OBGYN ABREVIATIONS
	SVD-spontaneous vaginal delivery

FAVD-forceps assisted vaginal delivery

VAVD-vacuum assisted vaginal delivery

1 LTCS-primary low transverse cesarean section

R LTCS-repeat low transverse c/s

AROM-assisted rupture of membranes

SROM-spontaneous rupture of membranes

PROM-premature rupture of membranes

PPROM-preterm premature rupture of membranes

VFI-viable female infant

TOD-time of delivery

PNC-prenatal care

LMP-last menstrual period

PMP-previous menstrual period

EDC-estimated date of confinement/due date

GP noted as G2P1001

Gravida-how many times they’ve been pregnant

Para-TPAL

T is TERM= # of fullterm births

P is PRETERM = # of preterm deliveries b/w 20 and up to 36 6/7 weeks

A is Abortion = spontaneous or elective before 20 weeks

L is Living = all children that are still alive

M/M-menometrrorhagia

TOA-tuboovarian abscess


	CKC-cold knife conization

LEEP-loop electrocautery excision procedure

BTL-bilateral tubal ligation

D & C- dilation and curettage

POC-products of conception

TOD-time of delivery

Hystero-uterus

TVH-transvaginal hysterectomy

TAH-transabdominal hysterectomy

LAVH-laparoscopic assisted vaginal hysterectomy

TLH-total laparoscopic hysterectomy

BSO-bilateral salpingoophorectomy
US-ultrasound

EAB-elective abortion

SAB-spontaneous abortion

SLIUP-single living intrauterine pregnancy

VBAC-vaginal birth after cesarean

VMI-viable male infant

IUFD-intrauterine fetal demise

PTL-preterm labor

AFI-amniotic fluid index

BPP-biophysical profile

NST-nonstress test

FTP-failure to progress

HLIV-heplock IV

FHT’s-fetal heart tones
NTNE-breast exam nontender nonengorged

RTC-return to clinic
“Buff” start completing d/c paperwork/labs


OBSERVATION HINTS
1. Follow the intern/resident initially and get oriented.  When it’s busy start seeing patients by yourself and write out an H and P.  Get the resident/intern and present the patient and try to initialize a plan.  Do the physical exam but wait to do the the vaginal exam part together.  If you want to get better with your cervical exams put on gloves when the resident puts on gloves and ask to check.  Don’t write out  a laundry list of the patients problems on your note.   Do not write out the pt is having chest pain (it may be heartburn), SOB (most pregnant pts feel this way), or weak and dizzy, has leg pain, etc, unless you talk to an intern or resident first.  Most pregnant patients fit into a category as to why they are there in observation.  This is our mini obstetric emergency room.  Try to focus on the big picture, not get bogged down in details.  We are trying to determine whether someone needs to be admitted or can go home.  Here are some categories and what needs to be done:

a. r/o active labor on a fullterm patient  (all this pt may need is a cervical 
check and NST). Don’t get bogged down with the numerous complaints 
the pt has.  If they are 4 centimeters dilated they get admitted.  Get an 
admit pack together for the intern.

b. r/o preterm labor in a pt < 37 weeks  (this pt may need cultures and a 
wet prep-get things ready for the intern- if they are contracting-get a 
speculum, GC/Chl cultures, a light, a slide with normal saline on it, a cover 
slip, a bedpan).  If indeed they are in PTL they may need IVF’s, 
magnesium, steroids and antibiotics.

c. r/o rupture of membranes- ask what time it was and what color was it; 
the resident will need a speculum, a bedpan, 2 slides, a light, and nitrazine 
paper- go get this ready.  If they are ruptured they will be admitted.  If they 
are premature a sterile speculum exam is done and no finger is placed in 
the vagina.  If they are full term and ruptured they can get a sterile digital 
exam with sterile gloves.

