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PREFACE

The Government of India. the Government of Uttar Pradesh (UP) and the United States Agency
for International Development (USAID) have embarked upon the Innovations in Family Flanning
Serviees (IFPS) project in Uttar Pradesh for the improvement and expansion of family planning
and related reproductive health services in the public and private sectors. To undertake this
project, the State Innovations in Family Planning Services Agency (SIFPSA) has been created as
an autonomous sociely.

As part of their work in strengthening training, SIFPSA and the Department of Health and Family
Welfare of Uttar Pradesh have collaborated with EngenderHealth to strengthen the service
delivery skills of family planning service providers.

Female sierilization remains a commonly used method for a large number of family planning
acceptors. Abdeminal Tubectomy is a popular method of sterilization in U.P. The twelve-dayvs
Abdominal Tubectomy Induction Training Course aims to induct additional doctors in providing
Abdominal Tubectomy.

The curniculum is designed to provide participants introduction in theory as well as skill practice,
50 that by the end of twelve days the doctors are competent to perform Abdominal Tubectomy The
curriculum consists of a facilitator's guide and a reference Manual for the trainers and for the
participants. The curriculum covers counseling, informed consent, indications and precautions,
clienl assessment. infection prevention, anaesthesia, surgical procedure, posl-operative recovery,
discharge and follow-up, management of complications, practice on ZOE models, Abdominal
Tubeclomy demonsiration on clients. provision of guality services, emergency preparedness and
Cardio Pulmonary Resuscitation (CPR)

i Abdeminal Tubectamy for LLP,
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ONE

INTRODUCTION

BACKGROUND

Worldwide Voluntary sterilisation (VS) is the most popular and effective method of
contraception. Currently, female voluntary sterilisation is three tmes more common than male
sierilisation (Ross, 1992). In addition to being permanent, VS is safe and relatively free of
side effects. The most important aspect of the procedure, however, relates (o its permanence.
Clients must understand that sterilisation is permanent contraception and counsellors must be
able to communicate this concept effectively.

Over the vears, programme have evolved 10 the point that services are provided safely,
cfficiently and in a manner convenient 1o clients. The mortality rates for female voluntary
sterilisation “fell from 7.1 per 100,000 procedures for the period 1973-1981 to 3.7 per 100,000
for those done between 1982-1988, Jargely because of improved anaesthesia and infection
prevention (Khairullah, Huber and Gongzales, 1992). Furthermore, procedures as they are
performed today are truly minor operations, with small incisions and invelving only a short
stay a1 a surgical facility (i.c.. only a few hours).

In India, acceptance of volunlary sterilisation has grown rapidly over the past decade. As
many as 5-6 million VS procedures are now done annually in [ndia. To ensure the quality of
these services, the Ministry of Health and Family Welfare has established regional training
centres and revised the VS standards. The standards address issues of mformed consent,
counselling, the surpical procedure, pre- and post-operative activities, follow-up and treaunent
ol side effects and complications.

POTENTIAL CLIENTS

The following criteria for VS acceptors are required in the Government of India Guidelines
(Ministry of Health and Family Welfare, Government of India, 1999);

. The cliem must have been married.
. Male clients should preferably be below the age of 60 years.
«  Female clients should be below the age of 45 years and above 22 years.

. Although the number of children is not a necessary eriterion, the couple should have at
least one child whose age is above one year.

. Client or their spouse must not have undergone sterilisation in the past (not applicable
in cases of fallure of previous sterilisations).

»  Clienls must be in a perfectly normal state of mind so as to understand the full
implications of sterilisation,

. Mentally il elients must be certified by a psychiatrist and consent in such cases, should
be given by the fegal guardian/spouse.

Abidaminal Tuhectamny for (P I-1
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DESCRIPTION

cha!ﬂe vpluntur}r sterilisation (VS) is called tubal oeelusion. One method of tubal
oeclugion is Abdominal Tubeciomy, which permits the operating doctor to see and mantpulale
the fallopian tubes directly,

Abdominal Tubectomy under local anaesthesia is both safe and effective.

Major advantages of Abdominal Tubectomy under local anaesthesia are :
. Equipment and instruments are simple, inexpensive and easily maintained.

. Doctors who have little surgical training can learn to perform the procedune competently
in a short time.

- It is particularly well-suited for rural areas where support staff, cauipment and supplics
are limited and the volume of procedures is Jow.

. It can be performed on an cutpatient basis with a stay for a few hours,

. It may be used for both interval and postpartum tubal ocelusion.

MECHANISM OF ACTION

In the female reproductive system, an egg (ovum) is produced in the ovary every month from
menarche until menopause. The fallopian tubes provide & passage from the ovary to the womb
{werus). The egg travels from the ovary through the fallopian wbe where 11 meets the sperm
from the male partner. During an Abdominal Tubectomy proeedure, both fallopian tubes are
occluded, generally by ligating and cutting. After the procedure, the egyg cannot travel beyond
the occluded area and so cannol be fertilised by the sperm. Afier a wbal occlusion, the woman
will still menstruate just as before the operation.

SURGICAL APPROACH

Abdominal Tubectamy under local anaesthesia can be performed on an outpatient basis and
requires simple, inexpensive and easily maintained equipment. For both imerval and post-
operative procedures, the incision can be either transverse or longitudinal] lor postpartum
procedures, a curved incision is made just below the umbilicus. Once the abdomen is opened,
the fallopian tubes are identified and occluded by ligating with suture materizl and then
cutting out a small piece of tube. The moditied Pomeroy technique is the most widely vsed
method of mbal Jigation. With this technigue, a segment of the tube is tied in a loop and the
top portion of the loop is cul and removed. The resected segment should be in the istiunic
portion of the tube where the diameter of each stump will be the same. FFollowing this, the
ahdomen is closed; a dry, sterile dressing applied and the client usually can be discharped
within two to four hours after the procedure, provided there are no problems.

TIMING OF PROCEDURE

Abdominal Tubectomy can be performed in the immediate postpartum period provided ther
are no complications during [abour and delivery, post-abortion or in the “imterval” perod (6
weeks after delivery or any time when the woman is nol pregnant). For interval procedures,
Abdominal Tubectomy may be performed al any time in the menstrugl cycle, although it is

i-2 Abdewrrinat Tahoectem) for TGP,
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preferable to do it ot the ead of the menstrual petiod or shortly thereafler 1o ensure that the
client is nol pregnant,

[nunediale pust-abortion or posiparfum procedures should be performed within 48 hours if
there are no complications. Within 48 hours afier delivery, the fundus is near the umbilicus,
permitting a small subumbilical incision and ready access to the fallopian tubss. In some
situations, a delay of 12 hours may be justified to permil a more accurate ussessment of the
baby's chances for survival. The likelihood of postpartum hacmorrhage is much reduced after
12~24 hours as well,

Afler 48 hours, a lower and larger incision may be needed and the tubes are nol easily
accessible, Baclerin are presenl more oflen in the tubes and endometrial cavity at this time.

Afler 7 days postparium, the uterus descends into the hollow of the pelvis, further incrensing
surgical diificulty; therefore, the procedure penerally should be delayed for 6 weeks (42 days)
or later when the uterus is fully involuted. For clicnts who will not have tubal occlusion
within the immediote posipartum period and are nol hreastfecding, temporary contraception
should be stressed.

In many countries. immediate postpartum (within 48 hours of delivery) wbal occlusion
services are an inlegral part of matemity services. The major medical advantapes of
postpartum VS include:

. A woman generally has been admitted to the facility and her current healih status
usualiy can be established from delivery and prenatal records.

. The werus is high in the abdomen and a small incision (1.5-3.0 cm) just below the
umibilicus is usually sufficient to complete the procedure.

¢  The [allopian tubes are casier 1o reach with Uhe uterus in this position.
- Local anacsthesia with light sedation/analgesia is usually sufficient.
. Hospital stay beyoud that of a normal delivery (often 24 hours or less) is not reguired.

At the same i, special sicps must be taken 1o ensuze the safety of immediate postpartum
VS, These include:

. Postpartum women should be carefully screened. Special problems include postpartum
haemorrhage or any condition that would lead (o increased risk of infection.

® Entry into the abdominal cavity must be cavtious 10 avoid injuring the intestine.

. Special core must be taken when exposing the wbes since the engorged postpartom
vesscls can bleed vigorously if injured.

»  The provider must ensure that ligatures on the tubes are secure to prevent slipping and
haemorrhage alter the procedure is completed.

e  The provedure should be performed within 48 hours of delivery before involution
mrogresses and 1o reduce the chances of infection.

Abdpmiinal Trebicctumy far UP -3
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FACILITIES AND PERSONNEL

Abdeminal Tubectomy under local anaesthesia can be performed in anv hospital, inciuding
L:::rllnlmunii}r health centre, primary health centre and maternity hospital. Thete are cerain
mimmum requirements, including ninning or potable water; electricity or other light soures,
toilet facilities; separate reception, counselling, examination and post-operative arcas: and a
clean surgical area, Isolated from the other facilitics. 'n addition, certain equipment,
instruments and drugs should be available for use in the operation (heatre and recovery arcas
and stall should be trained in its use {see Appendix A for more information on emergency
preparedness).

The Abdomnal Tubectomy procedure may be performed by doctors with basic surgicsl
ability and skills.

PERMANENCY

Abdominal Tubectomy should be considered permanent. In India, where a few microsurgical
facilities are available, 1t is possible in some cases to reverse the procedure, that is, rejoin the
lipated fallopian wbes. Even when such services are available, however, the client inday not be
able 1o afford it, may not be a proper surgical candidate (this is # major surgical procedure) or
a reversal ptiempt may not be suceessful. Therefore, couples who are considering Abdominal
Tubectomy should be certain that they do not wish 1o have any more children.

Because Abdominal Tubcctomy should he considered a permanent procedure, women
requesting it should be well counselled and have plenty of time to think about their decision.
Some requests will come from highly motivated clients (e.g., from women with multiple
pregnancies, these with medical problems, those who are older, those wha have had repeated
cesarian sections). Generally, these self-maotivated clients need little more than a review of the
information and verification that the decision was made afier careful thoughi. Other requests
may come {rom younger women, those with lower parity or women who have been advised
not to have asy more pregnancies becanse of medical problems. In these sitwations, great care
should be taken with counsetling, including exploring the client’s feelings which may not be
clear at first. All clients shonld give thetr informed consent only alter careful exploration of
the matter so that no person makes the decision for voluntary sterilisation without hlly
understanding that it is permanent.

Remember: People are less likely to change their minds after Abdominal Tubectomy when
the decision has been made after much thought over a perind of time.

EFFECTIVENESS

The effectiveness of a contraceptive method usually is the most important factor, both {or the
individual (or couple) wrying to choose a method and for the service provider. For valid
comparisons of effectiveness (o be made among the most commonly vsed methods, fatlure
rates must be presented not only {or individuals using the method consistently and correctly,
but also for typical users. Data presented in this way, showing the range of failure rates for
the fivst year of use for most contraceptive methods, are illustrated in Figure 1-1.

-4 Abdernieeal Tebectonty for LLP
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Figure 1-1. Range of Theoretical and Typical Use Pregnancy Rates per 100 Women
During First Year of Use
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SAFETY

Abdominal Tubectomy under local anacsthesia in the hands of a well-imined clinician is a
safe, highly cllective approach for performing wwbal occlusion. In many countries the
mortality risk associated with an unwanted pregnancy is 50-80 times the risk of death for
female voluntary stenlisation {Khairullah, [Huber and Gonzales, 1992). Fewer than | percent
of women suffer major complications as result of female volumary sterilisation and less than
5% have even minor complications (Church and Geller, 1990).

Client asscssment before the procedure also reduces the likelihood of complicauons. Factors
that may complicate Abdominal Tubectomy include obesily, previous pelvic or abdominal
surgery and previous pelvie or abdominal intection,

FAILURE

Although failure rates for Abdominal Tubectomy are very low, failure can occur. Causcs of
failure include abnormalities of the lallopian tubes, procedural errors and opening of the tube
(recanalisation) during the healing provess (Soderstrom, 1986). The presence of early,
undetected prepnancy at the time of the procedure may be perceived as a failure and must be
avoided. Most cascs of faillure occur within two years of the procedure (Pollack. 1993).

Abdeminal Tubectomy for UL I-5
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Abdominal Tubectomy does not increase the frequency of ectopic pregnancy. I o wonn
does become pregnant after Ahdominal Tubectomy, however, she is more likely to have w
ectopic pregnancy. Among women who bécome prepnsnt afler velumary sterilisation, more
than one hall of all pregnancies are ectopic (Pallack, 1993). Thercfore, all women who have
Imdln r'tlc:lrc:lcrmina] Tubectomy and present with sympioms of pregnancy should be carefully
evaluated,

POST-OPERATIVE PROBLEMS

There also are few side effects associated with Abdominal Tubectomy. Initial pain or
discomfort associated with the surgery generally ends within a few days. While it has been
suggested that “post-tubal sterilisution syndrome™ (e increased menstoual bleeding,
dysmenorrhoea) may occur, studies have not led to conclusive evidence, Some studies sugpest
that menstrual blesding changes may be caused instead by switching from another method 1o
V3. by the normal aging process or by gynaecological abnormalities [Pollack, 1993 Pogi-
tubal sterilisation symdrome: Does it exist? 1993). '

POST-OPERATIVE BENEFITS

A beneficial effect of Abdominal Tubectomy mav be a reduction in the risk for ovarian
cancer. Some studies suggest that the risk may be as much as 70 per cent lower in women
who have been sierilised (Edwards, 1994; [Hankinson et al.. 1993). Another theory is that
blockage of the fallopian tubes prevents contemination of the ovaries with possible
carcinogens (e.g., talcum powder). Further studies of the mechanism of action need to be
conducted (Pollack, 1993},

SATISFACTION AND DISSATISFACTION AFTER ABDOMINAL TURECTOMY

Most clients choosing Abdominal Tubectomy are happy with their decision, As with any
major life choice, however, some individuals will later hiave a change of mind about the
decision to end their fertility. T general, age at the time of sterilisation has proven to be the
best predictor of regret; in one study 4.3 per cent of women between the ages of 20 - 24
regretted the surgery while only 2.4 per cent of those aped 30-34 had similar regret (Very few
Women found to Regret Sterilisation 1992, OBGyn News Jan 1:24: 1992),

When this happens, it is often the result of their having experienced an unantucipated change
of circumstances, such as a new spouse or loss of a child, which may lead them to want more:
children. It is not possible to prevent all dissat:sfaction, but if programme s lake measures 10
assure voluntary, informed choice and if they assist clients hefore surgery 1o consider the
implications of eading fertility, post-operative dissatisfaction and repret will be kept to a
mimmum. For those clients who do adjust poorly after Abdominal Tubeciomy 1he programme
should offer Counselling to help them come to terms with the elfect of ther decisions,
Finally, if reversal services are available and realistic for the individuzl chent, they should be
presented as an ophion.
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TWO

COUNSELLING

BACKGROUND

Counselling is of particular importance in programme providing voluntary sierilisation
services because the method involves surgery and is intended to be permanent. Voluntary
sterilisation involves consequences, risks and fears that need to be discussed with each client.
Iroviders have an obligation to ensure that the client understands the benefits, risks,
imphications of and alternatives to voluntary sterilisation, and that those who choose it do so
voluniarily. The service provider should discuss each client's feelings aboui ending ferulity
and assess the chent's psychological readiness for the procedure and its consequences.

Remember: Counselling 15 a critical checkpoint between the client’s mtention 1o seck
voluntary sterilisation and the steps that follow, leading to surgery.

— e L

serviee providers should listen to ehients earcfully o determine 1if there are signs of doubt,
conflict, misunderstanding or unrealistic expectations about the procedure. In view of the
crilical and sensitive nature of this decision, it is essential (hat the counsellor collects
information from the client about her personal circumstances and feelings abow voluntary
sterilisation (Waorld Federation, 1988).

One of the principal aims of counseiling s to identify clients who are likely to adjust poorly
or change their ninds afier undergoing a procedure, IT proper counselling is provided, regret
is uncommeoen among clients. Regrel is often triggered by major changes in circumstance, such
as the loss of child or partner or remarriage. It is sometitnes strong enough to lead ¢lients to
scek reversal. Since reversal is usually not a realistic option, it is important to help clients
avoid regret.

A few charactenistics have been identified which, if not addressed during counsclling, may
increase the jikelihood of regret following surgery (Table 2-1). These [aciors should not be
used as arbitrary ground for denying sterilisation 1o a chent, Rather, they are signals to the
scrvice provider 10 devole special time and care 10 ensure ihat the chent carefully weighs the
choice of voluntary sterilisation and ifs altematives. In such cases, it may be appropnate to
encourage lhese individuals to take more time to consider lheir request lor voluntary
stepilisation and {0 accept a temporary method in the interion.

In addition, counselling helps potential clienls for slenlisation by preparing them
psychologicaily, both for what it will mean not to be able to have any more children and for
the experience of surgery. By puiding clients to congider the implications of their choice and
helping them address whatever doubts or anxietics they may have before surgery, service
providers enhance the chunces that those who choose voluntary sterilisation will be satisfied
with their decision. In peneral, clients are likely to adjust well and be satisfied with their
decision after surgery if service providers have told them what to expect and if they take
responsibility for the decision to end their fertiliny.
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= Temporary siress

* [Lack of access 10 other methods of contraception

Cerenrsellivng

Finally, counselling is an ongoing process that is integrated into all aspects of family planning
service provision, enabling clients 10 make a voluntary, informed choice. Fvery person
working in a family planning service centre contribuies to this process. Therefore, it is
important that all of them are oriented to family planning counselling in order to provide
quality service.

IT more people have accurate information about family planning methods, it is less likely that
false rumours will develop and spread. Counselling of potential clients helps to ensure thai
clients will be satisfied and also reduces return visits to the clinic or discontinuation due to
misunderstanding of the method.

Table 2-1. Some Warning Signs, which If Not Addressed During Counsclling, Could
Increase Regret after Voluntary Sterilisation

e e

« Young age

+ Children are few in number or of the same sex or tn poor health

e Pressure from someone clse
= Marital instability

e Partner not in agreement

o Unresolved doubt

&  Economic inducement

Incompleéte or incorrect nfarmation aboul volumary sterilisation

F

o

| » Sierlisation is medically indicated

| »  Excessive interesl in reversal

| , X . T p—

|2 History of psychological problems, including sexual p.uhlhmsi o - |

Adapted from: Neamatalla and Harper, 19940.

PERMANENCY

Voluntary sterilisation procedures should be considered permanent. During counselling 11 i
important to identify clients who are indecisive about undergoing surgery or comeerned aboud
reversal and (o lielp such clients to consider their decision further. In India, reversal of ligation
is available at limited clinical sites where microsurgical facilities are present. The couvnsellor
should explain, kowever, the following points:
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Counselfing

=  Reversal involves complicated and difficult surgery, requiring preat skill.

. Some individuals who request reversal may be inappropriate because of ape, {fertility
impairments or insulTicient length of tube for reversal.

. [zven for cliems who are switable candidates for reversal and even when a hughly skilled
doctor using the most advanced surgical techniques performs the reversal procedure,
fumetional success (term pregnancy) cannot be assured

- Reversal procedures are costly and the client 15 usually responsible for the expense.

Wamen wiho are advised stenilisation for medical reasons are at high-risk for regret. These
women may not have chosen o end their fertility under other circumstances; thus, they need
help to understand and accept why an end (o childbearing is recommended. They must
undersiand the dangers that pregnancy poses to them. Barmng medical coniraindications,
eifective, long-acting contraceptives (c.g. [UCDs) should be presented. As an alternative,
vasectomy can be presented as a choice (o women who do not want to undergo sterilisation.

A client’s coocept of accepiability and appropriateness changes wilh circumstances.
Therefore, the clicnt has the right to decide when to start or switch methods.

CLIENT RIGHTS

Thers are various reasons why individuals and couples decide to slart, confinue or stop
praciicing familv planning. Some people may wish 1o delay the birth of their firsi child.
Others may want 1o space the births of their children and some may want {o ensure that only a
desired number of children are borm. There is another proup of people who may wish to use
family planning services not so much for protection from unplammed or unwanied pregnancy,
but for other reasons, including achicving pregnaney or {or the protection of their
reproductive and sexual health,

Auny member of the community whe is of reproductive age should be considered a poiential
client of famuly planning services. Moreover, all individuals 11 the community have a right to
mformation about family planning for themsclves and their families, regardless of their ethnic
arigin, socioeconomic status, religion, marital status or poliucal beliefs. Finally, all persons
have a right to decide freely whether or not (o practice family planning.

Family planning programmes should assist people in the praciice of informed, {ree choice by
providing unbiased information, education and counselling, as well as a range of
contraceptive methods. Clienis should be able (o obtain the method they have decided to use.

Clicnis also have the right to discuss their concerns in an cnvironment in which they feel
comiortable and confident. The client should be aware that her'his conversation with the
service provider will not be listened to by other peopl.

When a client is undergoing a physical examination or surgical procedure it, should be carned
oul in an enviromment in which ber right to bodily privacy is respreled. The clieat’s right to
privacy alse includes the following aspects related Lo quality of services:

- debupieed fremr. Huezo and Bripgs, 1992,
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Cornselling

»  Wihen receiving counselling or undergoing a physical examination, the client should be
intormed abeut the role of each person in the room (e.g., service providers, individuals
undergoing training, supervisors, instructors, researchers, eic).

* A client should know in advance the type of physical examination that is going ta be done

A chent should feel comfortuble when receiving family planning services. To a certain extent
this is related to the adequacy of service delivery [acilities (e.g.. proper ventilation, Jighting
seating and toilet facilites). During the Abdominal Tubectomy procedure. however, comfi
1s directly related to the provision of gentle, supportive care. Moreover, the time the client
spends al the premises to receive requestad serviees should be reasonable.

The services provided to a client should not be discontinued unless a decision to do so is made
jointly between the provider and the client. In particulas, a client’s aceess (0 other serviees
should not depend on the continuation or refusal of contraceptive services. Additionally,
referral and follow-up are 1wo impaortant aspects of a client’s right to continuity of scrvices,

Finally, the client has a right to express her views about the service she receives. Her opinions
about the quality of services, either thanks or complunt, together with her supgesuons for
changes in service provision, should be viewed posinrvely ina programme’s ongoing efforl (o
monitor, evaluate and improve its services.

BENEFITS OF COUNSELLING

For the woman

« Counselling resulis in the woman arriving at 2 voluntary and informed decision. She feels
in contral of her choice of Abdominal Tubectomy and does not [eel she has been
pressunsed into accepling a method of contraception with which she does not feel happy,

» The woman knows exactly what to expect with Abdoninal Tubwciomy. She understands
all the benefits it will offer and will also be prepared for uny side effects that may develop.

¢ She knows whom to ask for advice if she feels concerned ubow anything et any time.

v She knows that the surgery is permanent.
For the clinician

e Although counselling may appear to be time-consuming. it is cost-efiective and saves time
in the long run. Satisficd clients spread positive messages regarding the conlraceptive
method they are happy with.

COUNSELLING PROCESS

Counselling focuses on the individual woman's needs and situation and scrvice providers are
willing to listen to the woman's questions and concerns. Counselling must be based on trust
and respect between the client and the service provider. Stafl must provide a prospective
Abdominal Tubectomy client with all the information necessary to make a reasoned, nop-
coerced decision 1o terminate her fertility. The information must be in the language and
terminology that the woman best understands,
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Counselling

Remember: All information exchanged in the counselling session should be treated as
confidential.

Family planning counselling should enable a client to:

o  Consider her reproductive goais;
» Make free, informed and voluntary decisions about fertility and contraception; and

o Lnderstand how 1o use her method of choice safely and effectively.

The elements of the counselling process have been organised into a system called GATHER
(Gallen, Lellenmaier and Green, 1987; Letleomaicr and Gallen, 1987). This scronym is
designed (o help service providers remember important points in an effective counselling
sessivi,. GATIER is one approach to counselling; in practice, counselling should be
tailored to the individual circumsiances and may follow a different sequence.

OATHER means:

— Lireel
—  Ask
— Tell
Help
Explain

~ 3 Ea -0

- Return visit / Refer
Stages in Counselling

The counselling process for clients considering Abdominal Tubeclomy goes through three
stoges with the second stape having several steps.

Stage I General Counselling

Thas is the first stage and is carried out during the imitial contact with the family planning
client. During this session, family planning needs ave discussed; information on various
contraceplive options is provided; cliept concerns, myths, questions are nddressed; and
decision-making and method choice begin,

Stage . Method-Specific Connselling

This is the sccond stage. [n this stage, decision-making and methad choice ocour, more
specitic inlormation on the chosen method s provided; the screening process and procedures
are explained; instructions regarding use 15 given; verification 15 done. by having the client
repeat buck key instructions; what 1o do if problems arise is discussed; and when Lo return is
discussed.
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Counnyelfing

In the case of clients opting for veluntary sterilisation, the following steps are corried out.
Strep 1

Method charactensiics (benefits and limitations) and petential risks/complications are

explained:

*  How the methed prevents pregnancy is explained;
= The client is told that sterilisation is permancnt;

* How the procedure is performed, how long it takes and what discomfort, if any, 1o expecl
are explained:

* The client is made aware that sterilisation  does not affect normal sexual functioning,
physical or mental health;

» The consequence of failure is explained;

o Warmng signs or regret pre addressed (Tuble 2.1, pg. 10) and the service provider iy
confident that the client’s decision is informed, voluntary and well considered; and

» The client is screcned (history and physical examination by a doctor) 10 ensure that she
has no contraindications (or the surgical proceduore.

Step 2 (Pre-procedure connselling)

Though the client has been made 1o understand how the procedure is performed and how long
it will take in the previous step, the client may still have last minme doubts that must be
addressed:

¢ Any questions thut the woman may have regarding the procedure and what she can expect
(e.g., how long it will last. recovery period, pain at the incision site for & few days, ete.)
should be angwered.

» The request form 1s reviewed with the client 1o ensure that she has indeed pgiven an
informed voluntary consent for the permanent surgical method of contraception,

s The woman i3 given clear instructions on how 1o prepare hersell” [or surgery.

Step 3 (Post-procedure connselling)

o

This is usually given immediately after surgery, Some elements of this type of counseiling,
however, should be piven earlier and reinforced at this time (e.g., pain at the incision site for a
few days). Post-procedure counselling should focus on those waming signs (e.g., fever,
persistent abdominal pain, bleeding or pus at the incision site) which indicaies the need for a
quick return to the clinic. In addition, she should be:

o Told whom to contact if she develops any problems or has any concerns, and

e (Given wrilten information telling her the date of her follow-up visit,

2-5 Al Trebectomy for L1



Couwnseliiing

Stage [IL. Follow-up Counselling

Information given post-procedure 15 reinforced. Service providers need (o [isten attentively
and be prepared to answer questions about problems the client has had. Answering questions
helps a client cope with problems or side effects. At each follow-up visit the following should
be addressed gentiy and patiently:

» ['roblems encountered since the last visit, and
* Concerns abourt side effeets and/or problems.

The key points and steps in providing counselling for Abdominal Tubectomy are summarised
mn Figure 2-1, helow.

COUNSELLING POST-ABORTION CLIENTS

Precautions inust be taken with respect to the timing of counselling for sterilisation after
abortion to assure that the siress of termination or related complications do not influence the
client’s decision, The possibility of the post-abortion client making a hasty decision may
result in a agh level of regret.

Clients may be informed abowt their contraceptive options at any time before or after the
abortion. bul the decision 1o undergo sterilisation and the documentation of the informed
consent must not lake place until the clicnt is free from swress of the abortion and her
judgement is ummpaired.

Acceptance of contraception must not be a prerequisile for aborlion services or eaiment of
abortion complications. Depending on the receptivity of (he woman, counselling about family
rlanning can be offered 1o the client before the abortion, while she is in the health {acility
atler abortion or at the follow-up visit.

o — — e — o ——— =

Remember: When considerable time has passed betwecn signing the forms and the delivery or
abortion, the provider must confirm the client’s decision to undergo sterilisation and remind
her that she bas the right to chapge her niind,

Figure 2-1. The Counselling Process for Abdominal Tubectomy
Stage 1. General Counselling

» Circet the client by intraducing yourself and warmly

‘ welcoming her to the clinic.
Client reception o Ask the client why she has come o see you, For
| mformation? For @ method? Because of a problem
’ with a method?
l » Lxplain the purpose of the counselling session.
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Counselling

Gather information from the client:
Client counselling ¢ Personal data (uge, number and sex of children,
marital status).
¢ Previous contraceptive experience, if any.
¢ Health status.
Assess what the client knows about the following:
¢ Humun reproductive system.
¢ Benefits, nsks, side effects of wmporary and
permanent methods.
e Provide information to the client,
¢ Tailor information depending upon client’s
knawledge about family planning goals.
¢ Provide accurate, unbiased information.
¢ Correct misunderstanding and {ill paps 1o
knowledge.
s Help the clieat choose a method that suits her health
and reproducuve needs.

-

-

Stage 1. Method-Specific Counselling (If she chooses Abdominal Tubectomy)

o Lxplain in detail the following:
1 Client counselling ¢ How the method prevents pregnancy (use an
Step 1 anatomic diagram or model to expluin).

¢ How the procedure is performed, how long it
takes and what discomfort if any, to expect (use
an anatomic diagram or model to explain),

+ Sterilisation does not aiffect normal  sexual
fuactioning or physical or mental health,

¢ Method characteristics (benefits and lunnianons)
and potential risks/complications.

¢ Conscquence of failure,

+ Abdominal Tubectomy does nat protect the
woman from RTIls and other STIs, inciuding
HIV/AIDS.

e FEnsure that the elient undlerstands that the method
involves surgery and is intended 1o be permancnt
Explain that reversal involves complicated and
difficult surgery, requiring great skill, and even then
functional success (lenn pregnancy] cannot be
assured,

e Assess the client’s decision and feclings:
¢ Why does the client want 1o end fertility

(completed family size, cconomic reasons, health
veasons, ew.)?

¢ How long has the client been considering
sterilisation ¥

& What does the partoer think?
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Pre-procedure Coanselling

Post-procedure Counsclling

Step 3

Stage (11 Follow-up Counselling

Clicnt counselling

Abdaminal Tabectany for ULP,

Counyelling

¢ lHow would the client feel if circumstances
changed afier the sterilisation (death of child or
pariner, diverce, remarnage)?

Ask yourself: Is the client making a well-considered

decision? (See Table 2-1, pg |1 for warning signs}.

Carry out a physical examination of the client to rule

oui contraindications for the surgical procedure,

if there are no contraindications for Abdominal

Tubectomy, ask her o sign the consent form.

Review the consent form with the client to ensure
that she has indeed given an informed, voluntary
consent  to  have a permanenl  method of
contraceplion. Abdominal Tubectomy.

Ask the woman if she bas any quesiions regarding
ihe procedure.

Explain to her what she can expect (e.g., how long it
will last, recovery period, pain at the incision
site, cle). '

Give her clear instructions on now to prepare for
SUrgery,

Give her clear instructions on posi-operative care.

Afler sedation has worn off, pgive post-operative
mstructions, orally and in writing including how she
should care for the surgical site and what to do if she
cxperiences any problem or side effects,

Provide information on warning signs for medical
problems and the need {o retum 1o the clinic
imediately should any occur.

