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Lecture

I. Introduction
	Time: 2 Minutes
	Slides: 1–2
	Lecture/Discussion
A. 	Management of pregnant patients is difficult when there are competing concerns for the woman and the fetus.
B. 	Physiologic changes cause by the pregnancy can aggravate or mask preexisting conditions.
C. 	May be other life-threatening conditions present
D. 	Priority in treatment is always given to stabilizing the mother.


II. Anatomy and Physiology of Female Reproductive System
	Time: 15 Minutes
	Slides: 3–11
	Lecture/Discussion
A.	Female reproductive system includes a 28-day menstrual cycle
1.	Series of hormonal secretions
2.	Uterine wall sheds its inner lining, known as the endometrium
3.	Mucosal tissues and blood are discharged through the vagina
B. 	Conception and gestation
1. 	If fertilization has occurred, the zygote (fertilized egg) implants in the endometrium.
2. 	Placenta is attached to the wall of the uterus
a. 	Supplies the fetus with oxygen and nutrients
b. 	Removes waste products such as carbon dioxide
c. 	Placenta also secretes progesterone needed to maintain a swollen endometrium and continue the pregnancy.
d. 	Placenta grows with the fetus
e. 	Contains a thin membrane that separates the fetal blood from the maternal blood
3. 	Umbilical cord
a. 	Contains two arteries and one vein
b. 	Connects the fetus with the placenta
C. 	Safety of medications
1. 	Class B medications are probably safe for the fetus.
2. 	Class C medications should only be used if benefits outweigh risks.
3. 	Class D medications have known risks to the fetus.
4. 	Class X medications are known to cause birth defects and should not be used.
D. 	Pregnancy
1. 	During the first 12 weeks the uterus is still protected by the pelvis.
2. 	Once the uterus expands into the abdomen risk of injury to the fetus increases.
3. 	McDonald’s rule
a. 	Fundal height in centimeters (from pubic bone to epigastrium [upper part of abdomen]) corresponds with the length of pregnancy in weeks from 12th week to 38th week.
b. 	After 38th week fetus’s head drops in preparation for birth, and this measurement is no longer accurate.


III. Physiologic Changes During Pregnancy
	Time:  23 Minutes
	Slides: 12–27
	Lecture/Discussion
A. 	Cardiovascular system
1. 	Normal cardiac output increases by 20% to 30% in the first 10 weeks of pregnancy.
a. 	Increase in plasma volume and a decrease in vascular resistance
b. 	Increase in blood flow to the uterus
2. 	Pulse increases by 10 to 15 beats per minute.
3. 	Stress on the cardiovascular system is intensified by activation of renin-angiotensin system in the third trimester.
4. 	Increase in insulin resistance causes elevated glucose levels.
5. 	Gestational hypertension risk factors
a. 	Chronic hypertension
b. 	Type 1 or type 2 diabetes
c. 	History of smoking or cocaine use
d. 	Family history of cardiovascular disease and hypertension
6. 	Elevated position of the diaphragm will cause heart displacement and axial rotation, which can result in a third heart sound.
7. 	Blood volume and composition
a. 	Circulating blood volume expands by an average of 40% to 45%.
i. 	Affected by patient size, number of pregnancies, and number of fetuses
ii.	Though both plasma and erythrocytes increase, the proportion gives an appearance of anemia.
iii. 	Leukocyte count is elevated, but function is depressed.
iv. 	Platelet count remains stable.
v. 	Decrease in level of serum albumin and lower serum protein
vi. 	Increased coagulation factors
vii. 	Fibrinogen levels increase, nearly doubling by delivery
viii.	Pregnant women are susceptible to deep venous thrombus and pulmonary embolus.
