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The Prevocational O&G Society of Australia and New
Zealand (PVOGS-ANZ) is proud to present our first
edition of the PVOGS MCQ Bank.

A big thanks to all the contributors to this project who are
listed on the next page. This MCQ Bank represents
contributions from their time as PVOGS committee
members and we thank them for crafting questions and
explanations to help fellow medical students and junior
doctors prepare for exams.

This booklet has over 100 MCQs, a 'Quick Answers'
section (Pg. 48) to help quiz you and a 'Detailed Answers'
section (Pg. 50) to help with learning and give
explanations and resources for each question. There are
not extended explanations for all questions, but these
have been included on difficult topics and to highlight
common mistakes or where differences exist in clinical
practice.

To assist in making this an educational document and to help direct you
to quality resources, references have been included throughout and to
credit original sources.

If you have any feedback or notice any errors please contact us at
academics@pvogs.org so we can continue to improve on this MCQ
bank.

Yours truly,

Will Stobie, Academic Officer, PVOGS-ANZ 2023
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Question 1

Which of the following is a feature of the round ligament?

a) It contains the blood vessels and nerves that innervate the uterus
b) It is also known as Mckenrodt's ligament

c) It is the main supportive ligament of the uterus

d) It is an remnant of the embryonic gubernaculum

e) It attaches anteriorly to the superior pubic ramus

Author: Grace Pichlmann, ANZ Academics

Question 2

Which of the following is true regarding the uterus?

a) The uterus derives its entire blood supply from the uterine arteries
b) The uterus has no sympathetic nerve supply

c) The uterus is supported by levator ani muscle

d) The uterine vessels are contained within the infundibulopelvic (IP)
ligament

e) The uterosacral ligament is a reflection of peritoneum extending
from the cervix to the sacrum

Question 3

Which of the following is false regarding the histological features of
the ovary?

a) The surface layer is covered by columnar epithelium known as
germinal epithelium

b) The cortex contains ovarian follicles

c) The medulla consists of loose connective tissue and neuromuscular
structures

d) The germinal epithelium overlies a dense layer of connective tissue
e) The neurovascular network enters via the hilum

Author: Meghan Gledhill, WA Logistics
Reference Lasts Anatomy and TeachMeAnatomy



Question 4

What is the likely diagnosis in an adolescent female that presents
with primary amenorrhea and the following physical examination
findings: absent uterus/ upper vagina and normal ovaries, pubic hair,
and breast development.

a) Imperforate Hymen

b) Androgen Insensitivity Syndrome

c) Turner Syndrome

d) Mullerian Agenesis

e) Functional Hypothalamic Amenorrhea

Author: Simran Gill, QLD Academics

Question 5

At which gestation during human pregnancy is organogenesis
complete?

a) 4 weeks

b) 6 weeks

c) 8 weeks

d) 10 weeks

e) 12 weeks

Author: Emma Watson — NSW Academics
Source — A/Prof Ray Hodgson (supervises O&G at UNSW Port
Macquarie)

Question 6

A 28 year old woman with a past medical history of polycystic ovarian
syndrome presents to you, the GP, for help with conceiving. She has
been having regular unprotected intercourse for just over 1 year but
has been unable to conceive. In your evaluation of infertility in this
case, what of the following would you not include in your
investigations?

a) Transvaginal ultrasound

b) Mid-luteal progesterone

c) Oestradiol

d) Prolactin, TFT + serum total testosterone, sex hormone binding
globulin, DHEAS

e) Semen analysis

Author: Isabella Vinci, PVOGS SA Vice Chair



Question 7

A 30 year old GOPO caucasian woman and her 30 year old male
partner present to their GP with concerns regarding infertility. They
have been attempting to conceive for 3 years with regular
unprotected intercourse. Both patients have no significant past
medical history. Her BMI is 28, and her physical examination is
otherwise normal. She has regular periods. What of the following is
least likely to be the cause of her infertility?

a) Hypothyroidism

b) Turner syndrome

c) Kleinfelter's syndrome in the male partner
d) Prolactinoma

e) Sheehan'’s syndrome

Author: Grace Roache, PVOGS SA Chair

Question 8

A 29 year old woman, GOPO presents to the infertility clinic for an
evaluation. She reports having had unprotected vaginal intercourse
for the past 12 months without conceiving and often experiences pain
with sexual intercourse. Further history reveals that she had
menarche at age 10, and cycles occur every 26 days and last for 5-7
days. Menstrual cycles are accompanied by mild to moderate lower
abdominal pain. Pelvic exam shows a normal-sized, retroverted
uterus. The posterior vaginal fornix is tender to palpation. Outpatient
pelvic US demonstrates a right sided ovarian cyst measuring 3.5cm,
with a normal uterus and left ovary. Which diagnosis are you most
concerned for in this patient?

Endometriosis

Primary ovarian insufficiency
PCOS

Adenomyosis

a
b
c
d

~_— Y — ~—

Author: Navya Jain, Flinders Representative PVOGS



Question 9

Sarah is a 50-year-old woman who comes into your GP clinic
reporting 2 weeks of night sweats and hot flushes. She has been
suffering from irregular periods for the last 2 years. At what stage of
menopause is Sarah?

a) Premenopause

b) Perimenopause

c) Partial menopause
d) Menopause

e) Post menopause
Question 10

A 52 year old woman reports her concerns with vaginal dryness, and
hot flushes disturbing her sleep and low mood. She has had 2
previous normal vaginal births and a hysterectomy at age 45 for
troublesome abnormal uterine bleeding. She has no significant past
medical history. She is wanting advice on how to manage her
symptoms. Which of the following therapies is not recommended
when managing this woman’s menopausal symptoms?

a) Topical vaginal oestrogen cream (e.g. ovestin cream)

b) Oral cestradiol (e.g. progynova)

c) Oestradiol transdermal patch (e.g. estradot)

d) Oral norethisterone/oestradiol tablets (e.g. Kliovance)
e) SSRI

Question 11

A 50 year old woman visits her GP to discuss concerns regarding
menopause. She tells you that her friend had a fall recently and
fractured her hip. She did some research on the internet and found
that women were at increased risk of fractures because of low
oestrogen postmenopausally. Oestrogen as part of hormone
replacement therapy reduces the risk of what other conditions?
a) Breast cancer

b) Ovarian cancer

) Obesity

d) Ischaemic heart disease

)  Vertebral fracture



Question 12

A 54-year-old woman telephones her GP complaining of light,
infrequent periods. She is also suffering from vaginal dryness, low
mood, irritability and hot flushes at night. She is nulliparous and has
not had a hysterectomy or any previous surgeries. The patient is keen
to start treatment for her menopausal symptoms. However, she has
also been reading articles on the internet and is worried about the
risk of endometrial cancer. Which of the following are most likely to
increase the risk of endometrial adenocarcinoma?

a) Combined continuous HRT

b) Combined cyclical HRT

c) Oral Estrogen-only HRT

d) Vaginal ocestrogen-only HRT

e) Venlafaxine

Question 13

You are prescribing a hormone replacement therapy (HRT) for a 48-
year-old women who is fit and well but is experiencing severe
menopausal symptoms. She wants to know about the risks and
benefits of the different types of HRT. Which of the following answers
is correct regarding the risk of cancer with different HRT
preparations?

a) All HRT decreases the risk of ovarian cancer

b) HRT with estrogen alone is associated with increased risk of
coronary heart disease

c) HRT with progesterone alone is associated with an increased risk
of coronary heart disease

d) Combined HRT decreases the risk of breast cancer

e) Combined HRT increases the risk of deep vein thrombosis

Author: Catherine, Rokaya & Megan - Academics and Logistic PVOGS
NZ



Question 14
A 65 year old woman presents with the sensation of a vaginal bulge
with an associated dragging sensation. She also reports some
difficulty passing urine with intermittent stream and straining to void.
A pelvic examination is completed which demonstrates a bulge
descending from the anterior wall of the vagina. Which type of
prolapse is this woman experiencing?

a) Rectocoele

b) Cystocele

c) Uterine prolapse

d) Vaginal vault prolapse

e) Enterocoele

Author: Grace Hocking - Cairns Hospital Representative - QLD

Question 15

Which of the following does not increase the risk of developing
ovarian cancer?

a) BRCA-1 gene

b) Lynch syndrome

c) Cigarette smoking

d) BRCA-2 gene

e) Salpingectomy for permanent contraception

Author: Meghan Gledhill Logistics WA

Question 16
Individuals with Lynch syndrome are at increased risk of which
gynaecological malignancy?

a) Vaginal Cancer

b) Endometrial Cancer

c) Cervical adenocarcinoma

d) Cervical squamous cell carcinoma
e) Vulval Cancer

Author: Simran Gill, QLD Academics



Question 17
Which of the following is the gold standard investigation to diagnose
endometriosis?

a) Laparoscopy

b) Hysteroscopy

c) MRI abdo + pelvis

d) Transabdominal ultrasound

e) Transvaginal ultrasound

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 18

20 year old woman presents to ED due to severe abdominal pain. She
has a past history of regular but extremely painful periods. She is
sexually active with a single, long-term partner and states she always
uses condoms. Her last menstrual period was 2 weeks ago and was
normal for her in terms of duration and volume of blood loss. A
transvaginal ultrasound shows 30mLs of free fluid in the pouch of
douglas, normal vascularity to the ovaries bilaterally and a 4cm right
unilocular ovarian cyst with homogenous ‘ground-glass’ contents.
What is the most likely cause of her abdominal pain?

a) Ovarian torsion

b) Ruptured endometrioma

c) Ectopic pregnancy

d) Hydrosalpinx

e) Pelvic inflammmatory disease

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 19

A 27 year old woman, who has not conceived after 1.5 years of
unprotected sexual intercourse, presents to your gynaecological clinic
for evaluation. She asks you if she could have undiagnosed
endometriosis, as her friend was recently diagnosed with this. Which
of the following points on history would suggest endometriosis as the
cause of her fertility issue?

a) Dyspareunia and dysmenorrhoea

b) Hirsutism and acne

c) Irregular periods

d) Intermenstrual bleeding

e) History of recurrent miscarriage in her mother and sister

Author: Abigail Anderson- QLD Academics Officer



Question 20
A 24-year-old woman presents with complaints of severe pelvic pain
and cramping, dyspareunia, and pain on defecation. She reports that
these symptoms occur once a month. On bimanual examination, her
uterus is noted to be fixed and immobile. On further history taking,
she reports being unable to conceive despite trying for the last year.
Which of the following is the most accurate test to definitively
diagnose this condition?

a) Ultrasound scan

b) Laparoscopy with biopsy

c) CT scan

d) Day 21 progesterone blood test

e) MRl scan

Author: Grace Hocking - Cairns Hospital Representative - QLD

Question 21

A 48 year old woman presents with dysmenorrhoea, heavy menstrual
bleeding and iron deficiency anaemia. Bimanual examination reveals
a bulky uterus. Which of the following is required to provide a
definitive diagnosis of adenomyosis?

a) Serum oestradiol and day 21 progesterone

b) Colposcopy

c) Pelvic CT scan with contrast

d) Hysteroscopy

e) Hysterectomy

Author: Rhys Harris - QLD Chair

Question 22
Which of the following is not a risk factor for the development of
uterine fibroids?

a) Nulliparous or low parity

b) African American ethnicity

c) Early menarche

d) Cigarette smoking

e) Diabetes

Author: Pragati Sharma (WA Academics)



Question 23
All of the the following are more likely in a woman with cervical polyps
except:

a) Spontaneous abortion

b) Ante-partum haemorrhage

c) Postcoital bleeding

d) Postmenopausal bleeding

e) Intermenstrual bleeding

Question 24

A 48-year-old woman presents with intermenstrual bleeding for two
months and episodes of bleeding occurring any time in the cycle.
There is no associated pain. Differential diagnosis for intermenstrual
bleeding does not include:

a) Endocervical polyp

b) Cervical malignancy

c) Endometrial polyp

d) Ovarian teratoma

e) Atrophic vaginitis

Question 25

Uterine fibroids may present with all of the following except?
a) Amenorrhoea

b) Pelvic mass

c) Dysmenorrhoea

d) Infertility

e) Intermenstrual bleeding

Question 26

A pregnant woman at 28 weeks gestation, with a fibroid uterus,
presents with acute constant lower abdominal pain with a low grade
fever, and mild leukocytosis. She has a normal CTG and negative
Kleihauer test. The most likely diagnosis is:

a) Preterm labour

b) Torsion of fibroid

c) Red degeneration of fibroid

d) Placental abruption

e) Increased umbilical artery resistance

Author: Pragati Sharma (WA Academics)



Question 27

A 51 year old female who underwent a dilatation of the cervix and
curettage of the uterus for investigation of postmenopausal bleeding
has been diagnosed with endometrial hyperplasia without atypia. She
is otherwise well and has no other past medical history. How should
she be managed?

a) Conservative management with annual pelvic ultrasound

b) Conservative management with annual endometrial sampling

c) Medical management with oral oestrogen

d) Medical management with intrauterine progestogen

e) Surgical management with hysterectomy

Author: Raine Hengpoonthana, NSW Academics

Question 28

A 35 year old woman with a BMI of 35 kg/m2 presents with
polymenorrhoea and abnormal uterine bleeding. The pathology
report of a directed biopsy of her endometrium, taken by endometrial
pipelle, details well differentiated endometrial cells with an increased
gland-to-stroma ratio, and normal appearing nuclei. What is the most
likely diagnosis?

a) Endometrial hyperplasia with atypia

b) Endometrial hyperplasia without atypia

c) Adenomyosis

d) Endometriosis

e) Endometrial polyp

Author: William Stobie, Academics ANZ

Question 29
Which of the following types of endometrial cancer has the highest
incidence?
a) Endometrioid adenocarcinoma
b) Serous carcinoma
) Clear cell carcinoma
d) Carcinosarcoma
) Lelomyosarcoma

Author: Raine Hengpoonthana, NSW Academics



Question 30
A 27 year old female has a cervical screening test for the first time
which returns the following result:
HPV 16 positive, LBC negative
What management do you advise for her?
a) Repeat CST in 5years
b) Repeat CSTin 2years
)

c) Repeat CSTin 12 months
d) Repeat CST in 6-12 weeks
e) Refer for colposcopy

Author: Raine Hengpoonthana, NSW Academics

Question 31

A 25 year old woman has her first cervical screening test on the advice
of her GP. She was asymptomatic at the time the sample was
obtained. The sample returns a result of HPV detected (not 16/18). A
reflex LBC test is thus run by the lab. The LBC returns a result of LSIL.
What is the next step for this patient?

a) Retest LBC in 6 weeks

b) Repeat HPV test in 12 months

c) Refer for colposcopic assessment

d) Routine 5 yearly screening

e) Retest HPV in 12 weeks

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 32

Women who present with symptoms of cervical cancer, such as
recurrent postcoital or intermenstrual bleeding, are recommended to
be investigated with a co-test and referred for colposcopy.

What does a “co-test” consist of?

a) Pap smear and human papillomavirus testing

b) Pap smear and liquid based cytology testing

c) Liquid based cytology and human papillomavirus testing

d) Liquid based cytology and gynaecological examination

e) Staining the cervix with both acetic acid and iodine

Author: William Stobie, PVOGS-ANZ Academics



Question 33
Which of the following tests has the best sensitivity and specificity to
screen for a current gonorrhoea or chlamydia cervicitis infection in
women?

a) Chlamydia/gonorrhoea PCR on mid-stream urine

b) Chlamydia/gonorrhoea PCR on endo-cervical swab

c) Chlamydia/gonorrhoea IgA and IgG on serology

d) Chlamydia/gonorrhoea IgM and IgG on serology

e) Microscopy and culture of endo-cervical swab

Author: William Stobie, PVOGS-ANZ Academics

Question 34

Which of the following results at cervical screening test (CST) does not
require referral for colposcopy under the National Cervical Screening
Program (NCSP)?

a) HPV-18 with normal endocervical component

b) HPV non-16/18 with low-grade squamous intra-epithelial lesion

c) HPV-16 with high-grade squamous intra-epithelial lesion

d) HPV non-16/18 with possible high-grade squamous intra-epithelial
lesion

e) HPV-16 with possible low-grade squamous intra-epithelial lesion

Author: William Stobie, PVOGS-ANZ Academics

Question 35

Which of the following best describes the effect of Lugol's iodine at
colposcopy:

a) Application of iodine highlights dysplastic squamous cells by
making them turn acetowhite

b) Normal mature squamous epithelium is glycogenated and iodine is
glycophilic, making normal cells appear darker.

c) It causes reversible precipitation of nuclear proteins, which have a
higher content in cervical intra-epithelial neoplasia (CIN), preventing
light from passing through areas of CIN and thus appearing white.
d) Columnar epithelium is glycophilic and strongly takes up iodine,
thereby appearing darker to help highlight the transformation zone.
e) It is used to create an aseptic field during colposcopy

Author: William Stobie, PVOGS-ANZ Academic officer



Question 36

Rina is a 66 year old post-menopausal G3P3 woman who has
presented with intense vulval itching that has been bothersome and
painful for many months now. She also reports that this pain and
constant itching has been causing her dyspareunia. She has not had a
change in sexual partners for many years now.

On examination, you note generalised atrophy of the vulva, with
resorption of the labia minora, excoriations at the vulval vestibule, and
numerous white plaques.

What is the first treatment you will recommend to her?

a) Topical oestrogen cream

b) Clotrimazole pessary

c) Metronidazole

d) Topical corticosteroids

e) Topical emollients

Author: Anushree Loyalka - WA Academics.

Question 37

Which of the following is a characteristic examination finding for
vulvodynia?

a)Pain out of proportion on pressure point palpation of the vulva
b) Loss of vaginal rugae

c) Granulation tissue at old episiotomy sites/surgical scar

d) Ulceration

e) Malodorous discharge

Author: Anushree Loyalka - WA Academics.

