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The Obstetric Patient: What Can We
Manage, What Should We Triage
Away?

The emergency physician often sees pregnant
patients after the first trimester and during early
labor. Many problems can be safely and effectively
managed in the emergency department as long as
certain principles of obstetric care are kept in mind.
This course examines these issues and helps the
participant decide which patients should be
managed in the emergency department and which
patients can be safely referred.

•  Describe how the emergency physician safely
manages intercurrent illnesses in the emergency
department.

•  Describe the critical stabilization needed in the
emergency department for pregnancy-related
problems such as seizures or vaginal bleeding.

•  Identify which patients should be managed by
an obstetrician and how transfer of care should
be arranged.

•  Discuss the medicolegal liability for triaging
the obstetric patient.
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Obstetric Emergencies; What We Keep, What We Send
1) 1st Trimester

a) Ectopic Pregnancy
0
ii)

16/1.000  people; heterotopic: l/6,000; l-6/100  in “assisted” reproduction

iii)
Diseased fallopian tube; common location: ampulla  of fallopian tube

iv)
Think EcP  in child-bearing age with abdominal pain &vaginal bleeding
Normal to enlarged uterus.  ?adnexal mass, scant vaginal bleeding

v) Pain before bleeding
vi) CBC. T&S,  HCG. Transvaginal ultrasound
vii) Treatment

(1) Resuscitate
(2) OB consult/follow-up with serial HCGs
(3) Transfer if TUS or OB not available
(4) Methotrexate  for unruptured  <4cm EcP
(5) RhoGAM@  if Rh-

b) Vaginal Bleeding 8 Miscarriage
i) Chromosomal  abnonalities account for 50-60%
ii) Bleeding, tissue, OS open or closed
iii) Bleeding before pain
iv) CBC. T& S. #HCG
v) TUS

(1)
(2)

If cardiac activity seen. chance of miscarriage ~5%
Exam: OS open or closed?

vi) Treatment-serial HCGs 8 OB
(1) Osopen

(a) OB now. oxytocin 20~ in 1 liter, D&E
(2) OS closed, no tissue passed

(a) OB follow-up. instructions
(3) OS closed, tissue passed, TUS:

(a) Empty uterus: OB follow-up
(b) Full uterus: OB now. D&E

c) Induced Abortion Complications
i) Post-abortal t r i a d

(1) Vaginal bleeding, abdominal pain, fever
ii) Treatment

(1) Admit, hydrate, antibiotics, oxytocin
(2 )  RhoGAM@

d) Vomiting in Pregnancy
i) Hyperemesis  gravidarum: vomiting in pregnancy resulting in electrolyte

abnormalities, ketonemia,  & weight loss
ii) Treatment

(1) D5NS or D5LR,  CBC, SMA-7. U/A,  ketones
(2)

2)
Admit if labs abnormal, otherwise discharge, progressive diet, antiemetics

2nd 8 3rd Trimesters
a )  Preeclampsia

0 Mild or severe with triad of hypertension, proteinuria,  edema
ii) Treatment

(1) OB consult
(2) Mild: bedrest. OB follow-up
(3) Severe: admit/transfer, hydralazine.  labetalol, (ACE inhibitors,

nitroprusside contraindicated) magnesium sulfate for eclampsia
prophylaxis

b) Eclampsia
i) preeclampsia with seizures: magnesium sulfate, deliver

Notes
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c) Vaginal Bleeding
i) Placenta Previa

(1) 3 types: total, partial, marginal
(2) Sudden vaginal bleeding
(3) Digital exam contraindicated, US to localize placenta

ii) Abruptio Placentae
(1)
(2)

Blood vessels at placental bed spontaneously rupture
Abdominal or back pain with or without bleeding

iii) Uterine Rupture

iv)
(1) Abdominal pain, bleeding into abdominal cavity
Treatment of Vaginal Bleeding of 2nd 8 3rd Trimester
(1) Resuscitate
(2) Establish gestational age
(3) Never do digital exam before ruling oui placenta previa
(4) OB consult/transfer

3) Coexisting Medical Problems
a) Pneumonia: same treatment

i)
b)

Admit all with cough 8 chickenpox for IV acyclovir
Cystitis: given 7-10 days of antibiotics

c) Pyelonephritis: <2O  weeks, no nausea/vomiting: IV ceflriaxone,  discharge, OB
follow-up
i) over 20 weeks: admit

d) Asthma: be more aggressive in status, intubate early
e)
9

Thromboembolism:  leading cause of maternal death, especially in postpartum
Appendicitis: appendix displaced, admit for serial exams

g) Cholelithiasis: operate in 2nd trimester
4) Trauma In Pregnancy

a) Don’t forget the RhoGAM@
b) Minor & <20weeks: x-rays. etc. FHTs with Doppler US
c) Major 8 ~20 weeks: work on Mom first, then Doppler
d)
e)

Minor 8 a20 weeks: obtain x-rays. etc, serial FHTs.  send to OB for fetal monitoring
Maior 8 a20 weeks: admit/transfer:
i ) >4 contractions/hour, ruptured membranes, vaginal bleeding, serious matema

injury. fetal tachycardia
5) Transport&Transfer

a) Prehospital: better to deliver at scene than in ambulance
b) Do not transport if delivery anticipated in transfer; best to deliver, then transfer bott

