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1. INTRODUCTION

Early miscarriage is a common experience for woraed is
responsible for the maximum number of pregnancy sdss
Approximately one in four women will experience Bucloss in her life
time®. Local data shows an annual abortion rate of 3%dmen aged
between 15-49 years, in that incomplete and miabedtion being most
common, occurs in approximately 15% of clinicallgcognized

pregnancies in 8,90,000 women per {iear

While abortion is legally permitted in many couafj women
continue to face profound barriers that restrieirthaccess to safe
abortion services and endanger their health. Ldckkamned abortion
providers, restrictions in service availability ahtgh costs may all

present obstacles too great for women to overconagimely manner.

Maternal deaths due to unsafe abortion are arounhd3% in
developing countries. Hence a method which is aafk cost effective
has to be found. At present vacuum aspiration,psbarettage, medical
evacuation with misoprostol and expectant managense the
available methods. Vacuum aspiration has come upesmost widely
used method due to its safety and being less pdimdn dilatation and

curettage (D&C) and medical methods. A high effycaaf vacuum



aspiration with success rate between 95-100% has beported in

various trials of study in vacuum aspiration.

MVA is being used since 1973 with good safety afficacy
reports around the worldts use has been extended for the management

of missed miscarriage and molar pregnancy.

Manual vacuum aspiration (MVA) can offer healthecaystems a
safe, accessible, and affordable way to providetaoand overcome
barriers that inhibit women’s ability to accessvems. MVA has
several benefits that make it a worthwhile componeh abortion
services. Compared to dilatation and curettage (D&AVA is a
potentially less expensive way to offer a high-gualervice to women
throughout the world. Other methods are usually @ldne by doctors
in medical centers, but MVA can be done by paraosedi midwives
and others learn to use MVA safely, more womengeesfly poor
women and women who live in villages far from medlicare will have
access to safe abortions and to life-saving cater ahcomplete

miscarriage and MTP.



2. OVERVIEW

INCIDENCE

It is difficult to assess accurately the incidewteabortion, since
many illegally induced abortions are not report&bme very early
abortion usually resemble delayed period.10% opstlgnancy end in
spontaneous abortion and another 10% are induteghlily.75% of
abortion occur before 16th week of pregnancy, ofciwhi75% occur

before the 8th week of pregnarcy

MECHANISM OF ABORTION

Almost 80% of diagnosed abortions occur before skeond

trimester of pregnancy.

Before 8 weeksThe pregnancy sac is extruded from the uterus in

en mass.

8-14 weeks:Expulsion of the fetus commonly occurs leaving

behind the placenta and membranes causing briskdraeage.

Beyond 14 weeksAfter that time the process resembles that of a

labour in that, the membranes rupture at some stageg dilatation of



cervix and the fetus and placenta born separageythe uterus is not
properly sensitized and its muscular action is &ffisient, some part of
the chorion is therefore often retained and exeesbaemorrhage is

common.

PATHOLOGY OF ABORTION

Haemorrhage into deciduas basalis and necroticgedsam the
tissue adjacent usually accompany abortion. Themouvoecomes
detached and stimulates uterine contractions thsultr in expulsion.
When the sac is opened, fluid is commonly foundaurding a small
macerated fetus or alternatively, there may beisible fetus in the sac,

the so calledblighted ovum.

Blood or carneous moles an ovum that is surrounded by a
capsule of clotted blood. The small fluid contagicavity within
appears compressed by thick walls of old blood. dibe retained fetus
may undergo maceration. The bones of skull collagmskthe abdomen
becomes, distended with bloodstained fluid. Tha skiftens and peels
off in utero. Internal organs degenerate and ureesgrosis. Amniotic
fluid may be absorbed when the fetus becomes casgdeupon itself

and desiccated to form a fetus compressus. Ocadlyiothe fetus



eventually becomes so dry and compressed thatetmieles parchment

so calledetus papyraceous.

TYPES OF ABORTION
1) Spontaneous

a) Isolated b) Recurrent

!

Threatened, inevitable, complete, incomplete, arsseal.

2) Induced
a) legal b) illegal

!

Septic abortion

Fig :1 TYPES OF ABORTION



CATEGORIES OF ABORTION

1. Threatened abortion
It is a clinical entity where the process of almnthas started but

has not progressed to a state from which recogampossible.

2. Inevitable abortion

It is a clinical type of abortion where the chaimge progressed to
a state from where continuation of pregnancy is paissible.
Inevitability of abortion is signaled by gross mupg of membranes in

the presence of cervical dilatation.

3. Complete abortion
When the products of conception are expelled enseyas is

called complete abortion.

4. Incomplete abortion
When the entire products of conception are not lieghanstead a

part of it is left inside the uterine cavity, itaalled incomplete abortion.

5. Missed abortion
When the dead fetus had been retained inside grasutor more

than four weeks, it is called missed abortion.



6. Septic abortion
Any abortion associated with clinical evidence ofection of

uterus and its contents is called septic abortion.

7. Habitual / recurrent abortion

It is defined as three or more consecutive spootanabortions.

DILATATION AND CURETTAGE

Dilatation and curettage (D&C) for women undergoiagrly
pregnancy failure is one of the most common proeesiin gynecology.
Traditional management of early pregnancy loss e D&C under
general anesthesia, often as an inpatient. Thistipeais based on
protocols established more than a century ago,athdugh medicine

has advanced enormously, miscarriage managemenbhas

For instance, despite the relatively common usdgbe curette,
it is associated with higher rates of uterine pmation, increased blood

loss, and more frequent blood transfusitns

In our study D&C was done under paracervical blomk
intravenous anesthesia depending upon the pairep@n. The age

distribution taken for study is equal in both greup



The average time taken was around 8 to 10minuteboih
groups. In our study the type of anesthesia, puregdand patient
morbidity was observed in both groups. All patiewesre followed up

after 14 days with USG.

MANUAL VACUUM ASPIRATION

MVA offers a safe, effective, accessible and lowtcway to
overcome barriers that hamper women’s access tai@aboservices.
MVA can be performed in typical clinical settingsdaas an outpatient
procedure without the need for operating room ifzes. MVA does not
require electricity, and may be performed by sushmadwives, nurse
practitioners and physician assistants. Though D&&s once the
standard of care it is still used in many centéhese qualities of MVA
can help shift abortion services to community basealth care settings,
which not only decreases costs but also expandssado services. A
World Health Organization Technical Working Grougsh listed
vacuum aspiration as an essential element of datkeafirst-referral

level (WHO, 1991).



Trained health care personnel around the world heesl
MVA technology to improve the quality of abortiorare in diverse
settings. MVA can also be used to perform menstregllation, treat
incomplete abortions, perform endometrial biopsiad back-up failed
abortions that were performed by either surgicahh@dical methods.
This method has the capacity to dramatically expsoohen’s access to
abortion services. In remote areas, MVA may bedifference between
safe and effective abortion services and no ses\atall. MVA can be
extremely effective in improving the accessibilif high-quality
abortion services at all levels of the health sapst®VA plays a very
important role in effective abortion care that ¢segptable to women and
responds to their needs—that is, care that cay tnake a difference in

improving women'’s health.

MVA SAFETY AND EFFICACY

MVA has been demonstrated to be effective and Hafeugh
clinical studies over the last 30 years for eaillgcive abortion and
management of early pregnancy loss. The World He@liganization
(WHO) recommends MVA as a preferred method of nogegvacuation.

When compared to sharp curettage (also known asatiland curettage



or D&C), MVA is a safer, more readily accessibladgotentially less
expensive way to offer high-quality services to vesmThe efficacy of
MVA is comparable to D&C and is successful in apjimaately 99% of

cases.

INDICATIONS FOR MVA USE

MVA also can be used for any indication that regsiirsuction.

Evacuation of the uterus, including

v’ Early miscarriage.
v' MTP less than 12 weeks

v Back up for failed medical abortibn
Early miscarriage

MVA can be used successfully in early miscarriagd @most

nil complications.
MTP less than 12 weeks

The efficacy of MVA in completion rates in most dies is
almost 98% .Since women can make a decision aheirtgregnancy as

early as three or four days after a missed peviedshould provide safe



and effective options in early pregnancy which éases the

opportunities for women to access desired care

Back up for Failed Medical Abortion

Aspiration is sometimes necessary for management aof
continuing pregnancy despite the success rate &b @ medical
abortion using modern regimens of mifepristone amsbprostol. Thus

MVA offers an alternative to D & C to manage thisiation.