Schedule o return visit within 7 davs,

Dhscoss arrangements lor discharge.

Aseire the client she can return 1o the same clinic at
any Gme to receive advice and medical attention.
Answer any remaining client questions.

Complewe the elien! record.

Inquire abowt problems and respond to concerns
about gide effects.
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Connselling

RUMOURS AND FAULS

Correcting rumours and misinformation is an important job of family planning providers,
When talking to the client about rumours and misinformation, do not just suy that what they
have heard is not true. Always explain politely or show why it is not true. and explain what is
tru¢. Be carefui not to embarrass the client because s/he has a mistaken idea or belief,

The following are some of the more common mistaken ideas:

Rumour: Afler an Abdominal Tubectomy, a woman becomes weak and sick and can no
longer do heavy work.

Response: Explain that Abdomipal Tubectomy has no long-term effect on a woman’s abilily
to work. on Ler strength or energy. A woman can resume her normal activities afier the
Abdominal Tubectomy procedure {after a short period of rest 1o recover from the surgery). (f
the woman knows of someone who had heaith problems afier an Abdominal Tubectomy,
these were most probably due to the woman's poor health Ffrir,:r 1o the surpery.

Rumour: Abdominzl Tubectomy can lead to premature menopause.

Response: Explain that the procedure does nol alier in any way a woman’s menstruz| cycle.
She will have regular periods just es before the procedure. Abdominal Tubectomy is not 2
hysterectomy, her uierus and ovaries are intact and she will continue o produce eggs and
menstruate.

Rumaounr: Abdominal Tubectomy lessens o waman's satisfaction during sexual intercourse.

Response: Explain that a woman's sexual desive and physical response o sexual stimulation
do not change after Abdominal Tubectomy. Indeed, sexual satistaction is often enhanced
because she and her busband will not have to worry about pregnancy.

To help the client understand better and remember the most important facts about voluntary
sterilisarion, be sure to explain them to her clearly and in simple terms, and repeat them
several times. linportant facts about Abdominal Tubectomy are summarized in Table 2-2.
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Connsalfing

Table 2-2. Important Facts Abont Abdominal Tubectomy

WHO CAN HAVE AN ABDOMINAL TUBECTOMY?

Abdominal Tubectomy is appropriate for
wemen who:

Wanl a convenient. reliable and
permanent method of contraception.

Are cerlain they want no more children.
Might have o high-risk pregnancy due to
their age or Imallh_pr{:lhIem 5.

BENEFITS AND LIMITATIONS OF ABDOMINAL TUBECTOMY

i e ———

Dencfits:

Reliable. permanent method of
contracepuon,

Does wl inderfere wilth sexnal
IR IS,

Very effective.

= Mo daily action required.
» [asy to use and requires no further action

other than follow-up wvisit; does not
interfere with normal daily activities.
Comloriable once (he incision site has
fully healed (about 1T week).

I ew side effects.

Abdominal Tubectomy v noel appropriate

Sfor wonien wito:

¢ Are considering having, more children

o Are al high-risk for surgical compli-
calions.

Limitations:

s Abdominal Tubectomy is a surgical
procedure  and, therefore, may be
associated with infoction, bleeding or
pruiging,

« The woman cannol discontinue the
method (counselling should make her
understand  that  the method is
pormancnt).

« Abhdominal Tubcciomy does nol protect
the woman from RTls and other 5T1s.
including IHIV/AIDS,

- e

TIPS ON COUNSELLING

Listen attentively.
Answer questions objectively.

Reinforce important information on side effects, waming signs, etc.

Remember: Counselling should be part of every interaction with the client.

— - ——
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THREE

INFORMED CONSENT!

BACKGROUND

The process thal leads to informed consent is important to clients because it ensures that they
receive the imformation they need to make informed, well-considered decisions regarding
their fertility. In addition, the process lessens (he possibility of regret after Abdominal
Tubectomy, which is more likely to occur when clients are not fully informed or when they do
not request the procedure voluntarily. Funthermore, the act of sipning an informed consent
document in the presence of a witness may impress upon clients that they are making an
important and, in most cases, irevocable decision.

Properly admunistered, informed consent procedures are umportant 10 service providers for
three reasons:

. They help lo assure thal Abdominal Tubectomy clients are satisfied and well informed,
a goal of all family planning programmes. .

. They are likely (o reduce the incidence of regret, thus enhancing the programme's
acceptability.

. The sigied consent document serves as evidence of (e client's request and can provide
protection against charges of performing a sterilisauon  procedure against the client's
wishes. :

INFORMED CONSENT FOR ABDOMINAL TUBECTOMY: WHAT IT Is

Informed consent is a chent's agreement 1o undergo an Abdomisal Tubcectomy voluntarily, in
full possession and understanding of the relevant facts. Consent is voluniary when the client
gives it of her own free will and not because of any special inducement (e.g.. a cash payment),
foree, [raud, decett, duress. bias or other form of coercion or misrepresentation.

Before o client can make an informed choice regarding Abdominal Tubectomy. a staff
member must explain to her and she must understand. the following facts:

o  Temporary methods of contraception arc available to ber and her husband,

. Abdomunal Tubectomy under local anaesthesia 15 2 surpical procedure,

» _ The cifect of this procedure is permanent.

. If suecessful, the operation will prevent her from having any more children,

. Cortain risks and benefits are associated with the procedure,

. There is a very small chance of failure (0.1-0.5% in the furst year of usec).

. She can decide against the procedure without sacnficing the right to other services.

' Adapiced from: Philippine Family Planning Programme. 1993, Gwideflner: Mintlaparoomy with Local
Anesrhosio, Family Planning Service, Department of Healih: Manila, The Philippines.
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Infarmed Consent

INFORMED CONSENT: WHAT IT IS NOT

Documenting informed consent is not a guarautee of voluntarismi. A client who signs an
informed consent form under duress or without fully understanding the npawre of the
procedure and its effects has nel given informed consent. The fact that the client signs the
form does not necessarily mean that she requests the operation willingly or in full kuowledge
of the facts and options availabie.

Reconfirm informed consent through counselling procedure. Covnselling is the process
by which the clinie staff helps to ensure that clients make free, informed and well-considered
decisions about their fertility (see Chapter 2 for more detailed information about
counselling). Through counselling, the stafT:

. Provides any information the clicat needs o make a fully informed decision abow
fertility, including information about Abdominal Tubectomy, other sterilisation  or
anaesthesia technigues and other contraceptive methods.

. Determines whether the client understands the consequences of and is comTortable with
her decision.

. Determines whether the client's choice 15 voluntary. Counselling 1s a process - an
informed decision is the inended outcome of counsetling. Informed consem for
Abdominal Tubectomy 1s one of severa] informed decisions the client may make.

. Explores the cliemt’s feelings aboumt ending fertility and the reasons for adoping
Abdominal Tubectomy, in order to reduce the likelihood of regret later.

Documenting informed consent is onc component of the Counsetling process designed 1o
safeguard the client's right to make a voluntary, informed choice. It also satisfies lepgal
requirecments and safeguards the service provider against possibie lawsuits, Documentation
takes place after counseliing, once the client has made a firm decision to undergo surgery.

DOCUMENTATION OF INFORMED CONSENT

In India, the client's signature on an informed consent form is the legal authorisalion for the
Abdominal Tubectomy to be performed.

The client must always sign or mark the informed consent form (see Appendix B for a
sample consent forn used in India). Since voluntarism is ultimately the responsinlity of the
operating doctor (see below), the dector or his authorized representative may be the individual
with primary responsibility for counselling the chent,

Illiterate chients should mark dic informed consent form with o themb impression. A witness
chosen by the client must also sipn or mark the fonn (can be any person not associated with
the service centre). Because voluntary sterilisation involves sensitive personal issues related
to sexuality, it is preferable that the witness be someone with whom the client is comiortable
discussing such issues,

Consent for Abdominal Tubectomy should not be obtained when physical or emotional
factors may compromise a client's ability to make a carcfully considered decision about
contraception. Special care needs 1o be taken when 2 woman is pregmant: specitically, consent
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Informed Consens

should not be obtained when a woman is in labour, when a woman is sedated or when a
woman 1s experiencing stress before, during or aller a pregnancy-related event

SPOUSAL CONSENT

There is no requivement for spousal consent, but because Abdominal Tubectomy is a
permanent procedure, a joint decision vsually will mean more satisfied clients and fewer
complaints to health workers following the surgery. It may be advisable to find out how the
spouse feels about adopting the method. If the spouse is not in favour of it, the provider
should caution the client about going ahead with the procedure.

DOCUMENTING DENIAL OF ABDOMINAL TURBECTOMY

When a client is evalvated w0 be unsuitable for Abdominal Tubectomy for either medical or
non-medical reasons, the client record should specify the reasons (e.g., the chient has a
coundition that precludes surgery, client is uncertain about her choice, etc). The action teken by
the provider should be described (e.g., referral, treatment, ete). These records should be kept
at the service facility where the client was judged unsuitable for Abdominal Tubeclomy.

RESPONSIBILITY OF THE OPFERATING DOCTOR

By the time the client meets the doctor who will perform the surgery (if she was counselled by
a counsellor who was not a doctor), she should have:

. Been coumselled about her contraceptive options.
S Made an infonmed decision o undergo Abdominal Tubectomy.
. Signed a consent formu

It is the responsibility of the operating doctor to verily informed consent by talking with
the cliemt before the procedure. Before starting any part of (he surgery, including
administration of sedative drugs, the doctor must assure that the client has made & free,
informed and well-considered decision in order to minimise the possibility of regret in the
tuure,

The doctor may use a card printed with guidelines for assessing a client’s dnrlsmn 1o undergo
Abdominal Tubectomy as shown in Figure 3-1,
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Figure 3-1. Operating Doctor's Guidelines for Assessing Client's Decision fur Abdominal

Tubectomy
How to Assess a Client’s Decision for Abdominal Tubectomy under Local E
Anacsthesia:
A Dyetor's Guide for Final Asscssment .
Has the client signed an informad consent foom?  YES  NO
| I r -_ = SRR S s
I | STOP ' CAUTION GO !
| Should not have Needs more Signs of a sound
SUFEErY NOW comnseliing decision

If the answer iy yes,
ask the cliemt these
JEsiions.

P i i —

i —

I————._ e = = - ==ar

R . T rr————

S e = cmm m o

| —

WHO made the
decision for
slmlusal:mn ?

s

WHEMN did the client
decide 1o have no
more children?

Someone else
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| partner objects
|
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: Recently

r‘]n.nt and pariner |[-ur
client, il single)

Sum: lime ago

|
|
]ﬁ

| ama

WHY did the client
choose Abdommal
Tubectomy under
local anaesthesia?

HOW did the client
decide?

= — e s

WHAT docs the

chient know about:

=  Abdominal
Tubeetomy under
local anacsthesia

o — —

» Other
| contracephive
i methods

I

Sowrce: Association for Voluntary Surgical Contraception, 19489,
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|
[

While upset or under
siress

| Without enough
' consideration or
mrnrmmmn

1
Wants no more children {
|
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'Does not know that:

o - The mathod is
- permansnt

s The method

involves surpery
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methods, bur prefcrs
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The doctor should ask the client the questions listed in the left-hand column, rephrasing them
as necessary Lo be sure the client understands.

. 1T any of the woman's responses fall under the STOP catepory, the doctor should resolve
the problem or cancel surgery and offer the woman an allernative contraceptive method.

. If any of the woman's answers [all into the CAUTION column, she needs Further
counselling. The doctor or another clinie siall member should correct
misunderstandings the client has, provide her with additional information she needs,
explore her reason for choosing permancnt contraception and determine 1f she 15 still
interested in having the surgery. If the woman needs more time to think over the
decigion, the surgery should be postponed.

. if all of the woman's -apswers fall in the GO column, she probably 15 an sppropriate
candidate for permancnt contraception, unless the doctor finds other evidence to the
conlrary,

Using such a guide does not substitute for client counselling which should occur much carlier.
Furthermore, this guide should not serve as an inflexible screening mstrument. The doctor
must exercise good judgement when using this or any other gmde and interpreting the resuits.
For example, if all of a woman's answers fall into the GO category, but she 15 unduly nervous
and her agitation does not appear (o be related to the [ear of surgery, the doctor or other staff
meniber should take time to determine what is causing her anxiety, If only one of the woman's
responses falls into the CAUTION column, the doctor should take some time to counsel the
woman and examine her reazon lor requesting Abklominal Tubeclomy, rather than cancelling
surgery solely on the basis of that response. Afler counselling, the doctor may conclude that
the woman is well informed and has made a voluntary, carefully considered choice. The
surgery may then proceed as planned.
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INDICATIONS AND PRECAUTIONS

BACKGROUND

A contraindication 15 a condition or a discase ihal makes a drug or treatment unsafe or
inadvisable for a client. In the pasy, o protect clients from contraceptive complications, lists
of contraindications have been developed for each contraceptive method. Although such lists
are produced with the best interest of the client in mind, potentally serious. but often rare,
complications are over emphasised. As a consequence, clients sometimes are prevented from
choosing their preferred contraceptive method rather than puided in their decision-making.

Another dizsadvantage i3 that while contraindications change over time. the hsts tend o
become permanent. (The same is tree 10 a certain extent for lists of indications). Moreover,
what may be an appropriate contraindication i one country, when applied to another setting
with differemt reproduciive health characteristics, may not be appropriate. Finally, in many
countries, new information is slow in amivieg and the contraindication list remains standard
lor many vears,

A portigl solution w this problem is to require that every list of indications and
contraindicanons be dated and state clearly the country or setting for which the list was
mtended, Beyvond this, one could consider alternatives o the use of the word contraindication.
which earries such dire implications.

In the manual, we bave chosen to replace contraindicalions with precantions, Making this
change. however, does not solve the problem entirely, Therefore. in addition to listing the
indications and thosc conditions requiring precautions, a briel statement s included
explaining the rationale {or categorising the condition as such,

WHO CLASSIFICATION SYSTEM

There is no medical condition that would make a clhient inelipible for voluntary stenlisation
{VS). There are, however, conditions or circumstances which require precaution either for the
timing of the procedure or selecting the facility where the procedure should be performed. At
the World Health Organization {WHO) meeting in 1995, a separate system was developed for
assessing how, when and where VS procedures should be perfoimed. While some conditions
(c.g., severe haemorrthage following delivery) may nccessitate delaying the V3 procedure,
others which are listed in the WHO document do not require any action.

This chapter describes o pumber of conditions tor which there are precautions. As in the
WHO guidelines, where delay is recommended, e VS procedure should not be performed
until the condition is evalualed andfor correeted, In addition, those conditions that preclude
performing the procedure in the cutpatient seiting are listed, For these conditions, referral to
an apprapriate facility where full backup andfor a more experienced doctor is available
miay be necessary.
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CONTRACEPTIVE CHOICE AND WOMEN'S REPRODUCTIVE HEALTIT CARFE

When a woman selects a contraceptive method, she and the health care workers should
consider the degree to which the elient values her luture fertility as well as the degree 10
which she is willing to risk a potential health problem (eg., use of a propestin-poly
contraceptive with aclive liver disease)

Under most cireumstunces, a woman's risk of dying from pregnancy is many times
greater than her risk of dying from Abdominal Tubcetomy or any other modern
contraceptive method. In lact, the higher & country’'s maternal mortality rate, the more
nnportant it is to offer women the widest choice of effective methods.

As 4 consequence, protocols that hist the indications and precoutions for Abdominal
Tubectomy should be flexible in order 1o maximise the client's aceess 1o qualily Gomily
planning services. To achicve this objective, they should be desioned 1w help the service
pravider consider not only the womnan's individual history and living conditions but also the
local maternel morbidity and morciality.

INDICATIONS FORR USE

Abdomunal Tubeclomy is an appropriate method for a woman:

CONDITION RATIONALE

Who is ceriain thai she wants no more  Abdominal Tubectomy should be considered

children. permanent  (irreversible).  laven  where
microsurgical facilities for a  reversal
procedure are available, the client may nol be
able to aftord it, may not be a proper surgical
candidate or a reversal atlienipt may not be
suceessiul.  Therefore, couples who  are
considering Abdominal Tubeciomy should
be certain they do not wish 1w have any more
children.

Whose age or health problems might cause The risk of dying from  Abdominal
high-risk pregnancy. Tubectomy is less than that for pregnancy
complicated by age or health problems.

Who understands and voluntarily gives A client who undersiands and voluntarily

informed consent for the proceduore gives informed consent for the procedure 18
less likely to regret the decision and will be
moge salishied aller the procedure.

Who prefers a method which does not  After the procedure, only o follow-up visit iy
require taking contracepiive action daily ot required. Contraceptive effeet 15 immediale
hefore sexueal intercourss. and permaneant.
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Indicarions end Precaurions

PRECAUTIONS FOR USE

The rationale for the precautions listed in this section is based on the most recemt
cpidemiologic and clinical data regarding medical and surgical criteria for Abdominal
Tubectomy. For woimen with any of the following conditions, health care workers need to
assess the appropriatencss of Abdominal Tubectomy for each client, not only in terms of her
special needs but also in relation 1o the health: care conditions in which: she lives.

CONDITIONS REQUIRING PRECAUTIONS

7= 2 elorye (6 weeks)

Preeclampsia (severs)

or Eclampsia

Prolonged-ruptire
membrones
(> 24 hours)

Intrapartum or
prsiparfum seps 11

Sewvere bemorrhagne
(> 500 ml) Resulting
m MR < 8 gm%

Tratuma fo genitol

tract (cervical or
vaginal tears)

Uterivie perfoaration

Adfwlivering? Tihectoiv for (P,

Relay procedure until
afier 6 wecks.

Delay procedure unti!
recovered
(6 weeks).

Delay procedure until
= & weeks.

Dclay procedure untii
infection is treated
{>h wecks).

Delay procedure until
anaemia Improved
(=6 weeks),

Delay procedure untal
recovered
{> & weeks),

Delay procedure only
il senous problem is
suspected.

CONDITION PRECAUTION RATIONALE
Pregnancy/Suspected  If pregnancy is 'rocedure performed early ih pregnancy may
pregnancy suspected, it shonld be confused with failure. Also, use of uterine
he rniled out before clevator may cause disruption of pregnancy
performing a VS and possible  miscarriage  (9pomtancous
procedure. 1f the abortion).
client is pregnant,
counsel regarding
aptions and ricks.
rostpartum

Inereased risk of complications when ngt
done durmg [irst few days postpartum OrF
hefare uterus has fully returmned 1o pre-
pregnancy size.

Inereased risk of anaestheasia-related problems
i general anacsthes:a used.

Increased  risk ol serious  post-operative
infection,
increased risk of serious post-operative
infection.

Clieat may have been anacinic before delivery
and may be unable 10 wolerate risk of further
Moowd loss,

Becanse client may have been anaemic before
delivery, she may not be able to tolerate the
risk of further blood loss and is at increased

risk of infection.

May have sigmificant blood loss or oither intra-
abdominal trauma. f cmergency surgery
{laparoscopy or laparotomy) is required, tubal
occlusion may be performed only if there is
no additional risk.
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CONDITIONS REQUIRING PRECAUTIONS

CONDITION
LDelivery at home,
fefames tmmunisation
sfatus nod Enown,

Unexplained vaginal
bleeding

Active pelvic infection
(PID including purulent
cervicitis)

Acute systemic
infection (e.g., cold, M,
gnstroenteriis, viral

hepatitis)
Annemin (Hb <8 g/d[}.

Abdominal skin
infection

Cancer of the genital
iract {cervix,
endomelrium or ovaries)

Deep veins
thrombosis/pulmonary
embuolism {(current)

Tuberculosis

Asthma (route)

Fogt-albortion

Puerperal sepsis or
Sever (= 38%0)

Nevere lhaemarrhage
(=500 mh

-

PRECAUTION
Provide tetans
toxoid and delay
procedure for 6
wieeks,

Delay procedure only
if serious prollem is
suspected.

Delay procedure until
mfection treated and
resolved. Provide
client with a
temporary method,

Delay procedure uniil
infection treated and
resolved. Provide
client with a
temporary method.

Delay procedure until
anaemia mmproved.

Defay procedure until
treated.

Do not perform.

Delay procedure until

fully recovered.

Delay procedure until
appropriate Anti-TH
realment recelved.

Deluy procedure wnil
acule psthmn attack

resolved,

Delay procedure until
infection resolved,

Delay procedure until
anacmia improved,

RATIONALE

Delivery at home may result wm unintemional
exposure o 1etanus. 1F client 15 incubating this
organism  and  develops  fetanus  post-
operatively, the operative procedure miy be
blamed, afiecting the reputation of fhe
voluntary stenlisation programme.

If serious prublem suspected. evaluate {and
treat) before sturgery.

Il procedure s perlormed e presence of
utering, tubal or permtoneal infection, abscess
formation or mereased severity ol ipieeton
may resull,

Although mbal ocelusion 1§ @ minor sorgical
['J!'ﬂﬂ-ﬂq‘[llr&, it shotild nar e performed when
the chient 1s sick.

Clicnt may be wnable 10 tolerate stress of
surgery or further blood Joss

Inereased risk of post-opembive mileciion,

li peneral, treatment for these cancers resulis
in stertlity. Refer client for treatment.

Increased risk of recurrence or embalisim.

Procedure could cause {lare-up or spread of
discase. The coughing  associmled  with
tberculosis may cause hermation ot the site
of Lhe mcision,

Client  wilh  comprooused  respiratory
functions may nol tolerate the sedation and/or
a Trendelenburg positen. In addition, hgher
expiratory pressure will couse  abdommal
straining and complicate procedure,

Detenmine canse and treat betore perfornung
V.

Cliemt may have heen
procedure and may nat be able o wwlerae

annemic  before

Nther Mood loss.,
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CONDITIONS REQUIRING PRECAUTIONS

CONDITION
Tronema do penital
freref (cervical or
wvaginal)

PRECAUTION

anacmid improved
and mpury healed.

Lhterine perforation
recovered,

At Dereaieoietra
flu':s taborlion
syitdrome)

recoversd.

Diclay procedure untid

Dealay procedure until

Delay procedure until

RATIONALE

Because client may have been anacmic bafore
ahortion, she may not be able to tolerale
further blood loss and is &l incrensed risk of
mfestion,

May have significant bloed loss or intra-
abdominal  traumm. 1T emergency  surgery
{laparoscapy or iaparotomy) is required, tubal
ecclusion may be performed only if there is
no additional risk.

Evacuate wlerus (vacuum aspiralion) and
assess  araemia  before  performing  tubal
TN ITETRTTR

Women with. the following condilions may require additional counselling or special surgical

and [ollovw-up management:

PROBLEMS REQUIRING ACTION

PROBLEM

Coliend has:
e [habeies

»  Swvinptomatic heart
discass

«  High BP (=160/100) or

with vascular disease

«  Conpulation (cloting)
disorders (rare)

= s overweight (over 75
ko165 1 il not normal
| I ratio)

*  Abdoiminal or nmbilical
hernia

o Multiple lower alvdoninal

meisions/scars

Dresire for mose children

Excessive intoros! o

reversal

Abdfominal Tubectomy far U9,

ACTION

Should eniy be performed iy
experienced clinician ina
facility with full backup.

Nede: Diabetes shouid be
under control before surgery.

Furiher assess concemms and,
if appropriate, help client
choose another method.

Further assess concerns and,
if appropriate, help clicnt
choose another method.

RATIONALE

Clicms with sigaifican? medical

problems may need special surgical

and Tollow-up management (e.2.,

general anaesthesia) far voluntary

sterilisation. Only those clients who

meet the scceptable criteria should

have their surgery in ambulalory

facilitics. Attempting to perlorm the

procedure in wormen who do pot meet

these criteria {e.pz.. overweight

woinen or these with extensive pelvic

adhesions) invariably neécessitates:

* more sedationfanatgesia for client
cuinlon,

= larger incision,

= lonper operating time, and

s« prolosged vecovery.

As n consequence, there is an
mereased risk of complications,
especially infections, in this high-rick
g (1] 8

Tubal oeclusion is permanent. Heip
couples considering more children
choose another methad.

Tubal ecclusion 1s permanent. Help
eouples who might be mterested m
mare children choose another
micthod.
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PROBLEMS REQUIRING
PROBLEM

Disapgrees with or does not

want 1o sign informed

consent form

Pressure from someone else

Depression

Marital problems

Client states religious beliefs
would be violated

PROBLEMS REQUIRING ACTION (POSTPARTUM)

PROBLEM
Limhbilical hernia

Intrapartum or pestpartum fever

Antepartum or postparium
hasmorrhage

REFERENCES

ACTION

ACTION
Deterniine if coneerns
represent is understanding
aboul method {e.g., rumour,
myth). 1f so, provide
additional counselling. If
client still dees not wish to
sign, help her choose another
method,

Further assess concerns and,
if appropriate. help

client choose another method.,

Further assess concerns and,
I appropriate, help elient
choose another method.

Further assess concerns and,
if appropriate, help clicnt
choose another inethod.

Help client choose another
method.

ACTION

Defer procedure for interval,

tf client 15 afebrile Tor 24 hours
prior o procedure, surgery may

Tz pertormed

H haemoglobm and

cardiovascular staius are stable,
procedure may be performed

RATIONALE
Clients often have misconceptions
about a procedure, sven afler
counselling. Informed consent must
be obtained before performing
surgical procedures.

Voluntary stenilisation reeret is
higher when the decision was

made as a result of undue pressure,

Tubal ccclusion s permanent, IT
emotional instability is present, the
decision should be postponed.

Because tubal occlusion is
permanent, the decigion 1o have the
procedure should be delayed entil
marital problems are resolved,

The likelihood of regret is reduced
and satisfaction is increased if the
client is emotionally comfortable

with the methocl,

RATIONALE

[neision s nsuwally made in aren
of hermiia,

Surgery could spread infection
anil lead to seplicaesmia.

Low hasmoplobin (<& g'dl)
may increase risk,
premedication relaxes the
ieTus, increases bleeding.

Association for Voluntary Sterilization, 1993, Minflaparotomy wnder Incal anesthesia: 4
crrriculum for dactors and nnrses. New York,

Blumenthal, P.D.. and Mecl

ntosh, M.

providers. 2nd ed. Baltimore: JHPIEGO Corporation,

1996. Packet gwide for family planning service

The Philippines: Family Planning Program, Department of Health. 1993, Guidedines:
Minilaparatomy with local anesthesia Maniia.
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BACKGROUND

FIVE

CLIENT ASSESSMENT

Abdominal Tubectomy under local anaesthesia is intended for use on healthy women and can
be performed in surgical facilites with limiled resources and equipment. This surgical
approach has proven 1o be an extremely safe, low-risk procedure.

Selectinpg clients who are acceplable for having Abdominal Tubectomy performed in an
outpatient setting 15 a key factor in minimizing the risk of complications. Guidelines for

selecting acceptable clients are presented in Table 5-1.

Fable 5-1. Sample Guidelines for Screening Clients for Abdominal Tubectomy in
Ambulatery Health Care Facilities

— - ————

CATEGORY
General health
(assessed by ustory and
limited physical
examination)

Emaotional state

| SELECTION CRITERIA

Acceptable

Negative history and no current
symplomalic heart, lung or
kidney discase

Not Acceptable

Uncontrolled diabetes or
history of bleeding
disorder; current
symptomatic heart, lung or
kidney disease

=

Calin

Unresolved fear and
anxiely

Blood pressure

< 16O/ 00 mmdTig

SHrRery

Height/weight (I/W) | Normal /W ratin
| Maximum weighi: 73 kg
P 165 1s)
Minimum weight: 35 kg (77 lbs)
Previgus C-sections anly with mohile
abdominal/pelvic abdominai scar and normal
pelvic examination

Previous pelvic diseasc
{PID, ectopic
pregnancy) or rupiured
appendix

T R T —

Cither abdominal surgery,
tixed scar or abnormal
pelvie examination

Mepative lustory and normal
abdominal and peivic
examination

Abpormal
abdominal/pelvic
| examination

Anacmia

b 8 g/dl

Hb < 8 grdl
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Only those clients who meet the acceptable criteria should have their surgery in owipatien o
mobile outréach facilities. Auempting to perform Abdominal Tubeclomy i women who di
not meet these critetia (e.g.. obese women or those with extensive pelvic adhesions)
invariably requires:

*  Longer operating lime.
. Increased risk ol complications.

. Prolonged recovery.

Women who have conditions that make these operations difficult vr increase the risks
should have their surgery in a well-equipped facility, where the availability of seneral
annesthesia and other special requircments are available,

MEDICAL ASSESSMENT

Medical assessment of potential Abdominal Tubectomy clients should include demeeraphic
information, a briel medical history, physical examination and a complete pelvic examination,
When evaluating women in a rural or mobile oulveach service, the pre-operitive assessment
must be rigorous. At these siles, il is essential 1o idemify clients who have conditions thar may
increase the risks associated with surgery, as described above,

A doctor must conducl or supervise all pre-operative medical evaluation. A trimned person
who is not a doctor may carry out preliminary scrcening (in particular, the medical history)
using a checklist prepared by a doctor. The paramedical must be sble to detect abnormalities
or conditions requiring precautions and report them 1o a doctor for evaluathion and assessment
The final decision to offer Abdominal Tubcctomy to the client is the responsibility of rhe
operating doctor,

DEMOGRAPHIC INFORMATION

This basic identifving information should include the client’s name, address, age, marital
status, religion, education, husband’s name and occupation.

MEDICAL HISTORY
Speceific information which should be obtained as part of the medieal history includes:

. Mumber of pregnancies, living children and age of youngest child and immunisation
status.

. Date of last menstrual pertod {LMP).
. Current/Iast contraceptive method used.
. PID or ectopic pregnancies,

. Past severe illnesses and other medical conditions. mcluding sympiomatic or chronme
respiratory problems, heart or kidney discase, diabetes. ansemia, blecding disorders
(haemophilia), active tuberculosis, sexually trunsmitted infections (especially RTIs),
psychiatne conditions,

. Previous ahdominal or pelvic surgery.

5.3 e bifwinriirged Thoheoteery for 8P



Cliceet Assessniens

. Allergies (especially to local anaesthetics and pain medications).
. Current medications (e.g., those taken chromcally [or blood pressure control or diabetes,

elc. ).
. High blocd pressure,
. L onvulsions.