d. evaluate hi BP- this pt will need labs drawn (LFT’s, CBC with plt, Chem 
7, LDH, uric acid, UA to be dipped for protein first and than sent.  Get the 
pts urine and dip it for protein yourself and tell the resident.  This pt may 
have pre-eclampsia.  

e. evaluate trauma in a pregnant pt- this pt will need an US and a 
speculum exam and monitoring for contractions as well as a CBC c plt and 
type and screen.

f. evaluate N/V- this pt may need to have drawn LFT’s, chem7, amylase, 
lipase, UA, CBC c plt and will have to tolerate po before going home.


g. evaluate VB- vaginal spotting is often caused by labor/PTL/ROM/ 
previous cervical exam/sex/STD.  Of course if its vaginal bleeding the 
intern/resident will do an US to evaluate for previa or abruption.  

h. Decreased FM- the pt will get an NST (nonstress test) and US for BPP 
(biophysical profile) if necessary.   An NST is a 20 minute FHR tracing 
where  we look for 2 accels 15 beats above the baseline lasting for 15 
seconds, if so the baby is reactive and this is reassuring.  A BPP is where 
we check the amniotic fluid index, the baby’s tone, flexion/extension and 
breathing as well as an NST.  Each category gets 2 points and if a BPP is 
10/10 its reassuring.   

i. Fever-the pt will need a cath UA to r/o pyelonephritis- ask the nurse if 
you can do it.  Also the pt will have a cbc c plt and diff drawn.  And based 
on symptoms the pt may need further w/u like a CXR, etc.
2.  Many of the patients already have been seen by us in obs or in clinic.  Sometimes all you have to do to write a note is to copy the note from before just change the dates on your new note.  The nurse will usually pull out the pts file in the file cabinet.  Also find out if there are old labs on the pt or info on CLIQ and give this to the intern.  If we need to get info on a pt from another hospital-get the pt to fill out a release of info consent and fax it to the other hospital.  Call their medical records to get the fax #.  Ask our nurses our fax number.   The operator at # 23000 has all the phone #’s to area hospitals. 

3.  Once labs have been drawn on a pt check their labs every hour and update the intern/resident.  Go and check up on the pt and see how they are doing.  If they are being discharged observe the resident writing the orders.  Ask if you can do it and we’ll show you how if we have time.  Follow a pt thru from getting the H & P to their discharge or admit or delivery.
4. Make admit packs for residents if there is nothing to do.  All the papers are on the shelf.  Have the intern show you how.  The pack includes:
L & D orders

Delivery summary-fill out top line

D/C orders-buff them ie add Motrin, add PNV & Fe, write where they got PNC
Postpartum orders

D/C summary-write in the labs
Admit request form 
Consent forms and blood transfusion consent

5. The 2nd year resident runs labor and delivery and manages labor.  If you are interested in OB or want to get better with cervical checks ask them if you may check the routine laborers with them.  Pts with epidurals are relaxed and easy to check.  Follow the second year and when they go into a room grab your sterile gloves (most of the time) too and help prop up the pt and get the betadine or hibiclens to pour on the vagina. 
6. If everyone is sitting in the callroom and its quiet we can go over how to deliver a baby/how to tie knots/any questions you have-just ask us.  
7.  Be a self starting student- if we need a lab result and its still pending just call the lab w/o being asked.  If someones going home on flagyl-write out the rx.  Try to figure out how to help without being told.  Learn from us-if we tell you something once try to remember.
8.  The hardest part of writing an H & P on a pt is to figure out how they are dated.  Is it by LMP alone (than this pt never had an US).  Is it by LMP consistent with an US.  Do we have the documented US?  Is it by US only and inconsistent with their LMP?  This determines how accurate their EDC actually is.  Usually the pt does not know but if we’ve seen them before in obs or clinic it’s in their chart.  
9.  It is very important to know if a person had a previous c/s and what was the indication.  We also often need an operative report. 
10. If we need a consult you can help by getting the beeper # for the consult (ie med/neuro/gen surg) on that day by dialing the operator (23000) and asking who is on call.  Or if we need a lab result call the lab for us.  Think of ways to be helpful.  We really appreciate it especially when it’s really busy. 

