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INTRODUCTION

Post-Abortion Care

The rights of displaced people to reproductive health (RH) were recognised at the
International Conference on Population and Development in 1994. Since then,

RH service provision has progressed, but substantial gaps remain in services, institu-
tional capacity, policy and funding. It has been shown that provision of emergency
obstetric care, clinical family planning methods, care for survivors of gender-based
violence and management of sexually transmitted infections (STIs) is lacking in most
conflict-affected settings.

One of the key barriers to the provision of comprehensive RH services is the lack of
skilled providers. In order to address this, RAISE has developed a comprehensive
training package, including training centres and course manuals. The clinical training
teams provide theoretical and practical training to RH service providers at the training
centres, as well as on-site supervision at the participants’ workplace and on-going
technical assistance. Providing clinical training to humanitarian agency and ministry of
health staff from a range of conflict settings, the RAISE training team aims to improve
the quality of care of RH services in conflict settings.

The resources in the Clinical Training for Reproductive Health in Emergencies series are
based on existing materials and have been updated and adapted for use in emergency
settings. All manuals have been pre-tested at the RAISE Training Centre at Eastleigh
Maternity Home in Nairobi. Many procedures and protocols remain unchanged from
non-emergency settings. However, in some instances it is necessary to adapt a protocol
to recognise the particular challenges faced in emergency settings.

The Post-abortion Care (PAC) learning resource package comprises materials and
supervised clinical practise. The materials are:

= trainer quide and reference quide (for the trainer)
= participant guide and reference quide (for the training participant)



OVERVIEW

This clinical training course will be conducted in a
way that is different from traditional training courses.
First of all, it is based on the assumption that people
participate in training courses because they:

= areinterested in the topic

= wish to improve their knowledge or skills, and thus
their job performance

= desire to be actively involved in course activities.

For these reasons, all of the course materials focus on
the participant. For example, the course content and
activities are intended to promote learning, and the
participant is expected to be actively involved in all
aspects of that learning. Second, in this training course,
the clinical trainer and the participant are provided
with a similar set of educational materials. The clinical
trainer by virtue of his/her previous training and
experiences works with the participants as an expert
on the topic and guides the learning activities. In
addition, the clinical trainer helps create a comfortable
learning environment and promotes those activities
that assist the participant in acquiring the new knowl-
edge, attitudes and skills. Finally, the training approach
used in this course stresses the importance of the
cost-effective use of resources and application of
relevant educational technologies including humanistic
training techniques. The latter encompasses the use

of anatomic models, to minimise client risk and
facilitate learning.

LEARNING APPROACH

Mastery learning

The mastery learning approach assumes that all
participants can master (learn) the required knowledge,
attitudes or skills provided sufficient time is allowed
and appropriate learning methods are used. The goal of
mastery learning is to ensure that 100% of the partici-
pants will “master” the knowledge and skills on which
the learning is based. Mastery learning is used

INTRODUCTION ¢
this TRAINING COURSE

extensively in in-service training where the number of
participants, who may be practising clinicians, is often
low. Although the principles of mastery learning can
be applied in pre-service education, the larger number
of participants presents some challenges. Although
some participants are able to acquire new knowledge
or new skills immediately, others may require additional
time or alternative learning methods before they are
able to demonstrate mastery. Not only do people vary
in their abilities to absorb new material, but they also
learn best in different ways—through written, spoken
or visual means. Effective learning strategies, such as
mastery learning, take these differences into account
and use a variety of teaching methods. The mastery
learning approach also enables the participant to have
a self-directed learning experience. This is achieved by
having the trainer serve as facilitator and by changing
the concept of testing and how test results are used.
Moreover, the philosophy underlying the mastery
learning approach is one of continual assessment

of learning in which the trainer regularly informs
participants of their progress in learning new
information and skills.

With the mastery learning approach, assessment
of learning is:

= competency-based, which means assessment is
keyed to the learning objectives and emphasises
acquiring the essential skills and attitudinal
concepts needed to perform a job, not just to
acquiring new knowledge

= dynamic, because it enables participants to receive
continual feedback on how successful they are in
meeting the course objectives

= less stressful, because from the outset participants,
both individually and as a group, know what they
are expected to learn, know where to find the
information and have ample opportunity for
discussion with the trainer.

Mastery learning is based on principles of adult
learning. This means that learning is participatory,
relevant and practical. It builds on what the participant
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already knows or has experienced and provides
opportunities for practising skills. Key features
of mastery learning are as follows:

behaviour modelling
competency-based

humanistic learning techniques.

Behaviour modelling

Social learning theory states that when conditions are
ideal, a person learns most rapidly and effectively from
watching someone perform (model) a skill or activity.
For modelling to be successful, however, the trainer
must clearly demonstrate the skill or activity so that
participants have a clear picture of the performance
expected of them. Behaviour modelling, or observa-
tional learning, takes place in three stages. In the first
stage, skill acquisition, the participant sees others
perform the procedure and acquires a mental picture
of the required steps. Once the mental image is
acquired, the participant attempts to perform the
procedure, usually with supervision. Next, the partici-
pant practises until skill competency is achieved, and
he/she feels confident performing the procedure. The
final stage, skill proficiency, occurs with repeated
practise over time.

then demonstrates it using an anatomic model or other
training aid, such as a video. Once the procedure has
been demonstrated and discussed, the trainer then
observes and interacts with participants to guide them
in learning the skill or activity, monitoring their progress
and helping them overcome problems. The coaching
process ensures that the participant receives feedback
regarding performance:

before practise - the trainer and participants meet
briefly before each practise session to review the
skill/activity, including the steps/tasks that will be
emphasised during the session

during practise - the trainer observes, coaches
and provides feedback to the participant as
he/she performs the steps/tasks outlined in
the learning quide

after practise - immediately after practise, the
trainer uses the learning guide to discuss the

strengths of the participant’'s performance and
to offer specific suggestions for improvement.

Humanistic training techniques

The use of humanistic technigues also contributes to

better clinical learning. A major component of human-

istic training is the use of anatomic models, which
closely simulate the
human body, and other

Knows the steps and their sequence (if necessary) to

perform the required skill or activity but needs assistance

learning aids. Initially
working with models
rather than with clients

Knows the steps and their sequence (if necessary) and

can perform the required skill

Knows the steps and their sequence (if necessary) and
effectively performs the required skill or activity

Competency-based training
Competency-based training (CBT) is learning by doing.
It focuses on the specific knowledge, attitudes and skills
needed to carry out the procedure or activity. How the
participant performs (i.e., a combination of knowledge,
attitudes and, most important, skills) is emphasised
rather than just the information learned. Competency
in the new skill or activity is assessed objectively by
evaluating overall performance.

To successfully accomplish CBT, the clinical skill or
activity to be taught must be broken down into its
essential steps. Each step is then analysed to determine
the most efficient and safest way to perform and learn
it. The process is called standardisation. An essential
component of CBT is coaching, in which the classroom
or clinical trainer first explains a skill or activity and

6 | Post-Abortion Care

allows participants to
learn and practise new
skills in a simulated
setting. This reduces
stress for the participant
as well as risk of injury
and discomfort to the client. Thus, effective use of
models (humanistic approach) is an important factor

in improving the quality of clinical training and,
ultimately, service provision.

Before a participant performs a clinical procedure with
a client, two learning activities should occur:

i) the clinical trainer should demonstrate the required
skills and client interactions several times using an
anatomic model, role-plays or simulations

ii) under the guidance of the trainer, the participant
should practise the required skills and client
interactions using the model, role-plays or
simulations and actual instruments in a setting that
is as similar as possible to the real situation.



Only when skill competency has been demonstrated
should participants have their first contact with a client.
This often presents challenges in a pre-service education
setting when there are large numbers of participants.
Before any participant provides services to a client,
however, it is important that the participant demon-
strates skill competency using models, role-plays or
simulations, especially for core skills. When mastery
learning, which is based on adult learning principles and
behaviour modelling, is integrated with CBT, the result
is a powerful and extremely effective method for
providing clinical training. And when humanistic
training techniques, such as using anatomic models and
other learning aids, are incorporated, training time and
costs can be significantly reduced.

A variety of learning methods, which complement the
learning approach described in the previous section,
are included in the learning resource package. A
description of each learning method is provided below.

Illustrated lectures

Lectures should be used to present information about
specific topics. During lectures, the trainer should direct
guestions to participants and also encourage them to
ask questions at any point during the lecture. Another
strategy that encourages interaction involves stopping
at predetermined points during the lecture to discuss
issues and information of particular importance.

Group activities

Group activities provide opportunities for participants
to interact with each other and learn together. The
main group activities cover three important topics:
clinical decision-making, interpersonal communication
and infection prevention (IP). The group activities
associated with these topics are important because
they provide a foundation for learning the skills
required for clinical decision-making, interpersonal
communication and IP. All of these skills are essential
for providing post-abortion care (PAC).

Case studies

The purpose of the case studies included in the learning
resource package is to help participants develop and
practise clinical decision-making skills. The case studies
can be completed in small groups or individually, in the
classroom, at the clinical site or as homework assign-
ments. The case studies follow a clinical decision-
making framework. Each case study has a key that

contains the expected responses. The trainer should be
thoroughly familiar with these responses before
introducing the case studies to participants. Although
the key contains “likely" answers, other answers
provided by participants during the discussion may be
equally acceptable.

Role-plays

The purpose of the role-plays included in the learning
resource package is to help participants develop and
practise interpersonal communication skills. Each
role-play requires the participation of two or three
participants, while the remaining participants are asked
to observe the role-play. Following completion of the
role-play, the trainer uses the questions provided to
guide discussion. Each role-play has a key that contains
the likely answers to the discussion questions. The
trainer should be familiar with the answer key before
using the role-plays. Although the key contains “likely"”
answers, other answers provided by participants during
the discussion may be equally acceptable.

Learning quides and checklists

The learning guides and checklists used in this course
are designed to help the participant learn to provide
PAC services. The participant guide contains learning
guides, whilst the trainer’s guide contains both learning
guides and checklists. There are learning guides and
checklists in the learning resource package

Each learning quide contains the steps or tasks
performed by the provider for the specific procedure.

These tasks correspond to the information presented in
relevant chapters of the resource materials. This
facilitates participant review of essential information.
The participant is not expected to perform all of the
steps or tasks correctly the first time he/she practises
them. Instead the learning guides are intended to:

help the participant in learning the correct steps
and the order in which they should be performed
(skill acquisition)

measure progressive learning in small steps
as the participant gains confidence and skill
(skill competency).

Before using the learning guides for PAC, the clinical
trainer will review each procedure with the participants
using the relevant learning materials. In addition,
participants will be able to watch each procedure during
demonstration sessions with the appropriate model and/
or to observe the activity being performed in the clinic
with a client. Used consistently, the learning guides and
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checklists for practise enable each participant to chart
his/her progress and to identify areas for improvement.
Furthermore, the learning guides are designed to
facilitate communication (coaching and feedback)
between the participant and clinical trainer. When using
the learning guides, it is important that the participant
and clinical trainer work together as a team. For example,
before the participant attempts a skill or activity (e.g.,
manual vacuum aspiration) for the first time, the clinical
trainer should briefly review the steps involved and
discuss the expected outcome. The trainer should ask the
participant whether he/she feels comfortable continuing.
In addition, immediately after the skill or activity has
been completed, the clinical trainer should debrief the
participant. The purpose of the debriefing is to provide
positive feedback about the participant's progress and to
define the areas (knowledge, attitude or practise) where
improvement is needed in later practise sessions.

Using the learning guides

The learning guides for PAC procedures are designed
to be used primarily during the early phases of learning
(i.e. skill acquisition) when the participant is practising
with models.

The Learning Guide for Management of incomplete

or unsafe abortion using misoprostol and the Learning
Guide for Post-abortion Family Planning Counselling
should be used at first during practise (simulated)
counselling sessions using volunteers or with clients
in real situations.

In the beginning, the participant can use the learning
guides to follow the steps as the clinical trainer
demonstrates the procedures with a training model or
role-plays counselling a woman. Later, during the
classroom practise sessions, they serve as step-by-step
guides for the participant as he/she performs the skill
using the models or counsels a volunteer “client.”

Because the learning guides are used to help in
developing skills, it is important that the rating
(scoring) be done carefully and as objectively as
possible. The participant's performance of each step
is rated on a three-point scale as follows:

Needs

improvement (if necessary) or is omitted

Competently

performed

Proficiently

performed sequence (if necessary).

Post-Abortion Care

Step or task not performed correctly or out of sequence

Step or task performed correctly in proper sequence (if necessary)
but participant does not progress from step to step efficiently

Step or task efficiently and precisely performed in the proper

Using the checklists for practise

The checklists for PAC procedures are based on the
information provided in the learning guides. As the
participant progresses through the course and gains
experience, dependence on the detailed learning guides
decreases and the checklists may be used in their place.
The checklists focus only on the key steps in the entire
procedure and can be used by the participant when
providing services in a clinical situation to rate his/her
own performance. These checklists that the participant
uses for practise are the same as the checklists that the
clinical trainer will use to evaluate the participant’s
performance at the end of the course. The rating scale
used is described below:

Satisfactory

Performs the step or task
according to the standard
procedure or guidelines
Unsatisfactory Unable to perform the step or
task according to the standard
procedure or guidelines

Not observed Step or task not performed by
participant during evaluation
by trainer.

Skills practise sessions

Skills practise sessions provide participants with
opportunities to observe and practise clinical skills,
usually in a simulated setting. The outline for each skills
practise session includes the purpose of the particular
session, instructions for the trainer, and the resources
needed to conduct the practise session, such as models,
supplies, equipment, learning qguides and checklists.

Before conducting a skills practise session, the trainer
should review the session and ensure that he/she can
perform the relevant skill or activity proficiently. The
trainer should also ensure that the necessary resources
are available and that an appropriate site has been
reserved. Although the ideal site for conducting skills
practise sessions may be a learning resource centre or
clinical laboratory,
a classroom may
also be used,
provided that the
models and other
resources for the
session can be
conveniently placed
for demonstration
and practise.



The first step in a skills practise session requires
participants to review the relevant learning guide, which
contains the individual steps or tasks, in sequence (if
necessary), to perform a skill or activity in a standard-
ised way. The learning quides are designed to help learn
the correct steps and the sequence in which they should
be performed (skill acquisition) and measure progres-
sive learning in small steps as the participant gains
confidence and skill (skill competency).

Next, the trainer demonstrates the steps/tasks, several
times if necessary, for the particular skill or activity and
then has participants work in pairs or small groups to
practise the steps/tasks and observe each other's
performance, using the relevant learning guide.

The trainer should be available throughout the session
to observe the performance of participants and provide
guidance. Participants should be able to perform all of
the steps/tasks in the learning guide before the trainer
assesses skill competency, in the simulated setting,
using the relevant checklist. Supervised practise should
then be undertaken at a clinical site before the trainer
assesses skill competency with clients, using the

same checklist.

The time required to practise and achieve competency
may vary from hours to weeks or months, depending on
the complexity of the skill, the individual abilities of
participants and access to appropriate models and
equipment. Therefore, numerous practise sessions will
usually be required to ensure achievement of compe-

tency before moving into the clinical skills practise area.

