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Abstract
Aims: To determine the pattern of gynaecological emergencies in ESUTTH, Enugu; and generate statistics for
budgeting and development of the new unit. Literature reviews on common emergencies were done.
Method: The gynaecological emergency register was reviewed retrospectively from May 31, 2017 back to April
1, 2016. Data on patient’s age, parity, provisional diagnosis, modes of care, and procedures offered patients
were extracted from the register and analysed with Excel 2007 software. The results were presented in tables,
percentages and figures.
Results: A total of 259 patients were seen. Majority of them were of age ranges of 20-29years 106(40.9%) and
30-39years 108(41.7%) respectively. The patient’s parities were: nulliparous 98(37.8%), multiparous
141(54.4%) and Para ≥ 5 20(7.7%). A total of 149 (57.6%) abortions presented to the clinic. The various types
of the abortions were: incomplete 66(25.5%), threatened 58(22.4%), complete 9(3.5%), missed 10 (3.9%) and
inevitable 6(2.3%). Symptomatic fibroid 18(6.9%), ovarian cyst 15(5.8%), ectopic pregnancy 11(4.3%), cervical
cancer 6(2.3%), pelvic inflammatory disease 8(3.1%), sexual assault 5(1.9%). and other cases 47(18.1%)
accounted for the rest of the emergencies. Majority 219(85.2%) of the patients had no surgical procedure while
33(12.7%) had manual vacuum aspiration, and 7(2.7%) had exploratory laparotomy. Most 169(65.2%) of the
patients were managed as outpatients while 90(44.2%) were in-patients.
Conclusion: Abortions accounted for more than half of the diagnoses in this study. Resuscitative facilities like
intravenous fluid, drugs, oxygen, anti-shock garments, blood; and diagnostic equipment like pregnant test,
ultrasonography, laparoscopy, and hysteroscopy should be available in the new clinic. They are essential for
prompt diagnosis, resuscitation, treatment; and for teaching medical students and hands-on-learning by
resident doctors. The manual vacuum aspiration room should be equipped to cope with the emergencies.
Contraceptive methods including post-abortion intra uterine contraceptive device, injectable, and sub dermal
implants should be available.
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I. INTRODUCTION
Gynaecological emergencies are disease conditions of the female reproductive system that threaten the
life of the woman, her sexual functions and her fertility. In developed countries with good health infrastructure
and diagnostic tools, such emergencies are managed in equipped specialist emergency gynaecological units that
provide swift-integrated interventions in terms of prompt diagnosis and treatment to minimize adverse
outcomes. The services are women-friendly and open 24hours every day. The units are manned by specialist
nurses, sonologists, laboratory scientists and gynaecology team headed by a consultant gynaecologist. In USA,
gynaecological emergencies account for 1.4 million visits to emergency department and 24.3 visits per 1000
women of reproductive age [1].
In the contrary, gynaecological emergency units in developing countries are relatively new, poorly
equipped with resuscitative and diagnostic facilities, only availability in some teaching hospitals, costly and
patients access them late and as the last resort. The clinics are open 8am to 4pm Monday to Friday only.
Gynaecological emergencies constitute significant public health problems in the tropics [2]. About 30% of
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emergency abdominal operations in Africa are due to obstetric or gynaecological conditions [3, 4]. These
emergencies are usually classified as pregnancy related or non-pregnancy related [5]. Pregnancy-related
emergencies are commonly ectopic pregnancy, miscarriage and unsafe abortion while non-pregnancy related
emergencies include acute pelvic inflammatory disease, torsion of ovarian cyst, menstrual disorders,
gynaecological malignancies, coital laceration and sexual assault. These common conditions should be
suspected first when patients present as gynecological emergencies, and should be excluded before considering
less common cases [6]. Advances in ultrasound, pregnancy tests, laparoscopy, hysteroscopy, antibiotics and
more specialists in such emergency department, however, have led to prompt diagnosis and increased treatment
options [7]. We studied the pattern of gynaecological emergencies in ESUTTH, Enugu to enable us generate
statistics for planning and budgeting for the effective running of the new clinic.