6) Preterm  Labor:
a) any labor before 37 weeks
b) Treatment

i) Rule out placenta previa
ii)
iii)

Membranes ruptured, cervix dilated >6cm.  & >34 weeks: keep&deliver
If baby’s head is in vault: deliver

7) Resuscitation
a) Concentrate on Mom
b) Perimortem C-section

0 Maintain CPR throughout
ii) Vertical incision from 5cm below xiphoid to 2cm above pubis
iii) Blunt dissect through muscle to the peritoneum
iv) Enter peritoneum slightly below umbilicus, incise superiorly & inferiorly, watch

bladder
v) Vertical incision from fundus of uterus to bladder reflection
vi) Deliver baby & placenta
vii) Quickly repair uterus with #0 or #l absorbable; close peritoneum &fascia with

non-absorbable; staple the skin. Antibiotics if Mom might survive.
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l 15 25 W Trimester Emergencies

l Coexisting Medical Problems
l Transfer, COmAEMTAlA  stuff

l Labor, Precipitous Lieliiery,  Rrzsu&aGon

The emergency physician (El’) is
playing a” increasii  role  in the health of
women. As many  as 25% of pregnant
wo”le”  receive no prenatal care;  thus  the
El’, not the obsteticia”,  is the healthcare
provider for many pregnancy-r&ted
complic&ns.  Duing  the past 50 years, a
maternal mortality has decreased 20.fold,
but sa4 l/3 of these deaths arc
preventable. This handout will  discuss
some of the c”nun””  preguncy-r&ted
emergency depamxnt  (ED) complaints,
their treatmenr  and disposition, and will
review  the legal i”lplicatio”s  of the
trmsfer of the pxg”ant patient.

Ectopic  Pregnancy
An ectopic pqnmcy  (EcP)  is defined

as a pregnancy  occuing outside the
uter~s.~ They can occur anywhere but the
most cmnnmn  site is in the fallopian  tube.
The incidence  of ectopic pregnancy is
rising  and is estknated  to now “ecu in 16
per 1,COO  population. See Table 1 for a
hst of risk factors assodated with ECP.

In the majority of cases, ECP  is caused
by mechanical  interference with passage
of a fertilized ovum  mat commonly due
to diseased fallopian tube. The “lost

Pelvic inflammatory disease
Assisted reproduction
In-vitro fertilization

Tubal occlusion
Sterilization procedures
Diethylstilbestrol exposure

Table 1. F&k Factors for ectop,c

ccmmnn location of &plantation  is in the
ampulla  of the tube.

Any woman of childbearing age wha
presents t” the ED with at&“li”al pain
and vaginal bleeding has an EcP  until
prow”  otherwise. Patients often present
v.ith a histoy of amenomhea.  The pain is
described as sudden, sharp,  severe, and
unilateral The bleeding is generally scant.
In addition, the EP should diligently
assess  the  patient’s  mensmul  a n d
p*eg”a”cy  history.

The physical exam of the patient
suspecred  of having an ECP  should begin
with the vital  signs. Shock was once  the
preswung  symptom, but ““VI only occurs
in less than  5% of ECPS.  Illitation  of the
peritoneum from blood may caue
abdominal tenderness and guarding. A”
adnexal  mass may be palpated and the
“tcxns “lay be “0mml in size or &ged
In IX’, pain precedes bleeding.

A hetemtopic  pregnancy is the
pEX”C~ of  both a ”  intrauteli”e
pregnancy and a” EcP. It has been mat
often quoted to OCCUT in 1 per 30,000, but
IS now estunated  to “CNI in 1 per 6,000
UI the general population. The incidence
of heterotopic  pregnancy rises t” l-8 per
100 iu patients who have had assisted
reprcduction  “I m-vitro  fertilizati”” .J

Iaboratoq tests should include a
CBC, type and screen,  and HCG. ?he
BHCG and the use of  aansvaginal
ultrasonogaphy VW have
revoluwx,ized  t h e dmpms  a n d
treatment of EcP. In normal gestations,
the HCG increases by at least 66% every
2 days until 9-10  weeks gestation. Most
ELI’s  have a slower increase  in HCG, thus
the usefulness of serial  HCGs.  Single
progesterone level 1s controversial and is
&II  under investigauon.  Culdocentesis  is
rarely performed nowadays with the
advent of ulaaso”agraphy.

