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Question #1

 Both the American Academy of Family Physicians and the American College of 

Obstetricians and Gynecologists recommend that non-medically indicated (or 

elective) inductions of labor or cesarean deliveries, should be scheduled after 

what gestational age?

 A.  37 weeks, 0 days

 B.  38 weeks, 0 days

 C.  39 weeks, 0 days

 D.  40 weeks, 0 days

 E.  41 weeks, 0 days
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Answer: C

 The AAFP and ACOG collaborated on the Choosing Wisely campaign 

recommendation regarding scheduled inductions of labor or cesarean section 

deliveries.  These organizations noted that delivery prior to 39 weeks, 0 days 

is associated with an increased risk of learning disabilities and may increase 

infant morbidity and mortality.  While delivery prior to 39 weeks and 0 days 

may be indicated in certain situations, a mature fetal lung test by itself if not 

an indication for delivery (SOR C)

 Ref:1) American Academy of Family Physicians: Fifteen things physicians and patients 

should question.  ABIM Foundation, Choosing Wisely campaign, 2013; 2)American 

College of Obstetricians and Gynecologists:  Ten things physicians and patients should 

question.  ABIM Foundation, Choosing Wisely campaign, 2016

Question #2

 Inductions for an otherwise uncomplicated healthy pregnancy can be delayed 

until what week of gestation?
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 A.  37 weeks

 B.  38 weeks

 C.  39 weeks

 D.  40 weeks

 E.  41 weeks

Answer E

 Before 41 0/7 weeks of gestation, induction of labor generally should be 

performed based on maternal and fetal indications.  Inductions at 41 0/7 

weeks gestation and beyond should be performed to reduce the risk of 

cesarean delivery and risk of perinatal morbidity and mortality

 www.acog.org/Clinical-Guidance-and-Publications/Obstetric-Care-Concensus-

Series/Safe-Prevention-of-the-Primary-Cesarean-Delivery

http://www.acog.org/Clinical-Guidance-and-Publications/Obstetric-Care-Concensus-Series/Safe-Prevention-of-the-Primary-Cesarean-Delivery
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Question #3

 A 27 year old female presents to your office visit for a routine prenatal visit 

at 32 weeks of gestation.  Her last pregnancy was 1 1/2 years ago.  During 

that pregnancy she received a Tdap vaccine.  

Which of the following should she 

receive on today’s visit?

 A.  MMR

 B.  Varicella

 C.  Live attenuated influenza vaccine

 D.  Tdap

 E.  No vaccine
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Answer:  D

 Pregnant women should receive a dose of Tdap , optimally between 27 and 36 

weeks of gestation, regardless of when they last received it.  MMR vaccine 

and varicella vaccine are both live attenuated vaccines and should not be 

given to women who are known to  be pregnancy.  Influenza is recommended 

for all women who are or who will become pregnant during influenza season 

but they should receive the inactivated influenza vaccine.

 Ref:  Centers for Disease Control and Prevenation:  Guidelines for Vaccinating 

Pregnant Women. 2013

Question #4

 Which of the following tests is recommended to diagnose gestational diabetes 

mellitus?

 A.  Fasting insulin/glucagon level

 B.  C-peptide level

 C.  2-hour post prandial glucose

 D.  Hemoglobin A1C

 E.  Oral glucose tolerance test
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Answer:  E

 In pregnant women, not known to have diabetes mellitus, it is recommended 

to screen for gestational diabetes mellitus between 24-28 weeks gestation.  

There are two acceptable screening strategies.  The one-step 2-hour 75g oral 

glucose tolerance test should be performed in the morning after an 8-hour 

fast.  Diagnosis of diabetes is made if the fasting plasma glucose is >92mg/dL, 

if the 1 hour is > 180mg/dL or if the 2 hour level is > 153mg/dL.

