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TACOMA, WASHINGTON 98431

October 24, 2006

REPLY TO
ATTENTION OF

Clinical Clerkship in Obstetrics and Gynecology

Welcome to Madigan Army Medical Center. We are one of the major US Army
medical facilities participating in the Clinical Clerkship Program. This program is well
supported by the commander of the hospital, as well as the clinical staff. We are very proud
of our training program and our opportunity to contribute to your medical education. The
following information is provided to assist in orienting you to Madigan and Fort Lewis and to
make your time with us successful and productive.

Directions to Fort Lewis and Madigan Army Medical Center

From I-5 take Exit 120 (Ft. Lewis Main Gate). When you get off I-5 at Exit 120, the
road branches with the right branch proceeding to “North Fort Lewis.” Stay to the left
(straight) to Fort Lewis, which is the main post. Proceed to the Visitors Center for your
visitor's pass to Fort Lewis. The Visitors’ Center is to the right before you get to the actual
“gate.” You must have your driver’s license, vehicle registration, and proof of insurance.
After receiving your pass, take a right turn out of the Visitor Center and go to the third traffic
light and turn left onto Pendleton Avenue. Go approximately 1-_ miles to Madigan (name of
street changes to Jackson Avenue). Do not exceed posted speed limits. Madigan will be on
the left and park in any parking lot except patient parking areas.

Check-In

If you arrive at Madigan between 7:30 a.m. and 4:00 p.m., report to the Graduate
Medical Education (GME) office located in the Nursing Tower, 8N, Room 865 (Point of
Contact at the GME office is Kathy Rogers. Ms. Rogers’ phone number is 253.968.1511.
The address is Graduate Medical Education, Madigan Army Medical Center, ATTN: MCHJ-
EDME, Tacoma, WA 98431.) It is recommended that you try to arrive at the GME office no
later than 2:30 pm. This will give you time to check in with Ms. Rogers and then go down to
the Provost Marshal’s office to get your Madigan badge. Once you’ve checked in with GME
and completed your inprocessing, you may proceed to the Fort Lewis Lodge, Bldg. 0211 on
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Utah Street. (The easiest route is to go back out to Jackson Avenue (main road in front of
the hospital) and go left out to Madigan Gate. Get on I-5 going south and re-enter Fort
Lewis at Main Gate where you first obtained your vehicle pass. Follow the signs to the lodge
— Turn right at second light onto Nevada Avenue. The lodge is approximately _ mile from
the light on the left side of the road, telephone number 253.964.0211.) You will check in and
receive the key to your room in the Visiting Officer's Quarters (VOQ). The VOQ is located in
Buildings 9901 and 9906 and are about a _ mile from Madigan. Further directions will be
given to you by lodging personnel when you check in.

If you arrive after 4:30 p.m. and before 6 p.m., report directly to the Fort Lewis Lodge
and then to the VOQ. If you will be unable to arrive until after 6 p.m., please call the Fort
Lewis Lodge at 253.964.0211 and guarantee your room with a credit card. If you have made
other arrangements for lodging, please call the Fort Lewis Lodge and cancel your
reservations.

Medical students are expected to report to the Madigan Clerkship Director in the
OB/GYN Clinic (Dr. Jodi Schulz) at 6:30 a.m., the morning following your OB/GYN Clerkship
Orientation at UW. The clinic is located on the ground floor at the bottom of the escalator in
the Medical Mall. If you have any questions, please page Dr. Schulz at 253.596.7950 or
Karen Knight at 968-1161.

Telephone Messages and Mail

Following is a list of telephone numbers in the department. You will be given a
department telephone roster upon arriving at the clinic.

Dr. Jodi Schulz, Clerkship Program Director 253.596.7950 (digital pager)

Karen Knight, Assistant 253.968.1161
Front Desk, Clinic 253.968.1740
Labor & Delivery 253.968.1540/1535

Karen Knight will accept emergent messages for you. If you wish to have your mail
forwarded, please use the following address:

Commander

Madigan Army Medical Center

ATTN: MCHJ-OG (Medical Student-Your Name)
Tacoma, WA 98431

Housing and Meals

Several rooms at the VOQ are available to medical students. These rooms include
access to kitchen and laundry facilities. In very unusual circumstances, a student may be
asked to vacate a room in order to give priority to an active duty service member.