. Abnormal vaginal discharge.
. Urinary tract infections,

PHYSICAL EXAMINATION

General examination:

. General condition and nutritionzl stalus:

I severe anaemia (Hb < & g/dl) is suspected and hacmoglobin (Hb) is not available, check for:

. pallor of the skin or cyes (comunctiva)
. rapic pulse (= 100)
. heart murmurs (auscultation)

. Weight
. PPalse and hiood pressure
. Auscnltation of heart and hunps

Abdominal examination. Check for:

. suprapubic or pelvic tenderness
. masses or gross abnonnalitics
. surgical scars

Pelvic examination {make sure the client has vaided before performing the exam):

. Cxternal genitalia
. Inspect external genitalia for abnormalities and lesions (enlarged groin nodes)
. Speculum examination
*  check for abnormal vaginal discharge
a check cervix for purulent cervicitis
 ifindicated by history and physical findings and if microscope is available, oblain
specimens of vaginal and cervical discharges for diagnostic studies
«  DBinmwnual
. check for cervical moton tendemess
. delermine size, shape and position and moaility of uterus
= gheck for enlacgement or tenderness of the adnexa, active '[D, cle.
s check for pregnancy signs

. check for uterive abnormalities

Adlomvinal Twbectomy for UL, 3-3
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. Rectovaginal (perform only if findings on bimanual examination are suspicious, for
example, if mass in cul de sac is suspecied)

*  check for pouch of Douglas mass or tenderness

Pregnancy testing is wsually not necessary except in cases where it is difficuit to confim
pregnancy by pelvic exam (Le., 6 weeks or less from the LMP) or the results ol the pelvie
exampation are equivocal (e.g., the size and consistency of the utervs are dillicull to
determine because the client is overweight or has a retroverted uterus). In 1hese situations, 4
highly sensitive pregnancy test (positive within 10 days afier conception) may be helpful, if
readily available and not expensive. [ pregnancy testing is not available, counsel the cliewt
[0 use a barrier methed until her menses occur or the possibility of pregnancy is confirmed.

e e e — e — i —
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How To Be Reasonably Sure the Client Is Not Pregnant |

. . g i |
You can be reasonably sure the client is not pregnant i she has no signs or symipoms of |
pregnancy (e.g., breast tenderness or nausen) and: i

. Has not bad intercourse since her lusl menses: or

o  Has been correctly and consistenliy using a rehiable contraceplive method. or
. Is within the first 7 davs after the start of her menses (davs 1 to 7); or

. Is within 4 weeks postpartum (for women who are nol breasticeding); or ;
»  Is within the first 7 days post-abortion; or

. Is fully breastfeeding, is less than 6 months postpartum and has had no mensoual
bleeding (sce below).

Source: Technical Guidance Working Group. 14,

RELYING ON THE LACTATIONAL AMENORRHOEA METHOD (LAM)

The lactational amenorrhoea method {(LAM) is highly effective (98% protection during the
first 6 months postpartum) (Labbok, Cooney and Coly, 1994). A service provider can be
reasonably sure that a fully or nearly tully breastfeeding woman is not pregnanl if she is sli_I}
within the first 6 months postpartum and has remained amenorchoeic. When o woman s
more than 6 months postpartum, you still can be reasonably sure that she is not pregnant if
she has kept her breastfeeding frequency high, she is still amenorrhoeic and has no clinical
signs or symptoms of pregnancy (Labbok. Cooney and Coly, 1994; Technical Cuidance
Working Group, 1994],
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Clicni! Assexsment

LABORATORY INVESTIGATIONS

Extensive. rouline laboratory invesiigations are unnecessary as long as the staff performs a
careful clinical assessment of the ¢lient. For precedures using local anaesthesia, hacmoglobin
and urine examination is necessary. Other appropriate investigations may be conducted as

necessary (e.g., a pregnancy test).
SCREENING FOR CONDITIONS THAT MIGHT INCREASE RISK

If the medical examination reveals conditions that are hikely 1o increase the nsks associated
with surgery, the doctor may nced to consider a2 more advanced facility or consult with
another practitioner before deciding w operate. I the clinie stall judges the client unsuitable
for suigery for medical reasons. she should be referred for a complete evaluation of the
condlition identified in the examination. She should also be offered alicmative contraceplive
methods. I stafT udges a client unsuiiable for the {ype of tubal occlusion service available at
that elinie, she should be referred to a facility capable of providing appropriale services,

Medically high-nsk clients, after being informed of the nisks and benefits of the procedure,
should receive services from providers with the highest level of medical expertise and at the
most (ully equipped medical facility available.

FINAL MEDICAL ASSESSMENT

Afler reviewing the client’s history, the physical findings and the client’s suitability for
Abdominal Tubectomy, 1he doctor who will perform the operation should conduct a final
medical assessment immediately before surgery.

The pelvic examination done for a pre-operalive assessment does nol remove live need for the
doctor to conduct a pelvic examination on the day of surgery to ensure 1he absence of other
gynaecologic disorders, meluding infection and to determine the position, flexion, mobility,
size. shape and condition of the wterus.

This final evaluaticn should take place at the faciiily where the procedure i 1o be performed.
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SIX
INFECTION PREVENTION'

BACKGROUND

Thousands of Abdominal Tubectomy procedures are performed safely throughoutl the world
eich year without serious complications due to infection. Occasionally, however, life-
threatening infections, including tetanus, gangrene-and abdominal sepsis are associated with
this surgical procedure. Other more common, but less serious, infectious complications
include munor surgical wound infections. In order to prevent problems caused by infection,
aseptic iecchmique, including good surgical techmique, must he followed during cach
nrocedure.

Another concern 18 e increasing danger of transmission of Hepalilis B or HIV 10 clients,
health care providers or clinic stll.? Using disposable items to reduce this risk ofien is
unnecessary, Most of these disposables are expensive, difficult to dispose of safely and
create cnviromnental poliution problems. Furthermore, adequate supplies of disposable items,
such as surgical gloves, are ofien not available in many countries.

To reduce the risk of infection as well as allow safe reuse of instruments and other items,
contaminated waste must be properly disposed of and instruments and other items should be
decontaminated, clecaned and sterilised or high-level disinfected after completing cach
mrocedure, because tetanus and ganprenc are caused by spore-forming bacteria. Equipment
should be sterilised whenever possible. Sterilisation 18 the only method that reliably desiroys
bacterial endospores. When slerilisation  facilities are not available, high-level disinfection
{HLIY) is the ooly scceptable allemative. (See Appendix C for information on processing
surpical instruments and other items), The emphasis in this chapter is on the wse of infection
prevention practices that are practical and Feasible in any country and setling.

Remember: Regardless of whether sterilisation or high-level disinfection is used. thorough
cleaning to remove soil and organic material is the most effective way to reduce-the risk of
ietanus and gangrene (rom instruments and other items,

P — e - = o ——— = C o —

DEFINITIONS

Micro-organisms are the causalive agents of infection. They include bacteria, viruses, fungi
and parasites. For inlection prevention purposes.”bacteria can be further divided into three
categories: vegetative (staphylococeus), mycobacteria (tuberculosis) and endospores (tetanus),
which are the most difficult to kill.

— o ——

Addopied from: Tietien L., W, Cronia and M. Melnash, 1992, Infection Provention for Fomily Planning
Kervles F'g'nglrﬂur,r A .Ir"rr;.ﬂ.l.l'{_'.rl.l-‘fr.lf'u.l-r'.lg H:.fr.'r.;m.'rr ﬂ.'ﬂ'r..lﬁuﬂ'.ll. I.'.,'i.ﬁi:ntial. Medical Infonmation S-_';."I-IEI'I'I-':-. ne.:
Durant, Oklahamn.

da

Througheut this manuai, when Hepatitis B vicus (HBV) i= mentioned, Hepatitis C virus (HCV) and Deita
Hepatitis virus (11DV) also are refered 1o because their oceurrence is worldwide end thewr modes of
transmissiondprevention are similar,

Abdamitnal Trbectomy for U.P. fi-{



Infection Prevemtion

Infection prevention often relies on placing barriers between the host and mieroorganisms
Protective barriers are physical, mechanical or chemical processes which help prevent 1he

spread of infections microorganisms from client to client, clinic stafl to cliem and clienl to
stalf.

The terms asepsis, antisepsis, decontamination, cleaning, disinfection and stevilisntion wre
often confusing, For the purposes of these guidelines, the following definitions will be used:

. Asepsis and aseptic technigue are general tenms used to describe the combinaion of
efforts made to prevent entry of microorganisms into any area of the body where they
are likely 1o cause infection. The goal of asepsis is to reduce to a safc level or
climinate, the number of microorganisms on both amimate (living) surfaces (skin and
tissue) and inanimate objects (surgical instruments and other items).

. Antiscpsis is the prevention of infection by killing or inhibiting the growth of
microorganisms on skin and other bodly tissues by using o chemical agent (anliseptic),

. Decontamination is the process that makes objects safer 10 be handled by stall before
clenming (1.e., reduces, but docs not eliminate, the number of microorganisms on
nstruments and other items). Objects 1o be decontaminated include large surfaces (e,
pelvic examination or operating tables) and surgical instruments, gloves and other tems
comaminated with blood or body fluids.

¢ Cleaning is the process that physically removes all visible blood, bady fluids ar any
other foreign material such as dust or dirt from skin or inanimate objects.

. Disinfection is the process that climinates most, but not all, discasc-causing
microorganisms from inanimate objects.

. High-level disinfection (H.D) by boiling, steaming or the use of chemicals, ¢liminates
all microorganisms except some bacterial endospores from inanimate objects.

. Sterilisation is the process that eliminates nll microorganisms (bacierin, vinsses, fung
and parasites) including bacterial endospores from inanimate objects,

WHICH PROCESS TO USE

As summarised in Figure 6-1, decontamination is the first step in processing soiled
(contaminated) surgical instruments, gloves and other items. For example. soaking
contaminated items for 10 minutes in 0.5% chlorine solution rapidly kills HBV and HIV,
thereby making instruments and other items sater to be handled during cleaning (American
Association of Operating Room Nurses, 1990). Larger surfaces such as examination and
operating tables, laboratory bench tops and other equipment which may have come in contect
with blood or other body fluids also should be decontaminated. Wiping them down u.r_nh a
suitable disinfectant (e.g., 0.5% chloring) is a practical, inexpensive way 10 decontaminate
these items.

Afler instruments and other items have been decontaminated, they need to be cleaned and
then finally processed by either sterilisation or HLD (Tietien and Mclntosh, 1989). As
outlined in Table 6-1, which method is used for final processing (i.e., sterilisation or HLED)
depends on whether the instruments will touch only intact (unbroken) skin. imact mucous
membranes or broken skin or tissuc bencath the skin which normally is sterile (Spaulding &1

al, 1968).

G-2 Abdumeinal Tubectomy for U.F.
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Table 6-1. Final Processing (lligh-Level Disinfection and Sterilisation) for Surgical
Instruments, Gloves and (hther [tems

Tissue

Intact mucous
f memiranes ar
broken skin

H Tissue benealh the
skin which nermally
1% slerile

a

Lo = — R ——

Final 'rocessing

High-level disinfection (HLLD)
destroys all microorganisms
excepl some endospores. HLD
saouid be preceded by
decontamination and cleaning.

Sterilisation destroys all
microarganisms, inchuding
endospores. Sterilisation
shouid be preceded by
decontarination and cleaning."

SEsl e

Examples I

Uerine sounds and vaginal
specula.

Surpical instruiments suel as

needles and syringes, scalpels
and trocars for insertion/ '|
removal of implanis and |
surgical gloves, “

— T 5

Bacterial endospores are forms of bacteria which are very difficult to kill because ol their

coating; types of bacieria which can produce endospores fnclude the bacterra causing
tetanus {Clustridiea fefeni) and panprene (Cloxsiridia xp.). Bacterial endospores can be kilied
rehiably only by sterilisation. ' :

Lf sterilisation is not available, HLIY 15 the only acceptable alternauve {see Figure 6-1).

Aedleynred from: Spaulding el al, 1968.

Alvdosreivral Trfecramy for UP.
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Figure 6-1. Processing Surgical Instruments, Gloves and Other Ttems

DECONTAMINATION
Soak it 0.5%
Chlorine solution
1O munutes

THOROUGHLY
WASH AND RINSE
Wear gloves and
other protective barriers
{elnsses, visors or pogeles)

Preferred Acceptable
Methods Methods
HGH-LLEVEL
STERILISATION DISINFECTION
(1)
Autoclave Chemical Boil | ] C l_u.-mlimi |
15 Ibs.in® pressure Soak i Cidex Lid on '.'*'u.‘r.‘uhlm { "Il.h.'!'i‘ o
121°C (250" F) for 8- 10 hours 20 minutes 20 minutes. Rinse
20 min. wnnwrappexd Rinse with with witer boted |
L 30 mun. wrapped Stenle Water | {or 20 poates |
COOL AND DRY

(Use immediately or store)
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Infection Prevention

WHEN Is STERILISATION ABSOLUTELY ESSENTIAL? WHEN IS HLD AN
ACCEPTABLE ALTERNATIVE?

Most authorities recommend that the final step in processing instruments and other items used
for surgical contraceptive procedures, such as voluntary sterilisation, should be sterilisation,
While sterilisation, when correctly performed, clearly is the safest and most effective method
for processing instroments, if it is neither available nor suitable (e.g., for laparoscopes). then
HLI} is the enly aceeptable aliemative (see Table 6-1),

Remember: I'or either sterilisation or HLD 1o be effective, decontamination and cleaning of
instruiments and other items must be done first.

PROTECTIVE BARRIERS

Placing a physicul. mechanical or chemical “barvier” between micro-orgonisms and an
individual, whether a client or health worker, is an effective means of preventing the spread of
discase (1.c.. the barrier serves to break the discase transmission cycle). The followingz actions
creaie protective barriers for infeetion prevention:

L Handwashing:

. Wearing vloves (both hands), either for surgery or when handling contaminated wasic
malerials or soiled mstruments:

. Using antiseptic solutions for preparing the skin. cervix and vagina prior 1o surgery:

= Using drapes during surgical proceduores,

. Wearing appropnate atiive {c.g., goggles, mask or apron) when contact with blood or
body fluids 15 possible (e.g., cleaning instruments and other items): and

- Decontaminating. cleaning and cither steril:smg or high-level dismfecting surgncal
instruments, gloves and other items after use.

HANDWASHING, SURGICAL SCRUDB AND GLOVES

Thorough handwashing coupled with the use of protective gloves. when performing
Abdominal Tubectomy or handling contaminated waste malenals, are key components in
minimisicg the spread of disease and mamtaining an infection-free environment {Garner and
Favero, 1986). In addition, understanding when sterile or high-tevel disinfected gloves are
tequired- and, equally important, when they are not, can reduce costs while maintaining
safety for both chents and staff,

Handwashing may be the single most important procedure in preventing infection. The
vigorous rubbing together of all surfaces of lathered hands mechanically removes and often
inactivates most organisms. To encourape handwashing, programme  managers should make
every offort 1o provide sosp and a continuous supply of fresh water, cither from a tap or
bucket.

For most activitics. a brief handwashing with plain soap (an antiseptic is nol necessary) lor
about 1015 seconds followed by rinsing in a stream of water is sulficient,



ffection Prevenfion
Handwashing is indicated before:

. Examining (direct comact with) & ciient, and
. Putting on sterile or high-level disinfected surpical gloves,

Handwashing is indicated after:

= Any situation in which hands may be contaminated, such as:
*  Handling soiled instrumeats and other items, or

¢  Touching mucous membranes, blood or other body fluids (secrctions or
excrelions), and

*  Kemoving gloves.

s . e L — e ——e——— i il et i

Remember. Wash hands afier removing ploves because they may have invisible holes or
wears (Bage. Jenkins and Barker, 1990; Martin et al ,1988).

—— —— - — = e
-

Micro-organisms grow and multiply in moisture amd in standing water. Therelore:
. If bar soap is used, provide smail bars and soap racks whicn drain,

. Avoyd dipping hands repeatedly into basins contaming standing water, Even with the
addition of an antiseptic agent, such as Dettol or Savlon, microorganisms can survive
and multiply in these solutions.

. Choose lrom several options when running water is not available;

. Use a bucket with a tap which can be tumed of! to lather hands and twrned on
again for nnsing, or a bucket and pitcher.
= Use an alcoholic bandrub which does not require water,

— e . -

Note: A non-irritating alcohal solution can be made by adding either glycering, propylene
alycol or Sorbitol to the aleohol (2 ml in 100 ml 60-90% alcohol selunon) (Garmer and
Favero, 1986). Lise 3-5 m! for each application and rub the solution over the hands for about
2 minutes, using a total of 6-10 ml per scrub (Larson: et al, 1990; Rotter, Koller and Waewalka,

1980), -

——— —— e m———— =

. Dry hands with a clean towel or air dry: shared 1owels quickly become comtaminated,
(carrying one's own small towel or handkerchief is a good way to aveid using diry
Llowels).

- Collect used water in a basin and ciscard ina lawring if a drain is not avinlable,

fielh Abdomined Tubectonry for LU,
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SURGICAL HANDSCRURB

The surgical team (doctor and O.T. nurseftechmcian) should perform & 3—5 minute surgical
handserub prior to performing Abdominal Tubectomy using antiseptic soap and water.

The surgical handserub is performed before gowning (if used) and putting on sterile or high-
level disinfected gloves. [deally, the operating doctor and attendant should scrub thoroughiy
hetween each procedure. In high-volume settings, this may not be feasible because the skin
cannol tolerate the irritation caused by freguent scrubbings. In such settings, surgical staff
should do a 3-minute scrub every hour or after every four cases (whichever comes first),
to minimise recolonisation of the skin by microorganisms. They should also scrub af they
leave the operauon theatve for any reason and after every case wheme glove(s) are om. In
between these procedures alcohol handscrub should be done.

WHLEN TO WEAR GLOVES

Gloves should be worn by all staff prior to contaet with blood and body fluids from any client.
A separate pair of gloves must be used for each client to avoid cross contmumination,
Usinp dispasable gloves is preferable; however, surgical gloves ean be decontaminared,
washed. dried and cither sterilised by autoclaving or high-ievel disinfected by boiling belore
Felbse,

WHICH GLOVES TO USE

. Clinicians: Sterile surgical gloves should be wormm when performing the Abdominal
Tubectomy. High-level disiufected gloves may be wom when performing a Pelvie
Examination. When sterilisation equipment is nat avalable, surpical ploves can be
high-level disinfeeted by boiling.

. Clinie Staft: Clean utility gloves should be wom when processing instiaments,
equipment aod linen; for landling cootaminated wastes and when cleanmg
contaminated surfaces

Do not use gloves which are eracked, peeling or have detectable holes or tears.

Instructions are provided in Appendix F for how 10 process surgical gloves, by stenlisation
and HLD, and store them safely.

ANTISEPSIS

Infection following surgical procedures, such as Abdominal Tubectomy, may be caused by
micro-organisms from the skin of the client or from the hands of the health care worker
(Larson et al, 1990), Washing hands before and after cach case and cleaning the client's skin,
cervix and vaging with antiseptic solution help prevent infection at the operative sile.

SELECTION OF ANTISEPTICS
Antisepties do not have the same killing power as the chemicals used for HLD. Thus,

antiseplic solutions should never be used 1o high-level disinfect objects such as instruments
ar surgical ploves,

Abdferined Feohectomey far LLP. =7
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Many chemicals qualify as safe antiseptics. The following antisepiics are commoniy avatable
in LiP:

. Alechols (60-90% cthyl, isopropyl or ‘methylaled spirit’)

. Chiorhexidine gluconate (4%) (c.g., Hibiclens, Hibiserub, Hibitane)

. Chlarhexidine gluconate and cetrimide, various concentrations (e.g., Savion)

. Ipdine (1-3%); aqueous iodine and alcohol-containing (tinclure of fodine) products

*  lodophers, various concentrations (c.g., Detadine)

. Parachlorometaxylenol (PCMX or chloroxylenol). various concentrations (e.g.. Detiol),

PROCESSING INSTRUMENTS, GLOVES AND OTHER ITEMS

—_— - —— = —— = — — e e —— =

In working to create an infection-frec environment, it is important that (he rationale for
each of the recommended infection prevemtion processes (and their limitations) be
clearly understood by clinic staff at all levels from service providers to cleaning and
maintenance stafl.

—rre ——_—— — e— . — — - e T - -

For Abdominai Tll.hi.“'l.-l.'i‘.ll'l‘l} the infection prevention processes which should be used 1o
reduce disease transmission from contaminaled instruments, gloves and other ftems are:

. Decenlamination,

. Cleaning and rinsing,

. sterilisation | or

. Hipgh-level disinfection (HLD) and

. Waste chisposal

The sequence and details for performing each of these processes are sununansed (i Tables 6-
2 and 6-3.

After completing surgery and while still wearing gloves, dispose of contaminated objects
(ganze, cotton and other waste items} in a leakprool container or plasuc bug, Following this,
surpical instroments, reusable needles and syringes and gloves which were 1 conact with
blood or body fluids should be decontaminated by soaking for 16 minutes in a disinfecrant
(0.5% chloring solution). The surfuce of procedure tables, instrument stands and inmps should
be decontaminated before reuse by wiping with a cloth soaked in a 0.3% chlorine solution,
Next, instruments and revsable Hems such as swegien! gloves should be thoroughly eleaned
with liquid seap or detergent and water and completely rinsed before Illrlll-..r freannent.
Finally, instruments, gloves and surgical drapes should be sterilised. 11 sterilisation 15 not
possible, HLD is the only acceptable allernative. (Sec Appendix C [or details on processing
surgical instruments and other items and Appendix H for needles and syringes),

- Abdninal Trbectony for 1P,
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Table 6-2. lofection M'revention Guidelines for Abdominal Tubectomy

WASTE DISTOSAL AND DECONTAMINATION

STEDP L:

STEI" 2:

STEP 3:

STEP 4:

STET 5:

After completng the Abdominal Tubectomy and while still wearing gloves,
dispose of coptaminated objects {gauze, cotton and other waste items) in a
properiy marked leakproof container (with a tight-fitting lid) or piastic bag.

Fuily immerse all metal instruments in & plasue container filled with a 0.5%
chlorine soblution for 10 minutes before allowing stafl and cleaning personnel to
handic or clean them.

1T using disposable needles and syringes, place i puncture-proof container. If
reprocessing necdle and syringe. Gil it with 0.5% chlogine seluiion and
deconlaminate by soaking for 10 minutes (0 0.5% chlorine solntion.

All surfaces (such as the OUT. table, instrument stends and O.1, lamps) that could
have been contaminated by blood and mucus also should be decontaminated by
wiping down with chlorine solution.

Brictly immerse both ploved bhands in the bucket comaimng the chlorine solution
and then carefully remove by wrning them mside out. If disposing of gloves,
place in the leakproof container, If the gloves are reusable, deposit the gloves in
the 0.5% chilorine solulion and soak {or 10 mingtes.

CLEANING AND RINSING

STEP a:

STEI" 7:

Adler decontamination, tnoroughly clean instruments with water. detergent and a
saft tooth brush, taking care o clean all teeth, joints and surfaces. Rinse well after
cleaning to remove all soap or detergent (Some detergent can render chemical
disinfectants inert). Dry instruments before further processing. Surgical drapes
should be washed with liquid soap or detergent and water and air or machine
dried.

Wash syringe and ncedle in soapy water and rinsc {thrice) with clean water, (IF
processing needle, be sure to clean bub area of needle. Put syringe and needle
hack together and rinse by {lushing (thrice) with clean water. Detach needle from
syringe and examine for dumage. Dispose of damaged needles in punclure-proof
comiainer) '

Ahdominal Tuhectamy for UL -
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Table b-2. Infection Prevention Guidelines for Abdominal Tubeetomy (conimied)

STERILISATION

Instroments, surgical gloves, syringes (and needles if rensed) and surgical drapes should be
sterilised by autoclaving.

Steam sterilisation : 121°C (250°F) at 106 kPa (15 lbs/in’) pressure for 20 minules for
unwrapped items; 30 minutes for wrapped 1tems. Allow all items to dry thoroughly belore
removing,

Storape: Unwrapped instruments must be used immediately or stored in dry stenle contune:s
{1 week only). Wrapped instruments, gloves and drapes can be stored for up to | week 1f the
package remains dry and intact.

HIGI-LEVEL DISINFECTION ; ,

High-leve!l dismfection by botling, or the use of chemicals 15 recommended il stevilisetion 5
not possible, Surgical (metal) instruments, surgical gloves and swringes (and necdles if
reuscd) should be boiled for 20 minuies and allowed to dry. Allemnatively, the surgical
instruments can be soaked for 20 minutes in a glueraldehyde, thoroughly rinsed with watey
boiled for 20 minutes and zir dried. Use immediately or store for up to 1 week ina clean, dey
high-level disinfected container with a tight-hitmg lid.

a-I Abdimninal Trebeetmny fir UP.
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Infection Prevention

OPERATION THEATRE

The OT should be an enclosed area with doors that can be locked and should be located
away from heavily used areas of the clinic or hospital. The O.T. should:

. Have adequate lightisg.
. Have lile or concrete floors to iacilitate cleaning.
. Be kept free of dust and inscels.

There should be adeguate handwashing facilities, including a supply of clean, running
waler {i.e., ciear, nol cloudy with sediment) nearby and a clothes changing room for
staff. This arca should be positioned =so that staff can enter directly into the O.T. area
without passing through high-traffic arcas (e.g., client waiting area} or high-risk
(contaminated) areas such as hospilal wards or treatment rooms. Suitable containers,
with tight-fitling lids or plastic bags for disposal of waste items also should be available.

TRAFFIC FLOW

The number of microorganisms in a designated area lends 1o be related 10 the number of
people present and their activity. To help reduce the level of microbial contamination in
the O.7.:

. Keep the number of people and movemenl 1o a mimmum duning surgery.

- Keep doors closed 10 discourage entrance of unauthorised persons and to reduce
movement and air flow.

= Scparale clean and soiled items.

. Finallv, clients should enter the O.T. and go to the O.T. table without crossing
through aress where slerile or high-level disinfected insttuments are sel up and
stored.

PREPARATION OF CLIENTS

Although skin connot be sterilised, pre-operative washing of the surpical site and
autiseptic preparation minimises the nuimber of microorgamsms oo the client's skin.
Both are mmportant 0 reducing the nsk of surgical wound infection following
Abdoming]l Tubectomy.

. Clients selected for surgery should bathe prior to surgery (if this is not possible,
stalf should thoroughly clean the uperative site with soap and water before
entering the 0.T.). e

. Pubic and abdeminal hair should not be shaved (if the hair must be cut, trim it
elose (o the skin surface immediately belore the procedure).
. Liberally arply a locally available antiseplic, such as an iodophor (Betadine}, to

Ui aperative site,
. Allow the antiseptic enough titze 1o be cffective before beginning the procedure,
For example. when indaphors are used, allow 1-2 minutes before proceeding.

For a listing of antiseptic solutions, their use and relative advantages and disadvantages,
Appendix L.

Abdurminal Trebectomy for U G-13



Infection Prevention

SURGICAL ATTIRE FOR CLIENTS AND OPERATION THEATRE STAFF

The O.T. is designated as a clean area; therefore, clients and stafl’ (who are 1o scrub)
should be atlired appropriately:

Clients should change into a clean gown before the procedure (a clean cloih wrap
can be used if gowns are not available).

O.T. staff (including cleaning staff) should change into clean scrub suits or gowns,
caps and masks prior to entering the O.T.

Masks should fully cover the nose, lower face, jaw and facial hair and sheuld
be replaced when damp.

Caps should cover all hair.

Street shoes should be covered or changed to shoes ar boots that are worn only in
the O.T.

USE OF MULTI-USE VIALS

The following guidelines are important to follow when using multi-use vials of
lidocaine:

After using a needle for the client's injection, never introduce it again into the vial.

After using a syringe for an injection, never use it again to withdraw maore
solution from the vial. Injecting air into the vial with a_used syringe, in order to
facilnate withdrawal of the hguid, causes the contents of the vial w0 become

contanmunated.

Do not leave a needle in the vial between withdrawals of solution because i will
contaminate the contents, '

Ideally, there should be encugh sterile syringes and needles so that each iz nsed
only once,

SURGICAL TECHNIQUE

Good surgical technique that minimises tissue trauma and adequately controls bleeding
(haemostasis) will reduce the risk of infection. For Abdominal Tubectomy, the technical
aspects of performing the procedure should be standardised to reduce the potential for

intra-operative and post-operative problems.

INFECTION PREVENTION TIPS

To minimize the client's risk of infection afier Abdominal Tubectomy, O.T. staff should
sirive to maintain an infection-free environment by 1aking the following steps:

6-14
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BEFORE PROCEDURTE

. Operating theatre (O.T.) staff and any other personnel entering the L., who are
ill (e.g., have a cold or the flu), infected or have draining lesions or cuts on
exposed arcas (face, arms or hands) should be excused or assigned other dutics
oul of the O.T. arca until they arc well.

. seclect elients who are low-risk for infection and pelvic adhesions and who are not
grossly malnovrished or obese.

. ‘Where possible, have client bathe and thoroughly wash her genital and abdominal
arcas before entering the O.T.

. Surgical scrub hands with antiseptic soaps and water,
. Afer gloving and while looking al the cervix, liberally apply anuseptic solution

several (at least (wo) times 1o the cervix and vagina (il iodophors such as Betadine
are nsed. give them time o work, 1-2 minutes to allow for release of flee fodine
and contact time 1o kill the micre-organisms).

. Wash/scrub abdomen and liberally apply antiseplic solution (o the operafive site,
starting at the centre and moving towards the sides of the nlbljﬂmf-l.] (give special
attention o the navel as appropriate)

DURING PROCEDURE

. Keep number of people and movement inside the O.T. to a minunum,

. Wear approprate surgical attive.

. Vse sterilised or high-level disinfected instruments, gloves and surgical drapes,

. Vise good surgical wechnique that minimises tissue trauma and controls bleeding
{haemostazis),

ATFTER PROCEDURE
. While still wearing gloves, properly dispese of contaminated wastes (gauze,
colton aud gloves) in a leakprool container or plastic bag.

. Decontaminate instruments and reusable items immediately afler use (while they
arc still in the O.T.) or before cleaning.

. Decontanunate operating table, instrument stands, lamps and other surfaces
contaminated during surgery after each case.

. Follow puidelines for cleaning and processing soiled instruments. gloves, linen
and needles and syringes {See Appendices I and G).

. Wash hands after removing gloves.

Abvidergaviiond Tubectomy for UF t f-1 5
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"HANDS-FRELE' TECHNIQUE FOR PASSING SURGICAL INSTRUMENTS

A safer method of passing sharp instruments (needles, scissors and scalpels) during
surgery has been developed recently, Called the *hands-free” technigque of instrunent
transfer, this technigue is inexpensive and simple to use and ensures that the operating
doctor, attendant and/or nurse never touch the same instrument al the same pme
(Bessinger, 1988).

Instruments passed with the hands-free technique include anything sharp enough to
puncture a glove (e.p., scalpels, mosquito forceps, loaded needle holders). Using the
hands-free technique, the scrub nurse places a sterile or high-level disinfected kidney
basin or other suitable small container on the sterile field between her/himsell and the
operating docior. The container 1s designated as the neutral zone on which the attendam
places sharp instrumemnts. The attendan! alerts the operating doctor that a sham
instrument has been placed in the neutral zone by saying scalpel and suwre ligature
while placing 1t there. The operating doctor then picks up the instroment and retrns it
to the contalner after use.