Clinical simulations

A clinical simulation is an activity in which the
participant is presented with a carefully planned,
realistic re-creation of an actual clinical situation.

The participant interacts with persons and things in the
environment, applies previous knowledge and skills to
respond to a problem, and receives feedback about
those responses without having to be concerned about
real-life consequences.

The purpose of using clinical simulations is to develop
participants’ clinical decision-making skills. The clinical
simulations included in the learning resource package,
therefore, provide participants with the opportunity to
develop the skills they need to address complex, rare or
life-threatening situations before moving into the
clinical skills practise area. The clinical simulations may,
in fact, be the only opportunity participants have to
experience some rare situations and therefore may also
be the only way that a trainer can assess participants’
abilities to manage such situations.

The simulations in this package combine elements

of case studies, role-plays and skills practise using
anatomic models. The situations they present were
selected because they are clinically important, require
active participation by the participants, and include
clinical decision-making and problem-solving skills. The
simulations are structured so that they accurately
reflect how clinical situations develop and progress in
real life. Participants are provided with only a limited
amount of information initially. Once they have ana-
lysed this information and have identified the need for
additional information, this information is provided.
Participants may also perform any procedures or other
skills as needed if the appropriate models and equip-
ment are available. Based on the data they collect,
participants make decisions regarding diagnoses,
treatment and further information needed. The trainer
asks the participants questions about what they are
doing, why a particular choice was made, what the
other alternatives might be, what might happen if
circumstances or findings were to change, and so forth.
In other words, the trainer explores the participants’
decision-making process, depth of knowledge, and
understanding, and then provides feedback and
suggestions for improvement.

The simulation should be conducted in as realistic

a setting as possible, meaning that the models, equip-
ment and supplies needed for managing the situation
should be available to the participant. Because many

of the situations addressed in simulations are clinically
complex, providing the models and other equipment
often requires creativity and ingenuity. Participants will
need time and repeated practise to achieve competency
in the management of the complex situations presented
in the simulations. They should be provided with as many
opportunities to participate in simulations as possible.

The same simulation can be used repeatedly until the
situation it presents is mastered. It can also be adapted
to address different causes for the problem it presents,
different treatment options or different outcomes, to
provide participants with as wide a variety of experi-
ences as possible. When a simulation is used for
assessment, one standard version should be used with
all participants to ensure the consistency of assessment
standards and allow comparison of the performance of
individual participants.
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COURSE DESIGN

The course builds on each participant’s past knowledge
and takes advantage of his/her high motivation to
accomplish the learning tasks in the minimum time.
Training emphasises doing, not just knowing, and uses
competency-based evaluation of performance.

Specific characteristics of this course are as follows:

= during the morning of the first day, participants
demonstrate their knowledge of PAC by completing
a written Pre-Course Questionnaire

= classroom and clinical sessions focus on key
aspects of PAC

= progress in knowledge-based learning is measured
during the course using a standardised written
assessment (Mid-Course Questionnaire)

= clinical skills training builds on the participant's
previous experience relevant to PAC. For many of
the skills, participants practise first with anatomic
models, using learning guides that list the key steps
in performing the skills/procedures for managing
obstetric emergencies. In this way, they learn the
standardised skills more quickly

= progress in learning new skills is documented
using the clinical skills learning guides

= aclinical trainer uses competency-based
skills checklists to evaluate each participant's
performance

= clinical decision-making is learned and evaluated
through case studies and simulated exercises and
during clinical skills practise with clients

= appropriate interpersonal skills are learned through
behaviour modelling, role-play and evaluation
during clinical skills practise with clients.

Successful completion of the course is based on
mastery of the knowledge and skills components, as
well as satisfactory overall performance in providing
care for women who require post-abortion care.

COMPONENTS of the
POST-ABORTION CARE (PAC)
LEARNING RESOURCE PACKAGE

EVALUATION

This clinical training course is designed to produce
healthcare providers (i.e., doctors, midwives and/or
nurses with midwifery skills) who are qualified to
provide PAC, as team members, at health centres and
hospitals. Qualification is a statement by the training
institution(s) that the participant has met the require-
ments of the course in knowledge, skills and practise.
Qualification does not imply certification. Only an
authorised organisation or agency can certify per-
sonnel. Qualification is based on the participant's
achievement in three areas:

= knowledge: a score of at least 85% on the
Mid-Course Questionnaire

= skills: satisfactory performance of clinical skills
for managing obstetric emergencies

= practise: demonstrated ability to provide care in
the clinical setting for women who experience
obstetric emergencies.

The participant and the trainer share responsibility for
the participant becoming qualified. The evaluation
methods used in the course are described briefly below:

= Mid-Course Questionnaire. Knowledge will be
assessed at the end of the second week of the
course. A score of 85% or more correct indicates
knowledge-based mastery of the material presented
during classroom sessions. For those participants
scoring less than 85% on their first attempt, the
clinical trainer should review the results with the
participant individually and guide him/her on using
the reference manual(s) to learn the required
information. Participants scoring less than 85%
may take the Mid-Course Questionnaire again at
any time during the remainder of the course.

= Clinical skills. Evaluation of clinical skills will occur
in three settings—during the first three weeks of the
course, with models in a simulated setting and with
clients at the clinical training site; and during the
six-week to three-month self-directed practicum, at
the time of the mentoring visit at the participant's
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hospital. In each setting, the clinical trainer will
use skills checklists to evaluate each participant as
they perform the skills and procedures needed to
manage obstetric emergencies and interact with
clients. Case studies and clinical simulations will
be used to assess problem-solving and decision-
making skills. Evaluation of the interpersonal
communication skills of each participant may take
place at any point during this period through
observation of participants during role-plays.
Participants should be competent in performing the
steps/tasks for a particular skill or procedure in a
simulated setting before undertaking supervised
practise at a clinical site. Although it is desirable
that all of the skills/procedures included in the
training course are learned and assessed in this
manner, it may not be possible. For example,
because obstetric emergencies are not common,
opportunities to practise particular skills with
clients may be limited; therefore, practise and
assessment of skill competency should take place
in a simulated setting.

Clinical skills practise. It is the clinical trainer's
responsibility to observe each participant's overall
performance in providing PAC during the group-
based course and during the self-directed
practicum. This includes observing the participant’s
attitude—a critical component of quality service
provision—towards women who experience obstetric
emergencies and towards other members of the
PAC team. By doing this, the clinical trainer
assesses how the participant uses what he/she has
learned. Further evaluation is provided during the
six-week to three-month self-directed practicum
(see below) and is important for several reasons.
First, it not only provides the participant direct
feedback on his/her performance, but also provides
an opportunity to discuss any problems or
constraints related to the provision of PAC (e.g.,
lack of instruments, drugs and other supplies).
Second, and equally important, it provides the
clinical service/training centre, via the clinical
trainer, key information on the adequacy of the
training and its appropriateness to local conditions.

Course description

This clinical training course is designed to prepare
participants to manage incomplete and unsafe abortion
and work effectively as members of a team. The course
begins with a two-week block at a designated training
site and focuses on the development, application and

12 | Post-Abortion Care

evaluation of knowledge and skills; the first week takes
place in the classroom and the second week in desig-
nated clinical sites. The first two weeks are followed
immediately by a six-week to three-month self-directed
practicum at the participant’'s worksite, during which
the clinical trainers for the course provide at least one
follow-up visit for mentoring and further evaluation.
See page 15 for participant guidelines for the
self-directed practicum.

Course goals

influence in a positive way the attitudes of the
participant towards teamwork and his/her abilities
to manage and provide PAC services

provide the participant with the knowledge and
clinical skills needed to respond appropriately to
obstetric emergencies

provide the participant with the decision-making
skills needed.

provide the participant with the interpersonal
communication skills needed to respect the right of
women to life, health, privacy and dignity.

Learning objectives
By the end of this course, participants will be able to:

1. Use the recommended IP practices for all aspects
of PAC

2. Describe the process of rapid initial assessment
and management of a woman who presents with
a problem

3. Describe and identify the presenting signs and
symptoms of shock and describe immediate and
specific management

4. Describe and identify the presenting signs and
symptoms of complications of unsafe or
incomplete abortion

5. Provide post-abortion family planning counselling
and methods.

Training/learning methods
illustrated lectures and group discussions
case studies
role-plays
simulated practise with anatomic models
simulations for clinical decision-making

guided clinical activities (providing care and
performing procedures for women who require
post-abortion care).
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Learning materials
The learning materials for the course are as follows:

reference manuals:
MSI - DVD. The Marie Stopes Procedure
MSI - DVD. Vocal Local
MSI - DVD. Preventing the Spread of Infection

instruments and equipment:
vaginal speculum (Sims)
sponge (ring) forceps or uterine packing forceps
single tooth tenaculum forceps
basic uterine evacuation instruments PLUS:
vacuum syringes (single/double valve)
silicone lubricant
adapters
flexible cannulae, 4 - 12mm

pelvic models

Additional materials:

Family Planning: A Global Handbook
for Providers

Participant selection criteria

Participants for this course must be:

practising clinicians (doctors, midwives and/or
nurses with midwifery skills) who work at a facility
where PAC is being provided or planned actively
involved in the management of incomplete or
unsafe abortion at the beginning of the course and
committed to continuing their involvement upon
completion of the course, including the provision
of PAC services

selected from health facilities capable of
demonstrating consistent institutional support for
PAC services (i.e., supplies, equipment, supervision,
linkages with referral facilities)

supported by their supervisors or managers to
achieve improved job performance after completing
the course. In particular, participants should be
prepared to communicate with supervisors or
managers about the course and seek endorsement
for training, encouragement for attendance and
participation, and involvement in the transfer of
new knowledge and skills to their job.

Course duration

The course is composed of 10 classroom sessions (four
days), followed by one week of supervised clinical skills
practise and a six-week to three-month self-directed

practicum. It is important to note that course duration
may need to be revised depending on participants’
experience and progress in learning new knowledge and
skills. For example, if participants do not develop skills
competency by the end of the course, it may be
necessary to extend supervised clinical skills practise
and/or the self-directed practicum. Alternatively, it may
also be necessary to extend the classroom component
of the course.

The purpose of the six-week to three-month self-directed
practicum is to provide participants with an opportunity
to apply the knowledge and skills learned during the first
five weeks of the PAC training course, at their worksites.
During the self-directed practicum, trainers will visit
participants’ worksites towards the end of the first and
third months of the practicum to provide individual and
team guidance, support and evaluation. Additional visits
will be scheduled, if necessary, based on the individual
and team needs of participants. The dates for mentoring
visits will be agreed upon before the practicum begins.

During the self-directed practicum, participants
will be expected to apply their knowledge and skills
while providing PAC. The participant must record
the experience in his/her Clinical Experience Log
Book, including the client’s unit/hospital number,
presenting symptom(s), diagnosis, treatment and
outcome. Participants should, in particular, seek
learning opportunities that will help meet the
specific learning needs noted at the end of the
week-long clinical skills practise period that
preceded the self-directed practicum. In conjunction
with skills practise, participants will be expected to
demonstrate accountability for their actions

demonstrate recognition of and respect for the
right of women to life, health, privacy and dignity

use appropriate interpersonal communication skills
when providing care, with particular emphasis on
PAC apply recommended IP practices.

As team members, participants will be responsible for
implementing the Action Plan developed at the end of
the week-long clinical practise period. At a minimum,

TRAINER GUIDE
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this should include conducting emergency drills
ensuring readiness of the health facility for managing
abortion complication

ensuring consistent availability of equipment, supplies
and drugs for abortion complications ensuring IP
practices are in place.

Team members should meet twice weekly (e.g., Mondays
and Fridays) to discuss the following:

Start of week meetings:
plan for the week

emergency drills

readiness of all areas of the hospital for managing
complications of abortion

availability of equipment, supplies and drugs

End of week meetings:
clinical cases of complications of abortion:
presenting symptom(s), diagnosis, treatment
and outcome

factors that facilitated clinical skills development

factors that made clinical skills development
difficult, overcoming difficulties

individual and team strengths with respect to
clinical skills practise

aspects of individual and team work that need to be
strengthened and how to accomplish this.

Participants will be expected to use their Clinical
Experience Log Book and their Action Plan Worksheets
to document the activities undertaken during the
self-directed practicum.

Clinical experience log book

Participants must record activities/experience in the
relevant section of their Clinical Experience Log Book
on a daily basis. This will include information on clients
for whom PAC has been provided, notes on perceptions
of their individual progress and notes on team
meetings/progress.

Action plan worksheets

Participants will annotate their action plans with the
dates the steps were accomplished or make revisions to
any aspects of the overall plan. During mentoring visits
and subsequent supervisory visits, the trainer/super-
visor will assess the degree to which these steps have
been achieved.

16 | Post-Abortion Care

How the results will be used

The main objective of the Pre-Course Knowledge
Questionnaire is to assist both the trainer and the
participant as they begin their work together in the
course by assessing what the participants, individually
and as a group, know about the course topics. This
allows the trainer to identify topics that may need
additional emphasis during the course. Providing the
results of the pre-course assessment to the participants
enables them to focus on their individual learning
needs. In addition, the questions alert participants to
the content that will be presented in the course.

The questions are presented in the true-false format.
A special form, the Individual and Group Assessment
Matrix, is provided to record the scores of all course
participants. Using this form, the trainer and partici-
pants can quickly chart the number of correct answers
for each of the questions. By examining the data in the
Matrix, the group members can easily determine their
collective strengths and weaknesses and jointly plan
with the trainer how to best use the course time to
achieve the desired learning objectives.

For the trainer, the questionnaire results will identify
particular topics that may need additional emphasis
during the learning sessions. Conversely, for those
categories where 85% or more of participants answer
the questions correctly, the trainer may elect to use
some of the allotted time for other purposes.

Using the questionnaire

This knowledge assessment is designed to help
participants monitor their progress during the course.
By the end of the course, all participants are expected
to achieve a score of 85% or better. The questionnaire
should be given at the time in the course when all
subject areas have been presented. A score of 85%

or more indicates knowledge-based mastery of the
material presented in the reference manual(s). For
those scoring less than 85% on their first attempt, the
clinical trainer should review the results with the
participant individually and guide him/her on using the
reference manual(s) to learn the required information.
Participants scoring less than 85% can retake the
questionnaire at any time during the remainder of

the course.

Repeat testing should be done only after the
participant has had sufficient time to study the
reference manual(s).



Instructions:

In the space provided, print a capital T if the statement is TRUE or a capital F if the statement is FALSE.

1.

The rights of women to choose when, if and with whom to engage in sexual activity and whether
or when to have children is a basic human right.

This has been recognised in a number of human rights documents.

2. Unsafe abortion is a procedure performed either by persons lacking in necessary skills or in an
environment lacking in medical standards.

3. Taking herbs, poison or traditional medicine to induce an abortion may lead to cramping nausea
and vomiting.

4.  Manual vaccum aspiration is the most widely used recommended method of uterus evacuation.

5. If a client is suffering from shock they should rest in a quiet room away from other clients.
Shock requires immediate and intensive treatment to save the patients life. The clients condition
can worsen quickly and so they must be closely monitored.

