosome defects, Klinefelter syndrome - Mumps Post-Testicular Causes - Cystic fibroiss, vas deferens obstruction - Infection E.g. Prostatitis - Erectile dysfunction Pre-Testicular Causes - Hypogonadism due to: Obesity, Drugs, Alcohol, Anabolic steroid, Chemotherapy - Smoking



More on Female Fertility Test Endocrine profile - FSH, LH, Estradiol, Prolactin, Testosterone, TSH, DHEA-S - When the levels are out of range, interference with ovulation can occur - High Prolactin  interference with the mid cycle LH surge - High DHEA-S (a hormone produced by the adrenal gland)  can suppress the ovulation - High testosterone  resistant ovaries Serum Inhibin B - Inhibin B concentration is drawn on cycle days 3-5 to predict the ovaries to ovulation induction medications - A measure of the ovaries’ capacity to respond to FSH and LH - Recommended in women with low ovarian reserve E.g. age>35



Mucus changes: Examine the cervical mucous (by placing fingers in the vagina), the mucous increased in amount and is clear, but sometimes difficult to interpret - Serum Prolactin: High levels  inhibit ovulation - TFT: Too much or too little thyroid hormones  inhibit ovulation Confirm Tubal Patency - Hystero-salpingogram: An x-ray with a contrast dye injected through the cervix to the uterine cavity, if the fallopian tubes are open the dye flows in the tubes and then spills out to the abdominal cavity - Just because the fallopian tube are open does not mean tubal function is normal, the tubes can be scarred - Laparoscopy: To diagnose tubal damage other than tubal blockage Also: FBC, Urinalysis, Cervical culture for Chlamydia, Rubella antibody determination, Pelvic US E.g. fibroid Semen Analysis - Abstain from intercourse for 3 days prior - Usually twice 6. - Semen analysis is recommended, male instructed to bring a complete ejaculate for analysis, men must abstain from sexual activity for at least 3 days before the semen is obtained - Semen should be examined within 1-2 hours after colelction - Semen is consider normal: Volume >2ml, Concentration 20 million sperm per milliliter, Motility >50% forward progression, >25% rapid progression, Normal forms 30% - A search for exposure to environmental and workplace toxins, alcohol or drug abuse 8. - Incidence of infertility increases with age, with a decline in fertility beginning in the early 30s, and accelerating in the late 30s - Fertility declines rapidly from age 35 - Genetic issues such as trisomy increase from 35 More Info Treatment Medical Measures - Fertility may be restored by treatment of endocrine abnormalities, particularly hypothyroidism or hyperthyroidism - Antibiotic treatment of cervicitis is of value -



Ultrasound Fertility Test - Assess follicular development, endometrial thickness, uterine fibroid Endometrial Biopsy, Hysteroscopy



7. -



No Alcohol, Smoking Obesity  loss weight Regular exercise Folate Urine ovulation kit: Test for urine LH, to detect a surge in LH Refer to the specific treatment of infertility



-



Surgical Measures - Excision of ovarian tumors or ovarian foci of endometriosis can improve fertility



-



Women who engage in vigorous training often have low sex hormones, fertility improves with reduced exercise and some weight gain



Induction of Ovulation Clomiphene Citrate - Stimulate Gonadotropin release, especially LH Artificial Insemination in Azoospermia - Artificial Insemination by a donor



-



Microsurgical relief of tubal obstruction due to salpongitis or tubal ligation will re-establish fertility in a significant number of cases (in severe diseases IVF is preferable) - Peri-tubal adhesions or endometriotic implants often can be treated via laparoscopy - In a male with a varicocele, sperm characteristics are often improved following surgical treatment Treatment of Endometriosis - Surgical ablation improves fertility



Assisted Reproductive Technologies - IVF (age limit 42 by KEMH) - GIFT Gamete Intrafallopian Transfer - ZIFT Zogote Intrafallopian Transfer -



Prognosis - In the absence of identifiable causes of infertility, 60% of couples will achieve a pregnancy within 3 years, if still fails  ovulation induction or ART - Women over the age of 35 should be offered more aggressive approach, with ART within 3-6 months of not achieving pregnancy Make-Up Scenarios – Gynecology –Menopause/Oligomenorrhea You are a GP. Your patient is a 51 years old women who periods have become irregular. Taka history, explain the DDx, outline the investigations History - I am a student doctor. Can I have your name? Px - I understand that you are having some irregular periods. Could you tell me - Any chronic illnesses? E.g. DM, HTN, Lipid more about that? - No history of breast cancer? Menstruation History - No heart problems? Liver problems? Kidneys problems? - Heavy: There clots? How many pads or tampons? Estimation >80ml? - No history of DVT/PE? - Light: How much blood? - Any surgery? - Is this your first time? Medications - Date of last menstrual period? (1st day of bleeding), or are you bleeding? - You are not on any oral contraceptive pills? Not on any hormone - Number of bleeding days? replacement therapy? - Have your periods been always regular? - Any recent change in the medications - Number of a cycle? A cycle mean the 1st day of bleeding to the next day of Preventative Measure bleeding - Assess: Behavioral risk factors, Risk of DM and heart, Depression, - Any bleeding between periods? Osteoporosis (any bone scan?), Skin cancer - Are the periods painful? - Measures: BMI, WC, BP, Fasting lipids, glucose, Urinalysis for protein



- Any postcoital pain? (Or are you active?) - Age of menarche? Symptoms of Menopause (usually between 45-55) - Poor sleep, Hot flushes, Mood changes, Irritability, Libido changes, Vaginal changes Symptoms of Thyroid Problems - Hyperthyroidism (Menorrhagia): Anxiety, Tachycardia, Palpitation, Heat intolerance, Moist skin, Diarrhea - Hypothyroidism (Oligomenorrhea): Constipation, Tired, Sleepy, Lethargic, Mood decreased, Cold intolerance, Weight increase but loss of appetite, Cold hands, Ascites - Symptoms of Cancer: LOW, LOA, Night sweats Life Stress - Stress? Depressed? DDx - Pregnancy Low or normal FSH Hypothalamic-Pituitary Causes : - stressful life events, - diet, - exercise, - Pituitary tumors, - Prolactin elevation, - Corticosteroid excess (Cushing) Low or normal FSH Hyperandrogenism Causes: - Elevated serum levels of testosterone, - Polycystic ovarian syndrome, - Anabolic steroids Normal FSH Uterine Causes : - Infection, Asherman Syndrome High FSH Premature Ovarian Failure: - Autoimmunity, - X chromosome mosaicism, - Surgical bilateral oophorectomy, - Galactosemia, mumps oophoritis, Familial, Idiopathic High FSH Menopause Also hyperthyroidism



-



Perform: Pap test every 2 years, Mammography every 2 years, Colorectal cancer screening with FOBT at least every 2 years, Vaccination Fx Social: Smoking, Alcohol, Exercise



Investigations - Blood: FBC, FSH, LH, TFT, Estrogen, hCG - Blood for preventative measures: Fasting lipid and glucose - Pap smear? - Pelvic US More Info - Since pregnancy is the most common cause of amenorrhea, women of childbearing age are screen with a serum or urine hCG - False +ve may occur very rarely with ectopic hCG secretion (Choriocarcinoma, Bronchogenic carcinoma) - Women without an elevated hCG  test for LF, FSH, PRL, TSH, Plasma potassium - Hyper-prolactinemia or hypopituitarism (without obvious causes)  MRI scan - Routine tests for kidneys, liver - Serum testosterone level in hirsute or virilized women - Patients with hypercortisolism receive a 1mg overnight Dexamethasone suppression test for initial screening (In Cushing’s syndrome, cortisol level remain unchanged) - Non-Pregnant women without any lab abnormality may receive a10 day course of a progestin, absence of withdrawal menses = a lack of estrogen or an uterine abnormality Progestin Challenge Test - Used in patients who are experiencing amenorrhea - Withdrawal bleeding should occur in 2-7 days after the progestin is finished, indicating the amenorrhea is due to anovulation



-



If still no bleeding, amenorrhea is likely due to low estradiol (can be distinguished by administrating estrogen after progestin), hypothalamicpituitary axis dysfunction, cervical stenosis, Asherman’s syndrome



cont…… It turns out that she has menopause, - Please explain to the patient about the signs and symptoms and the management of menopause. - She was wondering if hormonal replacement will work. Please take about the risk of it. Signs and Symptoms Treatment Cessation of Menstruation Vasomotor Symptoms - Menstrual cycles become more irregular as menopause approaches - Estrogen or Estrogen/Progestin regimens - Anovular cycles occur more often, with irregular cycle length and Vaginal Atrophy occasional menorrhagia - A vaginal ring containing 2mg of estradiol - Menstrual flow usually diminishes in amount owing to decreased estrogen Osteoporosis secretion  less endometrial growth - At least 800mg of Ca++ - Finally cycles become longer, with missed periods or episodes of spotting What is more only - Use a lower dose of estrogen - When no bleeding has occurred for 1 year, the menopausal transition can - Have frequent and regular pelvic exams and pap smears be said to have occurred - Regular breast exam and mammograms - Any bleeding after this time warrants investigations by endometrial - Lifestyles: Avoid caffeine, alcohol, spicy foods, dress lightly, Ca++ and vit D curettage or aspiration to rule out endometrial cancer supplements, exercise, Kegel exercises, Slow deep breathing when hot Hot Flushes flushes, remain sexually active, Water-based lubricants during sexual - Feelings of intense heat over the trunk and face, with a flushing of skin and intercourse sweating occur in 80% - HT should not be started in women who started menopause many years - Can begin before the cessation of menses ago, except for estrogen vaginal creams - Etiology unknown, typically persist for 2-3 years, but up to 16% continue to - Should not be used for longer than 5 years experience symptoms - May be started in women who have recently entered menopause - Hot flushes are more severe in women who undergo surgical menopause - Women taking HT should have a baseline low risk for stroke, heart disease, - Occurring at night, they often cause sweating and insomnia and result in blood clots, breast cancer fatigue on the following day Vaginal Atrophy - Decreased estrogen secretion, thinning of the vaginal mucosa, decreased vaginal lubrication dyspareunia - The introitus decreases in diameter - Pelvic examination: Pale, smooth vaginal mucosa, a small cervix and uterus - The ovaries are not normally palpable after the menopause Osteoporosis - May occur as a late sequel of menopause Risk of Hormone Therapy -



-



Increased risk of coronary heart events, strokes, thromboembolic disease, gallstones, breast cancer, increased risk of mortality from breast cancer exceeded the benefits from the use of combination Estrogen and Progesterone - Women who have been receiving estrogen/progestin replacement therapy, even in the absence of complications, should be encouraged to stop - Estrogen only  decrease in the risk of hip fracture, small but nonsignificant decrease in breast cancer, but an increased risk of stroke, no evidence of protection from coronary heart disease More info on the causes of oligomenorrhea Pregnancy - The most common causes of amenorrhea in women of childbearing age - DDx – Rare ectopic secretion of hCG by a choriocarcinoma or bronchogenic carcinoma



-



Hyperandrogenism (Low or normal FSH) - Elevated serum levels of testosterone can cause hirsutism, virilization and amenorrhea



Hypothalamic-Pituitary Causes (Low or normal FSH) Principle - Hypothalamus must release GnRH in a pulsatile manner for the pituitary to secrete gonadotropins - GnRH pulses occurring more than once per hour favor LH secretion, while less frequent (more than 1 hour) pulses favor FSH - In follicular phase, GnRH pulses favor LH synthesis and ovulation, ovarian progesterone is then secreted that slows GnRH  causing FSH secretion - Most women with hypothalamic amenorrhea have a persistently low frequency of GnRH pulses Causes - Secondary hypothalamic amenorrhea may be caused by stressful life events such as school examination or leaving home, such women usually have a history of irregular menses since menarche - Other Causes: Strict diet, vigorous exercise, organic illness, anorexia nervosa - Intrathecal infusion of opioids causes amenorrhea in most women - Young women in whom the progestin withdrawal test is normal  noncyclic secretion of gonadotropins  anovulation  typically recover spontaneously, but should have a progestin withdrawal test every 3 months - Prolactin elevation may cause amenorrhea (see section on hyperprolactinemia) - Pituitary tumors or other lesions may cause hypopituitarism - Corticosteroid excess suppresses gonadotropins Uterine Causes (with normal FSH) - Infection of the uterus commonly occurs following delivery or D&C (Dilation and curettage), but may occur spontaneously



-



In PCOS Polycystic ovarian syndrome, GnRH pulses are persistently rapid  LH synthesis with excessive androgen, reduced FSH impairs follicular maturation - Rare Causes: Adrenal P450c21 deficiency, Ovarian or adrenal malignancies, Ectopic ACTH secretion by a malignancy, Cushing disease - Anabolic steroids also causes amenorrhea Premature Ovarian Failure (High FSH) - This refers to the primary hypogonadism (Failure of gonads = testis / ovaries) that occurs before the age of 40 years - Affects 1% of women, 30% are due to autoimmunity to the ovary, 8% are due to X chromosome mosaicism, Others: Surgical bilateral oophorectomy - Women who have undergone hysterectomy are prone to premature ovarian failure even though the ovaries were left intact - Other Causes: Myotonic dystrophy, galactosemia, mumps oophoritis - Others: Familial, Idiopathic - Ovarian failure is usually irreversible



Make-Up Scenarios – Gynecology –Menorrhagia 48 years old lady presents with 2 years history of worsening menorrhagia. - Please take a history - If you wish to examine her, physical findings will be provided - Discuss possible causes and investigations - Explain general management for menorrhagia History Menstruation - Last day of first period - Amount – how many pads, presence of blood clots - How many bleeding days - Regular? - Length - Pain? - Inter-menstrual bleeding, Post-coital bleeding Severity of Blood Loss - Symptoms of anemia Pregnancy - Past pregnancy, Complications



-



Endometritis due to TB or schistosomiasis should be suspected in endemic areas Endometrial scarring may result, causing amenorrhea (Asherman Syndrome), such women typically continue to have monthly pre-menstrual symptoms



