Case: Abdominal Pain and Abnormal Vaginal
Bleeding
Candidate brief
You are a F1 on a Gynaecology Ward.
Please take a focused history from Ambika Bachchan, a
22-year-old female who has been referred by her GP.
15 mins

10 mins

1. Please take a full history (7 mins)
2. Counsel her with an appropriate
management plan (4 mins)
3. Viva with the examiner afterwards (4 mins)
1. Please take a full history (7 mins)
2. Viva with the examiner afterwards (3 mins)
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Patient Brief
(Do not volunteer information unless asked)
Name: Ambika Bachchan
DOB: 03/10/1998 (22 years old)
Job: Student
Opening statement: “My GP has referred me here because I have heavy and painful periods”
HPC:
● Abdo Pelvic pain with significant blood loss from down below. Difficult to quantify
bleeding- wears pads and fills 5 whole pads a day, has increased to 7.
● Fresh blood: a mixture of red and dark blood
● Not currently bleeding
● No clots
Associated symptoms
● Had night sweats and a temperature a day before the GP appointment
● Had a 2-month history of unintentional weight loss of 3kg, you are 65kg currently
● No dryness, painful sex- feels internal
● Bleeding after sex
● No dysuria
● No SOB
Obs Hx
● No previous pregnancies in the past
Gynae Hx
Period: Last menstrual period: 2 days ago.
● Had always struggled with heavy menstrual bleeding and painful periods since
the age of menarche however have recently become unbearable.
● 1st period: at 11 years of age, regular period, quantified by 5 whole pads a day
- Explain that it was extremely uncomfortable, and you had fears of inability to
conceive
● 2-month history of new onset bleeding in between period cycles- dark brown
spotting.
● No change in discharge apart from colour- was clear, now brown
Smears: N/A (under age of 25 and no risk factors)
STIs:
● Sexually active, 3 partners in the past year since last screened for STIs (including
Chlamydia swab) of which were all negative.
Contraception: Mirena Coil in addition to condoms occasionally with non-long term partners
PMHx – History of Polycystic Ovaries diagnosed 2 weeks ago privately with a Trans-Vaginal
Ultra-Sound Scan
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DHx - NKDA, not on any regular medication
FHx – Mother had a history of subfertility and Polycystic Ovarian Syndrome (PCOS)
SHx – Non-smoker, Drinks 1 unit of alcohol a week, No recreational drug use
Other information:
● Other systems review – R.R-20, HR- 110, BP- 90/75 Temp-37.9
Ideas: You’ve confided in a friend regarding your symptoms, where they brought to your
attention the condition known as “endometriosis” you’ve read up on its symptoms and thinks it
correlates with yours.
Concerns: You’re concerned about how a diagnosis of endometriosis will affect your chances of
conceiving in the future as your mother has had issues with fertility in the past.
Expectations: You expect a diagnosis and to hopefully exclude the possibility of a diagnosis of
endometriosis as you know in most cases patients are infertile.
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Investigations findings (Provide it after history talking or to enquire candidate about differential
diagnosis)
INVESTIGATIONS:
BMI – 26.5kg/m2
Speculum Examination – Normal speculum. No obvious sources of bleeding.
Bimanual Examination - Distended abdomen, extreme tenderness and guarding on palpation of
abdomen, cervical motion tenderness
TVUSS: - normal appearing uterus/adnexa, possible free fluid (haemorrhagic vs. inflammatory)
in pelvis.

source: https://ddxof.com/acute-pelvic-pain/

Disclaimer: All contents are contributed by medical students and/or junior doctors on behalf of BUSOG, although every effort
has been made to ensure the information is correct and robust; however, authors accept no liability for errors.

Candidate Brief:
You are an FY1 on a Gynaecology Ward.
Please take a focused history from Ambika Bachchan, a 22-year-old female who was referred by her GP.
15 mins
1. Please take a full history (7 mins)
2. Counsel her with an appropriate management plan (4 mins)
3. Viva with the examiner afterwards (4 mins)
10 mins
1. Please take a full history (7 mins)
2. Viva with the examiner afterwards (3 mins)
● Please do not provide any verbal or non-verbal feedback for the candidate. This includes
nodding to correct answers and shaking head to wrong answers - particularly during the viva.
● Please provide positive and negative feedback (both verbal and written) at the end of the
session once the examination is complete.
● The questions below are provided as a guide for discussion only. For viva, please ask questions
surrounding the case and challenge the candidate where appropriate
Examiners will grade the performance across
four domains: (15-minute station)
3. Discussion of management
1. Clinical skills
4. Professional behaviours and patient
2. Formulation of clinical issues
centred approach

