
a definitive diagnosis may not be necessary in the ED and an
appropriate referral for a more extensive evaluation may be
necessary. 

Abuse/Accidents/Foreign Objects. Once sexual abuse is
suspected, treatment should be directed toward the injury and
protecting the child. The child should be evaluated as per the
abuse guidelines for the facility. Reporting abuse is mandato-
ry and should be promptly initiated. Depending on the
degree of injury, age of the child and evaluation needed,
referral to a child abuse team may be indicated. Also surgical
intervention by a pediatric gynecologist or a general gyne-
cologist may be warranted depending on the degree of trau-
ma caused by the abuse. Consult the specific hospital proto-
col at the facility for guidance with child abuse investigation.

Some accidents, such as minor straddle injuries, are
relieved with cold compresses. Care must be taken not to
have an ice pack placed directly on the affected tissue in
order to prevent thermal injury. If clitoral lacerations are
present, but hemostatic, allow them to heal by secondary
intention. The clitoris is a highly innervated organ and
sutures may cause strictures leading to chronic pain and/or
discomfort. Give a periwash bottle and instruction to main-
tain proper hygiene.

Foreign objects can typically be identified with a basic
gynecologic exam. Positioning for a gynecologic exam may
vary depending on the comfort level and cooperation of the
patient. The dorsal lithotomy position with legs in stirrups is
the most common. Other positions include a knee–chest
positioning and a “frog-leg” positioning. The prior positions

are best used in the young adolescent. If the adolescent is not
sexually active and hymen is not intact a light as from an
otoscope may be used to perform the exam. A speculum is
not always needed, nor appropriate. Internal examination
should be completed using index finger. If the removal is
unable to be completed in the ED or there are concerns
regarding retention of the foreign body, surgical consultation
may be needed. Treatment includes the removal of the object
and genital hygiene education.

Hypothalamic-Pituitary-Ovarian Dysfunction. Though
there are irregularities in the female menstruation cycle in
adolescents, intervention is not always needed unless there is
underlying anemia. The hypothalamic-pituitary ovarian axis
will mature in most adolescents within one to two years.
However, in the face of anemia medical management is the
gold standard because the underlying problem is hormonal,
not structural in adolescents.

For mild anemia, hemoglobin >11 g/dL, a course of
NSAIDs may be used to reduce menstrual flow by 20% to
50%. NSAIDs work by blocking prostaglandin formation.
Common regimens include, ibuprofen 400 mg three times
per day and naproxen sodium 275 mg every 6 hours.16,39-42

Duration of use varies from the first few days of menses to
the entire 4-7 days of menses.31,39 The greatest benefit with
NSAID therapy is seen with ovulatory bleeding. Concurrent
iron replacement is needed until the anemia is corrected. 

Acute uterine bleeding with moderate to severe anemia,
can be medically managed with conjugated equine estrogen
therapy, which facilitates rapid growth of the endometrium.
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results

> 11g/dL/ 33%
• Reassure patient
• Iron supplementation
• NSAIDs
• Menstrual calendar
• Followup with primary 

doctor within 1 week

< 9g/dL/ < 27%
• Monitor VS for hemody-

namic stability
• ABCs
• Consult gynecologist
• Consider admission for 

further evaluation

9–11g/dL/ 27-33%
(actively bleeding)
• Oral contraceptive agents
• Antiemetic
• Iron supplementation
• Close followup with 

primary doctor in 
1-2 days

Figure 2. Treatment of Dysfunctional Uterine Bleeding in the Emergency Department

Key — NSAIDs, nonsteroidal anti-inflammatory drugs; VS, vital signs; ABCs, airway, breathing, circulation