Menopause (With high FSH) - Climacteric – Defined as the period of natural physiologic decline in ovarian function, generally occurring over period about 10 years - By age 40, the remaining ovarian follicles are those that are least senstitive to gonadotropins (LH, FSH), increasing FSH are required to stimulate estradiol secretion, estradiol levels may actually rise during early climacteric - Normal age for menopause in the US between 48-55 years - Serum estradiol falls and the remaining estrogen after menopause is Estrone (derived from peripheral aromatization of adrenal androstenedione) - Such production is enhanced by obesity and liver disease, Individual estrone levels partly explain why the symptoms noted above may be minimal is some women



Examination - Focus on the severity of anemia - Palpation of thyroid, check signs of hyperthyroidism - Palpation of abdo for fibroid - Pap smear



Gynecology - Sexually active? - Use of contraceptives? E.g. IUD can irritate endometrium  increase in blood flow - Last pap smear - Urinary symptoms? Symptoms of Hypothyroidism - Depression, Weight gain, Decrease in appetite, Constipation General - LOW, LOA, Night sweat  pituitary tumor Px - Any STI, fibroid, medical conditions, bleeding disorder, surgery - Medications - Allergies - Fx, Social Possible Causes Uterine Bleeding - Infection E.g. Endometritis - Use of IUD - Carcinoma - Endometrial polyps - Fibroid Pregnancy Complications - Miscarriage - Ectopic pregnancy - Incomplete abortion Non-Uterine Causes - Cervical Ectropion, Polyps - Cervicitis, Carcinoma, Vaginitis Systemic - Hypothyroidism - Coagulation disorders – very rare - Obesity - Hyperprolactinemia E.g. Pituitary cancer Notes - PCOS – Generally causes oligomenorrhea or amenorrhea, but sometimes when menstruation occurs can be heavy and causes concern to the patients - Endometriosis – Generally causes dysmenorrhea, occasionally if protrude into the uterine cavity can cause menorrhagia, not common



Investigations - Pregnancy tests - Blood: FBC, U&E, CRP, TFT, Coagulation - Pelvic US - Pap smear - Urinalysis - Further investigation E.g. Endometrial biopsy, hysteroscopy and laparoscopy - Also, transvaginal US can assesses endometrial thickness and detects polyps and myomata - Also if the patient wish to have babies, test for ovulation will be indicated - Consider PCOS E.g. test for FSH and LH - Consider prolactin



-



Adenomyosis can be a cause of menorrhagia When all investigations fails to identify a cause = Dysfunctional uterine bleeding Management Acute Emergency Menorrhagia - Occasionally very acute heavy bleeding may result in severe anemia and features of shock, - This most commonly in pubertal girls before regular ovulation is established, as a result of prolonged stimulation of the endometrium by estrogen without luteinisation by progesterone - In this women, treatment may be initiated without major investigations - In older women, more investigations are required, especially when this is a new symptoms  malignancy needs to be excluded - Treatment of non-ovulatory severe hemorrhage includes restoration of blood volume and control of the endometrium - Common regimens: Medroxy-Progesterone Acetate 20mg orally, every 8 hours for 1 week, then 20mg daily for 3 weeks, then a withdrawal bleed or - ethinyloestradiol 35 micrograms + norethisterone 1 mg



Anovulatory Menorrhagia - Less common form of menorrhagia - Usually with irregular menses - In the absence of progesterone  endometrial proliferation + shedding does not occur  Endometrial hyperplasia  Irregular breakdown, spotting and menorrhagia



Menorrhagia associated with Ovulation - Menorrhagia associated with ovulation is the most frequent cause of menorrhagia, and occur in a setting of regular ovulation - It is due to excessive fibrinolytic activity +/- increased local prostaglandin production within the endometrium and myometrium, resulting in delayed or ineffective local hemostasis - Choice of treatment will depend on a number of factors E.g. Age, Parity Drug Efficacy SE Patient Satisfaction Combined Oral 43% Weight gain, HTN Good Pills Tranexamic Acid 47% N, GI upset Good Oral Progestins 87% Bloating, Breast Moderate (Norethisterone or tenderness Medroxyprogesterone) Levonorgestrel94% Irregular bleeding, High releasing IUD Amenorrhea NSAIDs 29% GI upset, Headache High - Combined Oral Contraceptive Pills: Produces a thinner endometrium and regular menstrual bleeding, as well as contraception, most widely used first agent for DUB, 43% in reduction in mean menstrual loss - Tranexamic Acid: Inhibits local fibrinolysis and is effective, taken first 3-4 days of menstruation - Oral Progestines: Reduce endometrial thickness,Medroxy-Progesterone Acetate 10mg orally, 1-3 times daily on day 1-21 of a 28 day cycle - Levonorgestrel-Releasing IUD: E.g. Minera - NSAIDs: E.g. Mefenamic acid, inhibits the local action of prostaglandin in the endometrium -



-



Common associated conditions: Peri-menopausal DUB and POS polycystic ovary syndrome  both with excessive estrogen stimulation of the endometrium, unopposed or unregulated by progesterone  irregular and heavy menses that often last longer than a few days - This pattern increases the risk of endometrial hyperplasia  and risk of carcinoma - Most appropriately treated with Progestins - COCP (Combined oral con pills) has a high level of patient acceptability and convenience - If treatment is needed long term, the Levonorgestrel-releasing IUD minimizes the systemic effects of progestin and is effective for anovulatory DUB - Endometrial ablation or hysterectomy may be the preferred option for peri-menopausal women or women with poorly controlled symptoms or SE of the drugs She turns out to have a big big fibroid. - Explain what is it to her - Management options What is it? - Benign, smooth muscle tumor of the uterus



Signs and Symptoms - Bloating, Menorrhagia, Urinary frequency, Infertility - Pain is generally not a feature



Causes - Related to estrogen - Seldom enlarge after menopause, unless stimulated by exogenous estrogen Complications - Degeneration, Secondary infection, Necrotic fibroid - Calcification - Torsion - Sarcomatous change -



Management - Conservative: Reassure and observe - General measure for menorrhagia: Tranexamic acid, Mefenamic acid, COCP - Medical Therapy: GnRH agonist before surgery to shrink the fibroid - Surgical: Endometrial Ablation (for fibroids that are not intramural, and relatively small), Myomectomy, Hysterectomy - Uterine artery embolization - Complications: Recurrence, Infection, Bone loss with GnRH agonist Make-Up Scenarios – Gynecology –Dysmenorrhea/Endometriosis This 25 years old female comes in because of pre-menstrual dysmenorrhea for the past 2-3 years, which has worsen over the last 2 periods. - Please take a focus history



- If you wish to examine her, examination findings will be provided - Discuss the possible causes and investigations with her. Causes Primary - No organic causes, generally 16-25 years of age, just prior to menstruation Secondary (generally 30-45 years of age) = G causes - Endometriosis - Adenomyosis - PID - Ovarian tumors / cysts - IUD - Endometrial polyps - Fibroid – Generally pain is not a feature O causes - Ectopic pregnancy? - Miscarriage? Also consider - IBD, UTI, Renal stones, Appendicitis, Lactose intolerance Investigations - HCG - Blood: FBC, U&E, CRP, ESR - Urinalysis - Pelvic US - Pap smear If unclear - Transvaginal US – Ovarian cysts - Hysteroscopy – Polyps - Laparoscopy – PID, Ovarian cysts, Endometriosis Pelvic US indicates endometriosis. - Please explain the diagnosis to her. - Discuss management. Introduction - Description: A benign, progressive condition, with endometrial glands and stroma found in location other than endometrium - Prevalence: 5-15% of women - Age: Predominant in 3rd and 4th decades



History - Assess onset, duration, type and severity of pain, associated Sx such as N+V, bloating, diarrhea, fatigue - Ask about the quality of life - Also ask about dyspareunia - Similar to above



While waiting for the investigations results to come back, what is the management for her dysmenorrhea? - Simple analgesia



Etiology Causes – Proposed Mechanisms - Lymphatic spread - Retrograde menstruation - Metaplasia of the celomic epithelium - Direct hematogenous spread - Immunological defects remain controversial



Signs and Symptoms - Asymptomatic (up to 30%) - Cyclic pelvic pain or dyspareunia (both worst before menses), Premenstrual pain, Menstrual pain, often reported inversely proportional to the amount of disease - Infertility - Inter-menstrual bleeding (15-20%) - Anovulation (15%) - Intermittent constipation or diarrhea - Adnexal mass - Uterine retroversion, scarring, nodularity Diagnosis - Imaging: Pelvic or transvaginal US or MRI may demonstrate endometriomas, but –ve does not rule it out - Diagnostic Procedure: Direct inspection by laparoscopy or laparotomy, supported by histologic confirmation Management - General Measures: Analgesics, Modification of periods (oral contraceptives), Suppression of periods (GnRH agonists, Oral progestins, Continuous contraceptives) - Specific Managements: Endometriomata of greater than 5cm require surgery, surgical can be conservative (resection of lesions) or definitive (hysterectomy, oophorectomy)



Risk Factors - Obstructive anomalies E.g. Outflow tract obstruction DDx - Uterine Fibroids - GI, urologic, musculoskeletal problems - Corpus luteum cysts - Ovarian neoplasia - Adenocarcinoma of the large bowel



Pathological Findings - Nest of endometrial glands and stroma may occur in pelvis (60%) - May occur in many distant locations



-



Make-Up Scenarios – Gynecology – Inter-menstrual bleeding/Post-coital bleeding 25 years old lady presents with inter-menstrual bleeding 1. What would you ask for a history? 2. What would you look for on examination? 3. Explain to her the possible causes and investigations. History Examination PC – Inter-menstrual Bleeding - General: Vitals (RR, BP, Temp.), Look for obesity (linked with hormonal - When did it happen? disorder, PCOS), Bruises (Coagulopathy), Signs of hypothyroidism - Frequency (Edematous, dry hair, dry skin), Look for virilizing signs (E.g. Hirsutism = - Amount of blood? Clots? signs of hormonal imbalances) - Reliving and aggravating factors? - General Examination - Associated Symptoms: Pelvic Pain? Post-coital pain? Fever? Recent LOW? - Abdominal Examination: Pain, Mass, Distension, Tenderness General Menstruation History Pelvic Examination: - Age of menarche - Inspection of perineum: Look for lesion, erythema, hemorrhoids - First day of last menstrual period - Speculum Examination: Check vaginal wall (color, lesions, discharge, - Regular or irregular period blood), look for any changes on the cervix (E.g. Ectopion, Tumors), Finished - Length with vaginal examination (Feel for masses, Cervical excitation, Feel for - Menorrhagia, Oligmenorrhagia ovarian cysts) Gynecological History - Sexual history: Sexually active? Number of partner, Contraceptive measurements E.g. Use of combined pills? - Pap smear: When? Result?



- Vaginal discharge? - Breast tenderness? - Pelvic pain? Others - Bruises easily - Symptoms of thyroid diseases E.g. Hypothyrodism Past Pregnancy History Past Medical (PID, cancer, Fibroid, Infertility, Endometriosis) and Surgical History (Pelvic surgery) Medications (Pills, Anticoagulants), Allergies, Fx, Social Investigations - Bloods: FBC, U&E, ESR, CRP, hCG, Coagulation profile, TFT, HPV - Pap smear: - Swab: High vaginal swab for MSU - Urinalysis, screen for STDs E.g. First void for Chlamydia, Urine MSU - Imaging: Transabdominal +/- transvaginal US - If remain unclear, may consider hysteroscopy - D&C may be needed, depending on result of US



Causes Perineal - Vulvar lesions, Hemorrhoids Vaginal - Trauma, Infection, Atrophy Cervical - Cervicitis, Polyps, Cervical erosion (Ectropion), Cervical dysplasia/neoplasia Uterine - Pregnancy, Endometrial polyps, Endometrial hyperplasia, Endometrial carcinoma, Leiomyomata (fibroid) Others - Consider causes of menorrhagia - Hormonal disorder E.g. Pituitary causes, Hypothyroidism - On contraceptives - Assess ovulation, day 21 progesterone - PCOS



It turns out to be fibroid. What is your management? - Conservative: Reassure and observe - General measure for inter-menstrual bleeding: No treatment, Tranexamic acid, Mefenamic acid, OCP - Medical Therapy: GnRH agonist before surgery to shrink the fibroid - Surgical: Endometrial Ablation (for fibroids that are not intramural, and relatively small), Myomectomy, Hysterectomy - Uterine artery embolization - Complications: Recurrence, Infection, Bone loss with GnRH agonist Make-Up Scenarios – Gynecology – Post-menopausal bleeding Case You are a GP. You patient Wendy is 54 years old lady with some PV bleeding over the last 4 days. - Please take a focused history and outline your DDx and investigations.



