Emergency Medicine—OBGYN Emergencies
GYNECOLOGICAL EMERGENCIES
Approach


Approach to patient must acknowledge anxiety on part of patient (maybe even examiner).  It is important to explain all procedures, anatomy and physiology.  Use chaperone for examination
History – Complete history including OB/GYN information
1) Menarche/cycle/days

2) LMP

3) Sexually-active with men, women, and both

4) History of STD – includes post-coital bleeding and dyspareunia

5) Dysmenorrhea

6) Contraception used
Physical – vital signs

1) Orthostatics

2) Skin 

3) Chest

4) Breast

5) Cardiac

6) Abdomen

7) Pelvic

8) Rectal
Visceral vs. Somatic Abdominal Pain


Visceral pain results from stretching of autonomic fibers surrounding a hollow or solid viscous.  Pain is crampy, colicky, gassy, usually intermittent, ill-defined, and diffuse.  Patient usually moves to make themselves comfortable.  Occurs commonly in patients with renal stones, gallbladder disease, and appendicitis and ectopic pregnancy before they rupture.


Somatic pain occurs when pain fibers located in the parietal peritoneum are irritated by chemical or bacterial inflammation.  Represents inflammation occurring subsequent to obstruction of visceral pain.  Pain is sharper, more constant, more precisely localized to the area of the disease, and tenderness is usually localized to the area of pathology.  Patient is rigid on stretcher to reduce irritation.  May be hemodynamically unstable.

General Management Pearls
1) Need to consider ABCs (worry about circulation).  
2) Is the patient hemodynamically stable?  Orthostatics?  Immediately place 2 large-bore IVs (14, 16, 18 gauge).  

3) Consider shock as well; hypovolemic is the most common.  Usually due to hemorrhage.  

4) If a patient comes in that is vaginally bleeding and is pre-menarchal, consider if the bleeding is coming from the endometrium.  This comes from some hormonal imbalance or form of tumor.  Always consider cancer if there is vaginal bleeding.
PID


Pelvic inflammatory disease (PID) is an acute onset of pelvic infection, usually associate with N. gonorrhoeae but can be polymicrobial including chlamydia, gram negative rods and streptococci.  Most common in young patients, nulliparous, and those with numerous partners.  Risk factors include those who are non-white, smoking, and douching.  This infection involves the uterus, tubes, and ovaries with varying degrees of pelvic peritonitis.  The insidious or acute onset of lower abdominal and pelvic pain is bilateral with symptoms appearing shortly after the onset or cessation of menses.  Fever is not necessary for the diagnosis but its onset may indicate other disorders such as ectopic pregnancy.  Patient may have leukocytosis with a shift to the left.  On physical exam patient with have cervical motion tenderness (CMT).
Admit

1) Prepubertal children and pregnant women

2) Patients who are nulliparous – save the tubes from being scarred

3) Unable to tolerate PO treatment

4) Patient with a temp >102.2

5) Patients with guarding and rebound tenderness

6) Patients who look toxic

7) Patients not responding to PO meds x 48h

8) Uncertain diagnosis
Treatment

1) Patients that do not have to be admitted are treated empirically with the treatment for GC and chlamydia.

2) If patients have an IUD, it is removed

3) Patients who are admitted are treated with doxycycline 100mg IV/PO BID plus cefoxitin 2g IV QID or cefotetan 2g IV BID for 48h or until improvement is noted and then treatment is continued with doxycycline to complete the 14 day course

4) Add Metronidazole to cover anaerobes

5) Alternative medication is available

6) Important to stress with patients that the earlier treatment is started a more favorable outcome is expected

Bacterial Vaginosis


Bacterial vaginosis is usually not sexually transmitted.  Patients will complain of a foul-smelling vaginal discharge.  Clue cells are pathognomic for bacterial vaginosis.

Treatment

1) Metronidazole – tell patients not to consume alcohol

2) Clindamycin for pregnant women

Trichomonas


Trichomonas vaginitis is usually sexually transmitted; therefore partners must be treated as well.
Adnexal Pathology

Ovarian Cyst


Ovarian cyst occurs during luteal phase of menstrual cycle (10-16 days after the first day of menses).  They are normal transient structures, usually unilateral and may be symptomatic and are related to aberrations of ovulation.  Patient should be followed and monitored.  The presence of a cyst >60 days with normal menstrual cycles should be considered neoplastic.  Repeat sonogram is warranted in two months.
Treatment

1) Functional cysts (follicle cysts or corpus luteum cysts) are usually transient and are related to ovulation and are self-limiting

2) Bedrest

3) NSAIDs occasionally

4) OCPs may be used
Ruptured Ovarian/Luteal Cyst


Bleeding from a hemorrhagic corpus luteum may produce acute abdominal pain, rectal tenesmus and on rare occasions shock, thus stimulating the picture of ruptured extrauterine pregnancy.  Examination reveals signs of peritoneal irritation.  Sonogram may reveal free fluid.  Culdocentesis or laparoscopy may be necessary to confirm diagnosis.
Adnexal Torsion


Adnexal torsion is twisting of adnexal structures results in poorly localized, intense, dull, ischemic pain.  15% of all cases are premenarche.  