11.  A student scrubs in for a C/S and for BTL’s.  If we have time and you have practiced we may allow you to close the subcutaneous skin.  During a C/S you assist us by holding the bladder blade.   The other student who is not scrubbed in can watch and if there is a resident there writing postoperative orders watch them do this.  Ask them if they will show you how if they are not busy.  
L3 Observation Note
(date and time)
XX year old GxPxxxx at ___ WGA by LMP c/w 8 wk US with due date of__and LMP of __ presents with a c/o (CTX/ROM/VB/decreased fetal movement/dysuria/Abd pain/Trauma).  Pt states she does have +Fetal movement, no vaginal bleeding, no ROM, possible ctx’s.  Pt had PNC at LSU/Helen Levy/Marrero clinic etc.

PmedHx: DM/HTN/asthma?
PsurgHx:  C/S?

PgynHx: Abn pap when? STD’s ( name them-GC/Chl/HIV/herpes/syphilis/trich) when treated?
PobHx:

Year/vag or C/S or forceps/wt/preterm or fullterm/complications/ why was it a c/s?

Meds: PNV with Fe?

All: to meds? What rxn?

SocHx: cig/ETOH/drugs

Vitals:  is BP hi? Is pulse high?
Gen: A & O x 3 NAD

CV: S1S2 RRR (on many you can hear a flow murmur)

Lungs: CTA B

Abd: gravid, NT, nl BS

Ext: no C/C, mild ankle edema

EFM:  baseline HR 140’s/reactive/no decels

Toco: no CTX

CVX: L/T/C       (4cm dilated/ 80%effaced/-1 station)
PNL’s (look in cliq or records that are in file or the pt brings with her)
Labs in triage:  Dip UA-any protein? Any leuk or nitrites? 
A/P:  X yo Gx Pxxxx with IUP at X WGA here for…. r/o labor/ r/o PTL/ r/o ROM/ eval of trauma/r/o pre E etc.  (Than discuss rest of plan with team).

L3 OBS note
(Date and Time)
18 yo G2P1001 at 37 1/7 WGA by LMP c/w 18 wk US presents to obs and was sent from clinic to r/o pre eclampsia b/c her BP was 143/95 and her urine dipped 2+ protein.  The pt denies HA/blurry vision/RUQ pain. Pt. states +FM/no ROM/no CTX/no VB.

PmedHx: denies DM/asthma/HTN

PsurgHx: previous C/S X T 

PgynHx: no abn pap, h/o chl tx’d this preg

PobHx: 2003 1LTCS for failure to progress, fullterm, 6#, induced for pre-e, done at Methodist 

ALL: PCN (hives)

Meds: PNV with Fe

SocHx: neg X 3

Vitals: BP 126/63-149/98    P96   R18  T98.1
A X O X 3 NAD, S1S2 RRR, CTA B, Gravid NT, no C/C, no face or hand edema, 2+DTR’s

EFM: 140’s, R, no decels
Toco: no ctx

Cvx: L/T/C

PNL’s: 

A/P:  IUP at 37 1/7 wga with elevated BP 

1. r/o pre eclampsia- will order LFT’s/chem 7/CBC c plt/LDH/uric acid/cath ua, and moniter pt for symptoms.

2. H/O previous C/S-will obtain op report to document scar

DELIVERY PROCEDURE
1.  Don’t be afraid, the baby is coming out whether your ready or not, try to get dressed as fast as possible so you can participate.  So many students are frozen by fear they miss the delivery or they are too slow putting on their gear.  Usually the resident doesn’t have time to get you dressed.  Follow all directions given to you.
2.  Put on a mask with an eye shield, hat, boots.  Make sure your resident has a set too. Make sure you or someone throws your sterile gloves on the field.