Once the HCG reaches a level of
1OOOmIU/ml,  TLE  demonstrates an
mtrauteme pq”ancy  A transabdwinal
us reveals i”tIa”mi”e pq”a”cies  at
levels of 65CQmN/ml  “I greater. I”
general, a TUS should reveal an
inaauterine  gestational  sac by the 5*
week,  embryonic or fetal pole by the 6h
week, and cardiac  activity by the 7” week

ANDSO...
.dep&ing  on the institution, stable

patimh with a” F,cP  can be managed in
the ED with the co”s”ltatio”  of a”
obstetdcim.  Eady on in pregnancies
when menstrual p&ods have j”st bem
missed, patients can be followed as
outpatients with  s&d HCGs every 48
hours until  the HCG drops or reaches
looomIu/“ll  up to 50% of patients
with  ECP  are misdiagnosed on their mmal
presentation t” the ED Keep in mind
that delaying the TLJS  may increase the
chances of sign&cant  morbidity I” one
study, as many as 10% of ruptured  EcPs
occurred with  an HCG of less than
lMhIU/ml If the patlent  is Rh negative,

30% o f  Rh inmwne  globuli”
(FthoGq should be adnunistered.

If the BHCG is >lOOOmIU/ml  then
TUS is recommended. EPs in outlying
hospitals with l&ted ra&ol”gx  support
must consult an obstemcia”  “I make
alrangements  for transfer.

Stable patients wth unmptied
gestational  sacs of less than 4cm by TUS
cm be treated wrh sqlc-dose
methotrexate.  Wab  the consultation of
an obsteuicim,  paocnts  a r e  piescnbed
5Omg/m*.  This smgle  dose is assoaated
with fewer  side effects  and 1s the c”“c”t
accepted practice. Patlcnts are followed
on days 4 and 7 after therapy with  serial
HCGs.  Patients ,>,I1 rcccwe  a second
dose if there is a <l5%  de&x  m HCG2
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Unstable patients must  be taken
inlmediatdy  to the operatirlg  rcom for
lapamscopic  surgery.  I” the absence of
l-US, ddocentesis ma/ help establish the
need for a” obstmician instead of a
general  surgeon  Lapxosco~  has reduced
both momlity  and cost.2

Vaginal Bleeding and Miscaniage
V+d bleeding occ”rs in up to ‘wo

of pregmmies  and W of these result  in
miscarriage, especially if the bleeding lasts
“lore  than 3 days  Ml.mrliage  (Am
abortion) is a continuum that occurs in
patiems less thm 20 weeks gestation.
Thimmd  7rlimip (TM) is “t&e
bkeding  khan parsage  o f  tissw o r
cervical dilation lmzii&  rrivim+  (It+)
Is utaine  bleeding with cewical  dilation
without  passage  o f  t i s s u e .  bmn+e
?rubiq  (ICM)  is the passage of pat of
the fetal tissue. G+le nliwn+  is
passage of ti.we and closure  of the cervix
sepimiwi+isaninfeaiondui”g
anytime of the x&ca~&eprocess.  M i d
crimi77  is a” antiquated fen” which is now
referred to as 1’ or 2d uimester  fetal
death

Patims  will  presem with a. v+“al
bleed&  preceding paia Bleeding may be
de&bed  as minimal  to voluminous with
dots or time.

As in Ed’, the vital signs should be
suutinized  in patients with suspected  TM
Nat, the abdomen should be exam&d.
Fetal hean tones may be audible by
Doppler uloasound  begkmi”g  at 12
w&s.  This  should be followed b a
search for the saxce of bleeding Is the
bleeding from the walls of the vagina  or
from the cervix? A speculum exam  will
reveal  t h e  source  o f  bleeding  Many
rimes, blood clot and tissue must  be
removed in order to visuali.x  the OS. To
aSses*  for the integrity of the OS, a fmger
or ring forceps should be gendy inserted
into  the internal OS. Free passage
represents a” open OS. The uterus  and
adnexa  should be palpated as well.

Ldmmy  tests should include CBC,
HCG, and a type and screen Alv+
maintain a high  index of suspidon for
Ed? Ultmsonography  plays an Lnpatant

pm in the diaposis  and management of
TM The overall rate of rnixxriage when
Cardiac activity is demonstrated on TUS is
5%.

ANDSO...
.-the management of &can&e  is

dictated by the inwgrity  of the cervical OS.
The patient  with a closed i”ta”al OS,  with
or without cardiac aaiviy on TUS, can be
“Muaged  as an outpatiem  with serial
HCGs and OB consultat;on.  Before
leaving the ED, patients “lust  receive Rh
i m m u n e  gloMin a n d  b e  +e”
irLstm&o”sto-todlemifthe
bleeding becomes pmf”se  and to bling  in
my passed  tissw Bedrest  i s  widdy
prescribed but there is no evidence  that
limited &utivity  will  affect the outconle  of
TM.

Patients with a dosed OS and a history
of passage of tissue “lay have raa.i”ed
products. A TUS  &raso”“d will reved
utie fullness and the patient w need
dihion a n d  evawation  Futhamo~
paie”ts with excessive bleeding,  pain or
signs of sepsis should have OB
co”s”ltari0”  for admission

The OB Service mnst  be consulted for
a”ypatialtwhois”“stableorwhohasa”
open intErnal cervid OS Fqmming
either an IM or I&L ‘Ihe obswician
“MyEq”estoxytodnbeinidatedi”the
ED; this is easily acmmplished  byplacittg
2ou oxytodn  in a liter of &lids.

