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PREFACE

In 1967, the World Health Assembly in resolution WHA20.41
recognized that abortion constituted an important health problem
for women in many countries. The consequences of unsafely
performed abortion account for a large share of maternal
mortality and those who survive may suffer long-term sequelae
including infertility.

National authorities are responsible for deciding whether and
under what circumstances to provide services for the medical
termination of pregnancy. WHO takes no position on the matter.
However, it subscribes to the view, as recommended at the
International Conference on Better Health for Women and
Children through Family Planning, Nairobi, October 1987, that,
“Regardless of the legal status, humane treatment of septic and
incomplete abortion and post-abortion contraceptive advice and
services should be made available.”

As noted in the principles of the World Population Plan of
Action, reaffirmed and expanded at the International Conference
on Population in Mexico City in 1984, the medical termination of
pregnancy is not considered by WHO to be a family planning
method. However, the level of induced abortion or of abortion-
related mortality is a clear indication of unmet needs for family
planning.

The primary purpose of these guidelines is to contribute to the
reduction of maternal morbidity and mortality associated with
abortion. The health care systems in all countries need to address
the health care needs of women suffering from complications of
abortion. Furthermore, induced abortion, as and where allowed
by law, should meet minimum standards of safety and quality.

The guidelines have been produced by WHO’s Maternal Health
and Safe Motherhood Programme, and are addressed primarily to
programme managers responsible for the planning,
implementation, supervision and evaluation of women’s health
care. This book is not intended as a clinical text because
abundant technical literature exists on clinical issues. References
to key technical sources are included in the appropriate chapters.
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The term “manager” is broadly applied within these guidelines to
refer to members of the health team involved in planning,
organizing, administering, delivering and supervising abortion
care programmes and services. In many locations, health
managers may also be trained clinical service providers. The
guidelines should be useful to decision-makers who are
responsible for a national health system, to managers who oversee
a group of service delivery points, and to the staff of individual
health facilities.

The immediate objectives of this publication are:

— to provide managerial guidelines for improving the quality and
availability of care for abortion and its complications, as part
of a primary health care system;

— to provide guidelines for the prevention of unsafe abortion
and its consequences, in view of the significant role that
abortion plays in maternal mortality and morbidity;

— to assist national and local managers in the collection and
application of information useful in planning the location and
content of emergency abortion care at each level of the health
care system.

These guidelines were prepared on the basis of a vast review of
literature, information gathered during the course of WHO-
supported research on health aspects of methods of induced
abortion and their service implications, review by many experts
and programme managers working in the field, and the
recommendations of a scientific working group which undertook
an in-depth review of the text.

Every attempt has been made to make these guidelines of
practical value for those responsible for establishing and
administering maternal and child health services within health
care systems. Thus, separate chapters on planning for services,
facilities and equipment, cost-effective management, providing
information and counselling to patients, training and supervision,
and monitoring and evaluation of services are included along with
several annexes that provide suggestions and examples of training
materials and record forms that can be easily adapted to local
needs. These guidelines are meant to be flexible; the aim is to
present important issues and make suggestions that can be
adapted to the social and cultural circumstances of each country.




Preface

It is not the purpose of these guidelines nor is it within the terms
of reference or policy of WHO to advocate or propose the
modification of any country’s legal code with regard to abortion.

Comments and queries on this publication are welcome, and
should be addressed to: Maternal Health and Safe Motherhood,
World Health Organization, 1211 Geneva 27, Switzerland.
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Chapter 1

INTRODUCTION

Hundreds of pregnant women, alive at sunset last night, never saw
the sunrise this morning. Some died in labour, their pelvic bones too
small and distorted by malnutrition in childhood to allow the free
passage of the infant. Some died on the table of an unskilled
abortionist, trying to terminate an unwanted pregnancy. Others died
in hospitals lacking blood to control their haemorrhage, and others
died in the painful convulsions of eclampsia, too young to bear
children in the first place and never seen for antenatal care. These are
the women of Asia, of Africa, of Latin America—today

(H. Nakajima, Director-General of the World Health Organization,
October 1990).

WHO estimates that throughout the world approximately 500 000
women die every year from pregnancy-related causes. A large
proportion of these deaths are attributable to complications of
abortion. Further, 98% of maternal deaths occur in developing
countries, where a woman’s lifetime risk of pregnancy-related
death is compounded by the greater number of pregnancies
experienced by each woman, as well as by socioeconomic
conditions and the limited availability of maternal health services
in these countries (WHO, 1991).

