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Introduction
Obstetrics and gynaecology can be an 
exciting and rewarding speciality at all 
levels, but most people feel pretty daunted 
by both the workload and the fear of the 
unknown when first handed the gynaecol-
ogy senior house officer bleep. This is 
further compounded overnight when you 
are often covering obstetrics as well. 
Managing your time between assisting in 
theatre, ensuring that patients don’t 
breach the 4-hour standard in accident 
and emergency, reviewing patients on the 
gynaecology, antenatal and postnatal 
wards, and keeping up with the jobs 
expected of the most junior member of 
the team (e.g. chasing blood results), 
requires real skill. This article is specifi-
cally aimed at foundation doctors and 
core trainees doing their initial gynaecol-
ogy on calls, although in practice, you will 
often be covering obstetrics simultane-
ously. Here are some top tips to help you 
through the first few on-calls. 

As an obstetrics and gynaecology sen-
ior house officer you are often in hot 
demand. Help yourself by being honest 
with referrers about how long it will be 
before you can attend a clinical area. It 
means people can plan around it, and 
will not bleep you repeatedly asking 
where you are. If you are swamped, let 
your registrar know. He/she can help you 
prioritize your jobs, see patients with 
you, and liaise with midwives, nurses and 
accident and emergency staff on your 
behalf. If you have a sick patient and are 
simultaneously needed in obstetric thea-
tres, escalate to your senior colleagues, 
who can then work out which staff will 
be most appropriately employed in each 
situation. Remember that it is always 
fine to ask for help.

How to manage gynaecology on call

The referral from accident and 
emergency
Before you do your first on call, find out 
whether or not you can do a Cusco specu-
lum examination. If you can’t, find a way 
to learn ahead of your first on call. It might 
be worth sitting in with a senior in clinic, 
or going to the gynaecology theatre to get 
some practice ahead of your first acute 
shift. It is much better to declare your 
ignorance at this point than 3 months into 
the job. 

When examining a patient, always offer 
her a chaperone; if the patient declines, 
document it in the notes. Give the woman 
a sheet to drape over herself, and allow her 
privacy to undress. Choose an appropri-
ately sized speculum. Remember that in 
the supine position, the vagina goes down 
and backwards, so angle the speculum 
down at about 45°. Most uteri are antevert-
ed, so the cervix will lie posteriorly. If you 
are struggling to find the cervix, locate it 
with a bimanual examination first. If you 
still can not find it, get the patient to ele-
vate her pelvis by putting her clenched fists 
underneath her buttocks. If you can see the 
cervix but are not getting good views, ask 
the patient to cough; this often brings it 
into view. 

It is commonly said that the cervix has a 
poor nerve supply, but even small amounts 
of dilatation can lead to pain, particularly 
in nulliparous women. If you examine a 
patient, and see blood clots or placental 
tissue within the cervical canal then remove 
them using a pair of sponge forceps. Not 
only will this relieve the woman’s acute 
discomfort, but it helps to prevent cervical 
shock. This is caused by activation of the 
parasympathetic nervous system on stimu-
lation of the cervix, and can lead to hypo-
tension and bradycardia. The immediate 
treatment is removal of the stimuli, which 
usually reverses the shock; in rare instances, 
atropine may be needed. 

Sexual health problems
Make sure you know which swabs your 
department recommends for sexually 
transmitted infection screening and test-
ing. Do not take swabs from everyone you 
examine, make sure you have a good clini-

cal reason for doing so. Remember, it is 
your responsibility to chase the results of 
all tests you have ordered. Explain to the 
patient what swabs you have taken and 
why, and make sure you distinguish them 
from smear tests; patients often assume 
that they are the same thing. 

Be mindful of the fact that patients can 
still have pelvic inflammatory disease 
despite negative swabs. Neisseria gonor-
rhoeae and Chlamydia trachomatis have 
been identified as causative agents of pelvic 
inflammatory disease, but account for only 
a quarter of cases in the UK (as shown by 
Bevan et al, 1995). It therefore often 
remains a clinical diagnosis, unless abscess-
es are demonstrated on pelvic ultrasound 
or at laparoscopy. It carries a high rate of 
morbidity with sequelae such as infertility, 
ectopic pregnancy and pelvic pain, so a low 
threshold for empiric treatment is recom-
mended (British Association for Sexual 
Health and HIV, 2011). Once a diagnosis 
has been made and treatment instigated, 
ask the patient to self refer to her local 
sexual health clinic, as they will follow her 
up and provide contact tracing for her 
sexual partners. 