- What is the management? PC - I understand that you have been having some vaginal bleeding over the past 4 days. So I will start by asking you some questions about you bleeding and then we will decide as to what to do with it. Bleeding - Could you tell me more about the bleeding? What is the color? - When? For how many days? Amount/How much? - Any clots? Using pads or tampons? - Pain? On abdomen or vaginal? - Any recent trauma? - No problems with the water work? Menopause - I know that you are 54 years old, have you gone through menopause? - What age did you have you menopause? / How long ago was your last menstrual cycle? - Is this the first bleeding since your menopause? - Did you experience any menopause symptoms and was put on HRT? - Do you still have any menopause symptoms? - Were you on any oral contraceptive pills? - Age of menarche? Gynecological - Urinary symptoms, Use of contraception? Sexually active? O History - Past pregnancy? No complications? General - LOA, LOW, LOS, Night sweats - Fever DDx - Most Common Causes: Atrophic vaginitis, Cervical cancer, Endometrial cancer, Dysfunctional uterine bleeding (after exclusion) - Other Causes: Atrophic endometrium, Endometrial proliferation or hyperplasia, Use of estrogens - Also: Trauma, Endometrial polyps, Friction ulcer, Blood coagulation, Blood dyscrasias (Pathological conditions E.g. Leukemia, Hemophilia)



Px - History of breast cancer or other cancers - HTN, Bleeding disorders, Thyroid problems, Obesity - Surgery - Medications: Hormones, Tamoxifen - Allergies Preventative Measures - Pap smear - Mammograms - Regular blood tests Fx - Cancer Social Physical Examination - Vitals: check for shock - Vulva, Vagina, Cervix, Urethral meatus, PR, Lesions, Lacerations, Foreign body - Speculum



Investigations - Blood: FBC, Coagulation, U&E, TFT - Pap - Pipelle, TVUS, Hysteroscopy and curettage if needed -



-



Cytologic smear of the cervix and vaginal pool should be taken If available, transvaginal sonography should be used to measure endometrial thickness (a measurement 8 times  Urge incontinence) - Leakage of small amount of urine when you cough, sneeze, laugh, strain, Stress, Urge, Overflow, Functional, Reflex lift or play sports - When did it usually occur? Any leakage when cough, laughing or lifting - Causes: Age, Pregnancy, Childbirth, after Prostate surgery  Weakened heavy things? (Laugh? Coughing?  Stress incontinence) pelvic muscle - Sudden urge to pass urine? (Urge incontinence) Urge continence - Any dripping at the end? (Overflow incontinence) - Sudden strong urge to urinate - Any difficult in reaching the toilet? Often have to rush to use the toilet? - Causes: Stroke, Parkinson’s, Enlarged prostate, Overactive bladder – Sometimes not make it to the toilet in time? (Functional) more than 8 times a day, Bladder stones, Bladder Infection, Constipation - Does it affect you at night? Overflow continence Others - Cannot stop their bladder E.g. constant dribbling, slow stream of urine, - Any difficulty in starting the flow? (Urinary obstruction) hesitance - Any change in the size of the stream of urine? (Urinary obstruction) - Causes: Enlarged prostate - Do you have the desire to pass urine again even though you have just done Functional continence so? (Urinary obstruction) - A person’s ability to reach toilet is impaired E.g. physically, mentally, - Do you need to pass small amount of urine frequently? (polyuria = UTI or environmentally DM) - Causes: Reduced mobility, Poor coordination, Loss of memory - Have you been feeling thirsty? (Diuretics, DM, Kidney failure) Reflex continence - Any change in the appearance of the urine? Cloudy? Bloody? (UTI) - Result from damage to the nerves which control the bladder - Pain when passing urine? (UTI) - Causes: spinal injuries - Any pain on your tummy or back? Fecal incontinence - Fecal incontinence? - Causes: muscle weakness, severe diarrhea (gastroenteritis, IBS, IBD, - Because of the incontinence, any change in the daily activities? How does diverticulitis, side effect of medications), constipation and impaction, it affect your life? disorders of nervous system, disorder of lower bowel (cancer, fistula, - Symptoms of uterine prolapse: Fullness, Low back pain, Painful sexual hemorrhoids) intercourse, Feeling that something is coming out of vagina



-



Gynecological History: In general E.g. Menstruation, Menopause? Sexual health… - Obstetric History: Pregnancy…. Past Medical History - Injury to your back? (Reflex) - UTI, Diabetes - Strokes  Urge incontinence - Any difficulties giving birth? - Prostate problems? - Injury to the back? Medications causing incontinence: - Diuretics - Anti-hypertensives: Prazosin, Terazosin, Doxazosin - Anxiolytics: Benzo - Anti-psychotics Social Hx - Drink Coffee - Smoking - Alcohol - Exercise Investigations - Stress test – Ask the person to cough and look for urinary incontinence - Urinalysis – Infection - Blood test – FBC, infection - US – Bladder, Ureters - Cytoscopy - Urodynamics testing – Post-void residual volume, Uroflowmetry (how fast the patient can empty the bladder), EMG electromyography (Measure the strength of the sphincter contraction)



More Info. about the possible causes of urinary incontinence Causes of Transient Urinary Incontinence – Diappers - Delirium: Fail to recognize the need to void and the location of the nearest toilet, the most common cause of incontinence in hospitalized patients



Management - Pelvic muscle exercise (work the muscle that you use to stop urinating), - Timed voiding (urinate in a set schedule) - Life style changes (losing weight, quit smoking, avoid alcohol, drink less coffee, tea, prevent lifting heavy objects), - Absorbent pads, - Medications E.g. Urge continence: Oxybutynin 5mg orally, 2-3 times a day, - Catheterization, - Surgery for prostate Drugs Treating Urge Incontinence = Overactive Bladder - Anti-cholinergic = Anti-muscarinics: Oxybutynin, Solifenacin, Darifenacin, Tolterodine Drugs Treating Obstruction - Alpha blockers: Prazosin, Tamsulosin, Terazosin - 5 alpha reductase inhibitor: Finasteride Causes of Established Urinary Incontinence - Should be addressed after the transient causes have been uncovered - Risk Factors includes older age, female, high BMI, limited physical activity



-



-



Infection: Symptomatic UTI Atrophic Urethritis or Vaginitis: Diagnosed by the presence of vaginal mucosal telangiectasia, petechiae, erosions, erythema, friability Pharmaceuticals: Potent diuretics, Anticholinergics, Psychotropics, Opioids, Alpha blockers (in women), Alpha agonists (in men), Ca++ blockers Psychological Factors: Severe depression with psychomotor retardation Excessive Urinary Output: Excess fluid intake, metabolic abnormalities (hyperglycemia, hypercalcemia, diabetic insipidus) Restricted Mobility: Stool Impaction: This is a common cause of urinary incontinence in hospitalized or immobile patients, mechanism unknown



Detrusor Over-activity (Urge incontinence) - Uninhibited bladder contractions that cause leakage - The most common cause of geriatric incontinence - Usually idiopathic - Women: Complain of urinary leakage after the onset of intense urge to urinate - Men: Symptoms are similar, but often with urethral obstruction from benign prostatic hyperplasia - The detrusor over-activity may be due to bladder stones or tumor, especially if accompanied by perineal or suprapubic discomfort or hematuria, should be investigated by cystoscopy and cytologic examination of urine Urethral Incompetence (Stress Incontinence) - 2nd most common cause of established urinary incontinence in older women - Also seen in men after radical prostatectomy - Instantaneous leakage of urine in response to a stress maneuver - Commonly coexists with detrusor overactivity - Leakage is worse or occurs only during the day, unless with detrusor overactivity - To test for stress incontinence, have the patients relax and ask to cough vigorously (a single cough) while standing with a full bladder - A delay of several seconds suggest that the problem in caused by uninhibited bladder contraction induced by coughing Urethral Obstruction - Due to prostatic enlargement, urethral stricture, bladder neck contracture, prostatic cancer - Rare in older women - Can present as dribbling after voiding, urge incontinence due to detrusor overactivity (which coexists in 2/3 of cases), overflow incontinence due to urinary retention - Renal US is required to exclude hydronephrosis in men, whose postvoiding residual urine exceeds 150ml Detrusor Underactivity – Overflow Incontinence - The least common cause of incontinence - May be idiopathic or due to sacral lower motor dysfunction - It is associate with urinary frequency, nocturia, frequent leakage of small amounts - Elevated post-voiding residual urine generally over 450ml, which distinguishes it from detrusor over-activity (Urge) and stress incontinence



-



But only urodynamic testing differentiates it from urethral obstruction in men, such testing usually not required in women in whom obstruction is rarely present



More Info. About Uterine Prolapse 60 ears old lady comes in feeling something coming down in her vagina. You discovered utero-vaginal prolapse. 1. What are the different types of prolapse? 2. What are the common causes of uterine prolapse? 3. What are the risk factors? 4. How to manage? 1. 2. - Uterine prolapse - Trauma - Cystocele - Surgery - Urethrocele - Pregnancy, Age related - Rectocele - Obesity - Enterocele - Chronic cough - Fibroid - Injury to nerves 3. 4. - Age E.g. Atrophic changes from estrogen loss Conservative - Vaginal deliveries - If not causing too much trouble, monitor and observe - Birth trauma, Complications of delivery E.g. Macrosomia - Physiotherapy, pelvic floor exercise - Chronic abdominal pressure - Management of incontinence - Intrinsic tissue weakness - Weight reduction Specific - Pessary - HRT given before fitting of pessary - Surgery – Pelvic floor exercise Make-Up Scenarios – Gynecology – Pap smear/CIN/Cervical Intra-Epithelial Neoplasia Jenny Smith is a 45 year old lady who comes in to the Gynae OP clinic to be told about her pap smear results. Her results are: HSIL. Please advise your current management plan. 1. Explain the concept of the pap smear, and what her results mean to her. 2. What management options are there for her now? 3. What are the types of treatment for a +ve biopsy of HSIL on colposcopy? 4. What follow up is required? 5. What is the management if it was LSIL? 1. 2. - Before the telling you the result, have you been feeling well? Any - Colposcopy within 2 months, since pap smear it not very accurate in symptoms such as abdominal pain? Bleeding? LOW? diagnosing the stages - Ask the patient’s understanding of a pap smear E.g. how much do you - Colposcopy allows biopsy sample, can tell us the accurate morphology of know about pap smear the cells - Pap smear: look for abnormal cells (not cancerous cells) - Depending on the results, treat PRN



-



Put the brush and cells into a small pot of liquid and send it to the laboratory, where the sample is put under a microscope The cells are examined for any abnormalities Reassurance: She has HSIL – there are some abnormal cells, usual time taken for transformation to cervical cancer 10-15 years They can regress and become normal sometimes HSIL = High grade squamous intra-epithelial lesions



3. Types - LLETZ, Cone biopsy, laser, Diathermy, Coagulation



4. - Return after biopsy results: If CIN 1 (LSIL), Go back for another pap smear test in 6 months’ time? - It is recommended to have 3 normal tests, 6 monthly, before it is safe to resume regular screening? - If biopsy result confirm CIN2/3  Treatment Post Treatment Follow-ups - 4-6 month pap smear + colposcopy - 12 monthly pap smear + HPV typing (until a negative for 2 years in a row) -



5. - Repeat Pap in 12 months, if still LSIL  colposcopy - If no previous pap in last 2-3 years, repeat in 6 months - At least 2 in a row normal  return to regular screening 6. She wants to know more about colposcopy. How is it done? 7. She has a 20 years old daughter. Should her daughter get a pap smear? How would you explain the procedure to her? 6. 7. Procedures - Within 2 years of first intercourse or between age 18-20, continue until age - Viewing the cervix with 10-20 magnification allows for assessment of of 70 (given that 2 normal smears results) the size and margins of an abnormal transformation zone , and - Women with risk factors for CIN may require more frequent screening determination of extension in to the endocervical canal - Risks: HIV, Immunosuppression, Previous treatment for CIN2, CIN3 or - Application of 3-5% acetic acid (vinegar) dissolves mucus, and the acid cervical cancer sharpens the contrast between normal and actively proliferative - After age 65-70, if there have been no abnormalities, screening may be squamous epithelium discontinued - Abnormal changes included white patches and vascular atypical Procedure - Paint the cervix with Lugol solution, normal squamous epithelium will Inform the woman take the stain, non-staining squamous epithelium should be biopsied - The purpose of the test: To screen for pre-malignant cells of the cervix - Procedure: 3 part, Abdominal palpation, Insertion of the speculum and collection of samples, Vaginal examination Abdominal Palpation - Undress and put on gown - let me know when you are ready - Lie on the examination bed, cover on sheet if needed



Insertion of the Speculum and Collection of Samples - A choice of position  may help reduce feeling of powerlessness - Lie on the bed with knees bent and drop your knees onto your sides, and feet separated or closed together - I will use my left hand to open the labia, and the right hand to insert the speculum, with the lubricant on it - You should not feel painful, although it may be a bit uncomfortable, please let me know if this happens - I will then collect samples of cells and removal the speculum once I am done Vaginal examination - I will examine the vagina with my right hand, with glove and lubricant - I will use the left hand to press on the abdomen More info Prevention - HPV is highly associated with all cervical dysplasia and cancers - Type 6 and 11 tend to cause genital warts and dysplasia - Type 16,18,31 causes higher grade cellular changes - Vaccine for type 16 and 18 = Cervarix - Vaccine for type 6,11,16,18 = Gardasil, and is recommended for all women aged 9 to 26 - Both vaccines provide protection from 30% of cervical cancer - Because the vaccine does not protect all types, regular screening is still recommended - Other Preventions: Limited sexual partners, Using a condom, Stop smoking



Treatment - Depends on the degree and extent of CIN - Biopsy should always precede treatment Cauterization or Cryosurgery - The use of hot cauterization or freezing is effective for non-invasive small lesions visible on the cervix without endocervical extension CO2 Laser - Colposcopically directed and require special training - It may be used with large visible lesions - It involves vaporization of the transformation zone on the cervix and the distal 5-7mm of endocervical canal Loop Excision - When CIN is clearly visible in its entirety, a wire loop can be used for excisional biopsy - Cutting and hemostasis are effected with a low-voltage electrosurgical machine - Office procedure with local anesthesia, quick and uncomplicated Conization of the Cervix - Surgical removal of the entire transformation zone and endocervical - It should be reserved for cases of severe dysplasia or cancer in situ (CIN III), particularly in those with endocervical extension Follow-up - Recurrence is possible, especially in the first 2 years after treatment - The false-negative rate of a single cervical cytologic test is 20% - For CIN II or III, cytologic examination or cytology and colposcopy should be repeated at 4-6 months intervals for up to 2 years



Clinical Findings - No specific symptoms or signs of CIN - Diagnosis = Cytologic screening of an asymptomatic population with no grossly visible cervical changes



-



For CIN I, cytology should be performed at 6 and 12 months If testing is normal, routine cytological screening can be resumed



Erosion of the cervix due to CIN



Make-Up Scenarios – Gynecology – Hormonal replacement vs Hormonal contraception Case You are a GP. Judy is 43 years old woman with severe endometriosis. She has booked to undergo an abdominal hysterectomy, bilateral salpingectomy and oophorectomy. She is concerned about HRT and wishes to discuss her post-surgical management with you. - Please take a relevant history. - Decide what examination you would like to perform. - Advise the patients to make a preliminary plan. - Examiners: What are different types of HRT? - Examiners: What are the risks? Introduction History - My name is………. I’m one of the doctors working here today. Can I have Menstruation your name please? - Last day of first period? - I understand that you are going to have the surgery that removes your - Bleed a lot? ovary, uterus and fallopian tube. And you are here to discuss about the - Painful during menstruation? hormone replacement therapy. - Age of menarche? - I would like to start off by taking a history is that alright? This is quite Pregnancies History important because there certain contraindications of HRT. But we are - Any pregnancy? going to cover. Pap Smear - After that I would like to do a physical examination and discuss about the - When was it last done? Result normal? plan. - Px: Any DVT? Any stroke? Heart attack? Heart disease? Cancer? Liver diseases? Use of any medications (Use of oral contraceptive pills) - Any surgical history - Allergies - Fx



