MMC: Intrauterine Fetal Demise in a 20yo primagravid

22nd July, 2010

1) Clinical assessment: 
· Overview of the clinical details of the case
· 20yo primagravid at 30wks presenting with c/o lack of fetal movement x4wks

· On physical exam, uterus was estimated to be ~26wks 

· Mother is otherwise healthy with unremarkable physical exam, PMHx

· SHx: explains that she did not present earlier bc she is from Dharna, >8hrs walk from BH

· On U/S, no fetal heart motion detected

· Dx: IUFD

· Mgmt: Pt was counseled re: dx, advised to return home and watch and wait for 2-4wks for the passing of fetal tissue. Pt was counseled that if she developed fever, chills, other constitutional sx, or ureto-vaginal sx, to report to HP or BH for f/u. 

· Pt was discharged same day; no further f/u information available. 
· Most likely causes of morbidity / mortality
· Etiology of the initial physiologic processes leading to lack of fetal motion and subsequently IUFD unclear given complete lack of ANC and otherwise unremarkable history of pregnancy

· Etiology of mortality related heavily to lack of access to care

· In addition to geographical distance from BH, also to be considered that this occurred during the height of monsoon / planting season, meaning that the woman had both agricultural demands (intense manual labor) and enhanced travel difficulties due to storms / poor road infrastructure
· Any follow-up that may have occurred since death / discharge
· None available

· No CHWs present in this area
2) Seven domains of MMC causal analysis:
· Clinic operations:
· The patient was delayed in accessing care because she arrived late in the evening, and upon seeing that OPD had closed for the day, waited until the following morning to speak with the doctor. 
· Following “Nepali standards” the HA and MBBS on duty elected to discharge without inducing labor. While according to protocol, these protocols are perhaps not best designed for extremely remote areas such as Achham, and thus are perhaps not appropriate in this setting. Aggressive IOL in this case clearly would have been of benefit to the patient, and would have decreased subsequent risk of DIC etc.

· Lab services were unavailable to this patient as the lab assistant was away on training

· This did not directly affect this case or contribute to the mortality cause, but is relevant for other, similar cases. It would have also been relevant if we had induced labor, a procedure during which lab services may likely have been useful.

· Supply chain:
· None that affected this case in particular, but in discussing the case, it was determined that our supply of misoprostol is not currently sufficient

· More will be ordered so that it can be used by itself as well

· Equipment/machinery:
· FHM would be useful, but U/S is sufficient in most cases

· The main problem with using U/S as a surrogate to FHM is that ANMs are not trained to use it, and even our HAs who do use U/S are not experts, so accuracy of diagnosis is questionable

· FHM could certainly benefit the hospital, and would enable task-shifting with regards to many ANC cases that are currently seen by HAs due to lack of ANM skills to use U/S

· Training ANMs with U/S is another option, but likely less feasible 

· Personnel:
· Personnel issues were not a major factor in this case

· It would, admittedly, be useful to have more skilled ultrasonographers on staff, and we have applied for U/S training, but it’s very infrequent and difficult to find

· In this case though, personnel skills were not insufficient to make the diagnosis, nor did they affect the upstream reasons for the mortality.

· Outreach:
· This is, far and away, the most impt and most addressable issue in this case

· The woman had detected (by herself) a lack of fetal mvmt four weeks earlier, but due to no CHW presence, she was not being followed 

· She had no ANC visits, and while there are health facilities closer to her than BH, she did not attend them voluntarily

· A CHW working in her village would have known about her pregnancy and could have been checking in on her regularly, and would have learned of the decreased fetal movement, thereby increasing the possibility that the woman could have been brought into care earlier, possibly preventing the IUFD.
· Societal:
· Nothing is known about gender / caste issues playing a role in this case specifically, but it can be assumed that, especially during monsoon season when women are planting in the fields, this woman’s position in society did, indeed, contribute to her poor access to care.
· Structural:
· In the height of monsoon season, with both agricultural concerns and the increased difficulty of transport due to flooding, landslides, etc, structural factors were definitively present in this case.

· Also important is that, perhaps due to widespread mistrust / poor faith of the public health care system (health posts and sub-health posts in particular), this woman elected to wait four weeks before seeking care, and then to walk >8hrs to BH instead of more local health facilities that were available to her.
3) Review and summary:
· Identify/review lessons learned
· Reviewed international, evidence-based clinical protocols for:

· IUFD, and 3rd trimester IUFD in particular

· Misoprostol IOL
· Identify/review any still-to-be-answered questions
· None for this case
· Identify/review recommendations for implementation
· Staff have agreed that, henceforth, IOL for IUFD will be pursued more aggressively, and that, especially in 3rd trimester cases, IUFDs will be stat admitted for IOL

· Lab services should be trained to other non-lab personnel so as to have at least emergency lab services available at all times, regardless of lab personnel staffing

· U/S training should be sought for staff, including both MBBS and HAs 

· FHM costs should be investigated and weighed against cost / benefit to determine if BH should purchase an FHM machine

· CHW networks should be massively scaled up in Achham, with a particular focus on maternal / ANC / PNC health services in the community