 Many physicians use a two step approach which consists of  non-fasting 1 hour 

50-g oral glucose tolerance test.  If the 1-hour glucose level is > 140 mg/dL

then a 3-hour 100-g glucose test is administered.  The 3-hour test is 

administered when the patient is fasting.  Diagnosis is made when tow of the 

four glucose levels are met or exceeded.

 Fasting > 95 mg/dL

 1 h > 180 mg/dL

 2h >155 mg/dL

 3h >140mg/dL

 Women with risk factors or previous history of gestational diabetes should be 
screened for undiagnosed diabetes at their first prenatal visit.

 Ref:  American Diabetes Association:  Standards of medical care in diabetes—
2004.  Diabetes Care 2014;37(suppl 1):S14-S80.
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Question #5

 A 25 year old  gravida 1 para 0 presents for prenatal care follow up.  At her 24 

week visit, last week,  her one hour glucose tolerance test was positive 

(glucose 210).  You have documented that she is gestational diabetic.  Since 

that visit she has been checking her blood glucose at home twice daily.  She is 

not currently on any diabetic medications and she has a nutrition consultation 

scheduled for later today.  She wants guidance on what her glucose level 

should be at various times throughout the day.

Which of the following is the goal for a 

fasting blood glucose in this patient?

 A.  < 75 mg/dL

 B.  <95 mg/dL

 C.  < 120 mg/dL

 D.  <140 mg/dL

 E.  <180 mg/dL
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Answer:  B

 The goal is < 95 mg dL for fasting blood glucose and <145mg/dL for 1- hour 

postprandial glucose, and < 120 mg/dL for 2-hour postprandial glucose

 Ref:  Garrison A:  Screening, diagnosis and management of gestational 

diabetes mellitus.  Am Fam Physician 2015;91(7):460-467

Question #6

 A 37 year old gravida 3 para 2 presents to your office for routine prenatal 

care at 36 weeks gestation.  She reports some increasing lower extremity 

edema she denies: headache, visual changes or right upper quadrant pain.  

She has not noticed any leaking of fluid and has had only occasional mild 

uterine contractions.  Her blood pressure has been normal during past visits, 

but today her blood pressure is 148/94mm Hg.  Repeat measurement confirms 

the elevated blood pressure reading and a urine dipstick shows trace protein.  

Her fundal height measures 36 cm, fetal heart tones have a rate of 134 

beats/min, and Leopold’s maneuvers indicate that her fetus is in cephalic 

position.  Laboratory tests reveal a normal platelet count, normal 

transaminase and creatinine levels, and a normal urine protein/creatinine 

ratio.   
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Your plan at this time should include 

which one of the following?

 A.  Immediate induction of labor

 B.  Home blood pressure and symptom monitoring, and induction of labor at 

37 weeks of gestation

 C.  Home blood pressure and symptom monitoring, weekly office visits and 

laboratory evaluation, and induction of labor at 39 weeks gestation

 D.  Home blood pressure and symptoms monitoring, weekly office visits and 

laboratory evaluation, and induction of labor at 40 weeks of gestation

 E.  Home blood pressure and symptoms monitoring, weekly office visits and 

laboratory evaluation, and induction of labor at 41 weeks of gestation

Answer:  B

 This patient has gestational hypertension.  She currently has no findings consistent 
with a diagnosis of preeclampsia.  She is however, at risk for developing 
preeclampsia.  Current evidence suggests that, in the absence of preeclampsia 
with severe features (Blood pressure > 160/100mm HG, thrombocytopenia, 
impaired liver function, renal insufficiency, pulmonary edema, cerebral edema, or 
visual disturbance), pregnancy can safely be continued until 37 weeks gestation.  
At 37 weeks, in a woman with gestational hypertension, delivery is recommended.  
After 37 weeks in a woman with gestational hypertension her risks for spontaneous 
placental abruption, intrauterine growth restriction and progression to 
preeclampsia and eclampsia increase significantly.