II. MATERIALS AND METHODS
ESUTTH is owned by the Enugu state and it is accredited for training both medical students and
resident doctors. It is a tertiary hospital that serves Enugu state and its neighbouring states. The obstetrics and
gynaecology department has two professors, a reader, 9 consultants and 18 resident doctors. The department
provides healthcare in areas of obstetrics, general gynaecology, gynaecology oncology, urogynaecology,
reproductive health, family planning and gynaecological emergencies. A senior register, a register, two house
officers and two nurses run the gynaecological emergency clinic in a-month-rotatory basis from Monday to
Friday 8am to 4:00pm since its inception on April 1, 2016.They attend to the gynaecological emergencies that
present during these periods. Other gynaecology emergencies that present to the hospital outside this period are
seen in the accident and emergency department, and consults send to the obstetrics and gynaecology department.
Method
The gynaecological emergency register in the clinic was reviewed from April 1, 2016 to May 31, 2017.
Data on patient’s age, parity, provisional diagnosis, modes of care, and procedures offered patients were
extracted from the register and analysed with Excel 2007 software. The results were presented in tables,
percentages and figures.

III. RESULTS
Two hundred and fifty nine (259) patients were seen in the gynaecological emergency clinic during the
study period. Table 1 showed the age ranges of patients were: 30-39 years 108(41.7%), 20 -29 years
106(40.9%), and 40- 49 years 29(11.2%). Others were: < 20 year 11(4.2%) and > 49years 5(1.9%). The
patients’ parities were nulliparous 98(37.8%), multiparous 141(54.4%) and para ≥ 5 20(7.7%). Abortion was the
commonest diagnosis as 149(57.6%) of the patients presented with different types of abortion (Table 2 and
Figure1). Patients with incomplete abortion were 66(25.5%), threatened abortion 58(22.4%), complete abortion
9(3.5%), missed abortion 10(3.9%) and inevitable abortion 6(2.3%). Symptomatic fibroid were 18(6.9%),
ovarian cyst were 15(5.8%), ectopic pregnancy were 11(4.3%), cervical cancer were 6(2.3%), pelvic
inflammatory disease were 8(3.1%), sexual assault were 5(1.9%) and other patients were 47(18.1%).
Many patients 219(85.2%) did not have any surgical procedure while 33(12.7%) had manual vacuum
aspirations, and 7(2.7%) had exploratory laparotomy. 169(65.2%) patients were managed on outpatient basis
while 90(44.2%) wereadmitted to the gynaecology ward.
Table 1: Distributions of age and parity of the patients
Age (years)
Number
Percentage (%)
<20
11
4.2
20- 29
106
40.9
30- 39
108
41.7
40- 49
29
11.2
> 49
5
1.9
Total
259
100
Parity
Nullipara
98
37.8
Para 1 –4
141
54.4
Para ≥5
20
7.7
Total
259
99.9
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Table 2: Diagnosis, Modes of care and Procedures offered patients

Figure 1: Diagnoses of gynaecological emergencies in ESUTTH, Enugu

IV. DISCUSSION
Abortion accounted for 57.6% of the gynaecological emergencies in this work, and 78.3% of emergencies in a
rural general hospital in Kebbi state, Nigeria [6]. Most of these abortions may be unsafe. Unsafe abortions are
associated with 13% maternal mortality worldwide [8]. WHO estimated a global annual unsafe abortion rate of
20 million [9, 10] with 98% of them occurring in developing regions [10, 11]. Emergency gynaecological units
in the developing countries must prioritize its development and equipment to cope with the burdens of
miscarriages and unsafe abortions. Resuscitative facilities like wide bore cannula, intravenous infusions, blood,
broad spectrum antibiotics, steroids and anti-shock garments should be available in such specialist centres.
Pregnancy tests, ultrasonography, manual vacuum aspirations and misoprostol are important for the diagnosis
and emergency treatment of abortion complications. The method of uterine evacuation by dilatation and metal
curettage is no longer the choice method because of the associated complications like anaesthetic risks,
infection, cervical trauma and insufficiency, uterine perforation, bleeding, decreased fertility and Asherman’s
syndrome. The components of post abortion care like emergency treatment for complications of spontaneous
and induced abortion; post-abortion family planning, and linkages to comprehensive reproductive healthcare,
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community and service provider partnerships, counselling, and other health services should be given high
priority in the new specialist units [12-14].