8. 	Blood pressure
a. 	During mid pregnancy, blood pressure often decreases as a result of progesterone, which relaxes the walls around the blood vessels.
b. 	Increased jugular vein distension and bi-basilar crackles can lead CCTP to believe the patient is in right-sided heart failure.
c. 	Treatment should focus on airway management and oxygen therapy.
d. 	During third trimester, the body position affects blood pressure and cardiac output.
e. 	For patients with potential spinal injuries, it is important to tilt the backboard to relieve pressure from the vena cava. Place materials under the backboard, not under the patient.
9. 	Venous pressure
a. 	Peripheral venous pressure in lower extremities rises progressively during later stages of pregnancy.
b. 	CCTP must be cautious of excessive internal bleeding with minimal clinical signs or symptom.
c. 	Changes during pregnancy can have a profound effect on any underlying cardiovascular condition.
B. 	Respiratory system
1. 	Ventilation increases due to an increase in tidal volume.
2. 	Respiratory rate increases slightly.
3. 	Body tries to compensate for an increase in pH by creating a state of metabolic acidosis
4. 	Arterial blood gas tends to be alkalotic
5. 	Increased oxygen demand of the growing fetus results in reduced oxygen reserve for the patient. 
6. 	Accessory muscle usage is difficult in pregnant patients in respiratory distress because the diaphragm is displaced and the abdominal muscles are weakened.
7. 	Pregnant patients in respiratory arrest become anoxic faster than nonpregnant patients.
C. 	Gastrointestinal system
1. 	Gastric emptying is delayed and gastroesophageal sphincter tone is reduced, making gastroesophageal reflux common.
2. 	Increases likelihood of aspiration.
3. 	Many pregnant women suffer from chronic nausea, vomiting, and dehydration.
4. 	CCTP must consider intubation earlier because of the risk of aspiration.
D. 	Renal and endocrine systems
1. 	Renal system
a. 	30% increase in glomerular filtration rate (GFR)
b. 	30% increase in hydroureternephrosis (ureter dilation and obstruction)
c. 	Conditions lead to frequent urination and flank pain (kidney pain).
d. 	Urinary tract infections are no more common in pregnant patients but can lead to pyelonephritis if left untreated.
e. 	Patients in chronic renal failure can undergo dialysis at no risk to the fetus.
2. 	Endocrine
a. 	Endocrine system goes into overdrive at conception
b. 	Pituitary and thyroid glands enlarge
i. 	Increase in production of estrogen, progesterone, cortisol, and thyroxine
ii. 	Elevated hormones can result in insulin resistance, which leads to elevated blood glucose levels and gestational diabetes.
iii. 	Thyroid conditions may affect fetal development and cause fetal distress.
E. 	Dermatologic changes
1. 	Increased acne
2. 	Linea negra: A darkened line that develops from the navel to the vagina
3. 	Chloasma: Darkened skin patches on cheeks and forehead
4. 	Some late-term patients present with an itchy rash known as pruritic urticarial papules and plaques of pregnancy (PUPPP). This can be a life-threatening condition in a person with hypothyroidism.