 Ref:  American College of Obstetricians and Gynecologists; Task Force on 
Hypertension in pregnancy. Report of the American College of Obstetricians 
and Gynecologists’ Task Force on Hypertension in Pregnancy.  Obstet and 
Gynecol 2013;122(5):1122-1131
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Question #7

 Which of the following is considered first-line 

therapy for nausea and vomiting of pregnancy?

 A.  Ginger

 B.  Blue Cohash

 C.  Cranberry juice

 D.  Vitamin B6

 E.  Fenugreek
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Answer:  D

 Vitamin B6 is considered first-line therapy, sometimes combined with 
doxylamine in a product known as Diclegis.  

 Other measures such as ginger have been found to be somewhat helpful but 
there are few studies to support the recommendation.

 Cranberry can be useful for preventing urinary tract infections.  Fenugreek 
has been used as an herbal supplement to increase milk production in 
breastfeeding mothers.  Blue cohash has been used in preparation for 
conception but there are limited studies and some safety concerns with its 
use.

 Ref:  Low Dog T:  The use of botanicals during pregnancy and lactation.  Altern
Ther Health Med 2009; 15(1): 54-58.  Herrell HE:  Nausea and vomiting of 
pregnancy.  Am Fam Physician 2014;89(12):965-970

Question #8

 A 28 year old gravida 1 para 0 at 38 weeks gestation 

presents for routine  prenatal visit.  On examination her 

blood pressure is found to be 150/90.  Further review of 

systems reveals only some chronic low back pain that is 

interrupting her sleep.  Her physical exam is normal.  Her 

uterus is non tender, fetal heart rate is 150 beats/min.  

Cervical examination reveals firm  consistency, 1 cm 

dilation  50% effacement and -3 station.  The patient’s 

blood pressure is checked 4 hours later and is now 142/94 

mm HG.
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Based on the 2013 ACOG guidelines for the management of 

hypertension in pregnancy, which of the following should be 

the next step in the management of this patient?

A.  Admit for induction of labor

B.  Measure 24-hour urine protein, with 

induction of labor if the level exceeds 300mg

C.  Begin oral nifedipine (Procardia) and 

recheck her blood pressure in 24 hours

D.  Place the patient on strict bed rest 

E.  Begin twice weekly office visits with 

assessment for preeclampsia

Answer:  A

 The 2013 ACOG guideline recommends induction of labor for gestational 
hypertension after 37 weeks.  Identifying elevated urine protein is not 
required for the decision to induce since this patient is at 39 weeks of 
gestation.  Gestational hypertension and preeclampsia without severe 
features are both managed with induction of labor at 39 weeks.  Twice weekly 
office visit with BP measurement with or without lab evaluation may be 
appropriate for patients less than 37 weeks gestation.  Bed rest is no longer 
recommended for control of hypertension in pregnancy.  Oral 
antihypertensive medications are used only at higher blood pressures in the 
setting where a patient has a history of chronic hypertension.  

 Ref:  American College of Obstetricians and Gynecologists; Task force on 
Hypertension in Pregnancy:  Hypertension in pregnancy.  Report of the 
American College of Obstetricians and Gynecologists’ Task Force on 
Hypertension in Pregnancy.  Obstet Gynecol 2013; 122(5): 1122-1131
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Question #9

 A 26 year old gravida 1 para 0 sees you for a routine prenatal visit.  

She is married and this is a planned pregnancy.  Using the date of her 

last menstrual period calculates her pregnancy to a 14 week 

gestation.  She has no medical conditions and takes only prenatal 

vitamins.  She is adopted and does not know her family medical 

history.  She has no concerns, she does not use tobacco and does not 

drink or use illicit drugs.  Her vital signs are stable, her weight is 

normal, fetal heart tones are measured with a Doppler stethoscope to 

be approximately 150 beat/min.

Which of the following tests should be 

performed today?