Signs and Symptoms
1) Acute torsion pain is sudden to intermittent over a period of days.  

2) Ischemic pain becomes more severe and constant.  

3) Pain may be unilateral, bilateral, or referred.  

4) Physical exam shows signs of peritonitis with or without adnexal mass, fullness in the posterior fossa.  

Diagnosis
1) Sonogram

2) Laparoscopy.  
Foreign Bodies


Foreign bodies commonly cause vaginal discharge and infection in pre-adolescent girls.  Most common in younger children.  Paper, cotton, and other materials may be placed in the vagina and cause secondary infection.  Children may require vaginoscopic examination under anesthesia to identify or r/o foreign body or tumor high in the vaginal vault.  In adults a forgotten menstrual tampon or contraceptive device may cause malodorous leukorrhea.  The diagnosis can usually be made by pelvic exam.

OBSTETRICAL EMEGENICES

Pregnancy Testing


Diagnosis of pregnancy is established by detecting the presence of HCG.  The beta subunit is specific to HCG and therefore is a highly specific indicator of pregnancy.  Serum HCG levels double every 1.4 to 2.1 days and peak at 60 days.  They are detectable as early as 6-9 days after implantation and remain detectable until approximately 2 weeks after delivery or termination of the pregnancy.  Urine HCG levels closely parallel serum values.  
Hemorrhage in Early Pregnancy


Vaginal bleeding can be classified as major or minor by the rate of visible blood loss and the hemodynamic status.  Patients with resting tachycardia, postural hypotension, or instability of vital signs have evidence of major bleeding.
Threatened Abortion

1) Bleeding is variable and may or may not be present with mild transient cramps

2) There is no passage of fetal tissue

3) The os is closed on physical exam and the uterus is enlarged and consistent with the time from LMP

4) Pregnancy test is positive

5) Fetus remains viable
Inevitable Abortion

1) Same signs and symptoms as threatened by the os is dilated and effaced

2) Patient may have persistent cramps and moderate bleeding and there is no passage of tissue
Complete Abortion

1) Entire contents of uterus are expelled

2) Little or no bleeding or cramps

3) On physical exam the os is closed, uterus is firm, normal sized, and nontender

4) All signs and symptoms of pregnancy disappear
Incomplete Abortion

1) Cramps and bleeding are persistent and excessive

2) Clots and fetal tissue have passed through the endocervical canal and are visible in the cervical os or vagina

3) Os is open
Missed Abortion

1) Uterus fails to expel dead fetus for 2 months after pregnancy has terminated

2) The os is closed, uterus is firm and smaller than expected, fetal heart tones are absent

3) Diagnosis is made by history, PE, and the conversion of a positive pregnancy test to negative
4) Ultrasound is diagnostic
Ectopic Pregnancy

1) Most frequent implantation is the lateral 2/3 of the fallopian tube (80%)

2) Ovum gets caught in the tube, begins to grow with erosion of tube 8-12 weeks gestation, ruptures, and blood leaks into the peritoneum
3) Abnormalities of the fallopian tube are the MCC of ectopic pregnancy
4) The most common source of tubal pathology is PID
Risk Factors

1) Age – risk increases with increased maternal age

2) Patients who wear IUD

3) PID is the major causative factor
4) Tubal sterilization
5) Prior ectopic
6) Termination of pregnancy (TOP) in last 2 weeks
*Any patient with abdominal pain or vaginal bleeding with a positive pregnancy test in the first trimester should be suspected of having an ectopic pregnancy
Diagnosis

1) CBC

2) Type and screen

3) Baseline blood samples for the blood bank

4) B-HCG

5) Pelvic US
Treatment

1) Patient should have 2-large bore IVs

2) GYN consult
Hemorrhage in Third Trimester


Placenta previa and abruptio placenta are the major causes of significant bleeding during the latter part of pregnancy.
Placenta Previa


Placenta previa is when the placenta is implanted in the lower uterine segment within the zone of effacement and dilation of the cervix.