INVESTIGATIONS NEEDED IN CASE OF ABORTION

1. Blood Hemoglobin, Total count and Differential coun
2. Blood Grouping and Rh typing

3. Blood Sugar-fasting and Postprandial

4. VDRL, HIV, HBsAg

5. Urine —Routine and Microscopy.

6. Special investigation: USG



COMPONENTS OF MVA PROCEDURE

MVA Instruments °

s Aspirator

% lubricant

s Cannula (4-12 mm)

¢ Adaptor for cannula

% Speculam

% Tenaculum (sharp-toothed or atraumatic)
% Antiseptic solution, gauze, and small bowl.
% Dilators of various size.

% Local anesthesia for cervical bldck

One part is a 50 cc syringe with a wide opening ¢theates a

vacuum to pull the contents of the womb®out



button
(pinch valve)

plunger barrel opens and

\ closes valve .

=

syringe

plunger

Fig 2: Parts of MVA

The other main part of the kit is a set of plagtibes called
cannulas. One end of the cannula will be attacbethé syringe. The

other end will be put inside the womb.

Fig 3: Different Sizes of MVA Cannula

Cannulas come in many different sizes (the size may betgdin
on it). The larger a woman’s womb is, the largeraanula you should

use. This chart gives you an idea of which canmitght work best



For a woman who is

5to 7 weeks pregnant ... use a5 mm cannula

(9 cm long womb) { =)
7 to 9 weeks pregnant ... use a & mm cannula
(10 cm long womb) . = p— B

9 to 12 weeks pregnant....use a7, 8,9 10, 0or 12 mm cannula

(12 cm long womb) ( =)

Fig 4. Measurements of Cannula

PAIN MANAGEMENT IN MVA

Surgical abortion inthe first trimester are doneer local
anesthesia (para cervical block). Appropriate logaésthetic in the
cervix can reduce pain associated with the proeedurd also the
inpatient admissions. Intravenous anesthesia prpa@ent satisfaction

but does not significantly affect pain scofing

MVA allows a lower level of pain control medicatidnan sharp
curettage. Cervical block which has been provepetoery safe for use
in abortion procedures can be effectively used amjunction with

analgesics for pain control during MVA. Cervicalobk reduces



recovery time and requires fewer expenses for paepinfrastructure

and equipment.

In contrast, the D&C procedure is typically perfecn with
general anesthetic or heavy sedation which is estperand also general
anesthesia is associated with an increased coriphisafrom blood
loss, cervical injury, uterine perforation and sedpgent abdominal
hemorrhage. Heavy anesthesia also places a stnatheohealth care
system, as it requires more complicated facilige®l equipment. In
many countries, reliance upon general anesthasigslihe settings in

which surgical abortions can be performed.

The patient's reduced perception of pain with MVA i
particularly notable in comparison with the D&C pedlure. Reducing
pain also lessens the patient’'s anxiety and féareby improving her
overall satisfaction with the procedure. By allowirpain to be
effectively managed with cervical block, analgesosl verbal support,
MVA lowers costs, improves safety, enhances patsatisfaction and
expands service availability. In our study painseored using visual

analogue scale (fig 5).



Edelman (Edelman 200Xpund that both, pain and duration of
operation may be less with more experienced opexal&C continues
to be used in many countries. The statisticallynificant reduction
operating time with vacuum aspiration (1.8minutesinpared to D&C
may be of importance for women undergoing the dpmraunder local

anaesthesia.

Pain Assessment
Visual Analogue scale

1 | | |
\ [ | |

No Moderate Worst
pain pain possible
pain

I I S A A U |
(P T O U TS TR TICU O (Y
01 2 3 45 6 7 8 910

No Moderate Worst
pain pain possible
pain
|
No Worst
pain possible
pain

Fig 5: Visual Analogue Scale



Cervical Block Given at 3 & 9’ clock position

DILATATION OF THE CERVIX

Dilatation of cervix is done according to the gastaal age.
Excessive dilatation of the cervix can cause caivar uterine injury

which is not required in MVA compared to D&C

OPERTATIVE STEPS

1. Injection local anesthesia was injected in the igérv
2. Vacuum was created in 60 ml double valve MVA syeng
» Close the valve by pushing the button inward amd/éod.
The button will make a “click” sound and will stayuck in

place until you open itagdin



V%_ /
Pull the
plunger back

/ The arms of the

syringe will snap out

Push the button
inward and forward

Fig 6: Doing the MVA

» Hold the barrel of the syringe with one hand and {he
plunger back with the other hand, until the armsthod
plunger snap outward at the end of the syringeebarr
Check the arms of the plunger. They should botbuieas
far as they can go. With the arms snapped in thsstipn,
you should not be able to push the plunger baak tiné
barref

. The uterus was re-evaluated by bimanual examination

. Cervix is cleansed by antiseptic lotion and panacat block/IV

anesthesia is given.

. The size of the cannula is selected (varying frormd— 12mm)

to snugly fit in the cervical canal.



. Using no touch technique the cannula is insertedutih the
cervix towards the fundus.

. The syringe is attached to the canula and the pwalles
released allowing the vacuum to get transferredh& uterine
cavity.

. Contents of the uterus were evacuated by usindgorgtar back
and forth movements of the cannula.

. Appearance of foam or bubbles, absence of moreuptsdjetting
aspirated, a gritty sensation as the cannula passgshe uterine
walls, and a feel of the uterus contracting aratinedcannula were
considered as signs of completeness of the proeedur
Inspection of chorionic villi is done after evatoa. The
average time taken for the procedure was 8 minuigs a
maximum of 10 minutes. All Patients were dischargdigr 2
days after advising an oral antibiotic and an assity All of
them were given family planning advice and follopr scan was

done after 14 days.



CONTRAINDICATIONS AND CAUTION IN USE OF
MVA

There are no contraindications for MVA when usedNO'P up
to 12 weeks of gestation. When MTP is done usingAMbétween 8 -12
weeks, it may require emptying of syringe barrebr2more times to
complete the procedure. .Alternatively, multipleisges may be used in

successioh.

MVA should not be used for endometrial biopsy ia tase of suspected

pregnancy and should be used with caution in wowtemhave:

* Anomalies of uterus.

» Blood dyscrasias.

» Acute pelvic infection.

* Extreme anxiety.

» Life-threatening medical conditions must be addrdsand
managed before uterine aspiration, regardless edfvituum

source®



POSSIBLE MVA COMPLICATIONS

MVA used for MTP is associated with an overall cdisgtion
rate of about 2%, the majority of which required agpiration and
perforation. The most important part in MTP proaedis diagnosing

complication®

I ncomplete evacuation By examining the products of conception
the completeness of procedure can be confirmedniptete
evacuation can be treated by repeating the utaspeation’

» Uterine perforation This type of complication can be avoided by
careful assessment of gestational age and positdn
cervix.Uterine perforation is most commonly seeD&cC.

* Cervical laceration

* Pelvicinfection

 Hemorrhage excessive bleeding is rare but can occur following
MVA.

* Hematometra This condition can be treated by re-aspirating the
uterus, although dilatation alone is often suffitie

» Vagal reaction This usually occurs near or after completion ef th

procedure. Women usually feel giddiness or nauStep the

procedure until the reaction has ceased. Then rimatle either



flat or in reverse Trendelenburg with her feet ediabove the
level of her heart. Once the reaction has subsidedtinue the

proceduré.

CONTROLLING INFECTION
Using of a no-touch technique and antibiotics cafp o avoid

infection.

POST PROCEDURE PATIENT MONITORING

After the procedure the patient was monitored fials, urine
output, sign of excessive bleeding and abdominal. p3SG was done
immediately and after 2 days to look for retainedduoicts and if any

then repeat procedure was déne.
TISSUE EXAMINATION

The products of conception(POC) is examined to ioonthe
completeness of procedure. For very early gessti®OC are less
likely to be disrupted during the aspiration whesing MVA as
compared to D&C. Lack of complete POC identificatimay indicate

an ongoing or ectopic pregnaficy



MANUAL VACCUM ASPIRATION:

SERVICE DELIVERY

Doctors appreciate the simplicity, portability andost-
effectiveness of MVA. Any doctors who engages imepological
services is probably well equipped to provide MVIAe instruments do
not require electricity, and providers at varioegels of the health care

system can safely perform MVA.