Question 38
What cause of vaginitis is characterized by a thin, white discharge
with a fishy odour?

a) Bacterial vaginosis
b) Atrophic vaginitis
c) Trichomoniasis (Trichomonas vaginalis infection)
d) Candida Vaginitis (Candida Albicans)

e) Lichen sclerosis

Author: (Simran Gill, QLD Academics)



Question 39

Mary is a 28 year old G2P2 4 weeks postpartum following a normal
vaginal birth. She's presented to her GP to discuss contraception.
She's currently breastfeeding. Which option would be the least
suitable?

a) Mirena IUD

b) Progesterone only pill

c) Combined oral contraceptive pill (COCP)

d) Implanon

e) Condoms

Author: Makayla Hamilton ACT Academics

Question 40

Jane takes the COCP. She's on day 18 of the active pills and missed her
pill this morning, she had unprotected sex around lunchtime and
then remembered she hadn't taken her pill. She's rang for advice,
what advice should you give her?

a) Take the missed pill immediately, continue taking pills as normal.
Consider taking the emergency levonorgestrel pill.

b) Take the missed pill as soon as possible then continue taking pills
as normal, no extra contraception required.

c) Take the missed pill as soon as possible then continue taking pills
as normal, use barrier protection for the next 7 days.

d) Omit the missed dose, continue taking as normal from tomorrow
and use barrier protection for 7 days

e) Stop taking pills, start the 7 day pill free break, no extra protection
needed

Author: Makayla Hamilton ACT Academics



Question 41
Jane takes the COCP. She's on day 2 of the active pills and missed her
pill this morning, she had unprotected sex around lunchtime and
then remembered she hadn't taken her pill. She's rang you as her GP
for advice, what advice should you give her?

a) Take the missed pill immediately, continue taking pills as normal.
Consider taking the emergency levorgestrel pill.

b) Take the missed pill as soon as possible then continue taking pills
as normal, no extra contraception required.

c) Take the missed pill as soon as possible then continue taking pills
as normal, use barrier protection for the next 7 days.

d) Omit the missed dose, continue taking as normal from tomorrow
and use barrier protection for 7 days

e) Stop taking pills, start the 7 day pill free break, no extra protection
needed

Author: Makayla Hamilton ACT Academics

Question 42

You're a GP and Lucy is a 28 year old patient coming in for a repeat
script for the COCP, she has tried other methods of contraception in
the past but prefers the combined oral contraceptive pill (COCP) and
tolerates this well with no side effects. She has no history of migraine
with aura, venous thrombo-embolism and no history of
cardiovascular or liver disease. Before prescribing you check her blood
pressure (124/82) and do a quick health check, you discover she is a
current smoker of 10 cigarettes per day. What is the best advice to
give Lucy?

a) Counsel her on quitting smoking, prescribe her repeat script for the
COCP.

b) Tell Lucy she cannot have any form of hormonal contraception
while she smokes, advise her to use barrier protection until she quits
smoking

c) Tell Lucy the COCP is contraindicated in women who smoke,
prescribe her the progesterone only pill instead.

d) Counsel her on quitting smoking, work through an informed
consent process including the increased risk of venous
thromboembolic disease with COCP use, prescribe her the COCP.

e) Tell Lucy the COCP is a terrible form of contraception and she
should just rely on the pull out method instead.

Author: Makayla Hamilton ACT Academics



Question 43
Jemima is 24, suffers from heavy menstrual periods and is interested
in contraception. She has no interest in having children for at least the
next few years and is mostly interested in a contraceptive option that
will reduce her heavy periods. Which option would be the most likely
to reduce her bleeding and fit her requirements?

a) Copper IUD

b) Cycle Tracking

c) Implanon

d) COCP

e) Levonorgestrel IUD (Mirena)

Author: Makayla Hamilton ACT Academics

Question 44

An 18 year old woman presents to her regular GP for advice on
contraception. She is wanting to try the COCP but is concerned about
certain risks she has been reading about on Google. In particular, she
is worried about an increased risk of endometrial cancer and breast
cancer. You advise her that:

a)There is an increased risk of endometrial cancer but decreased risk
of breast cancer

b) There is an increased risk of both endometrial cancer and breast
cancer

c) There is a decreased risk of endometrial cancer but an increased
risk of breast cancer

d) There is a decreased risk of both endometrial cancer and breast
cancer

e) There have been no studies conducted on the risk of endometrial
and breast cancer from COCP use

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 45

A 26 year old woman presents to a GP clinic asking for emergency
contraception following unprotected sex four days ago. She is
adamant that she wants to avoid becoming pregnant and wants the
most effective form of emergency contraception. Her past medical
history includes poorly controlled asthma. She has no known drug
allergies. What is the most appropriate management option?

a) Copper intrauterine device

b) Ulipristal acetate (UPA)

c) Mirena intrauterine device

d) No emergency contraception is needed for this patient

e) Levonorgestrel

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 46

Which of the following contraception options are associated with the
longest delay in return to fertility?

a) Progesterone only ‘mini’ pill

b) COCP

c) Mirena IUD

d) Depot-Provera

e) Copper IUD

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 47

Which of the following is NOT a normal physiological change in
pregnancy?

a) Decrease in factors VI, IX, X

b) Increase in eGFR

c) Increase in cardiac output

d) Decrease in total peripheral resistance

e) Decrease in Hb concentration

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 48

Which of the following conditions is screened for as part of routine
antenatal screening in Australia?

a) Toxoplasmosis

b) Hepatitis A

c) Fragile X

d) HIV

e) Bacterial vaginosis

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 49

A 25 year old woman presents with abdominal pain and vaginal
bleeding at 7 weeks gestation. Which of the following is most
suggestive of a tubal ectopic pregnancy?

a) An appropriately rising serum BhCG on two recent samples taken
48 hours apart

b) Guarding and marked rebound tenderness in the left iliac fossa.
c) Hypotension and bradycardia.

d) Rapid pulse and upper abdominal pain

e) Tenderness in the pouch of douglas and an adnexal mass.

Author: Abigail Anderson - QLD Academics Officer



Question 50
In which of the following cases of ectopic pregnancy would expectant
mMmanagement be appropriate?

a) 24 year old haemodynamically stable woman with 2.6cm left tubal
mass with associated abdominal pain and B-hCG of 1200 at initial
presentation

b) 24 year old haemodynamically stable woman with 4.3cm left tubal
mass, pain free with a B-hCG of 2000 at initial presentation

C) 24 year old haemodynamically stable woman with a 2.8cm ovarian
mass, pain free with a B-hCG of 1000 at initial presentation

d) 24 year old haemodynamically stable woman with 2.5cm right
tubal mass, pain free with a B-hCG of 1300, 48 hours prior, and BhCG
of 1,000 at the time of presentation to you.

e) 24 year old haemodynamically stable woman with 1.3cm right tubal
mass, pain free with a B-hCG of 1700 at initial presentation

Author: Grace Hocking - Cairns Hospital Representative - QLD

Question 51

Which of the following patients should be advised to take 5mg of folic
acid prior to conceiving, as opposed to the standard 400 microgram
dose?

a) A 26 year old woman who has a maternal second cousin with a
neural tube defect

b) A 32 year old woman who takes daily levetiracetam

c) An 20 year old woman with a BMI of 29

d) A 18 year old woman who is found to be 17 weeks' gestation on US
after a positive home pregnancy test

e) A 36 year old woman who's older sister had gestational diabetes in
all 3 of her pregnancies

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 52

A 19 year old G1PO woman presents to her GP at 20+3 weeks
complaining of a 3 day history of dysuria and dull lower abdominal
pain. She denies haematuria, flank pain, rigors and chills. She is
allergic to penicillin, and experiences a pruritic rash with use. On
exam she is hemodynamically stable and afebrile. A urine dipstick is
positive for leucocytes and nitrites. A urine MC&S is sent. Which of the
following is the correct management option for the GP in the
meantime?

a) A 5 day course of PO nitrofurantoin

b) A 5 day course of PO doxycycline

c) Await results of MC&S before starting any antimicrobial agent

d) A 5 day course of amoxicillin

e) A 3 day course of trimethoprim + sulfamethoxazole

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 53

Which of the following is not a risk factor for ectopic pregnancy?
a) Past ectopic pregnancy

b) Previous Chlamydia infection

c) Previous intra-uterine device use

d) Endometriosis

e) In vitro fertilisation

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 54

A patient presents for her first visit in her second pregnancy with a
history of a second trimester miscarriage in her previous pregnancy.
What could be done in this pregnhancy to reduce the risk of late
second trimester loss or preterm birth?

a) Vaginal progesterone pessaries

b) Oral progesterone tablets

c) Cervical colposuspension

d) Vaginal oestrogen pessaries

e) Serial ultrasounds to screen cervical length

Author: Emma Watson — NSW Academics
Source - A/Prof Ray Hodgson (supervises O&G at UNSW Port
Macquarie)

Question 55
What is the most common symptom of a molar pregnancy?

a) Abdominal pain
b) Vaginal bleeding
c) Hyperemesis

d) Hypothyroidism
e) Haemoptysis

Author: Raine Hengpoonthana, NSW Academics

Question 56
What is the management for a suspected molar pregnancy?

a) Conservative management with serial bHCG

b) Conservative management with serial ultrasound

c) Medical management with misoprostol only

d) Medical management with mifepristone and misoprostol
e) Surgical management with D&C

Author: Raine Hengpoonthana, NSW Academics



Question 57
A 34-year old woman presents to the gynaecology clinic for routine
follow up after a suction curette for an incomplete miscarriage. The
histopathology of the curettings shows a partial molar pregnancy.
Which of the following statements is true?

a) The risk of persisting disease is high and she should be treated with
prophylactic methotrexate

b) This is a variation of the normal with no pathological consequences
c) The cytogenetic studies show that the chromosomes of the mole
are the paternal only therefore her partner should undergo
appropriate counseling

d) Her risk of recurrence in subsequent pregnancies with the same
partner is at least five times greater than the normal population

e) None of the above

Author: Emma Watson - NSW Academics
Source — A/Prof Ray Hodgson (supervises O&G at UNSW Port
Macquarie)

Question 58

Which of the following is NOT true regarding renal physiology in
pregnancy?

a) Renal blood flow increases by >20%

b) Glomerular filtration rate increases

c) Blood urea levels fall

d) Serum creatinine levels rise

e) There is increased urinary frequency in the first trimester

Author: Emma Watson — NSW Academics
Source - A/Prof Ray Hodgson (supervises O&G at UNSW Port
Macquarie)



Question 59
Which of the following regarding small for gestational age (SGA)
babies is FALSE?

a) Most foetuses diagnosed as SGA are constitutionally small

b) SCA babies are more likely to have suffered a congenital infection
than those appropriate for gestational age

c) SGA is defined as a birthweight of less than the 10th percentile in a
population

d) foetal growth restriction and SCA are not interchangeable terms
e) Male infants are commonly associated with low weight for
gestation as opposed to female infants

Author: Isabella Vinci, PVOGS SA Vice Chair

Question 60
Which of the following statements is most correct?

a) Small for dates: estimated fetal weight below the 15th percentile

b) Fetal growth restriction: can be diagnosed on a single ultrasound if
the abdominal circumference is below the 15th percentile

c) Fetal growth restriction: can be diagnosed if abdominal
circumference is below the 10th percentile

d) Fetal growth restriction: can be recognised on US if head
circumference is 30% smaller than the abdominal circumference

e) A small for gestational age (SGA) baby is always pathological

Author: Grace Roache, PVOGS SA Chair



Question 61

A 32 year old woman G1PO is at 26 weeks of gestation. She has no
contractions, no vaginal bleeding, or abnormal vaginal discharge.
Fetal movements are normal. The patient does not have any
significant past medical history, and is only taking prenatal vitamins
and iron tablets. Her prepregnancy BMI was 17kg/mA2 and she has
gained less than the recommended 0.5kg/week. Vitals are normal.
Fetal HR is 150/min, fundal height is 24cm and USS reveals that the
fetus is measuring at the 25th percentile for estimated fetal weight at
this gestational age. The patient is at increased risk for which of the
following pregnancy related complications compared to other
nulliparous women at her age?

a) Fetal anemia

b) Gestational diabetes mellitus

c) Preterm Delivery

d) Preeclampsia

e) Delivery by Caesarean section

Author: Navya Jain, Flinders Representative for PVOGS SA

Question 62

A 25 year old woman who is 30 weeks pregnant visits her midwife and
has a blood pressure of 150/90mmHg. She is asymptomatic, is
normally fit and well and has not had high blood pressure at previous
antenatal visits this pregnancy. Which of the following does she most
likely have:

a) Pre-eclampsia

b) Chronic hypertension

c) Gestational hypertension

d) Chronic hypertension with superimposed preeclampsia

e) Renal artery stenosis

Question 63

A 30 year old woman who is 25 weeks gestation, has presented for an
antenatal review. Her blood pressure is 145/95. Which of the following
is contraindicated to use for blood pressure management during
pregnancy?

a) Labetalol

b) Nifedipine

c) Methyldopa

d) Hydralazine

e) Enalapril



Question 64
A 25 year old woman who is 30 weeks gestation, has been diagnosed
with preeclampsia. Her condition has been managed on the ward and
she is being discharged home with antihypertensives. Which
statement about ongoing monitoring as an outpatient is incorrect?

a) She needs her BP checked at least weekly

b) She needs measurement of urinary protein with a urine
protein/creatinine ratio every 1-2 weeks

c) She should have blood tests for biochemistry at least weekly

d) She needs weekly vaginal swabs for fetal fibronectin measurement
e) She should monitor for symptoms of worsening hypertension,
including headache and visual spots (scotomata).

Question 65

A woman 37 weeks pregnant is admitted to the Obstetrics ward. She
has been monitored in the past few weeks for pregnancy-induced
hypertension and has been on labetalol. Today she presents with
proteinuria and low platelet count. Which of the following are not a
complication of preeclampsia?

a) Seizure

b) Stroke

c) Placental abruption

d) Large for gestational age

e) Preterm birth

Question 66

You review a 34-year-old woman who is 13 weeks pregnant. During
her previous pregnancy, she developed pre-eclamypsia and had to
have a Caesarean section at 36 weeks gestation. Her blood pressure
both following the last pregnancy and today is normal. Which of the
following interventions should be offered to reduce the risk of
developing preeclampsia again?

a) Prophylactic nifedipine therapy

b) Labetalol 100mg TDS as prophylaxis for hypertension

c) Vitamin B6 supplementation

d) High dose folic acid supplementation

e) Aspirin 100-150mg daily

Author: Catherine, Rokaya & Megan - Academics and Logistic PVOGS
NZ



Question 67
A 28-year-old woman who is nulliparous, a type 2 diabetic on insulin,
and has a history of essential hypertension, managed on the ACE-
inhibitor captopril presents to your GP clinic for pre-conception
counselling. Your pre-conception counselling might include all of the
following EXCEPT:

a) The need to change her anti-hypertensive medication to an
alternative such as labetalol.

b) A recommendation for folic acid supplementation to be
commenced from 3 months prior to conception.

c) The availability of screening tests for fetal aneuploidy such as fetal
nuchal fold thickness assessment at 11 - 12 weeks

d) A recommendation to achieve very good diabetic control prior to
conception.

e) Advice that pre-eclampsia is an unlikely complication during
pregnancy if her hypertension is well controlled, and good blood
pressure control is the only method we have to reduce her risk of
developing pre-eclampsia during pregnancy.

Author: Emma Watson — NSW Academics
Source — A/Prof Ray Hodgson (supervises O&G at UNSW Port
Macquarie)

Question 68

When should pregnant patients be screened for GDM?
a) 8-12 weeks

b) 34-38 weeks

c) 12-16 weeks

d) 24-28 weeks

e) 18-22 weeks

Author: (Simran Gill, QLD Academics)



Question 69
A 3l-year-old pregnant woman presents with severe vomiting. She is
currently 8 weeks pregnant and this is her second pregnancy. Which
one of the following in the setting of nausea and vomiting in
pregnancy meet the diagnostic criteria for hyperemesis gravidarum?
a) Weight loss of 5% from pre-pregnancy weight, with or without
dehydration and electrolyte imbalance

b) Weight loss of 3% from pre-pregnancy weight, with or without
dehydration and electrolyte imbalance

c) Weight loss from pre-pregnancy baseline and dehydration and
electrolyte imbalance

d) Weight loss from pre-pregnancy and vomiting >5 times per day

e) Weight loss from pre-pregnancy baseline and vomiting >10 times
per day

Question 70

A 25-year-old woman who is 9-weeks pregnant presents with severe
vomiting. She is now having difficulty keeping down fluids and a
dipstick of her urine shows ketones ++. Which one of the following is
not associated with an increased risk of this condition?

a) Maternal history of hyperemesis gravidarum

b) Gestational trophoblastic disease

c) Smoking

d) Nulliparity

e) Twin pregnancy

Question 71

A 18-year old woman at 14 weeks gestation in her first pregnancy
returns to her GP with tremor after starting a medication during her
pregnancy for hyperemesis gravidarum. On examination, the patient
has a resting tremor in their left hand and increased upper limb tone.
Which medication was the patient most likely prescribed?

a) Cyclizine

b) Metoclopramide

c) Ondansetron

d) Prednisolone

e) Promethazine



Question 72
A 30-year old woman at 12 weeks gestation, has been experiencing
hyperemesis gravidarum during her pregnancy. She discusses the
cause of this condition with her GP. Which of the following is thought
to be the causative factor in the development of hyperemesis
gravidarum?

a) High levels of circulating HCG
b) Maternal low BMI

C) Stress

d) Singleton pregnancy

e) Smoking

Question 73

A 22-year old woman is pregnant with twins at 8 weeks gestation. She
has been admitted to the ward for management of hyperemesis
gravidarum. Which of the following is not a possible complication of
this condition?

a) Liver Failure

b) Renal Failure

c) Pneumonia

d) Hyponatraemia

e) Metabolic keto-acidosis

Author: Catherine, Rokaya & Megan - Academics and Logistic PVOGS
NZ

Question 74
‘Preterm birth'’ is defined as gestational age at birth of less than:

a) 40 weeks
b) 37 weeks
c) 36 weeks
d) 32 weeks
e) 28 weeks

Author: Charlotte Goutallier, PVOGS Academics VIC



Question 75
Preterm refers to a gestational age <37+0 weeks of pregnancy. Which
of the following is not a maternal risk factor for preterm birth:

a) Low socio-economic status

b) Cigarette smoking

c) History of medical abortion

d) IVF conception

e) Recurrent urinary tract infections in pregnancy

Author: Lydia Di Stefano, Academics for PVOGS VIC

Question 76

Which of the following statements about the first stage of labour is
correct:

a) The onset of the first stage of labour is when there is less than 3
minutes between contractions

b) The first stage of labour is always accompanied by a leak of fluid
from the vagina when the membranes rupture

c) It is important for women to attend hospital as soon as possible
when they are in the first stage of labour

d) The end of the first stage of labour is defined by cervical dilation of
10cm

e) Blood-stained mucous and blood-stained liquor are both normal in
the first stage

Author: Lydia Di Stefano, Academics for PVOGS VIC



Question 77
Which of the following statements about the second and third stages
of labour is incorrect:

a) Second stage describes the period of time from when the cervix is
fully dilated to when the baby is born

b) Active management of the third stage of labour consists of
interventions designed to facilitate the delivery of the placenta by
increasing uterine contractions and to prevent primary postpartum
haemorrhage (PPH) by reducing uterine atony

c) Delayed cord clamping in the third stage of labour is
recommended as standard of care for all infants, regardless of
gestational age, except when newborn resuscitation is anticipated or
needed

d) During the third stage, the woman will likely experience
contractions

e) The safest position for the mother and baby is to stay in lithotomy
throughout the second and third stage of labour

Author: Lydia Di Stefano, Academics for PVOGS VIC

Question 78

If ‘obstructed labour’ occurs, a lack of progress in association with
which of the following signs is LEAST expected:

a) Maternal tachycardia

b) Fetal tachycardia

c) Haematuria

d) Maternal hypertension

e) Fever

Author: Charlotte Goutallier, PVOGS Academics VIC

Question 79
Which of the following is not an absolute contraindication for Balloon
Catheter Induction of Labour?

a) Ruptured membranes

b) Antepartum haemorrhage

c) Active genital herpes lesions

d) Simultaneous use of prostaglandins
e) Placenta praevia



Question 80
Alisha is a 39 year old G2P1 who is 39+3 weeks gestation. She has had
one previous lower uterine segment caesarean section (LSCS) and is
keen to try for a vaginal birth after Caesarean section (VBAC) this
pregnancy. Alisha’'s pregnancy has also been complicated by
gestational diabetes which has been managed with insulin and
metformin.

