
OneShot 4.0
Obstetrics &
Gynaecology

9.
1



Sl. No. CHAPTER Page No.
1 Obstetrics 229
2 Gynaecology 274

OBSTETRICS 
& GYNAECOLOGY





229DBMCI OneShot • Vol-2 • v4.0 • 2026

OBSTETRICS

Succenturiate lobes

Risks:

1. Vasa previa

2. Sepsis

3. Subinvolution

4. PPH

Placenta bilobate



230

Obstetrics & Gynaecology

DBMCI OneShot • Vol-2 • v4.0 • 2026

Velamentous placenta

5cm

Vasa previa

 • Fetal hemorrhage 
 • Fetal death
 • Vasa Previa 

 • Fetal hemorrhage 
 • Succenturiate
 • Bilobata
 • Velamentous 
Placenta 

DSIS - TUS with doppler

Rx - EL LSCS

placenta

Umbilical 
cord

placenta

Umbilical 
cord

Placenta
Foetal 
blood 
vessels

Foetal 
blood 
vessels

cervix

Vasa praevia with velamentous 
umbilical cord insertion

cervix

Vasa praevia with multi-lobed placentaVasa previa with velamentous 
umbilical cord insertion

Vasa previa with Multi-lobed 
placenta
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Placenta Previa

    

Low Lying Placenta

Management :

< 37 weeks - Macafee and Johnson 

> 37 weeks - EL LSCS

Type I

Low lying 

Within 2 cm from internal os

Type II (Marginal)

IIa - anterior

IIb - posterior (Dangerous)

Type III 

Partial Placenta Previa 
Type IV 

Total Placenta Previa 
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Visible Bleeding Concealed Bleeding

Umbilical
Cord

Placenta

Uterus

Bleeding

Cervix

Fetus
Concealed
Bleeding

Placenta

Umbilical
Cord

Fetus

Cervix

Clinical Features Placenta Previa Abruptio Placenta

Nature of bleeding
a. Painless, profuse a. Painful
b. Bleeding is always revealed b.  Revealed, concealed, or usually mixed
c. Periodic c. Progressive

General condition and 
anemia Proportional to visible blood loss Out of proportion to the visible blood 

loss in concealed or mixed variety
Features of preeclampsia Unrelated Very likely to be present

Height of uterus Proportionate height May be disproportionately enlarged in 
concealed type

Feel of uterus Soft and relaxed Tonically contracted uterus

Malpresentation
Malpresentation is common 
(breech, transverse lie). The head 
iX MiLM floatinL

Unrelated, the head may be engaged

Placentography Placenta in lower segment Placenta in upper segment
Tocolysis Can be given Never
Wait and watch Can be done Never
Delivery LSCS LSCS or vaginal delivery
DIC Less common More common

Abruption Fetal Status

Alive

No fetal 
distress

Vaginal
Correct DIC

Vaginal Delivery

Vaginal 
Delivery

Present

Fetal 
distress

LSCS
Absent

Dead

Maternal DIC 

Revealed/Visible Bleeding Mixed
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Q. A primigravida presents to casualty at 35 weeks gestation with acute pain abdomen for 2 hours, vaginal 
bleeding and decreased fetal movements. She should be managed by:

a. Immediate cesarean section

b. Immediate induction of labour

c. Tocolytic therapy

d. Magnesium sulphate therapy

Q. A lady with 35 weeks pregnancy, presented with bleeding per vagina. Investigation shows severe degree 
of placenta previa. The treatment is:

a. Immediate Caesarean section

b. Blood transfusion

c. Conservative

d. Medical induction of labour

Morbidly Adherent Placenta/PAS

Normal Accreta Increta Percreta 

Pregnancy and Antenatal Care

Q. All of the following can be used for determining EOD of delivery in IVF pregnancy except ?

a. From the day of oocyte retrieval +266 days

b. From day 3 of embryo transfer + 263 days

c. From day 5 of embryo transfer + 261 days

d. From LMP + 9 months + 7 days

AbXence of NitabucMX fi brinoid 
layer/decidua basalis

Cause - trauma to uterine wall

Rx - Classical C - section

Fetal extraction

Cesarean hysterectomy
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For irregular cycles

• First trimester

Fetal
Head

Fetal 
Rump

Q. A mid aged women came to OPD with a twin pregnancy. She already had 2 fi rst trimester abortion and 
she has a 3-year-old female child who was born at the end of ninth month of gestation. Which of the 
following is her accurate representation?

 G=gravid, P = para

a. G4P1L1 A3

b. G5P1L1A2

c. G4P1L1A2

d. G5P0L1A2

Preterm <37 weeks

Early term 37 – 38 weeks +6 days 

Mid term 39 – 40+ 6 days

Late term 41 – 42 weeks

Four Trimesters :

1st trimester - upto 14 weeks

2nd trimester - 14 - 28 weeks

3rd trimester - 28 - 42 weeks 

4th trimester - post delivery 12 weeks
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Preterm Labour                            Early preterm                         Late preterm

Diagnostic Criteria :                 < 34 weeks                          34 - 37 weeks

4 contractions in 20 mins / 8 contractions in 60 min + cx > 2 cm dilated  80% effaced

Predictor
On TVS cervical length < 2.5 cm    16 - 24 weeks of gestation
Fetal fiGrino nectin in # �� ng/ml Get\een 2� � �� \eePs

Prevention
Cerclage - McDonald cerclage 
Micronised progesterone 

Management

Steroids: 

Inj Dexamethasone 6 mg 4 doses 12 hours apart Im 

Inj Betamethasone 12 mg 2 doses 24 hours apart IM

TocolyXiX of cMoice � Nifidipine 

Tocolysis of choice in heart disease - Atosiban 

Max SE to fetus - indomethacin 

Max SE to mother - beta adrenergics

All patients high vaginal swab for group b streptococcus

Positive inj benzyl penicillin the onset of labour 

 > 34 weeks

Delivery

Can consider steroids  
upto ư � weePX 

< 34 weeks 

Steroids

Tocolysis

MgSO4 for neuroprotection of fetus
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Postterm labour
42 weeks 
IOL  at 41 weeks

Bishops Score :

Folic acid 

Start 3 months 1 month prior

Prophylactic Therapeutic

India 500 micro gm / day 5 mg / day
WHO 400  micro gm / day 4 mg / day

:pto end of firXt trimeXter Previous NTD

Family h/o NTD
Patient on anti-epileptic
Sickle cell anaemia

2nd trimester Iron : 60 mg elemental iron + 500 micro mg of folic acid for 180 days post partum

Calcium : 
Vaccination :
2 doses td 4 weeks apart 

+irXt doXe at firXt [iXit

Optional - tdap

           flu

0 1 2 3
Dilatation Closed 1 - 2 3 - 4 > 5
Length 4 3 - 4 1 - 2 0 cm
Position Posterior Mid Anterior

Consistency Firm Medium Soft
Station - 3 - 2 0, - 1 + 1, + 2
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Aneuploidy screening

First trimester 11 to 14 weeks 

Double marker ↑ hcg + PAPPA 

Combined screening method ↑ hcg + PAPPA + NT scan 

Nuchal translucency scan - 11 - 14 weeks of gestation when CRL is 45 - 84 mm

NB

NT

Second trimester 15-20weeks 

Triple marker ↑ hcg Unconjugated estriol AFP

Quadraple marker ↑ hcg Unconjugated estriol Afp Inhibin A 

NT < 3 mm - normal 

NT ư � mm � mc aneuploidy 

Increased NT - Down’s, Turners

Syndrome

M/c congenital malformation - CVS 

2nd trimester nuchal fold thickness 
6 mm 



238

Obstetrics & Gynaecology

DBMCI OneShot • Vol-2 • v4.0 • 2026

Confirmatory test :

Amniocentesis :

15 - 20 weeks

Amniocytes

FISH results within 48 hours 

Culture results 1 week

Abortion - < 0.5 %

Cordocentesis :

18 - 20 weeks

Fetal WBC 

Culture within 48 hours 

Abortion - 2- 3 %

Chorionic villous sampling:

Trophoblasts for kary

11 - 13 weeks 

Culture ? 1 week

MC abortion 0.5 - 1 % 

2oXt Xpecific � oromandibular defect, 
limb reduction defect
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Q.  What is the optimum method of screening for chromosomal abnormality in a pregnancy at 13 weeks of 
gestation?

a. Amniocentesis

b. Combined screening test

c. Non-invasive prenatal testing

d. Nuchal translucency measurement

e. Quadruple test



240

Obstetrics & Gynaecology

DBMCI OneShot • Vol-2 • v4.0 • 2026

Miscarriage

 • It is the expulsion or extraction of an embryo or fetus weighing 500gms or less when it is 
not capable of independent survival.(WHO)

2�( cauXe in firXt trimeXter *uploidy and Aneuploidy, 

M/C Aneuploidy : Autosomal Trisomy 16

2oXt Xpecific � Turner�X 8yndrome

M/c cause of second trimester : Anatomical abnormalities

M/c cause of reccurent abortion : Idiopathic 
Mc cause of recurrent abortion in 1st trimester - endocrine abnormalities

