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बयलपाटा अस्पताल
A collaboration between Nyaya Health Nepal and Ministry of Health and Population
loc: Badelgada, Ridikot, Achham, Nepal | tel: +977-094690404|e-mail: director@nyayahealth.org

	Date of MMC:
	1/17/11

	Title of MMC case:
	30 y/o infected abortion

	Attendance (list all staff and volunteers present at MMC):
	Hiujal Kumal, Uday Kshetriya, Chanakya Upadhyaya, Drona Awasthi, Mark Arnoldy, Dhan Bahadur Bogati, Dan Schwarz, Ravi Kunwar, Gregory Karelas, Duncan Maru, Dr. Bikash Gauchan, Nandaram Gahatraj, Gauri Sunar, Sangita Nepali, Ranju Sharma

	Did ANMs participate?
	Yes but only when prompted by the MD. 

	Did G1 staff participate?
	Yes but only when prompted by the MD. 


Meeting notes:
Clinical case review:

30 year old woman presented with vaginal bleeding (for 4 days prior to coming to the hospital).  She had had a stick abortion performed by practitioner in community one and a half months previously.  On presentation, she was afebrile with significant lower back pain.  Her urine pregnancy test was positive, and Udayji’s ultrasound showed retained products of conception.  We decided to admit her to the hospital for observation.  Her pain persisted, and on the third day, a repeat pregnancy test was negative.  On the fourth day, we performed an MVA which showed frank pus out of the cervical os and a small amount of products of conception.   We started her on metronidazole and flagyl.  Her back pain persisted, but without abdominal pain or symptoms, nor pain on palpation of the spine.  This prompted us to do plain films of the lumbar spine.  These were negative, but the pain persisted.  On fifth day, a repeat ultrasound showed leukocytosis with white count of 20.  We did a repeat ultrasound because the pain was so persistent and we were concerned about psoas or tuboovarian abscess. The ultrasound revealed a likely tubo-ovarian abscess.  She was thus started on ceftriaxone and referred her to Dhangadi hospital for operative management. 

Clinic operations: 
The patient was brought in at night. Emergency room was packed. Yet, the case was attended to in time. The nurses do not have any difficulty with accessing medicines from the pharmacy for the admitted patients as the nurse in charge during the day brings all the required medicines to the nurses’ station. However, if they have to go to the pharmacy to collect medicine during emergency cases, it becomes very hard. 
Supply chain management: 
In this case, there were no problems with the supply of the medicines required. Other required supplies were sufficient too. No lab tests were done because she did not seem so pale clinically 
Equipment and machinery: 
The Manual vacuum aspirator was readily available and was in good condition. The USG is in good condition too.  
Personnel: 
 The USG machine works well but the personnel who operate it are not adequately trained. Hence, we have not been able to utilize it fully. Uday Kshetriya(Health Assistant) who operated the machine during the examination of this case felt that he could somewhat tell that that there were some remaining products of conception but could not see anything else. The abscess was not suspected (before the MVA was done) and before the assistance of Duncan Maru (visiting volunteer physician) with the USG. Because of the recent training the Xray was of very good quality. 
Our X-ray Aide, Dhan Bahadur Bogati recently got a week long on site training by an experienced radiographer from Kathmandu. Due to the training, the quality of the X-rays has improved remarkably. The X-ray taken by him of this patient’s lumbar spine was of optimum quality which helped in the further clarification of the case. 
Outreach:
The patient came from Payal VDC, ~3 hours walk away from the hospital. The VDC does not fall under our current CHW network.  Hence, it is hard to follow her up. Also, due to this lack of pre-existing outreach infrastructure, the patient might not have been aware of the details of all the services provided at the hospital. She might not have waited until the 14th week to come to the hospital for abortion if she had known that it would be too late then. Furthermore, if she were aware of the possible dangers of an unsafe abortion, she might have not decided to resort to a stick abortion. 
Societal: 
In the communities around our hospital, most people deeply believe in traditional healers. Even when they are aware of health care facilities and go to such facility, people tend to go to traditional healers in addition because of historical beliefs. 
The patient belongs to a family of Kunwars, which is regarded as a privileged caste in Achham. However, we have no means to determine the actual economic status of her family. One of the reasons they decided not to go to a safe abortion center (Seti Zonal Hospital in Dhangadi (12 hours drive) is the only place in the far west region that is legally certified to do abortions after the second trimester) could be their economic status.
Furthermore, women’s health might not be valued as much by the family. Most people in the villages regard vaginal bleeding as normal and the fact that she was brought to the hospital after four days although unfortunate is quite remarkable in such context. 
Structural: 
The patient was picked up by our ambulance at the bus park in a nearby bazaar which is half an hour’s drive away from the hospital. She was brought there from the village in a stretcher which is not very ideal. However, given there are no roads to the village, that was the most viable option. 
She might have been brought to the hospital earlier if they were nearer to it or if they had easy and cheap access to transportation. Additionally, economic and educational status of the family all play a role in her getting unsafe abortion and the delay in the presentation at the hospital.  
The only facility certified to perform abortion after the second trimester in the far western region is Seti Zonal Hospital in Dhangadi (12 hours drive away). If there was a center nearby with such facility, she might have had a safe abortion. 
Review and summary:
1. Lessons learned: Lack of awareness, about the facilities available at the hospital as well as the dangers of unsafe abortion seems to be the major problem. Perhaps, if they were more aware, she would have come for abortion within 12 weeks of gestation. Additionally, when she came to the hospital, perhaps she could have been counseled better and advised to go to Seti Zonal for the abortion if she still decided to get it. 
At our hospital, we face a policy related limitation that prevented us from doing an MVA the first time she came in (to get abortion at 14 weeks of gestation). When she came with vaginal bleeding post stick abortion, she could have been given ceftriaxone earlier. 
2. Still to-be-answered questions: The diagnosis is still not confirmed. 
Duncan: Suppose a woman comes in saying her LMP was 10 weeks ago and when we examine, it turns out that its 13 or 14 weeks. In that case, what do you do? 
Bikash: We simply try to counsel. We are only legally allowed to provide abortion for up to 12 weeks. That is our limitation and we try to explain that to the women. …….bimanual, USG. Explain the difficulties we may face in case we provide abortion after 12 weeks. The only place where abortion is available after the second trimester is Seti zonal. 
Uday “ when there is pus, the patient should have suffered from fever and chills, why didn’t she have it?” Dr. Bikash, “Doesn’t happen in all cases. Also, she had very little pus. Her wbc count was very high. 
3. Recommendations for implementation: 
Everyone should know that we don’t offer abortion after 12 weeks. We could use the radio for this purpose, consider distributing pamphlets, and install hoarding boards informing people about our services at popular intersections at various travel routes in Achham and the neighboring districts. Additionally, place a board at our hospital grounds stating that we are a safe abortion center along with the important details regarding the service. 
Further improve our counseling services. Perhaps, we should give examples of previous cases that have had complications due to unsafe abortion would help people conceptualize the dangers better. Counseling should be done not just by the clinicians but also by others, nurses, lab etc. 
Train personnel for optimum utilization of the USG. 
Expand community outreach in the surrounding communities. Figure out a way if possible to follow up with this patient. Is there a way we can ensure follow up of referred cases in the future? Perhaps some intervention at their discharge?