Examination - Vitals: Temperature, BP, RR, Pulse rate - Heart - Abdominal examination - Work out the BMI



Types of HRT 1. Cyclical Combined Sex Hormone Replacement - Used in women who are still having some spontaneous menses or within 12 years of their last period - It is best for women who are within 2 years of amenorrhea to use cyclical combined HRT because breakthrough bleeding may occur with continuous combined HRT - It may be used for longer-term therapy - Continuous daily estrogen with cyclical progestin - Estrogen, low to high dose orally or transdermally + Cylical progestin orally, or an cyclical combined preparation - Helps with prevention of osteoporosis



- Social: Smoking? Alcohol? Plan - I would like to talk about the HRT. I will begin by talking about what it is. Then the benefits and SE. Benefits - Decrease symptoms - Decrease risk of colorectal cancer - Decrease risk of osteoporosis and fractures - Decreased risk of ischemic heart disease SE - Breakthrough bleeding, N+V, Breast tenderness - Combined: Risk of breast cancer, DVT, Stroke - Estrogen: Risk of endometrial cancer and ovarian cancer (but not in your case since you have then removed) Contraindications - Estrogen dependent cancers - Thromboembolic diseases - Undiagnosed PV bleeding - Pregnancy, Breast feeding - Increased LFT -



2. Continuous Combined Sex Hormone Replacement - Considered in women more than 2 years of amenorrhea or - Women who are on cyclical combined HRT where the bleeding withdrawal bleeding is becoming lighter 4. Unopposed Estrogen Replacement - Only recommended for women who have had a hysterectomy (in women with uterus it increases the risk of endometrial carcinoma) - The dose will depends on the woman’s symptoms



-



If >2 years post menopause, may use continuous combined sex hormone replacement therapy Long Term Use Introduction - Risk of breast cancer from long term use of continuous combined HRT and risk of VTE from using oral preparations



Cardiovascular Diseases - Decreased risk of cardiovascular events in women taking combined HRT This 20 years old wants the pills. - Please go through this with her. History - Take a sexual history, assess risk for STD - Pap smear - Assess contraindications of the pills E.g. High DVT risk, Ostrogen dependent tumors, Hepatic disease, Focal migraine, Breast-feeding, Major surgery planned - Menstruation: Any explained bleeding? - Does she know about other options?



Cancer - Combined HRT: Increase in breast cancer after 5 years, 2 per 1000 women, 10 years, 6 per 1000 women - Estrogen Only: Does not appear to increase risk until use of 20 years - But actually a reported reduction in death from breast cancer in women taking estrogen (some suggest due to bias, other say histological different cancer) - Use of combined  decrease risk of endometrial and bowel cancer Stroke - Increased incidence of stroke on both Estrogen only and combine HRT



Explanation - Effectiveness: 99% - What is it: Contains estrogen and progestrogen - How to take: Monthly package, most have 21 hormones pills and 7 sugar pills, Recommended for a women to start taking a hormone pill on the first day of her period, if not taken on the first day of period  have to take 7 pills over one week before she can relies on the pill, inactive pills allows bleed to occur (but if you don’t want to have a period you can take the pills without a break E.g. start a new package every 21 days, but it is recommended that women have a bleed every 3 months), you can take the pill up to 24 hours after your regular time and still be protected from pregnancy - Mechanism: Prevent ovulation, Thickening mucus to prevent sperm penetration, Changing the lining of the uterus (difficult to implant) - How effective: If taken correctly 99.5%, protected every day of the month (even on the days of inactive pills) - Who can take the pills: Should not take if (DVT, Stroke, HA, Impaired liver function, un-investigated vaginal bleeding, migraine, over 35 and a smoker) - Can I Get Pregnant: Change greater if more than 24 hours late taking a pill, take antibiotics/anti-epileptics/Herbal medications (St John’s Wort), N+V, The pill will be effective again once you have taken 7 pills over 1 week after you forgotten pills or at the end of antibiotics



-



What If I miss a pill: Take the pill as soon as possible, then continue taking pills as usual, still protected if no more 24 hours late - Missing more than one pill: Start taking pills as soon as you remember, continue taking pills as usual, use condoms for the next 7 days, If had unprotected sex, may consider emergency contraceptive pill, If the pill was missed in the 3rd week, don’t take the sugar pills but use a new package - What if I start to bleed: Occasionally women have some spot-bleeding, but this usually settles - Contraindications: High DVT risk, Ostrogen dependent tumors, Hepatic disease, Focal migraine, Breast-feeding, Major surgery planned - What if I don’t get a period: If you have followed the instruction, very unlikely that you are pregnant - Advantages: Very effective, Can make period lighter, Less painful, May relieve premenstrual syndrome, Improve ance, Reduce risk of developing ovarian cyst, ovarian cancer - Disadvantages: Sore breasts, Spotting, Nausea, Mood changes, Fluid retention, these problems usually disappear after the first 2 or 3 cycles on the pill, Weight gain, a change in sex drive, Sensitive to sun - Will it affect my fertility? No permanent effects, fertility returns average 6 months - Anything Else: Risk of DVT, Move around regularly, Painful swelling of the calf, A bad fainting attack or collapse, A cough with blood-stained phlegm, Breathelessness, Disturbances of speech or eyesight Make-Up Scenarios – Gynecology –Contraception explanation – Emergency Contraception/Implanon/Depo Provera/IUD This 17 years old girls come in for emergency contraception. - What is your approach? History Explanation - When did it happen? - can be taken up to 5 days General: Effectiveness 95% if taken within 24 hours - What happened? Rape? Condom breaks? Indications: Sex has occurred without contraception, Contraception may have - Was it a consensual sex? failed (Missed pills, Condom breakage), Sexual assault - Menstruation, Last day of first period? (no need emergency contraception 2 Main types: Emergency Contraceptive Pills, Intrauterine Device (maybe if she just has had period yesterday) appropriate if you are planning to use an IUD for future contraception, and it is - Pap smear less than 5 days since you had unprotected sex) - Past STD Mechanism: A progestogen only hormone (Levonorgestrel), taken as a single dose, if the dose is taken before ovulation (it can delay ovulation), also affects the movement of sperm and egg in the uterus and fallopian tube, May affect the lining of the uterus



History - Take a sexual history, assess risk for STD - Pap smear - Assess contraindications of that contraception - Menstruation: Any explained bleeding? - Does she know about other options?



Contraceptive Implant/ Implanon - What is it: A small plastic rod containing progestogen hormone, Inserted under the skin on the inside of the upper arm, up to 3 years, very flexible and not easily visible



Who can take: Any woman of any age, no legal age limit in WA to obtain ECP, not a recommended method of regular contraception as it is less effective than other readily available methods Does it always prevent a pregnancy: Most effective when taken within 24 hours of unprotected sex, can be taken up to 5 days after unprotected sex, but effectiveness decreases significantly reduced beyond 3 days, more likely to fail if delay in taking/vomiting within 2 hours/Unprotected sex after taking the dose, If become pregnant despite taking the pill there is no evidence that the pregnancy will be affected Where to Buy: Over the counter Possible SE: Breast tenderness, Mild headaches, N, Dizziness, Spot bleeding When to expect your period: Most women have a period at about the expected time, it may be a little later or early, if period is over 1 week late  do a pregnancy test Ongoing Contraception: Emergency pill does not protect against STD Intrauterine Devices - 2 types: Copper IUDs, Hormonal IUD (a plastic frame – commonly known as Mirena) - How do they work: Copper (affecting sperm movement, changes in the lining of uterus), Hormonal IUD (Releasing a progestogen hormone, making the uterus thin, thick mucus, may stop ovulation) - Effective: 99% effective, 5 years - Not suitable: More than 1 sexual partner, Uterine abnormalities, PID, Unexplained vaginal bleeding - Advantages: Effective, Cost effective, Women who are unable to take estrogen, Not affected by other medications - Disadvantages: Bleeding, spotting in the first few months, mood changes, breast tenderness, usually improve with time - When to insert: Mirena, inserted between day 1 to 7 of the menstrual cycle, or at times provided there is no possibility of pregnancy - What to do: Don’t put anything for 48 hours (no tampons, intercourse, swimming, bath), follow once every 1-2 years, some can be expelled by the uterus - Rare: Perforation, Pelvic infection, Ectopic pregnancy and miscarriage Injectable Hormonal Contraceptive - What is it: Depo Provera, Depo Ralovera, brand names of Depot Medroxyprogesterone Acetate, Given into the muscle ever 12 weeks (3 months) - Effectiveness: 99%



-



How does it work: Prevent ovulation, Thickening mucus to prevent sperm - Suitable for: women cannot take estrogen, difficulty remembering daily penetration, Changing the lining of the uterus (difficult to implant) pill, taking medications that interfere with other types of hormonal - Effectiveness: 99% contraception - Who can use: Can’ take estrogen, Difficulty remembering to take daily - Not suitable: May be pregnant, Liver disease, Breast cancer in the last 5 contraception years, History of depression, HA - Insertion and Removal: Inserted between day 1 to day 5 of menstrual - Advantages: Does not affect ability to breastfeed, Does not harm breast cycle, A local anesthetics, No stitches required, Removed and replaced feeding infant, not affected by other medications/stomach upsets every 3 years, effects will cease upon removal - Advantages: Cost effective, No need to take daily, Not affected by N+V Make-Up Scenarios – Gynecology – PCOS Case A couple came in because they have not been able to get pregnant for the past 18 months. She has a BMI of 35 and has acne. 1. What would you ask in the history? 2. What investigations? 1. 2. History - See above infertility case - Menstruation history - Past gynecological history: History of PCOS? - Obstetric History: Number of pregnancy? - Last Pap smear, Mammogram - Fertility history: Infertility mangement? - Sexual history: Use of COPD - Past medical history: - Fx - Social history 3. She has PCOS. What is the diagnostic criterion? 4. What are the signs and symptoms? 5. What investigations would you do if you suspect someone with PCOS? 6. What are the long term complications? 7. What are the managements? 3. 4. Criteria x3 - Excess androgen activity  virilizing signs E.g. Hirsutism, Acne, Deepening - Signs or symptoms of excess androgen activity E.g. Acne, Alopecia, of voice, Alopecia, Amenorhea, Breast atrophy Clitoromegaly, Deepening of voice, Breast atrophy, Amenorrhea - Olio or amenorrhea, can also menorrhagia - Oligo or anovulation - Insulin resistance  polyuria, polydipsia - US indicating polycystic ovary - Breast atrophy Others - Osteoporosis  Fracture - High cholesterol - Infertility - Osteoporosis - Obesity



5. -



Breast atrophy Endometrial hyperplasia Insulin resistance Blood: FBC, U&E, LH, FSH, Estrogen, Progesterone, Glucose, Lipids, Thyroid (a 2 to 1 ration of LH to FSH is considered diagnostic) Pelvic US, for endometrial hyperplasia and polycystic ovary Bone density scan Check for ovulation



7. - See complications - E.g. If anovulation  induction E.g. Combined gonadotropins LH, also Clomiphene - Also infertility  Metformin More Info



6. -



Anovulation Acanthosis nigricans



Osteoporosis HTN High cholesterol Infertility Miscarriage Depression Endometrial hyperplasia Complications of cysts = Torsion, burst, inflammation



Introduction - Description: PCOS = amenorrhea, hirsutism, insulin resistance, obesity + enlarged multi-cystic ovaries - Prevalence: 5% of women, 30% of secondary amenorrhea - Age: Begins at menarche



Diagnostic Criteria - Excess androgen activity - Anovulation - Polycystic ovaries - Other entities are excluded that would cause excess androgen activity



DDx - Virilization - Familial hypertrichosis - Cushing’s disease



Management - General: Weight loss - Ovulation induction if pregnancy is desired



Possible Long Term Complications - Chronic anovulation - Osteoporosis - Endometrial hyperplasia or carcinoma - DM type II, GDM - HTN - High cholesterol



Etiology - Exact pathophysiology not understood - Increased GnRH pulsation and abnormal FSH and LH  androgen excess - Elevated LH persist  help to establish the diagnosis - Insulin resistant is prominent aspect of this syndrome - Risk Factors: Borderline adrenal hyperplasia, Occult hypothyroidism, Childhood obesity Signs and Symptoms - Anovulation and amenorrhea 75%-80% - Infertility 75% - Hirsutism = Excessive hair growth, along the angle of the jaw, upper lip, chin 70% - Obesity 50% - Acanthosis nigricans - Acne Evaluation - Elevated LH level help to establish the diagnosis (a 2 to 1 ration of LH to FSH is considered diagnostic) - Evaluation for possible virilizing process (prolactin, FSH, Thyroid screen) - Cushing’s screen  24 hour urinary free cortisol or dexamethasone suppression test - DHEA-s is elevated in about 50% of patients - Imaging: US (abdominal or transvaginal) may identify enlargement or presence of small follicles, MRI or CT for adrenal glands Medications - Combination oral contraceptives (because they suppress LH and ovarian androgen production) - If DHEA-s is elevated  dexamethasone may be added - Spironolactone, treat hirsutism (Contraindicated in pregnancy) - Metformin as an adjunctive treatment for ovulation induction (helps with insulin resistance and anovulation) - Clomiphene citrate is used for attempting conception Possible Pregnancy Complications - Pre-eclampsia - HTN during pregnancy - GDM  Macrosomia - Miscarriage - Premature delivert



