
Rap #18, 5/18 Regions Rap Overview (OB-GYN) 
 
Utility of Pelvic US After Negative CT (CORE EM 11/24/16, Authored by 
Cait Ganley) - Reviewed by Sarah Mott 

● Background: 
● It’s difficult to differentiate pain originating from pelvic organs vs 

intra-abdominal organs using H&P alone → many women end up 
getting both CT abd/pelvis and pelvic US 

● Obtaining both forms of imaging increases length of stay and 
requires both radiation exposure and invasive diagnostic testing 

● Studies suggest CT is rarely normal when pelvic path present 
(despite traditional thought that pelvic US is better for pelvic path) 

● Question: does pelvic US after negative CT abd/pelvis change patient 
outcome/management or affect length of stay? 

● Population: non-pregnant women age 21-56 presenting to ED with 
abdominal or pelvic pain 

● Excluded: patients with acute findings on CT abd/pelvis, lack of IV 
contrast for CT 

● Endpoints: 
● Primary: identification of abd or pelvic pathology on pelvic US after a 

negative CT abd/pelvis 
● Secondary: length of stay in patients getting both forms of imaging 

vs CT abd/pelvis alone 
● Design: single center, retrospective, cohort 
● Results: 

● Cohort  
o 962 women underwent both CT and US 
o 132 women underwent US after neg CT, 6 excluded for lack of 

contrast 
o Final cohort = 126 in study group (US after neg CT), 126 age 

matched controls CT abd/pelvis only) 
● Primary endpoint  

o 97% of pelvic US = normal (122/126) 
o 3% (4/126) had findings on US, all were endometrial 

abnormalities  
▪ No  findings of acute pathology and “findings did not 

definitively reveal source of pain” 
● Secondary  

o Study group = 22h 13min 

https://coreem.net/journal-reviews/pelvic-us-after-ct/


o Control group = 16h 18 min 
o P = 0.29 

● Strengths:  
● Minimal exclusion criteria → more applicable  
● Consecutive enrollment  
● Raises important question about utility of commonly ordered 

diagnostic studies 
● Limitations: 

● Relatively small, single-center sample → limited generalizability and 
possibly underpowered to detect real differences in rare emergent 
pelvic path (e.g. torsion) 

● Radiologists reading US were un-blinded to results of CT → bias 
● Initial indications for CT didn’t include pelvic path → does not 

demonstrate sensitivity of CT for suspected pelvic path, only 
describes utility when pretest prob already low  

● Retrospective study → followed up on charts for 1 year in 1 city 
(Boston), might have missed patients with persistent pain that went 
to another hospital and records not available  

● Images not reviewed by external reviewer unless abnormal finding 
noted → pathology might’ve been missed on initial read of CT (e.g. 
author found endometrial lesion seen on US, also on CT that was 
read as normal) 

● Author’s Conclusion: “Immediate ultrasound re-imaging of pelvis following 
negative CT in women with acute abdominal/pelvic pain yields no 
additional diagnostic information and does not alter acute care.” 

● CORE EM’s Conclusion:  
● Study should not be used to guide current clinical decision making 

due to numerous limitations in methodology.  
● Study does raise important issue about necessity of dual imaging 

modalities to rule out acute pelvic pathology in women with abd and 
pelvic pain → needs more attention and study 

● Potential Impact/My Conclusion:  
● We should consider whether obtaining 2 imaging studies for patients 

with acute abd pain is worth the time and/or provides clinically 
relevant information.  

● Results probably shouldn’t change clinical practice yet → additional 
studies are needed to evaluate sensitivity and specificity of CT for 
pelvic pathology 

● Quality Checklist for Blogs: 



o Credible? Yes 
o Good quality content? Yes 
o Well-designed resource? Yes  

● Evaluation 
o Air Grade: 

 

 

Post Intubation Sedation for Pregnancy (R.E.B.E.L. EM 8/10/15, 
Authored by Rob Bryant) - Reviewed by Alan Sazama 

● There is limited data available for post intubation sedation in the pregnant 
patient, but most centers around the crash c-section, where limited 
sedation is needed.  