While at Madigan, you may purchase all meals in the hospital dining facility. The
Madigan Café, located near the old hospital, is open for lunch only. Additionally, located
near the hospital dining facility are located the following: snack bar, hours 10-2, Monday
thru Friday; Frank’s Franks and Anthony’s Pizza both of which are open from 8-4 Monday



thru Friday. There are refrigerators and microwaves available in the break room in the clinic
and on the Labor and Delivery Deck.

Dress

At all times you are expected to present a neat and clean appearance. During the
workweek, male students should wear a shirt, tie, slacks, and short white coat. Blue jeans
and shorts are not acceptable attire during normal working hours.

Scrubs are worn on Labor and Delivery and in the operating room. Scrubs are not to
be worn outside the hospital and soiled scrubs should be changed as soon as possible. On
weekends, more casual clothing may be worn at the direction of the senior residents.

Lockers

Lockers for medical students are available on Labor and Delivery (L&D), in the
operating room, and in the clinic.

Night Call

During your clerkship you will be assigned to night call on Labor and Delivery (L&D)
every fourth or fifth night. During weekdays, night call begins at 5:00 p.m. and ends at 7:00
a.m. After 7 a.m. you will need to report to your assigned team for instructions on your day
schedule. Medical students should not be working past noon on postcall days. On
weekends, call begins with board rounds on L&D at 7:00 a.m. and ends the next morning at
7:00 a.m.

Department Conference Schedule

There is a formal conference and morning report each weekday at 7:00 a.m. in the
OB/GYN conference room (located across the hall from the back of the clinic in the Human
Resources Department). Attendance is mandatory. On Mondays there is a quiz on an
assigned reading topic and then morning report follows. Each Wednesday morning is
dedicated to didactic lectures; however, UW students will attend lectures at UW during this
time.

Again, we wish you the best during your rotation with us and hope that you have an
interesting and rewarding clerkship. If you have any questions we have not covered in this
handout, please contact Karen Knight at 253.968.1161 or e-mail her at
Karen.knight@amedd.army.mil.

Jodi Schulz, M.D.

Major, Medical Corps, U.S. Army

Chief, Obstetrics Service &
Clerkship Program Director
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Welcome!!

Obstetrics and Gynecology is a unique field combining primary care with
specialized care for women. While it is impossible to cover all the important information
in a single guide, it is our intent that this guide will help orient and direct you throughout
your rotation. Your primary points of contact should be the administrative chief resident,
assigned mentor, or individual service chiefs and senior residents.

Our department is divided into teams. There are GYN REI/UROGYN, Oncology,
and OB. REI/UROGYN teams manage reproductive endocrinology, infertility medicine,
and Urogynecology patients. The GYN oncology team manages all the gynecological
malignancies. The obstetric service manages all complicated and uncomplicated
pregnancies. The GYN team manages benign gynecological processes.

All teams round daily. Morning rounds start around 0600 and are completed no
later than 0640. Service rounds are conducted on a daily basis with the assigned staff
attending physician from 0640-0700. Morning Report starts at 0700 in the Sakakini
Conference Room; attendance and punctuality are mandatory. Lectures by staff are
given generally at noon in the Resident Resource Room (RRR) (located in the clinic
area). Please consult Ms. Knight for updates in this schedule.

The clinic is open from 0800 to 1600. Intern and resident schedules are available
from the senior resident on each service. Everyone takes call. Call begins everyday at
1700. Weekend and holiday call starts at 0700. You will be provided with one-half day a
week of administrative time. This time may be used to catch up on telephone consults,
patient charting, or returning laboratory results.
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OBSTETRICS SERVICE

The OB Service is composed of an OB R4, Night Float R3, L&D R2, Antepartum
R3, and other residents assigned to the Antepartum Service and Labor & Delivery.

1. OB Antepartum Service: The OB Senior Resident, OB R2, and either the Family
Practice Antepartum resident or rotating intern will manage the antepartum admissions.
Medical students will also be assigned to the service. The intern and medical students
will be responsible for admission workups and daily ward work, under the supervision of
the OB R4. The team will round twice daily. They will also be responsible for
Complicated OB Clinic on Monday and Friday. There is a joint perinatal/neonatal
conference at noon on Friday.