Which of the following is true regarding induction of labour for
Alisha?

a) Induction of labour is recommmended no later than 40+6 due to
Alisha's age

b) Induction of labour is not recommended due to previous LSCS
c) Induction of labour is only indicated if Alisha “goes post dates”
d) Induction of labour is recommmended between 39 — 40 weeks
gestation due to Alisha's gestational diabetes

e) Alisha should have had an induction of labour at 38+0 as she has
needed insulin this pregnancy

Question 81

You offer Alisha a vaginal examination to help assist with induction
planning and to assess her need for cervical ripening. Her cervix is
2cm dilated, Ilcm in length, with the presenting part at station -2.
Consistency is soft and mid-position. Membranes are intact.

What is her Bishop Score?

a) 1

o O T

) 2
)3
)7
)

D

Question 82
Based on Alisha’s examination, what induction method would be the
most appropriate?

a) Insertion of prostin 2mg vaginally to help ripen the cervix
b) Syntocinon infusion

c) ARM

d) Insertion of a Cervical Ripening Balloon

e) Cervidil vaginal pessary



Question 83
Which is true regarding induction of labour with oxytocin? The rate of
oxytocin is uptitrated so that...

a) The frequency of contractions is 2-3 per 10 minutes.

b) Contractions last 40-60 seconds

c) There is resting tone between contractions of at least 120 seconds
d) The oxytocin drip is increased in 15 minutely intervals

e) All women who are induced with oxytocin should receive
Syntometrine in the 3rd stage of labour

Author: Grace Pichlmann (ANZ Academics 2022)

Question 84

Which of the following is not one of the 4 main causes of primary
postpartum haemorrhage?

a) Thrombosis

b) Tissue

c) Tone

d) Toxins

e) Trauma

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 85

Which of the following is first-line management of a post-partum
haemorrhage due to uterine atony in a woman with a background
history of hypertension?

a) IV oxytocin

b) IM ergometrine

c) IV terbutaline

d) IV tranexamic acid

e) IM Carboprost

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 86

A woman who is 28 weeks pregnant is seen in ED for PV bleeding.
Which of the following signs or symptoms would correlate more with
placenta previa rather than placental abruption?

a) Tense uterus

b) Painless bleeding

c) Fetal distress on CTG

d) Large volume antepartum haemorrhage

e) Haemodynamic instability out of proportion with visible loss

Question 87

A 26 year old woman at 26 weeks gestation, presents with an
antepartum hemorrhage. Following history, examination and
investigation, she is diagnosed with vasa praevia. Which of the
following is not a risk factor for this condition?

a) Low-lying placenta

b) IVF pregnancy

c) Succenturiate lobed placenta

d) Previous miscarriage

e) Multiple pregnancy

Question 88

A 30 year old woman at 34 weeks gestation is found to have major
placenta praevia on ultrasound. She has not had an antepartum
hemorrhage. Which of the following would not be a part of your
counselling about ongoing management and precautions?

a) That the woman live close to the hospital

b) That the woman have a constant companion

c) That the woman have a working communication device

d) That the woman have available transport to the hospital at all times
e) That the woman remain on bed rest



Question 89
A multiparous woman who is 37 weeks pregnant presents to the day
assessment unit for painless vaginal bleeding. On history and
examination you estimate her total blood loss to be 50mLs, her
bleeding has settled, she is haemodynamically stable, has no
abdominal tenderness, and has a normal CTG in the DAU. Given her
current presentation, what is the appropriate next step in her
management?

a) Administer tocolytics

b) Serial CTG in 6 hours

c) Book for emergency Caesarean section

)
d) Transvaginal USS
e) Vaginal exam to guide induction planning

Question 90

A 25 year old woman presents to the birth unit with rupture of her
membranes at 39 weeks gestation. She reports a gush of blood
stained amniotic fluid, which soaked her underwear, pyjamas and
bedding followed by ongoing copious blood stained amniotic fluid on
multiple pads since then. She has had occasional contractions over
the last 1 hour but no abdominal pain between contractions and is
haemodynamically stable. She had a low lying placenta at her
morphology ultrasound at 20 weeks, but the placenta was clear of the
cervix on repeat ultrasound at 34 weeks gestation. She is G2P1, with 1
previous Caesarean section of a live baby at term for fetal distress
intrapartum. A CTG shows bradycardia and late decelerations. What is
the most likely diagnosis?

a) Placental abruption
b) Placenta praevia

c) Vasa praevia

d) Placenta accreta

e) Bloody show

Author: Catherine, Rokaya & Megan - Academics and Logistic PVOGS
NZ



Question 91

A 26 year old woman has just had an uncomplicated emergency
Caesarean section due to failure to progress in labour. This was her
first baby and she hopes to have a VBAC with her second child. What
is the recommended interpregnancy interval?

a) 2 months

b) 6 months

c) 12 months

d) 18 months

e) 24 months

Author: Rhys Harris - QLD Chair

Question 92

A 28 year old G3P3 woman had an uncomplicated delivery of a
healthy baby girl at 38+5 weeks' gestation. Half an hour post-delivery
she experiences a post-partum haemorrhage of 1800mLs which is
successfully managed on the labour ward with uterotonics. 5 months
postpartum, she presents to your gynaecology clinic with
amenorrhoea, and she also notes that her milk “never came in” and
she has exclusively bottle-fed her baby since birth. Which of the
following is the most likely explanation for this?

a) Pituitary adenoma

b) Asherman’s syndrome

c) Hypothyroidism

d) Dopamine D2 antagonist use

e) Sheehan’s syndrome

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 93
A 35 year old woman who is 4 weeks post-partum presents to her GP
obstetrician with a 3 day history of a painful, swollen left breast with
general malaise. Her vital observations are as follows: BP 115/75, HR 85,
RR 16, Sa02 98% on RA, temperature 38.0C. On physical examination,
you note her left breast is erythematous, warm and tender on
palpation. There is a palpable 5cm lump that is well-circumscribed,
fluctuant and fixed. What should the GP’s first step in management
be?

a) Advise patient to return home and continue breastfeeding with
regular paracetamol

b) Incision and drainage

c) Prescribe 14 day course of PO flucloxacillin and advise to return
once course complete

d) Advise patient to return home and stop breastfeeding, use warm
compress

e) Advise patient to return home and stop breastfeeding, use cold
compress

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 94

Which of the following is true of stillbirths, neonatal and perinatal
mortality rates in Australia?

a) 2 perinatal deaths per 1,000 live births

b) 10 perinatal deaths per 1,000 live births

c) 20 perinatal deaths per 1,000 live births

d) 20 neonatal deaths per 1,000 live births

e) 20 stillbirths per 1,000 live births

Author: William Stobie, PVOGS-ANZ Academic Officer



Question 95

Your patient is a 14-year-old Anna who is presenting for medical
treatment of gender dysphoria. She has one psychiatric opinion
confirming gender dysphoria with an appointment made to receive
the second. She is extremely anxious about further virilisation. Her
voice has started to ‘crack’ and she finds her body shape distressing.
She is concerned about voice changes becoming permanent and the
onset of facial hair.

In your clinic today, Anna and her mother are discussing with you the
medical management of gender dysphoria. Anna is very anxious
about having to wait and wishes to commence treatment
immediately to prevent puberty from progressing. Her mother raises
the issue of fertility, saying that she does not want Anna to ruin her
chances of having biological children in the future.

How would you best address Anna and her mother’s concerns?

a) Reassure them that fertility-related changes can be reversed by
ceasing the GnRHa, and do not delay in prescribing it to Anna, with
plans to discuss fertility preservation as soon as actionable.

b) Tell Anna’s mother that if Anna has not expressed any interest in
fertility preservation, it is not necessary to provide further information.
c) Do not delay in prescribing GnRHa and gender-affirming
hormones, as neither will have a permanent impact on Anna’s fertility.
d) Specifically question Anna regarding her understanding and
wishes regarding fertility preservation and if there is any uncertainty,
do not commence GnRHa.

e) As Anna is not old enough to consent to medical therapy, GnRHa
should not commence until age 16 when her consent can legally be
given.

Author: George Trotta, PVOGS SA Academics Officer



Question 96

Theo is a 16-year-old starting gender-affirming therapy. In order to
consent, Theo needs to be aware of and understand the effects of
testosterone. Which of the following is not an effect of testosterone?
a)Breast tissue atrophy

b)Clitoral enlargement

c)Increased risk of heart disease

d)Vaginal atrophy

e)Redistribution of body fat

Author: George Trotta, PVOGS SA Academics Officer

Question 97

Which of the following effects of testosterone is correctly paired with
it's time frame of onset and maximum effect.

a)Clitoral enlargement onset 1-6 months, max effect at 1-2 years
b)Redistribution of body fat at 1-6 months, max effect at 2-5 years
c)Deepening of voice at 1-6 months, max effect at 2-5 years

d)Facial and body hair growth at 6-12 months, max effect at 4-5 years
e)lncreased muscle mass and strength at 6-12 months, max effect at
2-5years

Author: George Trotta, PVOGS SA Academics Officer

Question 98

Leia is a 15-year-old who is commencing gender-affirming therapy
after being on puberty blockers since her gender dysphoria diagnosis
at age 12. In order to consent to therapy, she is asked what she knows
of the reversibility of the effects of oestrogen therapy. Which of the
following statements is incorrect.

a)Redistribution of body fat is reversible

b)Breast growth is irreversible

c)Voice changes will not occur

d)Decrease in muscle mass is irreversible

e)Decreased libido is reversible

Author: George Trotta, PVOGS SA Academics Officer



Question 99
Robbie is a 17-year-old who is hoping for treatment to suppress his
periods. He finds his monthly period extremely dysphoric and
struggles to maintain appropriate hygiene due to these feelings. He is
hoping for something effective and rapid-acting to alleviate these
feelings of dysphoria. Which of the following options for period
suppression is most appropriate for Robbie?

1. If Robbie commences gender-affirming therapy, it is likely his
menses will cease anywhere from 1-6 months after his first dose of
testosterone.

2. 3 monthly Depo Provera injections administered by Robbie’s local
GP.

3. Insertion of a IUD, such as a Mirena.

4. Use of the oral contraceptive pill, with advice to skip periods as
often as needed and safety netting regarding what to do in the
case of breakthrough bleeding.

a) All options are suitable

a) Options 2 and 3 are not suitable
b) Options 1, 2 and 3 are not suitable
C) 4 is not suitable

d) No options are suitable

Author: George Trotta, PVOGS SA Academics Officer

Question 100

Which of the following drugs has no effect on the size of uterine
fibroids:

a) GnRH agonist

b) Danazol

c) Clomiphene citrate

d) Mifepristone

e) Levonorgestrel intrauterine device

Author: Pragati Sharma (WA Academics)



Question 101

Which of the following mother/fetus blood type combinations are
MOST likely to lead to severe hemolytic disease of the newborn?
A) Rh negative mother, Rh positive fetus

B) Rh negative mother, Rh negative fetus

C) Rh positive mother, Rh positive fetus

D) Rh positive mother, Rh negative fetus

E) Le positive mother, Le negative fetus

Question 102

Which of the following is true of Rhesus-D inheritance and people
with Rhesus-D antigens?

a) It is inherited in an autosomal dominant fashion

b) “Rhesus D negative” people are either homozygous (DD) or
heterozygous (Dd) for this trait.

c) They are all homozygous dominant (DD).

d) They are all homozygous recessive (dd).

e) They are either homozygous recessive (dd) or heterozygous (Dd) for
this trait

Question 103

Mother-fetus Rhesus D incompatibility problems and subsequent
haemolytic disease of the newborn develops from:

a)The mother's Rh-D antibodies agglutinating placental Rh positive
red blood cells

b)The fetus' antibodies agglutinating its own red blood cells

c)The fetus' antibodies agglutinating its mother's red blood cells
d)The mother’s antibodies agglutinating the fetus’ white blood cells
and other tissues where Rh-D antigens are present on cell
membranes

e)The mother's Rh-D antibodies agglutinating the fetus' Rh positive
red blood cells



Question 104

A perineal tear involving the perineal skin and transverse perineal
muscles would be graded as a?

a) Ist degree perineal tear

b) 2nd degree perineal tear

c) 3rd degree perineal tear

d) 4th degree perineal tear

Question 105

Which of the following is endoanal ultrasound NOT used for in the
postnatal period following obstetric anal sphincter injury (OASI)?

a) To assess completeness of anal sphincter repair

b) To assess for levator ani avulsion

c) To further explain the cause of obstetric anal sphincter injury

d) To guide counselling about mode of delivery in future pregnancies
e) To guide pelvic floor physiotherapy treatment

Author: William Stobie, ANZ Academics
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Question 1

Which of the following is a feature of the round ligament?
a) It contains the blood vessels and nerves that innervate the uterus
b) It is also known as Mckenrodt’s ligament

c) It is the main supportive ligament of the uterus

d) It is an remnant of the embryonic gubernaculum

e) It attaches anteriorly to the superior pubic ramus

Answer: D

Author: Grace Pichlmann, ANZ Academics

Question 2

Which of the following is true regarding the uterus?

a) The uterus derives its entire blood supply from the uterine arteries
b) The uterus has no sympathetic nerve supply

c) The uterus is supported by levator ani muscle

d) The uterine vessels are contained within the infundibulopelvic (IP)
ligament

e) The uterosacral ligament is a reflection of peritoneum extending
from the cervix to the sacrum

Answer: C

A: False: The blood supply of the uterus is derived primarily from the
uterine artery with significant anastomoses with the vaginal arteries
below and ovarian arteries above

B: False:The uterus receives branches from the inferior hypogastric
plexus with the sympathetic elements

D: False: The uterine vessels (artery, vein and lymphatics) are
contained in the inferior aspect of the broad ligament

E: False: The uterosacral ligament extends from the posterior aspect
of the uterus to sacrum



Question 3
Which of the following is false regarding the histological features of
the ovary?

a) The surface layer is covered by columnar epithelium known as
germinal epithelium

b) The cortex contains ovarian follicles

c) The medulla consists of loose connective tissue and neuromuscular
structures

d) The germinal epithelium overlies a dense layer of connective tissue
e) The neurovascular network enters via the hilum

Answer: A
The surface epithelium of the ovary consists of cuboidal epithelium
known as the germinal epithelium

Author: Meghan Gledhill, WA Logistics: Reference Lasts Anatomy and
TeachMeAnatomy



Question 4
What is the likely diagnosis in an adolescent female that presents
with primary amenorrhea and the following physical examination
findings: absent uterus/ upper vagina and normal ovaries, pubic hair,
and breast development.

a) Imperforate Hymen

b) Androgen Insensitivity Syndrome

c) Turner Syndrome

d) Mullerian Agenesis

e) Functional Hypothalamic Amenorrhea

Answer: D, Mullerian agenesis (Mayer-Rokitansky-Kuster-Hauser
syndome), is caused by embryologic underdevelopment of the
mullerian duct, with resultant agenesis or atresia of the vagina, uterus,
or both. The vaginal canal is markedly shortened and may appear as a
dimple below the urethra. The ovaries, given their separate
embryologic source, are typically normal in structure and function,
though they may be found in atypical locations. It usually presents as
a primary amenorrhea in females with fully developed secondary
sexual characteristics.

A: False: Uterus present and bulging vaginal mass usually found on
examination. Also associated with cyclic lower abdominal pain, bulk
symptoms (defecatory & urinary dysfunction)

B: False: AIS has absent uterus & upper vagina, however minimal to
absent pubic/ axillary hair; patient's are 46,XY and have normal
testicular secretion of anti-Mullerian hormone (absent cervix, uterus,
upper vagina) and testosterone (converted to estrogen for breast
development)

C: False: Turner Syndrome has a normal uterus, vagina with streak
ovaries

E: False: More commonly causes secondary amenorrhea, and uterus
would be present. Risk factors: eating disorders, stress, excessive
exercise, and weight loss.

Author: (Simran Gill, QLD Academics)



Question 5

At which gestation during human pregnancy is organogenesis
complete?

A) 4 weeks

B) 6 weeks

C) 8 weeks

D) 10 weeks

E) 12 weeks

Answer: C
8 weeks

Author: Emma Watson - NSW Academics
Source — A/Prof Ray Hodgson (supervises O&G at UNSW Port
Macquarie)
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Author: Emma Watson — NSW Academics
Source — A/Prof Ray Hodgson (supervises O&G at UNSW Port
Macquarie)




Question 6
A 28 year old woman with a past medical history of polycystic ovarian
syndrome presents to you, the GP, for help with conceiving. She has
been having regular unprotected intercourse for just over 1year but
has been unable to conceive. In your evaluation of infertility in this
case, what of the following would you not include in your
investigations?

a) Transvaginal ultrasound

b) Mid-luteal progesterone

c) Oestradiol

d) Prolactin, TFT + serum total testosterone, sex hormone binding
globulin, DHEAS

e) Semen analysis

Answer: B
Author: Isabella Vinci, PVOGS SA Vice Chair



Question 7

A 30 year old GOPO caucasian woman and her 30 year old male
partner present to their GP with concerns regarding infertility. They
have been attempting to conceive for 3 years with regular
unprotected intercourse. Both patients have no significant past
medical history. Her BMI is 28, and her physical examination is
otherwise normal. She has regular periods. What of the following is
least likely to be the cause of her infertility?

a) Hypothyroidism

b) Turner syndrome

c) Kleinfelter's syndrome in the male partner
d) Prolactinoma

e) Sheehan’s syndrome

Answer: E

Explanation:

a) Hypothyroidism: incorrect. A cause of ovulatory dysfunction, and a
common condition in women of this age. Subtle clues in the stem
include her slightly high BMI.

b) Turner syndrome: incorrect. A genetic condition (45, X) which
affects females. Typical physical examination findings include short
stature, webbing of the neck, low-set ears. A cause of primary ovarian
insufficiency which can cause primary amenorrhoea. Unlikely in this
case given her normal physical examination findings and regular
cycle.

c) Anti-phospholipid syndrome: incorrect. A cause of recurrent early
miscarriage and blood clots. A potential cause of infertility, but
uncommon compared to the other options, particularly given that
this woman has no significant past medical history and no history of
miscarriage.

d) Prolactinoma: incorrect. A benign tumour of the pituitary gland
which produces prolactin. This would cause fertility troubles, however
it is far less common than the other options.

e) Sheehan's syndrome: Correct. Necrosis of the pituitary gland
caused by severe hypotension, typically following massive
postpartum haemorrhage. A cause of infertility but this woman is
nulliparous, making this the least likely cause.