IV. Critical Care Transport of the Pregnant Patient
	Time: 5 Minutes
	Slides: 28–30
	Lecture/Discussion
A. 	Treatment must focus on maintaining patient’s hemodynamics.
B. 	Taking care of the mother means the fetus is being taken care of as well.
C. 	CCTP must perform a complete physical exam, including fetal hemodynamic monitoring.
D. 	If patient is in labor, external vaginal evaluation in necessary to see if the baby has crowned.
1. 	If delivery is imminent, CCTP should assist.
E. 	Transport should not begin if delivery is imminent.
F. 	Cardiac arrest management
1. 	Mother’s health is the priority.
2. 	Standard rules for CPR apply.
3. 	Pregnant patients become hypoxic faster.
4. 	Position patient to allow for effective venous return and maximal circulation.
5. 	Disconnect fetal monitors before defibrillation.


V. Fetal Assessment and Monitoring
	Time: 12 Minutes
	Slides: 31–38
	Lecture/Discussion
A. 	Fetal circulation, oxygenation, and heart rate
1. 	Occurs through the umbilical vein and umbilical arteries
2. 	Oxygen content in the fetus is lower than that of its mother. 
3. 	Developing fetus obtains its oxygen from its mother’s blood through the placenta.
4. 	Fetus has 1 to 2 minute reserve of oxygen should the mother’s oxygen supply be cut off.
5. 	During labor, oxygen supply to the fetus is replenished between contractions.
B. 	Fetal assessment
1. 	All patient assessments start with the ABCs. 
2. 	Assessing fetal ABCs is difficult.
a. 	Mother should observe a minimum of 10 kicks every 2 hours. 
b. 	No movement indicates fetal distress, and transport should occur immediately.
c. 	Use a Doppler machine or fetal stethoscope to detect fetal heartbeat.
d. 	Normal fetal heart rate is 120 to 160 beats per minute
C. 	Electronic fetal monitoring
1. 	Recommended for all high-risk interfacility transports
2. 	External fetal monitoring
a. 	Ultrasonic transducer is applied to the abdomen
3. 	Equipment
a. 	Fetal monitor
b. 	Conducting gel
c. 	Tracing paper
d. 	Ultrasonic Doppler
e. 	External uterine activity Doppler
4. 	Skill Drill 21-1: Fetal Monitoring
a. 	Prepare all equipment prior to transport. Introduce yourself and explain the procedure to the patient.
b. 	Connect to the power source.
c. 	Connect the Doppler probe to the patient and adjust volume.
d. 	Fetal heart rate will display in green.
e. 	Make sure Auto Non-Stress Test is in the off position.
f. 	Manually set uterine Doppler to zero. Wait for alerting sound.
g. 	Press the recording switch,
h. 	Set fetal heart tone alarms.


VI. Complications of Pregnancy
	Time: 21 Minutes
	Slides: 39–52
	Lecture/Discussion
A. 	Spontaneous abortion (miscarriage)
1. 	Common in early pregnancy, with about 30% of all pregnancies ending before 20 weeks
2. 	80% of all spontaneous abortions occur in the first trimester.
3. 	Almost always arises because of some abnormality in the woman or in the fertilized ovum
4. 	Fetal death usually occurs before there is any sign or symptom.
5. 	Patients present with vaginal bleeding or cramping. 
6. 	Assessment focuses on determining whether the woman is having a spontaneous abortion or an ectopic pregnancy. 
7. 	Hypotension should be addressed with IV fluid replacement.
8. 	Treatment involves providing comfort and emotional support.
9. 	In some cases, a dilation and curettage (D&C) will need to be done to completely remove all the products of conception.
a. 	CCTP should watch for excessive bleeding (soaking more than one pad per hour) and signs of infection.
B. 	Bleeding
1. 	Vaginal bleeding in the third trimester is often associated with pathologic conditions that may be life threatening for both mother and fetus. 
2. 	One third of vaginal bleeding cases after 20 weeks result in death of fetus.
3. 	Risk of vaginal bleeding increases as the woman approaches term.
4. 	Labor is not usually associated with vaginal bleeding.
5. 	Treatment
a. 	Woman should be placed on left side in a recumbent position
b. 	Administer high-flow oxygen.
c. 	IV with Ringer’s solution or normal saline
d. 	Rapid transport to treatment facility
e. 	CCTP should never perform an internal exam.
6. 	Abruptio placenta
a. 	Premature separation of normally implanted placenta from uterine wall
b. 	Primarily associated with maternal hypertension
c. 	Can also be caused by maternal age, multiparity (more than one fetus), smoking, cocaine use, and previous history
d. 	Regardless of the cause, signs and symptoms are vaginal bleeding, abdominal pain, back pain, and uterine tenderness.
e. 	Separation may occur in such a way that bleeding is contained by the part of the placenta attached to the uterine wall. 
f. 	Physical exam
i. 	Abdomen is tender; uterus is rigid on palpation.
ii. 	Vaginal blood is dark red.
iii. 	Fetal heart sounds are absent.
g. 	Some patients spontaneously go into labor.