-



Depression Miscarriage Autoimmune thyroiditis I guess  complication of cysts E.g. Torsion, Burst, Inflammation Pregnancy: but fertility is reduced (I guess  risk of GDM due to insulin resistance and obesity, also spironolactone reduces androgen levels  contraindicated in pregnancy due to feminization of male fetus) Make-Up Scenarios – Gynecology – Pelvic Pain This 23 years old female come in with acute pelvic pain. - Take a history - Examination findings will be provided when asked - Discuss with her the DDx and investigations History Pain: Location, Severity, Anything makes it worse or better? Radiation to the back? Back pain? First time? Dull, sharp? Constant? Relationship to period? Gynecological: Menstruation: First day of last menstrual period? How many days? Regular? Bleed a lot? Intermentrual bleeding or post-coital bleeding? Sexually active? Pain having sex? Contraceptive measures? Vaginal discharge? Pap smear Pregnancy history Associated Symptoms: Fever? Nausea? Vomiting? Bowel opens? Px: STDs, PID, Medications, Allergy Fx, Social DDx Primary dysmenorrhea (without an identifiable cause) Secondary Endometriosis PMS Mid-ovulation pain IUD, Chronic endometritis STD, UTI, IBD Cervical carcinoma Management - Dysmenorrhea Primary COCP Mefenamic acids Progesterone DDx - Acute Pain – Gynecological Causes



Physical examinations General Vitals Abdominal Pelvic examination, with a speculum insertion



Investigations Bloods: FBC, U&E, CRP, HCG Urinalysis Vaginal swab Pelvic US, Abdominal US



DDx - Acute Pain – Obstetric Causes



Ovulation pain Miscarriage/Ectopic Pregnancy Endometriosis, Adenomyosis Complications of pregnancy Infections E.g. PID, Cervicitis, Abscess Contractions – Preterm and term Complications of fibroid E.g. Infection Abruption Complications of cysts E.g. Torsion of ovarian cysts Pre-eclampsia, HELLP syndrome Also Postpartum endometritis Neoplasia E.g. Ovarian tumors Pelvic congestion syndrome DDx - Acute Pain – Others UTI Renal colic Gastroenteritis Appendicitis IBD Others Hernia, IBS, Diverticulitis, Musculoskeletal pain, Aortic aneurysm, Psychosomatic, Constipation, Bowel obstruction 24 years old female complains of a chronic pelvic pain. Please take a history. Discuss examination, DDx, investigations and management. History Physical examinations Pain: Location, Severity, Anything makes it worse or better? Radiation to the General back? Back pain? First time? Dull, sharp? Constant? Relationship to period? Vitals Gynecological: Abdominal Menstruation: First day of last menstrual period? How many days? Regular? Pelvic examination, with a speculum insertion Bleed a lot? Intermentrual bleeding or post-coital bleeding? Sexually active? Pain having sex? Contraceptive measures? Vaginal discharge? Pap smear Pregnancy history Associated Symptoms: Fever? Nausea? Vomiting? Bowel opens? Px: STDs, PID, Medications, Allergy Fx, Social DDx Investigations Endometriosis Bloods: FBC, U&E, CRP, HCG Chronic PID Urinalysis Pelvic congestion Vaginal swab Bowel: IBD, Constipation Pelvic US, Abdominal US Urological: Chronic UTI Management - Dysmenorrhea Primary: COCP, Mefenamic acids, Progesterone Make-Up Scenarios – Gynecology – Anovulation



A 28 years lady comes in because she has been using an ovulation kit (urinary LH) to help getting pregnant. She has no history of infertility and has been using the kit for the past 2 months. She is worried that she is not ovulating and something’s wrong with her. 1. Please take a history. 2. What are the possible causes that she is not ovulating? 3. Outline investigations. History 2. - Past pregnancy history, if any Physiological: Menopause, Pregnancy - How long has she been trying to get pregnant? Functional: Excessive exercise, Weight loss, Obesity, Malnutrition - Has she ever had a positive ovulation test? First time using the kit? Use it Psychological: Anorexia, Stress correctly? Hormonal: Elevated prolactin, Hypothyroidism - Menstruation history: Regular? Medication: Hormonal contraception, Chemotherapy - Urinary symptoms Neoplastic: Pituitary gland tumors (prolactin secreting) - Use of contraceptions Others: Chronic illness, PCOS, Juvenile DM, Sheehan’s syndrome - Pap smear - Px - Medications + Allergies - Fx - Social: Has she been stressful? Eating alright? Not depressed? Evaluation Management - Lab: FSH, Prolactin, TFT - If pregnancy is desired  Induction of ovulation, if not desired  periodic - Imaging: If suspect PCOS progestin therapy (withdrawal bleeding occurs 2-7 days after progestin is - Special Test: Basal body temperature charting finished) - Diagnostic Procedures: Endometrial biopsy during the presumed luteal - Ovulation Induction: Clomiphene 50mg PO daily on day 5 to 10 of the phase cycle, Metformin as an adjunctive treatment (considered as 1st line in PCOS) - Progestin withdrawal – Medroxyprogesterone 5-10mg for 1-14 days each month Make-Up Scenarios – Obstetrics – Antenatal history taking (this is often, if not always, a part of the obstetric station) Please take an antenatal history. Introduction Details of Past Pregnancy - My name is…... I’m a student doctor helping out with the clinic today. I’m - I will begin with your past pregnancy. going to take a history from you. It will be mainly questions about your - Is this your first pregnancy? current pregnancy and past pregnancy if you’ve had any and questions - How many pregnancies have you had before? about your general health. Is that right? - What is the year of the first pregnancy? How many weeks was the first pregnancy? Sex? Weight? Place? - Any issues with pregnancy? E.g. HTN, Eclampsia, PPH (how much blood), DM, Infection, UTI - Any complications – Antepartum, Intrapartum, Postpartum



-



Current Pregnancy - In regard to the current pregnancy, can you tell me the first day of last menstrual period? Or if you are not certain? - What is the expected date of delivery? Was it determined by the first US / dating US around week 6? - Are you aware of your immune status to rubella, varicella, HIV, hepatitis? Have they been checked? - Are you aware of your blood group? Rhesus -ve? Have you received any anti-D? - First trimester US for risk of Down syndrome? US done between 10-13 weeks. - Blood tests (triple tests) done in weeks 15-17? These are blood tests to check for Down syndrome and neural tube defects and other chromosomal abnormalities. Usually for high risk pregnant women or for women who missed their first trimester US. - Any US done between weeks 18-19? For detection of fetal structural abnormalities? For example, any low lying placenta? - Any gestational DM screening done between 26 to 28 weeks? - So far, any issues with the current pregnancy? E.g. HTN, Eclampsia, DM, Infection, UTI - Fetal movement from week 20? Past Medical History - A list of problems - STD - Anemia/Asthma/Lung diseases/Clotting or bleeding disorders/Cancer/Cardiac disease/DM/Epilepsy/ Hepatitis/HTN/ Kidney disease/Psychiatric illness/TB/Thyroid/Thrombosis/MRSA screen Medications - Include over the counter medications - What is the brand of the multi-vit - Allergies Social - Partner’s name, Occupation - Occupation, Home situation, Domestic violence, Patient support



Onset of Labours? E.g. Induction, Spontaneous vaginal delivery? ARM, HELUSCS - Postnatal? Baby: Issues with babies? Maternal: Any depression? Issues with breastfeeding? - Any history of miscarriage? Stillbirths? Neonatal deaths? Gynecological History – Modified to suit obstetric history - Fertility problems and treatment - Involuntary fertility for >1 year - Conception assisted E.g. IVF - Pap smear date and result - Previous cervical diseases or surgery E.g. Surgery for fibroid - STI - Gynecological diseases - Genital herpes - Uterine perforation or rupture? E.g. Surgery for fibroid - Breast examination



Past Surgical History - Local or general anesthesia - Blood transfusion - Would you refuse blood transfusion?



Fx - Fx history of the patient and the partners - Bleeding/Congenital abnormalities/DM/Genetic disorders/HTN/Preeclampsia/Psy/Blindness/Deafness Dental -



- Smoking, Alcohol - Recreational drugs use Make-Up Scenarios – Obstetrics – Down screening First trimester screening came back moderate to high risk of Down syndrome because of thickened nuchal translucency. 1. Explain Down syndrome to her. What are the signs? What are the associated conditions? 2. Discuss the meaning of the test? Other possible cause of thickened? 3. Discuss her options. 1. 1. A chromosomal abnormalities, the most common cause of intellectual A chromosomal abnormalities, the most common cause of intellectual disability disability Syndrome is a group of signs or symptoms that occur together in a particular Syndrome is a group of signs or symptoms that occur together in a particular condition condition Down = Name of Dr Landgon Down, the first to describe this syndrome Down = Name of Dr Landgon Down, the first to describe this syndrome Normal People: 46 chromosomes Normal People: 46 chromosomes In Down Syndrome: 47 chromosomes, Extra chromosome 21 In Down Syndrome: 47 chromosomes, Extra chromosome 21 Signs Signs - Slanting eyes 1. Slanting eyes - Small, flatter eyes 2. Small, flatter eyes - Low set ears 3. Low set ears - Eyes are widely separated 4. Eyes are widely separated - Large tongue 5. Large tongue - Single palmar crease 6. Single palmar crease st nd - A gap between the 1 and 2 toe 7. A gap between the 1st and 2nd toe Medical Conditions Medical Conditions - Congenital heart disease 8. Congenital heart disease - Leukemia 9. Leukemia - Hypothyroidism 10. Hypothyroidism - GIT: Hirschsprung, Duodenal atresia 11. GIT: Hirschsprung, Duodenal atresia - Infertility 12. Infertility - Epilepsy 13. Epilepsy - Eyes: Refractive errors, Cataracts 14. Eyes: Refractive errors, Cataracts - Developmental delay 15. Developmental delay - Mental qualities have been described to be unisexual, playful, 16. Mental qualities have been described to be unisexual, playful, affectionate, imitative affectionate, imitative 3. Amniocentesis - Small amount of amniotic fluid, which contains fetal tissues, is sampled from the amnion surround the fetus



This procedure an be also used for prenatal sex discernment  some legal restriction is some countries - Insertion of needle, guided by the US, no local anesthetics is given usually, extraction of 10-15ml of fluid - Tests on fetal cells separated from the sample 8. Performed between 15th and 20th week of pregnancy 9. Complications: Miscarriage rate about 1 in 200 (1 in100 in CVS, may be done 4 weeks earlier, may be preferable for higher risk), Injury to the baby, 1% increased risk of respiratory distress at birth 10. Rare complications = premature rupture of the membranes Chorionic Villus Sampling 11. Sampling of the chorionic villus (placental tissue), tests for chromosomal abnormalities usually with FISH or PCR 12. Usually done at 10-12 week gestation 13. Risk of miscarriage about 1 in 100 14. Also risk of infection, amniotic fluid leakage  can develop into oligohydramnios, Limb reduction defects (but rare, if preformed before 9 weeks) Limitation: 1-2% of pregnancies have confined placental mosaicism (in which trisomic cells found only in the placenta) This baby was born with Down Syndrome. The parents have just been informed about the diagnosis and know nothing about the condition. - Please explain to the parents what Down Syndrome is and the implication of it on their baby. - Answer questions from the parents. 1. 2. Introduction Medical Complications - Greet parents, Introduce self - Congenital Heart Diseases: 50% have a congenital heart disease Diagnosis - Malignancies: Leukemia are common, transient leukemia can affects up to - Down Syndrome 20% - typically benign and resolve on its own Knowledge - Thyroid: Hypothyroidism is common - How much do they know about the condition? - GIT: Risk of Hirschsprung disease (nerve controlling part of colon is absent Attitude  severe constipation) - Reassure and comfort the parents as necessary - Neurology: Risk of epilepsy and Alzheimer’s disease Etiology, Clinical Manifestations, Complications - Eyes: Cataracts, Strabismus, Refractive errors are common - A chromosomal abnormalities with the presence of an extra 21 - Hearing loss chromosome causing: - Physical Characteristics: Un-slanting eyes, Wide palpebral fissure, Prominent tongue, Hypotonia, Flattened occiput, Single palmar creases, Wide space between 1st and 2nd toes, Spots on the iris, Curved 5th finger - Mental Characteristics: Intellectual disability IQ 50-70, Mental qualities have been described to be unisexual, playful, affectionate, Commonly have -



a speech, fine motor skills, gross motor skills delay, some will being walking at around 2 years 1. How are we going to manage her? - Multidisciplinary approach - Manage medical complications - Regular follow-ups



2. Can she get married and have children? Infertility - Both males and females are affected - Females: Often have miscarriage, premature birth, difficult labor - Males: Also all infertile, as defects in spermatogenesis 4. Can my daughter graduate from uni and work? - Most graduate from high school and can do paid work



3. My baby look weird, can plastic surgery help? Plastic Surgery - To reduce the facial features associated with Down Syndrome  decrease social stigma, better quality of life, but still uncommon and continues to be controversial 5. How about the life expectancy? - Shorter than normal people, mean about 60, but 87 is the oldest reported - But most develop Alzheimer’s disease like dementia in late 40s and 50s Make-Up Scenarios – Obstetrics – Ectopic Pregnancy/Miscarriage 24 years old, primp, has been complaining mild abdo discomfort and minimal vaginal bleed. HCG has decreased from 1500-1200 over the past 2 days. You suspect ectopic pregnancy. - Explain the result, further investigations, management (3 options) Explanation of Ectopic Pregnancy The initial investigations suggests that you may have an ectopic pregnancy. How much do you know about it? Explain ectopic the pregnancy, including the risk. Respond to the emotion of the patient. Further investigations E.g. US Further investigations Expectant Treatment - US is inconclusive in 18% of women Inclusion Criteria Discriminatory Zone HCG – 1500 IU - Absent or minimal clinical symptoms - It is defined as serum hCG level above which a gestational sac should be - No sign of rupture or intraperitoneal bleeding visualized by US if an intrauterine pregnancy is present - Pelvic free fluid minimal 200ml Anti-D immunoglobulin administration if woman is Rhesus D –ve, then a Kleihauer test to quantify the magnitude of feto-maternal hemorrhage and ensure adequate dose has been given Avoid vaginal examination until the location of the placenta is known (usually available from previous US)