2. Postpartum Rounds: These shall be conducted by the Antepartum R3, the OB L&D
intern, and other residents every morning. Medical students assigned to L&D will assist
in them. Rounds start around 0600 on weekdays, weekends and holidays. All rounds on
weekdays will be completed by 0645. Any problems will be brought to the attention of
the Antepartum R3. All patients should have a progress note daily. All notes entered by
medical students must be co-signed.

3. Postpartum Discharges and Notes: In general, discharges will be conducted by the
interns or residents, and postpartum daily progress checks by medical students and
interns. A discharge note consists of temperature, condition of patient, activity and diet
permitted, discharge HCT, rubella titer, whether Rhogam was administered in Rh
negative women, status of breasts, episiotomy, lochia, uterine firmness and height,
contraceptive counseling, and medications prescribed. This is filled out in the discharge
summary. All discharges must be co-signed by the Antepartum R3. All patients
receiving a rubella vaccine should be counseled, and have a note on the chart
documenting it, to avoid pregnancy for at least three months. Patients started on oral
contraceptives should have a completed counseling note describing risks and
contraindications.

4. Morning Report: The interns and medical students assigned to L&D will attend
morning report at 0700 hours daily unless requested by the OB L&D to remain on L&D
due to high volume of parturients. Morning report will NEVER be missed because
rounds were not completed. OB board rounds on L&D immediately follow morning
report at 0800.

5. Admission to Labor & Delivery: The intern or medical student is able to initially
evaluate all patients in the examining room. Patients with question of ruptured
membranes, preterm contractions, and bleeding will be examined by the L&D R2 first. In
general, patients are admitted when contractions are less than 5 minutes apart and
cervix showing change, or at least 2-3 cm dilated. However, all ruptured membranes are
admitted. Patients who have certain high-risk conditions (eg. post-dates, IUGR,
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bleeding, pre-eclampsia, etc.) are generally admitted. The determination will be made
by the PGY-2 in charge of the Labor & Delivery Unit. Medical students and interns will
be required to assist in all admission paperwork; a guide to the required paperwork is
available on L&D. It is the responsibility of the intern or medical student to review the
admission data with the OB R2 for completeness. NO patient will be sent home without
consulting with the OB R2. or a more senior resident or staff.

6. Counseling Patients: An intern or resident will counsel all labor patients for
delivery. The availability of analgesic and anesthetic modalities, internal/external
monitoring, O2 therapy, and the possibility of complications will be briefly explained to
patients. A note will be entered on the Labor Record documenting the counseling. The
counseling physician and the patient will sign the consent form. Patients need to be
asked about advance directives and documentation of such HAS to be noted on CIS
(Hospital and Command policy).

7. Labor Tracings: ALL events of obstetric importance and their times of occurrence
will be recorded on the CIS computer. Examples include the flow rate of Pitocin, dosage
of epidural injection, position of patient, cervical examination, O2 therapy, etc. This is
primarily done by the nurses, but should be reviewed by the physicians.

8. Labor Record: An entry will be made on the labor record for each examination or
intervention. It is accessed by CTRL F6.

9. Distribution of Patients: Interns and medical students will be assigned patients to
follow through labor. Generally, they will deliver the patients whom they follow. Every
attempt will be made to provide interns and medical students with adequate experience
performing vaginal deliveries. OB residents at R2 level or above will supervise the
deliveries and episiotomy repairs.

10. Delivery Note: Any delivery noted to be unusual or abnormal will have a dictation.
Deliveries complicated by lacerations, pre-eclampsia, uterine atony with hemorrhage,
etc., require detailed comments in the delivery note, accessed by CTRL F7. Nurses
enter some of the information. The physician will review the note and store it.

11. Postpartum Checks: Patients on MgSO4 prophylaxis for pre-eclampsia will remain
in L&D for 12-24 hours. Interns and medical students will examine the patient after that
time to determine if her symptoms have resolved. The L&D R2 will be notified of the
findings.

12. Lunch and Dinner Time: The high acuity and volume of patients in L&D will
mandate constant physician presence. All lunches/dinners by R2 residents, interns, and
medical students will be eaten within the general area of L&D. Sack lunches from home
are ideal; a refrigerator is available in the L&D lounge. All food items should be labeled
with name and date. Unlabeled items will be discarded. Meals-to-go can also be
obtained from the mess hall.
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13. Call: All interns and medical students assigned to call will report to L&D promptly
and be dressed in scrubs. Call times as mentioned previously. Other responsibilities are
NOT to interfere with reporting for call. A call roster is posted in L&D. Any changes in
the call schedules must be approved by the Chief Resident and noted on the L&D
posted call roster. Intern call schedules will be available from the Chief Resident
approximately one week prior to the first of the month. Medical student call schedules
will be available from the medical student coordinator. On-call responsibilities will be the
same as during the day. Additionally, the intern will provide cross coverage for the
postpartum, antepartum, and GYN surgical teams.