3.  Pick up the gown on the sterile field with your bare hand- the part of the gown that touches you isn’t sterile. Put your hands in the sleeves but not past the white cuffs.  Pick up the right glove with your left hand (which is still covered by the gown), place the glove on the right hand.  Now your right hand is sterile and can put on the glove on your left hand.  Have someone tie your back, than turn.  Now you’re ready.  ( If you’re having trouble ask us to show you later when there’s nothing going on).

4.  Place bottom drape and leg drapes.

5.  Place fingers at the head of baby.

6.  Instruct mom to push while contracting- i.e. be a cheerleader counting 1-10/breath 3 times during a contraction.  Support the perineum with a raytex and apply upward pressure while the head crowns with one hand while supporting the head on top with the other hand so to deliver the head slowly and minimize perineal trauma.

7.  As the head delivers apply pressure to the head downward to deliver the head.  Pancake the babies head between your two hands.  If it’s a large baby, deliver the anterior shoulder too (to avoid shoulder dystocia).  Tell the mother to stop pushing.   

8.  Look for a nuchal cord, if there’s one try to reduce it over the baby’s head.  If it’s tight or there is a double nuchal cord the resident will clamp it and cut in between.

9.  Now suck out the mouth and than the nose with the bulb suction.  If there is meconium the resident or you will do the delee suctioning.

10.  Now deliver the posterior shoulder by elevating the head using both your hands and pull upwards.  The resident will be protecting the perineum as you do this.  As the body delivers use one hand to support the head and the other to pull the rest of baby out.

11.  Deliver the baby onto the mother’s belly or some residents will have you hold the baby.  Make sure the baby doesn’t fall.  Congratulate the mom.  The resident or you will place two clamps on the cord and cut in between.  Or the father of the baby may want to cut the cord.  Make sure he was given a glove beforehand. Hold the baby against your body and carry him/her to the nurse and lay it on the baby heater/bed.  The baby is slippery. 

12. The resident or you will get cord blood and sometimes a cord pH.  Some patients are stem cell donors.  The resident will obtain the blood for stem cell donation.
13. Deliver the placenta by gentle traction on the cord with one hand and at the same time with your other hand on the blue sterile sheet holding the uterus back.  Keep moving the clamp towards the perineum as you get more slack.  Placental delivery can take up to half an hour.  Don’t pull to hard or you will avulse the cord.

14. After the placenta is delivered the resident or you will massage the uterus to ensure firmness and may sweep it if necessary and remove clots from the vagina.

15. The cervix is inspected for tears with the ring forceps.  Than the vagina/perineum is examined and the tears are repaired by the resident.  You can help by blotting for them with a raytex or holding labia out of the way.  

16. Next the patient is cleaned, the laps are counted and the sharps are placed in the sharp container.  

17. Wash your hands and now help or observe the resident with filling out the paper work.  (You can always buff the chart now ie fill out the discharge summary and d/c orders ie medicines before the patient goes to the floor so the postpartum team has less work.)

18.  A summary of this info is as the baby’s head delivers pancake the babies head b/w your hands and pull down, deliver the ant shoulder, have mom stop pushing, check for nuchal cord and reduce, suction mouth than nose, now pancake the baby’s head and pull straight upwards deliver the posterior shoulder and baby, the resident will protect the perineum, and deliver unto mother’s belly, place 2 clamps and cut in b/w.  Hand off baby.  Than deliver the placenta.
POSTPARTUM ROTATION 

Hints on Postpartum service:

1. Learn how to buff the chart-write out all d/c med prescriptions, write out the d/c summary and d/c orders.  You can do this while on call and there is nothing going on.  Ask an intern/resident how to do this.

2. On C/S if they have a pfannensteil incision (bikini cut) you are responsible for taking out the staples on POD # 3 before the pt goes home.  Have a resident show you.  Apply benzoin/ steri-strips.  Counsel the pt that they may shower once or twice a day and use dove/dial antibacterial soap to clean it.  It should heal within 2 weeks.  Keep it very dry and clean.  They may take off the steri-strips in the shower after 7 more days. 