7. 	Placenta previa
a. 	The placenta is implanted low in the uterus and partially or completely covers the cervical canal.
b. 	Accounts for 20% of all bleeding episodes after 20 weeks of gestation.
c. 	Usual presenting complaint is bright red vaginal bleeding.
d. 	Bleeding remains painless, and uterus remains soft.
e. 	Treatment focuses on hemodynamic management.
f. 	Treatment should be accomplished with minimal movement.
8. 	Uterine rupture
a. 	Causes catastrophic bleeding
b. 	Fetal mortality is almost 100%; maternal mortality is about 10%.
c. 	Suspect this condition if patient has lost palpable uterine contour and fetus is easily palpable.
d. 	Patient usually has severe abdominal pain.
e. 	Uterine rupture can happen without trauma and is almost always associated with labor.
f. 	Women who are most at risk are women who have had many children or who have had a cesarean section.
g. 	Some incomplete ruptures go unnoticed.
h. 	There may not be significant vaginal bleeding.
i. 	Treatment consists of volume resuscitation, oxygen, and oxytocin through an IV.
j. 	CCTPs need to prepare patient for surgery.


VII. Medical Conditions During Pregnancy
	Time: 11 Minutes
	Slides: 53–59
	Lecture/Discussion
A. 	Pregnancy-induced hypertension (PIH)
1. 	Occurs in about 8% of pregnancies
2. 	Can be dangerous or fatal for both mother and fetus
3. 	Risk factors
a. 	Multiple fetuses
b. 	First-time pregnancies
c. 	Preexisting maternal hypertension
d. 	Women younger than 20 years and older than 40 years
e. 	Treatment medications include labetalol and hydralazine
B. 	Preeclampsia
1. 	Presence of hypertension, pathologic edema, and proteinuria due to pregnancy or recent pregnancy
2. 	Usually occurs after 20 weeks of gestation
3. 	Cause is not known
a. 	Rise in blood pressure is the result of vasospastic disease.
b. 	Proteinuria and edema are the result of vasospasm in the renal arteries.
4. 	Signs and symptoms
a. 	Hypertension
b. 	Edema or pathologic edema
c. 	Proteinuria
d. 	Headache
e. 	Visual disturbances
f. 	Abdominal pain
g. 	Seizures
h. 	Coma
C. 	Eclampsia
1. 	This is the preeclampsia condition after it has progressed to causing seizures.
2. 	Preeclampsia can progress to eclampsia before, during, or up to 10 days after delivery.
3. 	Treatment focuses on preventing seizures.
4. 	If seizures occur, focus is on protecting the patient.
5. 	Consider administering magnesium sulfate in consultation with the medical center.
6. 	If magnesium sulfate is not available, administer diazepam or other benzodiazepines.
7. 	Delay administration of medication to lower blood pressure until arrival at the medical center.
D. 	HELLP syndrome
1. 	Usually occurs after 20th week of pregnancy
2. 	Cause unknown
3. 	Symptoms include:
a. 	Hemolytic anemia
b. 	Elevated liver enzyme levels
c. 	Low platelet count
4. 	Clotting cascade can result in condition similar to end-stage shock with multiple organ failure.
5. 	Patient will present with blurred vision, abdominal pain, headache, and edema.
6. 	Definitive treatment can only be accomplished by delivery of the fetus.

	
VIII. Complications During Labor
	Time 12 Minutes
	Slides: 60–67
	Lecture/Discussion
A. 	Transition of fetal circulation at birth
1. 	Prior to birth, fetal lung is collapsed and filled with fluid 
2. 	During fetal transition, newborn’s lungs must expand with air within seconds
3. 	As baby’s lungs become filled with air, pulmonary vascular resistance decreases, and systemic vascular resistance increases
4. 	Blood begins to flow into the lungs, picking up oxygen.
5. 	Change in pulmonary pressure results in closing of the foramen ovale, the opening that allows blood to flow from the left atrium to the right atrium of the fetus.