● A general anesthesia review looking at C-sections can give some guidance. 
● What are your options? 
● Fentanyl 

○ Pros 
■ 1. reduces risk of mom being aware 
■ 2.  improves mom’s hemodynamic stability. 
■ 3.  Reversal agent exists.  

●  Cons 
■ Neonatal respiratory depression.  
■ Dose:  1-1.5 mcg/kg bolus then 1-1.5 mcg/kg/hr infusion 

● Propofol 
○ Pros-  

■ expert opinion supports its use as a standard induction agent 

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf
http://rebelem.com/post-intubation-sedation-for-pregnant-patients/


for c-sections in healthy patients.  
■ Probably (some study disagreement) causes no difference in 

APGAR scores. 
○ Cons- 

■ hemodynamic compromise 
■ probably not the best for a critically ill patient as induction 

agent, low infusion probably ok 
■ Dose: 20-40 mcg/kg/min infusion, consider 20-40 mg bolus 

● Ketamine-  
○ Pros 

■  no difference in APGAR scores, time to perform procedure, or 
need for methergine/oxytocin 

■ little hemodynamic compromise  
○ Cons 

■ potential for neuroapoptosis, 
■ avoid in kids < 3months., probably are better agents for long 

sedation. 
■ Dose: 10-80 mcg/kg/min infusion. 

● Precedex 
○ Pros  

■ little respiratory depression 
■ sedative and analgesic properties 
■ might be helpful in hypertensive ecclamptic patients  

○ Cons 
■ Very little data available (most studies exclude pregnant 

patients). 
■ Dose: 0.2-1.4 mcg/kg/h. 

● Midazolam  
○ Pros- not much  
○ Cons-no advantage over propofol, prolonged infusions usually 

avoided due to long duration of action. 
● Bottom line:  

○ Safe:  Fentanyl, Propofol, Ketamine, Precedex 
○ Fentanyl probably the best, but be aware of neonatal respiratory 

issues 
○ Author prefers to use Fentanyl bolus/ drip along with propofol 

infusion. 



 

● Evaluation 
○ Air Grade: 

 
 

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf


Is Pelvic Exam in the ED useful? (R.E.B.E.L. EM 1/30/14, Authored by 
Salim Rezaie) - Reviewed by Jackie Kelly 
 

● Studies reviewed from 2003, 2008, 2000, and 1999 each with between 80 
and 440 patients. Each had a very different focus and very few helpful 
conclusions. Areas of focus included:  

○ % agreement for CMT, adnexal mass, uterine/adnexal tenderness 
○ Accuracy of exam for torsion 
○ Adnexal mass detection by exam vs surgery 
○ Correlating findings with ectopic pregnancy, looking for predictors 

● Basically, these are unhelpful studies for our speciality in many ways. 
 

● In 2011, Brown et al. looked at whether or not it was a useful test. 
Included 183 patients that were vaginal bleeders and those with 
abdominal/pelvic pain. Those with vaginal foreign body, needing cultures, 
or with noted POC were excluded. 

○ Provider predicted exam’s results 
○ Provider did exam 
○ Results were as predicted for 72% of cases 

■ Not as predicted in 22% of cases but NO CHANGE in overall 
plan 

■ Not as predicted in 6% but DID CHANGE OVERALL 
MANAGEMENT 

○ Limitations: no predicted plan pre-exam, no definitive patient who 
“needed cultures 

○ Author’s conclusions: consider your plan, if the exam won’t change 
your plan, don’t do it. 

 
● Extra info/ my thoughts: article comments on both bimanual and spec 

exam, unclear if both were always done, those that had different 
management typically had normal exams but in 1 CMT was found, in 1 
adnexal tenderness was found, and in 1 an IUD that needed removal was 
found. How comfortable are we with missing these things? Would a 
bimanual be enough? Is it different in pregnant women? 