Another way to do tlus is to have the attendant place the instrument into a contamner.
such as a kidney basin and pass it 10 the operating doctor. The doctor lifts the instrument
out of the container which is left on the field until the doctor returns the instrument 1o L.
The attendant then picks up the container and returns it to the Mavo standl,

.

e ——— T e e e T B S

[ Note: If the operating doctor complains that the scalpel blades are dulled because the
‘ cutting edge touches the metal container, a plastic container may be used. |

R — o S e

e _—

MAINTENANCE OF A SAFE ENVIRONMENT

Maintaining a safe, infection-frée environment is an on-going process which requires
frequent retraining and close supervision of clinic staff With dilipent application of
recommended practices, infections following surgery and transmission of diseases such
as Hepatitis B and HIV cen be evoided. The practices described iy tiis chamer,
however, must be conscientiously applied before, during and alter each procedure.
Laxity at any point in the rouline can have disastrous resulis for the safeiy ol the

]‘,'-r{;l:t:d e,
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SEVEN

ANAESTHESIA

BACKGROUND
The poals of anazssthesia for Abdominal Tubectoiny procedures are to:

. Prevent pain and discomfort
. Minimise siress and anxicty

Local anaesthesia, when properly administered and managed by the operating doctor and his
assistast, meels both of these goals and is recommended for Abdominal Tubectomy, The key (o
having a successful Abdominal Tubectomy propramme, however, depends on doctors being
adegquately trained to operate on awake (or lightly sedated) clients (i.e., they are specially trained
{0 handle tissucs gently and use ‘verbal” anazsthesia [ Verbacaine'|).

Hecause Abdominal Tubectomy often is performed as oulpatient procedure, it is important that
personnel in each programme detenmine the pain control method most suited to its facility. It
should consider the technical abilities of the clinicians providing pain control medication, the
availability of drugs and 1he clinicians ability 1o manage complications of chosen regimens.

GOAL OF PAIN MANAGEMENT

The pumose of pain managemenmt for Abdominal Tubectomy is to ensurc that the client
experiences a minimum of anxicty and discomiort as well as the least risk to her health.
Appropriate use of various agents combined with gentle techmique and verbal support from the
prowider and nursing stafl allows the client o be awake, responsive and in mimmal fear and
discomfor. Achieving the balance of maximum comfornt and minimum nsk requires the accurate
assessment of each client’s pre-operative condition (feneral physical assessment and vital signs,
temperature, pulse and blood pressuie) as well as her individual needs (body size, history of
clironie disease, level of anxicty and drug allergics).

FAIN MANAGEMENT TECHNIQUES

The kevs 10 pain management and ciient comfort with Abdominal Tubectomy under local
anacsthesia are:

. A client who is emotionally ready to have swrgery while awake, this is achieved by
supportive attention from staff before, durving and affer the procedurc (helps reduce
anxiety and lessen pain).

* A provider who is comfortable working with chemts who are awake and is (rained (o
handle mstruments and Ussues gently.

e The sefection of an appropriate level of pain medication.

Use of ‘Verbacaine' by the provider can make the procedure much casier for the chient.
“Verbacaing™ involves being able to:

Adveloreitnad Varbectomy for U.P. 71
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. Quickly establish a positive relutionship with the client,
. Comfortably and openly talk with the client throughow the procedure,

Tips for working with cliems who are awake and not, or anly lightly, medicated inciude:

. Explam each step of the procedure prior to performing it.

. Wail a few seconds after performing cach step or task (e.g., placing the tenacelum) o
aliow the client o prepare for the next one.

. Maove slowly, without jerky or quick motions.

. Use instruments with confidence.

. Avoid saying things like : This won't hurt wher, in fact, it will hurl; or [ ave almaost dene,
when you are not.

¢ Talk with the client throughout the procedure.
. Be sensitive to what vou are saying and doing.

PRE-OPERATIVE MEMMCATION

Generally, pre-operative medication for Abdominal Tubectomy clients is not needed and should
be discouraged. If the client appears to need sedation, the first siep is o idemify why she i
unduly anxious or nerveus and provide appropriate counselling. In most cases this is suflicient: if
it is not, then she may be piven diazepam 5-10 mg orally 30—45 minutes before the procedure. If
pre-medication is given, it should be given at an appropriale time before the procedure (3043
muinules for oral medications) so that maximum relied will be provided during the procedure,

It sedatives, wanquilisers or analgesics are necded during the procedure, give them intravenousiy
so that the cffect is immediate.

ISSUES CONCERNING ADMINISTRATION OF ANAESTHESIA

The dangers of general anaesthesia, particularly in settings that lack skilled swzlf (anaesihetisy)
and facilities for close monitoring of the cliem during the procedure and cccovery, have been
well documented. Therefore, it is important 1o use altemative approaches for the safe, effective
management of pain. Local angesthesia with or without sedation is safer than either general of
regional (spinal/epidural) anaesthesia, especially when procedures are being performed in an
outpatient setting (see Table 7-1). In addition, vse of general anaesthesin subjects clients te
increased risk of serious complications (e.g., aspiration of gastric conténts or cardiac arrest) as o
result of overdose, improper administrution of general anaesthesia (e.g., failure to intubate the
client) or inadequate monitoring.

Local anaesthesia, most commenly provided by a local (eld block with lipnocaine, is widely
used to ease the pain associated with Abdominal Tubectomy, Local unacsthesia covses minimal
physiologic disturbance, allowing the client to recover rapidly.

Because the client remains olert and awake during the procedure, it is especially imponant ©
LS.

. Counselling (o increase the clients cooperation and Lo mininnse her fears.

-2 Abwdensiseed Tubecieiny for UP.
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. Good provider-client communication throughout the procedure (see above).
Tune and patience as local annesthesia is not effective immediately.

The following ate conditions for the safe use of local anacsthesia:

. All members of the operating tcam must be knowledgzable and experienced in the use of
local anaesthesia (lignocaine or bupivacaine).

. Emergency drugs and equipment (suction and resuscitation apparatus-ambu bag) stiould be
readily available and in usable condition, and all members of the operating 1cam trained in
their use.

. Whenever possible, it is advisable (o have an anaesthetist availabie.

Lignocaine is the anaesthetic most commonly used for Abdominal Tubectomy. Lignocaine is the

world standard for local anaesthesia. [t is mexpensive, safe, effeclive and has rapid onset of
action. Furthermore, there is a low risk of allergic reaction associated with the use of ignocaine.

Therefore, lignocaine is the preferred anacsthetic for Abdominal Tubectomy. See Appendix H
for more inlornation on the pharmacology of drugs commonly used for LA,
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Table 7-1. Advaotages, Disadvantages, Indications and Precautions for Local, Gesersd i
SpinalVEpidural Anacsthesia for Voluntary Sterilisation

Advantages

Disadvantages

| Indicativns

LOCAL

Avoid nsks of general
and spinal/epidural
anaesthesia,

Low cost.

Rapid recovery wlien
light or no scdation
used,

Rapid inducrion.

Chent awake and able (o
give easly waming of
some complications.
Decrcased posts
operative nanses and
vomiling.

Presence of anacttherist
not required.

Requires precise and
gentle surgical
technigue .

Mild to moderate client
discoinfon.

Toxicity of local
anaesthetic agents,

All clients withow
contraindications for
local anaesthesia.
Sening other than
operativn theatee,
Clients fear of generl
onecsthesia.
Pulmonany discase,

Cardiac disease.

GENERAL

Stionary operative Hekl

Complete analgesia.
Amwesia present,
Anxiety eliminated.

More costly; requires
special equipment,

personac] and environment.

Langer recovery.

May cante greater post-
operative discomfort.

Post-opeiative sore throm
rmay result form intubation.

Neusea and vomiting
common

Toxicity of anacsthetic
agenls.

Anxious client,

Less exparienced operating

doctor.

Client with presumed
pelvic pahology.
Extremely obese client.

. SPINAL/EPIDURAL

Clien? awake and ablets g
cerly wamimg of some
complications,

Stationary operative ficld
Reduced need for sedation
Decreased post-operitive wa
wnd vamitog,

Not ¢asy to adininister rogie
specialived wiming.

Tokes relativély long tive
administer (10=30 nriouses
cpidural),

Recovery slovwer than wih oo
pnaesthesia

Toxicity of anaesthetic agoti

Clients fear of gencral
ardesthesia.

Pulmonary disease.

=i
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Precaulinns Anx s chent.

Less expensenced
daclor.

Condilions ingreasing
opcraling fme and
abdominal manipulation
of organs {¢.g., obesily,
pelvic pathalogy)
Sensitivity to intended
med ications.

severe cardiac or
pulmanary discase.

Client's fear of general
anacsthesia,

Lack of appropriate
equipanent.

Sensilivity to intended
medication.

seldom pustaficd for short V5
procedure,

Pre-cxisting back disorder (relative
contrmindication).

Sensitwvity 1o intended medications.
Hhstory of neurological disease,
Congulopathy.

Inexpericnced anacsthetist.
Anxious client.

Cutanesus infection at mcision sile.

Sorree: World Federation of Health Agencies for e Advancement of Voluntary Surgical Comraceplion,

(b1

A sample local anacsthesia reginten which conforms to these guidelines 15 presented in the wable

grven below,

Table 7-2. Local Anacsthesia Regimen

DRUGS REGIMEN
USUAL DOSE MAXIMUM
DOSE 1
{unitfkg)

Pre-medication®™ G

Adropine E'El g

Plemed gan ng _

Allernatives; 5.0

Diazepam (Valium) O 15 mgfkg

Pentazocine { Fortwin) M omg

If elient comfont requres addmional

medication, use Pemtazocine { Fortwin) il mg

Local Anacsihesia® Lignocaing { Xylocaing, S0 mpkg -

Lignocaine) 1%,
Hupivacaine (Marcaing) 0.5%

Fallopian tubg analgesia® 2% Ling;:ﬂinc gel
! isuﬁulcmrmal‘j . |
" These drags can be given intranmsenlarly (Ivi) or intravenously {(IV).
" Field biock anaesthesia,
 Topieal apaesthesia

¥
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ADMINISTRATION OF LOCAL ANAESTHESIA

Local anaesthesiu often 15 augmented with a mild systemic analgesic. Belue surgery, pive
analgesic drugs in combination or sequentially. They can be given intramuscularly 25-30
minules betore the procedure or, for rapid onset of acton, imravenously 2-3 minutes hefare the
Fﬁﬂf-’dum I intravenous, inject the dose over a period of 10-30 seconds and note any vntoward
effects.

The goal of jocal anoesthesia is o acliieve an anagsthetic block that infilteates all layers of iissoe
from the sKin to the peritoneum (see Figure 7-17. 1t is not necessary (o ntiltrate every layer in
four directions. The anaesthetic spreads both above and below the line of infilteation in the
subcutancous space. To achieve maximum effect of e local anaesthesiu mto the fascial layers,
it is important 1o infiltrate with a needle a1 a 45-depree angle so that the point of the nesdik
reaches the fascia. The infiltration of the peritoneal laver does not require more than one nesdle
thrust at a 90-degree angle to the skin.

Figure 7-1. Local Ananesthetic Block for Interval Abdominal Tubeetomy

v

-\

| \
O

l

) '.
S
| /
\ /

The maximum sale dose of 1% lgnocaine (withowt epinepliing) 16 5 mg per kg body waigh
{e.g.. 20 ml for 40 kg body weight), If Hgnocaing is supphicd i 2% strength. it should be diluted
to 1% with normal suline or distilled water hecanse achieving an adequate block witk 2%
frequently requires more than & mg per kg body weight, The 1% strenpth resulis in bener volume
for more effective infiltration,

COMPLICATIONS OF LOCAL ANAESTHESIA

{zjor complications from local anacsthesia are extremely rare L'u::h'uli:.mn: .fl‘.'J deaths have,
however, been reported in cases where excessive doses were uged or mjeclions o a vem
oceurred. To minimise the risk of major complications, local anaesthetics shauld be used i the
smallest effective doses with careful attention to proper weehnigque. In most cases, 10 mi of 1%
lignocaine is adequate. In no cases shonld the total dose exceed 5 mg per ke body \t‘l:ig_l'l.l of
the client (i.e., about 20 ml). Aspiration (pulling back on the plunger of the syringe) prior o
injection reduces the risk of intravenous injection. When recommended dosuges are lollowed and
the plunger is withdrawn before cach injection. wxe levels of Tocal anaesthetic agents rarely
oceur. Nonetheless, it is important 1o recopnise (he signs and symptoms of toxicty so that e
further injections are made and medicn! tregtment bs begin
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Remember: The keys lo safe use of a local anaesthetic are to be sure that it is not injected
directly into a vein and o use the Jowest effective dose.

The following sequence indicates increasingly toxic levels of local anaesthetic:
MILD EFFECTS

. Mumbness of lips and tongue
. detallic tasle iIn moulh
. Dhzziness and liglht-headedness

. Ringing in cars
» Difliculty in [ocusing cyes
SEVERLE EFFECTS

» Sleepiness

. Disortentation

o Musele twitching and shivering

* Slurred speech

. Tonic-clonic convulsions (generalised seizures)
. Respiratory depression or arrest

For mild effects. wait a few minules 1o see if symptoms subside, talk to the client and then
continuc the procedure. mmediate meatment is needed for severe elfects: keep the airway clear
and give oxygen by mask or ventilation {Ambu) bag. Should convulsions occur or persist despite
respitatory support, small increments (1-5 mg) of Diazepam may be given intravenously.

— L e T S G — ——

Note: The clinician should be aware that the use of Diazepam to treat convulsions may cause
" i I
respiratory depression. :

- == rE——  a

MONITORING VITAL SIGNS

Client monitoring must be a routine practice in performing Abdominal Tubecltomy. All stafT
members should be trained in how and how often to monitor the client while she is under the
effects of sedation and local anaesthetic. Local anaesthetic and analgesic agents and sedatives
may cause respiralory depression, cardiovascular depression, hyper-sensitivity reactions and
central nervous system toxicity. Knowledge of the cliology and symptomatology of these
reactions enables intervention that may prevent further complications. Stafl members should be
able to recognise the [ollowing:

. Nermal and abnormal reaclions to drugs used during the procedure
«  MNormal physiological baseling vital signs ol the cliemt

. Changes in the chient's condition

The stalf must monitor and record blood pressure. pulse and respiratory rate before, during and
alter the procedure until the client is fully recovered.

Abdosrinal Tubectoun for I L
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EIGHT

THE SURGICAL PROCEDURE

BACKGROUND

Abdominal Tubectomy wnder local anaesthesia 15 a safe and simple procedure. To mummise
problems, programmes should be guided by the following principles:

. Doctors and swaff should be trained and skilled in the Abdominal Tubectomy technigue,

use ol appropriate anaesthesia. emergency abdominal surgery and other procedures for
IMANARING CCTEencies.

. The factlity must be equipped with drugs to handle cmergencies,

. All instruments and equipment must be in optimum working order before beginning the
surgical procedure.

* The service siafl must maintaim sirict infection prevention praclices.
" Clicnis must he carctully screencd and selected.
The material presented i this chapter 15 imended 1o reinforce practical training and to serve as

a ready reference for questions. It cannot substimite for actual practice which is absolutely
necessary for the clinician to become proficient in Abdominal Tubectomy,

Female Pelvic Anatomy

The female reproductive tract (Figure B-1) consists of the vagina, uterus, fallopian tubes and
ovaries. The vagina lies al an angle of approximately 45-degrees with the vertical plane of the
body. It ends in a blind vault into which the werine cervix projects. The walls of the pocket
surrounding the cervix are very thin and the imernal pelvic organs can be palpated through
them. The uterus is situated in the pelvie cavity between the bladder and the rectum and opens
inta the vagina via the external cervical os. The non-pregnant uterus measures about 5.5-8.0
ent i length, about 3.5-5.0 cm in width at its upper portion and about 2.0-2.5 cm thick. The
fallopian wbes join the top of the werus (fundus) and extends laterally to the ovaries, The
cnds ol the fallopian wbces which reach into the pelvie cavity are fimbriated. The ovaries are
approximately 3 cm long, 2 om wide and 1 om thick in an adult woman during her
reproduciive vears (Huphes, 1972)

Abefarrinal Tuheetomy for L0 a-1



The Surglcal Procedure

Figure 8-1. Female Pelvic Anatomy
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PRE-OPERATIVE CHECK-UP

Operating Surgeon must ensure

Fitness of the client.

Check the consent for the procedure.
Check instruments as in Appendix [

Ensure that the bladder is empty.

Lignocaine sensitivily test not required.

&2

Part preparation: Pubic hair should not be shaved, if the hair must be cut, trim it
close to the skin surfnce with scissors immediately before the precedure,

Abdoeriival Fubectomy for LLF,



The Surgical Procedure

Figure 8-2. Incision Site: Postparium and Interval Abdominal Tubectomy

Postpartum ,{
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Pubic
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PROCEDURE FOR INTERVAL ABDOMINAL TUBECTOMY

Getling Ready

STEP 1: Make the client comfortable

STIED 2: Lnsure that clienr ig in a lithotomy position

STETP 3: Wash hands thoroughly with soap and walter and air dry

STEP 4: Put on new examination or high-level disinfected surgical gloves on both hands.
STEP 5: Perform a gentle bimanual examination 1o exclude any pelvie pathology.

STEP 6: Il disposing of gloves, immerse both gloved hands briefly in 0.5% chlorine solution
and remove gloves by wrning inside out and place in the waste container.

STEP 7: Il reusing gloves, immerse both hands briefly in 0.5% chlorine solution. Remove by
turnipg inside out. To ensure that both surfaces of the gloves are decontaminated, place them
in the chlorine solution and soak for 10 minutes,

STEP B: Client iz shifted to O.T. afier careful selection
Crperating doctor ¢hanges to O.T. dress.

SURGICAL PROCEDURE

STED 1: Perform surgical scrub and put on surgical gown and sterile gloves on both hands.
STEP 2: Apply antiseptic solution two times to the incision area, Use a sterile or high-level
disinfected sponge forceps to hold a couwon or gauze swab soaked with antiseptic (if

preparation 1s done with a ploved hand. care must be taken not to contaminate the plove by
touching any unprepared skin). Begin by wiping at the incision site and move outward in a

Adwlorinal Tulectomy for U.F 8-3



The Surpicol Procedure

circular maotion for 10-15 cm ¢d-6 inches) or as for any abdominal procedure and allow to air
dry (about 2 minutes) before procceding,

STEP 3: Drape the client with a sterile or high-leve! disinlected surgical cloth,

[ Talk to lhu n:hem 1hruubl1uuL these preparatory sieps, c‘«:]'-imnm-- what 15 bemng done,

S e e ) T R S PEENE S S S — E——

B e

LOCAL ANAESTHESIA

Frgure 8-3. Local Anaesthetic Bluck for Interval Abdominal Tubectomy

STEP 1I: Use either one 20 ml or two [0 m] svringes loaded with 1% lienocaine, (2%
xvlocaine usual supply 1o be diluted with equal amount of distilled water), rase a small skin
wheal at the centre of the incision site and administer local anagsthetic about 3-5 ml just under
the skin along both sides of the incision line.

STEP 2: Apain starting at the centre of the meision line, without withdrasving the peedle
msert needle o the fascia ol a 457 angle with the needle directed slightly superior o the
incision line, Aspirale (o ensure the needle is not in a blood vessel; then withdraw the needle
slowly while injecting 3-5 mi of lignocame (repeat on other side of mension e,

Fipure 8-4. Infilirating the Fascin (Needle at 457 Anole)
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The Surgical Procedure

STEP 3: Insert the needle straight down through the rectus sheath to the peritonewn (Figure 8-8),
Aspirate to be sure the needle is not in a blood vessel. Inject 1-2 ml of anaesthetic into the peritoncal

layer. '

STEI" 4: Withdraw the needle and place on sterile or high-level disinfected tray in safe place 10
prevent accidental needle sticks (reserve a small amount of lignoczine in the syringe for supplemental
usc on the fascia, peritoncum and tubes as necded).

Figure 8-5, Infiltrating the Peritoncum (Needle at 90° Angle)

STEP 5: Massage the skin genally to spread the anacsthetic into the tissues. Wait 2=3 minutes for the
anacsthetic to take cffeet,

STEI 6: Test the incision site for adequaie anacsthesia using tissue forceps. (1 client can fecl a pinch.
wail 2=3 minutes move ond relest the incision site.

ABDOMINAL ENTRY

Members of the surgical team should watch the client’s facial expression for any discomfort,
Use of the Trendelenburg position is optional. It ean facilitate the bowel falling away from the incision
zite. IF the head of the table is lowered, it should be done afier the peritoneum has been gpeoed and

remain lowered only until the nubes have been occluded. The tilt of the table should not exceed 20” 1o
avoid compromising the woman's breathing

STED 1: Make a 3 em transverse/vertical incision in the skin about 3 em above the pubic symphysis.
Do net incise the subcutancous tissues. Control bleeders, il any.

STEL" 2: To minimise bleeding. bluntly dissect subcutancous tissues with scissor tips or fingers

STEP 3: Identify and grasp fascia at two places with a pair of Allis forceps and cul transversely with
SCISSOTS,

STEP 4: Separate rectus muscles in the midline (longiudinally) using blunt disseetion with hacimostal
and clean of T preperitoneal lissue, il necessary.,

Abdarinud Tuhegtony for O a5
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H'l_"EP S: Confirm transparency of peritoreurmn, Moke a small nick in the peritoveun wib
seissorstknife and enlange.

STEP 6: Place artery forceps un upper and lower cut edges of peritoreun, if necded.

LOCATING THE FALLOPIAN TUBES

STEP 1: Insert index fingerfindex and middle finger of one hand inside the ineision and feel
for the fundus of the uwerus.

STEP 2: Slide the finger/s along the fundus laterally upto the cornu and then posteriorly and
feel for the tube of one side.

STEP 3: Trace the tube laterally with finper/s.
I using one finger then hook it 1ift the tube and roli it against the anterior abdominal wall

1T using two fingers roll, it between them to confirm that it is the fatlopian whe (1he fallopian
tube is soft and mobile),

STED 4: Helding the tube hetween the two fingers or hooking over one finger gentiy bring il
out of the abdominal incision.

STEP 5: Gently grasp the mid-portion of the wbe with the Babeocks {oveeps.
STEP 6: [dentify the tube by tracing the tube 111l the fimbrial end laterally

TUBAL OCCLUSTON

The simple Pomeroy technique is the most widely used method of ligation in Abdominal Tubeeronyy,
The resected loop or segment showdd be in the mid-portion of the tube, where the diameter of cach

stugnp will be the same,
In the simple Pomeroy technigue, a loop of tube is ligated and the knuckle of the whe above e
ligatere is excised (Figure 5-6). Because the blood wvessels of the mesosalpinx are caught m the

ligatere, haemaostasis musi be assured before releasing the tube into the abdommal cavity,

STEP 1: Wihile prasping the mid-portion of the tube, transhix the wbe with 1.0 clromic catput and
then tie the knms on both sides of the wbe making & loop of about 2-3 cms.

STEF 2. Cur out one end of the loop with scissors and then the other ensuring thal at least one em of
the tbal stump is left behind on both sides.

STLEP 3: While still holding ligature, inspect the stump for haemostasis.
STEP 4: Cuf lipature | ecm from stump and release the tube, allowmeg it to returm o the whelomen.

STEP 5; Repeat the procedure on the opposite side for the secomd tube,
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Figure 8-6. Pomeroy Technigue of Tubal Ocelusion

it - — - = — e

Note: Afler ocelusion of the tubes, adjust the table so that it is once apain paralle! to the floor.
k . . i

CLOSURE
When haemostasis is assured, close the wound in layers. The closure of peritonewm 13 eprional,
STEP 1; Secure rectus sheath edpes with infermupted/contimuous siires

STED 2: Close skin with same absorbablefmon-absorbable suture material. Dress the waound,

PROCEDURE TO FOLLOW AFTER COMPLETION OF ABDOMINAL
TUBECTOMY

Client Care

. Help the elient fram the operating table and assist to the recovery arca. Handle the client gently
whan moving her.

. bAake the chient as comfodable as [:IIZJ!EI'IﬂI-L

. tomitor vital signs ontil stable.

{See Chapter 10 for detailed information on post-operalive recovery and discharge),
Waste Disposal and Decontamination

* Betore r;:mr_:p,_-f.]g giﬂ\-‘ﬁﬁ, E‘!llilf.f.' instrumoends mio g contaimer fllcd with 0.5% chlorine selution
fir decontamination (see Appendix € for kow 10 make a solution from houschold bieach).
Before Immersing the needle and syringe. Aill with ehiorine solution (do wot dissssemble). Soak
for 10 misutes. Rinse immedintely with clean water 10 avoid discoulortion or cocrosion of
metal ilems,

. The surgical drape must be washed before reuse.

- While still wearing gloves. place all contaminaied objects (gauze. cotton and other waste stems)
i a properly marked, leak-preof container with a tight-Nitting hid or ina plastic bag

- It disposing of gloves, immerse both gloved hands briefly i 0.3% chiorine solulion anc then

carelully remave gloves by Wurning inside out and place in the waste container
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If reusing gloves, inunerse botl hands brie(ly in the 0.5% chlorine solution ro decommminae
the outside. Remmove by turiing inside out. To ensure that both swifaces of 1he sloves are
decontaminated, place them in the chiorine solution and soak for 10 minutes,

Wash hands thoroughly with soapand water.
ANl waste material should be disposed of by buming or burying.

POST-OPERATIVE CARE

)

i)

ch

The clien: may be discharged the same day minimum after four-hours when Uhe folluwiag
conditions are met:

i The client is alert and ambuleiory,

)} Thechient's vita signs are steble and normal.

iy The chent hus been seen and evalpafed by a doctor.

Anulgesic and other medications if needed must be provided/prescribed prior 10 sending her
hame.

The clivnt is 1o be provided with @ discharge eand, indicating date aizd tvpe of surgery, name of
institution and date and place of follow-up, Both verbal and writlen post-operative instractions
should be given in the Tocz! language.

POST-OPERATIVE INSTRUCTIONS

. Return home and rest for the remzinder of the day.

. Resume only light work after 48 hours and pradueally return o full acrivity by two weeks
{allowing surgery.

’ U'se medication as instrocted.

. Resume 3 noprmal dies as soon as possihle.

. Keep the incision area clean and dry. Do oot disiurb or open the dressing.

. Bathe after 24 hours following the surgery, When bathing, keep the jncision arca dry. 1f the
dressing becomes wet, 1t should be changed.

. May have intercourse one week after the surgery, or whenever she feels comfortable after
interval sterilisation. Sterilisation procedures do not imterfere with sexual pleasure, abilily, or
perlonnance.

. Repart to the doctor or clinic if there is excessive pain, faitting, fever, bleeding or pus
discharge from the iovision

. Return to the clinic on the seventh post-operanve day for removil of stitches and post-
operative check-up.

- Follow the instructions, on where 1o go for rowtine and emergency follow-up.

. Remirn 1o the clinie, if there is missed periodfsuspected pregnancy

. If there are any questions, contact the health personnel or docior ar any e,
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NINE
POSTPARTUM ABDOMINAL TUBECTOMY'

BACKGROUND

Postpartum tubal ocelusion should be included in every voluntary surgical contraception
program. The period after the birth of a child may be the most convenicat time for the
procedure both for the client and the service provider. The decision for postpartum tubal
occlusion, however, should be made before the onget of labor wherever possible. Information
aboul postpartum tubal acelusion should be included as part of routine prenatal Counselling.

The posipartum procedure is best performed at the health care facility where the delivery
izkes place. It should not be performed, however, at the site of a home delivery or in a
matemity center that does not have staff trained 1o perform the pracedure.

Abdominal Tubectomy is the preferred approach during the immediale posiparium period,
The incision lor postparum Abdominal Tubectomy is oficn smaller than that needed for
interval procedurcs.

DIFFERENCES BETWEEN POSTIARTUM AMD INTERVAL PROCEDURES

The size and position of the uterus dilTer in postparnum and interval clients and the procedures
differ accordingly.

. Afier delivery the uterus is high in the abdomen. The fallopian tubes arc therefore easily
accessible through @ small sub-umbilical incision (Figure 9-1). Figure 9-2 shows a

closcup of the incision.

Figure 9-1. Incision Sites for Postpartum and Abdominal Tubectomy

Postpartu 3 Umbilicus
incision
intervai
incision
Fublic
kair ling

" ddupeedd fronr: Philippime Family Plaaning Program. 1993, Guedelines. Minifgparators: winh Locul Anatihesia
Family Planming Service. Depariment of Health: Manila, The Philippines
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Postpartum Abdominel Tubectomy

Figure 9-2. Closeup of Postpartum Almdominal TubectomyIncision

gy
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o  The fallopion tubes are generally bigger, ofien oedemstous and more Friable; therefore,
greater care is needed i handling them.

TIMING OF POSTPARTUM PROCEDURES

The recommended tume for performing 2 postpantum Abdominal Tubectomy-is within 48
hours of vaginal delivery. During that time, the fundus is near the embilicus so that a small
sub-umbilical incision affords ready access to the wbes. In addition, an unnecessariiy long
hospital stay is prevented.

It is preferabie to wait at least 12 hours alier delivery. This allows time lo assess the comlition
of the baby and to identify postpartum complications such as hacmorchage. An exceplion 10
this 1s when general or regional anaesthesia will be used for delivery,

Clients presenting for a postpartum procedure afier a home delivery must be nsked wiwiher
they have been immunized against tetanus. IT not, tetnus toxoid should be given and the
client told to return in 6 weeks. AL that time, the second tetanus toxoid dose should be given
and the procedure can be performed. If the client states that she has been immunized agninst
letanus, the procedure can be performed under antibiotic cover, ;

If Abdominal Tubectomy is done afier 48 hours and the uterus has stuted (o invelule, the
incision may be done vertically 2bout 2 ¢m below the fundus. A suprapubic incision also cun
he done if the fundus is more than halfivay below the wnhilicus.

If possible, Abdominal Tubectomy should not be performed from 7 days postparum up to the
end of the puerperium (6 weeks after delivery) for twn reasons:

o  During this period. the uterus can no longer be reached through an meision near the
umbilicus. For the first 48 hours, the uterus lies just beneath the skin and fascin, below
the umbilicus. After that time, as it descends it lics beneath an area with additional
layers of fat and muscle. making entry 1o the peritoneal cavity more difficult and
possibly requiring a larger incision,

e The postpartum uterus is soft and enlarged, prohibiting the use of 4 ulerine elevator.
If the procedure is postponed for 28 or more days afier delivery, the nsk of bhecoming

pregnant begins 1o increase for women who are not fully breastfeeding. Appropriate methods
of contraception are needed in this situation.

92 Abdanraal Tubecteny for UP,



Posiparisem Abdmninal Tubectomy
HOSPITAL STAY

In most cases, the postpartum procedure and its recovery period do not add to the usuval
hospital stay required for normal delivery.

THE SURGICAL PROCEDURE

LOCAL ANAESTIIESIA

Figure %-3. Local Anaesthetic Block for Pastpartum Abdanminal Tubectomy

P

\

STED 1: Use either one 20ml or twe 10 ml syringe loaded with 1% lignocaine raise a small
skin wheal a1 the centre of the incision site and administer local anaesthetic abow 3-3 ml just
under the skin along both sides of the ncision line,

STEP 2: Again starling at the centre of the incision line, insert needle into the fascia at a 45"
angle with the needle directed shightly superior to the incision line. Aspirate to ensure the
needle is not in a blood vessel; then withdraw the needle slowly while injecting 3-5 ml of
lignocaine (repeat on other side of incision line).

SURGICAL STEPS

STE’ 1: Make a 3 cm transverse/vertical incision in the skin (after feeling for wterus} just inferior w0
the [undal margin of the wierus or sub-umblical incision. Do not incise the subculaneous lissues.
Control blceders, il any.