Patie”ts with miscaniage  often have
emotional difficulty in al%pti”g  the loss
of their baby. Professional counseling or
support gvxps  should be offered

Induced Abortion Complications
There are approxinu&  1.6 million

alxmi0**  pelfomled  each year i” the us.’
I” the 194Os, “lore than laxI women
died each year from induced abodon
complications.5 Nowadays, the risk of
death from induced abation  is 20 t&s
lower than that of d&&ii  and the rafe
of complicatio”s  is less that 1 per loo0
zlLmTi0**.’

Patients with induced abortion
complications will  present to the ED with
t h e  ptabod  triad  consisring  o f
abdominal cramping. w&al  bleed&
and fever. Thiz  may be due to retained
products without sepsis, failed abottion,
henutometm,  “t&e perforation, ectopic
pregnancy, and septic abotion.

-BER 1999

Ah’DSO...
._, p&“ts should receive fluid suppon

and labs should include CBC, @ and
c”3s/screen. I f s e p t i c  abonio” is
suspeae4  blood cultures  should be
draw” and the patient should be @en
cefotetan 2g IV and gentam&  2m&
IV. If significant  bleeding is present,
patients should be given hi&&se
oxytti  5ou in 5K!cc  of IV fluids OYer 3
hours. Patients with septic &&on and
those with significant bleeding should be
admitted.

Vomiting In Pregnancy
Nausea and vomiting and ~“,tis

gravib  are conl”lo”ly  see” in the firs
12 weeks of pregna.“cyP  Nausea  ocaxs
in 70% of pregnant patients  and v&ring
OCCUT in 50%. Ody 1-2 percent will  be
severe enough to require admission
i=$pmmii  gravidall.“”  i s  defmed  as
vomiti”g  in preg”an~ causi”g  elmbe
imbalance or ketonaia  and weight loss.

ANDSO...
-if patients  appear  d.+drated  they

should be g&n IV fluids,  namely D5NS
or D5LR, and IV antiemetics.  I&waxy
testing should indude  CBC,  Elecnu~es,
s- ketones and ui”&is. If labs are
negative, patients are diagnosed with
“Nausea and Vomiting  of Pregnancy”  and
are discharged home with PO liquids
progressing to crackers  and an&m&s.
htimts with abnormal  .okL-mlytes,
ketontia,  or weight loss gzater  than 5%
of their prepregnancy  weight have
“Hyperan&  Gravidanxn”  and should
be admitted

Preeclampsia
I” the us, preedampsia  Ls  the 2nd “lost

comnwn  cause of maternal  mortality in
pregnandes  beyond 20 weeks. ’  I t
complicates approtiately  5.10% of
pEYgWKie;.

Preeclampsia  occun after 20 weeks
and is defmed  as either mild or severe. It
is comprised of the t&d M&o”,
pmteinuia,  a n d edema Mild
preedampsia  is charactetid  by a systolic
blood pressure of at leasr 140mmHg  or a
diastolic of at least 9o”lmHg on two
separate occasions, 6 hours apart. Mild
edampsia  is chractaized by a pmreinwia
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of at least 3Chg/24hr  or lg/ml on two
separate occasions, 6 hours apart.  There
will be gtner&ed  edema or weight gair~
of at least 5 pounds  in 1 week See Table
2 for the diagnostic aiteria  for severe
Xhpia

The following are risk factors

BP >I 60 systolic, 110 diastolic
Proteinuria >5g/24hr
Oliguria c500ccJ24hr
Cerebral or visual disturbances
Pulmonary edema
Epigastric or RUQ pain
Impaired liver function
Thrombocytopenia
Intrauterine growth retardation
Oligohydramnios
Elevated serum creatinine
Grand mal  seizures

Table 2. Diagnostic aiteria  for severe
ed~P&

associated with the development of
preeclampsia!  mllliptity,  a g e  >‘lo,
Aflia-AmtiK?n,  f a m i l y hi-y,
h)p3tm.sion,  c h r o n i c  ma disease,
antiphospholipid  syndrome,  diabaes
melliw  nvirq and mgiotensinogen  gene
T235.

HELLP  Syndrome (hmo&
elevated liver enzymes  and low platks)
is a variant of severe preeclampsia
affecting 12%  of women with
prdampsi?.. Patients  with mLLF
commonly p-t with epigasnic  or right
upper q&t pain

Laboratoly  e”aIuation  of preedampsia
includes CBC,  liver  funaion  rests, t/pe
and screen, uri&&,  and a Z-+hour tie
collection.

AIDSO...
consult OB on newly diagnosed

patienu  with mild prexlampsia  They
can be sent home with instmctions to
remain ar bed rest. She should return  if
she develops headache, visual  changes,
abdominal pain, vaginal  bleeding or saxes
decreased fetal movement. Follow-up
care should be arranged in 3-5 daF
Thing  for the d&q is detamined  by
fetal and maternal factors. If the fetus is
less than 23 or greater than 37 weeks,
delivery is considered otherwise,
between 24 and 37 w&s,  management is
bed rest.