Author: Grace Roache, PVOGS SA Chair



Question 8
A 29 year old woman, GOPO presents to the infertility clinic for an evaluation.
She reports having had unprotected vaginal intercourse for the past 12
months without conceiving and often experiences pain with sexual
intercourse. Further history reveals that she had menarche at age 10, and
cycles occur every 26 days and last for 5-7 days. Menstrual cycles are
accompanied by mild to moderate lower abdominal pain. Pelvic exam
shows a normal-sized, retroverted uterus. The posterior vaginal fornix is
tender to palpation. Outpatient pelvic US demonstrates a right sided ovarian
cyst measuring 3.5cm, with a normal uterus and left ovary. Which diagnosis
are you most concerned for in this patient?

a) Endometriosis

b) Primary ovarian insufficiency
c) PCOS

d) Adenomyosis

Answer: A

A- Correct. This patient is presenting with signs and symptoms of
endometriosis. Endometriosis is a potential cause of infertility.
Endometriomas (chocolate cysts), ovarian cysts containing blood and
endometrial tissue, are a feature of endometriosis. Apart from the finding of
an endometrioma, a routine pelvic US will typically not be able to diagnose
endometriosis, particularly if it is superficial endometriosis.

B- Primary ovarian insufficiency (POI) is an uncommon cause of infertility. It
can also lead to atrophic vaginitis and cause dyspareunia. However, this
patient had regular menses while women with POl would be amenorrhoeic

C. Although PCOS can lead to infertility, this patient is not reported to have
other defining signs and symptoms of PCOS (Rotterdam criteria; 1)
oligo/amenorrhoea, 2) clinical/biochemical hyperandrogenism, 3) polycystic
ovarian morphology (PCOM) on ultrasound). The defining ultrasound feature
of PCOM is multiple small follicles (2-9mm) located in the ovarian cortex
(periphery of the ovary).

D. Adenomyosis describes endometrial tissue in the wall of the uterus or
myometrium. While it can present similarly to endometriosis, there are
typical features on ultrasound described in the MUSA criteria, while in this
case the uterus appears normal.
(https://obgyn.onlinelibrary.wiley.com/doi/10.1002/u0g.19096#:~:text=MUSA%
20features®%20typical%200f%20a,and%20translesional%20vascularity%200on
%20color)

(Navya Jain, Flinders Representative PVOGS)


https://obgyn.onlinelibrary.wiley.com/doi/10.1002/uog.19096#:~:text=MUSA%20features%20typical%20of%20a,and%20translesional%20vascularity%20on%20color
https://obgyn.onlinelibrary.wiley.com/doi/10.1002/uog.19096#:~:text=MUSA%20features%20typical%20of%20a,and%20translesional%20vascularity%20on%20color
https://obgyn.onlinelibrary.wiley.com/doi/10.1002/uog.19096#:~:text=MUSA%20features%20typical%20of%20a,and%20translesional%20vascularity%20on%20color

Question 9
Sarah is a 50-year-old woman who comes into your GP clinic reporting 2
weeks of night sweats and hot flushes. She has been suffering from irregular
periods for the last 2 years. At what stage of menopause is Sarah?
a)Premenopause

b)Perimenopause

c)Partial menopause

d)Menopause

e)Post menopause

Answer: B

Menopause is defined as a 1 year period of amenorrhoea with no other cause
and not in the setting of hormonal medications. Women experiencing
menopausal symptoms (e.g. vasomotor symptoms (e.g. hot flushes), and
vaginal dryness) but with ongoing irregular periods would be described as
perimenopausal.

Question 10

A 52 year old woman reports her concerns with vaginal dryness, and hot
flushes disturbing her sleep and low mood. She has had 2 previous normal
vaginal births and a hysterectomy at age 45 for troublesome abnormal
uterine bleeding. She has no significant past medical history. She is wanting
advice on how to manage her symptoms. Which of the following therapies
is not recommended when managing this woman’s menopausal
symptoms?

a)Topical vaginal oestrogen cream (e.g. ovestin cream)

b)Oral cestradiol (e.g. progynova)

c)Oestradiol transdermal patch (e.g. estradot)

d)Oral norethisterone/oestradiol tablets (e.g. Kliovance)

e)SSRI

Answer: D

D - Combined progestogen/oestrogen menopausal hormone therapy (MHT)
is not recommended for women without a uterus. Instead in these women it
is safe to use unopposed oestrogen, as they are no longer at risk of
endometrial hyperplasia/endometrial adenocarcinoma that comes with
unopposed oestrogen therapy in women with a uterus.

https//www.menopause.org.au/hp/information-sheets/oestrogen-only-mht
https://www.menopause.org.au/hp/information-sheets/combined-
menopausal-hormone-therapy-mht

E - SSRIs have been shown to improve hot flushes
(https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004923.pub?
full)



https://www.menopause.org.au/hp/information-sheets/oestrogen-only-mht
https://www.menopause.org.au/hp/information-sheets/combined-menopausal-hormone-therapy-mht
https://www.menopause.org.au/hp/information-sheets/combined-menopausal-hormone-therapy-mht
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004923.pub2/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004923.pub2/full

Question 11

A 50 year old woman visits her GP to discuss concerns regarding
menopause. She tells you that her friend had a fall recently and
fractured her hip. She did some research on the internet and found
that women were at increased risk of fractures because of low
oestrogen postmenopausally. Oestrogen as part of hormone
replacement therapy reduces the risk of what other conditions?
a)Breast cancer

b)Ovarian cancer

c)Obesity

d)lschaemic heart disease

e)Vertebral fracture

Answer: E

Typically it was thought that HRT reduces the risk of cardiovascular
disease, however the Women's Health Initiative randomized trial
demonstrated an increased risk of ischaemic stroke and no effect on
ischaemic heart disease. It does however reduce the risk of vertebral
fractures in addition to hip fractures.

Reference: https://jamanetwork.com/journals/jama/fullarticle/1745676

Question 12

A 54-year-old woman telephones her GP complaining of light,
infrequent periods. She is also suffering from vaginal dryness, low
mood, irritability and hot flushes at night. She is nulliparous and has
not had a hysterectomy or any previous surgeries. The patient is keen
to start treatment for her menopausal symptoms. However, she has
also been reading articles on the internet and is worried about the
risk of endometrial cancer. Which of the following are most likely to
increase the risk of endometrial adenocarcinoma?

a)Combined continuous HRT

b)Combined cyclical HRT

c)Oral Estrogen-only HRT

d)Vaginal oestrogen-only HRT

e)Venlafaxine

Answer: C

Unopposed oestrogen is likely to increase a woman's risk of
endometrial adenocarcinoma. Unopposed vaginal oestrogen
compared to oral oestrogen likely has a lower risk of endometrial
adenocarcinoma due to lower systemic absorption.


https://jamanetwork.com/journals/jama/fullarticle/1745676

Question 13
You are prescribing a hormone replacement therapy (HRT) for a 48-
year-old women who is fit and well but is experiencing severe
menopausal symptoms. She wants to know about the risks and
benefits of the different types of HRT. Which of the following answers
is correct regarding the risk of cancer with different HRT
preparations?

a) All HRT decreases the risk of ovarian cancer

b) HRT with estrogen alone is associated with increased risk of
coronary heart disease

c) HRT with progesterone alone is associated with an increased risk of
coronary heart disease

d) Combined HRT decreases the risk of breast cancer

e) Combined HRT increases the risk of deep vein thrombosis

Answer: E

A - The effect of HRT on ovarian cancer risk is unclear, but likely has no
effect

B/C - HRT likely has no effect or may reduce coronary heart disease

D - Combined HRT is thought to increase breast cancer risk. While

E - Similar to its effect in premenopausal women, combined
oestrogen/progesterone menopausal hormonal therapy increases the
risk of DVT

Reference: https://jamanetwork.com/journals/jama/fullarticle/1745676

(Catherine, Rokaya & Megan - Academics and Logistic PVOGS NZ)


https://jamanetwork.com/journals/jama/fullarticle/1745676

Question 14
A 65 year old woman presents with the sensation of a vaginal bulge
with an associated dragging sensation. She also reports some
difficulty passing urine with intermittent stream and straining to void.
A pelvic examination is completed which demonstrates a bulge
descending from the anterior wall of the vagina. Which type of
prolapse is this woman experiencing?

a) Rectocoele

b) Cystocele

c) Uterine prolapse

d) Vaginal vault prolapse
e) Enterocoele

Answer: B
As can be seen in the diagram above, a pelvic organ prolapse can be
one of many types depending on which organ is prolapsing into the
vagina. A cystocele occurs when the bladder prolapses through the
anterior wall of the vagina and can lead to urinary symptoms due to
kinking of the urethra. A prolapse through the posterior wall of the
vagina is referred to as a rectocele and often leads to difficulty
defecating. Some patients will describe having to digitally reduce
their prolapse in order to pass a bowel motion. Other prolapse types
include a uterine prolapse in which the uterus prolapses down into
the vagina, or a vaginal vault prolapse which most often occurs in
women who have previously had a hysterectomy. Lastly, an
enterocele is when the small bowel prolapses through the superior
posterior vaginal wall.

Author: Grace Hocking - Cairns Hospital Representative- QLD;
Reference: RACGP Pelvic Organ Prolapse document



Question 15

Which of the following does not increase the risk of developing
ovarian cancer?

a) BRCA-1 gene

b) Lynch syndrome

c) Cigarette smoking

d) BRCA-2 gene

e) Salpingectomy for permanent contraception

Answer: E

BRCA genes, Lynch syndrome (mismatch repair gene) and smoking
are all associated with an increased risk of ovarian cancer.
Salpingectomy for contraception reduces a woman'’s lifetime ovarian
cancer risk.

References:
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/27888
55

https://www.acog.org/clinical/clinical-guidance/committee-
opinion/articles/2019/04/opportunistic-salpingectomy-as-a-strategy-
for-epithelial-ovarian-cancer-
prevention#:~text=By%20performing%20salpingectomy%20when%2
Opatients,of%200varian%20cancer%20is%20reduced

Author: Meghan Gledhill Logistics WA, Reference UpToDate

Question 16
Individuals with Lynch syndrome are at increased risk of which
gynaecological malignancy?

a) Vaginal Cancer

b) Endometrial Cancer

c) Cervical adenocarcinoma

d) Cervical squamous cell carcinoma

e) Vulval Cancer

Answer: B. Lynch Syndrome is a germline mutation in DNA mismatch
repair genes. It leads to colon cancer. Individuals are also at an
increased risk of ovarian and endometrial cancer.

Reference: https://jhoonline.biomedcentral.com/articles/10.1186/1756-
8722-6-22

Author: (Simran Gill, QLD Academics)


https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2788855
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2788855
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/04/opportunistic-salpingectomy-as-a-strategy-for-epithelial-ovarian-cancer-prevention#:~:text=By%20performing%20salpingectomy%20when%20patients,of%20ovarian%20cancer%20is%20reduced
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/04/opportunistic-salpingectomy-as-a-strategy-for-epithelial-ovarian-cancer-prevention#:~:text=By%20performing%20salpingectomy%20when%20patients,of%20ovarian%20cancer%20is%20reduced
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/04/opportunistic-salpingectomy-as-a-strategy-for-epithelial-ovarian-cancer-prevention#:~:text=By%20performing%20salpingectomy%20when%20patients,of%20ovarian%20cancer%20is%20reduced
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/04/opportunistic-salpingectomy-as-a-strategy-for-epithelial-ovarian-cancer-prevention#:~:text=By%20performing%20salpingectomy%20when%20patients,of%20ovarian%20cancer%20is%20reduced
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/04/opportunistic-salpingectomy-as-a-strategy-for-epithelial-ovarian-cancer-prevention#:~:text=By%20performing%20salpingectomy%20when%20patients,of%20ovarian%20cancer%20is%20reduced
https://jhoonline.biomedcentral.com/articles/10.1186/1756-8722-6-22
https://jhoonline.biomedcentral.com/articles/10.1186/1756-8722-6-22

Question 17
Which of the following is the gold standard investigation to diagnose
endometriosis?

Laparoscopy

Hysteroscopy

MRI abdo + pelvis

Transabdominal ultrasound

Transvaginal ultrasound

mo oD P

Answer: A. Although endometriosis can be diagnosed on MRI pelvis or
deep infiltrating endometriosis ultrasound, laparoscopy is still the
gold standard for diagnosis.

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 18

20 year old woman presents to ED due to severe abdominal pain. She
has a past history of regular but extremely painful periods. She is
sexually active with a single, long-term partner and states she always
uses condoms. Her last menstrual period was 2 weeks ago and was
normal for her in terms of duration and volume of blood loss. A
transvaginal ultrasound shows 30mLs of free fluid in the pouch of
douglas, normal vascularity to the ovaries bilaterally and a 4cm right
unilocular ovarian cyst with homogenous ‘ground-glass’ contents.
What is the most likely cause of her abdominal pain?

Ovarian torsion

Ruptured endometrioma

Ectopic pregnancy

Hydrosalpinx

Pelvic inflammatory disease

moo >

Answer: B
Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 19

A 27 year old woman, who has not conceived after 1.5 years of
unprotected sexual intercourse, presents to your gynaecological clinic
for evaluation. She asks you if she could have undiagnosed
endometriosis, as her friend was recently diagnosed with this. Which
of the following points on history would suggest endometriosis as the
cause of her fertility issue?

a) Dyspareunia and dysmenorrhoea

b) Hirsutism and acne

c) Irregular periods

d) Intermenstrual bleeding

e) History of recurrent miscarriage in her mother and sister

Answer: A. Endometriosis can present with a variety of symptoms,
however typically it presents with pelvic pain. Many women with
endometriosis are also diagnosed during laparoscopy for evaluation of
infertility, and can be completely asymptomatic otherwise.

Author: Abigail Anderson- QLD Academics Officer;
Reference: AMC Handbook of MCQ

Question 20

A 24-year-old woman presents with complaints of severe pelvic pain
and cramping, dyspareunia, and pain on defecation. She reports that
these symptoms occur once a month. On bimanual examination, her
uterus is noted to be fixed and immobile. On further history taking,
she reports being unable to conceive despite trying for the last year.
Which of the following is the most accurate test to definitively
diagnose this condition?

a) Ultrasound scan

b) Laparoscopy with biopsy

c) CT scan

d) Day 21 progesterone blood test

e) MRI scan

Answer: B

Author: Grace Hocking - Cairns Hospital Representative- QLD;
Reference: RANZCOG - Australian Clinical Practice Guideline for the
diagnosis and management of endometriosis



Question 21
A 48 year old woman presents with dysmenorrhoea, heavy menstrual
bleeding and iron deficiency anaemia. Bimanual examination reveals
a bulky uterus. Which of the following is required to provide a
definitive diagnosis of adenomyosis?

a) Serum oestradiol and day 21 progesterone

b) Colposcopy

c) Pelvic CT scan with contrast

d) Hysteroscopy

e) Hysterectomy

Answer: E. Ultrasound and MRI may diagnose adenomyosis non-
surgically. Otherwise adenomyosis can only be definitively be
diagnosed following histological evaluation following a hysterectomy.
Author: Rhys Harris - QLD Chair

Reference: UpTo Date - Uterine adenomyosis

Question 22

Which of the following is not a risk factor for the development of uterine
fibroids?

a) Nulliparous or low parity

b) African American ethnicity

c) Early menarche

d) Cigarette smoking

e) Diabetes

Answer: D, cigarette smoking.
Author: Pragati Sharma (WA Academics)

Question 23

All of the the following are more likely in a woman with cervical polyps
except:

a) Spontaneous miscarriage

b) Ante-partum haemorrhage

c) Postcoital bleeding

d) Postmenopausal bleeding

e) Intermenstrual bleeding

Answer: A, spontaneous abortion.
Author: Pragati Sharma (WA Academics)



Question 24
A 48-year-old woman presents with intermenstrual bleeding for two
months and episodes of bleeding occurring any time in the cycle.
There is no associated pain. Differential diagnosis for intermenstrual
bleeding does not include:

a) Endocervical polyp

b) Cervical malignancy

c) Endometrial polyp

d) Ovarian teratoma

e) Atrophic vaginitis

Answer: D
Author: Pragati Sharma (WA Academics)

Question 25

Uterine fibroids may present with all of the following except?
a) Amenorrhoea

b) Pelvic mass

c) Dysmenorrhoea

d) Infertility

e) Intermenstrual bleeding

Answer: A
Author: Pragati Sharma (WA Academics)

Question 26

A pregnant woman at 28 weeks gestation, with a fibroid uterus,
presents with acute constant lower abdominal pain with a low grade
fever, and mild leukocytosis. She has a normal CTG and negative
Kleihauer test. The most likely diagnosis is:

a) Preterm labour

b) Torsion of fibroid

c) Red degeneration of fibroid

d) Placental abruption
e) Increased umbilical artery resistance
Answer: C

Author: Pragati Sharma (WA Academics)



Question 27
A 51 year old female who underwent a dilatation of the cervix and
curettage of the uterus for investigation of postmenopausal bleeding
has been diagnosed with endometrial hyperplasia without atypia. She
is otherwise well and has no other past medical history. How should
she be managed?

a)Conservative management with annual pelvic ultrasound
b)Conservative management with annual endometrial sampling
c)Medical management with oral oestrogen

d)Medical management with intrauterine progestogen
e)Surgical management with hysterectomy

Answer: C
c) Medical management with intrauterine progestogen

Conservative management or observation is not recommended in
postmenopausal patients as they are at higher risk of develop
endometrial carcinoma compared to premenopausal patients. 6
monthly endometrial surveillance with endometrial biopsy/sampling
in addition to medical management with progestogens is
recommended in postmenopausal patients. Intrauterine progestogen
(LNG-1US) should be the first-line medical treatment rather than oral
progestogen as it has a higher disease regression rate with fewer
associated adverse effects. Progestogen therapy should be offered
before surgical management as it induces remission in the majority of
women whilst avoiding surgery-associated morbidity. Hysterectomy
may be offered to women in whom progestogen therapy is
contraindicated, have persistent bleeding despite progestogen
therapy, do not have regression of endometrial hyperplasia after 12
months of progestogen therapy, or develop progression to
endometrial hyperplasia with atypia.

Author: Raine Hengpoonthana, NSW Academics
References: Greentop Guidelines



Question 28

A 35 year old woman with a BMI of 28 kg/m?2 presents with
polymenorrhoea and abnormal uterine bleeding. Analysis of a
directed biopsy of her endometrium, taken by endometrial pipelle,
demonstrates well differentiated endometrial cells with an increased
gland-to-stroma ratio, and normal appearing nuclei. What is the most
likely diagnosis?

a)Endometrial hyperplasia with atypia
b)Endometrial hyperplasia without atypia
c)Adenomyosis

d)Endometriosis

e)Endometrial polyp

Answer: B

Author: William Stobie, Academics ANZ

References:
https://www.rcog.org.uk/media/knmjbj5c/gtg_67_endometrial _hyper
plasia.pdf

Question 29
Which of the following types of endometrial cancer has the highest
incidence?

a)Endometrioid adenocarcinoma
b)Serous carcinoma

c)Clear cell carcinoma
d)Carcinosarcoma
e)Leiomyosarcoma

Answer
a)Endometrioid adenocarcinoma

Author: Raine Hengpoonthana, NSW Academics
References: Uptodate


https://www.rcog.org.uk/media/knmjbj5c/gtg_67_endometrial_hyperplasia.pdf
https://www.rcog.org.uk/media/knmjbj5c/gtg_67_endometrial_hyperplasia.pdf

Question 30
A 27 year old female has a cervical screening test for the first time
which returns the following result: HPV 16 positive, LBC negative
What management do you advise for her?

a) Repeat CST in 5 years

b) Repeat CST in 2 years

c) Repeat CST in 12 months

d) Repeat CST in 6-12 weeks

e) Refer for colposcopy

Answer: E, Refer for colposcopy.
All findings of HPV-16 and HPV-18 should be referred for colposcopy,
irrespective of liquid based cytology (LBC) results.