6. 	Anything that delays this decline in pulmonary pressure can lead to delayed transition, hypoxia, brain damage, and death.
B. 	Preterm labor
1. 	Results in 8% to 10% of all births and in 60% of all perinatal morbidity and mortality
2. 	Defined as the onset of labor before 36 weeks
3. 	Evidenced by uterine contractions and cervical dilation
4. 	Requires specialized care at a facility capable of handling preterm labor and premature infants.
5. 	Braxton-Hicks contractions
a. 	Contractions that do not result in labor
b. 	Treatment involves lowering patient anxiety levels, bed rest, and supportive care.
6. 	CCTP need to monitor patient carefully, be prepared to address any changes in patient’s condition, and facilitate a smooth transition to the receiving hospital.
7. 	On presentation, patient should be asked about frequency and duration of contractions, passage of blood-stained mucus, and rupture of membranes.
8. 	CCTP should be prepared to deliver the baby at any time. 
9. 	Discuss administration of glucocorticoid therapy with the receiving facility.
10. 	Fetus is viable at 23 weeks of gestation, but the mortality rate is high.
C. 	Tocolytic agents
1. 	Act to stop uterine contractions
2. 	Only marginally effective in stopping premature labor
3. 	Agents of choice
a. 	Terbutaline
b. 	Magnesium sulfate
	

IX. Delivery
	Time: 29 Minutes
	Slides: 68–86
	Lecture/Discussion
A. 	Vertex
1. 	Ideal presentation; crowning is observed
2. 	Role of CCTP is to ensure delivery proceeds without complications.
B.  	Malpresentations
1. 	Breech presentations
a. 	Present in 4% of all deliveries
b. 	Increased risk of asphyxia and mortality
c. 	Most common in premature infants and in low birth weight infants
d. 	Delivery attempts should only be made with footling presentations.
2. 	Types of breeches
a. 	Frank breech
i. 	Both of infant’s hips are flexed, and feet are near infant’s head.
b. 	Complete breech
i. 	Hips are flexed, and legs are flexed at the knees. 
ii. 	Buttocks present with legs flexed and with feet along the buttocks
c. 	Incomplete breech
i. 	Similar to complete breech, except one foot extends into birth canal
d. 	Footling breech
i. 	Both feet extend into the birth canal
3. 	Delivery of breech
a. 	Patient should be in supine position with hips flexed as in normal delivery.
b. 	Patient can also be on hands and knees.
c. 	Head is most difficult to deliver because the cervix is not fully dilated
d. 	Once the head has cleared the cervix, CCTP should push against side of birth canal so that it clears baby’s nose and mouth.
e. 	Transport should continue if head does not deliver quickly.
C. 	Umbilical cord prolapse
1. 	Occurs when the umbilical cord presents first.
2. 	Cord can be compressed, decreasing blood flow to the infant
a. 	This can be fatal.
3. 	Patient should be placed in the knee–chest position on a stretcher (patient is on elbows and knees).
4. 	If patient cannot tolerate position, place in Trendelenburg position
D. 	Shoulder dystocia
1. 	Occurs when the infant is too large to travel through the birth canal
2. 	The fetal head will protrude and then withdraw.
3. 	Danger of neonatal anoxia
4. 	CCTP must assist the mother with the next contraction.
5. 	McRobert’s maneuver
a. 	Patient is instructed to hyperflex her legs to her abdomen; this widens the pelvis and lowers the lumbar spine. 
b. 	Do not apply fundal pressure or pull on the baby’s head.
c. 	If still no delivery, locate the humerus and rotate the infant’s arm toward its sternum. This will shorten the diameter of the baby’s axial skeleton.