MVA is easy to use in a variety of settings, inchglfirst-referral
level sites, primary care facilities, medical o#fsc and clinics. Its
simplicity helps move abortion services out of htadpand operating

room settings where D&C is typically performed.

MVA also allows doctors to offer women safe andeefive
abortions in a private office or when the operatthgater is booked,
reducing delays and decreasing the number of staffired for the

procedure.

The burden on health care systems is reduced witkctars is
able to perform an abortion at the time the womaesgnts at the
facility, rather than waiting for physicians andeogting rooms to

become available as in case of D&C. MVA makes sabertions



possible in low-resource or remote areas, partilyulwhere other

methods are not feasible.

EQUIPMENT AND PERSONNEL COSTS

MVA is a relatively inexpensive service to provideeusing the
MVA aspirator after disinfection or sterilizationelps reduce costs.
Even when limited to single-use additional savilegs realized when
abortion services are moved out of the operatimgitdr or emergency
room, reducing expenditures for anesthesia, hdspitfaastructure,

sterile supplies and patient recovery care.

Because of MVA'’s effectiveness, many patients dbrequire a
follow-up visit and many women, particularly thoserural areas, do
not find it feasible to return for a second viSbme clinics, however,
require or encourage patients to return for a vollgp exam to confirm

that there are no complications and that the pnoeedias successful.



CONTRACEPTIVE COUNSELLING

Contraceptive counseling is another essential commo of
patient-centered abortion care. A woman seekin@la@ortion does so
because she does not want to be pregnant at tiet $he may want to
avoid childbearing for the immediate future, if Hohger. Pregnancy
can occur almost immediately after abortion. Theran procedure
therefore offers a convenient opportunity for womem receive
contraceptive information and services. The bresfovery period after

MVA/D&C is an apt time to discuss contraceptiontwiiatients.

Contraceptive counseling and care can be integratecabortion
services regardless of whether the procedure ienpeed in a doctor’s
office, hospital setting, and clinic or communitedith center. What
matters most is that the patient leaves with intram and methods she

can use to prevent further unwanted pregnancies



3. REVIEW OF LITERATURE

K. Mahomed]. HealyS. Tandon

A prospective longitudinal study was carried outtwo Harare
Hospitals to determine whether Manual Vacuum Agsjoina (MVA)
was as safe and as effective as sharp curettagdrdatment of
incomplete abortion. Based on procedure-relatedptioations at the
time of treatment, MVA was found to be as safe lem® curettage in
treating incomplete abortiod 12 weeks gestation. MVA was more
effective than sharp curettage in achieving comeplgérine evacuation
(0% incomplete evacuation vs. 0.7%, P < C08ur study also proves

the same.

Am J Obstet Gynecol 2000 : 183 : S76-S83

“Surgical abortion by vacuum aspiration is one ohet most
commonly reported surgical procedures in the Uni&dtes”. Manual
vacuum aspiration with a handheld syringe safelyoaplishes early
abortion in a variety of settings, from electilm#ion in the office or
clinic setting to emergency care of a patient wah incomplete

abortiorf.



According to the study by P.D. Blumenthal R.E. $teng

Traditionally, management of incomplete abortiovoines use of D&C
or suction curettage in the operating room. Suchagament is costly
and time- consuming. In order to potentially samweetand money, they
studied the use of Manual Vacuum Aspiration Cugett@MVAC) for

the management of this procedure. The results e@rgared.

MVA procedures resulted in significant savingsamts of both
waiting times and costs. Waiting time was reduced 32% and
procedure time was reduced from a mean of 33 mifaSanin (P <
0.01). Total hospital costs were reduced by 41%(@EK0o0 they
concluded that the use of manual vacuum aspiratioettage in the
management of incomplete abortion can reduce ladspsts and save
time for both patients and clinicians. In our stuldgre is no significant

difference in time taken by both procedures.

An article by k.Rogo reviews the technologies usediagnose
pregnancy and manage abortion in developing castrirhe author
discusses methods of diagnosing pregnancy includpmysical
examination, laboratory and home testing, and sdwad as methods
for performing safe abortions. Due to manual vacaspiration

(MVA) advances, vacuum aspiration has become safed more



feasible in low-resource settings. The author segeshe importance of
post-abortion care and  post-abortion contraceptioand, in the
conclusion, identifies six areas in which technglogan reduce
abortion-related morbidity and mortality: pregnarmmgvention, early
diagnosis of pregnancy, accurate assessment of atigest
standardization and supply of MVA technology, andme and

affordable regimens for medical abortion.

The study conducted by Greenslade et al., 1993&dfnan et al.,
1986; Cates and Grimes, 1981 says the complicaditms for abortions
conducted by paramedics appear to be lower thasetheported in

studies in which physicians performed the abottion

Focus Group, 1998 says Midwives and other meditzdf are
now trained to perform MVA, making services moredely available

and lessening the burden on physicians and hospital

Verkuyl 1993 reviews data from two studies (invalyi 550
women) where vacuum aspiration was compared topsimaetal
curettage. Uterine perforation and need for re-eaaon were evaluated
by both trials. The remaining outcomes (sepsisp,plaliood loss, post
operative hemoglobin levels, duration of procedarel duration of

bleeding) were evaluated by only one trislacuum aspiration was



associated with decreased blood loss and fewer wamité blood loss
greater than or equal to 100 ml, risk ratio (RR)80.95%CI 0.10 to
0.73; and fewer women with a post-operative henmugléevel less than
10 g/dl (RR 0.55). Fewer women undergoing vacuumiraison

reported moderate to severe pain during the proee(RR 0.74), and
the duration of the procedure was shorter for vactaspiration than for
sharp metal curettage. The remaining findings waoé statistically

significant. For vacuum aspiration versus sharpettage respectively,
the results were as follows: uterine perforatiod2@/versus 1/221 (RR
0.32) need for re-evacuation3/227 versus 2/236 1BR) , incidence of

sepsis 2/138 versus 7/132 (RR 0.27).

The results indicate that vacuum aspiration is,sqtecker to
perform, and less painful than sharp curettage,ewaslenced by
statistically significant findings of decreased duoloss, decreased
perception of pain, and a shorter duration of tlaguum aspiration
procedure. Uterine perforation is a serious comapbn of surgical
evacuation procedures which is relatively rare wdither of the
approaches. Of more than 200 patients includedch arm, perforation
occurred in one case in the sharp curettage grang, none in the

vacuum aspiration group. There were few cases tbqtired re-



evacuation in either group of both trials. Givee ttare occurrence of
perforation and need for re-evacuation with eity@proach, very large
trials would be needed to evaluate any signifigifferences between
vacuum aspiration and sharp curetfddgre our study blood loss was
comparatively less in patients who underwent MVIspahe Pain score

was also less in MVA group.

Milingos 2009 says”Vacuum aspiration can be performed
without the need for a fully equipped and staffpdrating theatre as it
can be done with or without electricity, under lbanesthesia or

sedatiori®.”

A recent observational study has also concluded thanual
vacuum aspiration could be routinely consideredré&at incomplete
miscarriage, thus avoiding the need for generasthiesia and access to
operating theater. It can therefore be performeseitings with limited
resources, saving time and money, and possibly nmumg
complications. Eliminating the need for transpartat better equipped
facility might decrease the severity of an infectior decrease blood

loss and the subsequent need for transfusions.

In conclusion, the results of this review suggdsit tvacuum

aspiration is at least as effective as sharp agettif not more effective



in the management of incomplete miscarriage. Howeslearp curettage
continues to be used widely in many parts of theldvé&some clinicians
argue that in experienced hands it is safe andtefeeand are therefore

reluctant to change to suction curettage.

Surgical procedures for evacuating incomplete misEe
(Review) 6 Says Manual vacuum aspiration is alstl aecepted for
surgical uterine evacuation in low-income settings, illustrated in a
review of 10 major post abortion care projects cmbeld in Latin

America in the period 1991-2002.