The dramatic disparity in maternal death rates illustrated in
Table 1 suggests that the large majority of these deaths are
preventable. Improving access to adequate health information and
health care, including prevention of unwanted pregnancy, can
play a critical role in reducing these terrible losses.

Maternal mortality and morbidity

No one knows exactly how many women die each year as a result of
becoming pregnant. Most of those who die are poor, they live in
remote areas and their deaths are accorded little importance. In the
parts of the world where maternal mortality is highest, deaths are
rarely recorded and even if they are, the cause of death is usually not
given (Royston & Armstrong, 1989).

A maternal death is defined by WHO as the death of a woman
while pregnant or within 42 days of termination of pregnancy,
irrespective of the duration and the site of the pregnancy, from
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with blood or other body fluids. Hands should be washed
immediately after gloves are removed.

Precautions to prevent injuries from sharp instruments.
Injuries from needles and sharp instruments may pose the
greatest risk of HIV transmission in the health care setting.
These injuries may occur during procedures, when cleaning
used instruments, during disposal of used sharp instruments,
and when handling sharp instruments after procedures.
Disposable equipment, including syringes, needles, scalpel
blades and other sharp equipment, is reccommended but is not
always available. Used disposable equipment should be placed
in puncture-resistant containers placed as close as possible to
the area where the equipment is used. Needles should not be
bent, removed from disposable syringes, or otherwise
manipulated. Recapping of needles should be avoided if
possible. Where disposable needles are not available and
recapping is practised, the cap should not be held in the hand,
but rather placed on a surface, so that the needle can be
inserted without the risk of puncturing the skin.

Steps to minimize the need for mouth-to-mouth resuscitation
through the use of ventilation devices.

Care with skin lesions. Health care workers who have
exudative lesions or weeping dermatitis should refrain from all
direct patient care and from handling equipment used in
patient care until the condition resolves.

Guidelines for sterilization and disinfection of instruments

Sterilization is the safest and most effective method for
processing instruments that come into contact with the
bloodstream, tissue beneath the skin, or tissues that are normally
sterile. When sterilization is either not available or not suitable,
high-level disinfection is the only acceptable alternative. High-
level disinfection destroys all microorganisms, including hepatitis
B virus and HIV, but does not reliably kill bacterial spores.

In order for either sterilization or high-level disinfection
procedures to be effective, the instruments should be cleaned
prior to processing to remove all organic material. In addition,
instruments must be handled properly after the procedures to
avoid recontamination.

Sterilization

e Steam sterilization (autoclaving) is preferred for reusable
medical instruments including needles and syringes.
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Instruments should be sterilized at 121 °C at 1 atmosphere
(101 kPa) above atmospheric pressure, for at least 20 minutes
for unwrapped items, 30 minutes for wrapped items.
Autoclaves must be maintained in good working order and
guidelines for time, temperature and pressure settings must be
adhered to strictly.

Sterilization by dry heat is effective for instruments that can
withstand high temperatures. It is not suitable for many

pieces of plastic equipment, such as syringes. To be effective,
instruments must be held at a temperature of 170°C for 2 hours.
A period of 3-3% hours should be allowed for the entire
sterilization process, including heating and cooling. If the
maximum achievable temperature is 160 °C, sterilization will
require 4 hours once the temperature has been achieved.

Gas sterilization with ethylene oxide is an effective method.
However, use of ethylene oxide gas requires sophisticated
facilities and skilled operators, and thus is not widely
available in much of the world.

Chemical sterilization may be considered for plastic
equipment that would be destroyed by steam or dry heat.
Protocols for the use of chemical sterilants must be followed
closely to ensure that the solutions are effective and to protect
the patient and the staff from inappropriate exposure.
Chemical agents for sterilization include glutaral and
formaldehyde.

High-level disinfection

e Boiling in water for 20 minutes is the simplest and most
reliable method of high-level disinfection and is acceptable
where the equipment required for steam or dry heat steriliza-
tion is not available. It is essential that the container used is
covered, that timing begins only when the water begins to
boil, that all equipment to be disinfected is submerged in the
water, and that nothing else is added to the container after
the boiling begins.

