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 24-year-old, nulligravid, sexually active 
female presents with a 2 day history of severe 
vulvar pain, fever, myalgia and dysuria. 
Inguinal lymphadenopathy and numerous 
vulvar vesicles are noted.

 Proper management includes:



 A. hospitalization for work-up of immune deficiency

 B. symptomatic therapy only

 C. continuous suppressive therapy with acyclovir for 
six months

 D. symptomatic treatment and acyclovir 400 mg po 5 
times daily for 7-10 days

 E. Acyclovir 200 mg po 5 times daily for the patient 
and the partner for 7-10 days to prevent risk of 
further recurrences



 Primary herpetic infection
◦ Severe vulvar pain

◦ Fever

◦ Myalgias

◦ Inguinal lymphadenopathy

 Symptomatic therapy
◦ Sitz baths

◦ Analgesics

◦ Burrows solution soaks

 what’s this?



 400 mg po five times daily for 10 days
◦ Treats primary infection

◦ Difficult patient compliance

 Acyclovir increases rate of healing
◦ But not prevent recurrences

◦ 2nd outbreak offer pt refill

 Continuous suppressive therapy
◦ >6 recurrent episodes a year

 Effective

 Costly

 Long term safety unknown



 Appendicitis can be difficult to diagnosis in 
pregnancy. 

 Choose the correct statement:



 A. the outcome of appendicitis in pregnancy is 
the same as in a nonpregnant patient

 B. pain is frequently duller and less diffuse, and 
localizes to the left side

 C. elevated WBC counts are uncommon in 
pregnancy

 D. appendicitis is more common in pregnancy

 E. appendicitis is frequently confused with 
pyelonephritis, especially later in pregnancy



 Incidence not > in pregnancy
◦ But outcome worse largely due to diagnosis delay

 Symptoms are non specific & variable
◦ Diffuse pain

◦ Pain in RUQ

◦ Absence of anorexia or fever

◦ No increase in the physiologic leukocytosis

 Seen in pregnancy (12,000-15,000)

 Pyuria without bacteriuria suggests 
appendicitis 



 In managing a pregnant trauma patient, you 
must recall that:



 A. medications not approved for use in 
pregnancy must be avoided at all costs

 B. positioning the patient in the left lateral 
position can improve cardiac output

 C. Radiographs are contraindicated

 D. Computerized tomography is contraindicated

 E. Magnetic resonance imaging is contraindicated



 Maternal shock carries fetal mortality 80%
◦ Stabilization and resuscitation standard procedures
◦ Preserving mothers life

 Only way to preserve fetus

◦ Special concerns include positioning
 Improve venous return

◦ Fluids & keep in mind
 Physiologic hypervolemia of pregnancy

 May mask massive volume loss

◦ We don’t want to expose fetus to radiation…one 
best answer…distractors



 “Normal” cardiovascular changes in 
pregnancy include:



 A. decreased heart rate

 B. increased cardiac output in the supine position 
in the 3rd trimester

 C. increased systolic and diastolic blood 
pressures during the 2nd trimester

 D. increased supraventricular ectopy

 E. decreased plasma volume



 Physiological changes in pregnancy may be  
confused with abnormal medical conditions
◦ Or in the case of trauma

 Hypovolemia

 Internal hemorrhage

 Normally in pregnancy
◦ HR increases

◦ BP falls by 10-15 mmHg

◦ Blood plasma volume increases

 Physiological anemia is the result

◦ Cardiac output fall-uterus compress vena cava



 A 31-year-old woman, G3P2, presents to the 
emergency department @ 9 weeks gestation 
with increasing lower abdominal pain and 
heavy vaginal bleeding with 6 pads soaked in 
the past hour. HR=130; BP=80/60. Her cervix 
is open with products of conception 
protruding.

 You should now:



 A. order an immediate sonogram

 B. administer methotrexate @ 50mg/m2

 C. order a serum progesterone test

 D. Monitor the patient with serial quantitative 
HCG’s

 E. Stabilize the patient and proceed with uterine 
evacuation, using appropriate anesthesia



 Patients with incomplete abortions can & will
◦ Hemorrhage

◦ Expectant management 

 no place in emergency settings

 But may have to do in rural ED

 Patient appropriately stabilized-How?

 Undergo suction of products of conception
◦ Do you do this in ED? 

◦ Type of suction would you do? 





 Following spontaneous vaginal delivery, 
excessive bleeding can be managed by: 



 A. performing uterine massage

 B. administering fresh frozen plasma

 C. giving intramuscular oxytocin

 D. administering recombinant factor VIIa

 E. transfusing packed red cells



 Uterine atony is responsible for many cases 
of postpartum bleeding and can often be 
controlled with vigorous uterine massage, 
intramuscular methylergonovine (Methergine) 
and intravenous oxytocin. Direct pressure or 
clamps may be used to obtain hemostasis 
from actively bleeding lacerations. 