Make-Up Scenarios – Obstetrics – PPROM Case Kacinta, 27 years old in her first time pregnancy present at 30 weeks gestation, have lost come fluid PV. She is very skinny. 1. Take a history 2. Examination 3. Advice management Introduction PC - My name is ……. I’m one of the doctors working here today. I understand - Could you tell me more about losing the fluid? that you are currently 30 weeks into your first pregnancy and have lost - When did it happen? Only one episode? If not how often? fluid from the vagina. - What were you doing when it happened? No any physical injury? - I have been asked to come to take a history, do a physical examination and - How much fluid did you lose? discuss about the management. - Tell me more about the fluid? The color? Blood? Very watery? Smelly? - Any other symptoms? E.g. Fever? Abdominal tenderness? Uterine contractions? - Have you noticed any change in the fetal movements? This Pregnancy - This is your first pregnancy? Could you tell me more about this? - Any complications? - All the antenatal screening results are normal? E.g. STD, Hepatitis, BP, DM? - Any recent investigation such as amniocentesis? CVS? Px: Last Pap smear? Medical conditions? Surgical conditions? Medications? Allergies? - Fx - Sx: Smoking Physical Examination Management - General Inspection: Is the mother unwell? Take the vitals: BP, Maternal Monitoring Temperature, RR, Pulse rate - Baseline temp., pulse, BP, Uterine activity, Tenderness, Vaginal discharge - Abdominal examination: Check for any tenderness? Fetal movements? (offensive = Infection), Urinalysis, Fetal activity Fetal position? Auscultation of the fetal heart sound? - Repeat 4 hourly



-



Sterile speculum examination E.g. Pooling of the amniotic fluid, use of a yellow paper to see if it turns yellow, I may ask you to cough Take a swab for culture for bacteria E.g. Chlamydia, Gonorrhea, Strep B Take a sample of secretion for fetal fibronectin Urinalysis



Antibiotics Administration - Short term benefits of prolonging pregnancy and reducing risk of infection - Avoid use of Amoxicillin/Clavulanate = Augmentin  risk of neonatal necrotizing enterocolitis - Use oral Erythromycin 250mg 4 times a day for 10 days - If Strep. B +ve  add Benzylpenicillin Prophylactic Tocolysis - May be used to allow a course of corticosteroids to be completed - Use if a woman is requiring transfer to a tertiary hospital - Use of tocolysis with PPROM does not significantly improve perinatal outcome More info. Preterm Labour, Suppression of Labour – ATG 2012 Definition - Regular contractions at greater than 20 weeks but less than 37 weeks, with cervical shortening and effacement



Diagnosis - Sterile speculum examination to exclude ruptured membranes - Swabs to exclude genital tract infections - Transvaginal ultrasound if available to assess cervical length, placental position, presentation - Mid-stream urine to exclude urinary tract infection - Absence of fetal fibronectin in cervical secretion is an useful negative predictor of birth in 7 days Tocolysis Nifedipine - The drug of choice, as effective as salbutamol, with fewer maternal side effects - Improved outcomes with Nifedipine compared to salbutamol



-



Instruct the women about personal hygiene E.g. Changing her sanitary pad 4 hourly, tampons should not be used Fetal Monitoring - Fetal heart rate – twice daily - Fetal activity – 4 hourly - CTG weekly if >30 weeks - US – weekly if >23 weeks, AFI, BPP, umbilical artery Doppler, 2 weekly fetal biometry Medications – Antibiotics, Corticosteroids, Tocolytic agents Corticosteroid Adminstration - Accelerate fetal lung maturation  reduces risk of neonatal death, respiratory distress syndrome, cerebroventricular hemorrhage, necrotizing enterocolitis, need for ICU - Use between week 23 to 34 gestation - 11.4mg IM Betamethasone, repeat after 24 hours, total 2 doses -



Pathophysiology - Infection: Systemic, Urogenital tract, Periodontal - Antepartum Hemorrhage - Uterine distension: Multiple pregnancy, Polyhydramnio - Spontaneous rupture of membranes Contraindication to Suppression of Labour - Gestation more than 34 weeks - Fetal death in utero - Suspected fetal compromise (as determined by US or CTG) - Placental abruption - Chorio-amnionitis - Pre-eclampsia



Salbutamol - Used as a second line Contraindications - Maternal or fetal cardiac disease



- Never be used in conjunction with salbutamol - Insulin dependent DM Contraindications - Thyroid disease - Significant maternal cardiac disease SE - Hypotension - Tachycardia, Hypotension, Tremor, Pulmonary edema, Hyperglycemia, - Hepatic dysfunction Hypokalemia - Concurrent use of IV Salbutamol or Magnesium sulfate (Increases risk of - Cease if chest pain experienced/Dyspnea/RR >30 hypotension) - Concurrent use of transdermal nitrates of antihypertensive medications Side Effects - Facial flushing, Headache, Nausea, Tachycardia, Dizziness, Hypotension, Cardiac failure, Rise in liver enzymes Dose - 20 mg orally, if contractions persist 2 further doses at 30 mins intervals - Second line should not be considered in the first 2 hours - Maxium Prior to Commencement of Nifedipine - Insert an IV cannula - Baseline blood for U&E and LFT - Others: Terbutaline, Indomethacin Make-Up Scenarios – Obstetrics – VBAC (came out in 2012) 33 weeks into her second pregnancy. She was thinking of vaginal delivery after a C-section she had last time. 1. Take a history. 2. Discuss the benefits and risks of a having another C-section and vaginal delivery. 3. Is she suitable for a vaginal delivery? 4. Signs and symptoms of uterine rupture. 1. 2. Review of Previous C-Section Planned VBAC - Identify the indication for C-section E.g. Cephalopelvic disproportion or - Maternal Benefits: 72% successful rate, If successful shorter hospital stay, failure to progress may recur increases the likelihood that future pregnancy may be delivered vaginally - The uterine incision used - Maternal Risks:5 in1000 uterine scar rupture (associated with maternal - Any peri-operative complications E.g. Uterine incision extension, and fetal morbidity), 25% of emergency delivery, High risk of blood Endometritis, Wound infection  Increases the pelvic adhesion transfusion, 15% of instrumental delivery Suitability for VBAC - Infant Benefits: 1% risk of transient respiratory morbidity - Should be offered to multi-parous women with a single pregnancy of - Infant Risks: 1 in 1000 stillbirth if beyond 39 weeks while waiting cephalic presentation >37 weeks, with a single lower C-section, with or spontaneous labour, 4 in 10,000 of perinatal death without a history of previous vaginal birth ERCS at 39 Weeks - Things to consider: 2 previous C-sections (similar VBAC success as 1 C- Maternal Benefits: Able to know the delivery date, Lower risk of blood section, but increased risk of hysterectomy), previous uterine transfusion, Essentially zero risk of uterine scar rupture, No risk of vaginal tears, able to surgically sterilize at the same time



myomectomy, low vertical incision, preterm birth, DM, multiple pregnancy  May increase risk of scar rupture and unsuccessful VBAC - Other VBAC failure factors: Induction, Obesity, Advanced age, Macrosomia, post dates Contraindications - More than 2 C-sections - Previous uterine rupture - Uterine Incision: Inverted T or J uterine incision, Myomectomy that has breached the intrauterine cavity Complications E.g. Placenta praveia, Cervical fibroid 3. Likelihood of VBAC Success - 72-76% for planned VBAC after a single C-section - Previous successful VBAC is the single best predictor - Risk Factors: Induced labour, No vaginal delivery, Failure to progress, Obesity



Make-Up Scenarios – Obstetrics – Post-Term Pregnancy/Induction of labour Mary is 41 weeks 3 days into her first pregnancy. - Discuss with her the risk of post-term pregnancy. - What are her options? Risk - Post-Term Pregnancy: Defined as a pregnancy that has progressed beyond 42 weeks gestation - Perinatal mortality is 2 fold higher at 42 weeks, 5-7 holds higher at 43 and 44 weeks - Related to fetal distress, shoulder dystocia, labour dysfunction, obstetric trauma - Perinatal complications: Meconium aspiration, asphyxia, fracture bones, peripheral nerve damage, pneumonia, septicemia - Maternal: Increased incidence of forceps assisted, vacuum assisted or cesarean birth, Large baby  increasing length of labour, May be too big to pass through the pelvis, Increased psychological stress What are my options? Have your labour induced



-



4. -



Maternal Risks: Injury to the bladder, Longer stay, Future pregnancies may require C-section Infant Benefits: Avoid risk of stillbirth after 39th week, Infant Risks: 1-3% transient respiratory morbidity, 6% if delivered at 38 weeks, Need for antenatal corticosteroid if ECRS planned before 39 weeks



Abnormal fetal heart rate or cardiotocograph Abnormal vaginal bleed Supra-pubic tenderness, severe abdo pain between contractions Maternal tachycardia, hypotension, shock Chest pain or shoulder tip pain, sudden onset SOB Poor progress in labour In-coordinate uterine action, Cessation of contractions Changes in uterine shape Loss of stations of the presenting part Worsening pain



Management at 41 Weeks Gestation - Provide the woman with KEMH leaflet “management of prolonged pregnancy” if induction is not planned before 41 weeks and 4 days - Discuss the management options of prolonged pregnancy: Maternal and fetal risk, Options of management, Fetal surveillance is recommended after 41 and a half weeks, The woman’s expectations and preferred options - Offer the woman a cervical examination and a membrane sweep



Await Spontaneous Labour



-



Prostaglandins, given in the form of a gel or tablet inserted vaginally, may require 2 or 3 doses of prostaglandin 6-8 hours apart - A catheter may be inserted into the cervix  put pressure  soften and shorten - Membranes may be artificially ruptured, insertion of a small instrument to break the membranes, can only performed if cervix is open - Syntocinon, a drug which causes the uterus to contract, given through a drip, only used when the waters have broken Benefits of Induction - Reduce risk of still birth - Able to plan for the event E.g. Arrange childcare, transport, other essentials Disadvantages - Required to birth in hospital - Require continuous monitoring during the labour - Risk of over-stimulation of uterus  may affect the baby - May lead to caesarean section - Associated with higher rate of medical intervention Alternative Breast and nipple stimulation - Result in production of hormone oxytocin  uterine contraction



Membrane Sweeping - A vaginal examination, placing a finger inside the cervix, making circular sweeping movements to separate the membranes from the cervix - Increases chances of labour within 48 hours, reduces the need for induction - Procedure can be uncomfortable, a very small amount of bleeding is common - Slight risk of infection, water breaking She decides to have her labour induced. Please explain this to her. Bishop Score - A pre-labour scoring system to assess if induction of labour will be required Score 0 1 2 3 Position Posterior Intermediate Anterior Consistency Firm Intermediate Soft Effacement 0-30% 31-50% 51-80% >80% Dilation 0cm 1-2cm 3-4cm >5cm



-



Increased antenatal monitoring CTG, twice a week Twice weekly US examination to measure amniotic fluid index Weekly antenatal checks with midwife or doctor Self-monitoring baby’s movement If tests detect a potential complications  Induction of labour will be recommended Benefits - A spontaneous and natural labour - No side effects of labour induction agents Disadvantages - Increased risk of stillbirth, meconium aspiration, caesarean section and perinatal complications E.g. Asphyxia, fractured bones, nerve damage or infection



Sexual Intercourse - The evidence - Semen is high is prostaglandins, action of intercourse may stimulate uterine, nipple stimulation Complementary Therapist - Acupuncture, herbal supplement - No evidence



Techniques for Cervical Ripening Prior to Labour Induction - UpToDate Prostaglandins - Results in dissolution of collagen bundles and an increase in the submucosal water content of the cervix, Also cause the uterus to contract - Frequently given locally (E.g. gel), but can be given IV or OP  more SE E.g. Fever, Chills, Vomiting, Diarrhea



2 types: Prostaglandin E1 (Misoprostol), Prostaglandin E2 (Prepidil, Cervidil) Membrane Sweeping - Inserting finger beyond the internal cervical os and rotating the finger to detach the fetal membrane - Performed with a partially dilated cervix Balloon Catheter - Pass a deflated Foley catheter through the internal cervical os Other Approaches - Relaxin – A hormone produced by ovaries that promote connective tissue remodeling - Mifepristone - GTN Induction – ARM Induction - Oxytocin - Potential Risk: Infection, Cord prolapse Standard Dilution of Oxytocin - Contraindications: Placenta praevia, HIV, Active herpes, Vasa praevia, - 10 IU of Oxytocin in 500ml of Hartmanns Solution, in infusion rate of Malpresentation 3ml/hr - Use Amnihook or Amnicot to rupture the membrane - Aim to achieve a frequency of one contraction every 2.5 to 3 mins, lasting - After the procedure observe for color, odour, consistency and assess for 60s maternal and fetal well-being SE of Oxytocin - Uterine Hyperstimulation - Hyponatermia - Hypotension - N+V (infrequent) - Rarely: Arrhythmias, Anaphylactoid reaction = Anaphylaxis - Complications: Uterine hyperstimulation (defined when 5 or more contractions in 10 mins, Contractions lasting for 90s to 2 mins, Contraction occur without the uterus completely relaxing between contractions) Management of Uterus Hyperstimulation - Stop oxytocin infusion - Reposition the woman onto her left side - Consider tocolysis if ocytocin infusion fails to resolve hyperstimulation - If fetal heart not normal  Prepare for possible C-section Unfortunately, the induction of labour was delayed and she gave birth at 42 weeks 2 days. The pregnancy was complicated by shoulder dystocia. Please explain. Shoulder Dystocia Risk Factors - Incidence about 1%, high associated perinatal morbidity and mortality Maternal despite appropriate management - GDM, type 1 and 2DM - Maternal morbidity is increased due to PPH and 4th degree perineal tears - Abnormal pelvic anatomy Fetal Station -3 -2 -1,0 +1, +2 - Position: The anterior position is better aligned with the uterus  increased chance of spontaneous deliver - Consistency: In primi, the cervix is typically tougher and resistant to stretching - Effacement: Thinness of the cervix - Dilation: - Fetal Station: Position of the head in relation to ischial spines, -ve means the head is further inside Interpretation - A score of 9  most likely to start spontaneously



-



-



Most common fetal injury = Brachial plexus palsies, most of the palsies resolve 6-12 months, less than 10% resulting in permanent injury



Warning Signs - Difficulty with birth of face and chin - Turtle sign = Fetal head retracts against the perineum - Failure of the shoulder to descend - Failure of the fetal head to restitue