STEP 2: To minimise bieeding, hlunily dissect subcutaneons tissues with scissor tips or fingers,

STEP 3: Identify and grasp fascia at lwo places with a pair of Allis forceps and cut transversely with
SC1550TS.

STEFP 4: Separate rectus muscles in the midline (longiludinally) using blunt dissection with hacmostat
and ¢lean off preperitoneal tissue, if necessary.
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Postparfun Abdomina! Trbectomy

STEP 35: Confinrm transparency ol peritoneum. Make s small nick in the peritoneum with
scissors/knife and enlarpge,

STEP 6: Place artery forceps on upper and lower cut edges of peritoneum, if needed.
LOCATING THE FALLOPIAN TUBES

STEP 1: Insert index finger/index and middie finger of one hand inside the incision and feel
for the fundus of the uwterns.

STEP 2: Slide the finger/s alony the fundus laterally upto the cornu and then posteriorly and
feel far the tube of ane side.

STEP 3: Trace the tube laterally with finper/s.
If using one finger then hook it, 1ift the tube and roll it against the anterior abdominal wall,

IF using two fingers roll, it between them to confirm that 1t is the fallopian tube {the fallopian
tuke 15 soit and mobile).

STEP 4; Holding the tube between the two fingers or hooking over one finger genily bring it
out of the abdominal incision.

STEP 5: Gently grasp the mid-portion of thetube with the Babcock's forceps.
STEP 6: Identify the tube by tracing the wbe nll the fimbria end lateraily.

TUBAL OCCLUSION

The simple Pomearoy technique is the most widely used method of ligation in Abdominal Tubectomy.
The resected loop or segmemt should be in the mid-portion of the wbe, where the diamerer of each

stump will be the same.

In the simple Pomeroy technique, a loop of wbe is ligated and the knuckle of the tbe above the
ligature is excised (Figure 9-4). Because the blood vessels of the mesosalping are caught in the
ligature, haemostasis must be assured befure releasing the tube into the abdominal cavity,

STEP 1: While grasping the mid-portion of the tube. transiix the be with -0 chronue catgut and
then tie the knets on both sides of the tube making a loop of about 2-3 cms.

STEP 2: Cut out one end of the loop with scissors and then the other ensuzring that at least one em of
the tubal stump is left behind on both sides.

STED* 3;: While sull holding ligawure, inspeci the stump for haemaostasis.
STEP 4: Cut ligature | em from sturnp and release the tube, allowang it to return Lo the abdomen.

STEY 5: Repeat the procedure on the opposite side for the second wabe.
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Postparians Abdoininal Tabeciomy

Figure ?-4. Piineroy Technigue of Tubal QOcclusion

| Note; After occlusion of the tubes, adjust the table so that it is once again parallel o the floor,

— = - =]

CILOSLURE
W liza huemostasis is assuved, close the wound in layers. The closure of peritoneum 1s optional,
STEP I: Secure rectus sheath edges with interrupted/continucus sutures,

STEP 2: Close skin with same ansorbable/non-absorbable suture nebenal. Deess the wanind.

PROCEDURE TO FOLLOW ATTER COMPLETION OF ABDOMINAL
TUBECTOMY

Clicnt Care

. Help the client fram the aperating table and asgist to the recovery area. Handle the client gently
when moving her.

. Make the elient as comlforiable as possible.

. Monitor vital signs unil stable.

(Se: Chapter 10 Tor detailed information on post-operative recovery and discharge).
Waste Disposal and Decontamination

. Before removing gioves, place instruments into a comtainer filled with 6.5% chlorine solution
tur decontamination (see Appendix € for how o make a solulion from houschold bleach).
Berore inmersing the needle and syrmge, Gl with chlorine solution {do not disassemble). Soak
tor 10 minmtes. Rinse immediately with clean water 19 avoud discouloration or corrasion of
metal items,

. The surgical drape must be washed before reuse,

* While still wearing gloves. place all contaminated abjects (gavze. coldon and other waste items)
tn a properly marked, leak-proof container with a tight-fitting lid or in a plastic bag.

. If" disposing of gloves, immerse beth gloved hands briefly o 0.5% ehlornne solution and then

carciully remove gloves by turming mside out and place m the waste container.
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Pesiparttitn Abdoiringl Tubectomy

If reusing gloves, immerse both hands bricfly in the 0.3% ehlorime solution to decontnminate
the outside. Remove by turning mside oul. To enswre that both surfaces of the gloves are
decontaminated, place them in the chlorine solution and soak for 10 minutes,

Wash hands thoroughly with soap and water.
All waste material should be disposed of by burning or burying.

POST-OPERATIVE CARE

a)

3]

The client may be discharged the same day minimum alter four howrs when the following
conditions are met:

i) The client is alert and ambulatory.

i) The client’s vital signs are stable and normal.

iii}  The client has been scen and evaluated by a doctor.

Annlpesic and other medications il needed must he provided/prescribed prior w seiding her
home,

The client 1s to be provided with a discharge card, indicating date and type of surgery. name of
institution and date and place of follow-up. Both verbal and written post-operative instruetions
should he given in the local langnape.

POST-OPERATIVE INSTRUCTIONS

0-6

Return home and rest for the remamnder of the day.

Resume only light work after 48 hotrs and gradvally return o full activity by two weeks
following surgery.

Use medication as instructed.

Resume a normal diet as soon as possible. .

Keep the incision area clean and dry. Do not distwd or open the dressing.

Bathe after 24 hours following the surgery. When bathing, feep the incision area drey. If the
dressing becomes wet, 1t should be changed.

May have intercourse one week afier the surpery, or whenever she feels eomfortable after
interval sterilisation. Sterilisation procedures do net imerfere with sexudl pleasure, abnlity, o
perlormance.

Report o the doctor or clinic if there is excessive pain, fainting, fever, bleeding or pus
discharge from the incision.

Return to the clinic on the seventh post-operative day For removal of stiiches and post-
operative check-up.

Follow the instructions, on where (o go for routine and emergency follow-up.

Rewrn 1o the clinie, if there is missed period/suspecied pregnancy.

If there are any questions, contact the health persennel or doctor at any tine,

Abelaminal Tubecramy fur ULP,



TEN

POST-OPERATIVE RECOVERY, DISCHARGE
AND FOLLOW-UP!

BACKGROUND

Monitoring the chient after surgery is a very important function beeause it is during this period
that any éffects of surgical trauma or other post-operative complications become apparent.
Although nurses or other staff members will carry out the tasks related to post-operative
recovery and discharge, the operaling doctor is ultimately responsible for the qualiny of
FCCOVEDY FOOIM Care.

Before discharge. a staff member should give the client post-gperative instructions, orally and
in writing. The client should be asked 1o repeat these instructions to ensure that she has
understood them and be given 2 follow-up appoimtmient. The operating doctor or medical
officer assess that she is ready for discharpe. :

The client should expeet a visit by a health worker within 48 hours of discharge. The {ollow-
up clinie visit should occur on the 7th day after surpery so that the sutures (if non-absorbable
sutures were used) can be removed at the optimum time and signs of infection. The visit
should include an examination of the operative site and any other relevant examination
required by the specifics of the case and symploms or complaints of the client. If the client
has a probiem thal cannot be resolved, anotlier visit should be scheduled.

POST-OYPERATIVE MONITORING

In 1he post-operative period, staff must obscrve the client constantly. The person assigned this
duty has the following respousibilitics:

* Reeeive the client from the operating theatre; review the client record

. Make the client as comloriable as possible (handle the woman gently when moving
hier).

. Make sure that an over sedated client is never iefl unattended.

. Moniter the elient’s vital signs:

. Check blood pressure, respivation and pulse every 15 minutes until they are stabilised at
© pre-operative levels

. Thercafler, cheek vital signs every 30 minutes untii the client has fully recovered from
the effects of the anacsihesna,

. Record vital signs in the client record each time they are checked.
. Check the surgical dressing for oozing or bleeding.

. Observe the peneral condition of the cliemt (neluding changes in skin color, post-
operative pain, level of consciousness and oricntation o lime and space).

Addeypee frona: Philippine Family Planning Progrom. 1993 Guidedines. Minilaporetomy with Loced Aresthesio,
Famiiv Planning Servies, Department of Heallh: Manikns, The Philippines,
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Post-operaiive Recovery, Discharge and Follaw-up

For pain she may take one or two analpesic tablets, such as ibuprofen, every 4 1o 6 hours, (Do
not use Aspirin as it may increase bleeding.)

. she should sce her healthcare provider if she ever has signs of pregnancy. If she
becones pregnant, carelul examination 1s fo be done (o rule oul ectopic pregnancy.

v she should expect a visit by a health worker within 48 hours,

’ She should retumn lor a follow-up visit en 7th day of surgery tor stitch removal if
stulures arc non-absorbable.

Written instructions summarising the above also should be provided to the elient or her
Spouse,

How to Give Post-operative Instruclions

. Give (he client a copy of the post-operative instructions writlen in a language she
understands.

- IT the ciient 15 illiterate, ask her 1o name & lilerate ficnd or relative near her home who
can read the instructions to her at a later date.

. Explain the instructions to the client in a language that she understands.

. Explomn what the chient can expect to feel on the duys following surgery, Commen
svinnoms include:

. Ulerine cranips

. Incision discomiort

. Abdominal discomfort
- Slight vaginal bleeding

. Fxplain the warning signs of complications and where she should go i they oceur:
. Abdoiminal pain that is persistent, severe or imcreasing

. Rleeding or pus or swelling ar the incision site

. Fever within a month of the Abdominal Tubectomy

. Check whether the client understands the instructions by asking her 1o repeat them.

. If the follow-up visit is (o take place at another facility. make sure that the chient knows
where the clinic is and how to get there.

. Eneourage tie client to ask questions.

DETERMINING WHEN THE CLIENT IS READY FOR DISCHARGE

Oceasionally a client may require overnight observation. The fellowing are indications that a
client is not ready for dischaze:

. She is unable to retain fuids (veniting).
. She is unabte to ambulate (unsteady when standing).

#*  She shows signs of possible abdominal bieeding.
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Pest-operative Kecovery, ﬂMﬂfEE arenid Follaw-up

. Administer drugs or treitment for symptoims according te the doctor’s orders.
e  Provide water, tea and fruit juices when the client (eels comfortable.
»  Complete the client record form.

SIGNS OF POST-OPERATIVE COMPLICATIONS
The staft should be able to recoguize and respond 10 the following signs of diswess:

. Excessive somnolence.

. Respivatory rate of less than 10 per minute,

. Hyperventilation.

. Systolic blood pressure of fess than 90 mm mercury.
. Rapid pulse rate (over 90 per minute) or weak pulse,
. Pallor or cynnosts.

The foliowing may be symploms of an intra-uperative complication:

. Inability to retain fluids (vomiting)

*  [Inability to urinare

. Inability to ambulate (client is unsteady when standing)

= Signs of hypovolemia {clieni feels [aint upon rising, has rapid heart rate)
s« Sewvere abdominal distention. '

POST-OPERATIVE INSTRUCTIONS

After the sedation has worn ofl and before the client is discharged, the cliemt should be told
the following post-operative instructions:

o She should rest and keep the operative site dry for 2 days. She can graduully resume
normtal activities as she feels able. (She should be able ta retum to normal octivitics
within 7 days afier surgery.)

s She may have sexual intercourse | week afler surgery or whenever it is comfonable.

«  She should avoid heavy lilting or putting tension on the incision for 1 weel.

. Shie should retum to the clinic or contact the clinic or doctor immediately i she
develops any of the following:

*  Fever (greater than 38°C or 100.4°F)

. Dizziness with fainting

. Persistent or increasing abdominal pain

. Bleeding or fluid coming from the incision

e  Signs or symptoms of pregrancy
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Posr-operative Recovery, Diselurge and Follow-up

. She shows signs ol hypovolemia. She is unable 10 void or is dizzy or has un increase in
puise rate when moving from lying down to a sitting up or standing position. (An
mncrease in pulse rate when moving from a iying to sitting position with legs dangling is
a more sensitive indicator of hypovalemia than is low blood pressure.)

. A responsible adult is not available to accompany or transport her home,

The client is recovered sufficiently to be discharaed when she meets the following conditions:

. She is taking and retaining fluids and light nourishment.

. She can pass the Romberg test (stand upright with eves closed and feet together, without
dizziness).

. She can walk upright with minimal support.

. Her vital signs are at pre-operative levels.

. She has no bleeding or secpage from the wound.

. She has no unusual complaints.

Before discharging the client, the staff should assure the lollowing:

. She understands the signs of potential problems (warning signs).
- She understands that she should return to the clinic immediately or scek emergency care
if a prohlem develaps

. She has heard and repeated the post-operative instructions,
. She has received any medications ordered.
. She has received a follow-up appointment.

. She has a responsible adult to accompany her home.

TRANSFER OF CLIENT RECORDS

All client records should be maintained at the service site where the procedure took place. If
the follow-up visit will take place at another facility, the client should be given a card 1o give
to the follow-up provider. The card should state the date of the procedure, the type of
procedure and any special instructions. If it is necessary 1o transter a copy of the chient’s
records, the original should be kept at the facility where the surgery ook place,

FGI J'I JDW 'UP

Although it is preferable that the operating doctor conducts the follow-up examination, a
vained nurse or midwife can perform the cxamination and manage minor complications. If
the client poes to another health center for foltow-up, it is imponant that the stall a thal
facility be trained to do a careful follow-up examination and report complication if amy 1o the
facility where the Abdominal Tubectomy took place and 10 the concerned singeon.
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Post-operitive Recovery, Disclarge and Follow-iip

When to Return to the Clinie

The first follow-up visit should preferably occur on the seventh day afler surgery (or as carly
as possible afier 7 days) and should include an examination of the operative site. suture
removal (if non-absorbent sutures were used) and any other relevant cxamination called for by
the specifics of the case and symptoms or compluints of the client.

Subsequent Follow-up

A subscquent follow-up visit should be made afler either one month or the next menstrual
period, whichever is earlier. During this visit the staff assesses the client to determine if she
has any side effects or complications related to the surgery. In addition 1o medical problems. a
stafl member should look for signs that the clicmt may be expenencing dissatisfaction or
regret related to the procedure.

The follow-up visit should include the following tasks:

. Check the medical record or referral form, i available, for background mfonnation on
the client and the surgical procedure.

. Ask the client if she has experienced any problems or had any complaints since the
surgery. Specifically. ask if the woman has experienced any of the following:

«  vaginal discharge or bleeding

«  wound discharge or blecding

. urinary difliculties

. fever

*  pain or other distress

. IExamine the operative sile to asscss healing and the absence of infection.
. Clean the operative site.

. Remove non-absorbable sutures, if used.

»  ‘T'reat or refer for any complications indicated by the examination,

» Remind the client to return 1o the clinie if she misses a menstrual period or shows other
signs of pregnancy.

e  Document the follow-up visit in the client’s medical record, including complainns,
diagnosis and treatment.

Emergency Follow-up

Clients making an emergency follow-up visit should receive immediate attention. Staff should
be alert 16 the possibility of internal bleeding, bowel injury or infection.

IT thwe woman had surgery a1 another health facility, the medical records may not be availnble.
The staff member conducting the interview should obtain chronological information covering
all events since the day of surgery. Complications and treatment should be reported to the
facility where the Abdominal Tubectomy was performed.
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Fast-aperaitve Recovery, Discharge and Folfow-up
The emergency visit should include the following tasks:

¢ Examine the client immediately. Check all areas related to her complant
®  Read the medical recond, if avaiiabie.

*  Obtain chrenological information from the client. Include any problems during e
surgery or in the recovery period; development of problems or increase in discomfon
and any medications taken or treatments oblained.

. Decide on the ireaiment for problems that ¢an be handled on an outputient busis,

. Arrange for a higher level of treztment for potentially serious complications.

. Note on the clienl record all problems and actioms taken,

. Inform the facility where the Abdominal Tubectomy was perlonmed wboul the
emergency [ollow-up visit {if applicable).

FAILURE OF TUBAL OCCLUSION

Tuba! occlusion is one of the most effective methods of contraception. Ectopic or intruterine
pregnancy 15, however, possible afler 2 tbal occlusion procedure. Service providers must be
prepared to identify such conditions early. Symntams of an cctopic pregnancy include lower
abdominal pein, amenorthoea and obrormal uterine bleeding. If preguancy, particularly
eclopic, is suspected, the woman should be referred immediately 10 an appropriate medical
facility for diagnosis and trealment.
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ELEVEN
MANAGEMENT OF COMPLICATIONS'
BACKGROUND

Complications are abnormal conditions caused by the procedure that require intervention or
management beyond routine post-operative care. For example, a wound infection noted on the
fifth day after surgery that requircs opening the wound is a complication, while abdominal
cramping on the day afier the procedure is a common feature.

Serwous complications are rare and the mortality rate for Abdominal Tubectomy is low if
complications are immediately and accurately diagnosed and effectively treated.
Complications of Abdeminal Tubectomy generally are the same as those associated with
sumilar abdominal surgery: '

. Anaesihesia-related complications
. WVasovagal rcactions
. I3leeding from the incision site or mesosalpinx

+  Abdominal injuries: uterine perforations, bladder or bowel injurics

. Infeetions of the wound or pelvic cavity

Owverall,  Abdominal Tubectomy 15 a safc procedure and few women experience
complications. Major complications occur in less than 2% of all cases. Anaesthesia-related
comphcations are summarized in Table 11-1, management of surpical complications is
summarized in Table 11-2.

In addition to the specific interventions described in this chapier, the following steps should
be taken when a complication arises during the procedure:

. Suspend the surgery till the client 15 stable,
. Return the table 1o the paralle! position.
. Consider hospitahising the chent for observation.

. Record the complication and the treaiment in the client record.
ANAELSTHESIA-RELATFED COMPLICATIONS
Serions anaesthesia-related complications are likely to occur as a resull of overdose. or

improper administration of the anaesthesia. To manage acule complications relaed to
anaecsthesia:

. For early identification of the problem, adequate monitoring of vitals is needed.
. [dentily the preblem immediately.
. Take prompt action based on the nature of the problem.

I .-vl‘.r_l"ﬂlnn_-:f.r'r'r.um: Fhi!ippi]m Family Flanning ftr gram. 1993, (ruidlelines dinilagor atony wiidn Loced Aneaties fer,
Family PMlarning Service, Departinent of Health: Manila, The Philippines,

Addatrinal Trbeciomy for U.P. /-1



Managemaint af Complications

Cases of respiratory depression should be managed as [ollows:

. Keep the airway open,
e Ventilate the client using Ambu bag; attach O tube, if possible

. Manitor vital sigms like pulse, blood pressure and respiration.

Table 11-1. Anacsthesia-Related Complications

Complication 1
Respiratory depression or arrest

Cardiovascular changes, including arrhythmia, hypotension or hypertension
Cardiac arrest

I Convulsions

Aspiration of vomitus

Signs
Decreased breathing rate
- Short, shallow, quick hreathing
| Dyspnea, gasping, laryngeal stridor
Circumaoral cyanosis (blueness around the mouth) i
| Cyanotic nail beds (bluish fingernail beds)
Irregular or rapid pulse

Central nervous system changes (restlessness, anxiety, disorientation)
Convuisions or loss of consciousnéss ﬂ
Absence of pulse, heart sounds, respiration, rt:ﬂsx-:::-. and muscle one
Flypolension

Possible Cause ]
Owverdose of sedative or wanquiliser

Combined effect of drugs

Delayed effect of drugs

Accidental I'V injection of Lignocaine

Owverdose of Lignocaine

Uindiagnosed cardiac disease

Severe blood loss with intravascular volume depletion

s  Administer Naloxone 0.4-0.8 g intravenously il 2 narcotic agent has been used. This
dose mayv be repeated within 2-3 minutes 1f the desired improvement in respiratory
function is not obtained.

MNaloxone should routinely be the drug of first choice for respiratory depression when
narcotics have been used. It acts promptly, has little toxicity and is quickly metabolised.
The client must be monitored closely because the effect of the narcotic causing the
depression may outlast the effect of Naloxone: repeated admimstrations may be
required,
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Manageirent af Complications

Several doses of Naloxone may be administered over a short period without untoward
effects.

If there is no response afler Naloxone 2-4 mg. other causes of respiratory depression
should he considered.

. For puimonary aspiration of gastric contents, suction the trachez inmumediately and
admnister hydrocorisone sodium succinate 1-E5 g intravenousiy., Begin broad-
spectrum antibiotics.

. For convulsion, give 1V 10mg Diazepam stat, iollowed by Smg 1f required 10 control
seizures, (13e aware that Diazepam may aggravate respiratory depression. )

o prevent eardiovascular complications, do not administer a rapid bolus injection of
sedative. The sedalive should be given slewly, with close clinical monitoring of the client’s
vital signs. The dose must be adjusted to the chient’s body weight and general health
condition,

If a cardiovascular complication does oceur, the surgical team should be prepared to provide
basic cardiopu!monary resuscitation.

. If 2 cardiac arrcst is confirmed, given an immediate precardial thwmp and begin external
cardiac massage,

. Iin case of respiratory arrest, give oxygen through resuscitation equipmen.

. Cantlale a vein and administer resuscitative drugs as appropriate and indicated.

Abdemrinal Tabectomy for U5 11-3
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TWELVE

PROVIDING QUALITY
ABDOMINAL TUBECTOMY SERVICES

BACKGROUND

Provision of good quality care is the crux of the RCH program. Every individual desires good
quality of care when seeking health services. Good quality of care ensures satisfied clients,
who in turn come back for services if they are satisfied. Therefore, provision of good quality
care by health workers will determine the overall success of the program.

SETTING STANDARDS FOR QUALITY OF CARE IN VOLUNTARY
STERILISATION SERVICES

-

Three steps to ensure Quality services are:

1.  Setting Standards
2. Assessing Quality of Services
3. Ensuring Quality of Services

STETD 1: SETTING STANDARDS

The first step for service providers and managers concerncd with improving client
satisfaction and increasing acceptance of voluntary sterilisation is to define the quality of care
they would like to provide within their specific service delivery program.

There are several key aspects of service delivery which contribute o client salisfaction,
Setting standards of care in these areas helps clinicians and managers assess and improve the
quality of services being oftered.

Choice of contraceptives refers to the varicty of contracepiive methods available to an
individual/couple. Service providers should have the knowledge and skills required 1o
offer several family planning methods in order to provide the one most appropriate for
cach client’s need. A client who is given the freedom to choose the method she/he wants
o use without any persuasion from others, is more likely to continue using family
planning regularly.

Information given to clients refers to information that enables clients to choose and _
use a contraceplive method with satisfaction and provides a good understanding of the
method. This information should be part of the counselling process (see Chapter 2) and
includes how the methads work. precautions for use, benefits and limitations, how io
use the method sclected and any potential side effects. In the case of Abdominal
Tubectomy. the client should be made aware of the sterilisation procedure and that the
method is permanent. When this task is performed appropriately. clients should for
instance be able, lo correetly explain (and usc) the method chosen.

Abdominal Tubectomy for U.P. f2-]



Praviding Quality Abdaomingl Fubeciomy Services

. Client-provider interaction refers to the way clients are trented by the praviders.
Clients who are treated with dignity, courtesy, gentleness and warmth tend to relax with
a provider and would be more inclined to volunteer as well as receive informalion
relevant 10 fumily planning. When 2 provider instills conlidence and trust. a clicnt is
mote likely to willingly consider all options and discuss any persanal concerns with the
provider (see Chapter 2).

¢  Techrical competence refers to the level of the skills of providers, their observance of
protocols {(written descriptions of steps 10 be followed during service provision) and use
of recommended infection prevention practices in delivering family planning services.
Clinical tasks required for the provision of Abdominal Tubectomy services are
described in Chapters 4 through 10.

. Continuity of care in Abdominal Tubectomy service ensures thal the clients receive
post-operative carg and can have any complications treated (see Chapters 10 and 11).
The service provider must ensure that the client knows when to come back for a follow-
up visit,

. Appropriateness and accepiability of services refers o providing accessible and
acceptable healthcare that suppornts the reproductive health needs of clients.

STEP 2: ASSESSING QUALITY OF SERVICES

The second step in the quality of care process iz assessing whether clients are receiving
standard care. Quality assessment involves gathering data lo determine e level of
achievement of standards set by the ¢linic {Donabedian 1988 Kumar, Jain and Bruce 1989),
For example, this assessment process can identify deficiencies in service provision. which in
turp will determine the steps required to improve the overall quality of services,

The assessmenl process includes: determining the quality of service issues. specifving the
mdicators of quality, specifying the data that should be collected to measure the indicators,
and identifying strategies for collecting and processing the data.

There are many sources from which data for monitoring quality can be obtuined. The mos
common sources include:

. observation of elinic services (e.g. Abdominal Tubectomy procedurg),

. review of client records,

s dataretrieved from elinic logs which show patterns ol use, contraceplive mix or
. qualities of service provided (e.4., minilap acceptors),

¢ client interviews, and

- self-assessment by clinic stafl.

Using a quality of care framework should focus on the rights of the clients and the necds of
the provider the service centre staff should regularly review their elforls 10 improve the
quality of care provided to the cliem (Table 12-1). These elforts should invelve penodic
assessments of elements of quality of care. This process should involve the entire service
delivery team and be an ongoing aclivily.

12-2 Aftenneineed Tufrectionpy for CLF,



Providing Quality Abdominal Tubectonyy Services.

Tabie 12-1. Rights of the Clients, Needs of the Pravider

Quality Services

Clients have the right to:

Clear information

Access 10 services

Their choice of family planning method

Safe services

Privacy and confidentiality

Dignity, comfort, and free expression of opinion
Continuous supplies (in the case of temporary methods)

Providers have a need for:

Good supplies, equipment and working environment
Good management and supervision
Clear information and training

Adapted from Huezo and Diaz 1993

Exa:.np]cs ol *how to’ assess each of the quality of care indicators are listed below,

Clicnt's Right to Information

Does all staff know how to advise a potential family planning client about obtaining
information and services? Can all the staff answer the following questions:

e Where is the family planning clinic?
- What times are services available?
. What methods arc available?

Are clients provided with information that will help them select a method suitable for
their needs? For example, are they told:

. About methods that provide temporary protection from preghancy
«  Abowt method’s effectiveness
»  How methods work

«  About 'pntmtial side effects or health benefits related to the use of specific
contraceptive methods

¢« About methods that provide protection against STls, including HIV/AIDS
- Aboul health benefits othier than those directly related 1o contraception

When a client chooses Abdominal Tubectomy as a method, does staff explain (in
addition to the items listed in above gquestion):

. The procedure that will be performed

» The method is a permanent form of contraception

. Polential complications or risks if any

Abdominnt Tubectomy for U.P, ' f2-3




Providing Quality Abdorinal Tubectomy Services

. The follow-up needed
. That Abdominal Tubectomy does not provide prolection against 8T1s

. Does staff ask clients whether they understand the information they receive and
whether they have questions?

. Does stafl ask clients to repeat key information about their selected method 10 be
sure they have understood?

Clients' Right to Access

Are th.ﬂ times of family planning and other reproductive health services suitable (o all
potential clients? What about other costs, such as transportation to your facility?

Are signs for family planning and other reproductive health services prominenty
displayed throughout your facility?

Can providers communicate with potential clients of all language groups in this arca?

Clients' Right {0 Choice

Does your facility offer a range of contraceptive choices that meet client's needs? Do
you have both temporary and permanent contraceptive methods?

[ some methods are not available at your facility, does staff know how and where to
refer ¢lients for these services? Do they do so?

Are clients offered a full range of methods appropriate o their reproductive ilentions,
breastfeeding stalus, post-abortion status, and personal life, including their sexuality?

Do all new clients receive counselling to help them seleet the method that will best meet
their needs?

Clients® Right to Safety

General Safely, Screening, and Follow-up

Does staff’ feel they have sufficient puidance, updates, and backup lo provide safe
services?
I5 the right equipment available to provide services efficiently and safely?

Are staff well informed about the potential health benefits and contraindications for
the different methods?

Are clients informed about the warning signs of potential complications? Are they 1old
10 seek medical attention or return to the facility if these symptoms oceur?

Infectron Prevention

f2.4

Are written infection-prevention puidelines, chars, posters, leaflets, and handbooks
available for the staff? Does the stail understand and follow the guidelines for

protecting themselves and others during their work?

After the procedure, are the instruments and gloves placed in 0.5% chlorine solution lor
10 minutes for decontamination before further processing? Does the staft have enough
plastic buckets, basins, and bleach 0 ensure that chilorine solution is always availuble

where it is needed?

Abddambinl Tubectamy for ULP,



L ]

Providing Quality Abdominal Tubecromy Services

Are soiled surfaces (examination couches, operating ldh]:s, etc.) wiped with 0.5%
chlorine bleach solulion afier each procedure?

[s contaminated waste disposed off in a safe way (for example, buming or burying)?

Method

Y

L]

Does the staff fully understand and follow infection prevention techniques?

Does the staff follow specific guidelines for screening Abdominal Tubectomy clients?
Does the slaff conduct an assessment to rule out conditions that are likely to increase the
risks associated with surgery? Does the staff conduct an assessment of risk for
infections (from reproduclive tract infections or from incomplete abortion) and &
physical exam for each client? Does the staff feel competent to do the screening?

During the procedure is the Babeock's forceps used appropriately to catch the tubes?
Are bimanual and speculum exams done during screening?

Clients' Right to Privacy and Confidentiallty

Does your facility have a prvale space where clienls will not be observed or
overheard during family planning counselling?

Do clients have privacy during examinations?

Docs lhe staff respect client confidentiality by not discussing a client except to get
advice from ather clinic personnel?

Clients' Right to Dignity, Opinion and Comfort

L]

Are the women and men who come to your facility treated the way you would wam to
be treated?

Does the stalf encourage clients Lo ask questions?
Docs the stalf respect clienits' opinions?

Does the staff perform physical examination and other procedures with the client's
dignity and modesty in mind? Is the client's comfort addressed during physical exams?

Do you think clients’” waiting times for services are reasonable?

Clients' Right to Continuity

Does the facility have enough family planning supplies?

If a client wishes 10 discontinue a particular contraceptive method (for a reason other
than that she wants to have a child), is the client counseled about alternative methods?

Staff Meed for Good Supplies and Site Infrastructure

Does the slaff feel that the system of supplies enables them to provide quality services
for clients?

Does the staff feel that supplies of informational materials enable them 1o provide
quality services for clients?

Abdarminal Tubectomy for UF. f2-5



Providing Quutity Abdeminal Tubectony Services

. Does the staff feel that their work environment is clean, well ventilated, comivoriable,
and well equipped enough for them to carry oul their duties?

. Is all equipment in good condition? If not, do staff know how 1o obtain replacemen
equipment?

. Does ihe stalf always have enough buckets, bowis, and chiorine to ensute that q chlorine
solution is always available in all the places necded?

Staff Need for Good Management and Sopervision

¢ Does the stalf at this facility follow guidelines set by the ministry of health?

. Does management provide constructive feedback 10 all staff on family planning issues?
Is management supportive, encouraging, and respectiul of stafl?

. Does the support that your facility gets from the headguaniers organisation always meel
the needs?

. Are all cliems' family plunning records completed property? Is all essenmual informatron
' included? - :

. Does the siaff ever interview clients 1o measure their satisfaction with family planning
services?