References: Australian National Cervical Screening Program,
Wikicancer (Australian based guidelines for cervical cancer
Mmanagement)

Question 31

A 25 year old woman has her first cervical screening test on the advice
of her GP. She was asymptomatic at the time the sample was
obtained. The sample returns a result of HPV detected (not 16/18). A
reflex LBC test is thus run by the lab. The LBC returns a result of LSIL.
What is the next step for this patient?

A. Retest LBC in 6 weeks

B. Repeat HPV test in 12 months

C. Refer for colposcopic assessment

D. Routine 5 yearly screening

E. Retest HPV in 12 weeks

Answer - B

The National Cervical Screening Program (NCSP) classes cervical
screening test (CST) results as low, intermediate and high risk which
should be managed with routine screening (5 yearly), repeat CST in 12
months or referral for colposcopy respectively.

HPV-other with normal cytology, pLSIL or LSIL is classified as
intermediate risk and warrants repeat CST in 12 months.

Reference:
https://wiki.cancer.org.au/australia/Guidelines:Cervical_cancer/Screeni
ng

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



https://wiki.cancer.org.au/australia/Guidelines:Cervical_cancer/Screening
https://wiki.cancer.org.au/australia/Guidelines:Cervical_cancer/Screening

Question 32

Women who present with symptoms of cervical cancer, such as
recurrent postcoital or intermenstrual bleeding, are recommended to
be investigated with a co-test and colposcopy.

What does a “co-test” consist of?

a) Pap smear and human papillomavirus testing

b) Pap smear and liquid based cytology testing

c) Liquid based cytology and human papillomavirus testing
d) Liquid based cytology and gynaecological examination
e) Staining the cervix with both acetic acid and iodine

Answer: C

- Co-tests (HPV testing and liquid-based cytology) are performed to
investigate symptoms of cervical cancer and for test of cure following
treatment for CIN-2/3 (https://www.cancer.org.au/clinical-
guidelines/cervical-cancer-screening/management-histologjcally-
confirmed-high-grade-squamous-abnormalities/test-of-cure-after-
treatment-for-hsil-cin2-3)

- Pap smears are no longer performed as part of the current NCSP.
(https://www.aihw.gov.au/reports/cancer-screening/national-cancer-
screening-programs-participation/contents/national-cervical-
screening-program)

Author: William Stobie, PVOGS-ANZ Academics


https://www.cancer.org.au/clinical-guidelines/cervical-cancer-screening/management-histologically-confirmed-high-grade-squamous-abnormalities/test-of-cure-after-treatment-for-hsil-cin2-3
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Question 33
Which of the following tests has the best sensitivity and specificity to
screen for a current gonorrhoea or chlamydia cervicitis infection in
women?

a) Chlamydia/gonorrhoea PCR on mid-stream urine
b) Chlamydia/gonorrhoea PCR on endo-cervical swab
c) Chlamydia/gonorrhoea IgA and IgG on serology

d) Chlamydia/gonorrhoea IgM and IgG on serology

e) Microscopy and culture of endo-cervical swab

Answer: B

- Endocervical swab is the most sensitive test when screening for
chlamydia/gonorrhoea (https:/sti.guidelines.org.au/sexually-
transmissible-infections/chlamydia).

- First pass urine, not midstream, is used for screening but is less
sensitive than endocervical swabs

- While serology for chlamydia/gonorrhoea can give some
information about timing of infection and past infection, it does not
accurately differentiate between a current v.s. recent infection.

- Endocervical swab for culture has good specificity but poor
sensitivity for gonorrhoea but is recommended in combination with
NAAT to guide antibiotic choice due to increasing rates of antibiotic-
resistant gonorrhoea (https://sti.guidelines.org.au/sexually-
transmissible-infections/gonorrhoea).

Author: William Stobie, PVOGS-ANZ Academics
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Question 34
Which of the following results at cervical screening test (CST) does not
require referral for colposcopy under the National Cervical Screening
Program (NCSP)?

a) HPV-18 with normal endocervical component

b) HPV non-16/18 with low-grade squamous intra-epithelial lesion

c) HPV-16 with high-grade squamous intra-epithelial lesion

d) HPV non-16/18 with possible high-grade squamous intra-epithelial
lesion

e) HPV-16 with possible low-grade squamous intra-epithelial lesion
Answer: B

Current recommendations are for referral for colposcopy to further
investigate a finding of HPV-16 and HPV-18. In addition to this reflex
liquid based cytology (LBC) testing (as a “reflex” to a positive HPV
result) is done on the same sample if any HPV is detected. On LBC if
the findings are possible high-grade squamous intra-epithelial lesions
(p-HSIL) or high grade squamous intra-epithelial lesions (HSIL) then
referral for colposcopy is recommended.

A finding of HPV non-16/18 (a.k.a. HPV-other), even with LSIL on LBC is
not an indication for colposcopy.

Reference: Wiki Cancer - National Cervical Cancer Screening Program
https://www.cancer.org.au/clinical-guidelines/cervical-cancer-
screening/management-of-oncogenic-hpv-test-results/?
title=Guidelines:Cervical_cancer/Screening/Management_of oncogen
ic_HPV_test_results
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Question 35
Which of the following best describes the effect of Lugol's iodine at
colposcopy:

a) Application of iodine highlights dysplastic squamous cells by
making them turn acetowhite

b) Normal mature squamous epithelium is glycogenated and iodine is
glycophilic, making normal cells appear darker.

c) It causes reversible precipitation of nuclear proteins, which have a
higher content in cervical intra-epithelial neoplasia (CIN), preventing
light from passing through areas of CIN and thus appearing white.

d) Columnar epithelium is glycophilic and strongly takes up iodine,
thereby appearing darker to help highlight the transformation zone.
e) It is used to create an aseptic field during colposcopy

Answer: B

The principle behind the iodine test is that original and newly formed
mature squamous metaplastic epithelium is glycogenated, whereas
CIN and invasive cancer contain little or no glycogen. Columnar
epithelium does not contain glycogen. Immature squamous
metaplastic epithelium usually lacks glycogen or, occasionally, may
be partially glycogenated. lodine is glycophilic and hence the
application of iodine solution results in uptake of iodine in glycogen-
containing epithelium.
Reference:_https://screening.iarc.fr/colpochap.php?lang=1&chap=4

Photos below show a cervix with acetic acid and Lugol's iodine
applied during colposcopy in both a normal cervix (top line) and CIN
lesion (bottom line) at 12 o'clock in the figure on the right and

1 1 1 1 (1) Cervix without precancerous lesion. Left. Native Cervix. In the center. Cervix after
circu mfe rentia l |y Int h € ﬂ gure on th € leﬁ: acetic acid application (VIA). Right. Cervix after Lugol's iodine application (VIA).

& (2) Cervix with precancerous lesion. Left. Native Cervix. In the center. Cervix after
acetic acid application (VIA). Right. Cervix after Lugol's iodine application (VIA).

1

Reference:
https:// wWwww.obermair.info/medical-

conditions/colposcopy/

Reference:
https://journals.plos.org/plosone/
article?
id=10.1371 /journalppone.0268015
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Question 36

Rina is a 66 year old post-menopausal G3P3 women who has
presented with intense vulval itching that has been bothersome and
painful for many months now. She also reports that this pain and
constant itching has been causing her dyspareunia. She has not had a
change in sexual partner for many years now.

On examination, you note generalised atrophy of the vulva, with
resorption of the labia minora, excoriations at the vulval vestibule, and
numerous white plaques.

What is the first treatment you will recommend to her?

A) Topical oestrogen cream
B) Clotrimazole pessary

C) Metronidazole

D) Topical corticosteroids
E) Topical emollients

Answer: D. This woman is presenting with lichen sclerosus, this is
characterized by vulval pruritus, atrophy of the vulva and white
plagues as we see on examination. The first line treatment is high
dose topical corticosteroids, however emollients may be used for
symptomatic benefit.

Clotrimazole pessary is the treatment for candidiasis infection
(thrush), which may also cause intense itching of the vulva. However,
it is common to also cause a thick white discharge which the patient
may complain of, or would be visible on examination.

Metronidazole is the treatment for bacterial vaginosis. BV often
causes a foul-smelling, thin discharge, and occasionally presents with
vaginal pruritis. Topical oestrogen cream is the treatment for atrophic
vulvovaginitis in post-menopausal (a.k.a. Oestrogen deficient women).
There may be mild vulvovaginal atrophy and some dyspareunia
related to vaginal dryness in these women, but we would not expect
pruritus to be a significant component of this.

Author: Anushree Loyalka - WA Academics.

Reference: Up to date,
https://wwwil.racgp.org.au/ajgp/2022/october/an-itchy-white-vulva
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Author: Anushree Loyalka - WA Academics.

Reference: Up to date,
https://wwwil.racgp.org.au/ajgp/2022/october/an-itchy-white-vulva
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Question 37
Which of the following is a characteristic examination finding for
vulvodynia?

A)Pain out of proportion on pressure point palpation of the vulva
B)Loss of vaginal rugae

C)Granulation tissue at old episiotomy sites/surgical scar
D)Ulceration

E)Malodorous discharge

Answer: A. To perform pressure point examination, a g-tip is used to
palpate the vuvla in a clockwise formation, patients with vulvodynia will
have pain out of proportion to the pressure from the g-tip. The remaining
options represent differentials for vulval pain.

Author: Anushree Loyalka - WA Academics. Reference: Up to Date

Question 38

What cause of vaginitis is characterized by a thin, white discharge with a
fishy odor?

a) Bacterial vaginosis

b) Atrophic vaginitis

c) Trichomoniasis (Trichomonas vaginalis infection)

d) Candida Vaginitis (Candida Albicans)

e) Lichen sclerosus

Answer: A. Bacterial vaginosis. Bacterial vaginosis is a condition of multiple
organisms, characterised by loss of lactobacilli and overgrowth of other
organismes, typically gardnerella vaginalis and prevotella. A diagnostic
criteria used in clinical trials is the Amsel criteria, however this is rarely used
in clinical practice. The Amsel criteria include pH >4.5, clue cells on gram
stain (a feature of gardnerella infection), positive KOH (whiff) test and thin
vaginal discharge.

B: False: Atrophic vaginitis, is a non infective cause of vaginitis. Usually no
discharge, rather vaginal itch, bleeding, with associated urinary symptoms.
C: False: Trichomoniasis usually thin, yellow-green malodorous frothy
discharge with vaginal inflammation. Lab findings show pH >4.5 and motile
trichomonades.

D: False: Candida usually thick “cottage cheese” discharge, with vaginal
inflasmmation. Lba findings show normal pH (3.8-4.5) and pseudohyphae.
E: False: Lichen Sclerosus usually no discharge, likely in a postmenopausal
woman that presents with vulvar itching and thin, dry, white plaque-like
vulvar skin.

Author: Simran Gill, QLD Academics



Question 39
Mary is a 28 year old G2P2 4 weeks postpartum following a normal
vaginal birth. She's presented to her GP to discuss contraception.
She's currently breastfeeding. Which option would be least suitable?
a) Mirena IUD

b) Progesterone only pill

c) Combined oral contraceptive pill (COCP)

d) Implanon

e) Condoms

Answer: C. Oestrogens may reduce milk supply and are
contraindicated in breastfeeding women.
Author: Makayla Hamilton ACT Academics

Question 40

Jane takes the COCP. She's on day 18 of the active pills and missed her
pill this morning, she had unprotected sex around lunchtime and
then remembered she hadn't taken her pill. She's rang for advice,
what advice should you give her?

a) Take the missed pill immediately, continue taking pills as normal.
Consider taking the emergency levonorgestrel pill.

b) Take the missed pill as soon as possible then continue taking pills
as normal, no extra contraception required.

c) Take the missed pill as soon as possible then continue taking pills
as normal, use barrier protection for the next 7 days.

d) Omit the missed dose, continue taking as normal from tomorrow
and use barrier protection for 7 days

e) Stop taking pills, start the 7 day pill free break, no extra protection
needed

Answer: B
Author: Makayla Hamilton ACT Academics



Question 41
Jane takes the COCP. She's on day 2 of the active pills and missed her pill
this morning, she had unprotected sex around lunchtime and then
remembered she hadn't taken her pill. She's rang you as her GP for advice,
what advice should you give her?

a) Take the missed pill immediately, continue taking pills as normal.
Consider taking the emergency levorgestrel pill.

b) Take the missed pill as soon as possible then continue taking pills as
normal, no extra contraception required.

c) Take the missed pill as soon as possible then continue taking pills as
normal, use barrier protection for the next 7 days.

d) Omit the missed dose, continue taking as normal from tomorrow and use
barrier protection for 7 days

e) Stop taking pills, start the 7 day pill free break, no extra protection needed

Answer: A

Author: Makayla Hamilton ACT Academics

Reference: https://www.fsrh.org/documents/ceu-clinical-guidance-
emergency-contraception-march-2017/

Question 42

You're a GP and Lucy is a 28 year old patient coming in for a repeat script for
the COCP, she has tried other methods of contraception in the past but
prefers the combined oral contraceptive pill (COCP) and tolerates this well
with no side effects. She has no history of migraine with aura, venous
thrombo-embolism and no history of cardiovascular or liver disease. Before
prescribing you check her blood pressure (124/82) and do a quick health
check, you discover she is a current smoker of 10 cigarettes per day. What is
the best advice to give Lucy?

a) Counsel her on quitting smoking, prescribe her repeat script for the
COCP.

b) Tell Lucy she cannot have any form of hormonal contraception while she
smokes, advice her to use barrier protection until she quits smoking

c) Tell Lucy the COCP is contraindicated in women who smoke, prescribe
her the progesterone only pill instead.

d) Counsel her on quitting smoking, work through an informed consent
process including the increased risk of venous thromboembolic disease with
COCP use, prescribe her the COCP.

e) Tell Lucy the COCP is a terrible form of contraception and she should just
rely on the pull out method instead.

Answer: D
Author: Makayla Hamilton ACT Academics



Question 43
Jemima is 24, suffers from heavy menstrual periods and is interested in
contraception. She has no interest in having children for at least the next
few years and is mostly interested in a contraceptive option that will reduce
her heavy periods. Which option would be the most likely to reduce her
bleeding and fit her requirements?

a) Copper IUD

b) Cycle Tracking

c) Implanon

d) COCP

e) Levonorgestrel IUD (Mirena)

Answer: E
Author: Makayla Hamilton ACT Academics
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Question 44

An 18 year old woman presents to her regular GP for advice on
contraception. She is wanting to try the COCP but is concerned about
certain risks she has been reading about on Google. In particular, she is
worried about an increased risk of endometrial cancer and breast cancer.
You advise her that:

A. There is an increased risk of endometrial cancer but decreased risk of
breast cancer

B. There is an increased risk of both endometrial cancer and breast cancer
C. There is a decreased risk of endometrial cancer but increased risk of
breast cancer

D. There is a decreased risk of both endometrial cancer and breast cancer
E. There have been no studies conducted on the risk of endometrial and
breast cancer from COCP use

Answer: C.

Reference: https://wwwl.racgp.org.au/newsgp/clinical/breast-cancer-risk-
similar-in-oral-
contraceptives#:~text=Combined%20oral%20contraceptives%20(COCP)%20
containing,association%20with%20progestogen%2Donly%20contraceptives.

Question 45

A 26 year old woman presents to a GP clinic asking for emergency
contraception following unprotected sex four days ago. She is adamant that
she wants to avoid becoming pregnant and wants the most effective form
of emergency contraception. Her past medical history includes poorly
controlled asthma. She has no known drug allergies. What is the most
appropriate management option?

Copper intrauterine device

Ulipristal acetate (UPA)

Mirena intrauterine device

No emergency contraception is needed for this patient

Levonorgestrel

mo oo

Answer: A. Copper IUD is most appropriate as it is the only option with
efficacy up to 120 hours after unprotected intercourse which is safe to use in
this patient. Ulipristal acetate (B) is also licenced for use up to 120 hours
however is less effective than the copper IUD and is relatively
contraindicated in patients with severe asthma. Cis incorrect as it is not a
form of emergency contraception. D is incorrect as this woman has
expressed she does not want a pregnancy and so should be offered
emergency contraception. High dose levonogestrel (E) is incorrect as it has
limited if any efficacy beyond 72 hours.

Reference: https://www.racgp.org.au/afp/2017/october/emergency-
contraception-oral-and-intrauterine-opti

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary
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Question 46
Which of the following contraception options are associated with the
longest delay in return to fertility?

A. Progesterone only ‘mini’ pill

B. COCP

C. Mirena lUD

D. Depot-provera

E. Copper IUD

Answer: D
Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 47

Which of the following is NOT a normal physiological change in
pregnancy?

A. Decrease in factors VI, IX, X

B. Increase in eGFR

C. Increase in cardiac output

D. Decrease in total peripheral resistance

E. Decrease in Hb concentration

Answer: A

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 48

Which of the following conditions is screened for as part of routine
antenatal screening in Australia?

Toxoplasmosis

Hepatitis A

Fragile X

HIV

Bacterial vaginosis

Answer: D

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary
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Question 49
A 25 year old woman presents with abdominal pain and vaginal
bleeding at 7 weeks gestation. Which of the following is most
suggestive of a tubal ectopic pregnancy?
1.An appropriately rising serum BhCG on two recent samples taken
48 hours apart
2.Guarding and marked rebound tenderness in the left iliac fossa.
3.Hypotension and bradycardia.
4. Rapid pulse and upper abdominal pain
5.Tenderness in the pouch of douglas and an adnexal mass.

Answer: B. Blood in the peritoneal cavity rarely results in board-like
rigidity (A), this is generally produced by chemical or purulent
peritonitis.

Alternatively, blood in the abdomen usually results in marked
rebound tenderness and a small amount of guarding (B is correct).
The pain and tenderness in a tubal ectopic pregnancy is usually
present in the lower abdomen but often not localised to the site of
pathology yet.

C, Shock in the setting of bradycardia and hypotension is more
suggestive of cervical shock. Pelvic tenderness is much more
common than a palpable pelvic mass.

