





Table-X

Post operative complications (33.5 Gt cases)
Complication No Percentage
Early: Intestinal obstruction 5 9.6

Faccal fistula 7 13.5

Wound mnfection 12 23.0
Late: Chronie pelvie pain 17 32.7

Amenorrhoca 11 21.2

Total 52 100.0

Table-XI1

Mortality 1 cases of septic abortion

Mortality No of cases Percentage
Pre-operative 2 9.5
Post-operative 19 90.5
Total 2] 100.0
Table-X11

Causc of death
Cause Of death No Percentage
Septic shock 12 57.1
Haemorrhagic shock 7 333
[Hepate failare 1 4.8
Renal faslure ] 4.8
Total 21 100.0

Table IN depicts the laparotomy findings. Fluid was found
i the perttoneal cavity inall cases. This was pusin 91 %
cases. Adhestons were found in 77 ¢ cuses. Abscess in
the pouch of Douglas was presentin 79 <4 cases. Bowel
involvement was mostly in the form of thick exudates
(78.2 %), Uterus and appendages showed mflammation,
in most cases. Gangrene of the uterus was found in 2

CASCS,

Table X shows the post operative complication in 33,5
¢ cases. The commonest fong term complication was
chronic pelvie pain (32.7 <) L while the most distressing

was faccal fistula (13.5 <0,

Ihe mortality due to septic abortion was 12.5 %. Two
patents bemg managed conservatively due to poor
conditon, died before any interference could be
undertaken. 19 patients succumbed post operatively.
{Table-X1

The cause of death is shown in Table XI1L 90 “0 cases
died due to shock. mostly septic shock. Renal Latlue and

hepatic faifure occurred in one case cach.

Discussion

Data from the ICMR collaborative study on the sequcelac
of induced abortion showed that the majority ol abortion
seekers in India were married women (93.7 €0, between
20 and 30 years ol age (70.5 %), with one or more iving
children (92,4 4¢). In the 168 patients of septic abortion
followed up, a similar trend was observed. This was also

noted by Meenakshi et al (1995 in their small serres.

Sepsis mostly follows criminal abortion by untrained
personnel who pay no heed to aseptic precautions and
often cause perforation by crude instruments. In this
series. 6.5 % cases followed MTP. The data from the
ICMR collaborative study 1979 indicated that only 2.5

“% MTP cases developed sepsis.

Grade III sepsis was seen only in cases of crniminal

abortion who usually reported late and in fow condition,

Conservative management was undertahen in 7.7 € ¢ cases,
With the advent of powerful antibrotics. 1t is now salc 1o

undertake definitive treatment carly.

We commenced supportive and antibiotic thetapy on
admission. and criteria for intervention was,
1. If clinical signs tatled o show evidence ol response

to conservative management within 24 hours

2. Persistence of generalized peritonitis beyond 24 hours.
3. Nosigns of reduction in size of the pelvie mass within

48 hours.

Meenakshi et al (1995) undertook surgical intervention

in 73.3 % of therr cases, with laparotomy i 60 ‘¢ cases.

We resorted to colpotomy. only if the patient’s condition
did not permit laparotomy oi there was localized pelvic
abscess without any doubt of perforation. Colpotomy
temporarily alleviates the septic condit:on but does not

cure all cases.
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Rubensten et al (19700 studied 65 patients with pelvic
absess drained by colpotomy. About one third patient’s
required subsequent Taparotomy because of residual

mfection.

We used povidone-todine solutions for intraoperative
favage. As well as being an excellent antiseptic. there 1s
evidence that it may help in prevention of adhesions in
patients with mtraperitoneal sepsis (Gilmore, 1976). Tt
must be stressed that the use of antiseptic and antibiotic
solutions s no substitute for adeguate exposure and

cleaning of the aftected arca.

Gutinjury was present m 12 cases (4.7 @), Kreles (1996)
reported that 9 ¢ cases of intestinal injury during
ayvnaccological operation oceurred during D & C. This

cmphasizes the need for restdents to learn gut repair.

The mortality from septic abortion was found to be an
appaling 12.5 ¢ atthough Hira Tal (1992) found a
mortalits of 0.2 <. When abortion laws were liberalized,
itwas thought that women who would have sought illegal
abortion atthe risk of their hite would now take advantage
of the existing provision, The reason for the continued
high prevalence ol septic abortion cases in hospitals, is
probably due to Tegal abortion not being readily accessible

to many women. who tend to go to illegal abortionist.

Family weltare services require to be strengthened. and
misuse of MTP as a method of spacing needs to be
discouraged. More facilites for legal abortion should be
avatlable m the rural arcas, since women may not have
the time or the means to travel to a distant public facility.
forcing them o undergo a traditional procedure locally,

with its inheren. ..azards.
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Conclusion:

Unsafe abortion leading to sepsis stll takes a heavy toll

of life in the prime reproductive period.

Extensive training requires to be provided to medical
personnel for delivering MTP services in the carly first
trimester including training for treatment of
complications.

There is also an urgent need to examine the qu 1y of
services provided by the private sector and organize
training camps. since they constitute the most important

providers of abortion services in this country.
Acknowledgement:

The authors are grateful to the Superintendent of Patna
Medical College Hospital, Patna for ¢ »wing us to use

Hospital data.
References:

1. Cavanagh D. Raops
16:25,1973

Clin. Obstet Gynace.,

2. Gilmore Oja : Proceedings of world congress of
Antiseptics 117.1976
3. Hira Lal : J.Obst. Gyn of India 42:288:1992

4. ICMR Bulletin : Sequelae of induced abortion 1979

Kreles H.B. : Am J . Obst. Gyn 155:509.1986

6. Meenakshi, Sirohiwal D, Sharma D, Gulau N: J. Obst.
Gyn Ind 45:186,1995

7. Rubenstein PR, Mishell
Gynaecol 48:142,1976

8. Shah Committee, Ministry of Health & Family
Planning, Govt. of India pg&8.1971

N

DR. Ledger WJ. Obstet.