 A.  A 1-hour glucose test

 B.  Group B streptococcus screening

 C.  Evaluation for bacterial vaginosis

 D.  urinalysis and urine culture

 E.  A TSH level
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Answer:  D

 All pregnant women should be screened for asymptomatic bacteriuria 

between 11 and 16 weeks of gestation.  If the urine culture is positive it 

should be treated appropriately.  Asymptomatic bacteriuria is a known 

contributor to recurrent urinary tract infections, pyelonephritis and preterm 

labor.  TSH levels should only be checked in women with a history of thyroid 

disease or symptoms of thyroid disease.  Bacterial vaginosis can contribute to 

lower birth weight infants and premature rupture of membranes, but 

universal screening is not recommended.  Group B beta Streptococcus 

screening is advised but not until 34-37 weeks gestation.  Diabetes screening 

should be performed with a 50-g glucose load between 24 and 28 weeks 

gestation.

 Ref:  Zolotor AJ, Carlough MC:  Upate on prenatal care.  Am Fam Physician 

2014;89(3):199-208

Question #10

 A 37 year old G2P0101 at 10 weeks gestation presents to 

your office to establish prenatal care.  Upon reviewing her 

history you discover that her first pregnancy was 

complicated by preeclampsia that required induction of 

labor at 33 weeks of gestation.  She has a history of 

chronic hypertension that has been treated with 

chlorthalidone.  Her blood pressure today is 128/74 mm 

HG.
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Which one of the following medications, if started 

today, can lower her risk of developing 

preeclampsia during this pregnancy?

 A.  Aspirin

 B.  Calcium

 C.  Labetalol

 D.  Nifedipine (Procardia)

 E.  Vitamin E.

Answer:  A

 The 2013 update from ACOG on hypertension in pregnancy states that the only 
medication with sufficient evidence to prevent preeclampsia is aspirin in dosages 
of 60-80mg daily.  

 In high-risk populations defined as:  (women with a history of preeclampsia in 2 or 
more pregnancies, or a history of preeclampsia with delivery at <34 weeks), the 
number needed to treat is 50 women to prevent one case of preeclampsia. 

 Calcium supplementation has been shown to reduce preeclampsia in women with 
very low calcium intake.  However, in developed countries Calcium 
supplementation has not been found to provide significant benefit.  Vitamin E has 
no benefit.  Antihypertensive medications such as labetalol and nifedipine are 
used to control blood pressure in pregnant patients but do not reduce the risk of 
preeclampsia

 Ref: American College of Obstetricians and Gynecologist:  Task Force on Hypertension in 
Pregnancy:  Hypertension in Pregnancy.  Report of the American College of 
Obstetricians and Gynecologists’ Task Force on Hypertension in Pregnancy. Obstet
Gynecol 2013;212(5):1122-1131
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Question #11

 A 29 year old gravida 3 para 2 presents for a routine visit 

at 32 weeks of gestation.  She has gestational diabetes 

(GDM) and has been following the dietary guidelines from 

the dietitian.  However, her blood glucose remains 

elevated and you discuss starting medication.  She is 

adamant about not starting insulin but is willing to 

consider starting metformin (Glucophage).  Before making 

a decision she wants to know the specific benefits to her 

and her baby.

Your would tell her that one benefit of 

treating GDM is a decreased risk for:

 A.  Maternal preeclampsia

 B.  Maternal type 2 diabetes mellitus after delivery

 C.  Perinatal death

 D. A small for gestational age infant
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Answer:  A

 There are no specific recommendations about when to begin pharmacotherapy for the 
treatment of gestational diabetes.  Many women with gestational diabetes do require 
pharmacotherapy as they will not be well controlled with diet and exercise alone.  Insulin has 
traditionally been used for management of gestational diabetes but many oral mediations are 
becoming increasingly common for management despite the lack of long-term safety data.  
Pharmacologic management of GDM has been shown to improve outcomes for both mother 
and infant including decreasing risk for: operative delivery, large-for-gestational age infants, 
shoulder dystocia, and maternal preeclampsia.  Although many women with GDM will 
subsequently develop type 2 diabetes mellitus after delivery, there is no evidence that has 
shown pharmacologic treatment of GDM decreases this risk.  In additiona,  the risk of 
Perinatal death and small-for-gestational age infants has not been reduced by pharmacologic 
management of GDM.  