Chemical disinfection may be used as a last resort if other
means are not available. It is essential that the chemicals

for disinfection be used with caution, with meticulous
attention to proper protocols for their use. They should be
used only if the proper concentration and activity of the
chemicals can be ensured. These chemicals can be inactivated
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by blood and other organic matter. They must be prepared
carefully and stored appropriately, away from heat and light,
or they may lose their strength and effectiveness.

Note: Many agents are called “disinfectants’, but are low-level
disinfectants or antiseptics and will not achieve the required
high-level disinfection. Among these low-level disinfectants,
which should not be used for medical equipment are benzal-
konium chloride, cetrimide with chlorhexidine gluconate, and
phenol (carbolic acid). Care should be taken that appropriate
high-level disinfection agents are chosen.

Steps in processing equipment for reuse

Equipment used in emergency abortion care that needs to be
processed for reuse must be handled carefully to protect both
the health care worker and subsequent patients. The following
three steps for processing soiled equipment and other items are
standard. All three steps must be completed to ensure that
equipment is safe to reuse.

e Decontamination. Before any equipment is handled, it should
be decontaminated by being immersed for 10 minutes in
disinfectant solution (e.g. bleach containing 5 g/litre (0.5%)
available chlorine) to make the equipment safer for staff to
handle. This should be done immediately after the procedure,
and it is often convenient to have a plastic bucket containing
chlorine solution next to the treatment table. Soiled
equipment can then be dropped directly into the solution and
allowed to soak for 10 minutes before being removed for
cleaning. The solution must be changed daily, or more often if
it becomes grossly contaminated, to maintain its effectiveness.
Gloves should be worn by all staff handling the equipment.

Cleaning. After decontamination, the equipment should be
cleaned and washed well in soapy water. Instruments should
be disassembled as needed for cleaning, and organic material
should be scrubbed off with brushes (discarded toothbrushes
work well). After being cleaned, instruments should be rinsed
thoroughly with water to remove any soap residue, which can
interfere with chemical disinfection.

Sterilization or high-level disinfection. The equipment should
then be sterilized or receive high-level disinfection. The
method of sterilization or high-level disinfection chosen will
depend upon the characteristics of the equipment and the on-
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site capabilities. Methods of sterilization and high-level
disinfection are described on pages 123-125

Decontamination of environmental surfaces
with chlorine-releasing compounds

Wiping with an appropriate intermediate to low-level
disinfectant is acceptable for decontamination of surfaces such
as table tops.

Most spills of blood in the health care setting should be dealt
with by removing visible blood with absorbent material (e.g.
paper towelling) and then decontaminating the area by wiping it
with an appropriate disinfectant. For large spills of blood or for
spills of concentrated or cultured materials (such as may occur
in the laboratory setting), the area should first be covered with
paper towelling or other absorbent material and then a
disinfectant should be poured over the absorbent material and
left for 10 minutes. Next, the whole spill should be wiped up
with fresh absorbent material and placed in a contaminated-
waste container. The surface should then be disinfected with an
appropriate intermediate to low-level disinfectant. Gloves should
be worn throughout the procedure.

Chlorine-releasing compounds are appropriate disinfectants for
the decontamination of environmental surfaces, and sodium
hypochlorite is the most widely used compound, e.g. liquid or
powdered bleach, eau de Javel. Alcohols are not generally
considered suitable for this purpose because of their rapid
evaporation and because they quickly coagulate organic residue
and do not penetrate it.

Glove use in clinical care

Use examination gloves for patient care procedures involving
contact with mucous membranes.

Change gloves between patients.

Use sterile gloves for procedures involving contact with
normally sterile areas of the body.

Ideally, disposable gloves should be used. Do not wash or

disinfect gloves for reuse. Washing and disinfecting agents

may cause deterioration of the gloves and allow passage of
liquid through undetected holes.

126
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e In an emergency situation where disposable gloves are not
available, and gloves must be processed for reuse, follow the
standard protocols for decontamination, cleaning, and
sterilization or high-level disinfection.

Use gloves when collecting blood samples to reduce the risk
of contamination; all blood should be assumed to be
potentially infected with bloodborne pathogens.

Use general-purpose utility gloves for housekeeping chores
involving potential contact with blood, such as instrument
cleaning and decontamination procedures. Utility gloves may
be decontaminated and reused. However, cracked or torn
gloves should be discarded.