Author: Abigail Anderson- QLD Academics Officer (Reference: AMC
Handbook of MCQ)



Question 50
In which of the following cases of ectopic pregnancy would expectant
management be appropriate?

a) 24 year old haemodynamically stable woman with 2.6cm left tubal
mass with associated abdominal pain and B-hCG of 1200 at initial
presentation

b) 24 year old haemodynamically stable woman with 4.3cm left tubal
mass, pain free with a B-hCG of 2000 at initial presentation

C) 24 year old haemodynamically stable woman with a 2.8cm ovarian
mass, pain free with a B-hCG of 1000 at initial presentation

d) 24 year old haemodynamically stable woman with 2.5cm right
tubal mass, pain free with a B-hCG of 1300, 48 hours prior, and BhCG
of 1,000 at the time of presentation to you.

e) 24 year old haemodynamically stable woman with 1.3cm right tubal
mass, pain free with a B-hCG of 1700 at initial presentation

Answer: D. Expectant management of an ectopic pregnancy is only
an option if the following criteria are met:

e Haemodynamically stable

e Low and falling B-hCG (less than 1500 IU/L at initial presentation)

e Tubal mass less than 3cm

e No pain

e Nil to minimal evidence of blood in the pelvis on USS

e No geographical isolation
These patients should have a B-hCG initially 48 hourly, with ongoing
serial BhCG monitoring. It is also worth noting that once expectant
Mmanagement is chosen, at any point this may be changed to medical
or surgical management based if the patient no longer meets the
criteria above, or decides to choose a different management strategy.
Author: Grace Hocking - Cairns Hospital Representative- QLD;
Reference: Queensland Clinical Guideline: Early pregnancy loss



Question 51
Which of the following patients should be advised to take 5mg of folic
acid prior to conceiving, as opposed to the standard 400 microgram
dose?

A. A 26 year old woman who has a maternal second cousin with a neural
tube defect

B. A 32 year old woman who takes daily levetiracetam

C. An 20 year old woman with a BMI of 29

D. A18year old woman who is found to be 17 weeks’ gestation on US
after a positive home pregnancy test

E. A 36 yearold woman who's older sister had gestational diabetes in all
3 of her pregnancies

Answer: B. High dose folic acid is recommended for women with an
increased risk of neural tube defects. All anti-epileptics have an increased
risk of congenital malformations and women taking these would be
recommended to take high dose folic acid 5mg, to convert to the lowest
dose of anti-epileptics that maintains seizure control, and lowest risk
anti-epileptic (typically levetiracetam, brand name Kepypra) if possible
preconception.

Question 52

A 19 year old G1PO woman presents to her GP at 20+3 weeks complaining
of a 3 day history of dysuria and dull lower abdominal pain. She denies
haematuria, flank pain, rigors and chills. She is allergic to penicillin, and
experiences a pruritic rash with use. On exam she is hemodynamically
stable and afebrile. A urine dipstick is positive for leucocytes and nitrites.
A urine MC&S is sent. Which of the following is the correct management
option for the GP in the meantime?

A. A5 day course of PO nitrofurantoin

B. A5 day course of PO doxycycline

C. Await results of MC&S before starting any antimicrobial agent

D. A5 day course of amoxicillin

E. A3 day course of trimethoprim + sulfamethoxazole

Answer: A. Symptomatic UTls should be treated empirically in pregnancy
to reduce the risk of pyelonephritis, especially when the diagnosis is
clear. eTG and many guidelines recommend nitrofurantoin, cephalexin
or trimethoprim as first line therapy. Amoxicillin can be used as targetted
therapy, however a large proportion of E.coli UTls are resistant to
amoxicillin, so it shouldn't be used until urine MCS results come back
(which typically takes 1-2 days).

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 53

Which of the following is not a risk factor for ectopic pregnancy?
A. Past ectopic pregnancy

B. Previous Chlamydia infection

C. Previous intra-uterine device use

D

E

Endometriosis
In vitro fertilisation

Answer: C. Conceiving when an |UD is in situ will increase risk of ectopic
pregnancy, NOT previous use of an IUD. If you think practically, both
chlamydia causing PID (and scarring of uterine tubes) and endometriosis
(causing adhesions around uterine tubes) will effect tubal motility and
the ability for embryos to pass through to the uterine cavity to implant
normally.

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 54

A patient presents for her first visit in her second pregnancy with a
history of a second trimester miscarriage in her previous pregnancy.
What could be done in this pregnancy to reduce the risk of late
second trimester loss or preterm birth?

A) Vaginal progesterone pessaries

B) Oral progesterone tablets

C) Cervical colposuspension

D) Vaginal oestrogen pessaries

E) Serial ultrasounds to screen cervical length

Answer: A. There is evidence that daily progesterone 200mg pessaries
can be used to reduce the risk of preterm birth in high risk women. It
should be commenced between 16-24 weeks gestation (sometimes
earlier, but typically not after 24 weeks). High risk features include:

-A history of spontaneous preterm birth < 34 weeks gestation

-Loss of pregnancy > 16 weeks gestation

-PPROM in a previous pregnancy

-Cervical surgery including a previous LLETZ or cone biopsy

-Results from a transvaginal ultrasound scan carried out between
16+0 and 24+0 weeks of pregnancy that show a cervical length of 25
mm or less.

Reference:
https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#
prophylactic-vaginal-progesterone-and-prophylactic-cervical-
cerclage

Author: Emma Watson — NSW Academics, A/Prof Ray Hodgson
(supervises O&G at UNSW Port Macquarie)



https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#prophylactic-vaginal-progesterone-and-prophylactic-cervical-cerclage
https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#prophylactic-vaginal-progesterone-and-prophylactic-cervical-cerclage
https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#prophylactic-vaginal-progesterone-and-prophylactic-cervical-cerclage

Question 53

Which of the following is not a risk factor for ectopic pregnancy?
A. Past ectopic pregnancy

B. Previous Chlamydia infection

C. Previous intra-uterine device use

D

E

Endometriosis
In vitro fertilisation

Answer: C. Conceiving when an |UD is in situ will increase risk of ectopic
pregnancy, NOT previous use of an IUD. If you think practically, both
chlamydia causing PID (and scarring of uterine tubes) and endometriosis
(causing adhesions around uterine tubes) will effect tubal motility and
the ability for embryos to pass through to the uterine cavity to implant
normally.

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 54

A patient presents for her first visit in her second pregnancy with a
history of a second trimester miscarriage in her previous pregnancy.
What could be done in this pregnancy to reduce the risk of late
second trimester loss or preterm birth?

A) Vaginal progesterone pessaries

B) Oral progesterone tablets

C) Cervical colposuspension

D) Vaginal oestrogen pessaries

E) Serial ultrasounds to screen cervical length

Answer: A. There is evidence that daily progesterone 200mg pessaries
can be used to reduce the risk of preterm birth in high risk women. It
should be commenced between 16-24 weeks gestation (sometimes
earlier, but typically not after 24 weeks). High risk features include:

-A history of spontaneous preterm birth < 34 weeks gestation

-Loss of pregnancy > 16 weeks gestation

-PPROM in a previous pregnancy

-Cervical surgery including a previous LLETZ or cone biopsy

-Results from a transvaginal ultrasound scan carried out between
16+0 and 24+0 weeks of pregnancy that show a cervical length of 25
mm or less.

Reference:
https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#
prophylactic-vaginal-progesterone-and-prophylactic-cervical-
cerclage

Author: Emma Watson — NSW Academics, A/Prof Ray Hodgson
(supervises O&G at UNSW Port Macquarie)



https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#prophylactic-vaginal-progesterone-and-prophylactic-cervical-cerclage
https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#prophylactic-vaginal-progesterone-and-prophylactic-cervical-cerclage
https://www.nice.org.uk/guidance/ng25/chapter/Recommendations#prophylactic-vaginal-progesterone-and-prophylactic-cervical-cerclage

Question 55
What is the most common symptom of a molar pregnancy?

a)Abdominal pain
b)Vaginal bleeding
c)Hyperemesis
d)Hypothyroidism
e)Haemoptysis

Answer: B. Vaginal bleeding. Typically molar pregnancies will be
diagnosed following an ultrasound or D&C to investigate or manage a
miscarriage. The most common initial symptom of this is vaginal
bleeding. Abdominal pain may be associated with bleeding in early
pregnancy. Hyperemesis should raise the clinical suspicion for molar
pregnancy and be investigated with a BhCG and ultrasound, if these
have not been done recently. A high BhCG greater than 100,000-200,000
may be a feature of molar pregnancy, and there may be features
suggestive of molar pregnancy on ultrasound (e.g. cystic spaces a.k.a
hydropic placental villi).

Author: Raine Hengpoonthana, NSW Academics
References: Greentop Guidelines

Question 56
What is the management for a suspected molar pregnancy?

a)Conservative management with serial bHCG
b)Conservative management with serial ultrasound
c)Medical management with misoprostol only

d)Medical management with mifepristone and misoprostol
e)Surgical management with D&C

Answer: E. Surgical management with D&C. This is to allow
histopathological diagnosis, as products of conception can be sent to
pathology following a D&C, whereas this is difficult with the other
methods listed. D&C is also recommended following diagnosis of a molar
pregnancy, managed through other means, to reduce the risk of invasive
mole or choriocarcinoma.

Author: Raine Hengpoonthana, NSW Academics
References: Greentop Guidelines



Question 57

A 34-year old woman presents to the gynaecology clinic for routine
follow up after a suction curette for an incomplete miscarriage. The
histopathology of the curettings shows a partial molar pregnancy. Which
of the following statements is true?

A)The risk of persisting disease is high and she should be treated with
prophylactic methotrexate

B)This is a variation of the normal with no pathological consequences
C)The cytogenetic studies show that the chromosomes of the mole are
the paternal only therefore her partner should undergo appropriate
counseling

D)Her risk of recurrence in subsequent pregnancies with the same
partner is at least five times greater than the normal population

E)None of the above

Answer: D. Her risk of recurrence in subsequent pregnancies with the
same partner is at least five times greater than the normal population
(1:500 1:100)

Author: Emma Watson - NSW Academics
Source — A/Prof Ray Hodgson (supervises O&G at UNSW Port Macquarie)

Question 58

Which of the following is NOT true regarding renal physiology in
pregnancy?

A) Renal blood flow increases by >20%

B) Glomerular filtration rate increases

C) Blood urea levels fall

D) Serum creatinine levels rise

E) Thereisincreased urinary frequency in the first trimester

Answer: D. Serum creatinine levels rise

Author: Emma Watson — NSW Academics
Source - A/Prof Ray Hodgson (supervises O&G at UNSW Port Macquarie)



Question 59
Which of the following regarding small for gestational age (SGA) babies
is FALSE?

a) Most foetuses diagnosed as SGA are constitutionally small

b) SCA babies are more likely to have suffered a congenital infection than
those appropriate for gestational age

c) SGA is defined as a birthweight of less than the 10th percentile in a
population

d) foetal growth restriction and SGA are not interchangeable terms

e) Male infants are commonly associated with low weight for gestation
as opposed to female infants

Answer: E. Male infants are commonly associated with low weight for
gestation as opposed to female infants.

Author: Isabella Vinci, PVOGS SA Vice Chair

Resource: SA PPG Fetal growth (restricted)

Question 60
Which of the following statements is most correct?

a) Small for dates: estimated fetal weight below the 15th percentile

b) Fetal growth restriction: can be diagnosed on a single ultrasound if
the abdominal circumference is below the 15th percentile

c) Fetal growth restriction: can be diagnosed if abdominal
circumference is below the 10th percentile

d) Fetal growth restriction: can be recognised on US if head
circumference is 30% smaller than abdominal circumference

e) Asmall for gestational age (SGA) baby is always pathological

Answer: C.

Explanation:

a) Incorrect: small for dates is defined as estimated fetal weight below
the 10th percentile.

b) Incorrect: abdominal circumference below the 10th percentile is
diagnostic of fetal growth restriction.

c) Correct: this is diagnostic of fetal growth restriction.

d) Incorrect: a large head in relation to the abdomen can signify fetal
growth restriction, as a small abdomen indicates small liver size as the
restricted fetus uses up its glycogen stores.

e) Incorrect: a small for dates baby can still be normal, i.e. a
constitutionally small baby.

Author: Grace Roache, PVOGS SA Chair



Question 61

A 32 year old woman G1PO is at 26 weeks of gestation. She has no
contraction, no vaginal bleeding, or abnormal vaginal discharge. Fetal
movements are normal. The patient does not have any significant past
medical history, and is only taking prenatal vitamins and iron tablets. Her
prepregnancy BMI was 17kg/m”2 and she has gained less than the
recommended 0.5kg/week. Vitals are normal. Fetal HR is 150/min, fundal
height is 24cm and USS reveals that the fetus is measuring at the 25th
percentile for estimated fetal weight at this gestational age. The patient
is at increased risk for which of the following pregnancy related
complications compared to other nulliparous women at her age?

A)Fetal anemia

B)Gestational diabetes mellitus

C)Preterm Delivery

D)Preeclampsia

E)Delivery by Caesarean section

Answer: C

Given the stem, the patient was underweight prior to the pregnancy and
has not been gaining the recommended weight as per her BMI.
Moreover, the fundal height is measuring less than expected with a low
fetal growth percentile as well. Women with a low BMI are at increased
risk of preterm delivery.

Fetal anemia usually occurs due to Rh alloimmunisation and haemolytic
disease of the newborn (HDN), or Parvovirus B19 which is cytotoxic to
fetal red blood cells. Nothing in the stem suggests an increased risk of
these.

Cesarean delivery and preeclampsia occur in women who have higher
prepregnnacy BMI or gain excessive weight during the antenatal period
as they increase the risk of gestational diabetes, fetal macrosomia, and
labor dystocia. Obesity increases the risk of HTN and preeclampsia due to
increases in systemic vascular resistance.

Reference:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3131509/#:~:text=Risk%20i
ncreases%20more%20steeply%20as,0f%2034%20kg%2Fm?2.

Navya Jain, Flinders Representative for PVOGS SA



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3131509/#:~:text=Risk%20increases%20more%20steeply%20as,of%2034%20kg%2Fm2
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3131509/#:~:text=Risk%20increases%20more%20steeply%20as,of%2034%20kg%2Fm2

Question 62
A 25 year old woman who is 30 weeks pregnant visits her midwife and
has a blood pressure of 150/90mmHg. She is asymptomatic, is normally
fit and well and has not had high blood pressure at previous antenatal
visits this pregnancy. Which of the following does she most likely have:
a)Pre-eclampsia

b)Chronic hypertension

c)Gestational hypertension

d)Chronic hypertension with superimposed preeclampsia

e)Renal artery stenosis

Answer: C. While one of the diagnostic criteria for pre-eclampsia is
hypertension, gestational hypertension alone is more common than pre-
eclampsia.

Question 63

A 30 year old woman who is 25 weeks gestation, has presented for an
antenatal review. Her blood pressure is 145/95. Which of the following is
contraindicated to use for blood pressure management during
pregnancy?

a)Labetalol

b)Nifedipine

c)Methyldopa

d)Hydralazine

e)Enalapril

Answer: E. ACE inhibitors are contraindicated in pregnancy due to a risk
of fetal kidney injury from fetal hypotension or reduced renal blood flow.
Subsequent oligohydramnios (reduced amniotic fluid volume) may
result in limb contractures (due to pressure on limbs), craniofacial
deformity (due to pressure on facial structures), and lung hypoplasia (as
adequate amniotic fluid is necessary for normal lung development in
utero). This constellation of features in the seting of oligohydramnios is
referred to as Potter’s sequence.



Question 65
A woman 37 weeks pregnant is admitted to the Obstetrics ward. She has
been monitored in the past few weeks for pregnancy-induced
hypertension and has been on labetalol. Today she presents with
proteinuria and low platelet count. Which of the following are not a
complication of preeclampsia?

a)Seizure

b)Stroke

c)Placental abruption

d)Large for gestational age

e)Preterm birth

Answer: D.

Question 66

You review a 34-year-old woman who is 13 weeks pregnant. During her
previous pregnancy she developed pre-eclampsia and had to have a
Caesarean section at 36 weeks gestation. Her blood pressure both
following the last pregnancy and today is normal. Which of the following
interventions should be offered to reduce the risk of developing
preeclampsia again?

a)Prophylactic nifedipine therapy

b)Labetalol 100mg TDS as prophylaxis for hypertension

c)Vitamin B6 supplementation

d)High dose folic acid supplementation

e)Aspirin 100-150mg daily

Answer: E
(Catherine, Rokaya & Megan - Academics and Logistic PVOGS NZ)



Question 67
A 28-year-old woman who is nulliparous, a type 2 diabetic on insulin, and
has a history of essential hypertension, managed on the ACE-inhibitor
captopril presents to your GP clinic for pre-conception counselling. Your
pre-conception counselling might include all of the following EXCEPT:

a) The need to change her anti-hypertensive medication to an
alternative such as labetalol.

b) A recommendation for folic acid supplementation to be
commenced from 3 months prior to conception.

C) The availability of screening tests for fetal aneuploidy such as fetal
nuchal fold thickness assessment at 11 — 12 weeks

d) A recommendation to achieve very good diabetic control prior to
conception.

e) Advice that pre-eclampsia is an unlikely complication during
pregnancy if her hypertension is well controlled, and good blood
pressure control is the only method we have to reduce her risk of
developing pre-eclampsia during pregnancy.

Answer: E. A woman with both essential hypertension and type 2
diabetes mellitus is at significantly increased risk of pre-eclampsia. She
could be commenced on low dose aspirin from before 16 weeks
gestation as prophylaxis for pre-eclampsia.

Author: Emma Watson — NSW Academics
Source — A/Prof Ray Hodgson (supervises O&G at UNSW Port Macquarie)

Question 68

When should pregnant patients be screened for GDM?

A)8-12 weeks

B)34-38 weeks

C)12-16 weeks

D)24-28 weeks

E)18-22 weeks

Answer: D. All pregnant women should be tested for gestational
diabetes at 26-28 weeks of pregnancy (except those women who
already have diabetes). Women who have risk factors (previous GDM,
BMI >30 etc) for gestational diabetes should be tested earlier in their
pregnancy in addition to routine screening at 26-28 weeks if an early
OGTT or HbAlc is normal.