Patients with xvere  +msion
should be admitted or transferred  as thq
are a t  r i sk  f o r  maanal intraatial
hemonhage  a n d  place& abruPtion.
F@dxdazine  2.5mg IV should be given
and repeated way 20 minutes
(nwxirnum: 4Omg?  umil the BP is
controlled If the maximum dose of
hydlalazine  is used,  l&talol  zcmg I V
every 10 minlltes  for a maximum of
30hg can be &w,, Angiotfnsin
cmverting enzyme  inhibitors should not
be given  b-zcaw of the pot&al  fetal side
effeas  of amuia  and renal failure
Nmoptussde  is’& avoided because of it
auses  the  placenta and may cause
cyaaide  mxidry in the fetus.

Patients  with severe  preeckimpsia  are
also at risk for developing eclamptic
seizures. For pmphylk,  magnesium
sulfate 6g IV over 15 mimes  followed by
2g IV per hour should be given.’ The
- dosage is adminktered for the
rrearmenr  o f pregnancy P&a=
presenting  with a seizure. The  definitiw
tlFatmmt for ecknpsia  is dflivexy

Vaginal Bleeding

Placenta  previa  occurs when the
placenta implants  in the lower lIteke
segmat.~ TllereaIeessddlythree
VP=
1 .  Total- the  p la centa  complet+

wvering  the OS.
2. Patti& the placenta  cowing part of

the OS.
3. lb4ar+al-  the placenta approaches,

but does not cover the OS.
Patients present with sudden vaginal

bleeding.  Pain may be present. Bleeding
is umlly from mammal  circulation and is
due to a marginal  separation  of the
placent  away from the uterus. The lack of
myomeuia  tissue i n  t h e  lower  mm
makes hemostasis  diffkult. Since  the
fumional  portion  of the placenta is
undistumed,  f e t a l  compromise  occurs
when mother becomes hemcdymmically
UXtabltY.

Digital exam is caxraindicated  as it
may precipitate severe hemorrhage.
Uluasound  helps to localize  the placenta
prior to any vaginal exam. Technical
difficulties may be encountered in
tramabdominal  ultrasound,  such  as false
positives and artifact  Although  digital
exam is convaindicat~ mew
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paformed  TUS is safe. When the probe
is placed  just short of the cerv;l, TLJS
allows higher resolution scans which are
helpful  in differentiating  the inter,,al  os
from placental edges.

AbllptibPlaanrae
Abmptio  placentae is the prematwe

separarion  of the placenta from  the
uterus.  It is a leading  cause of fetal death
and accounts for 14% of all  stillbirths,  and
35-50% of perinatal  mortality due to
problems of
respiratory

premanlrity  including
dismss syn~*c

innaventridx hemorrhage and
necro&g emerocolitis.

Macanal  hypmemion  is the greatest
risk  factor for abmptio placentae.
Shearing forces or blunt truma due to
motor vehicle collisions  may also result in
abmptio placentae. Other risk factors
include abmptio in prior pregnancies,
2dvamxd  mamnal  a g e ,  multiparity,
cigarette smoking. and cocaine  use.

Abmptio  placenta occurs after blood
vessels at the placental bed spontanean+
mpmre This results in fetal hypoxia
Depending on the location of the
placenta, bleeding may be atanal or
iixm2.l resulting in conceaed
hanomhage.

Hanomhage  and DIC continue until
the fetus and placenta are delivered.
Vaginal ddivay  is preferred as caesarean
section may increase maternal morbidiy
and should be performed unless
absolutely necessary. Pads may provide a
more objeck estimate of bleeding.
Concealed hemorrhage ma/  be evaluated
by serial measurements of fundal  height.

Utaine rupture  is associated with 40%
of maternal  momlity, and in excess of
50% of fetal morality The most
common  risk  factor is prior sugary on
the “mus. other risk factors include
implantation alxnmalities,  invasive mole,

grand InllkipaIity, rewlic utenne
contractions and blunt trauma
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The clinical presentation is varied  and
patients commonly present with localLed
abdominal pain  Fetal hean tona  may be
present or absent  and bleeding is variable
Bleeding into the abdominal  cavity is
camnon and can cause fetal distress,
maternal  ~volemia,  and shock even
wirh the slightest of vaginal bleeding.
Patients with uterine  rupture  should
immediatdy  lldergo lapamtomy.

Bkm&FmndxLotwGTr~
After ruling  out placenta p&a, the

vaginaandavixm.zybevisuaLedwitha
speculum fO revea other sources  of
bleeding. “Bloody  show” is normal  and
occurs during labor.  The bleeding is due
to the disruption of blood  vessels
suppeg  the cewix during  progressive
cerfical  dilation cIkr”ical  polyps, cervical
erosions,  vdvar  varicose veins,  and  cancer
are other less common causes  of bleed&

AND SO...
the following are basic -at

principles thar apply to any patient
rdx”;i””  with bleeding in the second

0 P’egn=w
1.  Immediately  begin r&tative

efforts. Relmmba  that there are
two patiaxs b u t  mother  &rays
comesf~becaueitmaymsultin
improved  fetal stams. Don’t forget
the RhoGAM’.

2 .  E s t a b l i s h  gestational  a g e  from
records or  by tidal height  as
management  ciecidons  are dictaed
by fetal mamrity.