Positive descriptors
History/Clinical skills (18)
Appropriate introduction, elicit patient details and invite consultation
Bleeding: Onset, Volume, Colour and Progression
Presence of clots, dysuria, dyspareunia or discharge
Pain – with SOCRATES as appropriate
Menstrual history – age at time of menarche, LMP, regularity of periods
and characteristics
Gynaecological history – contraception, menopause, STIs, cervical
screening
Obstetric history – Gravity, Parity, outcome of pregnancies
Enquire about risk factors: Establish PID/ Endometriosis symptoms/
history
Past medical (surgical) history; drug history, family history- elicit mother’s
history of cystic ovaries and subfertility, social history
Formulation of clinical issue (5)
Summary and interpretation of clinical findings accurately
Good range of differential diagnoses
Viva
Discussion of management (4)
Build patient concerns into plan and Justify choice of investigations
Demonstrate MDT approach Viva (Management)
Professionalism and patient centred approach (3)
Able to elicit patient ideas, concerns, expectations
Use empathic behaviour and language
Explain accurately, uses everyday language and check for understanding
Professional communication to examiner as colleague

Marks
2
2
2
2
2
2
2
2
1
2
1
2
2
1
1
1
1
1
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Viva Questions: (Please ask questions surrounding the case and challenge the candidate
where appropriate); The questions below are provided as a guide for discussion only.
Resource: Management of Pelvic Inflammatory Disorder, UK National Guideline for the
Management of Pelvic Inflammatory Disease 2011
(https://www.bashh.org/documents/3572.pdf).
1. Differential diagnosis
● Pelvic Inflammatory Disorder
● Endometriosis
● Ectopic Pregnancy
● Acute Appendicitis
● Ovarian Cyst Torsion
● Urinary Tract Infection
● Functional Pain
2. What is the definition of
● PID is usually the result of infection ascending from the
endocervix causing endometritis, salpingitis, parametritis,
Pelvic Inflammatory
oophoritis, tuboovarian abscess and/or pelvic peritonitis.
Disorder?
3. Common causative
organisms

●
●
●
●

4. What are the signs and
symptoms of Pelvic
Inflammatory Disorder?

●

●

5. How would you diagnose a
patient with Pelvic
Inflammatory Disorder?

●
●
●
●
●
●
●

Neisseria gonorrhoeae
Chlamydia trachomatis
Gardnerella vaginalis
Anaerobes (including Prevotella, Atopobium and Leptotrichia)
Mycoplasma genitalium
Symptoms
• lower abdominal pain which is typically bilateral
• deep dyspareunia
• abnormal vaginal bleeding, including post coital,
inter-menstrual and menorrhagia
• abnormal vaginal or cervical discharge, often purulent
Signs
• lower abdominal tenderness which is usually bilateral
• adnexal tenderness on bimanual vaginal examination
• cervical motion tenderness on bimanual vaginal
examination
• fever (>38°C)
Relevant Clinical symptoms and signs as above
Positive Gonorrhoea or chlamydia test
Fever
Raised WBC
Abnormal vagina discharge
An elevated ESR or CRP
All sexually active patients should be offered:
- a pregnancy test
- screening for STIs including HIV
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6. How would you manage a
patient with Pelvic
Inflammatory Disorder?

●
●
●
●

●

●

●
●
●

7. How would you conduct this
patient’s follow up?

●

●

●

Analgesia
Intravenous therapy
Patients should be advised to avoid unprotected intercourse
until they, and their partner(s), have completed treatment and
follow-up
If a woman with intrauterine contraception (copper
intrauterine device [IUD] or levonorgestrel intrauterine system
[LNG-IUS]) presents with PID. Discuss with the woman and
consider removing the device if she requests its removal or if
her symptoms have not resolved within 72 hours.
A detailed explanation and emphasis on the long-term
implications for the health of themselves and their partner(s)
Recommended Treatment Regimens
- All the recommended regimens are of similar efficacy.
Outpatient Regimens:
IM. ceftriaxone* 500mg single dose followed by oral
doxycycline 100mg twice daily plus metronidazole
400mg twice daily for 14 days
Oral ofloxacin 400mg twice daily plus oral metronidazole
400mg twice daily for 14 days
Inpatient Regimens:
- IV fluids until 24 hours after clinical improvement and
then switched to oral.
IV ceftriaxone 2g daily + IV doxycycline 100mg twice daily
followed by oral doxycycline 100mg twice daily plus oral
metronidazole 400mg twice daily for a total of 14 days
Surgical Management
- Laparoscopy
- Ultrasound guided aspiration of pelvic fluid collections
is less invasive and may be equally effective.
Follow Up Review at 72 hours is recommended, Failure to do
so suggests the need for further investigation, parenteral
therapy and/or surgical intervention.
Further review 2-4 weeks after therapy may be useful to
ensure:
• adequate clinical response to treatment • compliance with
oral antibiotics
• screening and treatment of sexual contacts
• awareness of the significance of PID and its sequelae
• repeat pregnancy test, if clinically indicated
Repeat testing for gonorrhoea or chlamydia after 2 to 4
weeks is appropriate in those in whom persisting symptoms.
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