Mc cause of recurrent abortion in 2nd trimester - uterine abnormalities

Single mc cause for RPL - APLA

Most common cause of abortion:
a. Ovofetal factor

b. Maternal hypoxia

c. :terine fibroid

d. Cervical incompetence

Antiphospholipid Syndrome Criteria

1 Clinical + 1 Lab Criteria

Clinical Criteria Lab Critera

1. Vascular Thrombosis 1. Anti-Cardiolipin IgG / IgM

Pregnancy Morbidity:

Obstetric Criteria (2023)
 • ư � conXecuti[e abortion ! �� weePX
 • Death of normal fetus between 16 - 34 weeks in the absence 
of PE/PI

 • Preterm labour < 34 in view of severe PE or PI
 • Preterm labour < 34 weeks in view of severe PE and PI

Anti—beta-2 glycoprotein 1 (GP1)

Lupus anticoagulant (LAC)

medium to high titer

at least X 2 times

12 wks apart
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Types of abortion : Amenorrhea + Bleeding per vaginum + pain abdomen

Missed miscarriage

Sonographic Findings
 • CRL > 7 mm and no heartbeat
 • MSD > 25 mm and no embryo
 • An initial US scan shows a gestational sac with yolk sac, and after > 11 days no embryo with 
a heartbeat is seen

 • An initial US scan shows a gestational sac without a yolk sac, and after > 2 weeks no 
embryo with a heartbeat is seen

Medical termination of pregnancy

 • The MTP act was passed in August 1971 and came into effect from April 1972 and revised in 
1975

 • REVISED bill 2020
 • Mtp (amenedement) act 2021 came into effect from March 2021
 • MTP upto 24 weeks eugenics, humanitarian, change in marital status
 • For contraception failure - MTP upto 20 weeks
 • No upper limit of termination for lethal anomalies 
 • < 20 weeks - 1 doctor opinion 
 • 20 - 24 weeks - 2 doctor opinion 
 • Married women replaced by women
 • Privacy will be maintained 
 • Only women consent is enough
 • < 18 years - inform police guardian consent
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New MTP bill 

Methods of termination

First Trimester

Mifepristone/Misoprostol

Mifepristone, 200mg orally, and after 48 hr provide Misoprostol 800 μgm

Misoprostol Alone

800 μgm and then may repeat every 3 hr upto 3 total doses
Second Trimester

Mifepristone/Misoprostol

Mifepristone, 200mg orally, and after 24hr provide Misoprostol 400μg every 3 hr up to 5 total doses

Misoprostol Alone

400μg every 3hr upto 5 total doses

Dinoprostone

20 mg vaginal suppository every 4 hr

Concentrated Oxytocin

Intraamniotic instillation of hypertonic urea and normal saline

Extraamniotic instillation of ethacrydine lactate and prostaglandins

:pto � weePX � 2ifipriXtone � miXoproXtol 

9 - 12 weeks - manual vaccum aspiration/suction and evacuation 

> 12 weeks - misoprostol
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Surgical methods

Menstrual regulation syringe Manual vaccum aspiration syringe Suction and evacuation

50 ml syringe with 6 mm 
Karman cannula

Upto 12 weeks mild sedation 

60 ml syringe with double valve 
piston to create a negative pressure 
of 660 mm Hg Upto 12 weeks

Q. A 32 year old women presents for her 12 week scan. She has been pregnant once before but had a 1st
trimester miscarriage. She reports no problems with this pregnancy and has had no vaginal bleeding 
or spotting. The scan shows no fetal cardiac activity and a small gestational sac. What is the likely 
diagnosis?

a. Recurrent Miscarriage

b. Complete Miscarriage

c. Missed Miscarriage

d. Inevitable Miscarriage
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Ectopic pregnancy

Tubal 95%

Ampullary 70%Interstitial
2-3% Isthmic 12%

'Fimbrial 11%
Ovarian 3%

Cervical <1%

Cesarean scar <1%

abdominal 1%

Diagnosis of ectopic pregnancy (RING OF FIRE APPEARANCE)

RT ADENEXA

GE
0

2

4

6

Mc site rupture and earliest to rupture 
isthmus (6 weeks)

Last to rupture - interstitial 42 weeks 

Mc ectopic - PID  > Previous ectopic 

Highest risk - previous tubal surgeries

Gold standard - laparoscopy 

Rupture ectopic Amenorrhea  pain  Bleeding per vaginum 

O/E - Patient in shock 

PA  - Hemoperitoneum

PV - Cervical motion tenderness +ve

Rx - immediate laparotomy - salpingectomy

IOC - TVS 

Pseudosac in uterus 

g.sac in f.tube 

Bagel sign 

)oppler � 7inL of fire appearance
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PYQ

Expectant Management Medical Management Surgical Management

Not doing anything, Resolves 
by itself
Follow-up Methotrexate

No / mild sac pain size  
< 3.5 cm

8iLnificant pain ,8#�.� cm witM 
FHR

β-hCG > 5000 IU/L

FHR absent  
(β) - hcg < 1000 iu/L

Methotrexate 50 mg/m2 (single 
dose is preffered)

Check for β-hCG- Day 2,4&7

 •  Salpingectomy (Complete Removal)
 •  Salpingotomy (incision → remove → 
suture)

 •  Salpingostomy (Incise → remove → 
kept open)

 •  Drop in 15% of β-hCG from 
previous value, she is responding 

 •  Less than 15% drop → Repeat 
(Maximum 3 doses) → Surgery

Most preferred: Salpingectomy If 
only 1 tube → Salpingotomy or 
Salpingostomy  
(Recurrence is high)

If β-hCG is 1500-5000 IU/L, Either medical or surgical management can be offered

Abdominal Pregnancy

Criteria for diagnosis: Studdiford’s criteria

Ovarian Pregnancy

Criteria for diagnosis-Spiegelberg criteria

Cervical Pregnancy

• Criteria for diagnosis- Rubin’s criteria or Palmaan McEllen criteria. These days USG criteria 
is used:

• MC symptom - Painless vaginal bleeding

Q. A 2�-year-old presents in her first pregnancy at 16 weeks’ gestation with severe hyperemesis. Her blood 
pressure is 150/96 mmHg with 3of proteinuria. Her booking blood pressure is noted to be 110/�0 mmHg. 
Abdominal examination demonstrates that the symphysis–fundus height is equivalent to 22 cm what 
is the diagnosis?

a. Inevitable miscarriage

b. Complete miscarriage

c. Hydatid form mole

d. Fibroid uterus
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Gestational Trophoblastic Disease

Gestational Trophoblastic Disease (GTD) encompasses a spectrum of proliferative abnormalities 
of trophoblasts associated with pregnancy.

Complete mole  
Partial mole

Complete Mole

C/p : Amenorrhea → Bleeding per vaginum → pain abdo

O/e : 

Patient stable Partial mole

PA
Complete mole 
ut > pog 
soft doughy

Partial mole  
ut Ư poL  
fetus +ve

Partial Mole

Duplication of 
sperm DNA

No 
maternal 

DNA

Egg

Maternal and paternal 
chromosomes (Triploid)

Paternal chromosomes only 
(Androgenic mole)

23Y
One or two sperm

23Y
23X

Complete Mole

X sperm

Two sperms 
(XX or XY) Egg

Egg

23X

23X 23Y

No 
maternal 

DNA

23X 69XXY

69XXX
or

46XX

46XY
or

Most common 
(80%)

20%

Most common
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IOC
A 0

5

10

 

B

MANAGEMENT

Contraceptive of choice being combined oral pills.
Q. A 32-YEAR-OLD had blood pressure of 150 /100 at 32 weeks of gestation, there is headache or blurring 

of vision� proteinuria of 3 �. Her bp before pregnancy is 150 /90 mmhg. What is the diagnosis$

a. Chronic hypertension

b. Mild preeclampsia

c. Severe preeclmpsia

d. Chronic hypertension with superimposed preclampsia
Anchoring villi

Syncytiotrophoblast
Cytotrophoblast

Spiral arteries

NORMAL PREECLAMPSIA

Extravillous trophoblasts

Interstitial extravillous 
trophoblast

Endovascular extravillous 
trophoblast

Failure of secondary (2°) 
wave of trophoblastic invasion

Narrow spiral artery 
high resistance 
low velocity

UPI - Fetal hypoxia

Htn 
Headache 
Vomitting 
Reversible 

blurring of vision  
Epigastric pain  

Oliguria 

VC 
NO 
Plgf 

prostacyclin

VC 
Sf[t] 

thrombaxane 
A2 

endoglins
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Umblical Artery Velocimetry

Normal Flow

Absent Diastolic 
Flow

Reversal Diatolic 
Flow

Q. A 40-year-old woman presents at 32 weeks of gestation in her first pregnancy with a blood pressure 
of 143/90 mmHg. Blood pressure at the beginning of her pregnancy was 100/60 mmHg. Quantitative test 
in indicated, No proteinuria. She feels well, with no headaches or visual disturbance.

a. Do not admit patient to hospital or treat hypertension; no indication for blood tests but monitor blood 
pressure weekly.

b. Treat hypertension with oral anti-hypertensives, take blood pressure at least twice per week, take blood tests.