6. 	Usual treatment is an epistomy, shoulder dislocations, or a Cesarean section.
7. 	CCTP must be prepared to provide rapid transport if situation is outside of their scope of practice.
E. 	Multiple births
1. 	Twins may share a placenta or gestational sac.
2. 	After the first delivery, infant’s cord should be double clamped.
3. 	There is usually a delay of about 15 minutes between deliveries.
4. 	During delay, transport should continue and only be interrupted if the next infant begins to emerge.
5. 	Complications should be addressed for each infant.
6. 	Monitor each infant separately once delivered.
F. 	Postdelivery care
1. 	Newborn’s ABCs and APGAR scores should be determined.
2. 	Mother’s perineum should be examined for tears.
a. 	If large tears are actively bleeding, apply direct pressure.
b. 	Often source of bleeding is not easily identified
c. 	Uterus should be massaged with one or two large-bore IVs established, with a crystalloid solution running open.
d. 	High flow oxygen should be applied and medical control may order pitocin, which aids in contractions.
3. 	Infant should be thoroughly cleaned and dried, wrapped in warm blankets, and placed next to its mother.
4. 	Monitor APGAR scores.
5. 	Continue supportive care as needed.


X. Postdelivery Complications
	Time:  14 Minutes
	Slides: 87–95
	Lecture/Discussion
A. 	Amniotic fluid embolism
1. 	Occurs when fetal tissue crosses over the placental barrier into maternal circulation.
2. 	Most frequent cause is lacerations to the placenta site, the endocervical vein, or areas in the lower portion of the uterus
3. 	Amniotic fluid leakage into maternal circulation can cause obstruction to the mother’s organs, causing multiple organ failure and respiratory and cardiovascular compromise.
4. 	Causes
a. 	Trauma
b. 	Multiple births
c. 	Longer gestational periods
d. 	Women over 40
5. 	Symptoms
a. 	Mother presents with sudden onset shortness of breath and hypotension.
b. 	Other signs include chest pain, restlessness, anxiety, coughing, vomiting, pulmonary edema with pink, frothy sputum, seizures, coma, and sudden death.
6. 	50% mortality rate
7. 	CCTP must recognize signs and symptoms early and treat with airway management, fluid resuscitation, and immediate transport.
B. 	Postpartum hemorrhage
1. 	Causes
a. 	Trauma: Tearing away of the placenta or ruptured placenta
b. 	Tone: Inability of the uterus to contract, leading to extended bleeding
c. 	Tissue: Unexpelled fetal product or placenta
d. 	Thrombin: Bleeding disorders of the mother that prevent clotting.
2. 	Treatment 
a. 	Padding
b. 	Fundal massage
c. 	Oxytocin IV drip after delivery of placenta
C. 	Rh incompatibility and erythroblastosis fetalis
1. 	Rh incompatability
a. 	Difference in Rh factors between mother and fetus.
b. 	Manageable prenatally
c. 	Blood of mother and infant can mix during delivery.
d. 	Antibody reaction and inflammatory response may result.
e. 	Symptoms
i. 	Maternal fever
ii. 	Nausea
iii. 	Vomiting
iv. 	Shortness of breath
2. 	Erythroblastosis fetalis
a. 	Occurs when the mother’s antibodies attack fetal cells.
b. 	Can lead to in utero anemia
c. 	On delivery, newborns may appear jaundiced, swollen, and pale.
d. 	Treatment includes addressing anemia with blow-by oxygen and admission to neonatal intensive care unit for treatment of high bilirubin count.