 Recombinant Factor VIIa has not been studied 
in postpartum bleeding and its cost 
($10,000/dose) makes its use prohibitive



2 “correct” answers

Uterine massage

Giving intramuscular oxytocin

Oxytocin administered IV

Methergine administered IM

 PA ordering oxytocin in OK?

How accomplish this? 



 Choose the true statement about blunt 
abdominal trauma in pregnancy.



 A. localized peritonitis in pregnancy, in contrast 
to the nonpregnant state, is frequently 
associated with generalized reflex muscle 
guarding & rigidity

 B. postmortem C-section is more likely to be 
successful if performed within 15 minutes of 
maternal death

 C. life threatening intraperitoneal hemorrhage 
from blunt trauma during the later stages of 
pregnancy is more common than in the 
nonpregnant woman



 D. blunt abdominal trauma in the pregnant 
patient may result in profound hypotension 
or death in the absence of visible hemorrhage 
or visceral organ contusion

 E. the uterus is relatively protected from blunt 
abdominal trauma until the beginning of the 
third trimester 



 Abruptio placentae

 Supine hypotensive syndrome

 Amniotic fluid embolism
◦ important causes of hypotension 

 in the traumatized gravid patient



 Abdominal muscles relax
◦ Signs of rigidity & guarding

 Decreased or absent

 After 12 weeks the uterus is abdominal organ

 Post mortem C-section more likely to be 
successful within 5 minutes
◦ And with aggressive resuscitation of mom



 A 16 year old female whose LMP was 6 weeks 
ago presents with heavy vaginal bleeding and 
minimal pain. Her urine pregnancy test is 
negative. She is tachycardic and has postural 
changes in her blood pressure. What do you 
do first?



 A. prepare for an immediate dilation & curettage

 B. stabilize the patient & perform a bedside 
ultrasound to locate the source of bleeding

 C. administer a double dose of an oral 
contraceptive

 D. administer IV progesterone

 E. administer IV estrogen



 What do you do first?
◦ Stabilize

◦ US (if available) to locate bleed

 What do you do next?



 After stabilization

 Pregnancy-related causes of bleeding must 
always be ruled out

 Severe anovulatory dysfunctional bleeding is 
most common in adolescent females (E)
◦ OB/Gyn consult

◦ IV administration of conjugated estrogens

 Cause vasospasm of uterine arterial vasculature

 Significantly diminish uterine bleeding

 Will need IV estrogens from pharmacy

 Rural OK may not stock



 A 36 year old female, G8P7, whose LMP was 
12 weeks ago, complains of vaginal bleeding 
and cramping. Her urine pregnancy test is 
positive. She denies passage of tissue. On 
examination, her cervix is closed and the 
uterus is 18 weeks in size. On ultrasound, 
heterogeneous tissue in a “snowstorm” 
pattern is seen to fill the uterus, and large 
bilateral cystic ovaries are seen. What is her 
diagnosis? 



 A. leiomyomata of the uterus

 B. molar pregnancy

 C. missed abortion

 D. endometrial cancer

 E. hematometrium



 Classic presentation of complete hydatidiform
mole (molar pregnancy)
◦ High quantitative HCG is expected (if obtained)

◦ Large cystic ovaries

 Theca lutein cysts stimulated by the high B-HCG

 Common in molar pregnancy

◦ Uterine size larger than expected by dates

 Following successful D&C
◦ Cysts regress

◦ B-HCG levels fall



 When examining the victim of sexual assault, 
you should remember that:



 A. the recovery rate of sperm is rarely > 20

 B. motile sperm are rarely recovered after the first 60 
minutes

 C. immotile sperm may be recovered up to 72 hours after 
the event

 D. Woods lamp can successfully demonstrate the presence 
of semen more than 80% of the time when it is present

 E. Gamma glutamyl transferase (GGT) activity is a 
satisfactory alternative test to acid phosphatase in the 
investigation



 Detection of sperm and semen has been 
given high priority in the legal system as 
confirmation of rape
◦ Recovery rate of sperm varies from 20-75%

◦ Average time to loss of motility 

 2-3 hours

 Nonmotile sperm for 72 hours or >

 Acid phosphatase product of prostatic 
secretions
◦ And present in the semen of vascectomized men



 At 9 hours postcoitus
◦ 50% of women may have detectable levels of acid 

phosphatase

◦ After 36 hours essentially all activity is gone

 GGT is neither sensitive not specific

 Recent studies have demonstrated
◦ That Woods lamp is ineffective

 Sexual assault kit & evidence collection
◦ Rural vs metro ED 

 What’s the forensic gold standard?