14. L&D Computer Notes: When data is stored in the computer, it can be accessed by
anyone. However, it can only be edited by the initial storing individual. Thus, always
check delivery information entered by the nurse before she stores it, since it cannot be
edited when she is not present. Long term patients on L&D need at least daily progress
notes. Clear, comprehensive transfer notes must be written when transferring
antepartum patients to the ward or vice versa.
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OBSTETRIC OUTPATIENTS

Obstetric patients have special brown-backed charts that are kept in the clinic during the
day and on L&D at night.

OB patients are initially seen at 6-12 weeks estimated gestational age (EGA) for
their new OB visit (NOB). At this visit a history and physical exam, Pap smear, GC and
Chlamydia DNA tests are obtained. A follow-up visit is scheduled for 12-13 weeks EGA
to check for fetal heart tones. If no heart tones are found by 13 weeks, an ultrasound for
dating is done. If heart tones are heard, the patient is to call the Antenatal Diagnostic
Center (ADC) at 968-1252 to schedule an appointment for an 18-20 week ultrasound
and Triple-Screen test counseling.

After the ultrasound appointment, the patients are seen every 4 weeks until week
28. The patient is then seen every 4 weeks until week 36, then 2 weeks later at 38
weeks, then every week after.

1. Routine OB Milestones:

a. At each visit, closely follow patient’s BP, weight, fundal height, and fetal heart
tones.

b. At 28 weeks, 1 hour GCT, and Rhogam, if indicated. Instruct patient in fetal kick
counts and give preterm labor precautions.

c. At 36 weeks, instruct patient to pre-admit in PAD.

d. At 41 weeks, if cervix is favorable, schedule induction labor. If cervix is not
favorable, schedule twice weekly NST/AFI.

2. Routine OB Visits:

Brief review of prenatal chart and labs

Fill in current gestational age

Check weight gain

Check blood pressure (SBP>140, DBP>90)

Measure size of uterus (S=D)

If > 32 weeks, check presentation (vertex or breech)

Check fetal cardiac activity (Doptones by 13 weeks, normal rate 120-160)
Check for edema

Ask about fetal movement/activity, preterm contractions

Ask about problems

Write note in progress note section

All nulliparous patients 36 weeks and over, all multiparous patients 38 weeks and
over must be checked with senior resident prior to leaving clinic

—ART T SQ@mo 000D

Sample Note: “RTOB visit at 30 weeks OK. Pt c/o heartburn and fatigue. Active fetal
movement. Size=Dates. Appropriate weight gain. Recommend Mylanta, diet
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modifications, and increased rest. RTC in 4 wks. FKC counseling and preterm labor
precautions given.”

3. New OB Evaluation:

a. Use SF 533 (Prenatal and Pregnancy Medical Record)

b. Review patient data at top of form for accuracy

c. Note date of positive HCG

d. Review LMP: certainty of date, regular menses, normal or not, OCP/Depo-
Provera use in the last 3 months

e. Review weight

f. Review initial lab work and enter data into flow sheet

g. Counsel patient regarding smoking, ETOH/caffeine use, and chronic meds

h. Inquire about history of STDs and HSV in patient and spouse

i. Obtain ROS, PMHx, PSHx

j- Review past obstetrical history

k. Perform physical exam

[. Obtain pap smear, GC, and Chlamydia DNA tests

m. List all problems on Problem List

n. Order appropriate labs

o. Give patient appropriate follow-up

p. NOB by R1 must be staffed by senior or chief resident, or staff consult of the day

g. All NOB charts are reviewed by senior OB resident and returned if anything is
missed or needs further attention

4. NOB Labs:

a. Automatically obtained at time of OB registration: CBC, ABO/Rh, Antibody
Screen, Rubella, VDRL, urine culture, HIV, HepBSAg

b. Selected patients:

Sickle cell prep — all African-Americans

Glucose screen (1 Hr GCT) — prior macrosomic infant, prior anomalous infant,
unexplained stillbirth, recurrent pregnancy losses, h/o polyhydramnios,
obesity, advanced maternal age

Glucosuria, 1% degree FmHx of DM
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GYNECOLOGY SERVICE

1.

