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Client Personal Profile: Second Trimester Abortion Service
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Name and Caste .....ceeeeierreeieriererece e Age: ............
Education............... Contact NO: .ooveeviiveeeeiieee s
Palika:.....coeeeveecrieeeieeenen, oRural Municipality o Municipality o Metropolitan City Ward no: ..............

2. Medical/Surgical History

Medical history/serious health problems: 0 Asthma o Hypertension oPorphyria oTB coDiabetes
0 Other..vcenenee
Are you taking any medicine? o No

O Yes If yes, mention the name of medicine.....................

Do you have allergy to any medicine? o No
o Yes If yes, mention the name of medicine.....................

Previous history of Ectopic Pregnancy: o No o Yes
Previous history of C/S oNooVYes Ifyes,year of C/S .....eeeennene.
Other Surgery (Specify): o No

0 Yes If yes, types of surgery and year of surgery .......cccceeeevueenenne

Any contraceptive used within last one to six months: o No o Yes If yes, mention the method of FP used.................

3. Gynecological/Obstetrical Information

LMP date: .cccocevrervireeeeneenn Gestation weeks by LMP: .........coeeeee. Obstetric History: G....... P..... A...... L...

Last 6 months menstrual cycle: o Regular o Irregular Signs and symptoms of pregnancy: o Yes o No

4. General /Physical Examination and Investigation

Blood pressure: .......coeveveeceenerienne Pulse: ............... Temperature: ................ Respiration Rate: ..................
Physical examination: Jaundice: o0 Yes o0 No Pallor: o Yes o No

Lungs sound: o Clear o Abnormal sound Heart sound: o Normal o Abnormal

Abdominal tenderness: o Yes oNo Abdominal mass palpable: o Yes o No
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Uterus palpable: o0 Yes o No If palpable, size of the uterus...............

Investigations (If required): Urine Pregnancy test............ Hb and Blood group (If anemic on inspection) ...............
Ultrasound (report to be attached if USG conducted) ......cccccuevvrrceevesevereiereneeneens

Vulva: o Normal o Abnormal Vaginal discharge: o Normal o Abnormal If abnormal, foul smelling: o Yes oNo
P/S examination: Cervix: o Normal o Unhealthy

P/V examination: Uterine size (weeks)................... Position: 0 A/V o R/V Adnexa clear: o Yes 0 No

6. Screening for the indication for providing second trimester abortion service

A. Maternal condition

i. Physical health
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ii. Mental health (please mark if the symptoms are due to current pregnancy at least 3 needed for mental indication
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Signature of Client: ...............cooviiinin. Signature of History Taker: ...........ooviieiiiii e

iii Rape / Incest
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Signature of Client: .......cccocceeivecce e

iv. Infected with virus that deteriorates immune system (e.g. HIV) or suffering from any similar incurable disease.

B. Fetal indication (USG report need to be attached mandatory to the CPP)

Please check the condition that applies:

o IUFD oFetal Malformation/ Anomaly oOther condition (e.g. Genetic disorder): ......ccoeveveeveerieeveceeeeenen,
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7. D&E Procedure Record Section

A. Cervical preparation

1. Misoprostol 400 mcg Route: 0S/L O Buccal oVaginal

1st Dose date/ Time: ....ccocceeeveeeerreveeeennnn, Repeat Dose (if needed) Date Time: .......c..cceveeunnee.
Assessment finding: ......ccccoeiveeriieeecieenn, Assessment finding: ..o,

2. Switched to medical Induction (If applicable):oNo o Yes
If Yes, reason for switch to Medical INAUCTION ........uueiiiiiiiei ettt et sae b st ebe et eneeaesnnanrenes

B. Pain management and antibiotic (half an hour before the D&E procedure):

1. Tab Ibuprofen 400mg: o0 Yes oNo Pethidine: o Yes oNo

2. Tab Diazepam 10 mg:o Yes oNo

3. Antibiotic (Doxycycline/Azithromycin/ Metronidazole): o Yes oNo

4. Other pain management or antibiotic provided (Specify if provided):

C. Procedure notes for D & E procedure

Date / Time of service provided: .......ccccccoeveerereeereecrerecerenenen,

Paracervical block given with 20 ml (1% Lignocaine) : 0 Yes o0 No

Size of Canula Used: .................. Amount of blood Loss (ML) : .....ccveeveneeee Duration of Procedure: .........ccueeuue.e.
Placenta CheckedoYes o No Completen YesoNO If NO SPeCify .....cocovceveeevcineeienieenecnieneenees