Signs and Symptoms

1) Painless, bright red vaginal bleeding after 28 weeks of gestation

2) May have experienced spotting in first and second trimester
3) Uterus is soft, relaxed, and non-tender
Diagnosis 
1) Do not perform vaginal or speculum exam – can cause massive hemorrhage.
2) Order labs with type and cross match
3) Perform US to locate position of the placenta
4) OB consult
Prognosis

1) Maternal mortality – 1%

2) Prematurity and maternal hypovolemic shock are major causes of perinatal mortality which can range from 15-35%
Abruptio Placenta


Abruptio placenta is premature separation of normally implanted placenta from uterine wall.  Separation may be partial or complete.  Abruption tends to occur in patients with diseases that predispose to vascular injury (i.e. pre-eclampsia, eclampsia, chronic HTN, DM, and chronic renal disease) and can occur with significant abdominal trauma

Signs and Symptoms

1) Dark red, painful bleeding

2) Uterus is firm
3) Vital signs are unstable
Treatment

1) ABCs

2) Vital signs q15m

3) 2 large bore IVs

4) Fetal monitoring

5) Call OB consult for crash C-section
Pre-Term Labor


Pre-term labor is labor during 24-34 weeks gestation.  Most causes are idiopathic, BV, UTI, hydriaamniosis, multiple gestations, incompetent cervix, uterine distortion, placental abnormalities, smoking, drugs (cocaine), <18 years old, and >40 years old
Signs and Symptoms

1) Premature contractions or PROM

Treatment

1) MgSO4 4mg 

Trauma


Mild blunt trauma is fall or trauma to the abdomen (kick/punch).  Severe blunt trauma occurs in an MVA, where the abdomen is crushed by the steering column.  Maternal mortality is 8% and fetal mortality is 15%.  Mortality is caused by abruptio placenta, intrauterine CVA or skull fracture, uterine rupture, fetal/maternal hemorrhage.  Injury is decreased by use of a lap belt.


In penetrating trauma, as the gravid uterus increases in size the remainder of viscera are protected which uterine injury increases.  Maternal mortality is 24% and fetal mortality is 60%

Blunt Trauma – Mild

1) <20 weeks – reassurance

2) >20 weeks – get a NST and sonogram to assess fetal age, placenta location, fetal viability, and observe for 12 hours
Treatment

1) Unless there is a spinal cord injury, the patient is placed in the left lateral decubitus position to stop vena cava compression

2) ABCs

3) Get early IVF – mother can lose up to 35% of total blood volume before showing signs of shock (tachycardia, orthostatics)

Hospitalization

1) Vaginal bleeding

2) Uterine irritation

3) Abdominal tenderness

4) Hypovolemia

5) Change or absence of FH

6) Leak of amniotic fluid
Rape and Sexual Assault

1) Rape – “sexual intercourse” in its ordinary meaning and occurs upon any penetration, however slight

2) Sodomy – “deviant sexual intercourse” means sexual contact between persons not married to each other, although they can be, consisting of contact between the penis and the anus, the mouth and penis or the mouth and vulva

3) Sexual abuse – “sexual contact” means any touching of the sexual or other intimate parts of a person not married to the actor for the purpose of gratifying sexual desires of either party.

It is estimated that greater than 70% of rape victims know their attackers.  The rapist may be a relative, friend, co-worker, date or other acquaintance.  Rape is a violent crime with power, control, and anger as the motive.  Many rapists carry a weapon and threaten the victim with violence or death.

Occurrence

1) Adults – 1:4 females and 1:12 males

2) Children – 1:4 females and 1:7 males
Assessment

1) Assess ABCs without destroying evidence

2) Assure patient of a safe environment

3) Contact rape team or persons that can assist in complete treatment of victim/survivor.

4) Police are not to be contacted unless survivor wants them notified – must notify police in the event of a weapon being utilized or the involvement of a child
5) Explain to survivor every step of the process

6) Important to document if patient urinated, defecated, brushed teeth, douched, changed clothes, showered, or bathed.

7) Note if patient reports being physically restrained, bit, kicked, punched, hit, choked, threats, if restraints were used, foreign bodies, ETOH or drugs and what type of sexual contact occurred – oral, vaginal, rectal penetration, ejaculation, and was a condom used
History and Physical

1) Complete history with G_P_

2) Last coitus

3) Use of OCP or other forms of birth control

4) Prior STDs

5) Do a head to toe exam with documentation of all marks as well as diagram
Labs

1) HBV and HCV profiles

2) CBC

3) VDRL

4) HCG

5) ETOH

6) Toxin screen

7) HIV testing
Treatment

1) Consider Td status

2) Post-exposure HBV vaccination with f/u at 1-2 months and 4-6 months

3) An empiric antimicrobial regimen for chlamydia, gonorrhea, trichomonas, and BV should be administered

4) HIV prophylaxis

5) Emergency contraceptive use – must first document negative pregnancy test
6) Follow-up examination for examination of STDs should occur at 2 weeks after the assault with follow-up for HIV testing at 6, 12, and 24 weeks

7) Patient should have follow-up appointment with rape/sexual assault counselor or rape crisis center.