D. 	Uterine inversion
1. 	If placenta remains attached to uterus, uterus will invert and protrude from the vagina during its attempts to expel the afterbirth
2. 	Surgical intervention is usually necessary.
3. 	CCTP can flush the vagina with saline, which will cause the uterus to reinflate and return to its normal position.
4. 	Administration of oxytocin can prevent further contractions.


XI. Gynecologic Emergencies
	Time:  20 Minutes
	Slides: 96–108
	Lecture/Discussion
A. 	Ectopic pregnancy
1. 	Extra-utero conception
2. 	Fetus is not viable
3. 	Life-threatening condition for the mother
4. 	Should be suspected in all women of childbearing age who have sudden onset abdominal pain or unexplained vaginal bleeding
5. 	Surgery is the most common treatment.
B. 	Pelvic inflammatory disease (PID)
1. 	Causes inflammation to reproductive system
2. 	Most commonly the result of sexually transmitted diseases
3. 	If untreated, scarring occurs, and organs become nonfunctional.
4. 	Symptoms
a. 	Back and abdominal pain
b. 	Painful urination
c. 	Low grade fever
5. 	Treatment is done with IV antibiotics.
6. 	CCTP must be aware of any drug interactions when transporting patients who are on antibiotics.
C. 	Toxic shock syndrome
1. 	Growth of gram-positive Staphyloccus aureus and Streptococcus pyrogenes bacteria
2. 	Super-absorbent tampons can aid in bacteria colonization
3. 	Symptoms
a. 	High fever
b. 	Body rash
c. 	Headache
d. 	Hypotension
4. 	Treatment includes airway management, fluid resuscitation, and IV antibiotics.
D. 	Ovarian cysts
1. 	Usually undetectable and self-resolving
2. 	Some continue to grow and cause abdominal pain
3. 	Symptoms
a. 	Abdominal pain
b. 	Nausea
c. 	Vomiting
d. 	Frequent urination
4. 	Treatment
a. 	NSAIDS; in severe cases morphine or fentanyl
b. 	CCTP should assume ectopic pregnancy until diagnosed otherwise.
E. 	Ruptured ovarian cysts
1. 	Causes mild to severe hemorrhaging
2. 	Symptoms
a. 	Increased lower abdominal and pelvic pain
b. 	Vaginal bleeding
c. 	Hypovolemia leading to shock
3. 	Treatment
a. 	Control immediate life threats.
b. 	Laparoscopic surgery to control bleeding and remove cyst
F. 	Pathologic ovarian cysts
1. 	Can be cancerous
2. 	Treatment involves removal of cysts or ovaries, or a complete hysterectomy
3. 	Polycystic ovary syndrome
a. 	Enlarged ovary with multiple cysts
b. 	Symptoms
i. 	Insulin resistance
ii. 	Obesity
iii. 	Abdominal pain
iv. 	Vaginal bleeding
v. 	Infertility
c. 	Patients have little tolerance for extended transports, and CCTP should consider pain management.
G.	Ovarian torsions
1.	Often a cause of lower abdominal pain in females that initially presents similar to appendicitis or an ectopic pregnancy
2.	Possible causes
a.	Increased ovarian weight secondary to blood retention
3.	If not treated, condition can lead to:
a.	Ovarian infarction
b.	Loss of function
H. 	Gynecologic trauma
1. 	Hematoma can result from blunt trauma to the vulva, known as a straddle injury.
2. 	Treated with ice and compression
3. 	Use a Foley catheter if urine flow is obstructed.
I. 	Sexual assault
1. 	Address ABCs
2. 	Patient is a living crime scene
3. 	Do not allow the patient to void or shower, and limit unnecessary treatments.
4. 	Cover the patient to capture trace evidence.
5. 	Request a rape kit.

XII. Flight Considerations
	Time: 2 Minutes
	Slide: 109
	Lecture/Discussion
A. 	Avoid delivering an infant in flight whenever possible.
B. 	Full patient assessment must be done prior to launch to make sure delivery is not imminent.
C. 	Flight can cause stress to both the mother and the fetus.
D. 	Flight CCTP should consider using analgesics to ease patient anxiety.