Pregnant patients
Early pregnancy problems
Know the result of the urine pregnancy test 
in all premenopausal women. Do not 
assume that the referrer knows; ask him/
her and check it yourself. If a patient is too 
unwell to pass urine, then obtain a catheter 
sample for analysis. 

Get yourself an obstetric wheel, so that 
you can date pregnancies from either the 
last menstrual period (LMP) or the expect-
ed date of delivery (EDD). These are 
widely available as apps for smartphones. 

Be aware that women do not necessarily 
present in a textbook fashion, i.e. pain 
before bleeding in an ectopic pregnancy, or 
bleeding before pain in a miscarriage. 
Clinical diagnosis of an unruptured ectopic 
pregnancy is unreliable. Women with an 
ectopic pregnancy can present with non-
gynaecological symptoms, e.g. gastrointes-
tinal disturbance. Equally, ruptured ectopic 
pregnancy remains a life-threatening con-
dition, and occasionally women will 
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present with collapse as a result of hypovol-
aemic shock. Neither the history nor the 
clinical examination can make a firm diag-
nosis of an ectopic pregnancy, but these 
will help determine which women need 
further assessment, which are stable enough 
to go home, and which should be offered 
admission. 

Just because a patient’s observations are 
within normal parameters, it does not 
mean that she has not haemorrhaged, 
either through miscarriage or a ruptured 
ectopic pregnancy. Young women compen-
sate cardiovascularly, despite heavy loss. 
Get an urgent HemoCue to help in your 
diagnosis. A surgical abdomen with a posi-
tive pregnancy test is a ruptured ectopic 
until proven otherwise. Call your seniors, 
and insert large bore intravenous access. 

Dealing with pregnant patients
Treat all women with early pregnancy com-
plications with kindness and understand-
ing. She may be the fifth woman in a row 
you are seeing with spotting in the first 
trimester, but remember that these symp-
toms cause a huge amount of distress and 
anxiety in patients (National Institute for 
Health and Care Excellence, 2012) partic-
ularly if there’s going to be a wait until a 
scan provides a diagnosis. Most studies 
quote a loss of 10–20% in clinically recog-
nized pregnancies, as shown by Ellish et al 
(1996). This fact is well known by doctors, 
but often comes as a surprise to patients 
and their families. 

You can help to reassure the patient. Ask 
her about pregnancy symptoms; women 
who experience nausea and vomiting in the 
first 12 weeks of pregnancy are almost 70% 
less likely to miscarry, with a marked 
increasing trend of reducing odds with 
increasing severity of nausea (Maconochie 
et al, 2007). In women who experience 
bleeding in the first 20 weeks of pregnancy, 
around 50% will go on to miscarry, as 
shown by Everett (1997), although this 
number drops to 14% or less once fetal 
heart activity has been detected (Mukri et 
al, 2008). You can point people to useful 
information on the Miscarriage Association 
website (www.miscarriageassociation.org.
uk), which has helpful guidance for profes-
sionals too. 

Use sensitive language. Although guid-
ance was published on the nomenclature 
used to describe pregnancy loss in 2005 in 

a paper by Farquharson et al, some text-
books and clinicians have been slow to 
catch on, and the term abortion is still 
occasionally and erroneously used. 
Similarly, use the term ‘surgical manage-
ment of miscarriage’ rather than ‘evacua-
tion’, and refer to ‘treatment of a miscar-
riage’ or ‘retained placental tissue’ rather 
than ‘retained products of conception’.

Prescribing in pregnancy
Clinicians are understandably anxious 
about prescribing in pregnancy, and here 
the British National Formulary is your 
friend. However, it is useful to know that 
non-steroidal anti-inflammatory drugs are 
contraindicated in the third trimester of 
pregnancy, and in practice, are best avoided 
throughout, unless prescribed by an experi-
enced practitioner. Paracetamol and 
codeine are safe, although patients will 
often understandably seek reassurance 
about this. 