6. High blood pressure is a sign of shock.
When a client is in shock she will have low blood pressure.

7. The MVA procedure can begin before the size of the uterus has been determined.
The size of the uterus must be measured first.

8. The Uterine size can be determined using bimanual examination.
You can also use the MVA cannula or uterine sound.

. During an abdominal examination you should check for masses, suprapubic or pelvic tenderness
and distended abdomen with decreased bowel sounds.

10. Spontaneous abortion occurs in one in five (20%) of clinically recognised pregnancies.

1. MVA instruments are made up of a semi rigid cannula and a vacuum forming syringe.

12.  Any size of cannula is used for the MVA procedure.
You should have several sizes available. A cannula that is too small will result in retained tissue
or loss of suction.

13. The risks associated with MVA procedures are lower than those with sharp curretage procedures
and full term delivery.

14. After a PAC procedure a normal menstrual period should begin within 2 weeks.
A menstrual period should be expected 4-6 weeks post PAC.

15. The goal of pain management is to ensure that the procedure can be done as quickly as possible
so that many patients can be seen in one day.
The goal is to ensure that the patient experiences minmal worry and discomfort with the lowest
posisble health risks.

16. Fear and anxiety can increase the amount of pain experienced.

TRAINER GUIDE
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Knowledge Questionnaire — Answer key (cont’d)

17.

The MVA procedure causes no pain at all to the client.

The MVA procedure will cause additional pain and cramping.

18.

Vocal Local is a pain management method that is drug free and and is based on reducing anxiety,
involving the client and demedicalising the procedure.

It is sometimes called ‘verbal anaesthesia’.

19.

Misoprostol, a drug effective in post abortion care, is administered in 4 doses.

It is administered in 2 doses, the second dose given seven to fourteen days after the first dose.

20.

Bleeding is considered a side effect, after administering misoprostol.

Bleeding is a desired effect and may be heavy for 3 to 4 days before becoming moderate.
Side effects are nausea, vomiting, diarrhea, skin rash and cramping.

21.

Staff attitude towards the client can be helpful but is not that important.

Staff attitude is very important. Staff should be non judgemental, show empathy and offer
emotional support. They should also have good communication and counselling skills.

22.

Women will return to fertility 4 weeks after an abortion.

Women can be fertile again 10 days after an abortion. It is important that this is explained clearly
to herand FP methods discussed and offered.

28

Family planning methods should be available at the site were the PAC procedure is offered.

Studies have shown that women who were offered a method of family planning at the time of PAC,
were more likely to use a methodof FP and less likely to present for another abortion within 2 years.

24.

One designated individual in each health facility should be responsible for infection prevention.

IP is the responsibility of everybody in a health facility as it is necessary to follow procedures in all
areas of the facility and at every point of the client ‘journey’.

258

Careful handling of sharps is essential to protect staff members from exposure to TB.

Sharps injuries exposes staff to HIV, Hepatitis C and Hepatitis B.

26.

To decontaminate instruments a solution of 50% chlorine should be used.

A solution of 0.5 % chlorine should be used.

27.

Ten minutes is enough time for instruments to be soaked in a chlorine solution.

Soaking for any longer than 10 minutes will cause the metal to corrode.

28.

Instruments do not need to be cleaned and decontaminated before sterilising by autoclave.

Instruments should be cleaned and decontamintaed before sterilising with autoclave, chemical
or dry heat. Clots of blood can still harbour harmful micro-organisms even after autoclaving.

29.

The maximum storage time for wrapped sterile items is 14 days.

It is 7 days maximum, after which the instruments should be sterilised again.

30.

Sharps can be destroyed by burning.

Sharps will only be destroyed by industrial incinerators. Sharps boxes should be dealt with when %
full, pour in fuel and set fire, the plastic of the syringes will melt and encapsulate the sharps which
can then be buried safely.

Post-Abortion Care
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SKILLS PRACTISE SESSION:
LEARNING GUIDES AND
CHECKLISTS
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SKILLS PRACTISE SESSION:
MANAGEMENT of
INCOMPLETE or UNSAFE
ABORTION

Instructions

This activity should be conducted in a simulated setting, using the
appropriate model.

Participants should review the Learning Guide for Post-abortion
Care (MVA) before beginning the activity and the Learning Guide
for Post-abortion Family Planning Counselling.

The trainer should demonstrate the preliminary steps (medical
evaluation, explaining the procedure, pelvic examination), followed
by the steps in the MVA procedure for participants. Under the
guidance of the trainer, participants should then work in pairs to
practise the steps/tasks and observe each other's performance,
using the Learning Guide for Post-abortion Care (MVA).

The trainer should then demonstrate the steps/tasks in providing
post-abortion family planning counselling.

Under the guidance of the trainer, participants should then work in
groups of three to practise the steps/tasks and observe each other’s

performance; one participant should take the role of the post-abortion

woman, the second should practise counselling skills and the third
should observe performance using the Learning Guide for Post-
abortion Family Planning Counselling. Participants should then reverse
roles until each has had an opportunity to practise counselling skills.

Participants should be able to perform the steps/tasks in the
Learning Guide for Post-abortion Care (MVA) and Learning Guide for
Post-abortion Family Planning Counselling before skill competency is
assessed by the trainer in the simulated setting, using the Checklist
for Post-abortion Care (MVA) and Checklist for Post-abortion Family
Planning Counselling.

Finally, following supervised practise at a clinical site, the trainer
should assess the skill competency of each participant, using the
Checklist for Post-abortion Care (MVA) and Checklist for
Post-abortion Family Planning Counselling.'

"If clients are not available at clinical sites for participants to practise PAC
in relation to obstetric emergencies, the skills should be taught, practised
and assessed in a simulated setting.

Purpose

The purpose of this activity is to enable
participants to practise management of
incomplete abortion and unsafe abortion
using MVA or misoprostol, achieve compe-
tency in the skills required and develop skills
in post-abortion family planning counselling.

Resources

The following equipment or
representations thereof:

= Pelvic model

m  High-level disinfected or sterile
surgical gloves

Personal protective equipment
MVA syringes and cannula
Vaginal speculum
Single-toothed tenaculum or
vulsellum forceps

Learning Guide for Post-abortion Care
(MVA)

Learning Guide for Post-abortion Family
Planning Counselling

Learning Guide for Post-abortion Care
(MVA)

Learning Guide for Post-abortion
Family Planning Counselling

Checklist for Post-abortion Care (MVA)

Checklist for Post-abortion Family
Planning Counselling

Checklist for Post-abortion Care (MVA)

Checklist for Post-abortion Family
Planning Counselling
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(To be completed by Participants)

Rate the performance of each step or task observed using the following rating scale (Write 1, 2 or 3 as the case

may be in the box provided):

1. Needs Improvement: Step or task not performed correctly or out of sequence (if necessary) or is omitted

2. Competently Performed: Step or task performed correctly in proper sequence (if necessary) but participant
does not progress from step to step efficiently

3. Proficiently Performed: Step or task efficiently and precisely performed in the proper sequence (if necessary)

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

1 2 3 4 5

SELECT CANNULA AND SYRINGE

1. Assess uterine size.

2. Select cannula appropriate to uterine size and cervical dilations.

3. Inspect cannula for cracks or signs of weakness.
Discard if any seen.

4. Select syringe and adapter (if required).

Inspect syringe and adapter for cracks or signs of weakness.
Discard if any seen.

ASSEMBLE CANNULA AND SYRINGE

1. Attach adapter (if required) to end of syringe or cannula.

2. Check that the plunger is positioned fully within the barrel of the syringe,
with the pinch valve open and the valve button out.

3. Grasp the barrel of the syringe and pull back on the plunger until the arms
of the plunger snap outward.

4. Check that the plunger cannot move forward without being released.

Check the syringe for vacuum tightness by leaving the syringe for a couple
of minutes once the vacuum is established then open the pinch valve and
listen for a rush of air into the syringe.

6. Place the prepared equipment on sterile cloth and cover until procedure begins.
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(To be used by the Participant for practise and by the Trainer at the end of the course)

Place a “v" in case box if step/task is performed satisfactorily, an “A" if it is not performed satisfactorily,
or N/O if not observed.

Satisfactory: Performs the step or task according to the standard procedure or guidelines
Unsatisfactory: Unable to perform the step or task according to the standard procedure or guidelines
Not Observed: Step or task not performed by participant during evaluation by trainer

Participant:

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

Date observed:

1

2

3

4 5

SELECT CANNULA AND SYRINGE

1.

Assess uterine size.

2. Select cannula appropriate to uterine size and cervical dilations.
3. Inspect cannula for cracks or signs of weakness.

Discard if any seen.
4. Select syringe and adapter (if required).

Inspect syringe and adapter for cracks or signs of weakness.
Discard if any seen.

ASSEMBLE CANNULA AND SYRINGE

Attach adapter (if required) to end of syringe or cannula.

Check that the plunger is positioned fully within the barrel of the syringe,
with the pinch valve open and the valve button out.

Grasp the barrel of the syringe and pull back on the plunger until the arms
of the plunger snap outward.

Check that the plunger cannot move forward without being released.

Check the syringe for vacuum tightness by leaving the syringe for a couple
of minutes once the vacuum is established then open the pinch valve and
listen for a rush of air into the syringe.

6.

Place the prepared equipment on sterile cloth and cover until procedure begins.

SKILL/ACTIVITY PERFORMED SATISFACTORILY
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(To be completed by Participants)

Rate the performance of each step or task observed using the following rating scale (Write 1, 2 or 3 as the case

may be in the box provided):

1. Needs Improvement: Step or task not performed correctly or out of sequence (if necessary) or is omitted

2. Competently Performed: Step or task performed correctly in proper sequence (if necessary) but participant
does not progress from step to step efficiently

3. Proficiently Performed: Step or task efficiently and precisely performed in the proper sequence (if necessary)

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

1 2 3 4 5

INITIAL ASSESSMENT

1. Greet the woman respectfully and with kindness.

2. Assess client for shock and other life-threatening conditions.

3. If any complications are identified, stabilise the client and transfer, if necessary.

MEDICAL EVALUATION

1. Obtain a reproductive health history.

Perform limited physical (heart, lungs and abdomen) and pelvic examinations.

Perform indicated laboratory tests.

Provide the woman with information about her condition and what to expect.

Discuss her reproductive goals, as appropriate.

oluslwn

If she is considering an IUD:
® She should be fully counselled regarding IUD use.

B The decision to insert the IUD following the MVA procedure will be
dependent on the clinical situation.

GETTING READY

1. Explain to the woman (and her support person) what is going to be done, listen
to her and respond attentively to her questions and concerns.

Provide continual emotional support and reassurance, as feasible.

3. Explain that she may feel discomfort during some of the steps of the procedure
and that you will warn her in advance.

4. Give paracetamol by mouth to the woman 30 minutes before the procedure.

Determine that the necessary equipment and supplies are present:
® Ensure the required sterile or high-level disinfected instruments are present.
m Ensure the appropriate size cannula and adapters are available.

6. Check the MVA syringe and charge it (establish vacuum).

Check that client has recently emptied her bladder.

8. Check that client has thoroughly washed and rinsed her perineal area. If she is
too unwell, ensure this is done for her.

9. Put on personal protective equipment.

10.  Use antiseptic handrub or wash hands thoroughly with soap and water and dry
with a sterile cloth or air dry.

1. Put high-level disinfected or sterile surgical gloves on both hands.

12.  Arrange sterile or high-level disinfected instruments on sterile tray or in
high-level disinfected container.
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2. LEARNING GUIDE FOR POST-ABORTION CARE [MANUAL VACUUM ASPIRATION (MVA)] (cont’d)

STEP/TASK CASES

1

2

3

4 5

PRE-PROCEDURE TASKS

1.

Inform client of each step in the procedure prior to performing it.

2. Perform bi-manual pelvic examination, checking the size and position of uterus
and degree of cervical dilatation.

3. Insert the speculum and remove blood or tissue from vagina using sponge,
forceps and gauze.

4. Apply antiseptic solution to cervix and vagina three times using gauze
or cotton sponge.

5. Remove any products of conception (POC) from the cervical os and check

cervix for tears.

ADMINISTERING PARACERVICAL BLOCK (WHEN NECESSARY)

1.

Prepare 20mL 0.5% lidocaine solution without adrenaline.

2. Draw 10mL of 0.5% lidocaine solution into a syringe.

3. If using a single-toothed tenaculum, inject ImL of lidocaine solution into the
anterior or posterior lip of the cervix (the 10 o'clock or 12 o'clock position is
usually used).

4. Gently grasp anterior lip of the cervix with a single-toothed tenaculum
or vulsellum forceps (preferably, use ring or sponge forceps if
incomplete abortion).

5. With tenaculum or vulsellum forceps on the cervix, use slight traction and
movement to help identify the area between the smooth cervical epithelium
and the vaginal tissue.

6. Insert the needle just under the epithelium and aspirate by drawing the plunger
back slightly to make sure the needle is not penetrating a blood vessel.

7. Inject about 2ml of a 0.5% lidocaine solution just under the epithelium,
not deeper than 3mm, at 3, 5, 7 and 9 o'clock.

8. Wait two minutes and then pinch the cervix with the forceps. (If the woman

feels the pinch, wait two more minutes and then retest.)

MVA PROCEDURE

1.

Gently apply traction on the cervix to straighten the cervical canal
and uterine cavity.

2. If necessary, dilate cervix using progressively larger cannula.

3. While holding the cervix steady, push the selected cannula gently and slowly
into the uterine cavity until it just touches the fundus (not more than 10cm).
Then withdraw the cannula slightly away from the fundus.

4. Attach the prepared MVA syringe to the cannula by holding the cannula in one
hand and the tenaculum and syringe in the other. Make sure cannula does not
move forward as the syringe is attached.

5. Release the pinch valve(s) on the syringe to transfer the vacuum through the
cannula to the uterine cavity.

6. Evacuate any remaining contents of the uterine cavity by rotating the cannula
and syringe from 10 to 2 o'clock and moving the cannula gently and slowly back
and forth within the uterus.

7. If the syringe becomes half full before the procedure is complete, detach

the cannula from the syringe. Remove only the syringe, leaving the cannula
in place.

Push the plunger to empty POC into the strainer.

Recharge syringe, attach to cannula and release pinch valve(s).
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2. LEARNING GUIDE FOR POST-ABORTION CARE [MANUAL VACUUM ASPIRATION (MVA)] (cont’d)

STEP/TASK CASES

1 2 3 4 5

10.  Check for signs of completion (red or pink foam, no more tissue in cannula,
a “gritty"” sensation and uterus contracts around the cannula). Withdraw the
cannula and MVA syringe gently.