Ruptured ectopic pregnancy is a life-threatening condition that requires swift resuscitation, emergency
laparotomy and salpingectomy to avert maternal death. It is the leading cause of maternal morbidity and
mortality in the early half of pregnancy [15, 16]. The patients usually present late and in shock in the developing
countries. More than 4.3% of the gynaecological emergencies in this study presented as ectopic pregnancy, and
5.3% of emergencies in Kebbi state, Nigeria. High index of suspicion of ectopic pregnancy is very important for
early diagnosis and intervention to reduce the associated morbidity and mortality. It should always be ruled out
when a woman of the reproductive age presents with amenorrhea and abdominal pain to avoid catastrophic
outcome due to the associated haemorrhage. The gynaecology theatre, should be in close proximity to
gynaecological emergency units to avoid hospital delays
Uterine fibroid is a benign smooth muscle tumour that arises from the myometrium. It is the commonest
tumour found in the human body at death [30]. The risk factors include advance age, nulliparity, pelvic
infections and black race [17, 18]. Most fibroids are asymptomatic but 35-50% of them can present with
symptoms [18]. These symptoms can arise because of the location, size, degeneration, necrosis, torsion,
adenomyosis, and expulsion of pedunculated submucous fibroid through the cervix [19]. Symptomatic fibroids
accounted for 6.9% of gynaecological emergencies in this study. The new unit should have a functional
ultrasound machine for ease diagnosis of cases. Analgesics, intravenous infusions, blood and definite surgeries
like myomectomy, polypectomy and hysterectomy should be available.
Ovarian cysts are responsible for 5.8% gynaecological emergencies in ESUTTH, Enugu during the study
period, and 7.9% in Kebbi. The classifications of ovarian tumours are based on the cells of origin, and can be
epithelial, dermoid, stromal and germ cell, and 80% tumours of the ovary are benign [20-23]. Ovarian cysts
become symptomatic as a result of torsion, haemorrhage, rupture, endometriotic and/or cancerous changes. The
contents of ruptured endometriotic and dermoid cysts are extremely irritant and can cause chemical peritonitis,
severe abdominal pain, collapse and signs of acute abdomen. Ultrasonography is essential for differentiating the
causes of such emergencies. An emergency laparotomy for cystectomy or ovarectomy is often required.
About 1.9% of the emergencies in our study were due to sexual assaults. Sexual assault is any form of nonconsensual (i.e. forced or coerced) sexual act and need not involve penetration of an orifice [24]. It can result in
serious physical, mental, sexual and reproductive health problems for the victim. Unwanted pregnancy, unsafe
abortion, and sexually transmitted infections (including human immunodeficiency virus and hepatitis B virus
infections) can occur. Post-traumatic stress disorder, depression, suicidal ideation, drug and alcohol abuse are
the other common complications. Sexual assault is underreported because of fear of discrimination and
stigmatization. The few that present for care do so when there are injuries or fear of becoming pregnant. The
genital injury following rape varies between 10%-80% and non-genital injuries vary between 31%- 82% [24].
Risk of pregnancy after rape is about 5% [25]. Over 50% of rapes victims suffer post-traumatic stress disorders
[24]. The principles of management include a comprehensive patient assessment, meticulous documentation,
counselling, and treatment of genital injury, infections, tetanus prophylaxis, post-exposure prophylaxis for HIV,
emergency contraception, vaccination against hepatitis B virus and psychological support [26]. The
comprehensive patient assessment should include the date, time, place and nature of assault (e.g. drug assisted
rape), patient’s appearance, injury, and multiple swabs from the vulva, vagina, cervix, perineum and rectum.
The involvements of the police, forensic medical expert and psychiatrist may also be necessary.
Pelvic inflammatory disease (PID) is a spectrum of polymicrobial inflammatory disorders of the upper female
genital tract, and consists of endometritis, salpingitis, oophoritis or tuboovarian abscess and pelvic peritonitis.
