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Preterm

Complication Clinical Synopsis

Name: Camelia Girigan

AB Date: 7/6/11

Chart #: 115796

MD: Perriera

Complaint;
Heavy bleeding

Treatment:
Transferred to UH

Resolved:
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43 year old, G3P0, termination 0f19.1 week
pregnancy. 3 dilapan inserted on 7/5/11;
operatot noted “LEEP procedute 2009,
minimal cervix visible, + bleeding with dilator
placement. Pt. needs misoptostol 400mcg PV
4 hours prior to procedure tomorrow.”
Bleeding in Recovery after dilapan insertion
was “small, light”. Patient returned to clinic
7/6/11, administered 400mcg misoprostol at
8:152.m., procedure begun at 12:30p.m.
Operator noted: “at end of procedure
circumferential area noted in endometrial
cavity. Posterior cervical laceration noted.
Procedure complete. Rectum intact on rectal
exam. No bowel or other parts noted in
tissue. Laceration not bleeding. No
communication between post laceration and
bowel.” EBL 50cc. Patient transferred via
EMS to UH. HGB on 6/29 (day one) was
11.4; HGB at UH on 7/6 was 10.3. CT scan
of abdomen and uterus revealed no free fluid;
vaginal exam noted small cervical laceration,
not actively bleeding, which requited no repait.
Patient was dischatged from ED with IB,
Petcocet and Colace. Patient returned to clinic
7/13 for FUP, small healing laceration noted,
not bleeding. Patient d/c’d with no further
complaints.