1. Remove cannula from the MVA syringe and push the plunger to empty POC into
the strainer.

12.  Remove tenaculum or forceps from the cervix before removing the speculum.

13.  Perform bi-manual examination to check size and firmness of uterus.

14.  Rinse the tissue with water or saline, if necessary.

15.  Quickly inspect the tissue removed from the uterus to be sure the uterus is
completely evacuated.

16. If no POC are seen, reassess situation to be sure it is not an ectopic pregnancy.

17.  Gently insert speculum and check for bleeding.

18.  If uterus is still soft or bleeding persists, repeat steps 3-10.

POST-PROCEDURE TASKS

1. Before removing gloves, dispose of waste materials in a leakproof container
or plastic bag.

2. Place all instruments in 0.5% chlorine solution for 10 minutes
for decontamination.

3. Attach used cannula to MVA syringe and flush both with 0.5%
chlorine solution.

4. Detach cannula from syringe and soak them in 0.5% chlorine solution for
10 minutes for decontamination.

5 Empty POC into utility sink, flushable toilet, latrine or container with
tight-fitting lid.

6. Use antiseptic handrub or wash hands thoroughly with soap and water and
dry with a clean, dry cloth or air dry.

7. Check for bleeding and ensure that cramping has decreased before discharge.

Instruct client regarding PAC and warning signs.

Tell her when to return if follow-up is needed and that she can return anytime
she has concerns.
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(To be completed by Participants)

Rate the performance of each step or task observed using the following rating scale (Write 1, 2 or 3 as the case

may be in the box provided):

1. Needs Improvement: Step or task not performed correctly or out of sequence (if necessary) or is omitted

2. Competently Performed: Step or task performed correctly in proper sequence (if necessary) but participant
does not progress from step to step efficiently

3. Proficiently Performed: Step or task efficiently and precisely performed in the proper sequence (if necessary)

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

1

2

3

4 5

1. Loss of vacuum due to full syringe.

1.1

Close valves, disconnect syringe from the cannula, empty the syringe into
a kidney dish.

1.2

Recharge syringe and reattach it to the cannula and release the pinch
valves to resume aspiration.

2. Loss of vacuum due to aperture of the cannula being withdrawn beyond the
cervical os.

21

Remove the cannula taking care not to contaminate it through contact
with the vaginal wall or other non-sterile surfaces.

2.2 Close the pinch valve of the syringe.

2.3 Detach the syringe from the cannula, empty the syringe, and recharge
the syringe.

2.4 Reinsert the cannula if it has not been contaminated or insert another
sterile cannula if contamination has occurred.

2.5 Reconnect the syringe, release the pinch valve and resume aspiration.

3. Cannula becomes clogged with POC.

31 Remove the syringe and cannula, taking care not to contaminate the
cannula through contact with vaginal wall or non-sterile surface.
3.2 Remove the material from the opening in the cannula using a sterile

forceps or sponge, without contaminating the cannula. Proceed as in
steps 2.2 - 2.5.

4. Bleeding persists after MVA, and uterus is still soft.

41

Repeat steps 12-18 of the MVA procedure.
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(To be used by the Participant for practise and by the Trainer at the end of the course)

Place a “v/" in case box if step/task is performed satisfactorily, an “A" if it is not performed satisfactorily,
or N/O if not observed.

Satisfactory: Performs the step or task according to the standard procedure or guidelines
Unsatisfactory: Unable to perform the step or task according to the standard procedure or guidelines
Not Observed: Step or task not performed by participant during evaluation by trainer

Participant: Date observed:

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

1 2 3 4 5

INITIAL ASSESSMENT

1. Greet woman respectfully and with kindness.

2. Assess client for shock or complications.

3. If any complications are identified, stabilise the client and transfer, if necessary.

MEDICAL EVALUATION

1. Take a reproductive history and perform physical examination
and laboratory tests.

2. Give her information about her condition.

3 Discuss her reproductive goals.

GETTING READY

1. Explain to the woman (and her support person) what is going to be done,
listen to her and respond attentively to her questions and concerns.

2. Provide continual emotional support and reassurance, as feasible.

3. Give paracetamol 500mg by mouth to the woman 30 minutes before
procedure.

4. Ask about allergies to antiseptics and anaesthetics.

Determine that required sterile or high-level disinfected instruments
are present.

6. Ensure that appropriate size cannula and adapters are available.
Check MVA syringe and charge it (establish vacuum).

7. Check that client has recently emptied her bladder and washed her
perineal area.

Put on personal protective equipment.

Use antiseptic handrub or wash hands thoroughly and put on high-level
disinfected or sterile surgical gloves.

10.  Arrange sterile or high-level disinfected instruments on sterile tray or in
high-level disinfected container.

PRE-PROCEDURE TASKS

—_

Explain each step of the procedure prior to performing it.

Perform bi-manual examination.

Insert speculum.

Apply antiseptic to cervix and vagina three times.

ah|w N

Remove any POC and check for cervical tears.
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2. CHECKLIST FOR POST-ABORTION CARE [MANUAL VACUUM ASPIRATION (MVA)] (cont’d)

STEP/TASK CASES

1

2

3

4 5

MVA PROCEDURE

1.

Put single-toothed tenaculum or vulsellum forceps on lower lip of cervix.

2. Administer paracervical block (if necessary).

3. Apply traction on cervix.

4. Dilate the cervix (if needed).

5. Insert the cannula gently through the cervix into the uterine cavity.

6. Attach the prepared syringe to the cannula.

7. Evacuate contents of the uterus.

8. When signs of completion are present, withdraw cannula and MVA syringe.
Empty contents of MVA syringe into a strainer.

o. Remove tenaculum or forceps and speculum.

10.  Perform bi-manual examination.

1. Inspect tissue removed from uterus to ensure complete evacuation.

12.  Insert speculum and check for bleeding.

13.  If uterus is still soft or bleeding persists, repeat steps 5-10.

POST-PROCEDURE TASKS

1.

Before removing gloves, dispose of waste materials in a leakproof container
or plastic bag.

Flush MVA syringe and cannula with 0.5% chlorine solution and submerge in
solution for decontamination.

Remove gloves and discard them in a leakproof container or plastic bag.

Use antiseptic handrub or wash hands thoroughly.

Check for bleeding and ensure cramping has decreased before discharge.

Instruct client regarding PAC.

Nlo o s |w

Discuss reproductive goals and, as appropriate, provide family planning.

SKILL/ACTIVITY PERFORMED SATISFACTORILY

TRAINER GUIDE
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(To be completed by Participants)

Rate the performance of each step or task observed using the following rating scale (Write 1, 2 or 3 as the case

may be in the box provided):

1. Needs Improvement: Step or task not performed correctly or out of sequence (if necessary) or is omitted

2. Competently Performed: Step or task performed correctly in proper sequence (if necessary) but participant
does not progress from step to step efficiently

3. Proficiently Performed: Step or task efficiently and precisely performed in the proper sequence (if necessary)

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

1 2 3 4 5

INITIAL ASSESSMENT

1. Greet the woman respectfully and with kindness.

2. Assess client for allergy to misoprostol or other prostaglandins, shock, ectopic
pregnancy and signs of pelvic infections and or sepsis.

3. If any of theses complications are identified, do not administer misoprostol.

MEDICAL EVALUATION

1. Take a reproductive health history.

2. Perform limited physical (heart, lungs and abdomen) and pelvic examination to
confirm the incomplete abortion status.

3. The crucial clinical findings are an open cervical os and a uterine size less than
12 weeks of gestation.

4, Where available, use ultrasound as an additional diagnostic tool if you cannot
confirm incomplete abortion status by history and clinical exam.

Give the woman information about her condition and what to expect.

Discuss her reproductive goals, as appropriate.

If she has an IUD in place, IUD should be removed before drug administration.

®|~|o|w

Make sure she has no coagulation disorders or is currently taking
anticoagulants.

GETTING READY

1. Explain to the woman (and her support person) what is going to be given to her,
listen to her and respond attentively to her questions and concerns.

2. Provide continual emotional support and reassurance, as feasible.

3. Explain that she may have some side effects.

4. Inform client of the course of treatment which involves a follow-up visit.
REGIMEN
1. A single dose of 600mcg oral. ‘ ‘ ‘ ‘ ‘

COURSE OF TREATMENT

1. Explain the use of misoprostol as well as possible side effects and success rate
to the woman. Explain that surgical intervention may be needed to empty the
uterus for some women.

2. Explain to her that expulsion can occur over several hours to several weeks and
bleeding will most likely be heavy for about three to four days followed by light
bleeding or spotting for several weeks.

3. The woman can take the misoprostol at health facility or at home.
Encourage her to ask any questions or voice any concerns.
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3. LEARNING GUIDE FOR PAC TREATMENT OF INCOMPLETE ABORTION WITH MISOPROSTOL (cont'd)

STEP/TASK CASES

1

2

3

4 5

4.

Routine antibiotic coverage is not necessary and local norms regarding
antibiotic use should be followed if the woman requires antibiotic coverage
based on history or clinical exam.

FOLLOW-UP VISIT IN 7-14 DAYS

1.

Take clinical history and conduct bi-manual exam to see if uterus is firm
and well involuted.

2. Decide surgical completion only on clinical condition of the woman.

3 Surgical intervention not recommended prior to 7 days after treatment unless
medically necessary (i.e., for haemostatic or infection control).

4. Provide contraceptive counselling and a suitable contraceptive method

if desired (See Learning Guide for Post-abortion Family Planning).

EFFECTS AND SIDE EFFECTS

1.

Bleeding: tell her to seek medical help if she soaks more than two extra large
sanitary pads or equivalent per hour for two consecutive hours.

2. Cramping: give analgesia (e.g., paracetamol).

3. Fever and/or chills: advise her to seek medical attention if she has a fever that
persists more than 24 hours after taking misoprostol.

4, Advise her that nausea and vomiting may occur two to six hours after taking
misoprostol and that this usually resolves within six hours.

5 Advise her that she may experience diarrhoea but that it should resolve
within a day.

6. Advise her that she may experience a skin rash and that it should resolve

within several hours.
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(To be used by the Participant for practise and by the Trainer at the end of the course)
Place a “v" in case box if step/task is performed satisfactorily, an “ X" if it is not performed satisfactorily,
or N/O if not observed.

Satisfactory: Performs the step or task according to the standard procedure or guidelines
Unsatisfactory: Unable to perform the step or task according to the standard procedure or guidelines
Not Observed: Step or task not performed by participant during evaluation by trainer

Participant: Date observed:

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

1 2 3 4 5

INITIAL ASSESSMENT

1. Greet the woman respectfully and with kindness.

2. Assess client for allergy to misoprostol or other prostaglandins, shock,
ectopic pregnancy and signs of pelvic infections and/or sepsis.

3. If any of theses complications are identified, do not administer misoprostol.
MEDICAL EVALUATION
1. Take a reproductive health history.

2. Perform limited physical (heart, lungs and abdomen) and pelvic examination
to confirm the incomplete abortion status.

3. The crucial clinical findings are an open cervical os and a uterine size less than
12 weeks of gestation.

4, Where available, use ultrasound as an additional diagnostic tool if you cannot
confirm incomplete abortion status by history and clinical exam.

Give the woman information about her condition and what to expect.

Discuss her reproductive goals, as appropriate.

If she has an IUD in place, IUD should be removed before drug administration.

®|[~|o|w

Make sure she has no coagulation disorders or is currently taking
anticoagulants.

GETTING READY

1. Explain to the woman (and her support person) what is going to be given to her,
listen to her and respond attentively to her questions and concerns.

2. Provide continual emotional support and reassurance, as feasible.

3. Explain that she may have some side effects.

4. Inform client of the course of treatment which involves a follow-up visit.

REGIMEN

1. A single dose of 600mcg oral. ‘ ‘ ‘ ‘ ‘
COURSE OF TREATMENT

1. Explain the use of misoprostol as well as possible side effects and success rate
to the woman. Explain that surgical intervention may be needed to empty the
uterus for some women.

2. Explain to her that expulsion can occur over several hours to several weeks and
bleeding will most likely be heavy for about three to four days followed by light
bleeding or spotting for several weeks.
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3. CHECKLIST FOR PAC TREATMENT OF INCOMPLETE ABORTION WITH MISOPROSTOL (cont’'d)

STEP/TASK CASES

antibiotic use should be followed if the woman requires antibiotic coverage
based on history or clinical exam.

1 2 3 4 5
3. The woman can take the misoprostol at health facility or at home.
Encourage her to ask any questions or voice any concerns.
4. Routine antibiotic coverage is not necessary and local norms regarding

FOLLOW-UP VISIT IN 7-14 DAYS

1.

Take clinical history and conduct bi-manual exam to see if uterus is firm
and well involuted.

2. Decide surgical completion only on clinical condition of the woman.

3. Surgical intervention not recommended prior to 7 days after treatment
unless medically necessary (i.e., for haemostatic or infection control).

4. Provide contraceptive counselling and a suitable contraceptive method if

desired (See Learning Guide for Post-abortion Family Planning).

EFFECTS AND SIDE EFFECTS

1.

Bleeding: tell her to seek medical help if she soaks more than two extra
large sanitary pads or equivalent per hour for two consecutive hours.

2. Cramping: give analgesia (e.g., paracetamol).

3. Fever and/or chills: advise her to seek medical attention if she has a fever
that persists more than 24 hours after taking misoprostol.

4. Advise her that nausea and vomiting may occur two to six hours after taking
misoprostol and that this usually resolves within six hours.

5 Advise her that she may experience diarrhoea but that it should resolve
within a day.

6. Advise her that she may experience a skin rash and that it should resolve

within several hours.

SKILL/ACTIVITY PERFORMED SATISFACTORILY
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(To be completed by Participants)

Rate the performance of each step or task observed using the following rating scale (Write 1, 2 or 3 as the case
may be in the box provided):

1. Needs Improvement: Step or task not performed correctly or out of sequence (if necessary) or is omitted

2. Competently Performed: Step or task performed correctly in proper sequence (if necessary) but participant
does not progress from step to step efficiently

3. Proficiently Performed: Step or task efficiently and precisely performed in the proper sequence (if necessary)

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

1 2 3 4 5

INITIAL INTERVIEW

1. Greet the woman respectfully and with kindness.

2. Assess whether counselling is appropriate at this time (if not, arrange for her
to be counselled at another time and be sure she understands that she can
become pregnant before her next menses).

Assure necessary privacy.

4. Ask if she was using contraception before she became pregnant.
If she was, find out if she:

m Used the method correctly

m Discontinued use

® Had any trouble using the method

B Has any concerns about the method.

5. Discuss fertility preferences and desire to get pregnant soon or delay/limit
future pregnancy.

6. Make sure that the woman does not have a medical condition that
would contraindicate the use of a particular method
(see Family Planning: A Global Handbook for Providers).

Provide general information about family planning.

8. Provide the woman with information about the contraceptive choices available
and the benefits and limitations of each:

® Show where and how each is used.

® Explain how the method works and its effectiveness.

® Explain possible side effects and other health problems.

® Explain the common side effects.

o. Discuss the woman's needs, concerns and fears in a thorough
and sympathetic manner.

10.  Help the woman begin to choose an appropriate method.

1. Explain potential side effects and make sure that each is fully understood.

12.  Perform further evaluation (physical examination), if indicated.
(Non-medical counsellors must refer woman for further evaluation.)

13.  Discuss what to do if the woman experiences any side effects or problems.

14.  Provide follow-up visit instructions.

15.  Assure woman she can return to the same clinic at any time to receive
advice or medical attention.

16.  Ask the woman to repeat instructions.

17.  Answer the woman's questions.
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(To be used by the Participant for practise and by the Trainer at the end of the course)

Place a v in case box if step/task is performed satisfactorily, an “A" if it is not performed satisfactorily,
or N/O if not observed.