Greenslade 1993 conducted a study in Ghana in 280&aled that
despite consensus about the serious need for thethechange to this
technology as been suggested that vacuum aspir&ianore cost

effective than sharp curettage

To address the harmful health consequences of eiagafrtion, a
post abortion care model was developed in 1994.rbeel lists three

essential elements:

1. Emergency treatment for complications of spontaseamr
induced abortion;

2. Post abortion family planning counselling and sesi



3. Linkage between emergency care and other repragubialth

services, such as management of sexually transhaiseases.

The post abortion care model has been implememtechany
countries with restrictive abortion laws as a meamsaddress the
complications associated with unsafe abortion. Wliecusing on
emergency treatment for abortion complications, uahnvacuum
aspiration (MVA) is considered a cost-effectiveeaitative to standard
surgical curettage, which is often used for emergecare in low-

Income settings.

The efficacy of MVA has been assessed in a retats@e
Scottish study, which reported the efficacy of pinecedure to be 94.7%

among 245 patients undergoing MVA for incompleterébn.

A meta-analysis has also measured the safetycaejfi and
acceptability of MVA in comparison with electric a@um aspiration.
There was no significant difference in complete rabo rate and
participants’ satisfaction, whereas the operatiometwas shorter for

vacuum aspiration.

The need for re-evacuation was slightly lower ie tacuum

aspiration group byan 1969



In a large multicentre cohort study, data from o%400 women
undergoing first trimester vacuum aspiration or D&@re analysed.
The total complication rate varied with the gestaél age and the
method used. Vacuum aspiration was associated lowtler rates of
complications at 9 to 12 weeks when compared to D&d&jor
complication rates such as excessive blood lossrinet injury,
prolonged bleeding and repeat curettage and pehfection were

higher in both groups with increased gestational ag

Edelman (Edelman 2001)

“Found that both, pain and duration of operation ynhe less
with more experienced operators. D&C continues ¢oused in many
countries. The statistically significant reductionoperating time with
vacuum aspiration (1.8minutes) compared to D&C mbg of
importance for women undergoing the operation undecal
anaesthesia. Hand-held syringes for MVA are inegpen require little
maintenance and can be the method of choice foly esurgical
abortion in resources trained settingsBird 2003. The Cochrane

Collaboration. Published by JohnWiley & Sons, Ltd.



SAFETY AND EFFICACY OF MVA °

STUDY DESIGN DIAGNOSIS | TREATMENT CONTROL | CONCLUSIONS
Mahomed | Cohort Incomplete MVA under Sharp Equal safety and
et al. abortions local (n=589) curettage effectiveness of
(1994) with general | MVA.
anesthesia
(n=589)
Lukeman | Case-control | Incomplete | MVA (n=432) Sharp Equal safety and
and abortions Curettage effectiveness of
Pogharian (n=869) MVA.
(1996)
Verkuyl Randomized | Incomplete MVA (n=179) Sharp MVA had lower
and controlled abortions Curettage rate of excessive
Crowther | trial (n=178) bleeding
(1993)
MVA was shorter
procedure
De Jonge | Randomized | Incomplete MVA (n=73) Sharp MVA group had
et al. controlled abortions Curettage fewer transfusions
(1994) (n=68) than the sharp
curettage group
(17% vs 35%)
Kizza and | Cohort Incomplete MVA (n=300) Sharp Equal safety and
Rogo abortions Curettage effectiveness of
(1990) (n=285) MVA (incomplete
evacuation)
Hemlin Randomized Induced MVA (n=99) Electric MVA and EVA
and abortion Vacuum had equivalent
Moller (n=98) efficacy and safety
(2001)
Westfall et| Retrospective| Induced MVA (n=1677) | None MVA was 99.5%
al. (1998) abortion effective.
Postoperative
infections

infrequent (0.5%)
and rare uterine
perforations
(0.05%)




4. AIM OF STUDY

To compare the efficacy of manual vacuum aspiraadgainst
curettage in first trimester incomplete abortion teatms of type of

anesthesia, procedure, and patient morbidity patter

ANESTHESIA: The type of anesthesia used is either cervicalkbtwc

intravenous anesthesia depending upon pain peocepyi the patient.

PROCEDURE: The procedure done for induced abortion is either
manual vacuum aspiration or curettage. The efficatythese two
procedures is compared in terms of blood loss, dlt@ansfusion,

retained products, repeat procedure.

PATIENT MORBIDITY: Patient’'s morbidity is compared in terms of,
complications like cervical laceration, uterine fpeation, stay in

hospital for more than two days.

STUDY DESIGN

Our study is a case control study conducted aitibstof Social
Obstetrics, Govt. Kasturba Gandhi Hospital, Chenbaiween the

period September 2010 —and September 2011.



5. MATERIALS AND METHODS

All women seeking MTP for incomplete abortion inrdwospital

between September 2010 - September 2011 were admitt

In these women who belonged to first trimester taen for our
study. Our sample size (CASES) was 100, who und@rweanual
vacuum aspiration was compared with 100 CONTROLS wiere

offered curettage .

INCLUSION CRITERIA

» All pregnant women seeking MTP for incomplete aloorivhose
age was < 35 yrs.
« Women who stayed near by the hospital for easgsacc

* Who can come for follow up.

EXCLUSION CRITERIA

1. Patients with medical complications like uncor&al
hypertension, diabetes.

2. Blood dyscrasias, heart disease.

3. All MTPs attempted outside our institution.

4. Patients with evidence of sepsis.



TYPE OF ANAESTHESIA USED

6. ANALYSIS OF RESULT

TABLE 1
MVA/CURETTAGE
1 2 Total
Anaesthesigcervical |Count 89 66 155
block
% within MVA/CURETTAGE 89.0% |66.0% |77.5%
% of Total 44.5% |33.0% |77.5%
v Count 11 34 45
% within MVA/CURETTAGE 11.0% [34.0% (22.5%
% of Total 5.5% 17.0% |22.5%
Total Count 100 100 200
% within MVA/CURETTAGE 100.0% [100.0% |100.0%
% of Total 50.0% |50.0% |100.0%

This table indicates the type of anesthesia usedrfboth cases and

controls.




CHI-SQUARE TESTS

Asymp. Sig.| Exact Sig. (2{Exact Sig
Value Df (2-sided) sided) (1-sided)
Pearson Chi-Squar| 15.168 1 .000
Continuity 13.878 1 .000
Correctiof}
Likelihood Ratio 15.755 1 .000
Fisher's Exact Test .000 .000
N of Valid Cases 200

Chi square -15.168, and p< .000 which is significa

TABLE 1

This table indicates the type of anesthesia usedrfboth cases and

controls.

Out of the 100 patients in cases 89% was givenigarblock

compared to contrajroup which is 66%. In control out of 100 patients

34% of patients needed intra venous anesthesiap Madue is < 0.000

which is significant and chi square is 15.168.
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This bar diagram represent the percentage of cereal block and

intravenous anesthesia used in cases and controls.




Blood LOSS - PADS USED /DAY

TABLE 2
MVA/CURETTA
GE N Mean | Std. Deviation| Std. Error Meat
Blood Loss 1 100 3.32 1.348 135
PAD/DAY
2 100 3.95 1.274 127
TABLE 2

This table shows the average no of pads used by hotases and
controls. The no of pads used per day was more in contBo@b)than

the case$3.32).

INDEPENDENT SAMPLES TEST

Levene's Test for | t-test for Equality of
Equality of Variances Means
F Sig. t df
Blood Loss Equal variances 1.279 .260 -3.397 198
PAD/DAY assumed
Equal variances not -3.397 | 197.385
assumed




INDEPENDENT SAMPLES TEST

t-test for Equality of Means

Mean Std. Error
Sig. (2-tailed)| Difference Difference
Blood Loss |Equal variances assumed .001 -.630 .185
PAD/DAY
Equal variances not .001 -.630 .185
assumed

The p value is .001 which is significant.

INDEPENDENT SAMPLES TEST

t-test for Equality of Means

95% Confidence Interval of the

Difference
Lower Upper
Blood Loss PAD/DAY| Equal variances assume -.996 -.264
Equal variances not assum -.996 -.264




CHART: 2
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This bar diagram represents the average no of padssed by cases

and controls.