3. C/S ROUTINE POD#1 ORDERS-IF YOU SEE A ROUTINE C/S on POD # 1 than you need to write out these orders on the order sheet.  Students who manage to get this done without being reminded get extra points:

-Ambulate TID with assist

-D/C foley

-advance to clears and advance diet as tolerated

-D/C IV/IM pain meds when tol po and change to 


Lortab 7.5/500mg T-TT po q 4-6 hrs prn 


Motrin 800mg po q8hrs prn


MOM 30 cc po q 6hrs prn constipation


Mylecon 80 mg po q 6hrs prn gas

     
-incentive spirometry with instruction to use 10 x q hr while awake


-HLIV (heplock IV) when tol po

       4.   For 3rd and 4th degree tears we add colace 100mg po bid and a resident 
             checks the rectum prior to d/c.        

       5.   If pt wants OCP’s start them in 3wks after d/c on a Sunday (wait 3 weeks 
             b/c of increased risk of blood clots.  Pts with hi BP don’t get OCP’s.
       6.   If pt is breastfeeding use micronor OCP’s (progesterone only) or 
             Depoprovera either at d/c or in 6 weeks postpartum.

7. Please be on time for writing notes in the morning as the intern needs to write a note on every patient and needs the chart.  Find the charts, Tulane is green and LSU is yellow.  Read quickly about the patient-were they SVD or C/S, what hospital day are they?  Go to the room and introduce yourself as student doctor X.  Ask if they had problems overnight.  Listen to their heart and lungs and abdomen.  Check the fundus it will be near or above the umbilicus, it should be firm, make sure their breasts are not engorged, check their pad (have gloves on), make sure the bleeding (lochia) is like a period-a slow ooze.  Than write your note really quickly.  Find apgars and TOD (time of delivery) on the delivery note or nurses notes.     
L3 Postpartum note
(Vaginal delivery)
X yo GxPxxxx s/p SVD of VMI/VFI with apgars of 9/9 on date and time with 2nd degree tear.  Pt desires OCP/Patch/depo for birth control.  Pt will bottle/breastfeed.  Pt got PNC at LSU clinic.  Pt tol po and ambulating with no complaints.
VS:  Tmax    Tcurrent   P         R          BP

A X O x 3 NAD

S1S2 RRR

CTA B

Abd soft NTND nl BS

Breast: soft  Nontender nonengorged  

Fundus: firm below umbilicus

Lochia: minimal  

Labs: postpartum Hct

A/P:  S/P SVD doing well

1. Continue routine care

2. Bottlefeeding-bind breasts or

Breastfeeding-will order lactation consult

3. Will d/c after 48 hours if afebrile with f/u at 6 weeks at X clinic (wherever they      got prenatal care).
L3 postpartum note
(Cesarean Section)
X yo Gx Pxxxx s/p 1 LTCS or Repeat C/S b/c of (indication) POD # 1 of VMI/VFI with apgars of 8/9 on date and time.  Pt desires X for birth control and will breast/bottlefeed.  Pt c/o appropriate pain relieved with meds.  Pt tol ice chips, +/- flatus, +/- bowel movement.  Pt has not ambulated yet.   
VS:  Tmax   Tcurrent    P     R       BP

A X O x 3 NAD

S1S2 RRR

CTA B

Abd soft NTND normal BS  (BS are impt in a postop patient)

Wound c/d/i healing well  (PULL OFF THE BANDAGE THAT MORNING OF POD # 1, it will be painful for the pt so do it slowly)

Breasts nontender nonengorged 
Fundus firm below umbilicus

Lochia minimal

Labs: post op HCT
A/P: POD#1 s/p 1LTCS or R C/S doing well.