Author: (Simran Gill, QLD Academics)



Question 69
A 3l-year-old pregnant woman presents with severe vomiting. She is
currently 8 weeks pregnant and this is her second pregnancy. Which one
of the following in the setting of nausea and vomiting in pregnancy meet
the diagnostic criteria for hyperemesis gravidarum?

a)Weight loss of 5% from pre-pregnancy weight, with or without
dehydration and electrolyte imbalance

b)Weight loss of 3% from pre-pregnancy weight, with or without
dehydration and electrolyte imbalance

c)Weight loss from pre-pregnancy baseline and dehydration and
electrolyte imbalance

d)Weight loss from pre-pregnancy and vomiting >5 times per day
e)Weight loss from pre-pregnancy baseline and vomiting >10 times per
day

Answer: A

Reference: SOMANZ Guidelines
https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-
1.2.20-1.pdf

Question 70

A 25-year-old woman who is 9-weeks pregnant presents with severe
vomiting. She is now having difficulty keeping down fluids and a dipstick
of her urine shows ketones ++. Which one of the following is not
associated with an increased risk of this condition?

a)Maternal history of hyperemesis gravidarum

b)Gestational trophoblastic disease

c) Smoking

d)Nulliparity

e)Twin pregnancy

Answer: C

Question 71

A 18-year old woman at 14 weeks gestation in her first pregnancy returns
to her GP with tremor after starting a medication during her pregnancy
for hyperemesis gravidarum. On examination, the patient has a resting
tremor in their left hand and increased upper limb tone. Which
medication was the patient most likely prescribed?

a)Cyclizine

b)Metoclopramide

c)Ondansetron

d)Prednisolone

e)Promethazine

Answer: B


https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf
https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf

Question 72

A 30-year old woman at 12 weeks gestation, has been experiencing
hyperemesis gravidarum during her pregnancy. She discusses the cause
of this condition with her GP. Which of the following is thought to be the
causative factor in the development of hyperemesis gravidarum?

a) High levels of circulating HCG

b) Maternal low BMI

C) Stress

d) Singleton pregnancy

e) Smoking

Answer: A

Question 73

A 22-year old woman is pregnant with twins at 8 weeks gestation. She
has been admitted to the ward for management of hyperemesis
gravidarum. Which of the following is not a possible complication of this
condition?

a)Liver Failure

b)Renal Failure

c)Pneumonia

d)Hyponatraemia

e)Metabolic keto-acidosis

Answer: C

Question 74
‘Preterm birth’ is defined as a gestational age at birth of less than:

(A) 40 weeks
(B)37 weeks

(C) 36 weeks
(D) 32 weeks
(D) 28 weeks

Answer: B
Preterm is defined as < 37 weeks GA at birth.
Late preterm 34 to 34+6 weeks GA.
Very premature at or below 32 weeks GA.
Extremely premature at or below 28 weeks GA.
Source: Beischer & MacKay's Obstetrics, Gynaecology and the
Newborn,
Author: Charlotte Goutallier, PVOGS Academics VIC



Question 76

Which of the following statements about the first stage of labour is
correct:

a)The onset of the first stage of labour is when there is less than 3
minutes between contractions

b)The first stage of labour is always accompanied by a leak of fluid from
the vagina when the membranes rupture

c)lt is important for women to attend hospital as soon as possible when
they are in the first stage of labour

d)The end of the first stage of labour is defined by cervical dilation of
10cm

e)Blood-stained mucous and blood-stained liquor are both normal in the
first stage

Answer: D.

Reference: https://www.thewomens.org.au/health-
information/pregnancy-and-birth/labour-birth/stages-of-labour
Author: Lydia Di Stefano, Academics for PVOGS Vic

Question 77

Which of the following statements about the second and third stages of
labour is incorrect:

a)Second stage describes the period of time from when the cervix is fully
dilated to when the baby is born

b)Active management of the third stage of labour consists of
interventions designed to facilitate the delivery of the placenta by
increasing uterine contractions and to prevent primary postpartum
haemorrhage (PPH) by reducing uterine atony

c)Delayed cord clamping in the third stage of labour is recommended as
standard of care for all infants, regardless of gestational age, except
when newborn resuscitation is anticipated or needed

d)During the third stage, the woman will likely experience contractions
e)The safest position for the mother and baby is to stay in lithotomy
throughout the second and third stage of labour

Answer: e.

Reference: https://www.thewomens.org.au/health-
information/pregnancy-and-birth/labour-birth/stages-of-labour &
https://thewomens.r.worldssl.net/images/uploads/downloadable-
records/clinical-guidelines/third-stage-labour-management-
guideline_280720.pdf

Author: Lydia Di Stefano, Academics for PVOGS Vic



https://www.thewomens.org.au/health-information/pregnancy-and-birth/labour-birth/stages-of-labour
https://www.thewomens.org.au/health-information/pregnancy-and-birth/labour-birth/stages-of-labour
https://thewomens.r.worldssl.net/images/uploads/downloadable-records/clinical-guidelines/third-stage-labour-management-guideline_280720.pdf
https://thewomens.r.worldssl.net/images/uploads/downloadable-records/clinical-guidelines/third-stage-labour-management-guideline_280720.pdf
https://thewomens.r.worldssl.net/images/uploads/downloadable-records/clinical-guidelines/third-stage-labour-management-guideline_280720.pdf

Question 78
If ‘obstructed labour’ occurs, a lack of progress in association with
which of the following signs is LEAST expected:

(A) Maternal tachycardia

(B) Fetal tachycardia

(C) Haematuria

(D) Maternal hypertension

(E) Fever

Answer: D. The signs of obstructed labour are largely the
consequences of the pressure of the presenting part on the pelvic
inlet. Maternal pyrexia, maternal tachycardia, fetal tachycardia and
haematuria are consequences of pressure on the soft tissues at the
pelvic brim. The cervix becomes oedematous, as does the fetal scalp
(caput formation), and the fetal bones overlap in an attempt to
‘mould’ the fetal head to the pelvis.

Source: Beischer & MacKay's Obstetrics, Gynaecology and the
Newborn,
Author: Charlotte Goutallier, PVOGS Academics VIC

General references:
-https://www.ogmagazine.org.au/22/3-22/methods-of-labour-
induction/
-https://ranzcog.edu.au/wp-content/uploads/2022/06/Induction-
labour-pamphlet.pdf



https://www.ogmagazine.org.au/22/3-22/methods-of-labour-induction/
https://www.ogmagazine.org.au/22/3-22/methods-of-labour-induction/
https://ranzcog.edu.au/wp-content/uploads/2022/06/Induction-labour-pamphlet.pdf
https://ranzcog.edu.au/wp-content/uploads/2022/06/Induction-labour-pamphlet.pdf

Question 79
Which of the following is not an absolute contraindication for Balloon
Catheter Induction of Labour?

a) Ruptured membranes

b) Antepartum haemorrhage

c) Active genital herpes lesions

d) Simultaneous use of prostaglandins

e) Placenta praevia

Answer: B, Antepartum haemorrhage.

Reference:
https://www.sahealth.sa.gov.au/wps/wcm/connect/ac7d37804ee4a27
985598dd150ce4f37/Induction+tand+Augmentation+of+Labour_PPG_V
9 0.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-
ac7d37804ee4a27985598dd150ce4f37-ocQLhlI

A small antepartum haemorrhage may be seen with early cervical
dilation and alone is not an absolute contraindication for balloon
catheter use.

Any condition in which vaginal birth is contraindicated are also
considered contraindications for any method of induction of labour. In
the setting of ruptured membranes, the concern is that a balloon
catheter could introduce pathogenic bacteria into the upper genital
tract and increase the risk of chorioamnionitis. The norm is to use only
one method of induction of cervical ripening at a time
(cervidil/Prostin/a k.a. Vaginal prostaglandins v.s. Balloon catheter), as
multiple methods used simultaneously may increase the risk of
uterine hyperstimulation and are not well researched.


https://www.sahealth.sa.gov.au/wps/wcm/connect/ac7d37804ee4a27985598dd150ce4f37/Induction+and+Augmentation+of+Labour_PPG_V9_0.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-ac7d37804ee4a27985598dd150ce4f37-ocQLhIl
https://www.sahealth.sa.gov.au/wps/wcm/connect/ac7d37804ee4a27985598dd150ce4f37/Induction+and+Augmentation+of+Labour_PPG_V9_0.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-ac7d37804ee4a27985598dd150ce4f37-ocQLhIl
https://www.sahealth.sa.gov.au/wps/wcm/connect/ac7d37804ee4a27985598dd150ce4f37/Induction+and+Augmentation+of+Labour_PPG_V9_0.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-ac7d37804ee4a27985598dd150ce4f37-ocQLhIl
https://www.sahealth.sa.gov.au/wps/wcm/connect/ac7d37804ee4a27985598dd150ce4f37/Induction+and+Augmentation+of+Labour_PPG_V9_0.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-ac7d37804ee4a27985598dd150ce4f37-ocQLhIl

Question 80
Alisha is a 39 year old G2P1 who is 39+3 weeks gestation. She has had
one previous lower uterine segment caesarean section (LSCS) and is
keen to try for a vaginal birth after Caesarean section (VBAC) this
pregnancy. Alisha’s pregnancy has also been complicated by
gestational diabetes which has been managed with insulin and
metformin?

Which of the following is true regarding induction of labour for
Alisha?

a) Induction of labour is recommended no later than 40+6 due to
Alisha’s age

b) Induction of labour is not recommended due to previous LSCS
¢) Induction of labour is only indicated if Alisha “goes post dates”
d) Induction of labour is recommended between 39 - 40 weeks
gestation due to Alisha’s gestational diabetes

e) Alisha should have had an induction of labour at 38+0 as she has
needed insulin this pregnancy

Answer: D

Reference: https://everyweekcounts.com.au/
https://www.health.qld.gov.au/__data/assets/pdf_file/0022/950503/g-
gdm.pdf

There is lots of inconsistency between different centres and clinicians
on timing of IOL for different obstetric indications, and gestational
diabetes is one of the worst offenders when it comes to inconsistency
in management. There has been a recent move to IOL only after 39
weeks, with the “Every Week Counts” campaign, unless there are
serious concerns for fetal/maternal wellbeing. Examples of this are a
diagnosis of IUGR or PPROM. Most hospitals will have local guidelines
or policies to guide timing of IOL. For gestational diabetes,
recommendations around timing of IOL generally depend on
whether the woman is “diet controlled” (IOL at 40-41 weeks) or
requiring insulin (IOL at 39-40 weeks), sometimes depending on the
dose of insulin, blood sugar level (BSL) control (IOL at 39 weeks if poor
control) and whether there is suspected macrosomia/LGA (large for
gestational age) on a recent ultrasound (IOL at 38-39 weeks).

As a general rule of thumb for women attempting a VBAC induction
of labour should be avoided to reduce the risk of uterine rupture with
syntocinon use, however GDM would still be an indication for IOL.



https://everyweekcounts.com.au/
https://www.health.qld.gov.au/__data/assets/pdf_file/0022/950503/g-gdm.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0022/950503/g-gdm.pdf

Question 81
You offer Alisha a vaginal examination to help assist with induction
planning and to assess her need for cervical ripening. Her cervix is
2cm dilated, lcm in length, with the presenting part at station -2.
Consistency is soft and mid-position. Membranes are intact.

What is her Bishop Score?

a)l

b)2
c)3
d)7
e)ll

Answer: D, bishop score 7.
Reference: https://www.mdcalc.com/calc/3320/bishop-score-vaginal-
delivery-induction-labor

Question 82
Based on Alisha’'s examination, what induction method would be the
most appropriate?

a) Insertion of prostin 2mg vaginally to help ripen the cervix
b) Syntocinon infusion

c) ARM

d) Insertion of a Cervical Ripening Balloon

e) Cervidil vaginal pessary

Answer: C, ARM. A Bishop score of 7 or more represents a “favourable”
cervix. This means cervical ripening is not necessary and the next step
would be an ARM (artificial rupture of membranes). This is typically
followed by commencement of an oxytocin infusion, however to
reduce Alisha’s risk of uterine rupture in the setting of an attempted
VBAC a short delay to await spontaneous contractions after ARM may
be a safe alternative.


https://www.mdcalc.com/calc/3320/bishop-score-vaginal-delivery-induction-labor
https://www.mdcalc.com/calc/3320/bishop-score-vaginal-delivery-induction-labor

Question 83
Which is true regarding induction of labour with oxytocin? The rate of
oxytocin is uptitrated so that...

a) The frequency of contractions is 2-3 per 10 minutes.

b) Contractions last 40-60 seconds

c) There isresting tone between contractions of at least 120 seconds
d) The oxytocin drip is increased in 15 minutely intervals

e) All women who are induced with oxytocin should receive
Syntometrine in the 3rd stage of labour

Answer: B, Contractions last 40-60 seconds

We aim for 4-5 contractions every 10 minutes (referred to as
“contracting 4-5 in 10”). There should be 60 seconds of resting tone
between contractions (more frequent than this is defined as uterine
hypertonus). The infusion rate of oxytocin is routinely increased every
30 minutes. Use of oxytocin alone is not an indication for additional
uterotonic medications for PPH prophylaxis.

Reference: Page 7,
https://www.health.qld.gov.au/__data/assets/pdf_file/0020/641423/9-
iol.pdf

All above questions by Grace Pichlmann (ANZ Academics)

Question 84

Which of the following is not one of the 4 main causes of primary
postpartum haemorrhage?

a)Thrombosis

b)Tissue

c)Tone

d)Toxins

e)Trauma

Answer: D, toxins.
Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary


https://www.health.qld.gov.au/__data/assets/pdf_file/0020/641423/g-iol.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0020/641423/g-iol.pdf

Question 84

Which of the following is not one of the 4 main causes of primary
postpartum haemorrhage?

a)Thrombosis

b)Tissue

c)Tone

d)Toxins

e)Trauma

Answer: D, toxins.
Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 85

Which of the following is first-line management of a post-partum
haemorrhage due to uterine atony in a woman with a background
history of hypertension?

A. IV oxytocin

B. IM ergometrine

C. IV terbutaline

D. IV tranexamic acid

E. IM Carboprost

Answer: A, oxytocin IV. Guidelines differ, however typical first line
pharmacological management of PPH typically includes an oxytocin
infusion of 40IU. Ergometrine is contraindicated in women with
hypertension. Some other guidelines recommend ergometrine or
misoprostol as first line agents.

Reference:
https:.//www.sahealth.sa.gov.au/wps/wcm/connect/7a6f45804ee56498
a97eadd150ce4f37/2013_04_30_postpartum+haemorrhage.pdf?
MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-
7a6f45804ee56498a97eadd150ce4f37-0cRfOUS

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



https://www.sahealth.sa.gov.au/wps/wcm/connect/7a6f45804ee56498a97eadd150ce4f37/2013_04_30_postpartum+haemorrhage.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-7a6f45804ee56498a97eadd150ce4f37-ocRf0U5
https://www.sahealth.sa.gov.au/wps/wcm/connect/7a6f45804ee56498a97eadd150ce4f37/2013_04_30_postpartum+haemorrhage.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-7a6f45804ee56498a97eadd150ce4f37-ocRf0U5
https://www.sahealth.sa.gov.au/wps/wcm/connect/7a6f45804ee56498a97eadd150ce4f37/2013_04_30_postpartum+haemorrhage.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-7a6f45804ee56498a97eadd150ce4f37-ocRf0U5
https://www.sahealth.sa.gov.au/wps/wcm/connect/7a6f45804ee56498a97eadd150ce4f37/2013_04_30_postpartum+haemorrhage.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-7a6f45804ee56498a97eadd150ce4f37-ocRf0U5

Question 86

A woman who is 28 weeks pregnant is seen in ED for PV bleeding.
Which of the following signs or symptoms would correlate more with
placenta previa rather than placental abruption?

a)Tense uterus

b)Painless bleeding

c)Fetal distress on CTG

d)Large volume antepartum haemorrhage

e)Haemodynamic instability out of proportion with visible loss

Answer: B, painless bleeding.

Question 87

A 26 year old woman at 26 weeks gestation, presents with an
antepartum hemorrhage. Following history, examination and
investigation, she is diagnosed with vasa praevia. Which of the
following is not a risk factor for this condition?

a)Low-lying placenta

b)IVF pregnancy

c)Succenturiate lobed placenta

d)Previous miscarriage

e)Multiple pregnancy

Answer: D, previous miscarriage.

Question 88

A 30 year old woman at 34 weeks gestation is found to have major
placenta praevia on ultrasound. She has not had an antepartum
hemorrhage. Which of the following would not be a part of your
counselling about ongoing management and precautions?

a)That the woman live close to the hospital

b)That the woman have a constant companion

c)That the woman have a working communication device

d)That the woman have available transport to the hospital at all times
e)That the woman remain on bed rest

Answer: E, That the woman remain on bed rest.

Due to the risk of a large APH, the woman should have the capacity to
be quickly transported to the hospital or to call the ambulance service
for transport if she were to have a large haemorrhage. Bed rest is not
recommended for placenta praevia.



Question 89
A multiparous woman who is 37 weeks pregnant presents to the day
assessment unit for painless vaginal bleeding. On history and
examination you estimate her total blood loss to be 50mLs, her
bleeding has settled, she is haemodynamically stable, has no
abdominal tenderness, and has a normal CTG in the DAU. Given her
current presentation, what is the appropriate next step in her
management?

a)Administer tocolytics

b)Serial CTG in 6 hours

c)Book for emergency Caesarean section
d)Transvaginal USS

e)Vaginal exam to guide induction planning

Answer: D, transvaginal ultrasound.

In a woman with a moderate APH at 37 weeks gestation it is
important to perform an ultrasound to assess for the cause of APH. At
37 weeks gestation this may be from an undiagnosed placenta
praevia, vasa praevia, placental abruption or other non-obstetric
causes such as a cervical polyp. Ultrasound is the best next step to
differentiate between these differentials. Emergency Caesarean
section would only be appropriate if there was an ongoing large APH
with haemodynamic instability or fetal distress, where delay with
ultrasound may be life-threatening to baby or mother. Vaginal exam
would be contraindicated if there is a placenta praevia or vasa praevia.
Tocolytics would be inappropriate as management.



Question 90

A 25 year old woman presents to the birth unit with rupture of her
membranes at 39 weeks gestation. She reports a gush of blood
stained amniotic fluid, which soaked her underwear, pyjamas and
bedding followed by ongoing copious blood stained amniotic fluid on
multiple pads since then. She has had occasional contractions over
the last 1 hour but no abdominal pain between contractions and is
haemodynamically stable. She had a low lying placenta at her
morphology ultrasound at 20 weeks, but the placenta was clear of the
cervix on repeat ultrasound at 34 weeks gestation. She is G2P1, with 1
previous Caesarean section of a live baby at term for fetal distress
intrapartum. A CTG shows bradycardia and late decelerations. What is
the most likely diagnosis?

a)Placental abruption
b)Placenta praevia
c)Vasa praevia
d)Placenta accreta
e)Bloody show

Answer: C, vasa praevia.

In the setting of a previous low lying placenta a vasa praevia is more
likely and may be missed on ultrasound.

Placental abruption may be painless and is the next most appropriate
differential, however classically it is described as presenting as a
painful APH.

(Catherine, Rokaya & Megan - Academics and Logistic PVOGS N2Z)



Question 91
A 26 year old woman has just had an uncomplicated emergency
Caesarean section due to failure to progress in labour. This was her
first baby and she hopes to have a VBAC with her second child. What
is the recommended interpregnancy interval?

1.2 months

2.6 months

3.12 months

4.18 months

5.24 months

Answer: D, 18 months.

An interpregnancy interval of 18 months is recommended after a
Caesarean section. This is to allow the uterus scar time to heal as
there is a potential increased risk of uterine rupture if not healed
adequately.