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

d. Give iv MgSO4

Q. A pregnant lady at 32 weeks gestation period presents with a BP of 160/110 mm Hg� Proteinuria with 
Retinal Haemorrhage What is the Definitive Management of choice in this case$ 

a.  Ritodrine 

b.  Nifedipine

c.  Magnesium sulphates 

d.  Termination of pregnancy

Reversal of Diastolic 
Flow
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Diabetes in Pregnancy and Shoulder Dystocia 

Congenital Malformation in Diabetic Females

GDM : &t fi rst [isit� repeat at 2� � 2� \eePs

Fasting 1 hr 2 hr 

�5 gms OGTT < 92  < 180  < 153
 75 GMS OGCT -> DIPSI measure blood sugar after 24 hours

Weight > 4 kg : lscs 

TIMING of delivery : 
GDM controlled on diet : 40 - 40 weeks + 6 days
GDM/overt DM controlled on medication : 39 - 39 weeks + 6 days
GDM/overt DM  poorly controlled on medication : 37 weeks
GDM/overt DM  uncontrolled on medication : 34 weeks

Shoulder dystocia

• A Mead�to�body deli[ery time exceedinL �� Xec iX uXed to defi ne XMoulder dyXtocia.
• Often described feature is the turtle sign which involves the appearance and retraction of 

the fetal head (analogous to a turtle withdrawing into its shell) and the erythematous, red 
puffy face indicati[e of facial fl uXMinL.

Management of Shoulder Dystocia 

CALL FOR HELP : Bring patient to edge of table, empty bladder, episiotomy

1. The McRoberts maneuver : The maneuver consists of removing the legs from the stirrups 
and XMarply fl exinL tMem up onto tMe abdomen.

• Decreases angle of inclination

• Pelvis tilts cephalad

< 120 - N

121 - 139 - IGT 

> 140 - GDM 

> 200 - overt DM

Overt DM FbS > 126 mg/dl

Ppbs > 200 mg/dl

HbA1c > 6.5

Mc congenital malformation with overt DM - 
CVS > NTD

Mc CVS  malformation - VSD 

Lc CVS malformation - TOF 

2oXt Xpecifi c (;8. malformation � T,A 

2oXt Xpecifi c anomaly � 8acral aLeneXiX 
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(2) Supra pubic pressure

(3) Rubins

Meralgia paresthesia

AOF
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Wood corkscrew method

 • Woods reported that, by progressively rotating the posterior shoulder 180° in a corkscrew 
fashion, the impacted anterior shoulder could be released. This is frequently referred to as the 
Woods corkscrew maneuver.

 • Woods corkscrew

   

Posterior arm extraction

If all the above methods fail : All fours or gaskins position and repeat all
Extreme methods :
Push the fetus into pelvis - LSCS → Zavanelli 
Fetal cleidotomy 
Maternal symphysiotomy

Shoulder shrug method
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Pt on prosthetic valves, risk of AF

Baseline warfarin dose

≤5 mg/d >5 mg/d

Continue warfarin therapy
Closely monitor INR levels
Goal INR is 2.5-3.0

         First trimester
Convert to LMWH
Closely monitor anti-Xa peak levels 
   4 to 6 h after dose
Goal anti-Xa level is 0.8 to 0.1 U/mL
                         or
Convert to UFH
Closely monitor midinterval anti-Xa 
   or aPTT levels
Goal anti-Xa level is 0.35 to 0.70 U/mL
Goal aPTT time is >2 times control

     At 36 weeks' gestation 
Convert to LMWH or IV UFH

      Vaginal delivery 
Continue IV UFH until 4 to 
     6 h before delivery

       Cesarean delivery 
Discontinue anticoagulation 
         before surgery

               Postpartum
Reinitiate IV UFH plus warfarin 
Once INR is 2.5-3.0, stop UFH

    Second and third trimesters
Convert back to warfarin therapy 
Closely monitor INR levels
Goal INR is 2.5-3.0
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Anemia in pregnancy :

Anemia Hb < 11 gm/dl
Mild Hb 9 - 10.9 gm/dl
Moderate 7 - 9.9 gm/dl
Severe < 7gm/dl

Mild/moderate anemia

< 34 weeks 

2 tablets of 
oral iron till Hb 

improves

> 34 weeks 

Parenteral iron 

Severe anemia 

< 5 ml 

Any aged

Packed cell 
transfusion

5 - 6.9 

> 34 weeks 

BT 

< 34 weeks 

Parenteral iron 

Identical/uniovular 

25%

1 in 250

Binovular 

75 % 

Vary with race and 
ethnicity 

DCDA

Zygote
splits

Genetically 
  identical

Shared placentas

Ovum 
splits

Genetically 
distinct (1/2)

Separate placentas
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MorulaMorula

Blastocyst

Dichorionic/Diamniotic

Monochorioni/Diamniotic

Monochorionic/Moncamniotic

Conjoined
     Formed 
Embryonic Disc

Implanted 
Blastocyst

Cleavage

Days 4-8

Cleavage

Days 13-15

Cleavage

Days 8-13

Cleavage

Days 1-3

Ind LSCS 

1st twin non cephalic 

MCMA 

Saimese

TTTS

Triplets by 35 weeks 

Discordant twin with 2nd twin larger 
tMan fi rXt

Monochorionic/Monoamniotic

Monochorionic/Diamniotic

(T sign) (Lambda sign)

Monochorionic Twin Dichorionic Twin
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Management of Labor

Time of Delivery
1. Monochorionic monoamniotic twins : Cesarean section at 32-34 weeks after giving 

corticosteroids.

2. Monochorionic diamniotic : Elective delivery at 36-37 weeks.

3. Dichorionic twins : Elective delivery at 37-38 weeks.

4. Triplet pregnancies : Elective cesarean at 35 weeks after giving corticosteroids.

Labour
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Leopold Maneuvers

Q. A pregnant lady was admitted for pregnancy induced hypertension for monitoring and bed rest. In 
supine position which of the following is a complication of the below representation? 

a.  Abdominal aorta syndrome 

b.  Supine vena cava syndrome 

c.  Superior vena cava syndrome 

d.  Ascending aorta syndrome 
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Anatomical conjugate 

True conjugate - upper border of PS to SP

11 cm 

AP Oblique Transverse

Inlet

Cavity

Outlet

11cm

12 cm 

13 cm

12 cm 

12 cm 

12 cm

13 cm 

12 cm 

11 cm 

Diagonal conjugate - 12 cm 

Lower border of PS. to sacral promontory

OC - posterior surface of PS  to sacral 
promontory

DC - 1.5 - OC - 10.5 cm
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S1
S2

S3
S4

S5

Inlet Createst Least 

Outlet 

A. Sagittal section. 

Inlet 

Greatest 

Least 
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Q. A 34 yr old female G2P1L1, previous classical C section, is now having Breech presentation which is 
confi rmed on USG at 34 weeks and the patient insists on normal delivery. What will you do$

a. Wait for 36 weeks

b. Plan cesarean section at 37 weeks

c. Repeat USG after a week and decide

d. Do vaginal delivery

Cardinal Movements of Labour

They are as follows*:
1. Engagement*

2. Descent

3. Flexion

4. Internal rotation*

5. Crowning*

6. Extension*

7. Restitution

8. External rotation
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Latent phase

Average Prolonged

Primi 10 - 12 hours ư �� MourX

Multi 6 - 8 hours  ư �� MourX

Active Phase WHO 201�

Rate of dilatation Rate of descent

Primi 1.2 cm/hour 1 cm/hour  upto 12 hours

Multi 1.5 cm/hour 2 cm/hour  upto 10 hours

Prolonged Active Phase / Protracted Active Phase

Primi < 1.2 cm / hour Multi < 1.5 cm / hour
Min < 1 cm / hour

PA contraction

Adequate Inadequate

PV

Moulding 3 + LSCS PV - OP Position 

Wandw

Augment
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Prolonged Active Phase

Active Phase Arrest
Q. A 2�-year-old in her first pregnancy is induced at term plus 10 days. The CTG was normal before 

induction of labour  she was dilated 6 cm four hours previously and now is dilated � cm on vaginal 
examination. She has uterine contractions at a rate of two every 10 minutes. The CTG shows a baseline 
rate of 150 bpm, good variability and infrequent shallow variable deceleration.

 What is the next most appropriate action?

a. Assess in 30 minutes without augmentation.

b. Assess in two hours without augmentation.

c. Assess in four hours without augmentation.

d. Start syntocinon and assess in two hours.