Organisation of Services

- Do clients perceive that:
- Privacy for counselling is acceptable
. I'rivacy for examination is acceptable
. Waiting time is acceptable
«  Time with provider is acceptable
. Hours/days are convenient
. Staff is appropriate in terms of gender, ethmc group and age

Outcomes

* Are data collected for:
. MNumber of new acceptors
. Complication rate for specific methods
L Continuation rate {for temporary methods)
. Mew clients recommended by other users
. Clients achieving reproductive goals

ENSURING QUALITY OF SERVICLES

The third and fina! step in the quality of care process involves quality improvenent
approaches. Traditionally the quality improvement process his involved service providers and
managers reviewing data obtained during the assessment in order to identily the problems and
explore possible solutions (reactive process). Recently, the purpose of guality improvement

12.6 Abdamined Tuliecimay for LLP,



Providing Quality Abdominal Tubecromy Services

has been expanded to ensure that gradual and continuous improvements arc made in all clinie
functions. not just problem arcas (proactive process),

The quality improvement approach described here is based on the following principles:
e Customer mindsel

¢ Imolvement and ownership

*  Emphasis on processes/systems

. Cost consciousness and cificiency

. Continuous quality improvement

It is based on the belicf that stafl members at any level can make valuable suggestions about
ways 1o improve services. It recognises that many problems result from poorly designed or
implemented systems and processes, rather than individuals.

Improving the Quality of Care

In working to improve the quality of care provided. it is importam for the clinic stafT to first
statc the problems they would like 1o address and then identify the sieps 1w be followed 10
solve them. To achicve this objective, somne (or all) of the following guestions need 10 be
answered by clinie stall,

. Is the clinic adequately prepared and organised to offer a given standard of eare?

Exumple: Review existing resources (supplies and equipment), client-flow. staff training
and allocation of responsibilities.

»  Whatis the process involved in providing a given standard of care?

Lvamypsle: Review steps required and used 1o provide a specific serviee (e.g.. Abdominal
Tubzclomy procedure).

. What part(s) of the service delivery process is not heing satisfactorily performed?
Frample: [dentify siep(s) which is not properly performed (e.g., screening the client for
cenditions that might increase risk).

* What are the causcs of the problem?

Example: ldentify causes that may explain the problem identified.

. What can be done to improve the process?

Example: Suggest solulions that can be implemented at clinic and managenal levels
[¢.¢.. provision of recommended infection prevention supplies).

. W ha should be invelved in planning and implementing the solution?

Exampie: Assign responsibilities for monitoring improvements (e.g.. role of cach staff
member in improving recommended infection prevention practices),

. What indicators of success can be used to assess performance?

Evungple: Use indicators alrcady delined in the statement of standard o monitor
piogress (e.g. reduction in the number of infections or complications following

ArZominal Tubcctomy).
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Providing (siality Abdeminal Tabectarny Services

Table 12-1 provides an illustrative example of how quality assurince could be applied 1o the
infection prevention standard in a ¢linic-based program providing voluntary sterilisation
SETVICES.

Problems generally occur because a system is not working efficiently. By reducing the
amount of time and resources stafl spend on resolving the same problems again and again, the
quahty of services can be improved. Using this approach can help improve conditions at the
site for both the clients and the service providers. When this happens, both client level of
satistfaction and job sanstaction increase

Table 12-2, Steps in Family Planning Quality Assurance I'rocess

STEPS EXAMPLE

o e SEEL L ol B o e e—

STEP I: Establish a standard for the Standard: Recommended infection

clinic based on what 15 valued or important | prevention (1) practices will be followed
in cliem care. The standard is a statement | by providers dunng Abdominal Tubectomy
of: ' to minimize risks to ¢lients and ¢linic

s what will be done, personnel.

¢ bv which siaff, and

e o achieve what results,

Assess whether the clinic is achieving the Uhﬁ'{l“fu‘ ﬁbﬂ.?mnimnl ‘["I.ll!l_-i."ﬁ:h‘l-n‘ljr service
stated standard. provision using a checklist.

Assess competency of clinicians and
support staff in following recommended 1P

praclices.
Review whether the clinic is adequately Staft trained in IP practices?
prepared 1o meet the standard, Adequate space and equipment 1o process |

mstruments” !
Selection and use of gloves? Amiseptics? |
Client and staff rrafMic flow reduce nisk of |
infection?

I1* supplies and equipment avatlable™

—_—— ]
STEP 2: Review the process involved in - | Process: [kecontammation, cleaning, |
meeting the standard. sterilisatton or HLD |
| _
Findings: Standard is not met because
cleaning i1s nol performed satisfuctorily, !

STEP 3: ldentify causes of problem(s) | Possible Causes: Lack of knowledge al ]
- and supgest solution(s). how to do cleaning and lack of consumable |
supplics (e.g., disinfectants or gloves)

=

Corrective Measures: Stall should be
- given on-the-job training amd provided |
- with necessary supplics.

e — e e S M

e — RS~ W T
=
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MOBILE OUTREACH SERVICES

BACKGROUND

This section gives the standards for mobile sterilisation services. Every attemypt should be
made (¢ ensure that mobile services are at par with those available at the static centres. The
followings are the important areas where standards should be maintained in the mobile
sterilisation services:

FACILITY REQUIREMENTS

il ol

Mobile sterilisation services should be offered in an mstitwtion (PHC or CHC) where
either an OT facility or a clean, separate room is available for conducting operative
work. Under no circumstances should mobile sterilisation services be conducted in a
school building or panchayat bhavan or any other such building,

The facility should be well-ventilated and clean.

Running water must be available.

Electricity supply with a standby gencrator and other light source must be available.

Adcquate space must be provided for

a)
b}
c)
d)

)

Keception and registration

Waiting area for persons accompanying the clients

Counselling room

Pre-operative room, to be used for part preparation, changing of client’s street
clothes into clean OT cloithes, conducting minor laboratory tests {Hb percent and
uring examination)

Pre-operative waiting area for clients

Ante-room to OT, that should be vused for hand-washing, scrubbing. instrument-
washing and processing (HLD/stenilisation)

Operation theatre: This should be isolated and Oued with (ly-proofl netling. The
OT should be large enough to allow the operating staff 10 move frecly. and to
accommodate all the necessary equipment. Lighting should be adequate and the
room should be easy to enter and leave in case of an emergency. [he room should
be cleaned and washed thoronghly a day before the sterilisation operation takes
place and kept locked when not in use,

Post-operative recovery room: It must be spacious and well-ventilated. The
number of beds will be determined by 1he available space. The room should be
clean, and be situated adjacent to/mear the O.T.

Abdominal Tubectany for UL P. fi-1



Alefaife Etreach Services

STAFFING AND RESPONSIBILITIES

1. The mohile team should have — Surgeon (1), OT MNurse {17 and OT Assistany (1), The
local service site should provide — Medical Officer (1), Nurse £ ANM (1), OT Auendan
(1). Staft for repistration of clients (1] and stafl {or maintaining proper client records

(1),

2. Co-ordination with and utilisation of staff from the area is desirable lor appropriate 1EC
aclivities, monitoring and smoath running of the mobile services.

3. Primary responsibility for organising mobile sterilisation services will be witl the sl
ol the block PHC/CHC.,

4. Surgery will be done by the operating team coming from static stecilisution centres
either from the district or the state. The surgical team must be experienced, well-trained
m the procedure and fully equipped with stalt and reguired material.

5. The mobile operating team will have the responsihility for final selection of appropriate.
chent, including speculum and vaginal examination (in case of female sterilisation),
verification of informed consent, assurance of quality of care. including cleanhiness and
infection prevention, surgery and post-operative recovery,

6.  Wo clinical traimng shall be conducted in mobile sterilisation programme. In

exceptional situations, training can be penmitted in mobile serviees, for exampie, when a
new technique needs 1o be introduced, (such as no scalpel vasectomy [NSV|). In this
situation, the complete responsibility would Tie with the climcal irainer.

TIMING AND NUMBER OF CASES

Mahile sterilisation services should preferably be eonducted between 11 aan. and 3 pan. so
thal the team can have at least three w four hours of operating time. This will also ensure
sufficient time for post-operative cbservation as well as allow the team and clicnts to reach
their destination by the end of the day.

During mobile sterilisation services, the optimum number of cases to be operated per duy by
one mobile surgical team is twenty,

INSTRUMENTS/EQUIPMENT

For vasectomy and N3V, [ve sets of instruments, and for Abdominal Tubectomy and
laparoscopic tubal ligation, at least two sets of instruments/equiprmient should be carried by the
mobile team. Annexures [1-TV give the list of equipment in cach set.

EMERGENCY PREPAREDNESS

1.  Staff Preparation
All staff of the mobile wam and operating centre must be skilled n adiunistranon ot
intravenous fluids and drugs, external cardiac massage and other resvseitative measures,

They must be familiar with the use of ambubag. They must know which drugs are o0 be
vsed, how 1o administer them and their expecied actions.

fi-2 Abdemifnad Trebeetwnny fur LU
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2. Emergency Equipment and Supplies

The equipment listed below must be available for emergency use in the operating room
and recovery arca. All emergency equipment, must be immediately available and should

be in geod condition,
i) Stethoscope
i) B.P. instruments

i)  Oral airway (two sizes)
iv)  Masal airways (two sizes)
v) Suction machine with tubing and two traps
vi) Ambu bag
vii)  Face mask and tubing and oxygen nipple
viii)  Oxygen eylinder with reducing valve and llow meter
ix)  Dlanket
x) Gauze pieces
xi)  Kidney tray
xil)  Torch (Mashlight)
xin)  Syringes and ncedles, LV, canula, including butterQy seis
xiv) Intravenous infusion scis and fuds
xv)  Adhcsive sttapping
xvi)  Slenle laparolomy instrumenis
Y. Emergency Drugs

The drugs listed below must be made available in the operating room ana recovery area.
The 1afl needs 10 be well-informed about their availability, use, dose, strength and
rovte of administration as well as signs of oxicily and weatmem for overdose. The
folluwing injeclable preparations of the emergency drugs shovld be available:

i)
i)
i)
i)
v)
vi)
vii)
viii)
Ix)
)
Xi)
xii)
Xiu)
Xiv)
Xv)
Xvi)

Adrenaline

Atropine Suiphate

Corticosteroids (Dexamethagone or 1 ydrocortisone)
Physostigmine

Aminophylline

- Antihistamine (Phenaragan, Avil)

Diazepam

MPentazocineg

Sodivm Bicarbonate (7.5%)
Culeicum Gluconate (10%)
Frusemide

Dopamine

Dexirose 5% in waler
Dextrose 5% in norimal saline
Glucose 25%

Ringer Lactute Solution

Abdoralmal Tubectanty for U. 0" 13-3
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Back-up Reterral Faeility

A higher centre/district hospital facility must be identified and transport made. available
to transfer clients to the referral centres in case of any complications which can not be
managed during mobile sterilisation service

Counsclling/Tnformed Consent/Eligibility Criteria

The standards for counselling established in Chapter 2, are adlwred o for mobile
services also. Counselling is the responsibility of the ANM/Nurse/Doctor of centre
organising the service. This can be Jone prior o or during tw day of ihe sierilisation
procedure. The final assessment of the clients’ ¢ligibility and their mlvrmed decision for
sterilisation is the responsibility of the operating team stall,

Clinical Assessment

Pre-operative assessment of the patient’s medical staws is extremely important to
ensure that high-risk clients are not operated on in mobilefcamp settings. Preliminory
assessment and selection of clients will be the responsibility of the Medical Officer of
the centre where services are being offered. Final selection of chients, including vaginal
examination {in case of female sterilisation) will be done by the operating doctor of the
mobile team,

Asepsis Standards in Mobile Sterilisation Services

All steps of infection prevention, as mentioned in an earlier chapler (Chapter 6) should
be abserved. Salient features are given below;

7.1 The client must change into clean OT clothing prior (o surgers.
7.2 The OT staff and the operating team must change mto ¢lean O attire,

7.3 Standard OT gowns, masks, caps and gloves must be used. A different set of
cloves should be used for each case.

7.4  All OT stafl’ must wash their hands before and alter the procedure and after
handling instruments/equipment.

7.5 The operating doctor and assistant must [vllow for proper surgical scrubbing
technique before the progedure, and alter 5 cases or one bour, wiuchever is
earlier, provided they do not touch anything in between the cases,

7.6 Sterilised or HLD equipmentinstruments/linens must he vsed for cach chent
during the sterilisation operation.

7.7 All used instruments and gloves must be decontaminated i §.3% chlorme salution
for 10 minutes (freshly prepared with water and bleaching powder before starting
the stertlisation provedure).

7.8 All instrumenisfequipment must be cleaned and tollowed by HLIMsterih-saton,
prier to reuse in another client,

Abdoirieral Tudrectomy for LU



Mohile Cuitrench Services

7.9 Skin preparation and surgical draping

a) The operative sitc should be prepared immediately, pre-operatively, with
antiseptic solution. The one preferred is povidone iodine (Betadine). If it is
not available, chlorhexidine gluconate (Savlon) and 60 to 70% solution of
cthyl alcohol can be used.

b)  Antiseptic solutions should be liberally applicd at |east two times on and
around the operative site, which should be thoroughly cleaned by pentle
scrubbing,

¢} The antiseptic solution should be applied in a circular motion, beginning at
the site of the incision, and several inches around it This inhibits immediate
recontamination of the site with local skin bacteria,

d)  Afler preparing the operative site, the area should be covered with a sterile

drapc.
8. Anaesthesia

a) Only local anaesthesia will be offered in mobile settings.

b) An anacsthetist should preferably accompany the mobile team, especially for
lubectomies performed in mobile settings.

9. Client Discharge after Mobile Serviees

a)  The surgeon or member of the surgical team must see all operated clients at least
once during the post-operative period before he/she leaves the centre,

k) All operated chients must be examined before discharge, by the medical officer of
the centre where mobile sterilisation services have been organised.

¢)  Bath verbal and written post-operative instructions and follow-up schedule musi
be provided to the client before discharge. These should be in the client’s Jocal
language.

L Follow-up

Follow-up services will be provided by the health worker of the respective area and
medical officer of the nearest PHC/CHC as per schedule of sterilisation.

REFERENCES

India: Ministry of Health and Family Welfare. Department of [Health and Family Welfare,
1999, Standurds for Male and Female Sterifivation. New Delhi,
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APPENDIX A

EMERGENCY PREPAREDNESS'

STAFF PREPARATION FOR EMERGENCIES

All staff must be trained (o effectively manage emergencies. Staflf must be skilled in
administration of intravenous fluids and drugs. They must understand which drugs may be
used, how to administer them and their expected actions. They must be familiar with the
use of all emergency equipment and must check all such equipment before each operating
session.  The person monitaring the client in the operating room and the recovery room
must be capable of detecting early signs of complications and be able 1o 1ake inial
emergency action. At least one member of the surgical team must know how to administer
cardiopulmonary resuscitation. The emergency care supplies and drugs must be kept in an
accessible place known to the staff members,

EMERGENCY EQUIPMENT

The equipment listed below must be available for emergency use in the operating room and
recovery area. All cmergency cquipment must be immediately available. ready for use and
in good condition. A battery—operated light source should be available for back-up or
focused illomination of the operative site.

(i} Slethoscope

{i1) B.F. Instruments

(i} Oral airways (lwo sizes)

(iv) Nasal airways (two sizes)

(v) Suction machine with tubing and two traps

(vi) Ambu bag

{vii) Face mask and tubing and oxygen nipplc

(viii)  Oxygen cylinder with reducing valve and flow meter
{(ix} Blanket

(%) (auze pieces

(xi) Kidney tray

(xii}  Torch (Aashlight)

(x1i1)  Svringes and needles, including butterfly sets, IV Cannula
(x1v}  Intravenous infusion sets and fTuids

(xv) Adhesive strapping

(xvi)  Sterile laparotomy instruments

' Addapited from: Department of Family Welfare, Ministry of Health and Family Welfare, Government of
India 1999, Srandores for Meole and Female Steriltsation | Ministry of Health and Family Wellare: Mew

Daeelhii,

Albdominal Trubectony for ULP, Apprendix A-T



Emergency Preparedness

EMERGENCY DRUGS

The drugs listed below must be available in the operating room and recovery ares. The
staff should be well-informed about the drugs, their use, dose, strength and route of
administration, signs of toxicity and treatment of overdose. The following emergency
drugs are recommended.

i) Adrenaline

i) Atropine sulphate

1) Corticosteroids (Dexamethasone or Hydrocortisone)
iv) Physostigmine

) Aminophylline

vi) Diazepam

vii)  Pentazocine

viil)  Sodium Bicarbonate (7.5%)
Ix) Calcium Chloride

x) Frusemide

%1) Dopamine

x11)  Dextrose 5% in water

xiii)  Dextrose 5% in normal saline
xiv)  Glucose 25%

xv)  Ringer Lactate Solution

HOSPITAL BACKUP

For clinics providing sterilisation operation with limited capability tor handling
emerpencies and ather complications, it is important to establish a working relationship
with nearby back-up medical facilities in the area. This will help clients receive reliable
care. The local back-up facilities must include the supplies, equipment and trained siafl
required 1o handle complications.

REFERENCE

India: Ministry of Health and Family Welfare, Department of Health and Family Welfare.
1999, Standardy for Male and Female Sterilisation, New Delhi
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ATPENDIX B -

APPLICATION AND INFORMED CONSENT FOR
STERILISATION OPERATION!

Mame of Client ShrifSmt.
Address of Client  &hri

Spouse’s name Shri/Sm.

Falher's name Shr

Operating centre

Idear Doctor,

Please arrange to have me sterilised. My age is and my spouse’s age is

| amfwas married. 1/We have male and

female living children. The age of the youngest cluld is s vears.

‘ The decision to undergo the sterilisation operation has heen teken independently by me
without any outside pressure, inducement, or force.

. 1 am aware that other methods of contraception are available to me which have been
properly explained.

. The eligibility criteria for the operation have been explained to me, and I affirm that 1

am eligible to undergo the operation according to the eriteria.

s I know that for all practical purposes this operation 1s penmanent and that, afler the
operation [ will be unable to have any more children.

. | also know that there are some chances of failure of the operation, for which the
hospital/institution and operatng doctor will not be held responsible by me or my
relatives or any other person whomsoever. | will repoit 1o the centrefdoctor if there is
anv missed menstrual cycle of mine/my spouse within two weeks.

. My spouse has not been sterilised previously.

. | am aware that 1 have the option to decide against the sicrilisation procedure at any
time without sacrificing my rights to other reproductive health services.

. [ am aware that [ am undergoing an operation which ¢carries an element of risk,

. I agree 10 come for follow-up to the centre/doctor as instructed, failing which [ shall be
responsible for consequences, 1f any.

. | agree w0 undergo the operation under any type of anesthesia which the doetors think
suitable for me and to be given other medicines as considered appropriate by the doctors
concerned.

Adapred from; Department of Family Welfare, Ministry of Health and Family Welfare, Government of India.
1909, Stendards for Male and Female Stevitisarion . Ministry of Health and Family Wellare: New Delbi,
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Application and Infornced Conset for Sterilisation (perution

The above information has been readfread vut and cxplained {0 me, in my own
language.

Signature, Name & Address of Witness Sigoature of Client

* Witness can be any person not associated with the Service Centre.
* Applicable to the cases where the client can not read and the above information is read out.

1. The client has been fully counselled about various available methods of contraception

and the above method.
Signature of Counsellor* *
Nume and Full Address
2. 1 cenily that | have satisfied mysell and Shei/Sme.__ i5 within the

eligible age-group and is mentally and medically fit for a sterilismion operation. There
is no evidence that he/she has undergone a sterilisation operation previously). | have
explained to the client that this form has the authonty of 2 legal document,

=—mm e e ma s

Signature of Operating Doctor Signature of Medical Otficer
(Wame and Address) (Name and Address)

DENIAL OF STERILISATION

1 certify that Shri/Smt. 1S not & suitable client lor
sterilisation for the following reasons:

l.
2,

He/She has been provided the following alternative method of contraccption.

Eﬁnntmc of Counsellor®* or
Doctor making decision
(Name sl Address)

** Counsellor can be any health personnel including doctor.

Appendix B-2 Abdawiinal Tobectomy for P



Application and Informed Conset for Sterilisation Operation ..
APPLICATION AND INFORMED CONSENT
FOR RE-STERILISATION OPERATION®

Mame of Client ShrifSmt.
Address of Client  Shri

Spouse’s name ShrifSmut,

Falher's name Shri

Chperating centre

Dear Doclor,

Please arrange to have me re-sierilised/sterilised as my/my spouse’s previous operation has
failed. My age is and my spouse’s age is

I am/was married and my spouse is alive. I/'We have — = male and
_ female living children. The age of the youngest child is

VCArs,

v The decision o undergo the re-sierilisation /sterilisation operation has been 1aken
independently by me without any outside pressure, inducement, or force,

. I am aware that other methods of contraception are available to me which have been
properly explained.

’ The chiginlity criteria for the operation have been explained to me, and | affirm that |
am eligible to undergo the operation according to the crileria.

v I know that for all practical purposes this operation is permanent and that, after the
operation I will be unable to have any more children.

. I also know that there are still some chances of failure of the operation, for which the
hospital/institution and operating doctor will not be held responsible by me or my
relatives or any other person whomsocver. | will report to the centre/doctor if there is
any missed menstrual cyele of mine/my spouse within two weeks.

. My spouse has not been sterilised previously.

‘ | am aware that I have the option to decide against the re-sierilisation /sterilisation
procedure at any lime without sacrificing my rights to other reproductive health
SCrVICes,

" I s avware that I am undergoing an operation which carries an element of risk.

’ | agree to come for follow-up to the centreddoctor as instructled, failing which | shall be
responsible for consequences, if any,

v | agrce o undergo the operation under any type of anesthesia which the doctors think
suitable for me and to be given other medicines as considered appropriate by the doctors
concerned.

' Aeleypntee! from: Department of Family Wellare, Ministry of Health and Family Welfare, Government of India.
| 499, Sreenclards forr- Male and Female Steviliserion . Minisiry of Health and Family Welfare: New Delhi,

Abdontinal Fwhecramy for UP, Appendix H-3



Apglicetion and Informed Conxet for Sierillsarion Operaslon

. The above information has been read/read out and explained (0 me, in my own
[anguage.

Signature, Name & Address of Witness* Signature of Client

* Wilness can be any person nol associated with the Service Centre.
= Applicable to the cases where the client can not read and the above information is read out,

I.  The client has been fully counselled about various available methods of contraception
and the above method.

Signature of Counsellor**
Name and Full Address

2. | certify that | have satisfied myself and Shri/Smt._ is within the
eligible age-group and is mentally and medically fit for a re-sterilisation/sterilisation
operation. [ have explained to the client that this form has the authority of a legal

document.

Signature of Operating Doctor Signature of Medical Officer

(Name and Address) (MName and Address)
DENIAL OF STERILISATION

I certify that Shri/Smu. is not a suitable client for

sterilisation lor the following reasons:

L.
2,

He/She has been provided the Jollowing alternative methnd of contraception.

Signature of Counsellor®™ or
Doctor making decision
(WName and Address)

#* Counsellor can be any health personnel including doctor.
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APPENDIX C

INFECTION PREVENTION PROCESSES
FOR SURGICAL INSTRUMENTS AND OTHER
ITEMS'

The threc basic steps for processing instruments, gloves and other items used for Abdominal
Tubectomy are:

. decontamination,
. cleaning, and
. sterilisation or high-level disinfection (HLD).

Details for the sate reuse of instruments, gloves and other items are provided in this appendix,
(See Appendix I' for information on processing surgical gloves and Appendix G for
information on processing necdles and syringes and linens).

DECONTAMINATION

Decontamination is the first step in handling soiled surgical instruments and other items. It is
imporiant to decontaminate instrumenis and items that may have been in contact with blood
or body fluids.

Immediately after use, place instruments and other ntems in a 0.5% chlorine solution for 10
minutes. This step rapidly inactivates HBV and HIV and makes items saler 11.} handle by

personnel who clean them,

MAKING DILUTE CHLORINE SOLUTIONS

The World [Health Organization (WHO) recommends 0.5% chlorine solution for
decontaminating instruments before cleaning. For HLD 0.5% chlorine solution is satisfactory.

The gencral formula for making a dilute solution from a commercial preparation of any
concentration is shown in Figure C-1. The formula for making a dilute solution from a
powder of any percentage of chlorine available is listed in Figure C-2,

— e s — e — r— -

—

In India, 0.5% chlorine solution is made by dissolving 3 teaspoons (15 gm) of 30%
bleaching powder in 1 litrc of water,

e

! Adapted from: Tiegen L, W Cronin and B Mclutosh. 1992, fifection Preventian for Farly Planning Service
Programs: A Problem-Soiving Reference Manwal, Essentinl Medical Information Systems, [nc.: Durant,
Cklahoma.
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Infection Preveniion Processes for Surgleal Tnstruments and Other Items

Table C-1. Formula for Making Dilute Chlorine Solution from Concentrated Solution

% Concentrite
- |
% Dilnre

Total Parts (TP) water

Example: Make a dilute solution (0.5%) from 5% concentrated solution.

1. Calculate TP water:
5.0%
— -1 =1-1=29
0.5%

2. Add 1 part concentrated solution 1o 9 parts water.

Table C-2. Formula for Making Dilute Chlorine Solution from Dry Powder

b Difeite
Crrams / Litre = x fov
o Concentrafe

Example: Make a dilute chlorine solution (1.5%) from a dry powder (35%).

1. Calculate grams/litre;
7.5%

x 1000 = 14.2 g/
35Y%

2. Add 14.2 grams (3 level teaspoons) to 1 litre of water.

After decontamination, instruments should be rinsed immediately with cool water 10 prevent
corrosion and o remove visible erganic material before cleaning thoroughly. Personnel
should wear gloves while handling soiled instruments. [nexpensive. thick rubber gloves wark
well for this,

Surfaces (especially procedure tables) that may have come in contact with body fluids also
should be decontaminated. Wiping with a suitable disinlectant such as a 0.3% chlorine
solution before reuse, when visibly contaminated or at least daily, i1s an easy-to-do,
inexpensive way o decontaminate large surlaces,

Appendic C-2 Abdominal Tubectomy fur .



Infection Prevention Pracesses for Surgicel fustruments and Ccher frems

CLIEANING

Cleaning is a crucial step in providing safe, infection-free equipment and instruments. A
thorough cleaning with water and liquid soap or detergent physically removes organic
material such as blood and body fluids. Dried organic matenal can trap micro-organisims im a
residdue that protects them against stenlisation or HLD. Organic malter also can partially
imactivate disinfectams, rendering them less effective (Porter 1987).

Thick rubber gloves should be worn while cleaning instruments and cquipment. Discard
gloves il torn or damaged; otherwise, clean and leave to dry at the end of the day [or use the
following day. In addition to wearing gloves, the service provider must take extreme care to
prevent necdle sticks or cuts,

IT available. glasses, plastic visors or goggles should be worn while cleaning instruments and
other items. |his protects staff from splashing contaminated water into their eyves.

Clean instruments with @ brush (old toothbrushes work well) and soapy water. Give special
attention to instruments with teeth, joints or screws where organic material can collect. After
cleaning, rinse items thoroughly with water to remove deterpent residue which can interfere

with chemical disinfection.

I either hypodermic syringes (or needles and syringes) are being reused. disassemble only
alter decontaminating and then cleaning with soapy water, paying special atention o the hub
arca. Rinse al least three times with clean water. expelling the water through the needle into
another container o0 as not to contaminate e rinse water, and dry.

See Appendix G for detailed information on decontaminating and cleaning mstruments,
needles and syringes and linens and Appendix F for steps in processing surzical gloves.

STERILISATION

instruments and other items such as needles or scalpels that come into direct contact with
issucs bencath the skin which are normally sterile, should be stenlised altter first bemg
decontaminated and tharoughly cleaned, rinsed and dried, The sterilisation proeess destroys
all micro-organisms, including bacterial endospores, Bacierial endospores are particularly
difficult to kill because of their tough coating. (Bacteria that form endospores includs
clostricdia terani, which causes tetanus.) Sterilisation can be achieved by auwoclaving (high-
pressure steam ) or by using chemicals (*eold sterilisation”).

STEAM STERILISATION

Iigh-pressure saturated steam (awoclaving) is the most readily available method used for
sterilisation. Steam sterilisation generally is the method of choice for instruments and other
ems used in family planning and health care facilities. Where clectricity is a problem.
mstruments can be sterilised in a non electic steam autoclave using kerosene as a heat source.
The standard conditions for sterilisation by steam are shown in the following box,

o e ——

[Remember: When instrumenits and equipment are steam stenhised, it 15 essential that steam
reach all surfaces; awtociaving closed containers will sterilise only the outside of the
containers!

P S— S S —_—— e —— e —— ——— e e e e —
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Infeeston Prevention Processes for Surgical Instraments and e frems

- " e B L SR e S — -— - ———— ———— =

Standard Condilions Tor Steam Sterilisatlion

Stenm sterilisation ; Tempernture should he 121°C (250°F); pressure should be 106 kPa (15

Ibfin’}; 20 minutes for unwrapped items: 30 minutes for wrapped irems. Allow all itetns io dry
before removing,

Note: Pressure setiings (kPa or Ibs/in®) may vary slightly depending on steriliser used.
Whenever pussible follow manufacturer’s recommendations,

Sterile instruments shoutd be used Immediately unless they:

. have been wrapped in a double layer of muslin, paper or other appropriate material prior
o steam sterilisation ; or

. can be stored in a dry sterile container with a tight-liing lid.

The material used for wrapping instruments must be porous enough to et steam through bul
tightly woven enough to protect against dust particles and micro-organisms.

Wrapped sterile instruments have a shelf life of up to one week, but only if kept dry and
intact (Ferkins 1983). All packs and sterile comtainers should be labeled with an expiry date,

CHEMICAL STERILISATION

An alrernative to steam sterilisation is chemical sterilisation by soaking lor 8 1o 10 hours in a
glutaraldehvde. Glutaraldehydes, such as Cidex, often are in short supply and expensive, but
it is the only practical liguid sterilant usable for instruments, such as laparoscopes. which
cannot be heated. Because plutaraldehydes require special handling and leave a residue on
treated instruments, rinsing with sterile water (which ean be prepared anly by autoclaving) is
preferable. (Because boiling does not inactivate some endospores reliably, using boiled waer
can comtaminate sterile instruments),

Although formaldehyde is less expensive than glutaraldehyde, 1t is more irntating to the skin,
eyes and respiratory tract (Table C-3). When uvsing cither formaldehyde or glutaraldehyde.
aloves should be worn, eyes should be protected, exposure time limited and both chemicals
used only i a well-ventilated areq.

Mote: Chemical sterilisation of needles and wrjn;;v:l; is mot recommended because chemical
residues may remain even with repeated rinsing with sterile waer, These residues may
interfere with the actions of the drug being injected.

HIGH-LEVEL DISINFECTION

When sterilisation equipment is either not available or not sunable, HLLD 15 the only
acceptable alternative. High-level disinfection destroys all micro-organisms, including viruses
causing Hepatitis B and AIDS. but does not reliably Kill all bacterial endospores. Figh-
level disinfection can be achieved by boiling in water or soaking in chemical disinfectants
such as 0.5% chlorine, 2% plutaraldehyde.