Satisfactory: Performs the step or task according to the standard procedure or guidelines
Unsatisfactory: Unable to perform the step or task according to the standard procedure or guidelines
Not Observed: Step or task not performed by participant during evaluation by trainer

Participant:

(Many of the following steps/tasks should be performed simultaneously)

STEP/TASK CASES

Date observed:

1 2 3 4 5

INITIAL INTERVIEW

1. Greet woman respectfully and with kindness.

2. Assess whether counselling is appropriate at this time (if not, arrange for
counselling at another time).
Assure necessary privacy.

4. Discuss fertility preferences and desire to get pregnant soon or delay/limit
future pregnancy.

5. Ask about her previous experience with contraception. Provide general
information about family planning.

6. Give the woman information about the contraceptive choices available
and the benefits and limitations of each.

7. Discuss woman's needs, concerns and fears. Help her begin to choose an
appropriate method.

8. Perform physical examination, if indicated. (Non-medical counsellors must
refer woman for further evaluation.)

o. Discuss what to do if the woman experiences any side effects or problems.

10.  Provide follow-up visit instructions and assure woman that she can return
to the same clinic at any time.

1. Ask the woman to repeat instructions and answer any questions.

SKILL/ACTIVITY PERFORMED SATISFACTORILY
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CASE STUDY T1:

Maria is a refugee staying with her mother in a camp.
Her mother brings her to the clinic with a history of
heavy menstrual flow. You assess her and make a
diagnosis of incomplete abortion.

ANSWER KEY

Assessment (history, physical examination,
screening procedures/laboratory tests)

1. What do you include in your initial assessment
of Maria?

= Greet Maria respectfully and with kindness.

= Explain to her and her mother that you need
to see her in private and that her mother should
wait in the waiting area.

= Explain what is to be done and listen to her
carefully. In addition, answer her questions
in a calm and reassuring manner.

= Conduct a rapid initial assessment to determine
if she is in shock and in need of emergency
treatment/resuscitation. The initial assessment
also includes rapid observation of consciousness/
convulsions, temperature, the amount of bleeding
by checking on the sanitary pads she is using.

= Ask whether she passed clots.

Post-Abortion Care

CASE
STUDIES

2. What particular aspects of Maria's physical
examination will help you make a diagnosis or
identify her problems/needs? Why?

= Perform an abdominal examination to check for any
mass arising from the pelvis to determine if she had
fibroids which may cause heavy vaginal bleeding.

= Perform a gentle bi-manual examination to check if
the cervical os is opened.

Diagnosis (identification of problems/needs)
When you examine Maria, you find the following:

= Temperature is 36.8°C. Her pulse rate is 72 beats
per minute. She is not pale. The abdomen is not
tender. There is no mass palpable on the abdomen.
She has moderate vaginal bleeding. The cervical os
is opened. Uterus is bulky and about eight weeks.

= Maria does not want her mother to know that she
is pregnant.

3. Which of the above findings help you diagnose
Maria to be having incomplete abortion? Why?

Maria's symptoms and signs (vaginal bleeding,
opened cervix, POC felt at the cervical os, bulky
uterus) are consistent with incomplete abortion.




Care provision (planning and intervention)

4. Based on your diagnosis (problem/need

identification), what is your plan of care
for Maria? Why?

Explain the options available to her (expectant
management, medical evacuation with misoprostol
or MVA).

Explain what to expect with each and help her to
decide, bearing in mind that she does not want
her mother to know that she is pregnant.

Benefits of expectant management:
No intervention. No need for further medical
attention if evacuation completes.

Consideration: Bleeding may continue for some
time; may require intervention due to incomplete
abortion; sense of uncertainty.

Benefits of medical evacuation: No surgical
intervention; completion rate of >90%

Considerations: side effects, low risk that she will
need to return for MVA.

Benefits of MVA: quick, minimal bleeding,
highly effective.

Considerations: invasive procedure, low risk of
complications including infection.

Once you have helped Maria decide the best plan of
care for her, provide her with appropriate treatment.

5. What instructions will you give Maria

before discharge?

She should avoid intercourse until the bleeding
has stopped.

Provide family planning counselling and provide
any method she has decided upon.

Provide counselling on sexually
transmitted infections.

Give analgesics.

If MVA performed, give prophylactic antibiotics
(e.g., doxycycline 100mg for five days).

She should return for check-up if she notices
the following:

Foul-smelling discharge, chills, continued
significant bleeding for more than seven days.
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Caroline is 24 years old and lives alone. She presents
with a history of feeling dizzy after bleeding for four
days. On examination, you find her to be pale, weak and
having heavy vaginal bleeding.

ANSWER KEY

Assessment (history, physical examination,
screening procedures/laboratory tests)

1. What do you include in your initial assessment?
Why?
Greet Caroline respectfully and with kindness.

Explain what is going to be done and listen
carefully and answer her questions in a calm
and reassuring manner.

Rapid initial assessment to check for the following
signs to determine if she is in shock: pulse >110;
systolic blood pressure less than 90, pallor;
sweatiness; clammy skin; confusion; severity of
vaginal bleeding assessed by checking on use of
sanitary pads.

2. What particular aspects of Caroline's physical
examination will help you make a diagnosis of
incomplete abortion?

Perform quick general exam to assess the degree
of pallor by looking at the conjunctiva, tongue
and palms.

Take pulse and blood pressure.

Perform a gentle bi-manual examination to check
for cervical os opening, POC at the os and the size
of the uterus.

Diagnosis (identification of problems/needs)
On your examination of Caroline and history taking, you
find the following:

Temperature 37°C; pulse rate 120 beats per minute
and weak; blood pressure 80/50mmHg; she is pale.

On vaginal examination, the cervix was opened,
pulse was felt, and uterus was bulky and about
12 weeks in size.

You diagnose incomplete abortion with shock.

3. What symptoms and signs help you to arrive at
the diagnosis?
Dizziness, feeling weak, pallor, pulse 120 beats per
minute and weak, sweaty, clammy skin, opened
cervix, pus at the os, bulky uterus are consistent
with incomplete abortion in shock.

Post-Abortion Care

Care provision (planning and intervention)

4. Based on your diagnosis (problem/need
identification), what is your plan of care
for Caroline? Why?

Caroline should be treated for shock immediately
and uterus evacuated by MVA.

Medical evacuation is not appropriate because of
her unstable haemodynamic status.

Position her on her side.
Ensure that her airway is open.

Give her oxygen at 6-8 | per minute by mask
or cannula.

Keep her warm.
Elevate her legs.
Monitor pulse, blood pressure, respiration.

Give IV fluids using a large bore needle for rapid
infusion of fluids (1L of normal saline or Ringer's
lactate in 15-20 minutes).

Monitor her fluid intake and output. If available,
insert urinary catheter.

If blood transfusion available, take blood for typing
and cross match and make blood available for
transfusion if required. If blood transfusion not
available, arrange for referral.

Perform MVA.

Explain throughout the procedure what is
happening and what will be done next.



Amina is 32 years old. She comes to the clinic with a
five-day history of vaginal bleeding after amenorrhoea
of eight weeks. You find her to be febrile with tender
uterus. On vaginal examination, you find foul-smelling
products of conception (POC).

ANSWER KEY

Assessment (history, physical examination,
screening procedures/laboratory tests)

1. What will you include in your initial assessment
of Amina?

Greet Amina respectfully and with kindness.

Explain what is going to be done and listen to her
carefully. In addition, answer her questions in a
calm and reassuring manner.

Conduct a rapid initial assessment to check for
the following signs to determine if she is in shock:
pallor; pulse >10; systolic blood pressure less than
90mmm Hg; sweatiness or cold; clammy skin;
rapid breathing; temperature; rapid observation
of consciousness.

2. Which particular findings on physical examination
will help you make a diagnosis or identify her
problems/needs? Why?

Fever, tender uterus, foul-smelling POC on
vaginal examination

Diagnosis (identification of problems/needs)
3. Based on these findings, what is Amina’s
diagnosis (problem/need)? Why?

Amina's symptoms and signs (amenorrhoea of
eight weeks, vaginal bleeding, fever, tender
uterus, foul-smelling POC) all are consistent
with septic abortion

Care provision (planning and intervention)

4. Based on your diagnosis (problem/need
identification), what is your plan of care
for Amina? Why?

Amina should be treated by MVA under cover of
antibiotics and not by medication evacuation

Give her IV broad spectrum antibiotics.

Proceed with MVA.

Evaluation
Amina underwent MVA successfully. She does not want
to conceive until after five years.

5. Based on these findings, what is your continuing
plan of care for Amina? Why?

Provide family planning counselling and provide a
method of family planning as appropriate.

Inform her that fertility can return within 10 days
hence the importance of starting a family planning
method immediately.

Advise her to refrain from intercourse until the
bleeding has stopped.

Inform her to come back if she has fever or
continuous significant bleeding for more than
seven days.

Provide oral broad spectrum antibiotics
and analgesics.
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TIPS FOR TRAINERS
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BEING AN EFFECTIVE
CLINICAL TRAINER

Health professionals conducting clinical training
courses are continually changing roles. They are
trainers or instructors when presenting illustrated
lectures and giving classroom demonstrations. They
act as facilitators when conducting small group
discussions and using role-plays, case studies and
clinical simulations. Once they have demonstrated

a clinical procedure, they then shift to the role of
coach as participants begin practising.

CHARACTERISTICS OF AN
EFFECTIVE TRAINER AND COACH

Coaching is a training technigue in which the
clinical trainer:

= describes the skills and client interactions that the
participant is expected to learn

= demonstrates (models) the skill in a clear and
effective manner using learning aids such as slide
sets, videotapes and anatomic models

= provides detailed, specific feedback to participants
as they practise the skills and client interactions
using the anatomic model and actual instruments
in a simulated clinical setting and as they provide
services to clients.

An effective clinical trainer:

= s proficient in the skills to be taught

= encourages participants in learning new skills
= promotes open (two-way) communication

= provides immediate feedback:

o informs participants whether they are meeting
the objectives

o does not allow a skill or activity to be
performed incorrectly

TIPS for TRAINERS

o gives positive feedback as often as possible
o avoids negative feedback and instead offers
specific suggestions for improvement.
Is able to receive feedback:
= asks for it. Find clinical trainers who will be direct
with you. Ask them to be specific and descriptive.

= directs it. If you need information to answer a
question or pursue a learning goal, ask for it.

= accepts it. Do not defend or justify your behaviour.
Listen to what people have to say and thank them.
Use what is helpful; quietly discard the rest.

= recognises that training can be stressful and knows

how to requlate participant as well as trainer stress:

= uses appropriate humour

= observes participants and watches for signs of stress
= provides for reqgular breaks

= provides for changes in the training routine

= focuses on participant success as opposed to failure.

The characteristics of an effective coach are the same as
those of an effective clinical trainer. Additional charac-
teristics especially important for the coach include:

= being patient and supportive

= providing praise and positive reinforcement

= correcting participant errors while maintaining
participant self-esteem

= listening and observing.
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The process of learning a clinical skill within the
coaching process has three basic phases: demonstra-
tion, practise and evaluation. These three phases can
be broken down further into the following steps:

first, during interactive classroom presentations,
explaining the skill or activity to be learned

next, using a videotape or slide set, showing the
skill or activity to be learned

following this, demonstrating the skill or activity
using an anatomic model (if appropriate), role-play
(e.g., counselling demonstration) or clinical simulation

then, allowing the participants to practise the
demonstrated skill or activity with an anatomic
model or in a simulated environment (e.g., role-play,
clinical simulation) as the trainer functions as a coach

after this, reviewing the practise session and giving
constructive feedback

after adequate practise, assessing each
participant’s performance of the skill or activity
on models or in a simulated situation, using the
competency-based checklist

after competence is gained with models or practise
in a simulated situation, having participants begin
to practise the skill or activity with clients under a
clinical trainer's guidance

finally, evaluating the participant's ability to perform
the skill according to the standardised procedure as
outlined in the competency-based checklist.

During initial skill acquisition, the trainer demonstrates
the skill as the participant observes. As the participant
practises the skill, the trainer functions as a coach and
observes and assesses performance. When demonstrating
skill competency, the participant is now the person
performing the skill as the trainer evaluates performance.
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A successful training course does not come about by
accident, but rather through careful planning. This
planning takes thought, time, preparation and often
some study on the part of the clinical trainer. The
trainer is responsible for ensuring that the course is
carried out essentially as it was designed. The trainer
must ensure that the clinical development sessions,
which are an integral part of a clinical skills course, as
well as the classroom sessions, are conducted appropri-
ately. In addition to taking responsibility for the
organisation of the course in general, the trainer must
also be able to give presentations and demonstrations
and lead other course activities, all of which require
prior planning. Well-planned and executed classroom
and clinical sessions will help to create a positive
learning environment.

To prepare for the course, the following steps
are recommended:

review the course syllabus, including the course
description, goals, learning methods, training
materials, methods of evaluation, course duration
and suggested course composition

review the course schedule

study the course outline. The course outline
provides detailed suggestions regarding the
teaching of each objective and the facilitation of
each activity. Based on suggestions in the course
outline and the trainer’'s own ideas, the trainer will
gather the necessary equipment, supplies and
materials. The trainer should also compare time
estimates in the course outline to the schedule to
ensure that sufficient time has been allotted for all
sessions and activities

read and study the reference manual to ensure
complete familiarity with the content to be
presented during the course

review the pre- and mid-course questionnaires
and make copies of the questionnaires, matrix and
answer sheets if needed

check all audiovisual equipment (e.qg., overhead
projector, video player, flipchart stand).



check all anatomic models (e.g., Are they clean and
in good condition? Are all parts in place?).

practise all clinical procedures using the
anatomic model(s) and the learning guides and
checklists found in the trainer guide and
participant guide

obtain information about the participants who will
be attending the course. It is important for the
clinical trainer to know basic information about
participants such as:

the experience and educational background of
the participants. The clinical trainer should
attempt to gather as much information about
participants as possible before training. If this is
not possible, the trainer should inquire about
their backgrounds and expectations during the
first day of the course

the types of clinical activities the participants will
perform in their daily work after training. Knowing
the exact nature of the work that participants will
perform after training is critical for the clinical
trainer. The trainer must use appropriate,
job-specific examples throughout the course so
that participants can draw connections between
what is being taught and what they will need to
do. This is an excellent way to reinforce the
importance of what is being learned.