The Second Stage

Average 2nd stage arrest

Primi 1 hours ư � MourX

Multi 30 mins ư � MourX

Ritzgens

Active Phase Arrest 
LSCS 

with membrane absent

With adequate contraction With inadequate contraction

No dilatation for 4 hours Oxytocin 
No dilatation for 6 hours

Station of fetal head 

Above + 2 Below + 2

LSCS Vaccum/forceps
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Q. A 34-year-old nulliparous woman in the second stage of labour has been pushing for the last two hours 
and is exhausted. The CTG is normal; the head is 1 cm above the ischial spines, in occipitoanterior 
position. Which of the following would be the most appropriate action?

a.  Emergency Caesarean section

b.  Increase syntocinon

c.  Perform fetal blood sampling

d.  Trial of forceps in theatre

Q. Components of Active Management of the Third Stage of Labour (AMTSL)

a. Immediate administration of uterotonic drug

b. Delayed cord clamping

c. Controlled cord traction

d. Intermittent uterine tone assessment

Active management of third stage 
of labour

1. Injection oxytocics

    (i) Injection oxytocin IM/IV 10 IU

    (ii) Inj. carbetocin 100 micro gm IM

   (iii)  Tab. Misoprostol 400–600 micro gm 
PR/SL/oral

2. Delayed cord clamping

3.  Brandt–Andrew method / Controlled cord 
traction

4. Intermittent uterine tone assessment
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External Cephalic Version

• Success rate 50%

Prerequisite:
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Absolute contraindications

 • It is contraindicated if vaginal delivery is not an option, such as with placenta previa.
 • Multifetal gestation.
 • Relative contraindications are

 - Early labor
 - Oligohydramnios
 - Rupture of membranes
 - Known nuchal cord
 - Structural uterine abnormalities
 - Fetal growth restriction
 - Prior abruption 

Complications of ECV

1. Fetal distress

2. IUFD

3. Preterm labor

4. Abruption

5. Cord entanglement

6. Uterine rupture

Indications for Cesarean Section in Breech Presentation

 • Lack of operator experience
 • Patient request for cesarean delivery
 • Large fetus: > 3800 to 4000 g
 • Apparently healthy and viable preterm fetus either with active labor or with indicated delivery
 • Severe fetal-growth restriction
 • Fetal anomaly incompatible with vaginal delivery
 • Prior perinatal death or neonatal birth trauma
 • Incomplete or footling breech presentation
 • Hyperextended head
 • Pelvic contraction or unfavourable pelvic shape determined clinically or with pelvimetry
 • Prior cesarean delivery
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Assisted Breech Delivery

Pinards Method - arrested lower limb

Extended arm / Nuchal displacement 

Loveset method
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Mauriceau-Smellie-Veit Maneuver

Wigard martin method

a b

c d
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• Uterine and ovarian artery ligation: It is easier than internal iliac artery ligation and can be 
tried aX tMe fi rXt reXort (before ' lyncM Xuture became popular)
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PPH WHO 2025

Definition : 
 • A(4, definition� 'leedinL wMicM cauXeX -ct to decreaXe by ��
 or tMe need of blood 
transfusion after delivery.

 • 5oXt 5artum -emorrMaLe (55-) obOecti[ely meaXured blood loXX tMreXMold of ư��� ml witM 
any abnormal haemodynamic sign (pulse >100 bpm, shock index >1, systolic blood pressure 
!��� mmML or diaXtolic bp !�� mmML or obOecti[ely meaXured blood loXX of ư��� m1, 
wMicMe[er occurX firXt witMin �� MourX after birtM, and witM particular [iLilance durinL tMe 
firXt � MourX.

 • PRIMARY PPH- bleeding within 24 hrs of delivery.
 • Causes -4 Ts tone, trauma, tissue, thrombin.
 • SECONDARY PPH- bleeding after 24 hrs upto 12 weeks cause retained placenta.

Preliminary management : 

Medical management : 

Drugs Dose Route Contraindications Side Effects

Oxytocin/ Pitocin / 
Syntocin

10 IU - 40 IU 
max. IM / IV drip Never give IV bolus → causes 

hypotension, arrythmias. Water retention

Methergine / Methyl

ergometrine / Ergot-
amine (Amber col-

ored ampoule)

 • 0.2 mg 
 • Max 5 doses  
(1 mg)

IM / IV

 • After delivery of 1st twin
 • Cardiac diseases
 • PE / Eclampsia
 • Rh negative pregnancy.

 • Nausea / vomiting
 • Hypertension

Carboprost (PGF2α)
 • 250 μgm 
 • Max. 8 doses  
(2 mg)

IM / Intra 
myometrial

 • Asthmatics
 • Active cardiac, hepatic & renal 
disease.

 • Bronchoconstriction
 • Diarrhoea

Misoprostol (PGE-1) 800 μgm - 
1000 μgm

PR, buccal, 
SL or oral -  • Headache

 • Fever
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Tamponade methods :

Surgical methods :
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Q. The following statements are related to PPH except

a. It is always a preventable condition

b. Atonicity of the uterus is the commonest cause

c. Intravenous ergometrine with the delivery of anterior shoulder is a prophylaxis

d. 'lood loXX durinL ceaXeran Xection exceedX Vuantitati[e definition of 55-

Q. A 32-year-old woman presents with mild vaginal bleeding 10 days post normal delivery. She is well in 
herself with no pyrexia. She has no allergies. What is the most appropriate next step?

a.  Misoprostol 1000 ugm

b.  Misoprostol 600 ugm

c. TVS

d. Reassure

Q. A 30-year-old woman para 6 delivers vaginally following normal labour with spontaneous delivery of an 
intact placenta. Excessive bleeding continues, despite manual exploration, bimanual massage, intravenous 
oxytocin and administration of 0.2 mg methergin IV, which one of the following would be the next step 
in the management of this patient:

a. Packing the uterus

b. Immediate hysterectomy

c. Bilateral internal iliac ligation

d. Injection of PGF 2α
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Vagina

Bartholin gland

Anus

  

1.5 cm x 1.0 cm 1.5 cm x 1.0 cm

Cyst 
wall

3.0 Vicryl 
suture,

Abscess/cyst 
cavity

Vestibular
 mucosa

A B C

Bartholin gland/ Greater vestibular gland:

 • 1ieX in Xuperficial perineal poucM

 •  'artMolin ductX iX �cm, openX into a  
Lroo[e between 1. 2inora and -ymen

 • )uct tMrouLMout � tranXitional epitMelium

 •  At openinL it iX � Xtratified XVuamouX  
epitMelium

GYNAECOLOGY

Bartholin cyst:

 • +luctuant, non�tender, mobile

 • 7ecurrent � marXupiali_ation

 • 'artMolinƍX AbXceXX�

 •  Tender 
m�c → *. (oli # ,onococci

 • . and ), wordX catMeter
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EMBRYOLOGY
Bi-potential gonads at 5 weeks

Ovary (8 wks) (WNTY)Testis (7 wks)

Sertoli

AMH

Regression of mullerian 
duct

• Prostatic utricle
• Appendix of testis

Leydig
Testosterone
Growth of 

<olffian duct
SEED

No AMH
• Formation of 2

mulllerian ducts
• Fusion caudal to cranial
• Septal resolution

Uterus, Cervix, Upper 2/3 of vagina

SRY gene located on short arm of Y chromosome

(-) ve(+) ve

No testosterone

(ranial rem of <olfiann tubuule � *popMoron

(audal rem of wolffian tubule � parapMoon

<olffian duct rem � ,arnerƍX duct

External Genetalia 
DHT

Present
Glans penis

Scrotum

Ventral aspect  
of penis

,enital tubercle

Genital swelling

Genital fold

Clitoris

L. majora

L. minora

AbXent
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I Hypoplasia/agenesis

(a) Vaginal (b) Cervical

(c) Fundal (d) Tubal (e) Combined

II Unicornuate

(a) Communicating (b) Non-
communicating

III Didelphus

(c) No cavity (d) No horn

IV Bicornuate

(a) Complete (b) Partial

VI ArcuateV Septate VII DES drug related

(a) Complete (b) Partial

Classification criteria for US differen- tiation 
of bicornuate from septate uteri. (a) When 
the apex of the fundal contour is more than 
5 mm (arrow) above a line drawn between 
the tubal ostia, the uterus is septate. (b, c) 
When the apex of the fundal contour is below 
(arrow in b) or less than 5 mm above (arrow in c)
a line drawn between the tubal ostia, the uterus 
is bicornuate. (Figs 2a-2c courtesy of Joanna Culley, BA.)