Make-Up Scenarios – Obstetrics – Analgesics



- Post-date pregnancy - History of SD - Short status - High BMI Fetal - Suspected macrosomia Labour Related - Precipitate birth - Prolonged active phase of 1st stage - Prolonged 2ns stage Key Points - Manoeuver should not be repeated or continued for more than 30-60s without clear evidence of success - The shoulder must be rotated using pressure on the scapula or clavicle, never rotate the head - C-section is not routinely advised for a subsequent pregnancy - Avoid fundal pressure  High rate of brachial plexus injury, uterine rupture HELPERR - Help – Code blue for medical and pediatric - Evaluate for episiotomy – Considered for facilitating the manoeuvres - Legs (McRobert’s Manoeuvre) – Flexion and abduction of maternal hips, Position the thighs up onto her abdomen - Pressure (Suprapubic), - Enter vagina (Rubin, Wood) – Rubin 1 (Suprapubic pressure), Rubin 2 (Insert the hand into the vagina posteriorly and adducts the fetal shoulder) - Remove the posterior arm – Flex the elbow in front of the body of the baby - Roll the patients onto all fours Last Resort - Deliberate fracture of the clavicle - Symphysiotomy - Zavanelli manoeuvre Assess for Consequences - Maternal: Soft tissue damage, Blood loss, Consider treatment for PPH E.g. Syntocinon infusion, IDC, Misoprostol - Neonatal: Asphyxia, Brachial plexus injury, Fracture, Dislocation, Death Debriefing



Discuss with her the options of pain relief in labour. Pharmacological Methods Nitrous Oxide - Usually delivered premixed in a 1:1 ratio with oxygen - Mechanism: Not fully understood, increase the inhibitory pathways in the brain - Not dependent on renal or hepatic elimination, mainly excreted through expiration - Very rapid onset and offset - Advantages: Can be used in any stages, for any duration, alone or with other agents, cheap, have been used for many years, no effects on uterine contraction, no effects on the fetus, no alteration in Apgar score - Potential SE: Drowsiness, Dizziness, N+V, Rarely paraesthesia, 0.5% unconsciousness - Biggest Problem: Low efficacy particularly in the later stages of labour - Time lag of 50s to reach peak analgesic effect



Epidural Analgesia - Considered to be the gold standard of labour - Superior pain relief than all other methods - Injection of local anesthetic and opioid into the lumbar epidural space - Recommended use of Bupivacine + Fentanyl - Results in blockage of all modalities including sensory, motor and sympathetic - In labour, T10, but in C-section must be extended to T4 Technique - Patient controlled epi is becoming more popular - Combined spinal cord epidural anesthesia is an alternative, but is more commonly used for C-section (advantages: more rapid, more spread) Side Effects - Hypotension due to vasodilatation, but can be good in pre-eclampsia - Motor blockage, leg weakness, also pruritus secondary to Fentanyl, Urinary retention and fever



Parental Opioids - Remains the most common form of labour analgesia - Pethidine was the first synthetic opioid, its side effects  increase use of alternative E.g. Morphine, Diamorphine, Tramadol, Fentanyl - They are traditionally given in IM, but patient controlled analgesia is becoming more popular - Advantages: Inexpensive, Wide available, Ease of administration - However, efficacy is questionable, may be less effective to some nonpharmacological methods - Concerns: N+V, Sedation, Respiratory depression, Delay gastric emptying  risk of aspiration, Fetal (Pethidine linked with neonatal respiratory depression with lower Apgar scores) - Tends to use newer opioids with patient control anagelsia - Fentanyl: Acts rapidly, less maternal sedation and nausea, lower incidence of neonatal respiratory depression than Pethidine, very effective when used as PCA - Remifentanil: Shorter acting than Fentanyl, onset in 60s, it does not accumulate even in prolonged infusion, making it more favourable than Fentanyl - Neither Fentanyl or Remifentanil are associated with advserse Apgar scores, blood transfusion Non-Pharmacological Methods - Acupuncture - Intradermal water blocks – Intradermal injection of 0.05ml sterile water over the posterior superior iliac spines - Hydrotherapy – Immersion in warm water during labour - Continuous labour support – Non medical care - Maternal movement - TENS (transcutaneous electrical nerve stimulation) – Electrolytes placed over dermatomes supplied by T10-L1 and S2-S4  inhibits signal transmission in the nerve roots



Risk and Complications - Incomplete analgesia, No analgesia - Post dural puncture headache - Temporary sensory nerve damage - Permanent sensory nerve damage - Meningitis - Epidural hematoma - Motor nerve damage Contraindications - Coagulopathy, thrombocytopenia, overlying skin infection, raised intracranial pressure, allergy to local anesthetics More info. Transcutaneous Electrical Nerve Stimulation TENS - Small electrical sensations produced by the TENS unit stimulate the peripheral nerve fibers  pain sensations are blocked from reaching the brain - It is also believed that TENS machine also stimulates the production of natural endorphins - 4 electrolytes and 4 flexes - Appears to be effective when used early in labour, and women feel it allows them more control over their labour - Limited evidence in proving beneficial for pain relief, but it has no adverse effect for the women and the fetus  therefore should be available to all women Key Points - Women should be encouraged to commence preparation about the use of TENS in antenatal period E.g. The physiotherapy department at KEMH provides education - Contraindicated when a woman has a pacemaker - Not used in the bath or slower - Avoid use prior 37 weeks - Special care for patients with epilepsy - May take 30mins before it works



Nitrous Oxide - Inorganic, colorless, odorless inhalation agent - Eliminated via the lungs, not the liver - Does not accumulate, no known SE to neonates - Onset of full effect is about 50s - Ensure the woman commences the gas 30-50s prior to the onset of contraction Key Points - Prescription only, required doctor - The women should self-administer to prevent risk of loss of consciousness - Prolonged inhalation of NO for more than 6 hours  inactivate vitamin B12  Interfering DNA synthesis  Hematological and neurological effects Contraindications - Impaired consciousness - Deviated nasal septum, nasal polyps, allergic rhinitis, COPD, Lung infection - Have received IV opioids - Vitamin B12 deficient - Compromised fetus SE - Drowsiness, Dizziness, Lightheadedness - N+V - Dry mouth - Buzzing in the ear - Rarely pins and needles or numbness - Reduced maternal cooperateion - Reduced placental blood flow



Intramuscular or IV Pethidine - Information for pain management should be provided during antenatal care - Pethidine will provide limited pain relief during labour and may have significant SE for the mother (N+V, Drowsiness) and baby (short term respiratory depression and drowsiness) - Women should not enter water within 2 hours of opioid administration Contraindications - Hypersensitivity to Pethidine - Pre-eclampsia or Eclampsi - Patients who are taking a mono-amine oxidase inhibitors (anti-depressant) - Severe respiratory compromise - Cardiac arrhythmias - Diabetic acidosis - Delirium - Severe liver diseases Procedures - Inform potential side effects to the mother and babies - Ensure no contraindications - Ensure the availability of an opioid antagonist E.g. Naloxone - Consider giving anti-emetic with the Pethidine - Monitor hourly respiration, BP, urine output Patient Controlled IV Analgesia in Labour PCIA - PCA with Remifentanil is more effective and reliable than IM or IV Pethidine or NO inhalation - Infrequently used during labour in KEMH, but widely used postoperatively - Patient-controlled epidural analgesia PCEA is frequently used during labour



Intramuscular Morphine Background - Binds to opioid receptors of CNS - Alterations in moods: Euphoria, Dysphoria, Drowsiness, Mental clouding - Almost no evidence supporting the efficacy or safety of it during labour SE - Suppression of cough - Respiratory depression - Decreased gastric motility - Alteration in endocrine and autonomic system Key Points - Animal studies suggests morphine reduces uterine response to oxytocin - Morphine causes relaxation of smooth muscle - Rapidly transferred across the placenta - May cause respiratory depression in neonates - IM morphine peaks in 30-60 mins, effects up to 24 hours Procedures - Inform potential side effects to the mother and babies - Ensure no contraindications - Ensure the availability of an opioid antagonist E.g. Naloxone - Consider giving anti-emetic with the Pethidine - Monitor hourly respiration, BP, urine output Epidural Analgesia During Childbirth – Most effective - Provide rapid relief in most cases - More effective than NO, opioids, TENS - Typically uses Fentanyl with Bupivacaine - Advantages: Better pain relief, Fewer babies needing naloxone



-



PCIA is commonly used for women who have poorly controlled pain and who have contraindications or refuse to have epidural analgesia - Choices: Fentanyl, Remifentanil General Principles - Allow women to titrate analgesic against changing intensity of pain - But risk of maternal respiratory depression particularly between contractions - Very high potency of remifentanil can easily cause an overdose - PCIA is available when there is a sufficient anesthetic cover E.g. Only an anesthetist should program the PCA pump or adjust variables Monitoring - Continuous pulse oximetry, conscious state and RR 30 minutely - Am oxygen source and naloxone should be available - If O2 sat. 110mmHg  Hydralazine 5mg IV, up to 15mg or Nifedipine 10-20mg orally hourly, both are Category C - Continuous CTG should be used to ensure that the reduction in BP does not result in fetal distress - For BP systolic > 150mmHg or diastolic >90mmHg  Labetalol 100-600mg orally bd, or Methyldopa (Category A) - If delivery is anticipated  Betamethasone IM 12mg, 24 hours, 2 doses - If the patient suffer from seizures: Magnesium sulfate 50%, 8-10ml IV, over 10 mins, followed by 4ml/hour IV - Monitor knee jerks and respiration every 30-60 mins, Measure plasma magnesium every 6 hours - Cease if magnesium level rises above 3.5mmol/L or respiratory rate falls below 16 per minute - Diuretics (E.g. Frusemide 20mg IV) may be needed for treatment of pulmonary edema 3. 4.



-



Abnormalities of maternal immune system and insufficiency of gestational immune tolerance Inadequate blood supply to the placenta Hypoxia from inadequate perfusion



-



The seizure may be stopped by giving an IV bolus of 4-6g of magnesium sulfate (Preferred) or Lorazepam 2-4 mg over 4 mins or until the seizure stops - A continuous IV infusion of magnesium sulfate is the started at a rate of 23g/h unless the patient is known to have significantly reduced kidney function - Mg level is checked every 4-6 hours - Urinary output is checked hourly and the patients assessed for signs of possible magnesium toxicity E.g. Loss of deep tendon reflexes, Decrease in RR and depth, which can be reversed with calcium gluconate 1g IV over 2 mins More Info. Pre-Eclampsia – Eclampsia – Current Medical Diagnosis and Treatment 2012 Essential of Diagnosis General Considerations Pre-eclampsia - Pre-Eclampsia is defined as the presence of newly elevated blood pressure - BP >140mmHg systolic or >90mmHg diastolic after 20 weeks of gestation and proteinuria during pregnancy, Historically 3 elements = HTN, - Proteinuria of > 0.3g in 24 hours Proteinuria, Edema (no longer required as difficult to objectively quantify) Severe Pre-eclampsia - Eclampsia is diagnosed when seizures develop in a patient with evidence - BP >160 mmHg systolic or >110mmHg for diastolic of pre-eclampsia - Proteinuria >5g in 24 hours or ++++ on dipstick Pre-Eclampsia-Eclampsia - Thrombocytopenia - can occur any time after 20 weeks of gestation and up to 6 weeks - Hemolysis, Elevated live enzymes, Low platelets (HELLP) postpartum - Pulmonary edema - It is a disease unique to pregnancy, with the only cure being delivery of the - Fetal growth restriction fetus and placenta Eclampsia - Can develop in 7% of pregnant women - Seizures in a patient with evidence of pre-eclamosia - Primiparas are the most frequently affected, but incidence increased with multiple gestations pregnancies, chronic hypertension, DM, renal diseases, collagen-vascular and autoimmune disorders - 5% of pre-eclampsia progress to eclampsia - Uncontrolled eclampsia is a significant cause of maternal death - Causes unknown - 2 stage processes: disturbance in the placental implantation involving the spiral arteries  abnormal perfusion  formation of free radicals  2nd stage: excessive inflammation Clinical Findings - The severity can be measured in 6 major sites: CNS, Kidneys, Liver, - CNS: Seizures, Blurred vision, Scotomas, Headache, Clonus, Irritability, Hematologic and vascular systems, The fetal-placental unit Drowsiness - Kidney: Proteinuria - Liver: Epigastric pain, Ruptured liver, Elevated LFTs - Hematological: Platelets



A. Pre-eclampsia Mild - Patients usually have few complaints - The diastolic pressure is 160/110mmHg - Thrombocytopenia (platelets count 100-200ml/h - Late onset pre-eclampsia-eclampsia can occur during the post-partum period, usually manifested by HTN or seizures - Treatment is the same as prior to delivery



When to Refer - New onset of HTN and proteinuria in a pregnancy patient >20 weeks’ gestation - New onset of seizure in a pregnant woman - Symptoms of severe pre-eclampsia



Risk Factors of Pre-eclampsia - KEMH - Previous history of pre-eclampsia - Antiphospholipid syndrome - Pre-existing DM - Multiple pregnancy - Nulliparity - Fx - BMI >25 - Maternal age >40 - Diastolic BP > 80mmHg Prevention of Pre-Eclampsia in a woman with previous history of pre-eclampsia Signs of Impending Eclampsia - KEMH or significant risk factors - KEMH - Calcium supplementations, 1200-2000mg daily - Sharp rise in BP - Low dose aspirin - Headaches - Use of clexane with aspirin, used in patients with antiphospholipid - Headaches syndrome - Drowsiness or confusion - Antioxidants: E.g. Vit C, E, Fish oil  no benefits - Visual disturbances - Diminished urinary output, Proteinuria - Upper abdo pain Make-Up Scenarios – Obstetrics – Rhesus incompatibility Case You are a RMO of the babies and mummies team. Your next patient is Sharnade who is a 27 years old female having her first baby. Baby is 22 weeks and this is her follow-up antenatal visit after her first. The results from the first antenatal visit are as follows: Hb 111 Blood group and antibodies screening: A, -ve, No antibodies Please explain the concept of Rhesus disease and answer her questions. Introduction Blood result - My name is ……... I’m one of the doctors helping out the clinic today. Can I - Basically what the blood has shown is that you have a blood group A and is have your name please? negative - I understand you are having you first baby and are now 22 weeks into this - Because your blood group is –ve, there are few things that I need you pregnancy. You have recently had some blood test and I have been ask to discuss with you. come to explain to you result and answer any of your questions - The negative blood actually means you are rhesus –ve. Just imaging on your red blood cells, there are different protine on top on it to help us to determine the type of it. And rhesus is one of the substances on the red blood cells, which in your case you don’t have any of the in your blood. - So you understand what it means by –ve blood. So what is the significance of it? - You have a negative blood group which is normal for you. However, you baby’s blood group can be different from you and it can be +ve.