3. NW do a digital vaginal  or recta
exam before placenta pr& is ruled
out

4. Consult  OB for &l cases of 2d and
3d trimester  vaginal bleeding.
Depending on fetal ma&y, delivery
may be wananted.  If mother is
stable,  prqxue to transfer to facjlity
capable of caring for a -
neonate.

Pneumonia

chickenpox  is thought to occur in less
than 1 in 1,w.J  of pregnandes. Varic&
pneumonia is much  more  severe  in
pregnancy  and is associated with a higher
momlity  rate of up to 35%. Pregnant
women with ‘chihpx and cough
should be hospitalized  and treated with
ilxravmous  acydovir.

Cystitis

Pyelonephritis
This affects l-2.5%  of all pregnant

women.  Pydonephd~ is diagnosed as in
the general population urine cukues
should be mui&  obtained.

Pregnant patients under 20 weeks with
pyeIonephdtis  can be giw Iv
cefuiaxone,  and discharged with oral
antibiotics with close OB follow-up.
Patients over 20 weeks should be
admitted for IV c&&one  and if sepsis is
present, gentamicin  may be added.

A s t h m a
Asthma is seen in about 4% of

pregnaKies.  A b o u t  l/3 o f  pmgnant
women get worse, l/3 get better, and l/3
remain the same. Mild asthma is treated
as in the general population with inhaled
beta-2 agonists. More severe asthma will
necessitate the use of inhaled or oral
steroids. There are no adverse effects to
the fetus with beta-2 agonists and steroids.
Status asthmticus  mut be diagnosed
quickly and must be treated  more
aggressively because of the risk  of hypoxia
to the fetus.
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lhmmboembolism

Acute Abdominal Pain

Appenddoiis
Pregnant patienrs  present with the

same symproms  as in  the general
popularioa  A s  t h e  “taus grows i t
displaces the l&on of the append&
So, M&m+ Point becomes useless.
In addition, leukocjmsl  with  a left shift is
physiologicacy  normai  i n  pregnann/.
Patients are best treed with admission,
serial .xamimions  a n d  allowing  t h e
surgeons  and obsteuicias  to battle it out.

w

for the most part,  many coexisting
medical problems are treated the same,
and maybe  just a little more aggre.siveh/.

Appmximateh/  7 %  o f  p r e g n a n t
women will suffer some  physical trauma
during  pregnancy and a multidisciplio;uy
approach to management is frequendy
requid.‘~

Bhriz Tmwm
Motor vehicle collisions account 5C-

65% of all cases of blunt trauma and
domestic violence accounts for 20%.”
The most common  adverse effect is
abmptio  placentae which occurs  in up to
3% of non-life threatening  blunt trauma
and up to 50% of life tbreatenin~  trauma
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‘&rim rupture  occurs  in about 0.6% of
severe  direct  abdominal  Vauma

I’mmiq Tram

ANDSO...
always Stan with the ABCS of

trauma. and remember that mother always
coma  fm I n  m i n o r  tl-mma,
documenting fetal heart  tones b Doppler
ultrasound or vi&on of the fetus  b,r
oksound  may be all that is necessary  in
the fetus thz is less than  20 wee!~  old
7-he mamgemenr  o f major trauma
involving a fetus less than 20 weeks old is
directed z&y at mother. If fetomatemal
hemorrhage is suspe~ed and mother is
Rh negaive,  remember  t o  g+e
FGIOGAM”.

Obsretridans  must be called  to the ED
when  there is major trauma  involving a
fetw greater than 20 weeks old Afta
initial aabiion,  fetal *onitoGg
should be initiated Patients should be
hospitalized if there is the presence of the
following
1. More than four twine  contmaiom

inaqlhour.
2. Rupture of amnionic  membranes.
3. Vagina  bleeding.
4. Serious matanal  injury.
5. Fetal tachycardia,  late dec&tions,

nonr&ve  non-stress test.
othawise,  deftitive  treatment  such as

suturing  lacerations and x-‘-ays  should be
done and the ptient discharged with
follow-up.

In the prehospital  sating, the majoriqz
of uansporrs  of pqnant  patients are
routine  and uncompliaed~2

Although most ddivelies  are
uncomplicared,  patients who deliver in the
prehospital  setting or in the ED have a
higher risk of complications. If delivery  is
mminent,  then delivery  is done at the
scene. The paramedic need only  iosert  a
gloved hand in these two simtions:
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1. Breech presemxions  in order to flex
the fetal neck to assist in the delivq
of the head.

2. Prolapsed umbiical  axd to dqace
the cord from around  the ne& of the
fetus.

nme  are two typg of transportation:
one-way  a n d  tv.ww~. OIEW2.jJ
traqodon  originates  at the transfeling
facility. Many times EMS CTews  are
inexpenenced  and lack the skill and
expenix of a traxqat team. Fquen+,
physi&s  and’ nurses  unfamiliar  vii&
tm~qmt medicine are required to
accompany the patient.