a

b c



277

Gynaecology

DBMCI OneShot • Vol-2 • v4.0 • 2026

Investigations

R

R

Bicornuate 
uterus

Septate 
uterus
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a b

Treatment
Abdominal metroplaXty

A

B

C

3

3
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A B

Illumination

Q. Bicornuate uterus is due to: 

a.  .ncomplete fuXion of uterine ca[ity

b.  .ncomplete fuXion of parameXonepMric duct

c.  .ncomplete fuXion of meXonepMric duct

d.  .ncomplete formation of [aLina

Q. The most important indication for surgical repair of a bicornuate uterus is:

a.  .nfertility

b.  )yXmenorrMea

c.  2enorrMaLia 

d.  -abitual abortion

Reproductive Physiology

*ndocrine cycle

-ypotMalamuX � 5ulXatile LnrM

5ituitary � +8-, 1-

4[ary � *, 5

:teruX
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LH

Progesterone

FSH

Estradiol

Day 1 
Menstruation

Follicular Phase

Day 14 
Ovulation

Luteal Phase

Day 28 
Menstruation

Q. A 25 year old female has perfectly normal cycles since her puberty . Which of the following pattern 
of hormones is expected in the proliferative phase,around the time of ovulation and in luteat phase 
respectively ?

a.  increaXed fXM , lM XurLe ,low eXtradiol 

b.  increaXinL eXtradiol , MiLM fXM , MiLM inMibin A 

c. -.,- 574,*8T*74N* , -.,- +8- , -.,- *8T7A).41 

d. .N(7*A8.N, *8T7A).41 ,MiLM fXM, low inMibin a 

Q. Ovulation is characteristically associated with:

a.  )ecreaXed +8- ,1- 8:7,* 

b.  )ecreaXed 1- , +8- 8:7,* 

c.  1- XurLe ,+8- XurLe 

d.  5rolactin XurLe

Q. A 25 year old woman on a routine usg done on day 24 of her cycle � shows a incidental finding of a small 
thich walled right ovarian cyst with peripheral vascularity. A follow up scan done days post menstrually 
shows no such cyst . The most probable mechanism involved in resolution of this cystic structure is ?

a.  increaXed le[elX of proLeXterone 

b. increaXed le[elX of eXtroLen 

c. decreaXed le[elX of lM 

d. decreadXed le[elX of fXM 

Q. ABNROMAL UTERINE BLEEDING 

 Bleeding from uterine corpus that is abnormal in

a. 7eLularity, 

b. ;olume, 

c. +reVuency, or 
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d. )uration and

e. 4ccurX in tMe abXence of preLnancy

 FIGO System of Nomenclature for the etiologies of AUB

 • 5olypX (5)

 • AdenomyoXiX (A) 

 • 1eiomyoma (1)

 •  2aliLnancy � -yperplaXia (2) 

 • (oaLulopatMy (() 

 • 4[ulatory dyXfunction (4)

 • *ndometrial (*)

 • .atroLenic (.) 

 Not defined (N)

Polyp 

  

Adenomyoma 
P

M3

5.0cm
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Posterior 
Uterine wall

Leiomyoma 

Pedunculated

Intracavitary

Intramural

Subserous
Submucous

   

UTERINE FIBROID POSTERIOR WALL

NORMAL
MYOMETRIUM

ENDOMETRIAL 
STRIPE HYPOECHOIC 

MASS------FIBROID

 • 2oXt common deLeneration Ɗ -yaline deLeneration

 • 1eaXt common deLeneration Ɗ 8arcomatouX

 • 2oXt common deLeneration in preLnancy Ɗ 7ed deLeneration

+ibroid NulliparouX 
�� � �� yrX

8ubmucoXal � -2', .nfertility, abortion

.ntramural � conLeXti[e dyXmenorrMea

8ubXeroXal � preXXure XymptomX

Anterior cer[ical fibroid � increaXed freVuency 
of micturition

(entral�5oXterior cer[ical fibroid � acute 
retention of urine

:terine

8ubXeroXal8ubmucoXal .ntramural 
(2( ��
)
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Q.  A 45-year-old nulliparous woman is being evaluated for inƴammatory bowel disease as an inpatient. 
Ultrasound showed a 5 cm fundal fibroid and a 3 cm anterior wall fibroid. Her periods are regular: 4Ɗ5 
days in 30 days. She denies any interment strual bleeding. She is up to date withsmears� with normal 
results.

a.  2yomectomy

b.  ,n7- analoLueX

c.  -yXtrectomy

d.  <ait and watcM

Q.  A 36-year-old nulliparous woman is being evaluated for secondary subfertility. She has regular heavy 
periods lasting for � days every month. Ultrasound shows a 4 cm-sized pedunculated fibroid impinging 
into the uterine cavity.

a.  laparoXcopic 2yomectomy

b.  ,n7- analoLueX

c.  -yXtroXcopic myomectomy 

d.  <ait and watcM

Amenorrhea 

Primary Amenorrhea 
 • .n abXence of Xecondary Xexual cMaracterX, no menXeX till tMe aLe of �� yearX.

 • .n preXence of Xecondary Xexual cMaracterX, no menXeX till tMe aLe of �� yearX.

 • N4 menXtruation after � yearX of attaininL Xecondary Xexual cMaracterX .

2anaLement

AXymptomatic

7eLular 
Xuper[iXion

8urLery
 • )iaL. :ncertain
 • 5edunculated

+ibroid
 • :nexplained 
infertility

8urLery

UAE 
-.+: 

27L-.+:

-yXterectomy2yomectomy 2yolyXiX
 • *lectrocautey
 • (7>4
 • 1aXer

8ymptomatic

2edical treatment
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False Primary Amenorrhea / Cryptomenorrhea 

Imperforate Hymen

Secondary 
Hematocolpos 
Menstural blood has 
collected behind an 
imperforate hymen.

Turner’s MC

�� =4

Turner 2oXiac � �� ==��� =4 � Xec amenorrMea

 • 8Mort Xtature

 • <ebbed necP

 • +lat cMeXt witM widely Xpaced nippleX 

 • (4A witM bicuXpid [al[e

 • 8N-1

 • TMyroiditiX

 • (ubituX ;alLuX, XMort �tM metacarpal

 • -orXeXMoe Pidney

 • .nfantile uteruX, XtreaP o[ary

 • )2
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True Primary Amenorhhea

Karyotype Gonad SSC Uterus External  
Genetalia Rx

TurnerƍX ��=4 8treaP o[ary AbXent 5reXent ♀  -7T witM *�5
270- ��== 4[ary 5reXent AbXent ♀ ;aLinoplaXty  8urroLacy
A.8 ��=> TeXtiX 'reaXt 

AbXent
AbXent ♀ ,onadectomy ;aLino�

plaXty -7T witM *

8weyerX ��=> 8treaP o[ary AbXent 5reXent ♀ ,onadectomy -7T *�5
0allmanƍX ��== 4[ary AbXent 5reXent ♀ 5ulXatile ,n7- .nO -(,
5 α reductaXe 
deficiency

��=> TeXtiX ;irili_ation AbXent ♀ *xternal Lenetalia 
reconXtruction

5α-reductase Complete Incomplete Reifenstein

Inheritence AutoXomal receXXi[e =�linPed receXXi[e =�linPed receXXi[e =�linPed receXXi[e
Spermatoge nesis )ecreaXed AbXent AbXent AbXent
Mullerian AbXent AbXent AbXent AbXent
Wolffian 2ale AbXent :nderde[p 2ale
External +emale +emale +emale clitoromeLaly 2ale MypoXpadiaX
Breasts 2ale +emale +emale ,ynecomaXtia
Axillary and  
Public Hair

��� AbXent 8canty 5reXent

88(

AbXent

8erum +8-

! � .:�1

5reXent

<orPup

4[arian failure 
!��  # �� .:�1

:teruX abXent

270-, A.8

:teruX preXent

5(48

:8,
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Q. A 19-year old patient complains of primary amenorrhea. She had well developed breast and pubic hair 
but on examination there was absence of uterus and vagina. Likely diagnosis is: 

a.  =>> 

b.  2ullerian aLeneXiX 

c.  ,onadal dyXLeneXiX 

d. 0linefelter Xyndrome

Q.  A 16 year old girl with blind vagina and absent uterus presents to you. The investigation you will like to 
do first is: 

a.  .ntra[enouX pyeloLrapMy  

b.  +8- 

c.  0aryotypinL 

d.  (T Xcan of pel[iX 

Secondary Amenorrhea 

 8econdary amenorrMea iX defined aX abXence of menXeX for � conXecuti[e montMX (or lenLtM 
of time eVui[alent to total of tMree pre[iouX reLular cycleX) in a female wMo Mad pre[iouXly 
reLular menXeX. 

 5reLnancy iX tMe 2( cauXe of Xecondary amenorrMea.

Causes

Asherman syndrome : 
 • :terine XynacMie
 • 5oXtpartum curettaLe MiLMriXP of AXMeXman
 • .4( Lold � -yXteroXcopy
 • 7x � -yXteroXcopic adMeXiolyXiX

UT

A B
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Hypothalamus
 • 8treXX

 • T'�8arcoidoXiX

 • Trauma

 • Tumour

 • *xceXXi[e exerciXe

 • *atinL diXorder

PROLACTINOMA

Ovarian

54+.          8a[aLe 8yndrome

5(48

Work up

Pituitary

Sheehan’s
 • 5oXtpartum pituitary necroXiX

 • All ant pituitary loXt

 • �Xt to loXe � ,-

 • 2�( � 1actation failure

 • 7x � *�5, TMyroxine, (ortiXol Xupplementation

AmenorrMea

,alactorrMea↓ 1ibido  
.nfertility

54( � (aberLoline

8r 571 # �� nL�ml

8r. T8-

8r 571 # ��� 27.