Prepare the classroom and ensure:

tables arranged in a U-shape or other formation
that will allow as many of the participants as
possible to see one another and the trainer (this
may be difficult in a lecture hall where chairs are
attached to the floor)

a table in the front of the room where the trainers
can place their course materials

space for audiovisual equipment (e.g., flipchart,

screen, overhead projector, video player, monitor); the
trainer should make sure that participants will be able
to see the projection screen and other audiovisuals

space for participants to work in small groups

(i.e., either arrange chairs in small circles or work
around the tables), unless separate breakout rooms
(see below) are available

space to set up simulated clinics (e.qg., for activities
with anatomic models or counselling practise)

breakout rooms for small group work (e.g., case
studies, role-plays, clinical simulations, problem-
solving activities) are available if necessary, and are
set up with tables, chairs and any materials that the
participants will need

the room is properly heated or cooled and ventilated

the lighting is adequate, and the room can be
darkened enough to show audiovisuals and still
permit participants to take notes or follow along in
their learning materials

there will be adequate electric power throughout
the course, and contingency plans have been made
in case the power fails

furniture such as tables, chairs and desks is
available. The chairs are comfortable and
tablecloths are available

there is a writing board with chalk or marking pens,
as well as an information board available for
posting notes and messages for participants

there is audiovisual equipment in working order,
with spare parts such as bulbs readily available.
The video monitor is large enough so that all
participants can see it well. Sufficient electrical
connections, and extension cords, electrical
adaptors and power strips (multi-plugs) are
available, if necessary

there are toilet facilities that are
adequately maintained

telephones are accessible and in working order, and
emergency messages can be taken.

Establishing a positive learning environment depends
on understanding how adults learn. The clinical trainer
must have a clear understanding of what the partici-
pants need and expect, and the participants must have
a clear understanding of why they are there. Adults who
attend courses to acquire new knowledge, attitudes and
skills share the characteristics described below:

they require learning to be relevant. The clinical
trainer should offer participants learning
experiences that relate directly to their current or
future job responsibilities. At the beginning of the
course, the objectives should be stated clearly and
linked to job performance. The clinical trainer should
take time to explain how each learning experience
relates to the successful accomplishment of the
course objectives

they are highly motivated if they believe learning
is relevant. People bring high levels of motivation
and interest to learning. Motivation can be
increased and channelled by the clinical trainer
who provides clear learning goals and objectives.
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To make the best use of a high level of participant
interest, the clinical trainer should explore ways to
incorporate the needs of each participant into the
learning sessions. This means that the trainer
needs to know quite a bit about the participants,
either from studying background information about
them or by allowing participants to talk early in the
course about their experience and learning needs

they need to participate and be actively involved
in the learning process

few individuals prefer just to sit back and listen. The
effective clinical trainer will design learning
experiences that actively involve the participants
in the training process

they want to provide input regarding schedules,
activities and other events

they need to question and receive feedback.
they enjoy:
brainstorming and discussions
hands-on work
group and individual projects
classroom activities
a variety of learning experiences.
The clinical trainer should use a variety of learning
methods including:
audiovisual aids
illustrated lectures
demonstrations
brainstorming
small group activities
group discussions, including role-plays, case studies

and clinical simulations.

Participants desire positive feedback They need to
know how they are doing, particularly in light of the
objectives and expectations of the course. Is their
progress in learning clinical skills meeting the trainer’s
expectations? Is their level of clinical performance
meeting the standards established for the procedure?
Positive feedback provides this information. Learning
experiences should be designed to move from the
known to the unknown, or from simple activities to
more complex ones. This progression provides positive
experiences and feedback for the participant. To
maintain positive feedback, the clinical trainer can:
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give verbal praise either in front of other
participants or in private

use positive responses during questioning

recognise appropriate skills while coaching in a
clinical setting

let the participants know how they are progressing
towards achieving learning objectives.

Participants have personal concerns. The clinical
trainer must recognise that many participants fear
failure and embarrassment in front of their colleagues.
Participants often have concerns about their ability to:

fit in with the other participants
get along with the trainer
understand the content of the training

perform the skills being taught.

Participants need an atmosphere of safety. The clinical
trainer should open the course with an introductory
activity that will help participants feel at ease. The
course should communicate an atmosphere of safety
so that participants do not judge one another or
themselves. For example, a good introductory activity
is one that acquaints participants with one another
and helps them to associate the names of the other
participants with their faces. Such an activity can be
followed by learning experiences that support and
encourage the participants.

People want to be treated as individuals, each of whom
has a unique background, experience and learning
needs. A person's past experiences is a good foundation
upon which the clinical trainer can base new learning.
To help ensure that participants feel like individuals, the
clinical trainer should:

use participant names as often as possible
involve all participants as often as possible
treat participants with respect

allow participants to share information with others
during classroom and clinical instruction.

Participants need to maintain high self-esteem to deal
with the demands of a clinical training course. Often the
clinical methods used in training are different from
clinical practises used in the participants’ clinics. It is
essential that the clinical trainer show respect for the
participants, no matter what practices and beliefs they
hold to be correct, and continually support and chal-
lenge them. This requires the trainer to:



reinforce those practices and beliefs embodied in
the course content

provide corrective feedback when needed, in a way
that the participants can accept and use with
confidence and satisfaction

provide training that adds to, rather than subtracts
from, their sense of competence and self-esteem

recognise participants’ own career accomplishments.

People attending courses tend to set high expectations
both for the trainers and for themselves. Getting to
know their clinical trainers is a real and important need.
Clinical trainers should be prepared to talk modestly,
and within limits, about themselves, their abilities and
their backgrounds. All participants have personal needs
during training. Taking timely breaks and providing the
best possible ventilation, proper lighting and an
environment as free from distraction as possible can
help to reduce tension and contribute to a positive
learning atmosphere.

It is also important to use effective presentation skills.
Establishing and maintaining a positive learning
environment during training depends on how the
clinical trainer delivers information because the trainer
sets the tone for the course. In any course, how
something is said may be just as important as what is
said. Some common techniques for effective presenta-
tions are listed below:

follow a plan and use trainer’s notes, which include
the session objectives, introduction, body, activity,
audiovisual reminders, summary and evaluation

communicate in a way that is easy to understand.
Many participants will be unfamiliar with the terms,
jargon and acronyms of a new subject. The clinical
trainer should use familiar words and expressions,
explain new language and attempt to relate to the
participants during the presentation

maintain eye contact with participants. Use eye
contact to “read” faces. This is an excellent technique
for establishing rapport and getting feedback on how
well participants understand the content

project your voice so that those in the back of the
room can hear clearly. Vary volume, voice pitch,
tone and inflection to maintain participants’
attention. Avoid using a monotone voice, which

is guaranteed to put participants to sleep!

avoid the use of slang or repetitive words, phrases
or gestures that may become distracting with
extended use

display enthusiasm about the topic and its
importance. Smile, move with energy and interact
with participants. The trainer's enthusiasm and
excitement are contagious and directly affect the
morale of the participants

move around the room. Moving around the room
helps ensure that the trainer is close to each
participant at some time during the session.
Participants are encouraged to interact when the
clinical trainer moves towards them and maintains
eye contact

use appropriate audiovisual aids during the
presentation to reinforce key content or help
simplify complex concepts

be sure to ask both simple and more
challenging questions

provide positive feedback to participants during
the presentation

use participants’' names as often as possible. This
will foster a positive learning climate and help keep
the participants focused on the presenter

display a positive use of humour related to the
topic (e.g., humourous stories, cartoons on
transparency or flipchart, cartoons for which
participants are asked to create captions)

provide smooth transitions between topics.
Within a given presentation, a number of separate
yet related topics may be discussed. When shifts
between topics are abrupt, participants may
become confused and lose sight of how the
different topics fit together in the bigger picture.
Before moving on to the next topic, the clinical
trainer can ensure that the transition from one
topic to the next is smooth by:

providing a brief summary

asking a series of questions

relating content to practice

using an application exercise (case study,

role-play, etc.).

be an effective role model. The clinical trainer
should be a positive role model in appearance
(appropriate dress) and attitude (enthusiasm for
the course), and by beginning and ending the
session at the scheduled times.
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Every presentation (training session) should begin with
an introduction to capture participant interest and
prepare the participant for learning. After the introduc-
tion, the clinical trainer may deliver content using an
illustrated lecture, demonstration, small group
activity or other learning activity. Throughout the
presentation, questioning techniques can be used to
encourage interaction and maintain participant interest.
Finally, the clinical trainer should conclude the presen-
tation with a summary of the key points or steps.

Introducing presentations

The first few minutes of any presentation are critical.
Participants may be thinking about other matters,
wondering what the session will be like, or have little
interest in the topic. The introduction should:

capture the interest of the entire group and prepare
participants for the information to follow

make participants aware of the trainer's
expectations

help foster a positive learning climate.

The clinical trainer can select from a number of
techniques to provide variety and ensure that partici-
pants are not bored. Many introductory techniques are
available, including:

reviewing the session objectives. Introducing the
topic by a simple restatement of the objectives
keeps the participant aware of what is expected
of him/her

asking a series of questions about the topic.

The effective clinical trainer will recognise when
participants have prior knowledge concerning the
course content and encourage their contributions.
The trainer can ask a few key questions, allow
participants to respond, discuss answers and
comments, and then move into the body of

the presentation

relating the topic to previously covered content.
When a number of sessions are required to cover
one subject, relate each session to previously
covered content. This ensures that participants
understand the continuity of the sessions and how
each relates to the overall topic. Where possible,
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link topics so that the concluding review or
summary of one presentation can introduce the
next topic

sharing a personal experience. There are times
when the clinical trainer can share a personal
experience to create interest, emphasise a point or
make a topic more job-related. Participants enjoy
hearing these stories as long as they relate to the
topic and are used only when appropriate

relating the topic to real-life experiences. Many
training topics can be related to situations most
participants have experienced. This technique not
only catches the participants’ attention, but also
facilitates learning because people learn best by
“anchoring” new information to known material.
The experience may be from the everyday world or
relate to a specific process or piece of equipment

using a case study, clinical simulation or other
problem-solving activity. Problem-solving activities
focus attention on a specific situation related to the
training topic. Working in small groups generally
increases interest in the topic

using videotape or other audiovisual aid. Use of
appropriate audiovisuals can be stimulating and
generate interest in a topic

giving a classroom demonstration. Most clinical
training courses involve equipment, instruments
and techniques that lend themselves to
demonstrations, which generally increase
participant interest

using a game, role-play or simulation. Games,
role-plays and simulations generate tremendous
interest through direct participant involvement and
therefore are useful for introducing topics
relating the topic to future work experiences.
Participants’ interest in a topic will increase when
they see a relationship between training and their
work. The clinical trainer may capitalise on this by
relating objectives, content and activities of the
course to real work situations.

Using questioning techniques

Questions can be used at anytime to:
introduce a topic
increase the effectiveness of the illustrated lecture
promote brainstorming

supplement the discussion process.



Use a variety of questioning techniques to maintain
interest and avoid a repetitive style:

ask a question of the entire group. The advantage
of this technique is that those who wish to
volunteer may do so; however, some participants
may dominate while others may not participate

target the question to a specific participant by
using his/her name prior to asking the question.
The participant is aware that a question is coming,
can concentrate on the question, and respond
accordingly. The disadvantage is that once a
specific participant is targeted, other participants
may not concentrate on the question

state the question, pause and then direct the
guestion to a specific participant. All participants
must listen to the question in the event that they
are asked to respond. The primary disadvantage is
that the participant receiving the question may be
caught off guard and have to ask the trainer to
repeat the question.

The key in asking questions is to avoid a pattern.
The skilled clinical trainer uses all three of the above
techniques to provide variety and maintain the
participants' attention. Other techniques follow:

use participants’ names during questioning. This is
a powerful motivator and also helps ensure that all
participants are involved

repeat a participant's correct response. This
provides positive reinforcement to the participant
and ensures that the rest of the group heard

the response

provide positive reinforcement for correct
responses to keep the participant involved in the
topic. Positive reinforcement may take the form of
praise, displaying a participant’'s work, using a
participant as an assistant or using positive facial
expressions, nods or other nonverbal actions

when a participant's response is partially correct,
the clinical trainer should reward the correct
portion and then improve the incorrect portion or
redirect a related question to that participant or to
another participant

when a participant’s response is incorrect, the
clinical trainer should make a non-critical response
and restate the question to lead the participant to
the correct response

when a participant makes no attempt to respond,
the clinical trainer may wish to follow the above
procedure or redirect the question to another

participant. Come back to the first participant after
receiving the desired response and involve him/her
in the discussion

when participants ask questions, the clinical
trainer must determine an appropriate response by
drawing upon personal experience and weighing the
individual's needs against those of the group. If the
question addresses a topic that is relevant but has
not been previously discussed, the clinical trainer
can either:

answer the question and move on

respond with another question, thereby
beginning a discussion about the topic.

Summarising presentations

A summary is used to reinforce the content of a
presentation and provide a review of its main points.
The summary should:

be brief
draw together the main points

involve the participants.

Many summary techniques are available to the
clinical trainer:

asking the participants for questions provides
them with the opportunity to clarify their
understanding of the instructional content. This
may result in a lively discussion focusing on those
areas that seem to be the most troublesome

asking the participants questions that focus on
major points of the presentation

administering a practise exercise or test provides
participants with the opportunity to demonstrate
their understanding of the material. After the
exercise or test, use the questions as the basis for
a discussion by asking for correct answers and
explaining why each answer is correct

using a game to review main points provides some
variety, when time permits. One popular game is to
divide participants into two teams, give each team
time to develop review questions, and then allow
each team to ask questions of the other. The clinical
trainer serves as moderator by judging the
acceptability of questions, clarifying answers and
keeping a record of team scores. This game can be
highly motivational and serve as an excellent
summary at the same time.
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The group discussion is a learning method in which
participants develop most of the ideas, thoughts,
guestions and answers. The clinical trainer typically
serves as the facilitator and quides the participants as
the discussion develops.

Group discussion is useful:

at the conclusion of a presentation
after viewing a videotape

following a clinical demonstration or skills
practise session

after reviewing a case study or clinical simulation
after a role-play

any other time when participants have prior
knowledge or experience related to the topic.

Attempting to conduct a group discussion when
participants have limited knowledge or experience with
the topic often will result in little or no interaction and
thus an ineffective discussion. When participants are
familiar with the topic, the ensuing discussion is likely
to arouse participant interest, stimulate thinking and
encourage active participation. This interaction affords
the facilitator an opportunity to:

provide positive feedback

stress key points

develop critical thinking skills
create a positive learning climate.

The facilitator must consider a number of factors when
selecting group discussion as the learning strategy:

discussions involving more than 15 to 20 participants
may be difficult both to lead and may not give each
participant an opportunity to participate

discussion requires more time than an illustrated
lecture because of extensive interaction among
the participants

a poorly directed discussion may move off target
and never reach the objectives established by
the facilitator

if control is not maintained, a few participants may
dominate the discussion while others lose interest.
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In addition to a group discussion that focuses on the
session objectives, there are two other types of
discussions that may be used in a training situation:

general discussion that addresses participant
guestions about a learning event (e.g., why one type
of episiotomy is preferred over another)

panel discussion in which a moderator conducts a
question and answer session between panel
members and participants.

Follow these key points to ensure successful
group discussion:

arrange seating to encourage interaction
(e.g., tables and chairs set up in a U-shape

or a square or circle so that participants face
each other)

state the topic as part of the introduction

shift the conversation from the facilitator to the
participants.

act as a referee and intercede only when necessary
Example:

"It is obvious that Alain and llka are taking two
sides in this discussion. Alain, let me see if | can
clarify your position. You seem to feel that...."

summarise the key points of the discussion
periodically

Example:

“Let's stop here for a minute and summarise the
main points of our discussion.”

ensure that the discussion stays on the topic

use the contributions of each participant and
provide positive reinforcement

Example:

“That is an excellent point, Rosminah. Thank you
for sharing that with the group.”

minimise arguments among participants
encourage all participants to get involved

ensure that no one participant dominates
the discussion

conclude the discussion with a summary of the
main ideas. The facilitator must relate the summary
to the objective presented during the introduction.