Twc-way  hems have dedicated
transport teams that are experienced and
any special  equipment  However, there
is a delay in the patient’s tial at the
mceiving institlltion

There are m a n y  factors  t o  b e
considered before transfeling  a patient
including persomld availabii, weather
conditions, traffic Lmitation.s,  and cost.  If

Trampon should be conddered if

there is a significant chance of maternal or
fetal risk that cannot be &qua+
addressed at the refening  instiNion”
Table 3 lists conditions possibly requiting
transport.  Transport should be an-aged
a5 soon  as the dedsion  to transfer is
made.

Patients  mut be transpoad in the left
lateral tilt position and be given ow
and fluids. Fetal heat tones must be
determined at least every 15 minute by
Doppler ultrasound  and after wely
uterine contrmion.  If magnesium and
terbutaline  are @en,  mother’s vital signs
and deep tendon reflexes must  be
assessed at least every  30 minutes. If a
neonate is present, his vital sips, color,
activity and oxygen samraion  should be
determined ar least evety  30 minutes.

COBRMEMTALA
There is an anti-patient-dumping

legislation in the Consolidated  Omnibus
Reconci l iat ion Au known  as the
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Emergency Medical Treatment and
Active  Labor Act.” This law was passed
to address problems occurring in the
interhospital  transfer  of patients. The law
requires  that the transferring physidan
must  speak with a physician af the
receiving hospital who then must accept
the patient.” A medical screening exam
must  be done prior to the transfer and
wduation  and aabiion  should be

lbstetric complications:
Premature rupture of membranes
Premature labor
Severe preeclampsia  or
eclampsia
Hypertensive crisis
Multiple gestation
Third trimester bleeding

dedical  Complications
Serious infections
Severe heart disease
Poorly controlled diabetes
Thyrotoxicosis
Deteriorating renal disease
Drug overdose
Other: sickle cell anemia, blood
dyscrasia.  liver disease,
malignancy

surgical  Complications
Major trauma
Acute abdominal emergencies

Fetal Conditions
Anomalies requiring surgery
Rh disease
Congential malformations
Fetal arrhythmia or bradycardia
Intrauterine growth restriction
Severe oligohydramnios
Vaginal breech delivery

Table 3. Conditions re+ing uanspon.

done to ensure that,  within reasonable
medical probability, no  harm will come to
the patient and that that transfer  vnll
outweigh the Ii&.% I f  necessaly
intervemions  at the referring lower-lwel
facility are beyond its capabilities, the
parient  can be trasferred  ro a bigher  lwel
facility without s&iliation.  Risks and
benefits of the transfer, the name of the
receiving physician, rhe options for
transfer and the reason  for the mode
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chosen, and the capabilities the receiving
institution  has over t h e  r e f e r r i n g
institution should be documented by the
referring physician By law, the sending
physician is responsible for the patient
until  they reach the receiving imtinxion
Failure  m comply with COBRA an result
in fines for both the referring  physidan
and refening  hospital.

ANDSO...

Appmximateh/  109/o  of pregnancies
end in praam labor and is defiied as
delhy before 37 weeks.‘~  Patients who
experience  pretenn  labor before 34 weeks
are at high risk  for poor infant outmme,
The sympmms of preterm labor  are listed
in Table 4. Multiple gestation, histay  of
pret- b i i  drug w, a n d  Un
symptoms are risk faaon for pretam
labor.

Low, dull backache

Sudden increase in vaginal

Vaginal spotting or staining
Painful uterine contractions,

occuring  4 or more per hour

Table 4. Symptoms of praam  labor.

For the most pan, patients in pretam
labor can easily be tram&Ed  f0 the care
of an obsteuidan,  but certain  conditions
must be met.

After ruling out placentae p&a,
patients s h o u l d  undergo  a  s t e r i l e
speculum exam if there  is a history of
leaking fluid Many advise LO obtain
culma  f o r  chLon)llh  a n d  N&.&z
pmh Vqiml  fluid should be place on
nitie paper and a pH >6.5 indicas
likdy amniotic fluid Fluid placed on a
microscopic slide that then demonstrates
feming  is also inditive  of amniotic  fluid
If membranes are ruptured,  the c&x
should be visu+ measured in order  to
prevent infection. If membranes are not
ruptured ,  a  swile  dig;tal  e x a m  is
performed to measure  cervical dilation,
effacement, and the presenting pan.

*cm SClENTlFlC ASSEMBLY

If membranes are mpturex$  the cervix
=OBER  19%

is dild to more than 6cm, and the
pregnanqJ  is over  34 weeks, delively  is
imminent. Equipment and personnel
trained in delivq should accompany  the
patient during  the quick transport  to
Labor and Delivery.  If the baby’s head  is
palpated in the vault, prepare t0 r&w.

unmntrollable  urge m push. The cewix
should be check for full d&on before
allowing mother to push or serious
cxmical  lacerations  can occur. Muhip-
should stay in the ED or deliver,,  will take
place in the elevator in mute to L&D

The initial Matmax of prewml  labor
consisting of bed .-esf and fluids is
effective in 30% of paiems.  Howwer if
contractions mntinue,  toa& may be
mquimd.  Tabutaline  0.25mg  SQ can be
repeated  every hour until  contractions
stop or until  ‘the maternal  heat  lj~e
reaches 140. ‘Ihe  nexr  step is a 4-6g IV
t&s of magnesium sulfate over 20
minutes followed by a 2g per how IV
infusion. Mothers should be examined
for loss of tendon reilares  which  shortly
precede rtxptiory and cardiac arrest.
Glucocoticoids  can be given to help
promote fetal lung manuity in pretam
patients. Dexamethasone  is giwn 6mg
every 6 hours for four doses. some
physicians prefer  calcium channel
blockers  instead of terbtie.  The initial
dose  i s  1Cmg  SublingwJly  w a y  2 0
minutes  for a maximum of 4omg  during
the firs how. It can then be repeated 20
mg evay 6 hours.