.*lf.'pr.'.fn’ff-.'l-.' -4 Abvlenendd Tadecromy for ULF
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Infection Prevention Processes for Surgical Insirumenis and Other liems

Because boiling require only inexpensive equipment, which usually is readily available,
bailing 1s the preferred method for small clinics or those located in remote arcas. Regardless
of the method selected, however, HLD is effective only when instruments and other items
first are decontaminated and then thoroughly cleaned and rinsed before HLD,

o . R | BT e L S T —— 1 =

Moist heat at 80°C kills essemtially all bacteria, viruses, parasites and fungi in 20
minutes. Therefore, unless the altitude of the health facility 1s over 5,500 meters (18,000 feet)
it is not necessary 1o increase the steaming or boiling tme (Favero 1983).

HIGH-LEVEL DISINFECTION BY BOILING

Open or lake apart all instruments and other items. Submerge in walter and cover pan. Boil for
20 minutes. Tumning should begin when the water is boiling and all items should be totally
under the water. Nothing should be added to the container after the water begins to boil. After
boiling for 20 ninutes. remove boiled items using high-level disinfected forceps, place in a
high-level disinfected container and allow to cool and air dry.

Use instruments and other items immediately or lcave in a covered, dry high-level disinfected
container. (The container used for drying the instruments can be used for storage only if there
15 no water in the hottom of the container.} Store for up to 7 days,

Boiling Tips ]
- Always boil for 20 minutes using a pot with a lid.
. Start timing when the waler begins to boil.
» Hems should be completely submerged in water,

= Do notadd anything to the pot after the water begins to boil.

HIGH-LEVEL DISINFECTION BY SOAKING IN A CHEMICAL SOLUTION

Al present, only two chemicals are apprm-e:d’u-*urlriwidﬂ for use as high-level disinfectants:
. ehlorine 0.5%
. glutaraldchyde 2%

Table C-3 provides guidelines for preparing and using these chemical disinfectants.

e - e S RS T

Nate: Chemical HLD of needles and syringes is not recommended because chemical residues
may remain even aller repeated rinsing with sterile water. These residues may interfere with
the actions of the medication being injected.

-

= e

The major advantages and disadvantages of each disinfectant are described below.

. Chlerine solutions arc fast acting, very cffective against HBY and HIV. inexpensive
and readily available.
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infection Prevention Processes for Surglcal Insienments atrd Odleer Trens

A major disadvantage is that concentrated chlorine sohutions (0.5%) can diseolor and
corrode metals. Stainless steel insiruments, however, can be soaked safely in a 0.5%
chlorine solution (using a plastic container) for up to 20 minutes. Discoloration is only a
problem where calcimm (not sodiuvm) hypochloriie powders are used. (Wiping
instruments with vinegar, which is weakly acidic, will quickly romove the
discoloration.) Also, corrosion will not be a problem if items are rinsed with boiled
water and dried prompily.

Because chlorine solutions break down rapidly and can lose their effectiveness, fresh
solutions should be made at least daily or more ofien if the solution is visibly cloudy,

¢ Glataraldehydes, which can be vsed for chemical sterilisation, are effective high-level
disinfectants as well. Although less urilating than formaldehyde, they 100 should be
used m well-ventilated areas following recommended precautions.

-

Remember: Both glutaraldehyde and formaldehyde solutions leave a residue: therefore,
ingtruments must be rinsed thoroughly with boiled water after HLD to remove any residue
and prevent skin imritation.

R W ST PR —

. Hydrogen Peroxide, (H+04), which must be diluted 10 a 6% salution. often is available
locally and is less expensive than other chemical disinfectants.

- WHO does not recommend using HyO: in hot (ropical) climates because of its
mstability in the presence of heat and light '

Key Steps in Chemical High-Level Disinfection

. Decontaminate instruments (hat have heen in contact with tissue beneath the skin which
normally 15 sterile. Thoroughly clean and dry all instruments.

. Cover all items completely with correct dilution of high-level disinfectant which has
been properly stored.

. Soak for 20 minutes,

. Remove using high-level disinfected forceps or wearing high-level disinfected gloves.

. Rinse well with boiled water and air dry.

. Use promptly or store for up to 1 week in a high-level disinfected, covered container.

To prepare a high-level disinfected container, boil if small; if large, fill a plastic
container with 0.5% chiorine solution and soak for 20 minutes. {The chlorine solution
can be transferred to a plastic container and reused). Rinse the mside thoroughly with
hotled water. Air dry before vuse.

STORAGE OF DISINFECTANTS
. Disinfectants should be stored in o cool, dark area.

. Never siore chemicals in direct sunlight or in excessive heat (e.i., upper shelves in a tin-

roofed building).

Appendic C-6 Ablomitniet Tubeetomy for LD
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Tafectian Preveriion Processes for Surgicol Insirumeis and Other Tiems

PROCESSING USED CHEMICAL CONTAINERS

Glass containers may be washed with soap and water, rinsed, dried and reused,
Alternatively, thoroughly rinse the container (at least two times) with water and dispose off
by burying.

Plastic containers used for toxic substances such as glutaraldeliydes or fonmaldehyde
should be rinsed (at least two times) with water and disposed of by burning or burial.

—————— = e E i .
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Note: Do not reuse plastic containers, which originally held these chemicals.

R e T L S S S ——

PRODUCTS THAT SHOULD NOT BE USED AS DISINFECTANTS

Many antiseptic solutions are wsed incorrectly as disinfectants. While antiseptics
(sometimes called ‘skin disinfectanis’) arc adequate for cleaning skin before an injection or
surgical procedure, they are not appropriate for disinfecting surgical instruments. They da
not destroy bacteria, viruses or cndospores rchiably, For  example. Savion
(chlorhexidine gluconate with or without cetrimide). which is readily available worldwide,
15 a pood antiseptic but 15 ofien mistakenly used as a disinfectant.

ANTISEPTICS THAT SHOULD NOT BE USED AS DISINFECTANTS ARE:

- Acridine derivatives (e.g., gentian or crystal violet)

. Cetrimide (e.g., Cetavlon™)

- Chlorhexidine gluconate {e.g., Hibiscrub, Hibitane]

L Chiorhexidine gluconate and cetrimide in various concentrations (e.g.. Smvlon)

- Chlorinated lime and boric acid (e.g., Eusol®)

- Chloroxylenol (e.g., Detiol)

. Hexachlorophene (e.g., pHisoHex®) is not recommended for use as a disinfectant or
antiseptic because it is readily absorbed through the skin and 1s ncurotoxic,

s  Mercury solutions (such as mercury laurel) cause birth defects and are 100 toxic 1o
use as either disinfectants or antiseptics (Block 1991).

Other products frequently used to disinfecl equipment are 1 1o 2% phenol (e.g., Phenol®),
5% carbolic acid (e.g., Lysol®) and benzalkonium chloride, a guaternary ammonium
compound (e.g., Eﬁ:phimnﬂ']. These are low-level disinfectants and should be used only to
decontaminate environmental surfaces (e.g., examination tables) when chlorine compounds
are not available.

* To further prevent plastic containsrs from being reused. put o hole in each container before disposal so that
it cannol be used to cammy water or other [iquids,
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Infection Prevention Processes for Surgical Instraments and Qther ftems
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Infection Prevention Processes for Surgical Instewnents and Ovher ftemns
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APPENDIX D

SURGICAL HANDSCRUB

SUPPLIES

Soap (plain) or antiseptic, which is preferred, as provided by the facility (Larson 1988)

«  Running water

. Stick or brush for cleaning the fingernails (thesc iiems must be cleaned and preferably
high-level disinfected, afier each usc)

. Soft brush or sponge for cleaning the skin (these 1tems must cleaned and preferably
high-lcvel disinfected, aler each use)

. Fowels (sterile towels should be provided in the operating theatre)

PREPARATION

The operating doctlor, scrub nwmse or technician should wear a short-sleeved shirt or scrubsuit
o perform this procedure because it involves scrubbing 1o the elbows (Sorensen and Luckman

1979),
Procedure Rationale
1. Remove all jewellery. 1. Jewellery harbors micro-organisms
and is difficull to clean. ]
2. Adjust  water 1o comfortable 2. Comfort of operating doctor, scrub
lenperature. nurse or lechnician. Also, excessively

"t

hot water opens pores to bacteria.
Warm warter ciohances action of the

s0ap.
Halding hands above the level of the 3. Water should flow from area of lcast
clbow, wet hands thoroughly. Apply contamination 1o most contamination.
soap and clean under cach lingernail Soap can kill some micro-organisms,
using the brugh.
Beginning at the fmgertips, lather and 4. Friction and  Jather raise micro-

wash with a soft brush or sponge,
using a circular motion. Wash
between  all - fingers. Move  from
fingertips to the elbow of one arm
andd repeai for the second arin,

Abforninel Tubecromy for UL P,

orzanisms. Wash from area of least
contamination o arca  of  most
contaminatlion.
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Surgical Humdserub

5. Wash uzing a soft brush or sponge for Adeqguate time is required to inhibit
three-to-five minutes (when using or kill as many micro-organisms as
alcohol, pour or rub for two minutes). possible.

6. Rinse each arm separately, fingertips Da not let rinse water flow over clean
first, holding hands above the level of ared. Water should fow from area of
elbows. least contamination to area of most

contamination,

7. Using a separate towel for each hand, Do not comtaminate clean hand by
wipe from the fingertips to the elbow, using soiled towel. During drving
and then discard the towel. move from area of least contami-

nation 1o area of most contanmination.

8.  Before putting on sterile gloves (and Contact with contaminated ohbject
gown}: hold hands above the level of renders clean object contaminmed,
the waist and do not touch anything. Avea below the level of the waist is

considered contaminated.

9. I scrubbed bands touch any dirty See #3.
object during the procedure, steps 3
through & must be repeated.
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APPENDIX E
ANTISEPTICS

ANTISEPTICS

Many chemicals qualily as safe antiseptics. Table E-1 lists several recommended antiseptic
solutions, their killing actions, advantages and disadvantages. Information on how to prepare
and use antiseplics is presented in this appendix.

Many chemicals qualify as antiseptics. The following products are available in different
countries in the world;

«  Aleohols (60 o 90%), cthyl, isopropyl or ‘methylated spirit®

. Cetrimide and chlorhexidine gluconate, various concentrations (¢.g., Saviond®)
. Chlorhexidine gluconate (4%) (e.g., Hibiclens, Hibiscrub, Hibitane)

. Hexachlorophene (3%) (e.g., pHisoHex)

. lodines {1 to 3%), tincture and agueous (e.g., Lugols)

. lodophors, various concentrations {c.g., Betading)
. Parachlorometaxylenol (PCMX or chloroxylenol), various concenfrations (e.g., Detiol)

ALCOHOL SOLUTIONS (ETHYL OR ISOPROTI'YL)

Ethyl and isopropyl -alcohol (60-90%) are- excellent antiseptics, commonly- available and
inexpensive. Their rapid killing action makes them very effective in reducing numbers of
micro-organisms on skin. even under gloves. Aleohols are effective against HBV and HIV.
They should not be used on mucous membranes (vaginal preparation). (Alcohols dry and
irritate mucous membranes whicly, in turn, promotes the growth of micro-organisms.)

Alcohols are among the safest known antiseptics. A 60 to 70% solution of ethyl or isopropyl
alcohol is effective, is less drying to the skin and is less expensive than higher strengths.
Because isopropyl aleohol tends to be a more efficient fat solvent than ethyl alcohol, it causes
dry skin when used repeatedly: therefore, ethyl alcohol may be more gentle for frequent use
on skin (Larson [988).

i ———

Note: In many countries, aleohols are available as ‘industrial methylated spirit’, or ethyl
alcohol denatured with a small amount of wood {methyl) alcohol (Harpin and Rutter, 1982).
Because methyl alcohol is the least effective of the aleohols it should not be used alone as an
antiseptic or disinfectant. Be sure the ethyl alcohol is of adequate strength (60 to 90%) in |
locally available ‘spirit ‘

R e i
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Artisepiics

Advantages

«  Rapidly kill all fungi and bacteria including micro-bacteria; isopropyl alcohol kKills most
viruses, including 1BV and HIV, and ethyl alcohol kills all viruses.

. Although aleahols have no persistent Killing effect, the rapid reduction of micro-
organisms on skin protects against regrowth of organisms, even under gloves, for several
hours.

. Are relatively inexpensive and are widely available throughout the workd.

. Both are fon corrosive (o metals,

Disadvantages

. Evaporate rapidly. and cause drying of skin. (Ethyl alcoliol may be less drying than
isopropyl.)

" Expensive if imported.

. Easily inactivated by organic materials.

* Flammable, requiring storage in cool, well-ventilated areas.

. Will damage rubber (latex) over time.
CHLORHEXIDINE

Chlorhexidine gluconate (CHG) is an excellent antiseptic. Tt remains aclive against micro-
organisms on skin many hours after use, and i5 safe even for use on newborn infants. Because:
CHG is inactivated by soap, its amtimicrobial activity 15 dependent upoen the concentration
used, Chlothexidine (4%) commonly 15 available and is the recommended concentration,
Clorhexidine (0,5%) in 60 to 90% alecohol also 1s effective.

Advantages

. Flas persistent action on skin.

. Chemical protection (the number of micro-organisis inhibited) increases with repeated
use.

. Minimally affected by organic matcrial.
Disadvantages

. Expensive and not always available,

" Action reduced or neutralised by natural soaps and by substances present in hard tap
waler,

. Musl be used repeatediy for maximum effectiveness and residual activity.

. Patient olotoxicity.

Ahdonvinul Tubectamy for ULP. Apprendic E-3



Aniisepiics

HEXACHLOROPHENE

Hexachlorophene (3%} is active against gram-positive cocci such as staphylococeus, but has
httle or no activity against Gram-negative bacteria, viruses., Mycobacteriim tiberculosiv and
fungi. It is nol fust acting, and one wash with hexachlorophine does reduce skin Rora.
Hexachlorgphene has neurctoxic side effects which make it risky to use on newhom infunts.
Use on broken skin or mucous membrangs and lor vowine bathing is wot recommended,
When used intermittently, bacteria may grow back in large numbers (rebound growth)
between uses, '

Advantapes
. Residual activity excellent when used regularly,
Disadvantages

. Rapidly mactivated by wdine and alcohol.
. May lead 1o serious neurotoxic side eflects.
- Rebound growth ol bacteria when use is discontinued or indermiulent.

IODINE AND IODOPIIOR SOLUTIONS

fodines are very effective antiseptics. 1-3% iodines are available as both aqueous (Lugol) and
incture Godine in 70% alcohol) sohitions. Jodophors are solutions of iodine mixed with a
carrier which releases small amounts of iodine and usually are available locally. (Povidone
iodine 15 the most common iodophor.} The iodophors kill vegetative bacteria, mycobacterivm
viruses and fungi; however, they require up to fwo minutes of contact time to release firee
iodine (Larson 1988). Once released, however, the iodine has rapid Killing action. It is not
usually necessary to dilute commercially available iodophors manutactured fur antisepsis
{e.g., Betadine or Wescodyne). lodophors are generatly non-toxic and nan-uritating to skin
and mucous membranes,

e

: Note: lTodophors manufactured for use as antisepics are not eflective for disinfectng
finﬂrganit: objects and surfaces. Antiseptic solutions have signtficantly less iodine (Rutala

| 1950).

L S T SR LS

o i S = i

Advantages

. Inexpensive, eflfective and widely avalable.

. lodophors are non-irritating (unless the person is iodine allergic} on skin or mucous
membranes, makine them ideal for vaginal preparation before IUCT insertion.

. Do not stain skin at 1:2,300 concentration,
Disadvantages
* lodophors have [ittle residual cffect,

’ Like alcohols, 1odine and todophors are mactivated by organic materials,

"prprerrdix s cfilarediced Falrgoliomy fare ULP,
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Anisepiics

» [odine (tincture or aqueous) may cause skin irritation and must be removed from skin
after drying. (Use alcohol to remove iodine.) Iodine (aqueous or tincture) must never
be used on mucous membranes.

. Skin absorption (and through mucous membranes) of free iodine may cause
hypothyroidisim in newborn infants (Newman 1989).

SOLUTIONS TO AVOID
Zephiran {.hi:nzalkunium chlloride)

Zephiran 1s commonly used in many parts of the world as an anfiseptic, however, it has
several distinct disadvantages;

. Solutions of benzalkonmium  chlonde have repeatedly  been shown o become
contanunated by Psendononas species and other comimon bactenia (Block 19833,

. Solutions of benzalkonium chloride are casily mactivated by cotlon gauze and other
arganic material and are incompatible with soap {Mock 19835

. Zephiran takes at least 10 minutes to kill HIV. the virus cansing AIDS (INTRAT 1992).
(By contrast, .5% chlorine solution kills HIV in less than a minute).

Mercury Laurel or other Mercury-Containing Compounds

Although frequently sold for antisepsis. mercury-containing chemicals should be avoided due
1o their high toxicity (Block 1983}
. Skin exposure to low levels of mercury causes blister formation and contact dermatitis.

* Inhalation or ingestion of low levels of mercury causes central nervous system effects
(numbness, speech impairment. dealess), and igher levels (200 mg) are fatal.

. Skin contact alone can result in absorption of measurable amounts of mercury.

. Pregnant women exposed to small doses may not show toxic effects themselves, Their
foetus. however, may be harmed because mercury is a potent teratogen (causes birth
defects, including cleft palate, cerebral palsy and other central nervous svstem
abnormalities).
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APPENDIX F

PROCESSING SURGICAL GLOVES'

The risk in reusing surgical gloves is that processed gloves contain more invisible tears than
new ones and therefore provide less protection to the wearer. Sterilisation (autoclaving) and
LD (steaming or boiling) of gloves, when comrectly performed, can provide a high quality
product. In addition, double-gloving for high-risk procedures can be done. Therefore,
processing surgical gloves constitutes an appropriate reusc of disposable items.

HOW TO DECONTAMINATE AND CLEAN SURGICAL GLOVES BEFORE
STERILISATION OR HIGH-LEVEL DISINFECTION (HLD)

STEY 1: Before removing soiled ploves, immerse hands briefly in a container filled with
0.5% chlorine solution {or other locally available disinfectant).

STEP 2: Remove gloves by turning inside out and soak in the chlorine sclation for 10
minutes.

{Performing Steps 1 and 2 insures that both surfaces of the gloves are decontaminated. )
STED 3: Wash ploves in soapy water. cleaning inside and out.

STED 4: Rinse gloves in clean water until no seap or detergent remains. (Residual soap or
detergent can interfere with subsequent sterilisation or HLD}).

STEP 5: Test gloves for holes by inflating them by hand and holding them under water, (Air
hubbles will appear if there are holes).

STEP 6: Gently dry gloves mside and oul before proceeding with sterilisation or HLD.
(Glaves which remain wet for long periods of time wili absorh water and become tacky.)

Note: Gloves should be discarded after processing three times because nmvisible tears may
occur with additional processing (Bagg, Jenkins and Barker 1990; Martin ¢t al 1988),

HOW TQ STERILISE SLﬂleﬂﬁuL GLOVES

-Aller decontamination, cleaning and dryving, ploves must be packaged pnor to sterilising by
autoclaving. First, fold the cuffs of the gloves out towards the palm so that they can be put on
casily and without contamination after sterilisation. Next. put gauze or paper inside each
glove and under the fold of the cuff and wrap the glnves as shown In Figure F-1. {Do not tie
tightly or wrap glove packs with rubber bands.} Finally, place them in a wire basket on their
sides to allow oplimum steam penctration, (If gloves are slacked in piles. penetration of steam
under the cuffs may be poor.) Autociave at 121"C (250°F) for 30 minules and at a pressure of
106 kPa (15 Ibfin).

" bddepred frone: Tietjen L, W Cronin and N Mclmosh. 1992, tafectinon Prevention fur Famibe Plamiing Service
Progrens: A Probfem-Safving Refercinee Menmnal, Essential Medical Informaion Svstems, Ine.: Durant,

Oklahemna,
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Processing Surgical Gloves

Figure F-1. Preparing Gloves for Autoclaving (steam sterilisation )

Will be sterile
partion of glove:
must only be
touched by
anothier sterile
glove

Will be sterile
lield of glowve
wrapper

Gauze or paper —_|
Cull: used 10

pck up glove
witl bare hands

Source: South East Asia Offiee/ World Health Organization [U8E.

Remember: Higher temperatures and pressures are destructive to gloves.

Immediately afler autoclaving, gloves are extremely fragile and tear casily. Gloves should
not be used for 24 o 48 hours 1o allow the elasticity 1o be restored and 10 prevent lackiness

(stickiness). (Table F-1)

Appendiv -2 Abdoindried Toabectenn for U



Pracessing Surpical Gloves__

Table F-1. Tips to Help Avoid Glove Problems

PROBLEM: TACKY OR STICKY GLOVES
| Probable Cause Recommended Solutian

Residual liquid soap or detergent Reduce amount of liquid soap or delergent
used when washing gloves.
Rinse gloves at least three times in clean
wWialer.

Heated o high lemperature {or oo long Ise 30 minutes sterilising time at 121°C
(250"F) and remove gloves from steriliser
as soon as ¢yele 15 completed. ,

Crloves sterilised with other poods Sterilise gloves separately.

Uloves not allowed to dry completely alter  Wear “wet’” within 30 minutes or allow to
sleaming dry for 4 1o 6 hours belore using.

| Paor powdering Use absorbable glove powder and follow
manufacturer’s instructions o insure a film
g of powder on all surfaces.

l Surlaces of gloves touching ¢ach other Crauze or paper wicks should be inserted

i between the palm and back of hand of each
: glove and between the hand of the glove

| and 1he tined-back cuff. This allows

\ steam 1o contact all surfaces dring {
{

sierilisation and prevents swrfaces from
adhering o each other,

| Breakdown (deterioration) of rubber Siore in a div. cool area.
(latex)
| (Rubber gloves deteriorate while stored Der ot store in divect sunlight.

even though they have not been used, They |
hecome sofl, sticky and unusable.)

PROBLEM: EXCESSIVE TEARING OR RUPTURING

| Gloves used too soon following Do not use gloves Tor 24 (o 48 hours alter
| sterilisation stenilisation . This allows gloves to regain

|' their elasticity before use,

Satiree: Tombinson 1941 .
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Frocessing Surgicel (ilaves

HOW TO HIGH-LEVEL DISINFECT SURGICAL GLOVES BY BOILING

Although boiling effectively high-level disinfects gloves, it is difficult 10 dry them withou
contaminating them. Therefore, boiling surgical gloves should be done only if the gloves are
Lo be used immediately (i.e., worn *wet' afier they have been allowed to cool).

After surgical gloves have been decontaminated and thoroughly washed they are ready for
HLD.

STEP 1: Place gloves in a bag made of plastic or nylon netting.

STED 2: Place a weight in the bag so that all gloves and the bag will be at least 2.5 cm (1
inch) below the surface of the water.

STET 3: Close lid over pan and bring water to a [ull, rolling boil. (When water only simmers,
very little steam is formed and the temperature at the water'’s surfice may never get high
enough to kill miero-organisms.)

Remember: Be sure there is sufficient water in the pan to cover items for the entire 20
minules of beiling.

STEP 4: Reduce heat so that water continues to boil a1 a rolling bail, (When water boils too
violently, it evaporates quickly and wastes fuel.)

STEP 5: When rolling boil begins, start timer or note time on clock and record in HLD log.
{No objects or water should be added after timing starts.)

STEP 6: Boil gloves for 20 minutes.

STEP 7: After boiling for 20 minutes, remove bag of gloves with high-level disinfected, dry
forceps. (Never leave hoiled objects in water which has stopped boiling. As the water cools
and steam condenses, air and dust particles are drawn down inte the container and may

contaminate the gloves |Perkins 1983].)

STLEP 8: Allow excess water to drip off gloves {shake the bag gently). Place the bag in a high-
level disinfected container, cover and allow to cool (about 5 to 10 minutes) betore nsing.

STEP 9: Wear high-level disinfected gloves to untie the bag. Remove gloves from the
- container using a high-level disinfected forceps. Gloves which are worn “wet’ may be
weakened and less stretchy (elastic). Therefore, put on “wet’ gloves very carciully,

STEP 10: Gloves remaining in the bag at the end of the clinic session should be reprocessed,
( They will not dry completely inside and outside.)
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Note: After boiling, gloves should be used within 30 minutes, i’ possible. Adier this ume. the |
fingers of the gloves stick together and the gloves are hard 10 put on despite being damp.

- g e
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Processing Surgical Gloves

ACCIDENTAL CONTAMINATION OF STERILE OR HIGH-LEVEL DISINFECTED
GLOVES
There are several ways to contaminate sterile or high-level disinfected surgical gloves:
. tearing or puncturing the glove,
. touching any non-sterile object with the glove, or
. touching the outside of a glove with an ungloved hand.
Service providers wearing sterile or high- level disinfected gloves should be carcful not to

comlaminate gloved hands inadvertently by touching non-sterile objects, unprepped skin or
mucous membranes.

REGLOVING AFTER CONTAMINATION

To reglove afler contaminating a glove during a procedure:

. Remowve contaminated glove by the cuff, and place in chlorine solution for
decontamination, if reusing, or in wasle container.

Sterile Glove:

. [Tave circulating nurse or lechnician open sterile plove pack, laying the glove package
on a clean surface.

. Put on replacement glove in the usual manner,
Alternatively:
. | lave circulating nurse or technician open the sterile glove package, remove a sterile

elove and hold the glove open by the cuff. Put hand into the glove without touching the
nuiside of the glove,

. Adjust the glove after the nurse or technician lets go of the cuff (Sorensen and Luckman
L7,

High-Level Disinfected Glove:

. Have circulating nurse or technician pick up replacement glove with high-level
disinfected forceps.

. Cirasp replacement glove by turned-down cuff and put on glove in the usual manner,
Alternatively:
. Have civculating nurse or technician remove a replacement glove trom the high-level

disinfected container with forceps and hold the glove open by the cull. Put hand inte the
vlove without touching the outside of the glove.
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APPENDIX G

DECONTAMINATING AND CLEANING INSTRUMENTS,
HYPODERMIC NEEDLES, SYRINGES AND LINENS'

HOW TO DECONTAMINATE AND CLEAN SURGICAL (METAL) INSTRUMENTS

Decontamination

STEP 1: After use, immerse all soiled instruments in a plastic container filled with 0.5%
chlorine solution or other locally available disinfectant for at least 10 minutes. (This step is
necessary to help prevent transmission of HBV or HIV/AIDS to elinic statf.)

STEP 2: If the instruments and other items cannot be washed immediately, rinse the objects
with water and towel dry to minimize possible corrosion (rusting) due to chlorine.

Cleaning

Remember: Wear utility gloves, eyewear and mask. Do not use hot water because it
coagulates protein, making blood and body HNuids hard to remove.

STED 3: Scrub instruments under water to prevent splashing of infectious materials. Use a
soft brush and liguid soap or detergent and water (be sure to clean the teeth, joints and screws,
an old wothbrush works well). :

STEP 4: Rinsc again with clean water until no soap or detergent remains. (Soap or detergent
can interfere with the action of some chemieal disinfectants).

STEP 5: Dry by air or with a ¢lean towel. (Water from wel instruinents will dilute chemicals
used for HLD, making them ineffective.) Drying is not necessary for instruments which are (o
be hoiled.

STEP 6: Proceed with sterilisation (if available) or HLD by steaming, boiling or soaking in a
chemical disinfectant (see Appendix C)

HOW TO DECONTAMINATE, CLEAN AND DISPOSE OF NEEDLES AND
SYRINGES

The use, and cspecially the disposal of both needles and syringes, bowever, creales logistical
and infection prevention problems. For example, a clinic or health care facility using
disposahle needles and syringes must ensure that adequale supplies are available at all umes.
Without a continuous supply of needles and syringes, services for surgical contraceptive
methods, as well as other activities, will be disrupted.

U Adapted from: Tietien L, W Cronin and N Mclntosh, 1992, fnfeciion Prevention for Family Plamising Service
Prograns. A Problen-Sefving Reference Manued ssential Medical Information Systems. Inc: Durant,

Oklahoma.
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Decordaminaring and Cleaning Instruments, Hypodenmic Neeiles, Syringes atd Lien

An even larger problem is how to safely dispose of used needles and syringes if they cannot
be burned or buried, In many countries, boxes of used disposable needles can be found lying
discarded outside health care facilities and hospitals, These used needles and syringes
constitute-an increasing health risk, especially to children and adults seeking items to play
with, sell or use,

Instructions

‘When available and affordable, disposable (plastic) sterile syringes and needles are
recommended for all client care and surgical procedures. If disposable are being used, it is

important to;

*  Maintain adequate supplies.

. Discard needles and syringes in a puncture-proof container immediately afier use.

*  Dispose of these containers aller they are hree-quarters full by burning or burying

thein,

Reusable Syringes and Needles

STEP 1 :

STEP 2 :

STEF 3 ;

STE4 :

STEPS :

STEP 6 .

STEP 7 .

STEPS

STEP 9 :

STED 10:

Appemidiv G-2

Do not recap needle or disassemble needle or syringe.

Immediately after use, draw a small amount of 0.5% chlorine solution into the
syringe through the needle.

Decontaminate assembled needle and syringe by placing m a 0.5% chiorine
solution for 10 minutes.

Wearing utility gloves, remove from decontamination solution and push owt
(flush) solution from assembled needle and syringe.

Take needle and syninge apart and clean with soapy water. (Be sure to clean

hub area of the needle ) Insert stylet or needle wire through hub of needle to he
sure it is not blocked.

Put syringe and needle back together. Rinse at least three times by filling with
clean water and pushing out ({lushing} water into another container so as not 1o
contaminate the rinse water.

Detach needle from syringe.

Examine needle and syringe for:

. bent needle tip or other damage,
. needle hub it (o syringe, and
. readable syringe markers (lines indicating volume. e¢ ar ml),

Dispose of damaged needles in a puncture-proof container. When container 15
three quarters {ull, seal and either burn or bury.

Stenilise or lugh-level disinfect by boiling for 20 minutes,
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Precontaminating and Cleaning fnstrements, Hypodermic Needfes, Syringes and Linen

Recapping Necdles

If needies must be recapped., use the one-handed® recap melhod:

. First, place cap on a hard, {lat surface, then remove hand.

. Next, with one hand, hold syringe and use necdle to *scoop up” cap.

. Finally, when cap covers needle completely, hold cap at base with other hand and
secure cap on needle hub.

HOW TO CLEAN LINEN ANT) SURGICAL DRAPES

All linen items used in the direct care of a client must be thoroughly washed in water with
liquid soap or detergent before reuse. Decontamination prior o washing is not necessary.

STEP 1: At the end of the surgical procedure, and while still wearing gloves, lift and
remove the surgical drape and carefully place in a container or plastic bag.

STEP 2: Wash the entire item in water with liquid soap or detergent 10 remove all
contamination, even if invisible.

Remember; Never just wash blood soaked or wet areas of linen.,

STEP 3: Rinse with clean water,

STEDP 4: Completely air or machine dry before further processing. (Air dry in direct
sunlight, if possible, keeping the fabric off the ground, away from dust and
moisture).