5roL cMallenLe teXt

� dayX of 25A and witMdraw

No bleedinL

No bleedinL

AXMerman

* � 5 cMallenLe teXt

'leedinL preXent

! � .:�1 
-ypotMalamopituitary

# �� .:�1  
4[arian failure

8r +8-

<itMdrawal bleedinL preXent

5(48
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Work up for Secondary Amenorrhea 

Steps to be followed in evaluation of secondary amenorrhea:
 • 7ule out preLnancy (urine preLnancy teXt�8r. β�M(,)

 • T8- and 5rolactin eXtimation (eaXily correctable Mormonal conditionX cauXinL amenorrMea)

 • 5roLeXterone cMallenLe teXt (5(T)  5(T

Q. A 23-year-old female came with complaints of 4 months amenorrhea. The FSH and LH were elevated 
above the normal value, thyroid function test were normal. Which is the next step in management?

a.  ,i[e proLeXterone and Xtop after �� dayX for witMdrawal bleedinL

b.  (MecP :8, for polycyXtic o[arieX

c.  *Xtimate Xerum eXtradiol [alueX

d.  )o a urine preLnancy teXt

Q. Child with primary amenorrhea with negative progesterone challenge test but positive combined 
progesterone and estrogen test. Diagnosis may be: 

a. 2ullerian aLeneXiX 

b.  5(4)

c.  AXMerman Xyndrome 

d.  5rolactinoma 

Q. An 18-year-old national gymnastic champion is referred to you. She experiences long periods of secondary 
amenorrhea and she only has two to three periods each year. She is training for the coming Olympics 
but her general practitioner advised her to visit you because she is worried about her. She suffers from 
backache. Her BMI is 16.

 What will you offer her?

a.  (yclic (4(5.

b.  (yclic proLeXterone for witMdrawal bleedinL.

c.  )epomedroxy proLeXterone acetate.

d.  ,n7- analoLue
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pcos

 • 5(4) � 5(48 iX tMe moXt common endocrine diXorder amonL tMe reproducti[e aLe Lroup 
people ( mainly �� Ɗ �� yearX)

 • .t iX tMe commoneXt cauXe of ano[ular infertility

 • .t iX a treatable cauXe of infertility

Pathophysiology

RTTR

Complications
 • .nfertility
 • )2
 • 2etabolic Xyndrome
 • *ndometrial MyperplaXia
 • *ndometrial (a
 • 'reaXt (a
 • )epreXXion
 • 8leep apnea Xyndrome
 • Non alcMoMolic fatty li[er
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Diagnosis 
 • ���� international criteria � at leaXt two out of tMree XMould be preXent�

�. 4liLo�ano[ulation

�. -yperandroLeniXm� biocMemical or clinical

�. �� or # �� follicleX �Ɗ� mm in Xi_e preXent witMin one or botM o[arieX on :8, and�
or o[arian [olume # �� m1 # �� follicleX per Xection 
or  
A2-

iii. Adhesion formation post-surgery

Main Complaint Management of Choice

.rreLular cycleX witM oliLomenorrMea and Xecondary 
amenorrMea

4( pillX witM �rd or �tM Leneration proLeXtin

4beXity 2etformin � 4(5
.nXulin reXiXtance 2etformin
-irXutiXm 4(5 witM cyproterone acetate
.nfertility 1etro_ole �Xt 1ine (lomipMene citrate (�nd 1ine)

Acanthosis Nigricans

Last resort:

4 holes, 40 mV, 4 mm depth

Laproscopic ovarian drilling
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Q. A 2�-year-old lady� Rani� is suspected to have polycystic ovarian disease. Sample for testing LH � FSH 
are best taken on the following days of menstrual cycle: 

a. ��� 

b. ���� 

c. ����� 

d. �����

Q. A 16-year-old girl presents with rapid onset hirsutism. Best investigation is:

a.  TeXtoXterone eXtimation 

b.  )iMydroepiandroXterone

c.  AdrenocorticoidX

d.  1- and +8- eXtimation
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Infertility 

 • .nfertility iX defined aX an inability to concei[e in Xpite of � year of reLular unprotected 
intercourXe aLe ��yrX � � montMX

Female Infertility 

WHO Category for Anovulation
.�  -ypotMalamic pituitary failure
..�  -ypotMalamic pituitary diXturbance�5(48
...�  4[arian failure
.;�  -yperprolactinemia

Ovarian Indicators

Management

Ovulation Induction Agents
�. (lomipMene citrate ((() 
�. 1etro_ole, AnaXtro_ole, Tamoxifen 
�. ,onadotropinX 

Clomiphene citrate Letrozole Gonadotrophins

8*72 AromataXe inMibitor .nO -2,  
7ec +8-, 1-

24A 'locP *� receptorX on pituitary teXt � eXtro

)oXe �� mL�day 2ax ��� mL�day �.� � � mL�day ��� � ��� .:�day

8* -ot flaXMeX 
5ain abd 
'lurrinL of [iXion

(onLenital 

malformationX

 • 528

 • )ay �� 8r 5roL

 • )ay �� urinary 1- XurLery

 • 2aturation index 
5�8�. 
�������

 • :8, 
Trilaminar 
*ndometrium

 • *' on day ��

7eLular
2ittelXcMmer_
5rimary XpaXmodic dyXmenorrMea
7iXe in '' � by �.� t(
(er[ial mucouX cManLeX

*XtroLen

TMin, copiouX

8pinbarPiet

+erninL preXent

5roLeXterone

8canty, tMicP

TacP

AbXent
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Q. A patient treated for infertility with clomiphene citrate presents with sudden onset of abdominal pain 
and distension with ascites, the probable cause is: 

a.  :terine rupture

b.  *ctopic preLnancy rupture 

c.  2ultifetal preLnancy 

d.  -yperXtimulation Xyndrome 

Tubal Investigation

�Xt line -8,
)iXad[antaLe � '�1 (ornual blocP � due to cornual XpaXm   ,old Xtandard 1aproXcopic 

cMromopertubation

A B

Right tube Left tube

Spill of dye Spill of dye

Uterus

R R

Markers of Ovarian Reserve
• 'eXt A2-
• )� A+(
• )� 8r +8-
• )� 8r *Xtradiol� .nMibin
• ((( TeXt
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Q. Lady with infertility with bilateral tubal block at cornua; best method of management is:

a.  1aparoXcopy and MyXteroXcopy

b.  -ydrotubation

c.  .;+

d.  TuboplaXty

Q. Management of tubal factors:

�. (ornual blocP� cornual catMeteri_ation or cannulation (operati[e MyXteroXcopy) to remo[e tMe blocPX

�.  2idXeLmental tubal blocPX� tuboplaXty

�.  8iXtal tubal blocP�

�.  2ild�fimbroplaXty Xe[ere �.;+

Q. An infertile women has bilateral tubal block at cornua diagnosed on hysterosalpingography. Next step 
in treatment is:

a. .;+

b. 1aparoXcopy and MyXteroXcopy

c. TuboplaXty

d. -ydrotubation
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Male Infertility

Urinary 
bladder
Ductus 
deferens

Urethra

Epididymis
Testis

Ureters

Seminal vesicle
Ejaculatory duct
Prostate gland
Bulbourethral 

glands

Human Semen Analysis

 • New 8emen AnalyXiX (riteria aX per ƌ<-4 2anual for 8emen AnalyXiX����

 • 8emen [olume� �.� m1 or more

 • p-� �.� or more

 • (ount� �� million�m1 or more

 • 2otility (witMin � Mour of collection) total motility (proLreXXi[e � non proLreXXi[e)� �� 
 or 
more

 • 5roLreXXi[e motility� ��
 or more

 • ;itality (li[e Xpermato_oa)� �� 
 or more

 • 8perm morpMoloLy (normal formX)� � 
 or more

 • 1eucocyteX leXX tMan � million �ml

 • 7ound cellX leXX tMan � million�ml

 • ALLlutination leXX tMan �� 


 • AXpermia� abXence of Xemen

 • A_ooXpermia� _ero Xperm count

 • AXtMenoXpermia� leXX tMan ��
 motile Xpermato_oa

 • 4liLo_ooXpermia� count leXX tMan �� million�m1

 • TeratoXpermia� leXX tMan �
 normal f

! � million .(8.
���� million .;+
�� � �� million .:.
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QUESTIONS 

Q. A 36-year-old Asian woman attends the infertility clinic with her husband. She has been trying to 
conceive for the last 2 years. She is overweight and gives a history of irregular periods over the last 
2 years. Her history and investigations are suggestive of polycystic ovary syndrome (PCOS). She has 
been using clomiphene citrate for the last 6 months with day 21 progesterone of 10 ng/L. Her husband’s 
semen analysis is normal.what is management ?