Waste management

Needles and other sharp instruments or materials should be
placed in a puncture-proof container immediately after use and
should preferably be incinerated.

Products of conception should be disposed of in accordance with
prevailing norms and infection control protocols. Incineration or
burial in sealed containers may be appropriate in some
circumstances.

Liquid wastes such as bulk blood, suction fluids, excretions and
secretions should be carefully poured down a drain connected to
an adequately treated sewer system, or disposed of in a pit
latrine.

Solid wastes, such as dressings and laboratory and pathology
wastes, should be considered as infectious and treated by
incineration, burning or autoclaving. Other solid wastes, such as
excreta, may be disposed of in a hygienically controlled sanitary
landfill or pit latrine.

More information on infection control procedures is available
from Maternal and Child Health and Family Planning, World
Health Organization, 1211 Geneva 27, Switzerland. Alterna-
tively, managers may contact the following organizations,
whose published material was used in the preparation of this
annex.

e Centers for Disease Control, US Department of Health and
- Human Services, Public Health Service, National Institute for
Occupational Safety and Health, Atlanta, GA 30333, USA
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(Recommendations for prevention of HIV transmission in
health-care settings. Morbidity and mortality weekly report,
36(2S): 3S-18S (1987)).

e JHPIEGO Corporation, Brown’s Wharf, 1615 Thames Street,
Baltimore, MD 21231, USA (Infection prevention for family
planning service programs: a problem-solving reference manual.
Durant, OK, Essential Medical Information Systems, 1992).

e Program for International Training in Health, University of
North Carolina, 208 North Columbia Street, Chapel Hill, NC
27514, USA (Guidelines for clinical procedures in family
planning: a reference for trainers, 2nd ed. rev., 1993).
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EQUIPMENT AND DRUGS NEEDED
FOR ABORTION CARE

A. Emergency resuscitation materials

Elements of emergency Materials and equipment
resuscitation

Management of the airway self-inflating bag
and respiration oropharyngeal airway
oxygen supply
suction apparatus
Control of bleeding and oxytocic drugs (ergometrine,
haemorrhage oxytocin)

Intravenous fluid intravenous fluids (intravenous
replacement infusion sets)

Control of pain analgesics, anaesthetics and
anaesthetic equipment

B. Essential drugs for emergency abortion care!
Primary level

The drugs available at primary level facilities vary from location

to location. Nevertheless, the drugs marked with an asterisk in

the list given below are useful in expanding the care available at

this level. It is important that staff are trained in their use.
Essential drugs for the first referral level

Anaesthetics—general

atropine*

diazepam*

Anaesthetics—Ilocal*

lidocaine 0.5-2% without epinephrine

! Adapted from Essential elements of obstetric care at first referral level, Geneva, World
Health Organization, 1991.
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Analgesics*

acetylsalicylic acid
pethidine (or suitable substitute)

Anti-infectives/antibiotics

broad-spectrum antibiotics:
ampicillin
benzylpenicillin
procaine benzylpenicillin
chloramphenicol
metronidazole
tetracycline
trimethoprim-sulfamethoxazole

Blood products

dried human plasma

Intravenous solutions*

water for injection

sodium lactate (Ringer’s)
glucose, 5%, 50%

glucose with sodium chloride
potassium chloride

sodium chloride

Oxytocics*

ergometrine injection
ergometrine tablets
oxytocin injection

Sera and immunoglobulins

anti-D immunoglobulin (human)
tetanus antitoxin
tetanus toxoid

Skin disinfectants*!

ethanol
2-propanol
polyvidone iodine

! Taken from Guidelines on sterilization and disinfection methods effective against human
immunodeficiency virus (HIV ), 2nd ed. Geneva, World Health Organization, 1989 (WHO
AIDS Series No. 2).
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C. Supplies for surgical uterine evacuation
Basic supplies

Intravenous infusion set and fluids (sodium lactate, glucose,
saline)
Syringes, 5 ml, 10 ml, 20 m!
Needles:
22-gauge spinal (for paracervical block)
25-gauge standard (for intracervical block)
21-gauge for drug administration
Sterile gloves, sizes 5 to 10
Cotton balls or gauze sponges
Antiseptic solutions: ethanol, 2-propanol, polyvidone iodine or
equivalent
Haemostatic chemicals: silver nitrate sticks, Monsel’s solution
Long needle holder