● Evaluation 

http://rebelem.com/pelvic-exam-emergency-department-useful/


○ Air Grade: 

 
 
Resuscitative Hysterotomy 101 (SMACC 10/18/16, Authored by Sara 
Gray) - Reviewed by Aaron Gronseth 

 

● Rare procedure but you need to be mentally prepared for. Helps mom and 
baby 

o Forget the “4-minute” rule 
o Relieves aorto-caval compression, reduces O2 demand, improves 

pulmonary mechanics 
o Confers maternal survival benefit of32%, neonatal survival benefit 

of 50% 
 

● Pre-arrival: 

  
 

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf
https://www.smacc.net.au/2016/10/resuscitative-hysterotomy-101/


 
● Arrival: Continue ACLS 

o Have Two Teams: Code team + C-section Team 

 

 

 
 
 
 
 
 
 
 

The Procedure 

 
 

 
 



 
 

● Evaluation 
○ Air Grade: 

 

 
 
TXA and the WOMAN trial (The Bottom Line 5/5/17, Authored by Steve 
Mathieu) - Reviewed by Maria Bergstrand 
 
 
The WOMAN Trial (World Maternal Antifibrinolytic Trial): TXA for the treatment 
of postpartum hemorrhage: an international randomized, double blind placebo 

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf
http://www.thebottomline.org.uk/summaries/icm/woman-trial/


controlled trial 
● Clinical Question 

o Does early TXA administration reduce death from bleeding in woman 
with post-partum hemorrhage compared with placebo?  

● Background 
o PPH is leading cause of maternal death worldwide 
o CRASH-2 trial showed TXA reduced all cause death at 4 weeks in 

trauma patients with sub-group analysis showing reduction in death 
from bleeding 

● Design 
o Randomized controlled trial, double blinded 
o Intention to treat analysis 
o Sample size of 20,000 – powered to show absolute risk reduction 

from 3% to 2.25% 
● Setting 

o 193 hospitals in 23 countries from March 2010 to April 2016 
● Population: 20,060 patients enrolled 

o Inclusion: Woman ages 16+ with PPH after vaginal or cesarean 
delivery 

o Exclusion: If giving or withholding TXA was inappropriate based on 
clinical decision 

o Well-balanced baseline characteristics 
● Intervention vs Control 

o TXA 1g given over 10 minutes IV (10,036 pts) 
o Placebo with identical packaging (9,885 pts) 
o In both groups, if bleeding continued after 30 minutes or stopped 

and restarted within 24 hours, second dose was given  
● Outcomes 

o Primary outcome: Death from all causes or hysterectomy within 42 
days 

▪ No statistical difference: 5.3% in TXA vs 5.5% in control, 
P=0.65 

o Secondary outcomes;  
▪ Death due to bleeding – statistically significant reduction in 

TXA group 
● 1.5% TXA vs 1.9%; [RR] 0·81, 95% CI 0·65–1·00; 

p=0·045 
● NNT 267, Fragility index of 0 

▪ Any cause of death: reduced in TXA 2.3% vs 2.6% but p=0.16 
▪ No statistical difference in death from PE, sepsis, eclampsia 
▪ No difference in thromboembolic events, surgical 

interventions, complications 
● Study authors conclusions 

o TXA reduces death due to bleeding in woman with PPH with no 
adverse effects and should be given as soon as possible after onset 



of bleeding 
The Bottom Line Analysis 

● Strengths 
o Large, multicenter, international RCT 
o Identical packaging for TXA and placebo 
o Few patients lost to follow-up - 0.16% 

● Weaknesses 
o Sample size increased by 5000 during the study when they realized 

that randomization often occurred at the same time the decision to 
perform a hysterectomy was made therefore TXA was not 
influencing the risk of hysterectomy. 

▪ Increased sample size hoped to compensation for dilution of 
treatment effect with these patients  

o Study hypothesis was refined after study started once CRASH-2 
study was published to make death due to bleeding the main 
secondary outcome 

▪ Done without knowledge of current study results or 
un-blinding 

o No formal screening for embolic complications was performed and 
may have been missed leading to increased risk in TXA group 

o Low fragility index of 0 
● The Bottom Line 

o TXA may be beneficial in reducing risk of death from PPH 
o TXA is cheap and has a good safety profile therefore it is reasonable 

to give  
o Early resuscitation, coagulopathy management and surgical 

assistance remain the most important interventions 
 



 
● Evaluation 

o Air Grade: 
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