a. 5erform laparoXcopy and dye teXt

b.  ArranLe in [itro fertiliXation (.;+)

c.  'ilateral o[arian drillinL

d.  (ounXel and offer Xupport

Q. A 36-year-old Caucasian woman attends the infertility clinic with her husband. She has been trying 
to conceive for the last 2 years. She is overweight and gives a history of irregular cycles for the last 2 
years. Her history and investigations are suggestive of PCOS. She has been using clomiphene citrate for 
the last � months. Hysterosalpingogram reveals patent fallopian tubes. Her husband’s semen analysis 
is normal.

a. 5erform laparoXcopy and dye teXt 

b. ArranLe in [itro fertiliXation (.;+)

c. 'ilateral o[arian drillinL 

d. (ounXel and offer Xupport

Q. Ms =Y (30 years) and her male partner (26 years) have been trying to conceive naturally for the 
last 3 years. They have had infertility investigations over the last year. These include a normal semen 
analysis� normal USS pelvis� normal HSG� normal TSH� prolactin� D3 FSH� LH and normal AMH. Her day 21 
progesterone suggest ovulation. Ms =Y is rubella immune and has negative swabs for an STI. Her recent 
cervical smear is normal. Which of the following treatment options are best suited to her? 

a.  (lomipMene citrate

b.  .:. 

c.  .;+�.(8.  

d.  .;+ 

e.  1etro_ole
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CIN

Screening

• 5A5 82*A7 

• 1'( 

• -5; )NA T*8T.N, 

• ;.A 

• ;.1. 
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Liquid Based Cytology Processor

Cervical sample
100% of collected
sample rinsed into
E-Prep vial

Send to lab safely Filtering and
mono-layer E-Prep

Increased
opportunity to
detect early signs
of abnormality

Cervical sample Smear 20% Loss 80% Dried cell Piled cell

Pap Smear

Liquid-Based Pap Test (E-Prep)

Liquid Based Cytology Processor 

Screening Guideline 

Q. Rekha a 45-years-old woman has negative pap smear with positive endocervical curettage. Next step in 
management will be:

a.  (olpoXcopy 

b.  ;aLinal MyXterectomy 

c.  (oniXation 

d.  <ertMeimƍX MyXterectomy

ACOG         WHO

8tart XcreeninL at aLe �� � �� yrX

5ap Xmear� 1'( e[ery � yrX

�� � �� yrX � pap Xmear�1'( e[ery � yrX

or

5apXmear � -5; co�teXtinL e[ery � yrX

or

-5; co�teXtinL e[ery � yrX

8top XcreeninL after �� if pre[iouX � XcreenX are neLati[e

8tart aLe ��

-5; )NA teXtinL e[ery ���� yrX

:pto �� yrX

-.; �;* �� yrX

-5; )NA teXtinL e[ery � yrX
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Indication OF CONE BIOPSY/CONIZATION 

Diagnostic
 • 1imitX of tMe leXion can not be [iXualiXed witM colopoXcopy

 • TMe XVuamocolumnar Ounction � T? iX not Xeen at colpoXcopy 

 • .n endocer[ical curettaLe, MiXtoloLical findinLX are poXiti[e for (.N � .. or (.N Ɗ ... or (ancer 
in Xitu

 • 2icroin[aXi[e carcinoma or adenocarcinoma in Xitu iX XuXpected baXed on pap, biopXy or colpoXcopy 

 • 1acP of correlation between cytoloLy, biopXy and colpoXcopy reXultX.

CIN TREATMENT 
 • (.N . 

 � )o -5; Ɗ )NA  and 5ap Xmear e[ery � montMX 
 � .f -5; )NA iX poXiti[e or repeated  5ap Xmear XMow A8(:8 or MiLMer tMen do 
colpoXcopy.

 � AbnormalitieX perXiXtX for � yearX Ɗ Ablati[e procedure � 1**5.
 • (.N .. Ɗ ablati[e procedure or 1**5

 • (.N ... � 1**5 (any aLe Lroup)

 • 7ecurrent (.N ... Ɗ -yXterectomy

 • (.N extendinL to [aLinal forniceX � 1aXer ablation�-yXterectomy.
Compressed nitrogen gas
flows through a cryo probe
making the metal cold enough
to freeze and destroy the
abnormal cervical tissue

Cryo probe

Compressed
nitrogen gas Cervix as viewed through

speculum with patient in
lithotomy position    

Cervix

The Cryotherapy probe
is extremely cold.
when it comes into
direct contact with the
cancerous cells on the
cervix, it freezes them
and they die.

Probe
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Large Loop Excision of the Transformation ZoneLarge Loop Excision of the Transformation Zone
Cervix tissue to

be excised

Large thin loop used to cut into
cervix encompassing lesioned area

Q. A 40 year old owman presents with abnormal cervical cytology on PAP smear suggestive of CIN (III). 
The next best step in management is: 

a.  -yXterectomy

b.  (olpoXcopy and 1**5

c.  (olpoXcopy and cryotMereapy

d.  (oni_ation

Q. A 28-year-old nulliparous woman is referred to the colposcopy clinic by her general practitioner. She 
is up to date with smears and never had any previous abnormal smears other than the current cervical 
smear showing mild dyskaryosis. Colposcopy reveals a mild acetowhite area At the 11 o’clock position 
and is reported as satisfactory with no abnormal vessels.?

a. 0nife cone biopXy

b. 1arLe loop exciXion of tranXformation _one (11*T?)

c. NeedX diXcuXXion in tMe multidiXciplinary team (2)T) meetinL

d. 5uncM biopXy of tMe cer[ical leXion

Cryotherapy

1iVuid (4�� N�O

At � ��� t(

� mm

Laser ablation

(4�

At  ��� t(

� mm

Loop electro excision procedure

� cm electric loop

�� mm
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Ca Cervix

Ca Cervix Management 

 • 8TA,* � A� <.T-4:T 1;8. � T>5* � ->8T*7*(T42> 

 • 8TA,* �A� <.T- 1;8. AN) 8TA,* �A�� T>5* � ->8T*7*(T42> � 5*1;.( 
1>25-A)*N*(T42> 

 • 8TA,* �'�, � '�, ..A�� T>5* � ->8T*7*(T42> � 5*1;.( 1>25-A)*N(T42> 

 • 8TA,* � '�, ..A�� .;� ((7T 

A

4 Cardinal symptoms
 • .rreLular [aLinal bleedinL

 • 5el[ic pain

 • 5oXt coital bleedinL

 • +oul XmellinL diXcMarLe

4 Cardinal signs
 • (auliflower liPe LrowtM

 • -ard indurated

 • +ixed

 • +riable

 • 'leedX on toucM

-5; ��, �� � (a (er[ix

-5; ��, �� � (.N

8taLe .. � upper ���rd of [aLina
      ..a � witMout 52 in[
      ..a� ! �cm
      ..a� # � cm

      ..b � witM 52 in[

8taLe ... � lower ���rd of [aLina
     ...a � witMout 15 in[
     ...b �  witM 15 in[o  

-ydronepMritiX, Mydroureter
     ...c� � 5el[ic 1N
     ...c� �  5araaortic 1N
     .;a � 'owel and bladder
     .;b � )iXtant metaXtaXiX

8taLe . � (onfined to cer[ix
.a� � ! � mm in deptM
.a� � � mm in deptM
.b�

.b�

.b3

# � mm. ! �cm
��� cm
# � cm
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Conservative Surgery

 • (oniXation � 8TA,* . A� 
 � .t referX to tMe exciXion of tMe wMole of endocer[ix and tMe wMole of T? in tMe form of a cone

 • 7A).(A1 TracMelectomy � .A�, .'�,

 � .t referX to tMe remo[al or amputation of cer[ix
 �  7adical tracMelectomy referX to remo[al of cer[ix, parametrial tiXXueX (2acPenrodtX 
liLamentX) and [aLinal cuff alonL witM pel[ic lympMadenectomy

Uterus

Stitch

Cervix

Tumour 
(and area 
removed)

Vagina

Vaccine:

Ovarian Cancer 

Ovarian 
cancer histogenesi Frequency Types Age Group

*pitMelial (eolemic epitMe�
lium

�����
 8erouX, mucinouX endometrioid, 
clear cell, 'renner undifferentiated

5eri� poXtmeno�
pauXal (��� yearX)

8ex cord 
Xtromal

,onada

ArrMenoblaXtoma

���
 ,ranuloXa cell

tumour

8ertoli�leydiL cell tumour 

7eproducti[e  
(��Ɗ�� yearX)

,erm cell 
tumorX

5rimiti[e Lerm 
cellX

���
 )yXLerminoma, endodermal XinuX 
tumor, embryonal, teratoma, cMorio 
(A

5repubertal� pubertal 
(��Ɗ�� yearX)