OR Schedule:

ONC Team/REI/UROGYN Services - Tuesdays and Fridays. Official anesthesia start
time is 0730, be in OR at 0715.

GYN Team — Monday and Thursdays. Official anesthesia start time is 0730, be in
OR at 0715.

Gynecology Oncology and Urogynecology Teams — Tuesdays and Fridays. Tuesday
start time 0730, be in OR at 0715. Friday start time 0800, be in OR at 0745.

Admissions (unscheduled GYN): To team in the clinic that day. Emergent cases to
the OR will be evaluated by the OR team.

OR Duties:

Bring important X-rays, CTs, as requested by R4

Do shave, prep, Foley catheter, exam under anesthesia

Be ready to scrub in, if asked

Intern generally is responsible for uncomplicated D&Cs for spontaneous
abortions, under direct supervision of an upper level resident, usually done in
main OR.

ap oo

Ward Duties —-GYN Team and REI/UROGYN Team:

Admission paperwork, discuss all plans with upper level resident
Know status, lab results, problems on all ward patients
Schedule radiologic tests, procedures, and consults for inpatients
Obtain results of tests and studies, report them to team

ap oo

Ward Duties — Gynecology Oncology and REI:

a. Radiologic Studies — Know results, obtain films, if needed

b. Pathology — Know results, request glass slides to be reviewed by team (requires
24-hour notice)

c. Chemo Calendar (kept by R2) — When a patient is discharged, arrangements are
made at that time for the subsequent chemo admission. Inform the patient of the
date of the next outpatient visit, date of next chemo admission, dates of
scheduled labs and X-rays. Record ALL information in the Chemo calendar.

d. Chemo Admission:
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(1) Every day at rounds, check the calendar for scheduled admissions for the
next day
(2) Every day at rounds, check the calendar for labs/X-rays that are due to be
done that day

) Notify non-compliant patients to get their studies done

) Notify Hem-Onc (Marge), if patient is rescheduled

) Know lab results and inform the R4
)

3
4
5
6) Record lab results in the patient’s oncology chart

(
(
(
(

e. GTN Log Book (kept by R2):

(1) Keeps track of f/u on patients with gestational trophoblastic disease

(2) After treatment of molar pregnancy, HCGs are followed for one year. The
result will be recorded in the patient’s oncology chart and GTN log book.

(3) HCG request in computer is “Quantitative HCG. Tumor Marker”

(4) Notify R4 of HCG result and whether the level is falling, plateauing, or rising

(5) Contact primary provider to follow-up on delinquent patient

GYNECOLOGY OUTPATIENTS
Obtain the daily clinic schedule from the Chief Resident or the head clerk in the

clinic. The clinic consists of active duty sick call and routine GYN appointments (see
Clinic Service for details).

10
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GYNECOLOGY OUTPATIENT VISITS

For a routine GYN appointment, a brief evaluation covering pertinent obstetric

and gynecologic data is needed. A directed physical exam is what should be performed.

1. History:

a.
b.

—

oS3 T F

Age
Reproductive History (abbreviated as Gx Pfpal)
x = total # of pregnancies
f = full term deliveries
p = preterm deliveries
a = abortions/losses less than 20 weeks, includes ectopics
| = living children

Note unusual pregnancy events (example: a woman with a full-term
delivery (survived), a preterm twin delivery (both survived), an ectopic
pregnancy, and a complete molar pregnancy evacuated at 18 weeks
would be: G4 P1123 (right ectopic, complete mole at 18 wks)
Menstrual History (first day of last menstrual period [LMP], frequency of cycles,
duration of bleeding, amount of flow, any abnormal bleeding (intermenstrual,
postcoital)
GYN History (last pap smear [normal, abnormal, treatment, f/u], prior GYN
surgery [reason, sequelae], hormone replacement therapy, galactorrhea,
hirsutism)
SBE (self-breast exam) — Whether patient knows how to perform SBE and
whether she performs it monthly.
Pain — Dysmenorrhea (painful menses), dyspareunia (painful intercourse) -
Assess character, duration, exacerbation, and alleviating factors.
Contraception — Type used, compliance, satisfaction, reproductive desires, if not
using contraceptives.
Vaginitis — Physiologic discharge should be distinguished from vaginitis which is
commonly associated with itching, odor, and irritation. Perform a wet mount and
KOH; consider testing for gonorrhea and Chlamydia at the same time.
Sexual History — History of STDs (HPV, HSV, GC, Chlamydia, etc.), safe sex
practices.
Urogynecologic Complaints — Involuntary loss of urine associated with cough or
sneezing, need to wear protection, pelvic pressure, and difficulty in evacuating
bowel movements.
PMHXx
PSHx