1. Advance to POD # 1 orders

2. Bottlefeeding-bind breasts or Breastfeeding lactation consult.

3. Desires X for birthcontrol

4. Will encourage ambulation

5. Will D/C home after 72 hours if continues well and remains afebrile.

Writing prescriptions

	Fergon 325 mg

T po Qd

#30

refill x 6
	Prenatal vitamins

T po qd

#30

refill x 6

	Motrin 800mg

T po Q8hrs prn pain

#20

refill x 1
	Percocet 5/325mg

T-TT po q 4-6 hrs prn pain

#30 (thirty)

no refill

	Lortab 5/500mg

T po q 4-6 hrs prn pain

#30 (thirty)

no refill
	Colace 100mg

T po BID prn constipation

#60

refill x 6

(give to those on iron BID/TID)

	Flagyl 500mg

T po BID x 7 days

#14
	Zithromax 1 g
T po X T

#1 pill


PRENATAL ROTATION
1. Be timely about your notes, the second year resident has to see all the patients and will need the charts to write their notes.

2. If a patient c/o CP/leg pain etc, speak to the resident about your concerns prior to writing it in the chart.

3. Check the orders section every morning to see if something new has been ordered on your patient.  Make sure you check labs every morning.  Follow up on GC and Chl and urine cultures.  

4. Each pt should be asked about FM, ROM, VB, CTX.  Add FHT’s to vital signs.

5. Write PM notes every afternoon which are brief.  Find out results of all pending labs, tests, and consults.  

6. The most common reasons people are admitted is for:

a. Arrested PTL- ask each morning about ctx,  If there is a concern the resident will check her.  These pts may go home if they are stable.  Know her last cervical check.  Some patients need to stay until they are 34 weeks.   
b. Pyelonephritis-you need to know how many hours the pt has been afebrile.  Check her for cva tenderness every morning.  Check the urine culture results every morning.  She must be afebrile 24 hours prior to d/c.

c. DM control- know her accuchecks each morning, they are behind the vital signs.  Learn how we go up on insulin.  Make sure she got her nutrition counseling and diabetic teaching.
d. R/O pre eclampsia-ask the pt if she has a HA, blurred vision, RUQ pain each morning.  Know her BP’s.  Check her 24 hour urine results.  Know the results of all her HELLP labs.
L3 Prenatal note

(date and time)

19 yo G1P0 with arrested PTL at 28 3/7 WGA s/p MG and steroids hospital day#5.

Pt denies any c/o.  +FM, no ROM, no VB, no CTX.

VS: BP110/73     P88      R18      T97.3      FHT’s 140’s

A X O x 3 NAD, S1S2 RRR,  CTA B

Abd: gravid, NT

No C/C/E

A/P:  1. IUP at 28 weeks

         2.  Arrested PTL- stable continue procardia 10 mg q 6 hrs and BR c BRP’s

GYN ROTATION
1. Write the same orders as post op day #1 C/S orders (in this guide above) on routine TAH’s  if they are POD#1 from their hyst (as long as they don’t have a bladder injury and have bowel sounds).

2. Take off the bandage on post op day # 1 and take out the staples on pfannensteil incisions on POD#3

3. On each patient who had abdominal surgery ask them about flatus and BM each day.

4. Read the patients H & P and know this info as well as the indication for the surgery.   Check the order section each time you open the chart to see if something new has been ordered and needs to be checked on.   Don’t forget to write brief pm notes on every patient unless the resident already wrote a pm note.
5. Reasons pts are admitted are s/p gyn surgeries, for anemia with menorrhagia for a blood transfusion, for r/o ectopic, for missed AB/cytotec treatment, for PID or TOA’s etc.
6. If you are bored in the OR with the intern or 2nd year not scrubbed in ,ask them if they will show you how to write admit orders to the GYN service if this is a major case (ie TAH, TVH).  Remember ADCVAANDISMAL.

7. When the pt is asleep in the OR put on gloves and help position the patient.  Than change gloves and get ready for a pelvic exam.  When the surgery is over put on gloves again to move the patient.  Make stickers with patients blue card for the residents.  Watch the resident fill in the operative report.  Help the resident write prescriptions if the pt is going home.  It helps to have an Rx pad.