BLOOD TRANSFUSION

TABLE 3
MVA/CURETTAGE
1 2 Total
Blood no Count 96 88 184
Transfusion
% within 96.0% 88.0% 92.0%
MVA/CURETTAGE
% of Total 48.0% 44.0% 92.0%
yes |Count 4 12 16
% within 4.0% 12.0% 8.0%
MVA/CURETTAGE
% of Total 2.0% 6.0% 8.0%
Total Count 100 100 200
% within MVA/CURETTAGE 100.0% 100.0% 100.0%
% of Total 50.0% 50.0% 100.0%

This table compares the amount of blood transfuseith both cases
and controls.




CHI-SQUARE TESTS

Asymp. Sig. (24 Exact Sig. (2-| Exact Sig. (1-
Value Df sided) sided) sided)
Pearson Chi- 4.348 1 .037
Square
Continuity 3.329 1 .068
CorrectioR?
Likelihood Ratio 4.534 1 .033
Fisher's Exact Tes .065 .033
N of Valid Cases 200

The chi square is 4.348, and p value is < .037 lwissignificant.

TABLE 3

It indicates that the no of blood transfusion isrenan controls

(12%) compared to cases. (4%).The p value is <0.@88fch is

significant.




CHART : 3
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This bar diagram represents the number of blood trasfusion given

in cases and control group.




PERCENTAGE OF RETAINED PRODUCTS

TABLE 4
MVA/CURETTAGE
1 2 Total

Retained No Count 82 58 140
Products

% within 82.0% 58.0% 70.0%

MVA/CURETTAGE

% of Total 41.0% 29.0% 70.0%

Yes Count 18 42 60

% within 18.0% 42.0% 30.0%

MVA/CURETTAGE

% of Total 9.0% 21.0% 30.0%
Total Count 100 100 200

% within 100.0% | 100.0% | 100.0%

MVA/CURETTAGE

% of Total 50.0% 50.0% 100.0%

This table shows the percentage of patients who hadtained
products in cases and controls.




CHI-SQUARE TESTS

Asymp. Sig. (2- Exact Sig. (2- | Exact Sig. (1-
Value Df sided) sided) sided)
Pearson Chi-Square| 13.714 1 .000
Continuity 12.595 1 .000
Correctiof}
Likelihood Ratio 14.009 1 .000
Fisher's Exact Test .000 .000
N of Valid Cases 200

chi square is 13.714,p value is .000 which is $icamt

TABLE 4

The % of retained products is more in controls (#2k@n in cases

(12%). The p value is<0.000 which is significant.
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This bar diagram represents the number of patientsvho had

retained products in cases and control group.




REPEAT PROCEDURE

TABLE 5
MVA/CURETTAGE
1 2 Total
Repeat Procedure |no  |Count 92 79 171
% within 92.0% 79.0% 85.5%
MVA/CURETTAGE
% of Total 46.0% 39.5% 85.5%
yes |Count 8 21 29
% within 8.0% 21.0% 14.5%
MVA/CURETTAGE
% of Total 4.0% 10.5% 14.5%
Total Count 100 100 200
% within 100.0% | 100.0% | 100.0%
MVA/CURETTAGE
% of Total 50.0% 50.0% 100.0%

This table shows the percentage of patients who roe repeat

procedure.




CHI-SQUARE TESTS

Asymp. Sig.| Exact Sig.| Exact Sig.
Value Df (2-sided) | (2-sided) | (1-sided)
Pearson Chi-Square 6.816 1 .009
Continuity CorrectioA | 5.808 1 016
Likelihood Ratio 7.030 1 .008
Fisher's Exact Test .015 .007
N of Valid Cases 200

Chi square is 6.816 and p is < 0.009 which isiSaant.

TABLE 5

The repeat procedure was more in controls (21% ithaases is 8%.

CHART :5

21

Percentage of Patients

Cases

Control

Repeat procedure

ECases

m Control

This bar diagram represents the number of patientsvho needed
repeat procedure in both cases and control group.




STAY IN HOSPITAL

TABLE 6
MVA/CURETTAGE
1 2 Total

Stay in Hospitall Count 91 76 167

% within 91.0% 76.0% 83.5%

MVA/CURETTAGE

% of Total 45.5% 38.0% 83.5%

2 Count 9 24 33

% within 9.0% 24.0% 16.5%

MVA/CURETTAGE

% of Total 4.5% 12.0% 16.5%
Total Count 100 100 200

% within 100.0% | 100.0% | 100.0%

MVA/CURETTAGE

% of Total 50.0% 50.0% 100.0%

This table shows the percentage of people who dtangre than 2 days
in the hospital.



CHI-SQUARE TESTS

Asymp. Sig. (2-|Exact Sig. (2- |Exact Sig.
Value Df sided) sided) (1-sided)
Pearson Chi-Square 8.165' .004
Continuity Correction 7.113 .008
Likelihood Ratio 8.424 .004
Fisher's Exact Test .007 .003
Linear-by-Linear 8.125 .004
Association
N of Valid Cases 200

chi square is 8.165,p is .004 which is significant

TABLE 6

The stay in hospital for >than 2 days is more intoas is (24%)

than in cases (9%). The p value is 0.004 whiclgisifscant
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This bar diagram represent the percentage of patigs who stayed

more than 2 days in cases and control group.




CERVICAL LACERATION

TABLE 7
MVA/CURETTAGE
1 2 Total
cervical laceratior] No Count 100 88 188
% within 100.0% 88.0% 94.0%
MVA/CURETTAGE
Yes Count 0 12 12
% within .0% 12.0% 6.0%
MVA/CURETTAGE
Total Count 100 100 200
% within 100.0% 100.0% | 100.0%
MVA/CURETTAGE

This table compares the percentage of patients whwad cervical

laceration in both cases and controls.




CHI-SQUARE TESTS

Asymp. Sig. | Exact Sig. (2{Exact Sig. (1}
Value df (2-sided) sided) sided)
Pearson Chi-Square | 12.766 1 .000
Continuity Correction 10.727 1 .001
Likelihood Ratio 17.402 1 .000
Fisher's Exact Test .000 .000
N of Valid Cases 200

chi square is 12.766, p is .000 which is signiftcan

TABLE 7

The cervical laceration is 12% in controls compaieadases which is

0%. The p value is<0.000 which is significant.




CHART : 7

Percentage of Cervical laceration

Cases
~0%

This pie chart shows the percentage of cervical lacation in cases

(0%) and controls (12%).



HEMOGLOBIN PRE AND POST PROCEDURE

TABLE 8
Mean N Std. Deviation Std. Error
Mean
Pf" HEMOGLOBINPRE 8.7440 200 32324 02286
HEMOGLOBINPOST 8.6610 | 200 34244 02421

This table indicates the mean hemoglobin in both s and controls

Paired Samples Correlations

Correlation

Sig.

Pair 1

HEMOGLOBINPRE &
HEMOGLOBINPOST

200

.928

.000




PAIRED SAMPLES TEST

Paired Differences

95% Confidence Interval of th
Difference

11%

Std.

Mean | Deviation

Std. Error
Mean

Lower

Upper

Pair 1

HEMOGLOBINPRE -
HEMOGLOBINPOST

.08300

.12804

.00905

.06515

.10085

PAIRED SAMPLES TEST

df

Sig. (2-tailed)

Pair 1

HEMOGLOBINPRE —
HEMOGLOBINPOST

9.168

199

.000




MVA DATA

PAIRED SAMPLES STATISTICS

Mean N Std. Deviation| Std. Error Mean

Pairl HEMOGLOBIN PRE 8.6830 | 100 .27526 .02753

HEMOGLOBIN POST 8.6410( 100 .29305 .02930

This table indicates the mean hemoglobin pre procenle and post
procedure in cases.

PAIRED SAMPLES CORRELATIONS

N Correlation Sig.

Pairl HEMOGLOBINPRE & 100 .952 .000
HEMOGLOBINPOST

This table indicates the correlation between pre athpost procedure
in cases.