Optional supplies for elective abortion

Osmotic dilators, Laminaria (small, medium)

D. Instruments and equipment for first-trimester
uterine evacuation

Basic uterine evacuation

Tenaculum
Sponge (ring) forceps or uterine packing forceps
Malleable metal sound
Pratt or Denniston dilators: sizes 13 to 27 French
Sharp curette: size 0 or 00
Medium speculum, self-retaining
Container (50-ml) for local anaesthetic
Container (500-ml) for antiseptic solution
Plastic strainer
Clear glass dish for tissue inspection
Long dressing forceps
Container for cleansing solution
Single-tooth tenaculum forceps
Cannulae:
flexible: 5, 6, 7, 8,9, 10, 12 mm
curved rigid: 7, 8,9, 10, 11, 12, 14 mm
straight rigid: 7, 8,9, 10, 11, 12 mm
Silicone lubricant

Vacuum aspiration with electric pump

Basic uterine evacuation instruments plus:

Vacuum pump with extra glass bottles
Connecting tubing
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Manual vacuum aspiration

Basic uterine evacuation instruments plus:

Vacuum syringes (single or double valve)
Adapters
Flexible cannulae: sizes 4 to 12 mm

For pregnancy of more than 10 weeks
Basic uterine evacuation instruments plus:

Pratt or Denniston dilators: sizes 29 to 43
Curette: size 1 or 2

Special equipment for dilatation and evacuation
procedures

Basic uterine evacuation instruments plus:

Sopher or Bierer forceps

Additional

The following should be available wherever uterine evacuation is
performed but not necessarily present on every tray:

Special specula:
small Pederson type
large Graves type
Sims
Uterine sound
Large (sharp) curette
Extra dilator packs
Extra cotton balls or gauze sponges
Needle holder
Tissue forceps

E. Instruments and equipment for second-trimester
uterine evacuation

Basic tray for second-trimester abortion

Open-sided vaginal speculum

Atraumatic tenaculum forceps, 25 cm, angled
Pratt dilators, sizes 37/39, 41/43, 45/47
Sponge forceps

Bierer ovum forceps, large, 19-mm jaws
Long dressing forceps

Container for antiseptic solution
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Single-tooth tenaculum forceps
1 large and 1 small curette, preferably blunt

Dilatation and evacuation

Instrument tray for instrument storage and tissue collection

Container (50 ml) for local anaesthetic

Container (500 ml) for antiseptic solution

Lidocaine 1% with epinephrine 5 pg (1:200000) in 20-ml
ampoule

Syringe, 10 ml with control grip for paracervical block through
25-gauge needle or 22-gauge spinal needle

Gauze sponges

Cotton balls

Vacuum pump, with extra glass bottles

Collection tubing with plastic handle (11-mm inside diameter)

Cannula, uterine evacuation, curved, 14-mm diameter

Intra-amniotic instillation

Instrument tray with sterile cover

Container for antiseptic solution

Dressing forceps

Cotton swabs

Syringe, 10 ml, and hypodermic needle for local anaesthesia

Long needle with a stylet—for instance, a 10-cm 14-gauge needle
or 18-gauge spinal needle

Syringe, 50 ml

Sterile container for the solution used

Fluids for instillation

Extra-amniotic instillation

Instrument tray with sterile cover

Container for antiseptic solution

Dressing forceps

Cotton swabs

Foley or Nelaton catheter, No. 14 or 18, and a syringe for
inflating the balloon

Long pincette or forceps for insertion of the catheter

Haemostat for clamping the catheter

Syringe, 50-ml (or smaller, if prostaglandin is used)

Sterile container for the solution used

Fluids for instillation

Equipment for intravenous infusion of oxytocic drugs

Intravenous infusion set, including needles
Intravenous fluids
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Additional

The following should be available wherever second-trimester
uterine evacuation is performed but not necessarily present on
every tray:

Vaginal retractors, 1 pair (medium)

Uterine sound

Sponge forceps, 25 cm, curved

Pratt dilators, full set of largest sizes (to 75)
Needle holder, long

Tissue forceps, 25 cm

Sopher ovum forceps, large, 14-mm jaw
Scissors, large, curved

F. Instruments and supplies for laparotomy'

Standard laparotomy set—instruments

Stainless steel instrument tray with cover, 31 cm x 20 cm x 6 cm
Surgeon’s gloves—sizes 61, 7, 75, 8