L3 GYN note
(date and time)

43 yo G4P4004 admitted for menometrrorhagia/anemia/ fibroids admitted for blood transfusion.

S: No complaints.  Currently receiving #2/3 units of PRBC’s.  Weakness/dizziness resolved.  No current VB.

VS:

Exam: (routine exam- A X O x 3 NAD etc, does not need pelvic exam)

Labs: 

A/P:
1. 23 yo G4P4 with M/M & anemia receiving blood with symptoms improved.  Will check post transfusion hct 6 hrs after last transfusion.  Pt desires depoprovera for M/M.

2. Pt to f/u in clinic for pap/EMB after d/c.
L3 GYN note
(Post operative patient)

45 yo G2P2002 with 20 week fibroids s/p TAH/BSO/cysto POD#1.

S: Pain relief adequate, no complaints, no flatus, no BM, tolerated ice chips, no ambulation yet.  No N/V

VS:  URINE OUTPUT  last shift,   BP    P     R      T

A X O x 3 NAD  S1S2   RRR   CTA B 

Abd: soft, mildly distended, +BS

Wound: C/D/I

No C/C/E

Foley to gravity with clear urine

SCD’s and TED’s in place

Labs: post op hct

A/P:

1. POD # 1 s/p TAH/BSO/cysto doing well with good urine output.  Will advance to POD # 1 orders.

2. CHTN- will restart pts bp meds

3. HRT-will d/w pt risks and benefits prior to d/c.

4. Encouraged ambulation and incentive spirometry. 

CLINIC GUIDE
Follow a resident in clinic until you feel more comfortable seeing patients alone.  You can work up a patient and write the H & P and also do the physical exam except the pelvic exam and breast exam (unless you are in pap clinic).  You need a chaperone for these exams.   In resident clinic work up the patient and do everything except the pelvic exam.

Prenatal Clinic note
1. Follow exactly from the note before.  The patient does not need a full H & P unless she is an initial visit.  We will show you how to fill out the initial visit paperwork.

2. Labs: order triple screen at the 15-18 week visit.  Order an Osullivan at the 28 week visit.  Do GBBS at 35-36 weeks.  Reorder CBC c plt and RPR in third trimester.
3. Prenatal pts only need a cervical check on their initial visit, and if they c/o pain or ctx, and on every visit after 36 weeks. 
Prenatal Notes

Read the nurses note at the top of the page.  Usually the pt has no complaints.  Review the page where the problem list is and all the prenatal labs.  Use your wheel to figure out how far along they are today.   Than enter the room, introduce yourself and shake their hand.   This is an example note; write it in this format below:
	21 yo G3P2002 at 30 6/7 wga by LMP 

c/w 12 wk US.  Pt with no complaints.  +FM, no ROM, no VB, no CTX

VS: weight          BP

Urine dip   Protein trace   glucose negative

FH-use tape measure (~30)

FHT’s-use Doppler  (140’s)

A/P: 

1. IUP at 30 6/7 wga

2. S=D (size equals dates)

3. Now review their problem list and previous note for the rest example-

4. H/O C/S x 2 for repeat C/S

5. H/O trichomonas treated this pregnancy


	1. Continue PNV and iron
2. Kick counts/PTL precautions (the nurses will give them a sheet)

3. RTC 2 weeks.

When you’re finished with the note review it with a resident and then if its okay present to staff.  Read out your whole note to them and start the presentation with… This is a 21 yo G3P2….etc.


GYN clinic note
53 yo G3P2103 postmenopausal female here for health maintenance.  Pt denies any problems.  No vaginal bleeding.  Pt denies severe hot flashes.  Pt denies incontinence.