When it comes to antibiotics, avoid tet-
racyclines throughout pregnancy, trimeth-
oprim in the first trimester, and nitro-
furantoin in the third trimester. All preg-
nant women should take 400 mg folic acid 
in the first trimester (unless they have 
additional risk factors for neural tube 
defects, such as obesity or diabetes, in 
which case the dose is 5 mg), and 10 mg 
vitamin D throughout pregnancy and 
breastfeeding. Advise women about this 
when you meet them. Most over-the-
counter pre-pregnancy and pregnancy 
multivitamins (e.g. Pregnacare) contain 
the recommended guideline amounts of 
these supplements. 

Understanding anti-D  
and its administration
One of the things you will frequently be 
asked to do is to prescribe anti-D. This 
prevents haemolytic disease of the newborn 
in future pregnancies, in the event of a 
rhesus positive fetus sensitizing a rhesus 
negative mother through feto-maternal 
haemorrhage. The British Committee for 
Standards in Haematology guideline on 
anti-D administration in pregnancy 
(Qureshi et al, 2014) states that 250 iu 
intramuscularly should be given in cases 
under 20 weeks gestation where:
n	 There is bleeding after 12 weeks
n	 There is surgical or medical manage-

ment of miscarriage at any gestation

n	 There is surgical or medical manage-
ment of ectopic pregnancy at any gesta-
tion

n	 There is therapeutic termination of 
pregnancy

n	 There is a molar pregnancy.
Ideally anti-D should be given within 
72 hours of the potentially sensitizing 
event. It is not required in cases of bleeding 
under 12 weeks unless there is repeated, 
heavy bleeding, or it is associated with 
abdominal pain. After 20 weeks of gesta-
tion, the dose rises to 500 iu intramuscu-
larly following a Kleihauer test. 

Understanding local protocols
Get to know your unit guidelines. There 
are some clinical scenarios that you will 
commonly encounter, such as hyperemesis 
gravidarum, post-partum hypertension, 
ovarian hyperstimulation syndrome and 
miscarriage. Being up to speed on their 
diagnosis and management from the outset 
will save you a lot of time and hassle. The 
ultrasonographic diagnosis of miscarriage 
should follow the National Institute for 
Health and Care Excellence (2012) guide-
lines and it is useful to know where to find 
this information, as you will occasionally 
meet patients presenting acutely who come 
with a scan report from earlier in their 
pregnancy. It is also useful to get to know 
your unit guidelines regarding pelvic ultra-
sound scans, so that you do not order them 
inappropriately. Most early pregnancy 
units have protocols, and you can always 
chat to the consultant or nurse leads to find 
out what they expect from the other mem-
bers of the team. 

And finally…
Finally, use the resources available to you. 
There is a wealth of experience and knowl-
edge around you, particularly when it 
comes to counselling patients, so take the 
opportunity to sit in with the experts when 
you get the chance. The Royal College of 
Obstetricians and Gynaecologists publish-
es systematically developed recommenda-
tions online, known as ‘green-top guide-
lines’, also available in an app for iOS. You 
will also find a variety of useful patient 
information leaflets on the Royal College 
of Obstetricians and Gynaecologists web-
site (www.rcog.org.uk). The National 
Institute for Health and Care Excellence 
also publishes its guidance in apps, for 
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both iOS and Android. There are some 
helpful algorithms in the National Institute 
for Health and Care Excellence (2012) 
guidelines. 

Always remember there is a wealth of 
knowledge around you in the form of more 
senior doctors, nurses, clinical nurse practi-
tioners and midwives, and you should tap 
into this resource for help whenever you 
can. BJHM
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KEY POINTS
nn Learn how to prioritize.

nn Ask for help.

nn Abdominal pain and a positive pregnancy test is an ectopic pregnancy until proven otherwise.

nn Always be kind and empathetic, but particularly when dealing with early pregnancy problems. 

TOP TIPS
nn Learn how to do a speculum examination as soon as you can. It will help build your confidence, and 

stop you feeling anxious every time you are called to accident and emergency.

nn Remember to always check the documented result of the urine pregnancy test yourself – don’t rely 
on hearsay.

nn Get an obstetric wheel app for your smartphone.

nn Use the resources available to you – the National Institute for Health and Care Excellence guidelines, 
the British National Formulary and the Royal College of Obstetricians and Gynaecologists green-top 
guidelines. 
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