Towel clips, Backhaus box lock

Sponge forceps, 22.5 cm

Straight artery forceps, 16 cm

Hysterectomy forceps, straight (Péan), 22.5 cm
Mosquito forceps, 12.5 cm

Tissue forceps, Allis, 19 cm

Uterine tenaculum forceps, 28 cm

Needle holder, straight, Mayo, 17.5 cm

Surgical knife handle, No. 3

Surgical knife handle, No. 4

Surgical knife blades

Triangular-point suture needles, 7.3 cm, size 6
Round-bodied needles No. 12, size 6

Abdominal retractor (Deaver), size 3, 2.5x22.5 cm
Abdominal retractor, double-ended (Richardson)
Abdominal retractor, 3-blade, self-retaining (Balfour)
Curved operating scissors, blunt pointed, Mayo, 17 cm
Straight operating scissors, blunt pointed, Mayo, 17 cm
Scissors, straight, 23 cm

Suction tube, 22.5 cm, 23 French gauge

Intestinal clamps, curved, Dry, 22.5 cm

Intestinal clamps, straight, 22.5 cm

Dressing (non-toothed tissue) forceps, 15 cm

Dressing (non-toothed tissue) forceps, 25 cm

! Adapted from Essential elements of obstetric care at first referral level. Geneva, World
Health Organization, 1991.
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Standard laparotomy set—dressings and linen

Bundles of abdominal swabs with tapes (6 in each bundle)

Vulval pads
Dressing towels
Trolley towels
Abdominal sheets
Mackintoshes, large
Mackintoshes, small

Bundles of radiopaque gauze (6 in each bundle)
Operating gowns, face masks and caps
Plain gauze and cotton-wool swabs

Lithotomy set

Silk sutures in strands (each strand 0.5 m long)

G. Materials for side-ward laboratory tests and blood

transfusion!

Side-ward laboratory

Test
Haematocrit (erythrocyte
volume fraction)

Materials

Microhaematocrit centrifuge

Scale for reading haematocrit
results

Heparinized capillary tubes,
75 mm x 1.5 mm

Spirit lamp

Blood lancet

Ethanol

Essential materials for the provision of donor blood

for transfusion

Blood crossmatching

Patient’s serum

Patient’s red cells

Donor’s red cells from pilot
bottle

Sodium chloride solution, 8.5 g/l
Bovine albumin, 20%
Water-bath or incubator, 37 °C
Centrifuge

Pipettes

Test-tubes, small and medium

! Adapted from Essential elements of obstetric care at first referral level. Geneva, World

Health Organization, 1991.
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Collection and storage of Cotton wool and ethanol
blood! Sphygmomanometer cuff

Airway needle for collecting
blood

Blood collecting set containing
120 ml of acid-citrate-dextrose
solution

An object for donor to squeeze

Artery forceps

Pair of scissors

Adhesive tapes

Refrigerator (temperature 4—6 °C)
for storage of donor blood. A
domestic refrigerator operated
either on gas or electricity can
be used, but the refrigerator
must not be opened too often.
A refrigerator that opens at
the top is preferable to a
cabinet refrigerator.

Sources of emergency gynaecological equipment

Emergency gynaecological equipment is available through
international procurement and distribution systems, including
the following:

Family Planning International Assistance (FPIA)
810 Seventh Avenue

New York, NY 10019

USA

International Planned Parenthood Federation (IPPF)
Regent’s College

Inner Circle

Regent’s Park

London, NM1 4NS

England

1 Blood should be collected from healthy adults aged between 18 and 50 years with a
haemoglobin level above 11 g/dl. Pregnant women should not donate blood. Individuals
can donate blood at six-month intervals.
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UNICEF Procurement and Assembly Centre
UNICEEF Plads

Freeport

2100 Copenhagen 0

Denmark

United Nations Population Fund (UNFPA)
220 East 42nd Street

New York, NY 10017

USA

Names and addresses of manufacturers and suppliers of
gynaecological equipment are available from International
Projects Assistance Services, 303 East Main Street, PO Box 100,
Carrboro, NC 27510, USA.
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TRAINING MATERIALS

A. Training curriculum for vacuum aspiration'

This outline presents the most important aspects of training to
introduce vacuum aspiration. It is based on courses to train a
variety of levels of health care workers in several different coun-
tries. The outline should be adapted on the basis of an assessment
of the training needs and specific abilities of the participants in
the course. If the participants are not already trained and experi-
enced in basic physical and pelvic examination techniques, this
content should be added.