Pmedhx: 

1. DM2 x 10 years on glucophage followed in internal medicine clinic

2. HTN x 10 years on clonidine followed in IM clinic

PsurgHx:  C/S x T, TAH/BSO/cysto 7 yrs ago for fibroids

PgynHx: no STD’s, no abn pap, last pap ~ 4 yrs ago, last mmg last yr

LMP 7 yrs ago, menarche 12/monthly cycles/lasted 7 days.  Not sexually active.
PobHx: 3 SVD’s one preterm no complications.  Largest 6#7
All: NKDA

Meds: clonidine 

           Glucophage


write out dose if pt knows

SocHx: neg X 3

FamHx:  keep this brief-for women ask about breast CA, ovarian ca, heart disease, osteoporosis

VS: wt       BP

Routine exam

With chaperone do breast exam and pelvic exam (get resident if resident clinic)

Vulva/vagina-no lesions mildly atrophic

Cuff: no lesions

No adnexal mass, nontender

Rectum nl tone, heme neg

Labs:  some GYN pts do need to have labs checked on, some gyn pts have a new US result in chart that needs to be evaluated.

A/P:  

53 yo G3P2013 postmenopausal female here for health maintenance.

1.  Pap of cuff done

2.  Monthly self breast exam (nurses will give pt a sheet), refer for routine mammogram

3.  HRT discussed, pt does not have severe symptoms or osteoporosis in family and does not desire HRT, nor can afford.  Do not offer or talk to pt about starting HRT unless you are prepared to answer a lot of their questions and do proper counseling.  
4.  Counseled on weight bearing exercise, Ca, vit D, multivitamin qd.
5.  DM & HTN-pt has internal medicine f/u in 3 months.  BP controlled on meds.

6.  RTC  one year for follow up. 

If this is resident clinic present the pt to a resident and let them review your paperwork and help with your plan.  Then go to staff to present.  Again start with this is a 53 year old G3P2013 and than read your whole note.   
Other GYN hints:

1. For menstrual periods if they are having irregular periods its important to know what they are like.. Ask how many pads per day, how many days of bleeding, for the last 6 months what days did you bleed, have you been on any hormonal therapy, and did it work?  Some patients may need an EMB (endometrial biopsy) an office procedure to r/o pathology if they are over 35 years old if they have menometrrorhagia (heavy periods and bleeding b/w periods).

2. When asking about STD’s name them all and sometimes the patient will remember that they did have that.  Ask abt GC/Chl/HIV/herpes/trich/syphilis.

3. If they’ve had an abnormal pap smear ask them when, did the ever have biopsies or cryotherapy (freezing) or a cone procedure?  Were their follow up paps normal?

4. If they’ve had a gyn surgery ask them was it laparoscopic (camera in belly button) or were they cut.  What was the indication etc.  Find out why someone had a hyst.  Did they leave their tubes and ovaries?  
How to write admit orders

No matter what rotation your on (OB/MED/PED) if you remember ADCVAANDISMAL you will be able to write orders.  You are not expected to write these, but just start thinking about it now.  If a resident has time they may show you how to write these orders-ie on a GYN post op pt, or an Obs pt who is being admitted to prenatal.  Always read a pts orders section when you are seeing a patient.

Example orders  

Consider a pt who is a 23 yo G1P1001 s/p primary low transverse c/s (we write these orders during or right after a c/s)

1.  Admit: 3west LSU postpartum

2.  Diagnosis:  s/p primary low transverse c/s

3.  Condition: stable

4.  Vitals: routine

5.  All: NKDA

6:  Activity: bedrest

7:  Nursing: routine, foley care, accurate I’s and O’s

8.  Diet: NPO except ice chips

9.  IVF:  LR 125 cc/hr

10. Special: call HO I if T >100.4, SBP >140 <90, DBP >90 <45, R >30 <10, UOP <30cc/hr, 
      P >120  <50

11. Meds:  Demerol 50-100 mg IV/IM q4-6 hrs prn

                  Phenergan 25 mg IV/IM q4-6 hrs prn

12. Labs:  CBC c plt in am