Brainstorming is a learning strategy that stimulates
thought and creativity and is often used in conjunction
with group discussions. The primary purpose of
brainstorming is to generate a list of ideas, thoughts

or alternative solutions that focus on a specific topic
or problem. This list may be used as the introduction
to a topic or form the basis of a group discussion.
Brainstorming requires that participants have some
background related to the topic.

The following guidelines will facilitate the use
of brainstorming:

establish ground rules

Example:

“During this brainstorming session we will be
following two basic rules. All ideas will be accepted
and Alain will write them on the flipchart. Also, at
no time will we discuss or criticise any idea. Later,
after we have our list of suggestions, we will go
back and discuss each one. Are there any
questions? If not. . ."

announce the topic or problem

Example:

“During the next few minutes we will be brain-
storming and will follow our usual rules. Our topic
today is ‘Indications for Caesarean section.’

| would like each of you to think of at least one
indication. Maria will write these on the board so
that we can discuss them later. Who would like to
be first? Yes, llka.. . ."

maintain a written record of the ideas and
suggestions on a flipchart or writing board. This will
prevent repetition and keep participants focused on
the topic. In addition, this written record is useful
when it is time to discuss each item

involve the participants and provide positive
feedback in order to encourage more input

review written ideas and suggestions periodically
to stimulate additional ideas

conclude brainstorming by reviewing all
of the suggestions and clarifying those that
are acceptable.

There are many times during training that the participants
will be divided into several small groups, which usually
consist of four to six participants. Examples of small
group activities include:

reacting to a case study, which may be presented
in writing, orally by the clinical trainer or introduced
through videotape or slides

preparing a role-play within the small group and
presenting it to the entire group as a whole

dealing with a clinical situation/scenario, such as
in a clinical simulation, that has been presented by
the clinical trainer or another participant

practising a skill that has been demonstrated by
the clinical trainer using anatomic models.

Small group activities offer many advantages including:

providing participants an opportunity to learn from
each other

involving all participants

creating a sense of teamwork among members as
they get to know each other

providing for a variety of viewpoints.

When small group activities are being conducted, it is
important that participants are not in the same group
every time. Different ways the clinical trainer can create
small groups include:

assigning participants to groups

asking participants to count off "1, 2, 3," etc. and
having all the “1s” meet together, all the “2s" meet
together, etc.

asking participants to form their own groups

asking participants to draw a group number
(or group name).

The room(s) used for small group activities should be
large enough to allow different arrangements of tables,
chairs and teaching aids (models, equipment) so that
individual groups can work without disturbing one
another. The clinical trainer should be able to move
easily about the room to visit each group. If available,
consider using smaller rooms near the primary training
room where small groups can go to work on their
problem-solving activity, case studies, clinical simula-
tions or role-plays. Note that it will be difficult to
conduct more than one clinical simulation at the same
time in the same room/area.
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Activities assigned to small groups should be challenging,

interesting, relevant; should require only a short time
to complete; and should be appropriate for the
background of the participants. Each small group may
be working on the same activity or each group may be
taking on a different problem, case study, clinical
simulation or role-play. Regardless of the type of
activity, there is usually a time limit. When this is the
case, inform groups when there are five minutes left
and when their time is up.
Instructions to the groups may be presented:

in a handout

on a flipchart

on a transparency

verbally by the clinical trainer.
Instructions for small group activities typically include:
directions
time limit
a situation or problem to discuss,
resolve or role-play
participant roles (if a role-play)

questions for a group discussion.

Once the groups have completed their activity, the
clinical training facilitator will bring them together
as a large group for a discussion of the activity. This
discussion might involve:

reports from each group
responses to questions

role-plays developed in each group and presented
by participants in the small groups

recommendations from each group

discussion of the experience
(if a clinical simulation).

It is important that the clinical trainer provide an
effective summary discussion following small group
activities. This provides closure and ensures that
participants understand the point of the activity.
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When introducing a new clinical skill, a variety of
methods can be used to demonstrate the procedure.
For example:

show slides or a videotape in which the steps and
their sequence are demonstrated in accordance
with the accepted performance standards

use anatomic models such as the childbirth
simulator to demonstrate the procedure and skills

perform role-plays in which a participant or
surrogate client simulates a client and responds
much as a real client would

demonstrate the procedure with clients in the
clinical setting (clinic or hospital).

Whatever methods are used to demonstrate the
procedure, the clinical trainer should set up the
activities using the “whole-part-whole" approach:

demonstrate the whole procedure from beginning
to end to give the participant a visual image of the
entire procedure or activity

isolate or break down the procedure into activities
(e.qg., pre-operative counselling, getting the client
ready, pre-operative tasks, performing the
procedure) and allow practise of the individual
activities of the procedure

demonstrate the whole procedure again and then
allow participants to practise the procedure from
beginning to end.

When planning and demonstrating a clinical procedure,
either using anatomic models (or with clients, if
appropriate), the clinical trainer should use the
following guidelines:

before beginning, state the objectives of the
demonstration and point out what the participants
should do (e.qg., interrupt with questions,

observe carefully)

make sure that everyone can see the steps involved
never demonstrate the skill or activity incorrectly

demonstrate the procedure in as realistic a manner
as possible, using instruments and materials in a
simulated clinical setting



include all steps of the procedure in the proper
sequence according to the approved performance
standards. This includes demonstrating “non-clinical”
steps such as pre- and post-operative counselling and
communication with the client during surgery, and
use of recommended infection prevention practices

during the demonstration, explain to participants
what is being done, especially any difficult or
hard-to-observe steps

ask questions of participants to keep them involved
Example:

"“What should | do next?" “What would happen if...?"

encourage questions and suggestions

take enough time so that each step can be
observed and understood. Remember that the
objective of the demonstration is learning the skills,
not for the clinical trainer to show his/her dexterity
and speed

use equipment and instruments properly and
make sure participants clearly see how they
are handled.

In addition, participants should use the learning guide
developed specifically for each clinical procedure to
observe the clinical trainer’s performance during the
initial demonstration. Doing this:

familiarises the participant with the use of
competency-based learning guides

reinforces the standard way of performing
the procedure

communicates to participants that the clinical
trainer, although very experienced, is not absolutely
perfect and can accept constructive feedback on
his/her performance.

As the role model for the participants, the clinical
trainer must practise what he/she demonstrates
(i.e., the approved standard method as detailed in
the learning guide). Therefore, it is essential that the
clinical trainer use the standard method. During the
demonstration, the clinical trainer also should
provide supportive behaviour and cordial, effective
communication with the client and staff to reinforce
the desired outcome.

Clinical decision-making is the systematic process by
which skilled providers make judgments regarding a
client's condition, diagnosis and treatment. Despite the
importance of sound clinical decision-making to the
provision of high quality services, it is not well taught in
either pre-service education or in-service training.
There is so much basic knowledge to be acquired that
it leaves little time for complex skills such as clinical
decision-making. Even when there is enough time,
decision-making is a difficult skill to teach and learn.

Until recently, very little was known about how decisions
are made. For experienced providers, decision-making
is an intuitive process based on knowledge and experi-
ence. Many of the steps necessary to arrive at a
decision can be completed rapidly and unconsciously.
Such providers are unable to explain how they make
decisions, which in turn makes it difficult to teach this
skill to others. Nor is it easy for learners to identify how
a decision is made when simply observing other
providers in action. Consequently, they have nothing
to model for developing their own skill.

It is now known, however, that there is a process to
clinical decision-making that can be broken down into
a series of steps that help the provider to gather the
information needed to form accurate judgments, begin
appropriate care and evaluate the effectiveness of that
care. There are a number of different ways to name
these steps, but they describe the same process.

Two such approaches are illustrated below:

assessment, or gathering information
diagnosis, or interpreting the information
planning, or developing the care plan
intervention, or implementing the care plan

evaluation, or evaluating the care plan.

An important strategy in teaching clinical decision-
making is to be sure that learners are aware of this
step-by-step process and what occurs in each step.
They also must understand that, although there is a
sequence of steps for clinical decision-making, move-
ment through the steps is rarely linear or sequential.
Rather, it is an ongoing, circular process, in which the
provider moves back and forth between the steps as
the clinical situation changes and different needs or
problems emerge.
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Learners should be introduced to the steps in clinical
decision-making early in their education. After that,
these steps should receive continual emphasis and be
used in a variety of situations. Throughout the cur-
riculum, learners should be given opportunities and
appropriate situations in which to apply these steps
and practise their decision-making skills. Whether they
are actively practising their own skills or observing
more experienced providers, learners should focus on
understanding the reasoning and judgment that are
the basis for each step in the process. How a decision
is made is as important as what decision is made.
Explaining how a decision is made usually requires the
active involvement of the teacher because the process
of decision-making is not easy to observe or identify.

Another key strategy in teaching clinical decision-
making is to provide as much experience and practise
in decision-making as possible. This experience,
together with clinical knowledge, is a key component
of successful decision-making. Teachers should:

expose learners to as many and as wide a variety of
clients as possible

put learners in the clinical setting as early as
possible and provide careful guidance as they gain
their experience

give learners as much structured independence

as possible; they must be given the opportunity and
time to draw their own conclusions and consider
their own decisions

provide learners with a forum, for example, case
reviews or clinical conferences, for comparing their
decisions with the decisions made by more
experienced providers.

It is important that the teacher discuss the decision-
making process with each learner, and that learners
share their experiences with one another. By sharing
experiences, learners get that many more cases or
approaches to the same case to “file away" for future
use, even though they may not have been directly
involved in the cases themselves.

Finally, the teacher should give learners feedback on
how the clinical decision-making process was applied in
a given situation. This will strengthen future perform-
ance more effectively than focusing on whether or not
the “correct answer” was identified. In fact, a wrong
answer for the right reason should receive more positive
feedback than a right answer for the wrong reason.

Often, it is not possible to give learners experience with
all the types of situations they will encounter as
independent practitioners. Their “memory files" of
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experience can nevertheless be built up in other ways.
Extensive use of case studies, role-plays and simulations,
in which specific clinical situations are acted out, can
contribute significantly to learners’ experience. For
example, true shoulder dystocia during childbirth is
uncommon, but repeated drilling or practise on models
of the corrective manoeuvres for shoulder dystocia will
help learners respond to the emergency when it happens.

Tools for teaching clinical decision-making are presented
throughout this learning resource package. The case
studies and clinical simulations have been designed to
facilitate the teaching of decision-making by reinforcing
the steps involved in the process. The partograph
exercises are also effective tools for decision-making.
Their purpose is not simply to help learners plot data
on the partograph, but also to use the data for identi-
fying and responding to problems as soon as, or even
before, they occur. The tools alone, however, will not
effectively teach clinical decision-making. The teacher
must take an active role in discussing, questioning,
explaining and challenging the learners about how
decisions are being made each time one of these tools
is used. This interaction must continue as the learners
move into the clinical area and work with clients.

Clinical decision-making is still a difficult skill to teach.
By beginning early in the curriculum and continually
providing practise opportunities and guidance—whether
by using the tools included in this learning resource
package or through experience with clients—teachers
will help learners more fully understand the decision-
making process and develop their decision-making
skills. As a result, the quality of care received by

clients will be improved.

Getting the most out of clinical skills practise requires
that the trainer be well acquainted with the clinical
skills practise sites. Being familiar with the healthcare
facility before training begins allows the trainer to
develop a relationship with the staff, overcome any
inadequacies in the situation, and prepare for the best
possible learning experience for participants. Even the
best planning, however, is not always enough to ensure
a successful clinical skills practise experience. In the
classroom, the trainer is able to control the schedule
and activities to a large extent, whereas in the clinic the
trainer must always be alert to unplanned learning
opportunities that may arise at any time and must be
ready to modify the schedule accordingly.



The final stage of clinical skill development involves
practising procedures with clients. Anatomic models,
no matter how realistic, cannot substitute entirely for
the reality of performing the procedure with a living,
breathing, feeling and reacting human being. The
disadvantages of using real clients during clinical skills
training are obvious. Clients may be subjected to
increased discomfort or even increased risk of compli-
cations when procedures are performed by unskilled
clinicians. Therefore, when possible and appropriate,
participants should be allowed to work with clients only
after they have demonstrated skill competency and
some degree of skill proficiency on an anatomic model
or in a simulated situation.

The rights of clients should be considered at all times
during a clinical training course. The following practices
will help ensure that clients’ rights are routinely
protected during clinical training:

the right to bodily privacy must be respected
whenever a client is undergoing a physical
examination or procedure

the confidentiality of any client information
obtained during counselling, history taking, physical
examinations or procedures must be strictly
observed. Clients should be reassured of this
confidentiality. Confidentiality can be difficult to
maintain when specific cases are used in learning
exercises such as case studies and clinical
meetings. Such discussions always should take
place in a private area where other staff and clients
cannot overhear and should be conducted without
reference to the client by name

when receiving counselling, undergoing a physical
examination or receiving maternal and neonatal
health services, the client should be informed about
the role of each person involved (e.g., clinical
trainers, individuals undergoing training, support
staff, researchers)

the client's permission should be obtained before
having a clinician-in-training observe, assist with or
perform any procedures. Understanding the right to
refuse care from a clinician-in-training is important
for every client. Furthermore, care should not be
rescheduled or denied if the client does not permit
a clinician-in-training to be present or provide
services. In such cases, the clinical trainer or other
staff member should perform the procedure

the clinical trainer should be present during any
client contact in a training situation and the client
should be made aware of the trainer’s role.
Furthermore, the clinical trainer should be ready to
intervene if the client's safety is in jeopardy or if
the client is experiencing severe discomfort

the trainer must be careful how coaching and
feedback are given during practise with clients.
Corrective feedback in the presence of a client
should be limited to errors that could harm or
cause discomfort to the client. Excessive negative
feedback can create anxiety for both the client and
the clinician-in-training

clients should be chosen carefully to ensure that
they are appropriate for clinical training purposes.
For example, participants should not practise with
“difficult” clients until they are proficient in
performing the procedure.