Gardasil Gardasil 19 Cervarix

-5; �, ��, ��, �� �, ��, ��, ��, �� 
��, ��, ��, ��

-5; �, ��, ��, ��

! �� yrX � doXeX �, � montMX 
# �� yrX � doXeX �, �, � montMX
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Others metastatic krukenberg

A mass is classified as 
malignant if at least one 
M-feature is present and
no B-features are present

M1: Irregular solid tumor M4: Irregular multilocular solid tumor 
with largest diameter � 100 mm

M2: Presence of ascites M3: At least four papillary structures M5: Very strong blood flow

Simple Descriptors of An Ovarian Mass Used To Make A Diagnosis
Simple Descriptors of an ovarian mass used to make a 

diagnosis

BD1: Unilocular tumor with ground 
glass echogenicity in premenopausal 
woman (suggestive of endometriosis)

BD2: Unilocular tumor with mixed echogenicity 
and acoustic shadows in premenopausal woman 

(sugges- tive of benign cystic teratoma)

BD4: Remaining unilocular 
tumor  with regular walls

BD3: Unilocular tumor with regular walls 
and max diameter of the lesion < 10 cm 

(suggestive of simple cyst or cystadenoma)

MD1: Tumor with ascites and at 
least moderate color Doppler blood 

flow in postmenopausal woman
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Tumor Markers in Ovarian Cancer 

Ovarian Tumor Tumor marker

*ndodermal XinuX tumor�yolP Xac tumor A+5

*pitMelial o[arian tumorX (*Xpecially XerouX cell, 
 1eydiL cell, -iluX cell tumorX, 8ertoli cell

(A����

TeXtoXterone
)yXLerminoma 1)-, alPaline pMoXpMataXe
(Moriocarcinoma M(,
2ucinouX tumorX (*A
,ranuloXa cell tumor .nMibin

Embryonal Ca AFP� HCG

 • TMe endodermal XinuX tumor iX unilateral in ���
 of caXeX ,ranuloXa cell tumorX are 
unilateral in ��
 of caXeX

Management :

*pitMelial o[arian tumour

8taLe .A, .' � (ytoreducti[e XurLery

.( � .;' � (ytoreducti[e 

� cycleX ciXplatin�carboplatin � 5aclitaxel

:84

� � � cycleX 'leomycin, *topXide, (iXplatin

,erm cell �  Xex cord Xtroma 
XtaLinL laparotomy
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Histologic Hallmarks of Ovarian Tumors

Ovarian Tumor Characteristic Histologic

8erouX *pitMelial tumorX 5Xammoma bodieX
(lear cell tumorX -obnail cellX
'renner tumorX <altMard cell reXtX
)yXLerminoma

lympMocytic infiltration, and fibrouX Xepta

1arLe polyLonal cellX

Mair, cartilaLe, neural tiXXue, and tMyroid 8Pin, teetM, boneX � )ermoid
*ndodermal XinuX tumor 8cMiller�)u[al bodieX
*mbryonal carcinoma *mbryoid bodieX
,ranuloXa cell tumorX (all�*xner bodieX
1eydiL (MiluX) cell tumorX 7einPeƍX cryXtalX
0ruPenberL tumor 8iLnet rinL cellX

Meigs’ Syndrome

 AXciteX

 �

 riLMt Xide MydrotMorax

 �

 fibroma,.

 AXciteX � MydrotMorax wMen preXent in any otMer conditionX iX called 5Xeudo 2eiLXƍ Xyndrome.

Q. A 22-year-old female with mobile 4 cm size ovarian cyst treatment is: 

a.  1aparotomy

b.  -7T

c.  )ebulPinL 

d.  *xpectant manaLement

4[arian cyXt reproducti[e

*xpectant 
manaLement

� � � cm #� cm

8urLical 
remo[al8imple (omplex

8urLical 
remo[al

! � cm

5remenopauXal� 5oXtmenopauXal

# �� .:�1

.rreXpecti[e of Xi_e

! �� .:�1

(yXtectomy

! � cm

:8, 
follow�up

# � cm

(yXtectomy
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Endometrial Hyperplasia

Feature Explanation Progression To Cancer

8.251* <.T-4:T AT>5.A 8.251* ->5*751A8.A

N4 )>851A8.A

A.0.A ƌ(>8T.( ,1AN):1A7 
 ->5*7T745->ƍ

�
 ( leaXt )

(4251*= <.T-4:T

AT>5.A

(4251*= ->5*751A8.A

N4 )>851A8.A

�


8.251* <.T- AT>5.A 8.251* ->5*751A8.A )>51A8T.( 
(*118

�


(4251*= <.T- AT>5.A (4251*= ->5*751A8.A )>851A8T.( 
(*118

��
 (2aximum)

Endometrial cancer

Risk factors 

Protective factors 

Types 
Pipelle � Vabra

*nLi[ed

-yXt

Young girls - megestral acetate
 • *arly menarcMe

 • 1ate menopauXe�

 • 5(48

 • Nulliparity

 • 4beXity

 • ,ranulXa cell tumour

Tamoxifen
:noppoXed *� in -7T
)2 � -TN � *ndometrial (a

(orpuX cancer
8yn 

Family history 
 • 1yncM
 • (owden

Protective : 
 • (4(5
 • Artificial menopauXe
 • 2ultiparity
 • *xerciXe
 • 8moPinL

T;8 � *T

5oXt�menopauXal ư � mm 5re�menopauXal ư �� mm

EB
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Note depth 
of fundus

Withdraw plunger until 
'stopped' to create vacuum. 
See text   
 
 
 

We thank Genesis Medical Ltd for permission 
to reproduce the diagram

PIPELLE & VABRA

Prolapse 

• 5rolapXe iX defi ned aX tMe diXplacement of an orLan from itX normal anatomical poXition

Uterus

bladder

rectum

vagina

.4( offi le
5ipelle biopXy

,old Xtand
-yXteroXcopic ) and (
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PURANDARE’S CERVICOPEXY (1965) SHIRODKAR’S SLING OPERATION (1960)

Khanna's Posterior Sling Operation 
(1972)

Virkud's Sling 1999 

SC

SP

Radical Surgery 

• +or old patientX, family complete, poXtmenopauXal women wMo are medically fi t for XurLery

• ;aLinal MyXterectomy witM or witMout anterior and poXterior colporrMapMy iX tMe beXt XurLery�

• Anterior colporrMapMy� repair of cyXtocele and cyXtouretMrocele 

• 5oXterior colpoperineorrMapMy� repair of rectocele and lax perineum

• 1efortX XurLery.

• >ounL NulliparouX     8linL XurLerieX

• 2ultiparouX family comple  � +otMerLillX
7eproducti[e
�����>rX

• 2ultipalouX family comp *lderly  � ;aLinal MyXterectomy

• *lderly wMo iX unfi t for   → 'eXXaly →
                                               1efort colpocleiXiX
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Q. In uterine prolapse, decubitus ulcer in the cervix is caused by:

a.  +riction

b.  2aliLnant cManLe

c.  ;enouX conLeXtion

d.  TropMic cManLeX

Q. A young nulliparous woman had 3rd degree of uterovaginal prolapse without any cystocele or rectocele. 
There is no stress incontinence. The uterus is retroverted. Uterocervical length is 3 inches. All other 
symptoms are normal. The best treatment plan for her will be:

a.  4bXer[ation and reaXXurance till cMild bearinL iX o[er

b. 8MirodParƍX [aLinal repair

c. 8MirodParƍX abdominal XlinL

d. +otMerLillƍX operation 

Genital Fistula 

�. ;eXicouterine fiXtula

�. ;eXico[aLinal fiXtula

�. :retMro[aLinal fiXtula

�. 7ecto[aLinal fiXtula

1

2

3
4
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Vesicovaginal Fistula 

 • 2( cauXe � obXtructed labouf

 • (�5 continuouX paXXaLe of wine from [aLina   
No [oluntary micturition

     �

 • .4( cyXtoXcopy

 • ∆ Xed  ! �� MrX repair immediately 
# �� MrX repair after � weePX

 • 1at_ 04� TMree layer teMcniVue

 • 5oXt repair Xuprapubic catMeteriXation for � weePX

 • A[oid coituX for � montMX

 • A[oid preL for � yr
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A B

TranX obturator tape # TranX[aLinal tape # 'urXcM calpoXuXpenXion

Q. “ Strawberry cervix” or vagina is feature of: 

a. ;aLinal candidiaXiX 

b. -8; infection 

c. 'acterial [aLinoXiX 

d. TricMomonaX [aLinitiX
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Infections

One flagellum 
attached by 
undulating 
membrane

15 µm

4 free flagellae anteriorly

Blepharoplast 
(mass or granules)
Single nucleus

Cylostome

Vacuole with bacteria, 
rarely RBC
Axostyle
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Tangled clump 
of 

filamentous 
organisms 

recognisable 
as 'cotton-ball' 

clusters

Actinomyces

Small perinuclear 
halo
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TRICHOMONAS CANDIDIASIS BACTERIAL VAGINOSIS
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