. Meds

Allergies
Social History
Family History (especially GYN and breast cancer)

11
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2. Physical Exam:

f.

a. Note general appearance (obese, hirsute, cachetic)
b.
C.

Document height, weight, blood pressure

Breast exam — Inspection for dimpling, retraction, skin changes, abnormal
contour. Palpation including axillary and supraclavicular nodes, squeeze nipples
gently to check for discharge

Abdominal exam — scar, mass, tenderness

Pelvic exam:

(1) EG/BUS (external genitalia, Bartholin’s glands, urethra, Skene’s glands) —
inspect for lesions, masses, inflammation

(2) Vagina (assess for discharge, lesions, vaginal relaxation)

(3) Cervix (assess for lesions, tenderness, discharge)

(4) Uterus (assess size, shape, orientation, tenderness, mobility)

(5) Ovaries (assess for size, mobility, tenderness, usually non-palpable in
postmenopausal patients

(6) Rectal (palpate for masses, stool guaiac for occult blood, if over age 50

Thyroid exam — palpate for masses

3. Assessment.

oo o

mT@ oo

Plans:

All patients should have a pap smear annually

Self-Breast Exam counseling

Mammogram (baseline at age 40 then annually [American Cancer Society
recommendation] [Tricare currently covers every two years between 40 and 50])
Cholesterol (every five years beginning at age 45)

Sigmoidoscopy (every three to five years beginning at age 50)
Tetanus-diphtheria booster (every ten years)

Influenza vaccine (annually beginning at age 55)

Pneumococcal vaccine (once after age 65 or in immunocompromised)

Discuss with Chief Resident about any problems found during H&P

List encounter in Master Problem List (ie., GYN Health Maintenance)(include any

new diagnoses)

12
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MISCELLANEOUS
1. Pap Smears:
a. How to:

Wipe mucus off cervix

If cervix appears abnormal, consult with Chief Resident or staff

Use spatula for ectocervix in a 360 degree manner

Use cytobrush for endocervix in a 90 degree turn (1/4 turn) manner

Give cytobrush and spatula to nurse to place in prep solution.

Order in CHCS under PAP (choose appropriately from vagina, if no cervix;
cervix, if present)

(7) For repeat paps, note previous pap date and result in CHCS request

(8) Results can take about four weeks and, if normal, a card will be sent to the
patient

N N N N N N

(1
(2
(3
(4
(5
(6

b. General Schema for Pap Follow-up

(1) Normal — repeat in one year

(2) Unsatisfactory — no endocervical component, repeat based on clinical history

(3) Obscuring inflammation — repeat in three months, RX infection, if
symptomatic (if repeat also shows inflammation, then refer to colposcopy)

(4) ASCUS HPV (-) - pap in one year

(5) ASCUS HPV (+) - Colpo

(6) ASCUS in pregnancy — colposcopy around twelve weeks postpartum
regardless of six to eight weeks postpartum pap result

(7) ASCUS/LGSIL — colposcopy

(8) HGSIL/CIS/AGCUS — immediate colposcopy

c. Physicians are required to call patients with abnormal pap results. Thus, make
sure all-important history is placed in the CHCS request. Tricare schedules all
colposcopy appointments. All abnormal cytologies are given to Ms. Dorothy
Marquez for tracking after notification.

2. Vaginal Infections:
a. Bacterial Vaginosis:

(1) Mixed anaerobic infection

(2) Symptom — fishy odor

(3) Dx — pH 4.5-6.0, clue cells on normal saline prep

(4) Rx — Metronidazole (Flagyl) 500 mg PO BID x 7 days (DO NOT use in first
trimester of pregnancy [use Clindamycin instead]). Counsel to ETOH
precautions secondary to Antabuse use effect

13
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b.

C.