Fetal Parts Seen: o Calvariumo Spine oUpper Limb olLower Limb

Fetal Foot Length: .................. mm Consistent with .........cc............ weeks

8. Medical Induction Procedure Record Section

a. Digoxin provided before proceeding for Medical Induction.o Yes o No

c. Misoprostol 400 mcg Route:nS/LoBuccaloVaginal

Dose Date: DD/MM/YY Time: Bimanual assessment findings

Vi |wWw|IN|F-

Additional Dose required
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Switched to D&E from MI: ONo OYes If yes, mention the reason: ..........cccueieeeeeeeecieeeciee ettt

d. Pain management (Tab Ibuprofen 400mg) given: 0 Yes ©No Repeat Tab Ibuprofen: oYes oNo

e. Expulsion Of: Fetus: Date & TimMe: .....ccoccevereineeenineeeneeeeie e

Placenta: Date & TiME: ...ccccveeeeeeceeeeeerreee ettt e e er e Placenta complete: o0 Yes o No

f. Retained Placenta: oNoo Yes If Yes,0 Managed by MVA o Misoprostol 400 mcg

g. Total blood loss approximately (ml).......ccccceeeeeverennnne

h. Fetal Foot Length: ..................... mm Consistent with ..................... weeks
Blood pressure: ......cooeveveeecevnnnne Pulse: ............... Temperature: ................ Respiration Rate: ..................
Abdominal tenderness: o Yes oNo Guarding: oNot Presento Present
Vaginal bleeding more than 500 ml: oYes o0 No No of Pad soakage: .......ccceeeeveeecrveecnnnne
Contraceptive provided: o Minilap oNSV olmplant o IUCD
oDepo Provera oPills oCondom oNone oOthers................

Reason of Not Providing CONtraCePtiVE SEIVICE: .....cveciiieeeeietitce s ettt este sttt e e seesae e sss et esssasatestesesssesassnseeesssessnns
Reason for referral to other Reproductive health service (If referred): ...
Date and time of Discharge: ......c.ccoceevevevrcvvennnee
Recommended follow up after 2 weeks or earlier (if needed) Date & TIME : ...cccccvveereereerieeie et
Name of Service Provider: ........cccceeeeucirieennnccnneenann. Signature: .......ccceeeeeeeceeneen. Provider listed No: ..................
Name Of ASSISTANT: .....cccvceiiirmiiriiir s s e s esnes e s sesnnssssssesnnsssssssnnnnns Signature: .....cccevviveiiiieniniieninieinennn,
10. Severe Complication on Ml + D & E (to be filled if complication occurs)
Date and time ............ YA YA
Type of severe complications:
Type of severe complications: 0O Heavy bleeding requiring blood transfusion.
o Infection requiring hospitalization with IV antibiotics.
o Uterine/ abdominal injury requiring laparotomy.
0 Other complication (SPECIfY) wovevereirirerre s
oOutcome of complication:

Outcome of compication: O Treated and discharged.
0O Referred out (name of the referred facility & provider):
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HMIS 3.7C
11. Follow Up Recording Section (to be filled if follow up is done) :

Date of follow up: ............ YA YA
Blood pressure: ......cceeeveveeceeernnnne Pulse: ....ccceuevenene Temperature: ............. Respiration Rate: .............

PA tenderness: o0 Yes 0 No

P/S Examination: Vaginal discharge: o Normal o Foul smelling Hanging POC: o0 Yes 0 No
Bleeding: oYes o No Fornix clear: o0 Yes o No
P/V Examination: Uterine size (weeks)............... OS Closed: o0 Yes o No

Other relevant finding (if aNy): .cccceecveieeieeeeeceeee e

Status on F/ up: oComplete alncomplete

If any sever complication oNo o Yes If yes filled section 10:
Contraceptive provided on follow up: 0 Minilap oNSV olmplant o IUCD

oDepo Provera oPills oCondom oNone aoOthers......
Name of Service Provider: .....cc.ccciiieeiiiiiiiieiiiiiineiiniiieiieesiessennes Signature: ....cccceeviveeeiiininnnnnniens
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12. Client Consent Form
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