PAIRED SAMPLES TEST

Paired Differences

95% Confidence Interval o
the Difference

Std. Std. Error
Mean | Deviation Mean Lower Upper
Pair 1 HEMOGLOBINPRE —|] .04200 | .09010 .00901 .02412 .05988
HEMOGLOBINPOST
PAIRED SAMPLES TEST
t df Sig. (2-tailed)
Pair 1 HEMOGLOBINPRE — 4.662 99 .000

HEMOGLOBINPOST




CURETTAGE

PAIRED SAMPLES STATISTICS

Mean N Std. Deviation| Std. Error Mea|||
Pairl1 HEMOGLOBIN PRE 8.805( 100 .35601 .0356(
HEMOGLOBIN POST 8.681( 100 .38604 .0386(

This table indicates the mean hemoglobin pre procenle and post
procedure in controls.

PAIRED SAMPLES CORRELATIONS

N Correlation Sig.

Pairl HAEMOGLOBIN PRE & 100 .925 .00G
HAEMOGLOBIN POST

This table indicates the correlation between pre athpost procedure
in controls.



PAIRED SAMPLES TEST

Paired Differences
95% Confidence Interval of tlje
Difference
Std. Std. Error
Mean Deviation Mean Lower Upper
Pairl1 HAEMOGLOBINPRE —
HAEMOGLOBINPOST .12400 .14642 .01464 .09495 .15305
PAIRED SAMPLES TEST
t df Sig. (2-tailed)
Pair 1 HAEMOGLOBIN PRE —- HAEMOGLOBIN 8.469 99 .00d
POST




PAIN SCORE

TABLE 9
MVA/CURE N Mean Std. Deviation Std. Error Mean
TTAGE
pain/VAS 1 100 3.76 1.700 170
2 100 5.22 1.133 113

This table compares the pain score in both cases@uwontrols.

INDEPENDENT SAMPLES TEST

Levene's Test for Equality of
Variances t-test for Equality of Means
F Sig. t df
VAS Equal variances assumed]
5.842 .017 -7.145 198
Equal variances not -7.145 172,462
assumed
Equal variances assumed .000 -1.460 .204
pain/VAS
Equal variances not assum .000 -1.460 204

The P value is .000 which is significant.




INDEPENDENT SAMPLES TEST

t-test for Equality of Means

95% Confidence Interval of the Differeng

Lower Upper
pain/VAS Equal variances assumed -1.863 -1.057%
Equal variances not assumed -1.863 -1.057%

The pain score (according to visual analog

TABLE 9

(5.22) than cases (3.76).

CHART: 9
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This bar diagram represents the average pain scolia both cases
and control.
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GRAVIDITY

TABLE 10
S.No Gravidity Cases Control
1 Primigravida 49 63
2 Second gravida 37 37
3 Multi gravida 14 0

This tabular column shows the total number of patiats in each
gravidity index.
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This bar diagram represents the distribution of gravidity in cases and control.




7. SUMMARY

In Our study, with a sample size of 100, abortiomswnduced
using MVA in all CASES and curettage was the procedure used for
CONTROLS. The results were compared in terms of anesthesia,

procedure, and patient morbidity.

Out of the 100 patients in cas@8% needed only cervical block

compared to controlsvhich is 66%. In casesl1% needed

intravenous anaesthesia compared to the contratswias 34%.

The p value is 0.037, which is significant.

e The mean no of pads used by cases were 3.32 comnpare
controls that used 3.95. The p value is <0.001 whis
significant.

* The no of blood transfusion required in cases wWétecompared
to controls, which was 12%. The p value is <0.037icW is
significant.

* In cases the % of patients who had retained preduete 12%

compared to controls which constituted around 42ke p value

is <0.000 which is significant.



The % of patients requiring repeat procedure wasi@%ases
compared to controls which were 21%. The p valueg 13.009
which is significant.

In cases9% of patients needed more than 2 days duratiostay
compared to controls 24% .The p value is <0.004chvhs
significant.

In controls 12% had cervical laceration compareddses were
none of patient had cervical laceration. The p &akl <0.000
which is significant.

It was observed that there was decrease in hemaglafier the
procedure in caseompared to controls group.

The average pain score in cases were 3.76 comparaohtrols
which were 5.22.

There is no difference in age group in both caséscantrols.
The first trimester abortion was more in primigagaviin both

groups.



8. CONCLUSION

This study done in our hospital compared the efficaf MVA
against the curettage in first trimester incongletbortion in terms of
type of anesthesia needed, procedure done andhipadozbidity for one
year. The results are

1. Our study showed that, MVA can be done under laoalsthesia
(88%) compared to CURETTAGE which required more Ibf
anesthesia (34%), also the averggén score was less (3.76)
when MVA used compared to CURETTAGE (5.22).

2. Our study showed that tleverage no of padsised was 3.3t
patients who underwent MVA, compared to the avenageof
pads used in patients who underwent curettage wieh 3.92
which is comparatively higher. Thus concluding taeerage
amount of blood loss was more when curettage isl Use
abortion compared to MVA.

3. Our study showed that the need fdood transfusion is more
when CURETTAGE (12%) is used for attempting abartio
compared to MVA (4%).

4. Our study also showed that the number of patierts Wwad

retained products was less when MVA was used for inducing



abortion compared to curettage and hence the needepeat
procedure was less when MVA is used for inducingytdmn.

5. Comparing the complications in both procedure 1Z%atients
hadcervical laceration who underwent curettage which was NIL
in MVA. Also none of the patients in both procediad uterine
perforation.

6. Our study also showed that the decreaseemoglobinwas less
when MVA is used as the procedure of choice.

7. Theduration of stay in the hospital was less when MVA is used
for inducing abortion in first trimester, comparetb
CURETTAGE.

8. Our study also showed thaione of the groups had uterine
perforation.

9. Also theduration of procedure was found to be same in both the
procedures (8-10 min).

Thus concluding that MVA is comparatively better than
CURETTAGE in terms of anesthesia, procedure doneand patient

morbidity.



9. PROFORMA

Name :

Age:

Occupation:
Social Status:
Address:

Date of admission:
Date of Discharge:
Inpatient number:
History:

Marital History:
Menstrual History:
L.M.P E.D.D
Obstetric History:
Past History:
Medical :

Diabetes, Hypertension, Renal disease, CardiaaBeséAsthma,
Epilepsy.

Family history:
Personal history:

General examination:



Systemic examination:
Cardio vascular system
Respiratory system
Central nervous system
Abdominal examination
Local examination:

Per speculam examination

Pain score

Type of anesthesia:

No of pads used:

No of blood transfused:

If any retained products:

If procedure repeated:

Pre operative Hb level:

Post operative Hb level:

Duration of stay :

Bimanual examination
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Pain Blood ' _ cervic_al
sto | vame | vy | sge| mmesboss [ | lze | Gend | memned | mopem | Sy Llwsion| yew |
VAS Day procedure | procedure
MVA

1 Alisha 1 21| cervical block 7 g yes yes yes >2days  yes 8.1 7.7
2 Runiri 1 21| cervical block T g yes yes yes >2days  yes 8
3 Saroja 3| 20| cervical block 7 g yes yes yes >2days  yes 8
4 Kalyani 1| 23] cervical block 7 8 vyes yes yes >2days  no 82 77
5 Jameela 1 22| cervical block 7 8 no yes yes >2 days no 8.4 4|8
6 Mallar 2 19| Iv 7 6| no yes yes >2days| no A 8.4
7 Sathya 2| 21| cervical block 7 8 no yes yes >2days  no 8.4 4|8
8 Pattu 2 24 | cervical block 7 6 no yes yes >2 days no 8.4 418
9 Mary 2| 27| cervical block 6 8 no yes no >2days no 8.4 4 8.
10 Babitra 2| 23| cervical block T 6 no yes no <2days no 8.4 4 8.
11 Rathra 1| 26| IV 6 6| no yes no <2days| no 4 4
12 Suraari 1 25| cervical block T 8 no yes no <2days no 3.3 318
13 Divya 1 24| cervical block 7 8 no yes no <2days no 8.3 318
14 Chitra 1 21| cervical block T 5 no yes no <2days no 3.3 318
15 Ambika 3 19| cervical block T 8 no yes no <2days no 3.3 318
16 Kala 3 16 | cervical block 7 8 no yes no <2days no 3.3 318
17 Chellamma 3 18| cervical block 7 8 no yes no <2days no 8.3 318
18 Devi 3 19| Iv 5 5| no yes no <2day§ no 3 8.3
19 Vinodhini 3| 23| cervical block 4 5 no no no <2days ho 8.3 3 8.
20 Poornima 3 21| cervical block 8 no no no <2days no 8.3
21 Nazeema 3 25| cervical block 8 no no no <2days no 8.3