Author: Rhys Harris - QLD Chair; Reference: UpTo Date - Uterine
adenomyosis

Question 92

A 28 year old G3P3 woman had an uncomplicated delivery of a
healthy baby girl at 38+5 weeks’ gestation. Half an hour post-delivery
she experiences a post-partum haemorrhage of 1800mLs which is
successfully managed on the labour ward with uterotonics. 5 months
postpartum, she presents to your gynaecology clinic with
amenorrhoea, and she also notes that her milk “never came in” and
she has exclusively bottle-fed her baby since birth. Which of the
following is the most likely explanation for this?

A. Pituitary adenoma

B. Asherman’s syndrome

C. Hypothyroidism

D. Dopamine D2 antagonist use

E. Sheehan’s syndrome

Answer: E, Sheehan’s syndrome. This is a classical presentation with
lactational failure and amenorrhoea.

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 92
A 28 year old G3P3 woman had an uncomplicated delivery of a healthy
baby girl at 38+5 weeks’ gestation. Half an hour post-delivery she
experiences a post-partum haemorrhage of 1800mLs which is
successfully managed on the labour ward with uterotonics. 5 months
postpartum, she presents to your gynaecology clinic with amenorrhoea,
and she also notes that her milk “never came in” and she has exclusively
bottle-fed her baby since birth. Which of the following is the most likely
explanation for this?

A. Pituitary adenoma

B. Asherman’s syndrome

C. Hypothyroidism

D. Dopamine D2 antagonist use

E. Sheehan’s syndrome

Answer: E, Sheehan’s syndrome. This is a classical presentation with
lactational failure and amenorrhoea.

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary

Question 93

A 35 year old woman who is 4 weeks post-partum presents to her GP
obstetrician with a 3 day history of a painful, swollen left breast with
general malaise. Her vital observations are as follows: BP 115/75, HR 85,
RR 16, Sa02 98% on RA, temperature 38.0C. On physical examination
you note her left breast is erythematous, warm and tender on
palpation. There is a palpable 5cm lump that is well circumscribed,
fluctuant and fixed. What should the GP’s first step in management
be?

A. Advise patient to return home and continue breastfeeding with
regular paracetamol

B.Incision and drainage

C. Prescribe 14 day course of PO flucloxacillin and advise to return
once course complete

D. Advise patient to return home and stop breastfeeding, use warm
compress

E. Advise patient to return home and stop breastfeeding, use cold
compress

Answer: B, incision and drainage. This is a likely breast abscess and
could be treated initially with a trial of IV antibiotics and then
consideration for I&D if it is not improving or proceeding immediately
to 1&D as is described here.

Author: Isabella Vinci, PVOGS SA Vice Chair & Kara Nimon, PVOGS SA
Secretary



Question 94

Which of the following is true of stillbirths and perinatal mortality
rates in Australia?

a)2 perinatal deaths per 1,000 live births

b)10 perinatal deaths per 1,000 live births

€)20 perinatal deaths per 1,000 live births

d)20 neonatal deaths per 1,000 live births

e)20 stillbirths per 1,000 live births

Answer: B, 10 perinatal deaths per 1,000 live births. AIHW 2020 data
You wouldn’t be expected to know the exact numbers but should
have a ballpark idea of these perinatal mortality statistics which have
been stable for some time in Australia.

These are ~ 2 neonatal deaths per 1,000 live births, 8 stillbirths per
1,000 live births and 10 perinatal deaths (NND + stillbirths).
Reference: https://www.aihw.gov.au/reports/mothers-
babies/stillbirths-and-neonatal-deaths



https://www.aihw.gov.au/reports/mothers-babies/stillbirths-and-neonatal-deaths
https://www.aihw.gov.au/reports/mothers-babies/stillbirths-and-neonatal-deaths

Question 95
Your patient is a 14-year-old Anna who is presenting for medical treatment of gender
dysphoria. She has one psychiatric opinion confirming gender dysphoria with an
appointment made to receive the second. She is extremely anxious about further
virilisation. Her voice has started to ‘crack’ and she finds her body shape distressing. She
is concerned about voice changes becoming permanent and the onset of facial hair.

In your clinic today, Anna and her mother are discussing with you the medical
management of gender dysphoria. Anna is very anxious about having to wait and
wishes to commence treatment immediately to prevent puberty from progressing. Her
mother raises the issue of fertility, saying that she does not want Anna to ruin her
chances of having biological children in the future.

How would you best address Anna and her mother’s concerns?

a) Reassure them that fertility-related changes can be reversed by ceasing the GnRHa,
and do not delay in prescribing it to Anna, with plans to discuss fertility preservation as
soon as actionable.

b) Tell Anna’s mother that if Anna has not expressed any interest in fertility
preservation, it is not necessary to provide further information.

c) Do not delay in prescribing GnRHa and gender-affirming hormones, as neither will
have a permanent impact on Anna’s fertility.

d) Specifically question Anna regarding her understanding and wishes regarding
fertility preservation and if there is any uncertainty, do not commence GnRHa.

e) As Anna is not old enough to consent to medical therapy, GnRHa should not
commence until age 16 when her consent can legally be given.

Answer: D. GnRHa is a reversible therapy but ceasing it to allow for fertility preservation
will result in the recommencement of biological puberty and further virilisation. Anna
should be counselled regarding the implications of commencing GnRHa and be given
the relevant options so she can make a fully informed decision.

a) INCORRECT. GnRHa are reversible, but this often takes a period of at least 3-6
months, as patients need to resume puberty before fertility preservation can be
conducted. During this period off medication, unwanted virilisation may continue to
occur, which can be extremely distressing or viewed as a ‘set back’ by the young
person. For this reason, this answer is not ideal.

b) INCORRECT. Physicians have a duty of care to inform the patient of any risks of high
importance or high relevance to them. In this case, the patient should at least be made
aware that stage 1 therapy is reversible, however takes significant time to reverse, and
stage 2 therapy may have irreversible effects on fertility and be offered further
information and counselling.

c) INCORRECT. While GnRHa therapy is reversible, providing gender-affirming
oestrogen therapy to Anna will cause irreversible effects on fertility.

e) INCORRECT. GnRHa can be prescribed prior to age 16 with parental consent.

Gender-affirming hormone therapy requires the young person to be at least 16,
and surgery requires the young person to be at least 18.
Author: George Trotta, PVOGS SA Academics Officer



Question 96
Theo is a 16-year-old starting gender-affirming therapy. In order to consent,
Theo needs to be aware of and understand the effects of testosterone. Which of
the following is not an effect of testosterone?

a) Breast tissue atrophy

b) Clittoral enlargement

c) Increased risk of heart disease

d) Vaginal atrophy

e) Redistribution of body fat
Answer: A. Testosterone therapy does not cause atrophy of breast tissue. In
order to prevent breast tissue growth stage one therapy (puberty suppression)
must be given. Once Theo is 18, he may decide to undergo “top surgery”. In the
meantime, he may choose to use a chest binder. He may also choose to do
neither of these things.

Question 97

Which of the following effects of testosterone is correctly paired with it’s time
frame of onset and maximum effect.

a) Clitoral enlargement onset 1-6 months, max effect at 1-2 years

b) Redistribution of body fat at 1-6 months, max effect at 2-5 years

c) Deepening of voice at 1-6 months, max effect at 2-5 years

d) Facial and body hair growth at 6-12 months, max effect at 4-5 years

e) Increased muscle mass and strength at 6-12 months, max effect at 2-5 years
Answer: C. Onset of voice deepening occurs at 6-12 months, with maximum
effect at 1-2 years.

Question 98

Leia is a 15-year-old who is commencing gender-affirming therapy after being
on puberty blockers since her gender dysphoria diagnosis at age 12. In order to
consent to therapy, she is asked what she knows of the reversibility of the
effects of oestrogen therapy. Which of the following statements is incorrect.

a) Redistribution of body fat is reversible

b) Breast growth is irreversible

c) Voice changes will not occur

d) Decrease in muscle mass is irreversible

e) Decreased libido is reversible

Answer: D. Decreased muscle mass is reversible with cessation of therapy. All of
the other statements are correct.

Author: George Trotta, PVOGS SA Academics Officer



Question 99
Robbie is a 17-year-old who is hoping for treatment to suppress his periods. He finds his
monthly period extremely dysphoric and struggles to maintain appropriate hygiene
due to these feelings. He is hoping for something effective and rapid-acting to alleviate
these feelings of dysphoria. Which of the following options for period suppression is
most appropriate for Robbie?

1. If Robbie commences gender-affirming therapy, it is likely his menses will cease
anywhere from 1-6 months after his first dose of testosterone.

2.3 monthly Depo Provera injections administered by Robbie’s local GP.

3. Insertion of a IUD, such as a Mirena.

4. Use of the oral contraceptive pill, with advice to skip periods as often as needed and
safety netting regarding what to do in the case of breakthrough bleeding.

a) All options are suitable

b) Options 2 and 3 are not suitable
c) Options 1, 2 and 3 are not suitable
d) 4 is not suitable

ffect of oestrogen

Onset

Maximum Reversibility

Table 1. Physiological effects of oestrogen (Adapted from The Endacrine Society Guidelines 2017 )

e) No OptionS are suitable Redistribution of body fat 3-6 months 2-3 years Likely
Answer: A. No Option is perfect and all Decrease in muscle mass and strength 3-6 months 1-2 years Likely
OptionS may be associated with Softening of skin and decreased oiliness 3-6 months unknown Likely
ongoing periods or breakthrough Decreased libido 1-3 months 3-6 months Likely
bleeding. As such all should be offered . . e o A -

Decreased spontaneous erections 1-3 months 3-6 months Likely

to Robbie so he can make an informed
decision regarding his care. IUDs only
suppress menstruation in 50% of
people at approximately 6 months
post-insertion. Further, the insertion of
a Mirena may prove too dysphoric for
Robbie. Depo Provera is also just over
50% effective with regards to period
suppression at 12 months post
commencement of therapy, and in
some people can increase vaginal
bleeding. These options are neither

Breast growth

Decreased testicular volume
Decreased sperm production

Decreased terminal hair growth

Scalp hair

Voice changes

Effect of testosterone

3-6 months
3-6 months
Unknown
&-12 months

Variable

MNone

Onset

2-3 years
2-3years
>3 years

>3 years

Maximum Reversibility

Mot possible

Unknown

Unknown

Possible

Table 2. Physiological effects of testosterone (Adapted from The Endocrine Society Guidelines 2017)

Skin giliness and acne 1-6 months 1-2 years Likely
effective of rapid-acting.
Author: George Trotta. PVOGS SA Facial and body hair growth 6-12 months 4-5 years Unlikely
Academics Officer Scalp hair loss 6-12 months Unlikely
ncreased muscle mass and strength 6-12 months 2-5years Likely
Re: Gender DIVGrSlty Questlons 2’ 3&4. Fat redistribution 1-6 months 2-5years Likely
Please see the following table for
. . . Cessation of menses 1-6 months Likely
complete information regarding the
effects of hormones and thelr Clitora enlargement 1-& months 1 2}",:;_1r‘;. Unknown
reversibility (SOUYCG: Australian Vaginal atrophy 1-6& months 1-2 years Unknown
Standards Of Care and Treatment Deepening of voice 6-12 months 1-2 years Mot possible

Guidelines for Trans and Gender
Diverse Children and Adolescents,
RCH Gender Clinic).


https://www.rch.org.au/uploadedFiles/Main/Content/adolescent-medicine/australian-standards-of-care-and-treatment-guidelines-for-trans-and-gender-diverse-children-and-adolescents.pdf
https://www.rch.org.au/uploadedFiles/Main/Content/adolescent-medicine/australian-standards-of-care-and-treatment-guidelines-for-trans-and-gender-diverse-children-and-adolescents.pdf
https://www.rch.org.au/uploadedFiles/Main/Content/adolescent-medicine/australian-standards-of-care-and-treatment-guidelines-for-trans-and-gender-diverse-children-and-adolescents.pdf

Question 100
Which of the following drugs has no effect on the size of uterine fibroids:
a) GNnRH agonist

b) Danazol

¢) Clomiphene citrate

d) Mifepristone

e) Levonorgestrel intrauterine device

Answer: C
Clomiphene citrate is a selective estrogen receptor modulator (SERM) used for
ovulation induction.

Author: Pragati Sharma (WA Academics)

Question 101

Which of the following mother/fetus blood type combinations are MOST likely to lead to
severe hemolytic disease of the newborn?

A)Rh-D negative mother, Rh-D positive fetus

B)Rh-D negative mother, Rh-D negative fetus

C)Rh-D positive mother, Rh-D positive fetus

D)Rh-D positive mother, Rh-D negative fetus

E)Le positive mother, Le negative fetus

Answer: A

This is a confusing topic in obstetrics. The relevance of red cell antibodies is that if they
are present in the mother, they may lead to fetal anaemia, referred to as haemolytic
disease of the fetus and newborn (HDFN).

In clinical practice we commonly refer to Rhesus negative mothers, who make up just
10% of the population. When we say this we actually mean Rhesus-D negative (who lack
the Rh-D antigen on their red blood cells). It is these women that we give Anti-D
injections to antenatally at 28 and 34 weeks for prophylaxis to prevent isoimmunisation
(the development of Rh-D antibodies) and subsequent haemolytic disease of the fetus or
newborn (HDFN). There are a huge number of other red cell antigens and antibodies
(that can attack these antigens) that exist. Fortunately very few of these are clinically
significant in obstetrics, especially at low titres.

It is when a Rhesus-D negative mother has a Rhesus-D positive fetus (Answer A) that she
is most at risk of developing antibodies which may cause HDFN.

Due to the huge number of red cell antibodies that exist, remembering which red cell
antibodies are clinically significant can be very difficult. Table 1 below summarizes the
common and clinically significant antibodies that are worth remembering. Beyond
Rhesus antibodies, a useful memory tool is that “Lewis/Le” Lives and “Kell” Kills.



Table 1.

Severity of HDFN and the relative frequency of association with various antibodies

SEVERITY OF POTENTIAL HDFN

ASSOCIATION WITH HDFN MILD MODERATE SEVERE
Common ABO (A, B) Rh (D, C, c)

Rh (E) Kell (K, k)
Not common MNS (M, §)° Duffy (Fy®, Fy")

Kidd (Jk*, Jk")
Rh (C)
No association with HDFN Lewis (Le®, Le™, Ti (1), P (P))
Reference:

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7365158/#:~:text=The%20most%20comm
on%20Nnon%2DABO E%2C%20and%20anti%2Dc.&text=These%20antibodies%20can%20de
velop%20after,process%20known%20as%20RBC%20alloimmunization

RCOG Guideline: https://ranzcog.edu.au/wp-content/uploads/2022/05/RCOG-The-
Management-of-Women-with-Red-Cell-Antibodies-during-Pregnancy-Green-top-65.pdf

Question 102

Which of the following is true of Rhesus D inheritance?

a)lt is inherited in an autosomal dominant fashion

b)‘Rhesus D negative” people are either homozygous (DD) or heterozygous (Dd) for this
trait.

c)They are all homozygous dominant (DD).

d)They are all homozygous recessive (dd).

e)They are either homozygous recessive (dd) or heterozygous (Dd) for this trait

Answer: A

Question 103

Mother-fetus Rhesus D incompatibility problems and subsequent haemolytic disease of
the newborn develops from:

a)The mother's antibodies agglutinating placental Rh positive red blood cells

b)The fetus' antibodies agglutinating its own red blood cells

c)The fetus' antibodies agglutinating its mother's red blood cells

d)The mother’s antibodies agglutinating the fetus’ white blood cells and other tissues
where Rh-D antigens are present on cell membranes

e)The mother's antibodies agglutinating the fetus' Rh positive red blood cells
Answer: E

Author: Will Stobie, ANZ Academics 2023


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7365158/#:~:text=The%20most%20common%20non%2DABO,E%2C%20and%20anti%2Dc.&text=These%20antibodies%20can%20develop%20after,process%20known%20as%20RBC%20alloimmunization
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7365158/#:~:text=The%20most%20common%20non%2DABO,E%2C%20and%20anti%2Dc.&text=These%20antibodies%20can%20develop%20after,process%20known%20as%20RBC%20alloimmunization
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7365158/#:~:text=The%20most%20common%20non%2DABO,E%2C%20and%20anti%2Dc.&text=These%20antibodies%20can%20develop%20after,process%20known%20as%20RBC%20alloimmunization
https://ranzcog.edu.au/wp-content/uploads/2022/05/RCOG-The-Management-of-Women-with-Red-Cell-Antibodies-during-Pregnancy-Green-top-65.pdf
https://ranzcog.edu.au/wp-content/uploads/2022/05/RCOG-The-Management-of-Women-with-Red-Cell-Antibodies-during-Pregnancy-Green-top-65.pdf

Question 104
A perineal tear involving only the perineal skin and transverse perineal muscles would
be graded as a?

a)lst degree perineal tear Ist degree
b)2nd degree perineal tear
¢)3rd degree perineal tear 2nd degree
d)4th degree perineal tear

Laceration of vaginal epithelium or perineal
skin only

Involvement of the perineal muscles but not
the anal sphincter

Disruption of 3a: <50% thickness of external

Answer: B < T thiﬂCiE’]' torn
3rd dL’gI'Ue the anal i o .
sphincter 3b: >50% thickness of external
muscles sphincter torn
3¢: internal sphincter torn
Third degree tear with disruption of the anal
4th degree el
= epithelium as well
Reference:

https://www.researchgate.net/publication/272834570 Mode of Vaginal Delivery A Modi
fiable_Intrapartum_Risk_Factor_for_Obstetric_Anal_Sphincter_Injury

Question 105

Which of the following is endoanal ultrasound not used for in the postnatal period
following obstetric anal sphincter injury (OASI)?

a)To assess completeness of anal sphincter repair

b)To assess for levator ani avulsion

c)To further explain the cause of obstetric anal sphincter injury

d)To guide counselling about mode of delivery in future pregnancies

e)To guide pelvic floor physiotherapy treatment

Answer: C

A - In women with ongoing faecal or flatal incontinence postpartum, it may be helpful to
formally assess the completeness of anal sphincter injury repair with an endo-anal
ultrasound.

B - Pelvic floor physiotherapists like to be aware of concurrent levator ani avulsion
(tearing of the levator ani muscle at its insertion), and sometimes use this knowledge to
guide their management.

C - The cause of OASI is from vaginal birth or instrumental delivery and endo-anal
ultrasound does nothing to further explain the cause of the injury

D - Some clinicians use endo-anal ultrasound to assess completeness of the anal
sphincter repair and then use this knowledge to guide their counselling about the
appropriateness of a vaginal birth in future pregnancies.

E - Again pelvic floor physiotherapists sometimes like the knowledge of how completely
the anal sphincter has healed to guide their treatment.

Author: William Stobie, PVOGS ANZ Academic Officer 2023


https://www.researchgate.net/publication/272834570_Mode_of_Vaginal_Delivery_A_Modifiable_Intrapartum_Risk_Factor_for_Obstetric_Anal_Sphincter_Injury
https://www.researchgate.net/publication/272834570_Mode_of_Vaginal_Delivery_A_Modifiable_Intrapartum_Risk_Factor_for_Obstetric_Anal_Sphincter_Injury
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