 Ref:  1) Committee on Practice Bulletins – Obstetrics:  Practice Bulletin no 137: Gestational diabetes mellitus. Obstet
Gynecol 2013;122(2 Pt 1):406-416 2)  Horath K, Koch K, Jeider K, et al:  Effects of treatment in women with 
gestational diabetes mellitus:  Systematic review and meta-analysis. BMJ 2010;340:c1395

Question #12

 A 42 year old female with a past medical history significant for type 2 

diabetes mellitus, hypertension, obesity, and major depressive disorder 

presents with a chief complaints of amenorrhea for 7 weeks.  A home 

pregnancy test was positive yesterday.  Her medications include metformin 

(Glucophage), insulin glargine (lantus), Lisinopril (prinivil, Zestril), atenolol 

(Tenormin, fluoxetine (Prozac), and buproprion (Wellbutrin).  You confirm the 

pregnancy with an ultrasound in your office and you believe that she is about 

10 weeks gestation based on fetal size and ultrasound measurements.
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In addition to the Lisinopril, which one of her 

current medications should be discontinued?

 A.  Insulin Glargine (Lantus)

 B.  Metformin

 C.  Atenolol

 D.  Fluoxetine

 E.  Bupropion

Answer:  C

 Atenolol may cause growth restriction and reduced placental weight.  There 
are other antihypertensive drugs with better pregnancy safety profiles.  It is 
recommended that atenolol NOT be used during pregnancy.

 Available data suggests that insulin does not cross the placenta and is 
therefore a low risk for harm to the fetus or embryo.  A primary concern is 
maternal hypoglycemia making frequent and careful monitoring of blood 
glucose levels necessary.

 Metformin has been shown to be low risk in pregnancy and it therefore safe to 
continue.

 Animal and most human data on Bupropion suggest low risk.  Two studies 
reported increased risk of heart defects but these have not been confirmed 
with other sturdies.  The risks and benefits of buproprion should be reviewed 
with a woman but it should not be withheld during pregnancy.
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 Available animal and human experience suggest that fluoxetine is not a major 

teratogen.  However, SSRIs, have been associated with developmental 

toxicities including:  spontaneous abortion, low birth weight, prematurity, 

neonatal serotonin syndrome, neonatal withdrawal, respiratory distress and 

persistent pulmonary hypertension of the newborn.  The absolute risk is very 

small, and most physicians will continue drugs such as fluoxetine during the 

prenatal period for patients with significant mood disorder

 Ref:  Briggs GG, Freeman RL, Yaffe SJ:  Drugs in Pregnancy and Lactation:  A 

Reference Guide to Fetal and Neonatal Risk, ed. 9 Lippincott Williams and 

Wilkins, 2011.

Question #13

 A 38 year old gravida 8 para 6 with mild chronic hypertension and 

uncomplicated pregnancy has just delivered a 9 # 4oz male infant by 

spontaneous delivery over an intact perineum.  The infant is vigorous.  The 

mother is noted to have heavy vaginal bleeding and a bi manual exam reveals 

a soft and poorly contracted uterus.  Her temperature is 37.1 C (98.8 F), 

blood pressure is 155/94 mm HG, pulse rate is 105 beats/min, and her oxygen 

saturation on room air is 95%.
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Which one of the following uterotonic agents 

is CONTRAINDICATED in the management of 

this patient’s postpartum bleeding?

 A.  Oxytocin (Pitocin)

 B.  Methylergonovine

 C.  Carboprost tromethamine (Hemabate)

 D.  Misoprostol (Cytotec)

Answer:  B

 Methylergonovine should be avoided if a patient is hypertensive.  