22 Anjali 2| 27| cervical block 4 3 no no no < 2 day no 8.8 8.

23 Sastri 1 28| cervical block 4 3 no no no < 2 day| no 8.8 8.

24 Vimala 1 21| cervical block 4 3 no no no < 2 day no 8.8 8.

25 Banumathi 2| 22| cervical block 4 3 no no no <2 days no B.8 8.7
26 Selvi 3| 23| cervical block 4 3 no no no <2 days no 8.8 8.7
27 Saradha 1 30| cervical block 4 3 no no no <2 days no 8.8 8.7
28 Amul 2| 29| cervical block 4 3 no no no <2days  no B.8 8.7
29 Sangeetha 1| 21] v 4 3| no no no <2days| no .8 7

30 Rohini 1 22| cervical block 4 3 no no no <2 daysd no 8.8 8.7
31 Dhanalakshmi 2| 24| cervical block 4 3 no no no <2 days no 5.8 8.7
32 Victoria 1 24| cervical block 4 3 no no no <2 days no B.8 8.7
33 Mumtaz 3 21| cervical block 4 3 no no no <2 days no 8.8 8.7
34 Moogambigai 2| 22| cervical block 4 3 no no no <2days no B.8 8.7
35 Karpargam 2| 23] cervical block 4 3 no no no <2 daysd no B.9 9
36 Bhagya 2 24| cervical block 4 3 no no no <2 days no 8.9 9
37 Shakila 1| 25| cervical block 2 3 no no no <2 daysd no 8.9 9
38 Seetha 1 28| cervical block 2 3 no no no <2 days no B.9 9
39 Elizabeth 2| 29| cervical block 2 3 no no no <2 days no B.9 8.9
40 Sujama 3| 28| Iv 2 3| no no no <2days| no .9 9

41 Swathi 1| 28| cervical block 2 3 no no no <2days  no B.9 8.9
42 Ananthi 1 21| cervical block 2 3 no no no <2 days no 8.9 8.9
43 Rani 2 27| cervical block 2 3 no no no <2 days no 8.9 8.9
44 Poorna 2 19| cervical block 2 3 no no no <2 days no 8.9 8.9
45 Sandhya 2| 31| cervical block 4 3 no no no <2 days no 8.9 8.9
46 Madhiya 2 19| cervical block 2 2 no no no <2 days no 8.9 8.9
47 Rosika 2 21| IV 2 2| no no no <2days| no 9 9

48 Sabiya 2 23| cervical block 2 2 no no no <2 days no 9 8.9




49 Kumudha 1 22| cervical block 2 2 no no no <2 days no 9 8.9
50 Pushpa 2 30| cervical block 2 2 no no no <2 days no 9 8.9
51 Lalitha 1 20| cervical block 2 2 no no no <2 days no 9 8.9
52 Indira 1 20| cervical block 2 2 no no no <2 days no 9 8.9
53 Faridha 2| 21| cervical block 4 2 no no no <2 days no 9 8.9
54 Diliamma 1 22| cervical block 2 2 no no no <2 days no 9 8.9
55 Gowri 1 23| IV 2 2| no no no <2days| no 9 9

56 Jamuna 2 24| cervical block 2 2 no no no <2 days no 9 8.9
57 Varalakhsmi 2| 25| cervical block 4 2 no no no <2 daysd no 9 9
58 Loganayaki 1| 26/ cervical block 4 2 no no no <2days  no 9 9
59 Satya 1 21| cervical block 4 2 no no no <2 days no 9 9
60 Malliga 2 26| cervical block 4 2 no no no <2 days no 9 9
61 Annamal 1 27 | cervical block 2 2 no no no <2 days no 9 9
62 Esther 2 28| cervical block 2 2 no no no <2 days no 9 9
63 Karpargam 3| 29| cervical block 2 2 no no no <2 days no 9 9
64 Sumithra 1 21| cervical block 2 2 no no no <2 daysd no 9 9
65 Menaka 2 22| cervical block 4 2 no no no <2 days no 9 9
66 Jyothi 1| 23| cervical block 2 2 no no no <2 days no 9 9
67 Sudha 2 27| cervical block 4 2 no no no <2 days no 9 9
68 Mala 1 28| cervical block 4 2 no no no <2 days no 9 9
69 Nirmala 2 31 IV 4 2| no no no <2days| no 9 9

70 Banu 1 21| cervical block 4 2 no no no <2 days no B.4 8.5
71 Kamala 1 22| cervical block 4 2 no no no <2 days no B.4 8.5
72 Crystal 2| 23] cervical block 4 3 no no no <2 days no B.4 8.5
73 Sunitha 1 24 | cervical block 4 3 no no no <2 days no 8.4 8.5
74 Lakshmi 1 25| cervical block 4 3 no no no <2 days no 8.4 8.5
75 Kokila 1 27| cervical block 4 3 no no no <2 days no 8.4 8.5




76 Sulochana 1| 21| cervical block 4 3 no no no <2days no B.4
77 Pramila 1| 22| cervical block 4 3 no no no <2days no B.4
78 Malliga 1| 23| cervical block 4 3 no no no <2 days no B.4
79 Thilagam 1| 24| cervical block 4 3 no no no <2 days no B.4
80 Ranju 1 25| cervical block 4 3 no no no <2 days no B.4
81 Beevi 2 26| cervical block 4 3 no no no <2 days no 8.4
82 Saroja 1 19| IV 4 3| no no no <2days| no .7

83 Deivam 1| 20| cervical block 4 3 no no no <2 days no B.7
84 Sumathy 1| 21| cervical block 4 3 no no no <2 days no B.7
85 Noorjahan 1| 22| cervical block 4 3 no no no <2days  no B.7
86 Vennilla 3| 21| cervical block 4 3 no no no <2days no B.7
87 Kartika 3| 29| cervical block 2 3 no no no <2days no B.7
88 Bhavani 2| 26/ cervical block 2 3 no no no <2days no B.7
89 Gayathri 2| 25| cervical block 2 3 no no no <2days no B.7
90 Amala 1| 24| cervical block 2 3 no no no <2 days no B.7
91 Amudha 2| 21| v 2 3| no no no <2days| no 7

92 Nalini 1| 22| cervical block 2 3 no no no <2days no B.7
93 Anitha 1| 23| cervical block 2 3 no no no <2 daysd no B.7
94 Valli 1| 24| cervical block 2 3 no no no <2 days no B.7
95 Nithya 1| 25| cervical block 2 3 no no no <2 days no B.7
96 Prema 1| 26| cervical block 2 3 no no no <2 days no B.7
97 Anjammal 2| 27| cervical block 2 3 no no no <2days no B.7
98 Meena 2| 28] cervical block 2 3 no no no <2 days no B.7
99 Sharmila 2| 29| cervical block 2 3 no no no <2days no B.7
100 Princy 2| 30|V 2 no no <2days| no 7