ANDSO...

ANDSO...

.  ..pretem~  b a b i e s  h a v e  betrer
outcomes when dfJi”ered at higher care
instituti0n.s.  It is .?.maly impomt  to
discuss  the care of the p&m d&g
transpon  with an obsteuidan,  prefer&+
at the receiving hospital. If a woman  is
transported  in mive labor, personnel
trained in emagenq  d&q and in fetal
monitoring should accmnpq  her.

breathe  with mother and relax If
the membranes are mpmred,  the cervix  is
fully dilated and mom needs m push stay
in the ED and deliver, otherwise
expditio~  take Mom to I&D. If
delimyis imminent, encourage Mom to
push, breathe deeply, and to relax as well.
When  baby’s head emerges, suction out
the nomils  and mouth and aid in the
de&y. Appb gentle downward  traction
to ddiver the an&or shoulder  and gentle
upward traaion  to deliver the posterior
shoulder. Remember the baby  will  be
slippay and should be dried off and
placed  in a warm blanket on Mom’s
abdomen  The cord should be double
damped  and cut with sterile scissors. ?he
baby should be assessed and Apgar  score
should be maw.& (See Table 5.)

Deliiety intheED
Once  the cervix  is fully  dilated, the

pregnant patient will have an

The resusdtation  of the mother should
precede all other meanres.  The life of
the fetw is secondI”  The great  majority
of cardiac arrests  in pregnam womell  will
be from  nonresuscitarable  causes and thus
the EP must  be ready m deliver the fetus
d&g CPR If there is a chance of
maternal .wvivaI,  the 4-minute  rule  is
followed. Rtswcitation  is attempted for 4

’ Sign 0 1 2
Heart rate absent <I OOlmin >lOO/min
Respiratory effort absent
Muscle tone

weak cry strong cry
limp some flexion

Reflex irritability
good flexion

no response some motion
Color

CV
blue, pale body pink, pink

extremities blue

Table 5. The Apgx Score

I
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minutes  and if pulses are not palpated, the
fetus should be delivered

During the perimolte”l  c-section,
maternal  resusdtative  efforts should be
continued. A ptiottan  c-section may
improve  maternal survival by impmving
cardiac output.

The resusGitti0”  of the pregnant
patient  under 24 weeks is exacdy  the same
as in other ptients. Howwer, after 24
weekg  there are a few importa”t  thin@  to
remember. A l l  pregnant  patients,
responsive or not,  should be placed in
the left lateral tilt position. Unresponsive
patients should ;nmedia&  be intubated
and obstetxics  and pediattics  called to the
ED. CPR should begin as soon as p&s
disappear. Individuals pe&xming  CPR
should pay attention to proper positioning
and t” the vecmr  of compressions; this is
difficult when the patient is in the left
laxal tilt position

As stated alme, paimona”  c-section
should be perfomwd  withi”  4 minutes  of
menal  c a r d i a c  arrest.  The great
majorify  of infant survival occurs with
delivery  within  5-10 nlinutes  after cardiac
anest  The following guidelines should be
followed when perfomkg  a perimotra
c-section:
1. No need to prep the abdomen.
2. Continue  CPR and ventilations.
3. If a” obstenkian  is standing there,  let

himdoit.Oth~makeami&e
vertical in&ion 5cm below  the
xiphoid  to 2 cm above  the p&i or
at the hairline. The in&ion  should
be made  deep through subcutaneous
rime and fascia

4. Blunt dissect through the rectu
muscles. Enter the peritoneum
slightly below the umbilicus and
i n c i s e  supaiody  a n d  inferiody.
Watch the bladder! The “m-us
should come into view.

5. Make a vetical incision from the
fundus  down to the reflection of the
bladder. Deliver the baby, dry it and
resuscitate it as you would an
emergenq  delivery and renwve  the
baby. Don’t forget  to deliver the
placenta and dean ou the inside of
the “mus.

6 .  Gnr;lue  C P R  Qui%  repair  the
uwms w i th  #O o r  #l Via-$ o r
Dexon in a running  stitch Then
dose the paitoneum  and fascia with
running Proline.  Staple the Sk;4
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don’t wo”y  about the subcutaneous
tissue.

7. If Mom might survive,  don’t forget
a”&mtics.

AND SO...
don’t hesitate  in your decision to

perform  a p&nortan c-section. And do
the c-sectio”  q&i+,
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