Methylergonovine is an ergot alkaloid and causes generalized smooth muscle 

contraction throughout the body and as a result can elevate blood pressure.

 Oxytocin and misoprostol do not have any contraindications and are 

commonly used as first line treatement for postpartum hemorrhage.

 Carboprost tomethamine is another uterotonic agent but should be avoided in 

patient’s with asthma and  has relative contraindications if a patient has 

known hepatic, renal or cardiac disease.

 Ref :  Anderson J, Etches D, Am Fam Physician. 2007 Mar 15;75(6)875-882.
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Question #14

 A 25 year old G6P4105 presented to labor and delivery at 06:00 in labor at 3 

cm and rapidly progressed and delivered by 06:45 am.  The patient delivered 

a 6#12 oz female infant over an intact perineum.  The placenta delivered 

intact but was slightly delayed passing after 15 minutes.  The patient has a 

past medical history significant for asthma which she controls with albuterol 

and Advair 250/50.  Her asthma has been well controlled.  It is now 09:00 am 

and the post partum nurse has called stating that the patient got up to use 

the washroom and is hemorrhaging.  

Which one of the following uterotonic agents 

is CONTRAINDICATED in the management of 

this patient’s postpartum bleeding?

 A.  Oxytocin (Pitocin)

 B.  Methylergonovine

 C.  Carboprost tromethamine (Hemabate)

 D.  Misoprostol (Cytotec)
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Answer:  c

 Methylergonovine should be avoided if a patient is hypertensive.  

Methylergonovine is an ergot alkaloid and causes generalized smooth muscle 

contraction throughout the body and as a result can elevate blood pressure.

 Oxytocin and misoprostol do not have any contraindications and are 

commonly used as first line treatement for postpartum hemorrhage.

 Carboprost tomethamine is another uterotonic agent but should be avoided in 

patient’s with asthma and  has relative contraindications if a patient has 

known hepatic, renal or cardiac disease.

 Ref :  Anderson J, Etches D, Am Fam Physician. 2007 Mar 15;75(6)875-882.

Question #15

 A 34 year old G2P1001 presents to your office at 24 weeks of gestation with a 

5 day history of worsening right calf pain and swelling.  She recently flew to 

Europe for work.  She otherwise feels well.  She denies chest pain, shortness 

of breath, cough, palpitations, fever, chills, bruising or unusual bleeding.  Her 

examination is positive for right calf swelling and posterior tenderness of the 

the right calf.  Lab work including a cbc, PT/PTT are all normal.  Duplex 

Doppler ultrasonography of the left leg is consistent with deep vein 

thrombosis.
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Which of the following do you 

recommend at this time?

 A.  Rivaroxaban (Xarelto)

 B.  Aspirin and clopidogrel(Plavix)

 C.  Unfractionated heparin

 D.  Low molecular weight heparin (lovenox)

Answer:  D

Randomized, controlled trials support the use of low molecular weight heparing

(lovenox) over the use of unfractionated heparin for the treatment of venous 

thromboembolism in pregnancy.  Aspirin is not first line treatment for VTE as it 

crosses the placenta and has a weak association with miscarriage.  Clopidogrel

(Plavis) is not indication for VTE.  Rivaroxaban (xarelto) and other new non-

vitamin K oral anticoagulants are not recommended due to lack of data with use 

in pregnancy.  Warfarin also crossed the placenta and is associated with fetal 

hemorrhage and pregnancy loss.

Ref:  Bates SM, Gree AI, Middeldorp S, et al:  VTE,thrombophilia, antithrombotic therapy, 

and pregnancy:  Antithrombotic Therapy and Prevention of Thrombosis, 9th ed:  American 

College of Chest Physicians Evidence-Based Clinical Practice Guidelines.  Chest 2012;141(2 

Suppl):e691S-e736s.
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Thank you and 

Good Luck!!