Content
Course introduction

Pre-test

Maternal mortality
and morbidity
related to abortion

Introduction to
vacuum aspiration

Notes

The trainer should explain the rationale for
holding the course, the learning objectives,
and the criteria for successful completion of
the course (see Chapter 10).

Where possible, it is advisable to give a pre-
test at the beginning of the course. The
results of the test should allow the trainers
to identify the topics and skills that are
needed most by the particular group of
trainees.

Trainees should understand the role of
abortion in maternal mortality and
morbidity in the local setting

(see Chapter 1).

Trainees should understand the vacuum
aspiration technique, including its
advantages and disadvantages, indications
for its use, limitations, and mechanism of
action (see Chapter 6).

! Adapted from: International Projects Assistance Services, Vacuum aspiration training
curriculum. Carrboro, NC, 1991.
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Postabortion
contraception

Equipment

Clinical technique

Clinical practice

Use of medication

Cervical dilatation

Annex 3

The lecture or discussion should cover the
use of all available contraceptive methods
for the postabortion period and explain
how to provide methods to women (see
Chapter 7).

The parts of the aspiration equipment
should be identified and the trainer should
demonstrate any preparations that the
trainees will be responsible for.

The steps in the aspiration procedure
should be explained and discussed. Trainees
should then observe a demonstration or an
audiovisual presentation of the procedure.
If possible, the trainees should perform at
least one procedure using a pelvic model
before practising in the clinic.

Trainees should have ample opportunity to
develop clinical skills under supervision.
The number of procedures that a trainee
should complete under supervision will
depend on his or her background and
training. It is important to allow sufficient
time for clinical practice over several days
and to set aside time to discuss cases and
any difficulties encountered in the clinic.
Supervised practice should continue until
the trainer is satisfied that the trainee has
developed adequate skill. (Section B of this
Annex presents a sample form that can be
used to evaluate skill in vacuum aspiration.)

The trainer should discuss the use of drugs,
including antibiotics, for treatment of
infection, analgesia and anaesthesia
particularly in relation to shock,
paracervical block and uterotonic drugs as
required (see Chapters 5 and 7).

It is important for trainees to be able to
judge the degree of cervical dilatation and
to become skilled in dilatation of the cervix
as required for uterine evacuation.
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Asepsis

Diagnosis of
complications

Management of
complications

Infection control

Referral

Counselling and
psychological
support

Reporting and
record-keeping

This session should reinforce the need for
aseptic technique to minimize the chances
of introducing infection.

This session should cover at least the
following: recognition of haemorrhage,
sepsis and internal injury (see Chapter 5).

The class should review protocols for
management of the complications noted
above and discuss cases treated during
clinical sessions. Discussion of case studies
depicting complications can also be helpful.
In addition, ways to minimize
intraoperative and postprocedural
complications should be discussed.

The standard practices of infection control
should be reviewed, including the need for
use of universal precautions. Infection
control practices specific to abortion care
should be covered in detail, including
decontamination, cleaning, sterilization and
disinfection of equipment, and disposal of
waste materials (see Chapter 7).

Participants should be informed of local
referral and transport protocols.

This session should cover the rationale for
and importance of thorough discharge
instructions and effective interaction with
the woman. It should include provision of
medical information, family planning
counselling, communication of discharge
instructions and requirements for informed
consent. The class activities should include
role-playing. (See Chapters 7 and 8. A
sample checklist for evaluating counselling
skill is included in part C of this Annex.)

It is important to discuss the importance of
good record-keeping (see Chapter 12). The
participants should practise completing any
required forms during training.
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Evaluation If training leads to certification it should be
dependent on achieving the desired level of
skill. Certification should not be given
automatically or be based on completion of
an arbitrary number of procedures. In order
to improve future classes, each course
participant should be asked to evaluate the
course, giving positive and negative
feedback. A confidential survey is very
useful for this.