8.5
8.4
8.4
8.4
8.4
8.4

8.6
8.6
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CURETTAGE
101 Sangu Lakshmi 1| 20| Iv 4 5| yes yes yes >2days  yes 8.1 7.9
102 Poornima 1 21| cervical block 4 g vyes yes yes >2days  yes 81 7.8
103 Vimala 2 22| cervical block 2 g vyes yes yes >2 days  yes
104 Salma 1 23| cervical block 2 g vyes yes yes >2 days  yes
105 Yasmin 1| 24| v 4 5| yes yes yes >2days  yes 8 7.5
106 Sangeetha 2 26 | cervical block 4 9 vyes yes yes >2 days yes 7
107 Kanchana 1 27| cervical block 2 g vyes yes yes >2days  yes 81 79
108 Dorathy 1 25| IV 4 5| yes yes yes >2 days yes 8.1 7.9
109 Afrin 2 24| cervical block 2 3 yes yes yes >2days  yes 81 79
110 Banu Priya 1 22| cervical block 4 5 yes yes yes >2days  yes 82 7.8
111 Saranya 2 21| IV 4 5| yes yes yes >2days  yes B.1 7.8
112 Neelavathy 1 24| cervical block 4 5 yes yes yes >2days  yes 8 8|7
113 Malathy 2| 25| Iv 4 5| no yes yes >2days| no 5 8.6
114 Kamatchi 1| 26| cervical block 4 8 no yes yes >2days  nho 8.5 618
115 Renuka Devi 2| 27| cervical block 4 8 no yes yes >2days no 8.5 68
116 Kamatchi 1| 28] cervical block 4 8 no yes yes >2days  nho 8.5 518
117 Suriya 2 29 | cervical block 4 6 no yes yes >2 days no 8.5 518
118 Maha Lakshmi 1| 21| v 4 6| no yes yes >2days| no 8.5 8.5
119 Parimala 2 20| cervical block 4 8 no yes yes >2 days no 8.5 48
120 Anjalai 1| 20| cervical block 4 8 no yes yes >2days no 8.6 48
121 Flora 1 20| cervical block 4 8 no yes yes >2 days no 8.6 48
122 Kalaivani 1 21| cervical block 4 8 no yes no >2days no 3.6 4 8.
123 Chitra 1 22| cervical block 4 8 no yes no >2days no 3.6 7 |8.
124 Suganya 2| 23] 1Iv 4 6] no yes no >2days| no 4.6 8.7
125 Samundeeswari 1| 30| cervical block 4 8 no yes no <2days no 8.6 6 |8.
126 Yamuna 2 21| IV 4 6| no yes no <2 days no 8.6 3.8




127 Girija 1| 22| cervical block 4 68 no yes no <2day$ no 8.6 8 |8.
128 Kokila Priya 2| 22| cervical block 4 8 no yes no <2day$ no 8.6 8 |8.
129 Supriya 1| 21| cervical block 4 g no yes no <2days no 8.6 5 8.
130 Vinodha 1| 25| cervical block 4 68 no yes no <2day$ no 8.6 5 |8.
131 Deviga 2 23| IV 4 6/ no yes no <2dayd no 3.6 8.5
132 Leela 1 21| cervical block 4 6 no yes no <2days no 8.8 8.7
133 Nadhiya 2 23| cervical block 6 no yes no <2days 0 n 8.8 8.7
134 Sakthi Priya 1| 24 cervical block 4 6 no yes no agd | no 8.8 8.7
135 Nandhini 1| 25| IV 4 3| no yes no <2dayd no 3.8 8.7
136 Geetha 2l 26 v 3 no yes no <2days no 8.8 8.7
137 Prashathi 2 23 v g 3 no yes no <2days no 8.8 8.7
138 Selvi Saravanan 1 22 IV 5 8 no yes no <2days no 8 |8. 8.7
139 Muthu Lakshmi 1| 21 cervical block b 3 no yes no da¥s | no 8.8 8.7
140 Mohana Krishni 1| 21 cervical block 6 3 no yes no de2s | no 8.8 8.7
141 Shreema 1 22  cervical block 6 3 no yes no <2dayso n 8.8 8.7
142 Lakshmi 1 21| IV 6 3] no yes no <2dayd no 3.8 8.7
143 Suiji 1| 22| cervical block q 3 no no no <2days no 8 8.7
144 Varalakshmi 1 24 cervical block 6 3 no no no <2glay no 8.8 8.7
145 Akila 2| 23| Iv 6 3| no no no <2days| no 88 8.7
146 Kala 1| 25| IV no no no <2days| no 3.7
147 Ramya 2| 26 IV 6 3 no no no <2dayd no 3.9 8.7
148 Ruma Biswas 1 27 cervical block 6 3 no no no <2Xday no 8.9 8.7
149 Devi 2| 22| cervical block 4 3 no no no <2 days no 9 B. 9
150 Kalaivani 2| 21| cervical block 6 ) no no <2 days no 8.9 9
151 Mahalakshmi 1 24 cervical block 6 4 no no no <2gday no 8.9 9
152 Jotheeswari 1 21 cervical block 6 4 no no no <xday no 8.9 9
153 Devi 1| 21| IV 6 4| no no no <2days| no 8.9 8.6




154 Esther Mary 1| 21 cervical block 6 4 no no no <2gay no 8.9 8.6
155 Premavathy 20 cervical block 6 no no no <2 daysno 8.9 8.6
156 Jeenath Nisha 1 Y 5 1 no no no <2days no 8.9

157 Kamala 1 23] IV 4 no no no <2days no 3.9 9
158 Lalitha Kumari 1 24| cervical block 3 8 no no no ds | no 8.9 9
159 Swaytha 1| 25 cervical block 3 no no no <2days no 8.9 9.1
160 Sarala 1| 21 cervical block 3 no no no <2days no 9.2 9
161 Devi Bala 1] 22/ v 3 no no no <2days| no ).2 9
162 Kalai Arasi 1| 19| cervical block 6 B no no no <2slay| no 9.2 9
163 Kalaichelvi 2| 23| cervical block 6 ) no no <2 slay| no 9.2 9
164 Kaliammal 2| 22| cervical block 6 8 no no no <2 days no 9.2 9
165 Anita 2| 21| cervical block 4 3 no no no <2days no 209 9
166 Sridevi 1| 24| v 3| no no no <2days| no 9.2 9
167 Gomathi 1| 25| cervical block 6 B no no no <2days no 9.2 9.1
168 Ramya Chitra 2 26 cervical block 6 3 no no no <psdal| no 9.1 9.1
169 Deepa 1 29 v 6 3 no no no <2day§ no 0.1 9.1
170 Subhashini 20 21 cervical block 6 3 no no no <2 daysno 9.1 9.1
171 Damayanthi 1 20 v 3 no no no <2 days no 0.1 9.1
172 Thilaka 2 21| IV 3| no no no <2days| no g .1
173 Dhivya 1| 22| cervical block g 3 no no no <2days no 9.1 8.8
174 Maniju 2| 23| cervical block g 3 no no no <2days no 1109 8.8
175 Madhu 1| 24| cervical block 6 8 no no no <2days  no 1 8.8
176 Vasantha 2. 23 cervical block 6 3 no no no <2days o n 9.1 8.8
177 Rajammal 1| 22 cervical block 6 3 no no no <2days 0 n 9.1 9
178 Kokila 2| 21| v 3| no no no <2days| no 93 9
179 Kanmani 1| 220 v no no no <2days no .3 9
180 Nilambari 2 23| IV 3| no no no <2days| no 9.3




181 Muthu Kumari 1| 24| cervical block 5 no no no <¥sla | no 9.3 9.1
182 Muthathal 2| 25 cervical block 6 no no no <2 daysno 9.3 9.1
183 Jainirmala 1| 26 cervical block 6 no no no <2 daysno 9.3 9.1
184 Asha 2| 22] v 6 2l no no no <2days| no 9.3 0.1
185 Shameem 1 21 IV q no no no <2days no 9.3 9.1
186 Fathima 2| 22| cervical block 5 no no no <2days no 9.3 9.1
187 Aisha Behgam 1 21 cervical block 6 no no no <sdal no 9.3 9.1
188 Saritha 2l 20 v 6 3 no no no <2days  nho 3.9 8.8
189 Shanthi 1| 25/ cervical block 5 no no no <2dayls no 8.9 8.8
190 Rajalakshmi 2| 27 cervical block 6 no no no <2gday no 8.9 8.8
191 Rajeshwari 1 23 v g 3 no no no <2 days no B.9 8.7
192 Kirthika 1| 22| cervical block g 3 no no no <2days o n 8.9 8.7
193 Keerthana 2. 28 cervical block 6 no no no <2 daysno 8.9 8.7
194 Latha 1| 27 v 6 3] no no no <2days| no 8.9 3.7
195 Anjali 1| 26| cervical block 6 3 no no no <2 days no 8.9 8.7
196 Preethi 2| 21 cervical block 5 8 no no no <2dayls no 8.9 8.8
197 Sanghavi 1 21 v 6 3 no no no <2 days no B.9 8.8
198 Lalitha 2| 22| cervical block @ 3 no no no <2days no 8.9 8.6
199 Parvathi 1| 23 cervical block 6 no no no <2days 0 n 8.9 8.7
200 Punitha 1 28 cervical block 5 no no no <2days no 8.9 8.7