Neisseria gonorrhoea and Chlamydia trachomatis are implicated in most cases. Acute PID is the commonest
gynaecological emergency that is not associated with pregnancy [27]. It is responsible for 3.1% of cases seen in
ESUTTH, Enugu. Early diagnosis and prompt effective treatment are required to minimize its adverse
complications like tubal factor infertility, ectopic pregnancy, tubo-ovarian abscess and chronic pelvic pain. The
risk factors are young age, sexually transmitted infections, unsafe abortion, and multiple sexual partners [28].
Laparoscopy is the gold standard for its diagnosis but due to cost, limited access, and risks of surgery its use is
limited. Centres for Disease Control (CDC) [29] adopted minimum criteria of: lower abdominal tenderness,
bilateral adnexal tenderness and cervical motion tenderness for the clinical diagnosis of PID. Other additional
criteria that support the diagnosis of PID include: temperature > 38.3 0C, abnormal cervical or vaginal discharge,
elevated erythrocyte sedimentation rate, elevated C-reactive protein, documented cervical infection with N.
gonorrhoeae or C. trachomatis. In selected cases, definitive diagnostic criteria include: laparoscopic findings
suggestive of PID, histopathological evidence of endometritis on endometrial biopsy, and imaging technique
showing thickened fluid-filled tubes with or without free pelvic fluid or tubo-ovarian complex. The CDC criteria
have sensitivity of 83% [7], while laparoscopy, abdominal and transvaginal ultrasound have 78% and 80%
sensitivity respectively [30]. Ultrasonography can also exclude other differential diagnoses like ectopic
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pregnancy and tubo-ovarian abscess. The treatment is usually empirical. The Outpatient and inpatient regimens
choice of antibiotics should cover N. gonorrhoeae, C. trachomatis, aerobes and anaerobes [36].

Outpatient regimens include:
• Oral ofloxacin 400 mg twice daily plus metronidazole 500 mg twice daily for 14 days
• Intramuscular (IM) ceftriaxone 250 mg single dose or IM cefoxitin 2 g single dose with oral probenecid 1 g,
followed by oral doxycycline 100 mg twice daily plus metronidazole 400 mg twice daily for 14 days
Inpatient regimens include:
• Cefoxitin IV 2 g 6 hourly plus doxycycline 100 mg orally 12 hourly, followed by oral doxycycline 100 mg
twice daily plus metronidazole 400 mg twice daily for a total of 14 days
• Clindamycin IV 900 mg plus gentamycin (2mg/kg loading dose followed by 1.5 mg/kg 8 hourly or as an
equivalent single daily dose), followed by either oral clindamycin 450 mg orally four times daily or oral
doxycycline 100 mg twice daily plus oral metronidazole 400 mg twice daily to complete 14 days treatment
The goals of treatment are to relief the acute symptoms and prevent long term complications. Contact
tracing and treatment are important part of the treatment. Very few procedures were recorded for the patients.
Only 33/82 (40.2%) of patients that required manual vacuum aspirations had the procedures. May be many of
the abortion cases absconded or rejected the procedures on account of the misconceptions that associate such
procedure to infertility. Some may have chosen medical method of uterine evacuation with the commonly
available misoprostol at home. Again seven laparotomies were recorded for 11 ectopic pregnancies and 15
ovarian cysts. This is a retrospective study and it appears that many of the procedures were not recorded in the
clinic register.

V. CONCLUSION
Abortions accounted for more than half of the diagnoses in this study. Other common emergencies
include ruptured ectopic pregnancy, symptomatic uterine fibroid, pelvic inflammatory disease, and sexual
assaults. Resuscitative facilities like intravenous fluid, drugs, oxygen, anti-shock garments, blood; and
diagnostic equipment like pregnant test, ultrasonography, laparoscopy, and hysteroscopy should be available in
the new clinic. They are essential for prompt diagnosis, resuscitation, treatment; and for teaching medical
students and hands-on-learning by resident doctors. The manual vacuum aspiration room should be equipped to
cope with the emergencies. Contraceptive methods including post-abortion intra uterine contraceptive device,
injectable, and sub dermal implants should be available.
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