B. Checklist for evaluation and supervision of vacuum
aspiration practice’

The following checklist is designed to be used during the direct
observation of a vacuum aspiration procedure. The evaluator
should be experienced in vacuum aspiration. The checklist may be
modified and adapted as required.

Part 1. Observe whether the operator adequately:

— Assesses the patient’s status (medical history, presenting
conditions, date of last menstrual period, and emotional state)
and orders necessary laboratory tests.

Assures that the necessary material, medication and
instruments are available in the procedure room before

beginning.

Establishes rapport with the woman, discusses the procedure
with her, and is supportive.

Evaluates the need for anaesthesia, analgesia, or sedation on
the basis of the patient’s condition and emotional state.

Assesses the size and position of the uterus, or identifies
trauma if present.

Identifies cervical laceration, dilatation, or trauma if present.
Administers antibiotics if needed.

Ensures that the cannulae have been sterilized or disinfected
and rinsed free of any caustic solutions used.

1 Adapted from International Projects Assistance Services, Clinical evaluation form for
manual vacuum aspiration, Carrboro, NC, 1991.
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Prepares the aspiration syringe or pump and checks vacuum
tightness.

Selects the appropriate cannula on the basis of uterine size
and cervical dilatation and inspects cannula and syringe for
signs of wear.

Administers paracervical block or other pain control
measures, if needed.

Dilates the cervix if needed without causing trauma.

Uses no-touch technique; does not contaminate the cannula.
Moves cannula effectively to empty the uterus.

Determines when the evacuation is complete.

Examines the aspirate to ensure that the tissue evacuated is
consistent with the patient’s condition and history, and sends

sample to the pathology laboratory if needed.

Monitors the patient for complications and treats any that
occur.

Gives appropriate discharge instructions.

Ensures that family planning counselling is given and provides
a method if the woman desires one.

Part 2: Recommendations

If the operator has not yet reached the necessary level of skill, list
your recommendations for improving skill, referring to specific
items in part 1.

Recommendations
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Part 3: Comments

Please add any comments you may have about the trainee’s
ability.

C. Checklist for evaluation and supervision
of counselling skills’

The following checklist is designed to be used for self-evaluation
by the counsellor or in conjunction with observation of
counselling skills by an external evaluator. The external
evaluator should be experienced in counselling techniques. The
checklist may be modified and adapted to conform with the
curriculum used in the original training.

To assess listening skills, the evaluator should observe whether the
counsellor:

— Meets clients in a private, comfortable place.
Accepts clients as they are; treats each one as an individual.

Listens to what clients say and how they say it; observes tone
of voice, choice of words, facial expressions and gestures.

Puts himself or herself in the client’s place as she talks.

Keeps silent sometimes, giving the client time to think, ask
questions, and talk.

Listens carefully to the client, rather than thinking of what
to say next.

Repeats occasionally what has been heard to ensure
understanding by both parties.

Sits comfortably, avoids distracting movements and looks
directly at the client.

1 Adapted from Lettenmaier C, Gallen M. Why counselling counts. Population reports,
Series J, No. 36 (1987).
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To assess questioning skills, the evaluator should observe whether
the counsellor:

Uses a tone of voice that shows interest, concern and
friendliness.

Asks only one question at a time and waits for an answer.
Asks questions that let the client express her needs.

Asks open-ended questions that cannot be answered with a
simple “‘yes’” or ‘““no”’, to encourage communication.

Uses words such as “then?”’, “and?”’, ““oh?”’ to encourage the
client to keep talking.

Avoids beginning questions with “why?”” since this can
connote judgement of the client.

— Asks the same question in different ways to ensure the client
has understood a point.
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B. Example of an incident report form for abortion
complications

The attending medical provider should complete this form as
soon as possible for all major complications that occur during
the provision of abortion care.

Patient and procedure

Name:

Date of admission: Time of admission:

Date of procedure: Time of procedure:

Diagnosis:

Type of procedure:

Complications encountered

Describe the complication and the time it was recognized.

Patient’s clinical condition

Describe the patient’s condition before the procedure.

Describe the patient’s condition after the procedure.

Procedure

Describe the details of the procedure.




5. Treatment of complications

Describe actions taken to treat complications and follow-up
care required.

Clinician reporting Location (hospital, clinic)
(print name)

Signature

Case review

Appropriateness of care

Treatment required

Follow-up required

Proposed actions to minimize future complications

Supervisor (print name)

Signature