STEP 5: Aller linens are totally dry, they should be checked for holes and very threadbare
areas. If these are present, the item must be discarded or repaired before reuse. (I
there are any holes or many repaired areas, the item should not be used as a drape.
It can be cut inlo pieces to be used as cleaning rags).

=

| Nate: If surgical drapes or surgical gowns are 10 be stcntlmd do not iron, (Ironing dries oul |

I_llE material makmg, aumclavmg, more n:h Micult). !

If a clean drape is acceptable, the air-dried drape can be ironed before placing it on a shelf or
in a container for storage. A clean drape should be used for procedures when sterile drape is

not necessary (e.g., Norplant implams insertion and removal}.

Clean gowns and drapes should be stored in a clean, dry space which is mold-, dust- and
insect-free. preferably in a closed cahinet and not near areas that are frequently mopped or
near sinks. (Air should circulate between the items in the storage arca and the supply should

be rotated).
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Decontamiinating and Cleaning Instraments, Hypodermic Needles, Springes and Linen
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APPENDIX H

PHARMACOLOGY OF DRUGS RELEVANT
TO LOCAL ANAESTHESIA'

DRUGS AVAILABLE IN ALL CENTERS
Lidocaine Hydrochloride
Other names: Xylocaine, Lignocaine

Action: Local anaesthetics act by preventing generation and transmission of impulses along
nerve fibers and at nerve endings. Although toxicity occasionally occurs as a result of
overdose with local anaesthesia, allergic reactions to the anide-linkage drugs. such as
lignocaine and bupivacaine, are exceedingly rare. In fact, it is guestionable whether true
anaphylaxis (o lignocaine given without epinephrine has ever been shown.

Dusage: The usval dose for local infiltration of a Ahdominal Tubectomy incision site is 20 ml
of 1% lignocaine. The maximum safe dose of 1% lignocaine without epinephrine is 3 mg per
kg body weight, For a woman weighing 40 kg (88 1b), this is equivalent to 200 mg. or 1:} ml,
of 1% lignocaine (or 10 ml of 2% lignocaine),

Regimen: Through a single incision site, the doctor should locally infilirale 1% lignocaine
withoul epinephrine, about 15 ml, into the skin, fascia, and peritonenm. After waiting 2 to 3
minutes for the local field block to take effeet, the doctor should incise. The remaining 5 ml of
the lignocaine can be used to augment the anaesthesia block as needed.

One may elect 1o use 0.5% lignocaine and inject a preater volume. However. 2% solulions
should routinely be diluted with normal saline to make a 1% strength. because the more
concentrated 2% solulion (with a maximum dose of 5 mgfkg) will not allow enpugh volume
to provide adequate infiltration of all lissue layers.

T T e e T e TR ™ T R T

Warnings: Adverse elfecls may occur as a resull of the addiion of a vasoconstrictor
(epinephring).

Adverse effects of lignocaine on the central nervous system are seen aller accidental
intravenous injection. The client usvally first complains of numbness of the ongue and
mouth, lighthcadedness, tinnitus, visual disturbances, and slurring of speech. The client may
lose consciousncss and have convulsions. If the injection is stopped, the drug passes rapidly,
and the convulsions will stop within 2 minuwtes. Coma can occwr if the intravenous dose is
very hiclh,

The doctor should pull back the plunger of the syringe when injecting each tissue layer (o
ensure that the solution is not being injected into a vessel: all injections should be given

slowly.

' delapted from: Philippine Family Planniog Program. 1993, Guidelines, Minilaparatomy with Loce! Anestiesio,
Familv Planning Service, Department of Health: Manila, The Philippines
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Pharmacofogy of Drupgs Refevans fo Local Anoestiesia

Pentazocine
Other Name: Forlwin

Action: Pentazocing, a member of the benzazocine series (also known as the benzomorphan
series) is a synihelic narcotic with a potent analgesic effect. It weakly amtagonises the
analgesic effects of morphine and meperidine. It has about 1/30 the antagonistic activity of
nalorphine. It also has a sedative effect. When given intravenously, ils onset of action is
within 2 to 3 minutes and lasts up to 4 hours. When given intramuscularly, its onset of action
is within 15 to 20 minutes.

Dosage: The usual adult dose is 30 myg, which is usvally as effective as morphine 10 mg or
meperidene 75 tol00 mg, Doses of more than 30 mg 1V per single injection or a total daily

dose ¢f more than 360 mg are not recommended.

Regimen: Pentazocine can be adminisicred intramuscularly or intravenously.

- —— —

Warnings: Special care should be exercised in prescribing for emotionally unsiable patients
and for those with a history of drug misuse. Since sedation, dizziness and occasional euphoria
have been noted, ambulatory patients should be warned not to operate machinery, drive cars
or unnecessarily expose themselves 1o hazards. Concomitant use of CNS depressants with
parenteral pentazocine may produce additive CNS depression. Adequate cquipment  and
facilities should be available to identify and treat sysiemic emergencies as they occur.

Treatment of Overdose: Oxygen, intravenous fluids, vasopressors and other supportive
measures should be employed as indicated. For respiratory depression due to overdose or
unusual sensitivity, parenteral Naloxone is a specific and effective antaponist.

Diazepam
Other names: Valium, Calmpose

Action: Diazepam is a benzodiazepine with anticonvulsant, anxiolytic. scdative, muscle-
relaxant, and amnestic properties. Diazepam 15 a useful premedication for cliems who will
undergo Abdominal Tubectomy under local ansesthesia, (o induce a l..ﬂlmlnn effect and to
diminish the client’s recall of the procedure.

Dosage: For clients over 35 kg (75 1b), the dose is 10 mg. Il a client weighs less than 33 kg,
the dose should be reduced 1o 5 mg. The stail should use a lower dose (usually 2 to 5 mg) lor
dehilitated chients.

Regimen: Diazepam can be given by mouth, 30 10 60 minutes belore the procedure, with &
sip of water,

Diazepam may be given intravenously at the start of a procedure hur the stafT member should
take the following steps:
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. injeet the solution slowly, taking at least one minute for each 5 mg (1 ml) given,
* Do not use small veins, such as those on the back of the hand or the inside of the wrist,
. Take exireme care to avoid intra-arterial administration or extravasation.

. [Jo not mix or dilute Diazepam with other solutions or drugs in the syringe. If diazepam
cannot be administered direclly intravenously, it may be injected slowly through the
infusion tubing as close as possible to the needle insertion site.

. Avoid intramuscular administration for premedication usage, as the time of maximum
effect is not dependable,

When Diazepam is used with a narcotic analgesic, such as Meperidine, as the pre-operative
medication for Abdominal Tubectomy under local anaesthesia, the staff should reduce the
narcotic dosage by al least one-third and adounister it in small increments. In some cases, the
tuse of a narcolic may not be necessary.

Wiarnings: When Diazepam is combined with the use of a narcotic (such as Meperidine) or
other sedafive, respiratory depression js increased. Therefore, oxypen and resuscilative
equipment should be readily available,

— e ——

Side eflects most commonly reported are drowsiness, fatigue, and ataxia, Other side effects
include bradveardia, cardiovascular collapse. and hypotension.

Manilestations of Diazepam overdose include somnolence and confusion.

- Diazepam and Ketamine, being chemically incompatible because of precipitate formation.
shiould not be injected in the same syringe.

Treatment of overdose: The staff should administer an antidote, such as physostigmine 00.5-
1.0 mg intravencusly, or flumazenil 0.2 mg intravenously, given over 30 seconds, with
subscquent doses of 0.3 mg and then 0.5 mg given at one-minute intervals up 1o a total dose
ol 3 mu.

Naloxone will not reduce the sedation caused by Diazepam,.
Promethazine Hydrochloride

Chther name: Phencrgan

Actinn: Phenergan is a phenothiazine tranquiliser. It has antihistaminic, sedative, antiemetic,
and anticholinergic effects. Phenergan can be used in Abdominal Tubectomy under local
anaesthesia for pre-operative sedation, for prevention and control of nausea and vomiting. and

as an adjunct to analgesics for control of post-operative pain.

Dosage: For pre-operative and post-operative medication, the usual adull dose is 25 mg or 30
I,

Regimen: For anaesthesia premedication, Phenerpan is adnunistered intramuscularly.,
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Phrarmacology of Drugs Refevans fo Local Anaesthesio

Warnings: Phenergan adds to the sedative eflect of narcotics. 1F it is given with Meperidine
before a Abdominal Tubectomy, the dose of Meperidine should be reduced by one quarter to
one half.

—— -
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Administration of Phenergan should not be subcutaneous, which may result in fissue necrosis.
Atropine Sulphate

Ofther name: Atropine

Action: Atropine has an antispasmodic action en smooth muscle, and it reduces secretions.

The primary use of Atropine in Abdominal Tubectomy under focal anaesthesia is 1o deercase
the possibility of vasovagal syncope.

Dosage: The usual adult dose is 0.4-to 0.6 mg (or 1150 g). If the client weighs less than 35 kg
(75 Ib), the staff should give only 0.4 mg.

Regimen: The staff can administer Atropine either inmtramuscularly 30 minutes before the
surgery, or intravenously when the client is on the operating 1able.

When the stail pives the drug intravenously, hall of the dose should be administered over a
period of 10 to 30 seconds while the client 1s monitored for signs of adverse effects. If there
are none, the staff should give the remaining dose over another period of 10 to 30 seconds.

i T S

Warnings: Common side effeets include thirst and dryness of the mouth, with difficulty in
swallowing and talking. Atropine may cause a rapid pulse.

Nalexone Hydrochloride
Other names: Narcan, Naloxone, Lethindrone

Action: Naloxone is indicated for the reversal of respiratory depression caused by narcotics.
including pethidine (Meperidine, Demerol), nalbuphine (Nubain), butorphanol (Stadol),
fentanyl (Sublimaze), and pentazocine (Talwin). Maloxane has no toxicity,

Dosage: The initial dose is 0.4 mg piven intravenously. The stall may give repeal doses
intravenously at intervals of 2 to 3 minutes until the desired degree of reversul (adequate

ventilation and alertness) is achieved. Several doses of Maloxone, even over a short penod.
may he given without untoward effects.

Regimen: Administration of Naloxone is intravenous for a rapid onset of action, which is
generally apparent within two minuotes.

The requirement for repeat doses of Naloxone will depend on the amount, type, and route of
administration of the narcotic being antagonized.

Appremidic H-4 Abdamitiied Tahectenny fur L.



et P

Plharmacalogy of Drags Relevant ta Local Anaesthesia

[ntravenous administration is recommended in an emergency situation because it achieves the
most rapid onset of action.

Warnings: [f the surgical tcam observes no response after a total dose of 2 to 4 mg, it should
consider other causcs of respiratory depression, such as overdose of Diazepam or hypoxia due
1o internal hemorrhage.

The surgical team must monitor the client closely because the effect of the narcotic causing
the depression may outlast the effect of Naloxone.

MNaloxone is not effective against respiratory depression due to non-narcotic drugs, such as
Diazepam and Midazolam.,

In addition to Maloxone, resuscitalive measures such as maintenance of a free airway,
artificial wventilation, cardiac massage, and wasopressor agenis should be available and
employed when necessary to counteract acute narcotic oversedation.,

Naloxone ampules and wvials show an expiration date. Because this drug is not used
frequently. the supply may not be fresh. Injections repeated at shorter intervals. or increased
doses, may be needed for effectiveness if the expiration date has passed,

ADDITIONAL DRUGS AVAILABLE IN SOME CENTERS

Ketamine Hydrochloride
Other names; Ketalar, Kelamine

Action: Ketamine is a rapid-acting, non-barbiturate, non-narcotic drug producing either
profound analgesia or rapid anacsthesia, depending on the dose. It produces a rancelike state
in which the elient rapidly becomes dissociated from the environment,

Ketamine allows {or normal phavyngeal-laryngeal reflexes and normal musele tone. so the
risk of respiratory depression is minimal.

Blood pressure begins to rise shortly afier injection, reaches a maximum within a few
minutes, and usually returns o pre-injection values within 13 minutes after injection,

Dosapge: For analgesia, the dose is 0.2 to (1.3 mgfkg (8 t¢ 20 myg for a client weighing 40 kg
88 Ib]). piven intravenously. (The total adult dose must be titrated for client's weight and
condition.) This provides a duration of 10 to 15 minutes of analyesia

For general anacsthesia. the dosc is 2 mg/kg intravenously,

Regimen: To minimize the psychotropic effect of Ketamine, the client should take Diazepam
by mouth one hour before surgery. Intramuscular or intravenous administration of Atropine in
i separale injection, before the Ketamine, will minimize vasovagal reactions related 1o uterine
manipulation. The staff should adminmister the Ketamine mtravenously. slowly. and over a
period of 60 seconds. Given the short duration of Ketamine's effect, the staff may pive
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supplemental doses about one-third less than the inital analgesic dose at 10-minute intervals
as needed. However, sapplemental doses will prolong the recovery period and 1ncrease the

chance of psychotropic reactions.

Warnings: Ketamine should be used by or under the direction of physicians experienced in
administering general anaesthesia, maintaining an airway, and assisting respiration.

. c=—ar —_—— . [= =

During the procedure the staff must continually monitor cardiac function in clients with

hypertension or cardiac decompensation.

Barbiturates and Ketamine, being chemically incompatible because of precipitate formation,

should not be injected in the same syringe,

Prolonged recovery time may occur if barbiturates or narcotics we used concurrently with

Ketamine,

If respiratory depression occurs because of overdose or a too-rapid rate of administration,

respiration must be supported mechanically.

Precautions: To reduce psychotrapie reactions, such as frightening dreams, hallucinations, or
delirium, the stalf should minimize stimulation (verbal, tactile and visual) during the recovery

period.

REFERENCES

The Philippines: Family Planning Program,
Minilaparotamy with local anesthesia, Manila.

Department of Health, 1993, Guidelines:

Tietjen, L., Cronin, W., and Melntosh, N. 1992, Infection Prevention for Famify Planning
Service Pragrams: A Problem-Solving Reference Manual Durant, OK: Essential Medical

Information Systems, Inc.
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APPENDIX 1

ABDOMINAL TUBECTOMY KIT'

ITEM QUANTITY
Sponge-holding forceps 1
Surgical drape (towel with central hole) 1
Syringe, 10 ce 7.
Meedle, 22-G, 1 14" 2
Scalpel 1
Scalpel blade, size 15 .
Mdlis forceps J
Small artery forceps §
Needle holder I
Straight scissors !
Curved scissors |
Bubcock's clamp, medium size 2
Small Langenbeck (right-angle abdominal) retractor 2t
Dissecting forceps, toothed |
Dissecting forceps, nontoathed I
Small stainless sieel bowl |
-0 chromic catgut |
Small round-bodied, curved needle 1
Small cutting needle 1
Mon-absarbable suture malterial 1
Bandage |
BACKUP TRRAY (1 per institution)

Retracior, Richardson (set of 2}, 88 2
Catheter. urethral, female. #14, French, 55 2

' befapred frum: Department of Family Welfare, Ministry of Health and Family Welfare, Governmem of India.
| 900, Seenscieards for Mede ond Female Sterilication. Ministry of Health and Family Welfare: New Delhi.
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Rale the performance of cach sicp or lask observed using

APPENDICE J

LEARNING GUIDE FOR IINTERVAL ABDOMINAL
TUBECTOMY CLINICAL SKILLS CHECKLIST FOR DOCTORS

(To be used by Participant)

if necessary) or is ominted.

- T S p—

the following rating scale:

l.  Needs Improvement: Step or task not performed correctly or out of sequence

2. Competently Performed: Swp or task performed comectly in proper sequence
(il necessary ) but participant does not progress [rom step 1o step elficiently,

Proficiently Performed: Step or wsk perfonmed efficienty and precisely in proper
| sequence (if necessary).

L e PR F

.':i‘l‘l‘l"b‘u' TASKS

(:[' I'r

SRS

1 maam =

CASES

ING READY A"'il] Ah'ﬂ"ﬁ"ﬂ ENT OF CLI I'E"'H

e g

Gireel cliem m-:pcﬂlull}' and establish mpport.

=
e

Review client hlsl.ury physical examination and
hacmoglobin and urine report,

Check that informed consent was oblained and "-Eﬂf:u" !
client’s identity., |

= ﬂl'll,. r-l.".’l‘i"ll: -".'tl'c.',l!

Enswe that elient has thoroughly washed abdominal

L:nsure that |.h¢m Im: n:m.mhr  voided.

Help position chient flat on her back on opcraling

Ehlr:,

Determine that sterile or high level dls:ml'r.-:lr.-d !
mstrumenis and emergency liay are present.

Take and record vital signs.

= PR RS

= ——

Wash hands thoroughly with mup and waler and mr
dry or dry with clean cloth

1o

| Place clicnt in a lithotomy position.

N T —

Put new cxamination or high level disinfected |
surgical gloves on both hands.

Pezlorim a per speculum examination 1o rule out any |
Jesion in the cervix

il ——

14,

Perform a gentle bimanual pelvic examination to |
assess ulenne  size, position and mobiluy  and
presence ol any pelvic abnormality.

————— -

Briefly immerse gloved hands in eklotine solution, If
disposing of gloves, place in leak-proof conainer or |
plastic bag. Il reusing gloves, soak in chlorine
solution for 10 minutes.

Ahdaminal Tiwhectomy for U.P,
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Leariring Guide for tnterval Abdomifnal Tubectomy Cfiniea! S Ohecklise for Docior

15. | Give IV medication, if needed (initial or maximum |
dose based on client’s weight), It IM premedication is |
to be used, give it 2530 minuws before the
procedure.

16. | Change into surgical apparel.

"y P MES——

i

17. | Perform surgical sctub (3-5 minutes) and put l:r_n clcan
* or sicrtle gown,

; both hands.

18.  Put sterile or high level disinfected surgical gloves on

arca (wo Lmes using a circular motion inside out.

19. | Apply antiseptic [Betadine] solution to the incision !;
|

20. | Drape client for the procedure. | S i
21. | Throughowt procedure talk to the client (verbal | |
anacsthesia), ] :
22. | Select incision site abowt 3 cm above pubic i _
| symphysis, !
ABDOMINAL TUBECTOMY PROCEDURE
LOCAL ANAESTHESIA

1. | Raise n small skin wheal at the centre of incision site |
using 1% lignocaine (or equivalent) ina 10 or 20 ml |
sterile or high level disinfected syringe (dose

Smgrkgh |

administer locsl anuesthesin (about 3-5 mi) just unde: i

2. | Starting at the centre of the planned incision, |

the skin along both sides of the incision line. }

b . s ] = o e ——— e i

3. | Again starting st the centre of the incision line, insert |
needle into the fascia at a 457 angle with the needic |
directed slightly superior the incision line. .

. e e ——
1_.._.._-.—

4. | Aspirate 1o ensure the needle is not in a blood vessel; |
then, while injecting 3-5 ml of lignocaine, withdraw |
the needie slowly upto subcmancous level and repeat |
on the other side of incision line. i

— e oo

the peritoncum, aspirte and inject 1-2 ml into the
| peritoneal layer.

- |.'-
5. | Insert the needls down through the rectus sheath to !

e ———— e —

E e

6. | Withdraw needle and place in a safe area to prevent
. accidental necdle pricks.

—— l—-— g E—— = -

= e
[

7.  Massage the skin 1o spread the anaesthetic within the
| tissues.

a e e m e ——— el

| v — S s L W T T

8. | Test incision site with forceps tip for adeguate |
anaesthesia, (I client feels pain, wait 2-3 more
minutes and retest incision site). !

ES]
s ram e e -
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Learning Gieide for fnterval Abdominal Tubectomy Clinical Skiffs Clrecklist for Dactors.

ABDOMINAL ENTRY

9. | Make transverse/vertical, suprapubic skin incision,
nppmximalc:ly 3 em long at the preselected incision site
Jom ﬂhtwL symphysls pu'f;us

10, | Blundy disscet subculancous tissues with scissor lips or
fingers.

11. | Identify and grasp fascia at two places with the Allis
forceps and cul with scissors.

2. | Sepuarate rectus muscles in the midline (longitudinally)
using blunt dissecthion with ardery forceps and clean off
preperitoneal tissue if needad.

13, | Confirm identification of peritoneum.

14. | While elevaiing tive peritoneum with the forceps, make a
small nick in the peritoneum with knifefscissors after
confirming that there iz no underlying bowel or
abdominal viscera.

15. | Enlarge opening vertically with scissors/fingers, place

arlery lorceps on upper and lower cut edpes of
peritoncum  (Place client in head-down, Trendelenburg
posilion, as needed).

Locating Fallopian Tubes

16 | Insert index finger or index and middle finger of the one
hand inside the incision and feel for the fundus of the :
Literus. ' - ' }
17. | Shide the {inger/s along the fundus laterally and a Jiitle [
1 jrosterior]y and feel for the Fallopian tube. i
| 18. | Trace the wbe laterally with the hnpers and roll 1 '

bBetween themn o confirm that it is the fallopian wube, IT
using one finger then hook the tube, lift it and roll it
against the anterior abdominal wall [the fallopian tube
will be sofi and mobile].

t{xraspi

ng the Fallopian Tubes

L the [unbrial end.

19, | Holding the tube between the two fingers or hooking

over  one ['ugu.r gently  bring it uul through  the

ahdominal incision.
20, | Gently prasp the mid portion of the tube with the

Babcock's forceps. |
21} ldentify fimbriated end of the wbe by tracing the tube !

L g —y——

Tubal Ocelusion

22, | While grasping the midportion of tube, transfix the tubc
willt chromic catout 1-0 making leop of tube about 3 cm
23| The the knois on both sides of the tube.

Abdwminal Trehectomy for CLP
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Leweennineg Grelde for fuserval Abdoininal Tubectony Clinical Skitfs Checkfise for Doctors

24. | Cut out one end of the loop and then the other with ’ ' ‘

scigsors ensuring that ot Jeast 1 em of the wbal stump
- above the ligature has been left behind. '
B e f e
25. | While still bolding ligature inspect the swump for ' !
- haemosiasis and then relesse the wbe, allowing it o
return 0 abdomen.
26. lll.'*pe.ﬂ procedure on opposite side for second tube.

Closure ( When haemostasis unun;d. close wound 1 in Tu:n.rs_] |
E:_?. The closure c-l']n.mmu.um 15 optional, ]
28, | Secure rectus sheath edges with continuous’ imermupted ‘

sutures, - B
29. | Close skin with same absorbable/non absorbable suture
| material, i

30 | Dress the wound,
POST-OPERATIVE Tﬁ_ﬂ_ﬂﬁ

1. | Ensure that cliemt is safely tansferred 1o the post-
operative (Recovery) area.

L

2 | Ensure that the assistant disposes of disposable needies |
and syringes in @& punclure-prool container or Nl re-
usable needles and syringes with 0.5% chionne solution
and soaks for decontamination for 10 minutes.

3. | Ensure that assistant decontaminates instiumems by | |
gsoaking in 0.5% chlorine solution for 10 minutes. 1
|
I

4. | Check thut the assistunt disposes of waste materials
according 10 the infection prevention guidelines.
5. | Brielly inunerse gloved hands in chlorine solution. 17
disposing of hlcwus place in leak-proof container or | |
plastic bag, IT reusing gloves. soak in chlorine solution t
for 10 minutes.

e e

6. | Wash hands thoroughly with soap and water and ur dry |
| or dey with clean cloth,

7. | Ensure that client is maonitored at regulur intetvals and |
that vital signs are taken.

—_— e

8. | Determuine that client is ready for discharge (at least 2
hours after [V medicetion).

9. Ensun: that post-operative instructions and follow- ur:
schedule are given.

- _— = - & EEm——

—
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APPENDIX K

LEARNING GUIDE FOR POST PARTUM ABDOMINAL
TUBECTOMY CLINICAL SKILLS CHECKLIST FOR DOCTORS

{ To be used by Participant)

Rate the performance of each step or task observed using the following rating scale:

. Needs Improvement: Step or task not performed correctly or oul of sequence
(if necessary) or 1s omitied,

2. Compeiently Performed: Step or task performed correcily i proper sequence
(if necessary) but participant does not progress from step to step efficiently,

3. Proficiently Performed: Step or task performed efficiently and precisely in proper
sequence (iU necessary).,

STEPS/ TASKS CASES

GETTING READY AND ASSESSMENT OF CLIENT

— o p—

1. | Greet client respectfully and establish rapport.

— Ty T T . S

I
|
Review chient history, physical examination and |
I
o |
I
I

7l
| haemoglobin and urine report. :
e | Cheek that informed consent was obtained and verify ]
| client’s identity. ' |
4. | Ensure that ¢lient has thoroughly washed 'lhnlﬂrn]nal
and pelvic arcas. . .
o] . I nsure that chient has recently vu]ded ) | |_ D ‘I
. I[:]p position client flat on her back on npurmlm;.[ I |
lable, 1 | _’
7. ' | Determine that sierile or  high Icvt'.] disinfected | I
- mslrumcnh and emergency tray are presemt. "'E"“"|"'”__ i I
8 Take and record vital signs. | I
9. | Wash hands thorouglily with soap and water and air | ! I
| dry or dry with a clean cloth. : |
| e TR . ——
j 10, | Place client in a lithotomy position. I i : - 13
[11. | Put new examination or high level disinfected ; i
| surgical gloves on both hands. ] .
1.2 r_‘l:riurm a per spcculum examination 1o rule oul any !.
| lesion in the cervix. B N } I
13 ! Perform 2 gentle bimanual pelvie examination, | 1

Adbdamingt Trbectomy for UL
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Loariing Gnide for Posiparfum Abdaminal Tobectonny Cftaieal Skills Clheeklist for Dociors

14.

disposing of gloves, place in leak-proot container or
plastic bag. If reusing gloves, soak in chlorine
solution for 19 minues,

Briefly immerse gloved hands in chlorine salution, If

CGive IV medication, if needed {Irhtl-fl] or maximum
dose based on client’s weight). |f iM premedication

procedure.

15 to be used, give i 25-30 minutes belore the |

16.

Changc into surgical apparel.

17.

ol sterile gown.

Perform surpical scrub (3-5 minutes) and put on clean |

18,

L Put sterile or high level disinfected surgical gloves on
| both hands.

| Select meision site about 1-2 cm mfernior to uterime
fundus,

Apply antiseptic solution 1o the incision area two
rimes using a circular motion,

Drape client for the procedure.

Throughow procedure 1alk o the client {verbal
anaesthesia).

LOCAL ANAESTHESIA

1.

Raise a small skin wheal al the centre ol incision site
using 1% lignocaine (or equivalent) in a 10 or 20 m|
sterile ar high level disinfected syringe {(dose

smgdkg).

Starting at the centre of the planned incision,
administer local anaesthesia (aboul 3-5 ml) just under
the skin along both sides of the incision line.

Without withdrawing the needle again starting at the
centre of the jupcision e, insert needle into the
fascia at 4 45" angle with the needle direcled slighily
superior the incision line,

Aspirate to cnsure the needle is not 1n a blood vessel;
then, while injecting 3-5 ml of lignocaine, withdraw
the necdle slowly upto the suboutancous level and

repeal on the other side of meision line,

P

——r L1 L L L P LW T

Insert the needle down through the rectus sheath to
the peritoncum, aspirate and inject 1-2 ml ino the

peritoneal layer.

[y S0P

Withdraw needle and place 1 a sale area 1o prevent
accidental needle pricks.

Massage the skin 1o spread the anacsthetic within the
lissuces.

Test inciston site with forceps lip for adequate
anaesthesia. (IF client leels pam, wait 2-3 more
minlies and retest incision site).

Appremdiv K-2
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I.mmi:wg Creide for Postpartum Abdeininal Tabectomy Clinical Skills Checklist for Doctors

ABDOMINAL ENTRY

9, Make transverse/ vertical, subumblical skin incision,
approximately 3 ¢cm long at the preselected incision site
(about 1-2 cm inferior to uterine fundus.

10. Bluntly dissect subcutaneous tissues with scissor tips or i
fingers, |
1L Identify and grasp fascia at two places with the Allis '

forceps and cut with scissors.

12, Separate rectus muscles in the midline (longitudinally)
using bluni dissection with artery forceps and clean off |
preperitoneal tissue if needed.

13. Confirm identification of peritoneum. |r

14. While elevating the peritoneum with the forceps, make a
small nick in the peritoncum with knife/scissors after |
confirming- that there is po underlying bowel or |
abdominal viscera.

15, Enlarge opening vertically with scissors/ fingers, place
artery forceps on upper and lower cut edges of
peritoneunm. (Place client in head-down, Trendelenburg r
position, if needed. )}

Locating Fallopian Tubes |

16. | Insert index finger/index and middle finger of one hand
inside the incision and feel for the fundus of the uterus, |
17, Slide the finger/s along the fundus laterally and a little F
posteriorly and feel for the Fallopian tube. :
18. Trace the tube iaterally with the fingers and roll it r !

between them to confirm that it is the fallopian tube. If i
using onc finger, hook the tube , lift it and roll it agaimnst
the anterior abdominal wall. [Fallopian tube will be sofi r
and mobile. ] .

Grasping the Fallopian Tubes ;

19. Holding the tube between the two fingers ar hooking
over one [inger pently bring it oul through the
abdominal ineision.

20. Gently grasp the mid portion of the tube with the
Babcock’s forceps.
21. Identify the tube by tracing the tube laterally till the

fimbrial end. '

= — L S =

Tubal Occelusion |

22, While grasping the midportion of tube, transfix the tube _
with chromic catgut 1-0 making a loop of about 2-3 |
cims. '

213, Tie the knots on both the sides of the tube.

Abdeamingl Tuhectanty for U.P. Appendiv K-3



Learning Guitle for Postpartum Abdominal Tubectomy Clinkeel Skills Chiecklist for Dactors

24, Cut out one end of the loop and then the other with i
scissors ensuring that at least one cm. of the ubal stump
above the ligature has heen left behind.
25. While still holding the ligature inspect the stump for
haemostasis and then release the tube, allowing it to .
return to the abdomen.
206, Repeal procedure on opposite side for the second tube.
Closure (When haemosiasis assured, close wound in layers)
27. The closure of peritoneum is optional.
28. Secure the rectus sheath edpes with interrupted/
continuous sutures.
29, Close skin with the same absorbable /non absorbable
suture material.
30. | Dress the wound. ‘ i | .
POST-OPERATIVE TASKS F
. Ensure that client is safely transferred to the post-
operative (Recovery) area.
2. Ensure that the assistant disposes of disposable needles |
and syringes in a puncture-proof container ar All re-
usable needies and syringes with .5% chlorine solution
and soaks for decontamination for 10 minutes.
3 Ensure that assistant decontaminates instruments by
soaking in 0.5% chlorine solution for 10 minultes.
4. Check that assistant disposes of wasie materials
according to infection prevention guidelines.
5. Briefly immerse gloved hands in chlorine solution. If
disposing of gloves, place in leak-proof container or
plastic bag. 1f reusing gloves, soak in chlorine solution
for 10 minutes.
6. Wash hands thoroughly with soap and water and air dry
or dry with clean cloth. : o
7. Ensure that client is monitored at regular intervals and
that vital signs are taken. -
3. Determine that client is ready for discharge (at least 2
hours after I'V medication). . N
9. Ensure that post-operative instructions and [ollow-up
schedule are given

Apperilix K4
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