Trichomoniasis:

(1) Symptom — copious, malodorous discharge

(2) Dx — flagellate organisms on saline prep

(3) Rx — Metronidazole (Flagyl) 1000 mg PO BID x 1 day (PRECAUTIONS as
above)

(4) Treat partner also

Candidiasis:

(1) “Yeast infection”

(2) Symptom — pruritus, burning, discharge

(3) Dx — classic “cottage cheese” white discharge, pH < 4.5, budding hyphae on
KOH smear

(4) Rx — vaginal creams/suppositories (clotrimazole, miconazole, terconazole,
oral fluconazole)

3. Contraceptives (patient education pamphlets are available on all the contraceptive
options):

a.

b.

Oral Contraceptives:

(1) Ovral and Ortho Novum 1/50 are the higher dose OCPs and are rarely
prescribed except for abnormal uterine bleeding
(2) Lo-Ovral, O/N 1/35, Demulen are low dose monophasic and the most
commonly prescribed
(3) O/N 777, Triphasil/Trilevlen are low dose multiphasic
(4) Micronor is a progestin only pill
(5) Absolute contraindication to OCP use:
- H/o thrombophlebitis, thromboembolism, cerebral vascular dz
- Impaired liver function
- Breast cancer
- Undiagnosed abnormal vaginal bleeding
- Known or suspected pregnancy
- Smokers over age 35
(6) Emergency contraception — postcoital — Ovral 2 tabs BID x 2 doses, Lo-Ovral
4 tabs BID x 2 doses within 72 hours of coitus, check with Chief Resident
regarding appropriate counseling

Sterilization:
(1) Generally, patients should be married, over the age of 25, have more than

two children, no medical problems, current normal pap, and no GYN
complaints
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(2) Counsel patient to other contraceptive options including vasectomy, risk of
failure, ectopic, surgical risks

c. IUD:

(1) Generally, patients should be multiparous and in a stable monogamous
relationship

(2) Document counseling of risk of failure, infection and subsequent risk of
infertility, ectopic, perforation

(3) Patient has to read and sign consent booklet

(4) Contraindication include pelvic pain, h/o PID

d. Diaphragm — Refer to Chief Resident, if patient desires fitting
e. Depo-Provera:
(1) Very effective, given IM every three months.
(2) Side effects include weight gain of 4-8 pounds per year, irregular bleeding,
possible amenorrhea after one year
f. Norplant:
(1) Insertion not offered except for active duty patient desiring a replacement,
needs individual new drug request
(2) Removals are performed here
4. Estrogen Replacement Therapy:
a. Standard Replacement:
(1) Cyclic — Premarin 0.625 mg daily and Provera 10 mg days 16-25; regular
withdrawal bleeding occurs around days 25-31, usually very light
(2) Combined Continuous — Premarin 0.625 mg and Provera 2.5 mg daily; may
have spotting for the first two to three months of therapy with cessation after
that
b. Bleeding on combined continuous therapy (after first two to three months) or
unscheduled bleeding on cyclic therapy requires evaluation, usually with an
endometrial biopsy and/or pelvic ultrasound.

c. Patients who have had a hysterectomy may take only Premarin, progestins are
not indicated.

d. Premarin vaginal cream can be used for atrophic symptoms.
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e. Calcium is not available through the Pharmacy; patients should obtain them
OTC.

5. Sick Slip:

a. For active duty patients, fill out all blanks, disposition to Quarters (max 72 hours,
write time and date that quarters ends (means restriction to home and cannot
leave home for any reason).

b. Can also be used for conveying problems or temporary profiles (maximum of 30
days) to patient’'s command (use plain language to explain problem, time-frame
is necessary, sign and stamp both copies)

6. Rhogam:

a. Indicated in all Rh-negative patients (28 weeks with first trimester bleeding, D&C
for nonviable pregnancies, ectopics, amniocentesis, and external cephalic
version.

b. The patient obtains the Rhogam from the lab after it's ordered, then returns to the
clinic for the injection.
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SUGGESTED REFERENCES

1. Obstetrics and Gynecology, 4" Edition, Beckman, et al, Williams and Wilkins, 2002.
2. Comprehensive Gynecology, 4" Edition, Mishell, et al, Mosby, 2001.

3. Obstetrics: Normal and Problem Pregnancies, 4" Edition, Gabbe, et al, Churchill
Livingstone, 2002.
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