
®

Emergency Medicine Board Review Manual

Endorsed by the  
Association for Hospital 
Medical Education

www.turner-white.com	 Emergency Medicine  Volume 9, Part 1   �

Statement of  
Editorial Purpose

The Hospital Physician Emergency Medicine 
Board Review Manual is a peer-reviewed 
study guide for residents and practicing phy
sicians preparing for board examinations in 
emergency medicine. Each manual reviews 
a topic essential to the current practice of 
emergency medicine.

PUBLISHING STAFF
PRESIDENT, Group PUBLISHER

Bruce M. White
editorial director

Debra Dreger
EDITOR

Robert Litchkofski
associate EDITOR 

Rita E. Gould
EDITORial assistant 

Farrawh Charles
executive vice president

Barbara T. White
executive director  

of operations
Jean M. Gaul

PRODUCTION Director
Suzanne S. Banish

PRODUCTION assistant
Kathryn K. Johnson

ADVERTISING/PROJECT manager
Patricia Payne Castle

sales & marketing manager
Deborah D. Chavis

Copyright 2006, Turner White Communications, Inc., Strafford Avenue, Suite 220, Wayne, PA 19087-3391, www.turner-white.com. All rights reserved. No part of 
this publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any means, mechanical, electronic, photocopying, recording, or 
otherwise, without the prior written permission of Turner White Communications. The preparation and distribution of this publication are supported by sponsor-
ship subject to written agreements that stipulate and ensure the editorial independence of Turner White Communications. Turner White Communications retains 
full control over the design and production of all published materials, including selection of appropriate topics and preparation of editorial content. The authors 
are solely responsible for substantive content. Statements expressed reflect the views of the authors and not necessarily the opinions or policies of Turner White 
Communications. Turner White Communications accepts no responsibility for statements made by authors and will not be liable for any errors of omission or inac-
curacies. Information contained within this publication should not be used as a substitute for clinical judgment.

NOTE FROM THE PUBLISHER:
This publication has been developed with-
out involvement of or review by the Amer
ican Board of Internal Medicine.

Obstetrical Emergencies
Series Editor:  
Susan Promes, MD
Residency Program Director, Division of Emergency Medicine, Associate 
Clinical Professor of Surgery, Duke University Medical Center, Chapel 
Hill, NC

Contributor:  
Noelle Rotondo, DO, FACEP
Attending Physician and Medical Student Clerkship Director, 
Department of Emergency Medicine, York Hospital, York, PA

Introduction. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    2

Complications of Early Pregnancy. . . . . . . . . . . . . . . . . . .                  2

Complications of Late Pregnancy . . . . . . . . . . . . . . . . . . .                  4

Complications During Delivery . . . . . . . . . . . . . . . . . . . . .                    7

Postpartum Complications. . . . . . . . . . . . . . . . . . . . . . . . .                        9

Summary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                     11

References. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    11

Table of Contents

Cover Illustration by Kathryn K. Johnson



�   Hospital Physician Board Review Manual	 www.turner-white.com

Introduction

Obstetrical emergencies involving significant risk to 
both the mother and fetus are frequently encountered 
in the emergency department. This article reviews 
life-threatening obstetrical emergencies that occur dur-
ing early pregnancy (ectopic pregnancy, hydatidiform 
mole), late pregnancy (preeclampsia and eclampsia, 
abruptio placenta, placenta previa), delivery (breech 
presentation, shoulder dystocia), and the postpartum 
period (postpartum hemorrhage and postpartum en-
dometritis).

Diagnosis of Pregnancy

The symptoms of pregnancy are fatigue, nausea, 
vomiting, urinary frequency, breast tenderness, and 
amenorrhea. The signs of pregnancy include breast 
swelling, Chadwick’s sign (bluish discoloration of the 
cervix), and uterine enlargement. The most sensitive 
and specific laboratory test for diagnosis of pregnancy is 
the serum quantitative human chorionic gonadotropin 
(β-hCG) assay.

The beta subunit of hCG is secreted by trophoblas-
tic tissue and is measured in the urine and/or serum 
as an indicator of pregnancy. Production of β-hCG 
begins 2 to 3 days after implantation, which occurs  
8 days after conception. In 85% of normal pregnancies, 
the measured β-hCG level increases by more than 66% 
every 2 days.1 Urine quantitative assays are positive at 
20 mIU/mL, corresponding to a positive qualitative 
test 2 weeks post-conception. False-negative urine tests 
can occur if the urine specific gravity is less than 1.015. 
Serum quantitative assays are positive at 5 to 10 mIU/mL,  
corresponding to a positive qualitative test 1 week post- 
conception. False-positive urine and serum assays 
can occur with tubo-ovarian abscess, thyrotoxicosis, 
gestational trophoblastic disease, and use of aspirin, 
methadone, marijuana, and some antidepressants and 
antiepileptics.2

Physicians should know the anatomic and physi-
ologic changes that occur during pregnancy (Table 1). 
These changes are normal during pregnancy and can 
be mistaken for pathophysiology in the clinical setting.

COMPLICATIONS OF EARLY PREGNANCY

Ectopic Pregnancy

Ectopic pregnancy (EP) is the implantation of a fer-
tilized ovum outside the cavity of the uterus (Figure 1). 
The incidence of EP is 2% of all pregnancies, and it is the 
most common cause of maternal death during the first 
trimester.3–5 Approximately 95% of EPs implant in the 
fallopian tube. The ampulla is the most common tubal 
implantation site for an EP, followed by the isthmus.6 
The most common site of a ruptured EP is the isthmus 
because it is the narrowest portion of the fallopian tube.

A heterotopic pregnancy is the simultaneous ex-
istence of an intrauterine and extrauterine pregnan-
cy. Although rare in naturally occurring pregnancies 
(0.03%–0.125%), the rate of heterotopic pregnancy is 
higher (1%–3%) in women undergoing treatment for 
infertility.7 Clinicians must be cautious to not miss the 
diagnosis of heterotopic pregnancy in these patients.

Risk factors for EP include any alteration in the tubal 
transport mechanism and functional or hormonal fac-
tors that alter the fertilized ovum. The most important 
risk factors for EP are a history of pelvic inflammatory 
disease (PID), tubal ligation, treatment for infertility, 
and previous EP (Table 2).2,3

Diagnosis

Abdominal pain and vaginal bleeding in the first 
trimester are the most common presenting symptoms 
of an EP. The emergency physician must be aware that 
no historical or physical examination finding alone can 
predict with certainty the diagnosis of EP.8 Therefore, 
a transvaginal ultrasound examination should be per-
formed on all symptomatic first trimester patients who 
present to the emergency department. The diagnosis 
of EP on ultrasound examination is definitive if the 
uterus is empty and there is a gestational sac with an 
accompanying yolk sac or fetal pole visualized outside 
the uterine cavity.7,9 Findings highly suggestive of an 
EP in a patient with a positive pregnancy test include 
an empty uterus plus one of the following: an adnexal 
mass or sac-like ring separate from the ovary, moderate 
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