-



-



Management - We can give you injection of anti-D. What is does is that it prevent you immune system from attacking the +ve blood from the baby. - We give it to any women with –ve blood at 28 and 34 weeks. - Occasionally, we do give it early only if there has been an event that causes significant bleeding. For example, any abdominal injury or vaginal bleeding. - Otherwise we will do it on the 28 and 34 weeks. - SE: Rash, Fever, Headaches 1. - Anemia, hydrops fetalis  may require transfusion depending on the severity - Low birth weight - Worst case scenario = Death



This usually doesn’t cause any problem because you blood and the baby’s blood is well separated by the placenta. But if for some reasons, there may be mixing of your blood and the baby blood. Because negative blood is normal for you, so when you blood is fixed with the positive, your immune system will think the +ve blood is abnormal and starts to produce antibodies to destroy. This usually doesn’t cause any harm in the first pregnancy because the antibodies produced it not high enough. However, this could be a serious problem in your next pregnancy if the baby was +ve blood again. The antibodies can go across the placenta and attack the next baby. Any questions before I move on and talk about the management?



Questions 1. What are the bad things about attacking my baby’s blood? 2. What if I already have the antibodies? 3. How do you know if you are giving enough anti-D after a bleed?



2. - First thing you blood test does not indicate you have the antibodies - If you are, we will need to monitor you more frequently like 4 weekly until 36 weeks then 2 weekly. We need to measure the level of antibodies. ‘ - If there is a sudden rise, we will need to monitor the fetus. - I will also need to refer you to a specialist who is specialized in handling antibodies +ve pregnancy. -



3. - Blood test: Kleihauer test, -ve then one standard dose - Done from 30min to 1 hour after the exposure - 1 dose supposedly lasts 2 weeks Make-Up Scenarios – Obstetrics – Normal Labors 1. Please explain to the mid-wife student about the 3 stages of labour. (including ways to monitor the progression) 2. Using the model here, demonstrate the process of normal delivery of a baby and a placenta. 3. What are you feeling when doing a vaginal examination? Explain bishop score. 4. What are the factors that affect labour? 5. What are the types/indications of instrumental delivery? 1. First stage Second Stage



-



Diagnosis: Regular painful contractions associated with cervical dilatation Report from patents and vaginal examination Takes about 12 hours in a primip, and 7.5 hours in multi Latent Labour = 0-3 cm Active Labour = 4-7cm Transition Labour = 9-10cm Latent Phase: Women has painful contractions with some cervical change = effacement and dilatation up to 4cm Active Phase: = 4-10cm Complete 10cm (delivery of infants takes place shortly after this)



-



Satisfactory Progress about 1-3cm/h



3rd Stage - Delivery of the placenta and membranes - Usually 5 mins, the longer it takes, the higher the risk of hemorrhage - Signs of Separation: Cord lengthening, rush of blood, uterus rises, uterine contracts - Oxytocin IM is given after shoulder has delivered - Left hand presses suprapubically to prevent uterine inversion, gentle cord traction - If not delivered after 1 hour  manually removal - Check for placenta, check for tears - Delayed cord clamping for 2-3 mins can prevent anemia in the infants in the first 6 months of life, also decrease ventricular hemorrhage and blood transfusion in pre-term infants - But also associated with neonatal jaundice requiring phototherapy



-



-



-



Latent Phase: Cervix is fully dilated, but absence of involuntary expulsive contractions, during this phase the fetal head progressively descends and internal rotation and flexion occurs Active Phase: Baby’s presenting part is visible, There are expulsive contractions, Finding of full dilatation, Active maternal effort Normal time is 45-120 mins for a primip, 15-45 mins for a multi [if baby not delivered within 1 hour  instrumental delivery normally indicated]



The second stage with active pushing = time of increased fetal compromise From complete cervical dilatation until the baby is born The mother has the urge to push and uses the abdominal muscle with the valsalva maneuver - Encourage push when mother has desire or head visible - Prevent a precipitate delivery (Unusually rapid labour) by pressure on the perineum (Precipitate delivery – Risk of laceration of the cervix, vagina, perineum, intracranial hemorrhage of the neonates) - Delay clamping of the cord for 30s and holding the baby 20cm below the introitus results in a higher hematocrit level  decreased rate of transfusion and oxygen supply Bishop Score - A pre-labour scoring system to assess if induction of labour will be required Score 0 1 2 3 Position Posterior Intermediate Anterior Consistency Firm Intermediate Soft Effacement 0-30% 31-50% 51-80% >80% Dilation 0cm 1-2cm 3-4cm >5cm Fetal Station -3 -2 -1,0 +1, +2 - Position: The anterior position is better aligned with the uterus  increased chance of spontaneous deliver - Consistency: In primi, the cervix is typically tougher and resistant to stretching - Dilation: - Effacement: Thinness of the cervix - Fetal Station: Position of the head in relation to ischial spines, -ve means the head is further inside Interpretation - A score of 9  most likely to start spontaneously



- Engagement and the flexion of the baby - Further descent with internal rotation - Complete rotation (achieving occiput anterior), extension begins - Complete extension - External rotation - Delivery of the anterior shoulder Delivery of the posterior shoulder 4. Fetal Factors - Lie: Transverse, Longitudinal, Oblique - Presenting Part: Vertex, Face, Breech, Shoulder - Position: Left occiput anterior, Occiput anterior is usually the easiest position - Station: The bony presenting part of the fetus to the ischial spines (only felt vaginally) - Engagement: When the biparietal diameter has passed the pelvic brim (edge of pelvic inlet) - Cephalopelvic disproportion: The capacity of the pelvis is inadequate to allow the fetus to pass through, small pelvis or big baby Maternal Factors - Obesity - Epi usually takes longer - Primp, Multi - Complications E.g. Pre-eclampsia, GBS



5. Types - Kiwi soft cup - Metal vacuum cup - Forceps Maternal Indications - Prolonged second stage (normally 45 min to 2 hours for primip, 15 to 45 mins for multi) - Maternal exhaustion - Drug induce analgesia - Soft tissue resistance with failure to descend - Maternal illness E.g. Severe HTN, Cardiac failure, Cerebral vascular diseases, Risk of aortic dissection, Cerebral aneurysm Maternal and Fetal Indications - Relative cephalo-pelvic disproportion - Malposition E.g. Occiput posterior - Mal-presentation E.g. Face presentation



-



Maternal exhaustion



Fetal Indications - Fetal compromise - Non-reassuring FHR



Make-Up Scenarios – Obstetrics – Obstetric examination Please explain to this 34 weeks pregnant lady how you are going to examiner her. Background Inspection - From 36 weeks, the fetal position and descent of the presenting part are - Abdominal contour (Single, Multiple) also assessed - Operation scars - Striae - Pigmentation Fundal Height Palpation – Station can only be done on vaginal examination



-



- Fundal height = from the pubic symphysis to the highest part of the uterus - Fundal height +/- 3 weeks = gestation - A woman’s uterus at 26 weeks should measure 23-29cm - Uterus reaching the umbilicus at 20 weeks - Thereafter, symphysis-fundal height rises by 3-4cm every 4 weeks Auscultations - Rate



-



The uterus is first palpable at around 12 weeks gestation, reaching the umbilicus at 20 weeks Lie: Longitudinal, Oblique, Transverse Presentation: Vertex, Brow, Face, Breech Position: Left occiput anterior, Right occiput anterior, Left occiput posterior, Right occiput posterior (occiput anterior is usually the easiest position for delivery, Transverse position usually rotates anteriorly as labour progresses, Occiput posterior, pelvis needs to be larger, delivery usually takes longer) Station: Relationship of the bony presenting part of the fetus to the maternal ischial spines (only be felt from vagina) Engagement: Occurs when the biparietal diameter has passed the pelvic brim Liquor volume Fetal movement



Other Examinations - Vaginal Examinations including inspection of the perineum - Breast Examinations



Summary - I examined (name), a (age) lady who is currently (gestation in weeks) into her (number) pregnancy. She is (G P) and is due on (EDD). On examination, this is a gravid uterus containing a (single/multiple) pregnancy. The fundal height was (fundal height in cm) which is (consistent/inconsistent) with the dates. The lie is (longitudinal/transverse/oblique) with a (vertex/brow/face/breech) presentation and currently (fifths) above the pelvic brim. The liquor volume was (adequate/inadequate) and fetal movements were (palpable/not palpable) though the mother reports fetal movements of (number) per day. The fetal heart rate was (FHR) bpm and auscultated over the (region) area Make-Up Scenarios – Obstetrics – Pregnancy advices – Before, during, after Case Jenny Smith is a 25 year old lady who has never had children. She is thinking of starting a family soon and having a baby. What advice would you offer to her regarding having a successful pregnancy outcome. 1. What advice would you give to Jenny before she is pregnant? 2. What antenatal advice would you give to Jenny? 3. What postnatal advice would you give to Jenny? Advices before Pregnant Antenatal - Now we should a discussion as to things to do before you fall into pregnant 1st Visit and what to expect once you are have fallen in to pregnant. - Confirmation of pregnancy - Lifestyles: Avoid alcohol, no smoking, regular exercise (weight loss of high - Offer 1st trimester screening (11-13 weeks), screening test for Down BMI) syndrome



-
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Avoid contact with cat Take a prenatal vitamin, ensure it contains 0.4mg folate, help preventing neural tube defect of the baby Iron supplement >20 weeks, or earlier if required Timing of sexual intercourse: To increase the likelihood of conception, important to have intercourse around the time of ovulation (E.g. 1-2 days before ovulation and again on the day you ovulate), a woman typically ovulate 14 days before her next period, some subtle signs of ovulation (Breast tenderness, abdominal discomfort, increased vaginal discharge, slight increase in body temperature) It can take up to a year become pregnant Blood tests: FBC, Blood group (Rhesus), antibodies Syphilis serology, Rubella, Hepatitis B and C, HIV, Chlamydia (First stream, Make sure it is in the morning or at least 2 hours without any urination) Midstream urine Discussion of breast feeding: Plan for the labour E.g. Analgesia



Post-Natal Check 6-8 weeks - GP Baby Check - Weight and HC - Full examination - First immunization 8 weeks Mother Check



- Edinbourgh depression score - Discuss smoking, alcohol, exercise, diet (no soft cheese), drugs Typical Antenatal Clinic - BP, Weight, Urinalysis, Fundal height, Fetal movements felt, FHR First Trimester Screening – US, PAPPA, HCG (the first 12 weeks) Dating US and US for nuchal translucency at 10 weeks 14 weeks - Ensure patients has result of first trimester genetic screening test - Follow-ups of the first trimester genetic screening test 2nd Trimester Screening (Week 13-28) - If first trimester screening is not undertaken , counsel and offer maternal serum (Triple Test) screening at 15-17 weeks 19 week US anatomy scan 20-22 weeks - Antenatal visit at KEMH – assess suitability for shared care - Discuss breastfeeding when go to hospital, parent education classes and allied health services - rebook for 36 weeks 24 weeks - Order 28 week investigations: FBC, Blood group and antibody screen if Rhesus –ve, Diabetes screening - Gestational DM Screening - Screening at 26 to 28 weeks 28 weeks – Give Anti-D 625 IU - Administer prophylactic anti-D if Rhesus –ve - Review investigations (E.g. Diabetes) 36 weeks – KEMH Give Anti-D 625 IU, also vaginal swab for Group B Streptococcus - Follow up KEMN/GP obstetrician - Organize investigations: Anti-D/group and antibody - Give anti-D if Rhesus –ve - Discuss birth plan, pain relief, car seats and capsules, child health nurse, contraception, choices for feeding, community resources, support at home, 6 weeks postnatal assessment, 6 week infant assessment by GP Indication of Anti-D in First Trimester - 250IU, if multiple pregnancy  625IU - Indications: Threatened or inevitable miscarriage, Termination of pregnancy, Chorionic villus sampling, Ectopic pregnancy



- Depression - Discuss delivery - Check blood loss, uterine size and perineum or LUSCS wound - Breastfeeding - Screen of PND - Discuss contraception - Pap smear if due - Update immunizations (whooping cough, ruberlla, varicella) - OGTT if GDM (repeat 1-2 yearly) Changes You may experience in Pregnancy 1st Trimester - Fatigue - Nausea - Urinary frequency - Breast changes Some advices: - Reduce caffeine intake, can affect iron absorption - Listeriosis, avoid soft cheeses, deli-meats (ready to eat meats), can lead to stillborn - Toxoplasmosis – Cat feces, also in dogs faeces and raw meat - Travelling: can increase sensitivity to motion sickness - Live vaccination are avoided E.g. Rubella, Measles, Mumps, Yellow fever 3rd Trimester - Short of breath: Diaphragm is increasing pushed up by growing babies - Sleeping difficulties, due to breathing difficulties - Leaking urine - Skin changes: Varicose vein - Itchy skin: As the skin stretches and tightens - Stretch Marks



2nd Trimester - Digestion: Heart burn, Bloating, Indigestion, Constipation - Pigmentation: Linea negra = Dark vertical line down the center of abdomen - Nipple: Become darker in color, may secrete colostrum - Baby movement: Begin to feel the baby move - Breathing: Deeper breathing, may SOB - Weight gain  back pain



End of Part 1



Good Luck for your OSCE. Can anyone send me a copy of last year 4th year OSCE 2012? ([email protected]) Greatly appreciated. Please also send me a copy of 2013 OSCE at the end year :)
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