Planning for learning

The clinical trainer should develop a plan for each day
spent in the healthcare facility. The plan will provide a
daily focus that is consistent with the learning objec-
tives and help to ensure that all required skills are be
adequately addressed. When preparing the plan, the
trainer should consider the following points.

clinical skills practise should progress from basic to
more complex skills. This not only helps ensure the
safety and quality of care provided by participants,
but also allows them to gain self-confidence as they
demonstrate competency in the basic skills

there may be more participants than can be
accommodated comfortably in one area of the
healthcare facility at the same time. Generally,
three or four participants are the most that a
specific area of a facility can absorb without
affecting service delivery. If there are more, the
trainer should plan a rotation system that allows
each participant to have equal time and
opportunity in each clinical area
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some clinical experiences, such as obstetrical
emergencies (e.g., eclampsia, postpartum
haemorrhage, obstructed labour), cannot be
planned or predicted. The trainer must be alert
to identify appropriate clinical situations and
distribute them equally among the participants.
Before each day's practise, the trainer should ask
the staff to notify him/her of any clients that may
be of particular interest, so that participants can
be assigned to work with them

in addition to daily practise of specific clinical skills,
the trainer’'s plan should include other areas of
focus such as infection prevention, facility logistics
or client flow. Although these topics may not be
directly assessed with a checklist or other
competency-based assessment tool, they play an
important role in the provision of high quality
maternal and neonatal health services. To make
sure that participants give adequate attention to
these topics, the trainer should design and develop
activities that address each one, such as:

observing the infection prevention practices used in
the facility. Which recommended practices are
being used, and which are not? Are they being used
consistently and correctly? Why or why not?

reviewing facility records for the past several
months to identify the types of obstetrical clients
seen. Additional information could be obtained,
such as the most common complaints and, in
individual cases, course of labour (partograph
review), progression of a specific condition,
treatment provided, response to treatment, etc.

taking an inventory of the supplies, equipment and
drugs available in the service provision area to
ensure rapid access when needed

inevitably there will be times when there are few or
no clients in the facility. The trainer should have
ready additional activities, such as those described
above, for the participants. Case studies and
role-plays also are very useful at such times. Even
without clients, learning must continue. Taking
extended breaks or leaving the clinical site early

is not an acceptable option.
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In the healthcare facility

As has been mentioned, planning alone is not sufficient
to guarantee a successful clinical skills practise. There are
several key strategies that a clinical trainer can use in the
healthcare facility to increase the likelihood of success.

the trainer must actively monitor the skills each
participant is able to practise, and with what
frequency, so that each participant has adequate
opportunities to develop competency. A participant
who demonstrates competency in performing a
Caesarean section operation or in administering
spinal anaesthesia should not be assigned
additional clients requiring this operation or
procedure until other participants have had an
opportunity to develop such competency

it is essential that the trainer be flexible and
constantly alert to learning opportunities as they
arise. This requires knowledge about the healthcare
facility—how it is set up and functions, the client
population, etc.—as well as a good working
relationship with the staff. The trainer will need to
rely on the staff's cooperation in notifying him/her
of unique or unusual clients and allowing
participants to provide services to these clients.
This relationship is most easily established
beforehand, during site preparation and other
visits made by the trainer

the participants also should be encouraged to
watch for such learning opportunities. The trainer
may then decide which, and how many, of the
participants will be assigned to a particular client.
The trainer and participants should remember that
clinical experiences need to be shared equally.
Therefore, the participant who identifies a case may
not be assigned to it if this participant has had a
similar case before. It is not appropriate to subject
the client to a procedure multiple times simply so
that all participants can practise a skill

to take advantage of opportunities as they occur
may require that the trainer modify the plan for
that day and subsequent days, but with as little
disruption as possible to the provision of services.
Participants should be notified of any changes as
soon as possible so that they can be well prepared
for each clinical day



rarely will all participants have the opportunity to
work with all types of clients. The clinical trainer
will need to supplement, with case studies and
role-plays, the work done with clients. The trainer
should rapidly identify important but rare events or
conditions, such as severe pre-eclampsia, and
prepare activities in advance. Actual cases seen in
the healthcare facility may also serve as the basis
for such activities. These can then be used during
clinical sessions to expand the participants’ range
of experiences.

Although every healthcare facility will not have a
meeting room, the clinical trainer must make every
effort to find a space that:

allows free discussion, small group work and
practise on models

is away from the client care area if possible, so as
to not interfere with efficient client care or other
staff duties.

Pre-clinical practice meetings

The trainer and participants should meet at the
beginning of each clinical practice session. The meeting
should be brief. Items to be covered include:

the learning objectives for that day
any scheduling changes that may be needed

participants’ roles and responsibilities for that day,
including the work assignments and rotation
schedule if applicable

special assignments to be completed that day

the topic for the post-clinical practice meeting, so
that the participants can take special note of
anything happening during the day that would
contribute to the discussion

guestions related to that day’s activities or from
previous days if they can be answered concisely; if
not, they should be deferred until the post-clinical
practice meeting.

Post-clinical practice meetings

The clinical trainer should end each clinical day with a
meeting to review the day's events and build on them
as learning experiences. A minimum of one hour is
recommended. These meetings are used to:

review the day's learning objectives and assess
progress towards their completion

present cases seen that day, particularly those that
were interesting, unusual or difficult

respond to clinical questions concerning situations
and clients in the healthcare facility or information
in the reference manual

plan for the next clinical session, making changes in
the schedule as necessary

conduct additional practice with models if needed

review and discuss case studies, role-plays or
assignments that have been prepared in advance
by the participants. These activities should
complement the sessions conducted during the
classroom portion of the course, especially when
classroom time is limited and clinical experience is
necessary to gain a better understanding of the
issues to be discussed. Topics for case studies,
role-plays and assignments include:

quality of care
clinical services provided
preventive care measures

medical barriers to providing high
quality services

recommended follow-up.

In the role of supervisor, the trainer must monitor
participant activities in the healthcare facility so that:

each participant receives appropriate and adequate
opportunities for skills practise

participants do not disrupt the efficient provision
of services within the facility or interfere with staff
and their duties

the care provided by each participant does not
harm clients or place them in an unsafe situation.
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The trainer must always be with participants when
they are working with clients, especially when they are
performing clinical procedures. Trainers may have more
than one or two participants to supervise. Because the
trainer cannot be with all of them at the same time,
other methods of supervision must be used:

participants must understand what they can do
independently and what requires trainer supervision,
so that they can keep busy when the trainer is
involved with another participant. Participants
should be made responsible for ensuring that they
are supervised when necessary. The trainer, however,
still holds the ultimate responsibility

additional activities that require no direct
supervision will give participants the opportunity to
be actively engaged in learning when they are not
with clients

clinical staff also can act as supervisors if the
trainer is confident of their clinical skills and ability
to provide appropriate feedback. The possibility of
having clinical staff supervise participants is
another reason why the trainer should get to know
the staff before the training begins. During clinical
site preparation, the trainer can observe the skills
of the staff members, and verify that they are
competent, if not proficient, service providers. The
trainer may also have the opportunity to assess
their coaching skills. There may even be time to
work with staff members to improve their skills so
that they can serve as role models and support
participant learning

the more participants there are in the facility, the
more the trainer relies upon the staff also to act as
trainers. Nevertheless, the ultimate responsibility for
each participant, including that of final assessment
of skill competency, is the trainer's. For this reason,
if multiple clinical sites are used during a course, a
trainer must be assigned to each site

because clinical staff usually are not involved in the
classroom portion of a course, they do not have an
opportunity to get to know the participants and their
abilities before they arrive at the facility. Therefore,
it is @ good idea to share such information with the
clinical staff whenever they will have to take over a
large part of the participant supervision. Clinical
staff should also be encouraged to do an initial
assessment of participants’ skills before allowing
them to work with clients so that they can feel
confident that the participants are well prepared
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clinical staff should also be aware of the feedback
the trainer would like to receive from them
about participants

will it be oral, written or both? If written feedback is
needed, the trainer should design an instrument or
form to quide the clinical staff. The trainer should
furnish a sufficient number of copies of the form
and instruct the staff in its use. The trainer should
develop a form that staff members can complete
quickly and easily

how frequently will feedback be provided? Daily?
Weekly? Only at the end of training?

should both positive and corrective feedback
be provided?

are there appropriate administrative channels
through which the feedback should be transmitted?
In some clinics, for example, staff members provide
their feedback to the individual in charge of the
healthcare facility who then prepares a report for
the trainer

when designing the feedback system, the trainer
should keep in mind the time required to prepare
and provide feedback. This will be extra work for
the clinical staff who already have a very busy
schedule. It is best to keep the system as simple
and easy to use as possible.

One of the most difficult tasks for the trainer, and one
with which even experienced trainers struggle, is to be
a good coach and provide feedback in the clinical
setting. No matter how comfortable a trainer may be in
giving feedback in the classroom or while working with
models, the situation changes in the facility. The clients,
staff and other participants are nearby and the emer-
gency services need to keep running smoothly and
efficiently. The trainer often feels pressured to keep
things moving because other clients need to be seen
and the trainer needs to be available to all the partici-
pants. Spending too much time with any one client

or participant has an impact on everyone.

Feedback sessions

The feedback sessions before and after practise are
often skipped in an effort to save time. These sessions,
however, are very important for the continued develop-
ment of the participant's psychomotor or decision-
making skills. Without adequate feedback and coaching,
the participant may miss an important learning
opportunity and take longer to achieve competency.



Keep in mind that by this time the participant has
already demonstrated competency on a model and may
not need extensive feedback. To minimise disruption of
services, the pre- and post-practise feedback sessions
can take place in just a few minutes in a location away
from the client care areas.

The structure of the feedback session is essentially the
same regardless of whether the session takes place
before or after practise, and whether it is for a partici-
pant's performance with models or with clients.

the participant should first identify personal strengths
and the areas where improvement is needed

next, the trainer should provide specific, descriptive
feedback that includes suggestions of not only
what, but also how, to improve

finally, the participant and the trainer should
agree on what will be the focus of the practise
session, including how they will interact while
they are with the client. For example, they may
agree that if the trainer places a hand on the
participant’s shoulder, it is a signal to stop and
wait for further instructions.

The feedback session before practise should be given
before entering the room to work with the client. The
feedback session after practise can be delayed until the
client's care has been completed or the client is in stable
condition so that continuous care is no longer needed.
The trainer should try not to delay feedback any longer
than necessary. Feedback is always more effective
when given as soon after care as possible. This will also
allow the participant to use the feedback with the next
client for whom services are provided, if appropriate.

Feedback during a procedure

Be sure the client knows that the participant, although
already a service provider, is also a learner. Reassure
the client that the participant has had extensive
practise and mastered the skill on models. The client
should expect to hear the trainer talk to the participant
and understand that it does not mean that something is
wrong. Finally, the client should clearly understand that
the trainer is a proficient service provider and is there
to ensure that the procedure is completed safely and
without delay.

1. Positive feedback

Positive feedback is often easy to give and can be
provided in the presence of the client. Trainers often think
that hearing feedback, even positive feedback, will disturb
the client. Many clients, however, find it comforting to hear
the service provider being given positive feedback.

keep the feedback restrained and low-key; overly
exuberant praise can be as worrisome to the client
as hearing negative comments. Too much praise
may cause the client to wonder, “What is being
hidden?" “Why is it so surprising that this person is
doing a good job?"

positive feedback can be conveyed by facial
expression and tone of voice rather than words and
still be highly effective.

At the same time, the absence of feedback of any kind
can be disturbing to the participant. By this phase of
skill development the participant is expected to do a
good job even with the first client, and is accustomed to
hearing positive comments. Therefore, in order to
maintain the participant’s confidence, it is still impor-
tant to give positive feedback.

2. Corrective feedback

Corrective feedback is difficult to give under any
circumstances, but particularly when a client is present.
It is important to keep such feedback low-key and
restrained. There are a number of techniques that will
make it easier.

often a look or hand gesture (e.g., a touch on the
shoulder) can be as effective as words and less
worrisome to the client

simple suggestions to facilitate the procedure can
be made in a quiet, direct manner. Do not go into
lengthy explanations of why you are making the
suggestion or offering an observation—save that for
the post-practise feedback session

to help a participant avoid making a mistake, the
trainer can calmly ask a simple, straightforward
guestion about the procedure itself. If a stepin a
procedure is about to be missed, for example,
asking the participant to name the next step before
doing anything further could help avoid an error.
This is not the time to ask hypothetical questions
about potential side effects and complications, as
this may distract the participant and alarm the client

sometimes, even though they have had extensive
practise on models, participants make mistakes that
can potentially harm the client. In these instances,
the trainer must be prepared to step in and take
over the procedure at a moment's notice. This
should be done calmly and with complete control

to avoid unnecessarily alarming the client.
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Women seek abortion care services for a wide range of
reasons. Spontaneous abortion, also known as miscar-
riage and women seeking to induce abortion, or seeking
treatment for the management of unsafe abortion, all
have a need for good quality services, provided by
non-judgemental service providers. To ensure women
have access to post-abortion care (PAC), services
should be available at the lowest level health facility
possible. Misoprostol can be provided in a simple health
post, as long as manual vacuum aspiration (MVA) is
available nearby.! MVA can be performed at health
centre level, by trained mid-level providers. Surgery,
for example to repair a ruptured uterus, should be
performed at the referral hospital, with blood
transfusion available.

Women have the right to seek PAC services. Providers
should treat all clients with empathy and respect.

A woman should be provided with services whatever
her age, parity or marital status.

Good quality PAC services utilise internationally-
recognised methods to manage complications of
abortion. MVA is the most widely used recommended
method of uterus evacuation. Recently, the use of
misoprostol has been recognised as a safe, non-invasive
method to achieve the same. Good infection prevention
(IP) practices, effective pain management and manage-
ment of complications are essential components of
good quality PAC services.

INTRODUCTION

Components of Good Quality
Post-abortion Care Services

Staff are non-judgemental and empathetic,
with good communication skills.

Staff are skilled in providing internationally-
recognised methods of uterine evacuation.

IP prevention protocols are in place and
are followed.

Pain management begins as soon as the
woman arrives, using vocal local technigue as
well as pharmaceutical pain relief if required.

Services are private and confidential.

Post-abortion family planning counselling is
provided to all PAC clients.

Range of contraceptive methods is
available for women who wish to delay
or limit future pregnancies.

Referral to related services is available for
those women requiring additional services. For
example, management of sexually transmitted
infections; psychosocial counselling for clients
who have experienced gender based violence.

Methods of Uterine Evacuation

MVA (up to 12 weeks gestation)

Misoprostol (up to 12 weeks gestation for
management of incomplete abortion)

Dilation and evacuation
(after 13 weeks gestation)

"World Health Organisation. Safe abortion: technical and policy guidance for health systems. Geneva 2003.
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RIGHTS-BASED APPROACH

The rights of women to choose when, if and with whom
to engage in sexual activity, and whether or when to
have children, have been recognised in a number of
human rights documents. The reproductive rights of
displaced and refugee women were explicitly recog-
nised in the International Conference on Population and
Development held in Cairo in 1994. In addition to an
understanding of the global rights frameworks, health
providers need to be aware of the legal status of
abortion in their country of work. Abortion is com-
pletely restricted in very few countries in the world. In
most countries, abortion is unrestricted in order to save
the life of the woman. Rape is an indication for which
abortion is unrestricted in more than half the countries
of the world.

In emergency settings, providing PAC services may be
very challenging. Rape may be more common in
conflict-affected settings. PAC, family planning and

DEFINITIONS

Spontaneous
Abortion

medical intervention.

Induced Abortion

Unsafe Abortion

Septic Abortion

other reproductive health services may not be available
in conflict-affected settings. Despite the challenges,
health providers should be able to provide good quality
post-abortion services.

The essential elements of PAC to reduce death and
suffering from the complications of unsafe and sponta-
neous abortion are:

= treatment of incomplete and unsafe abortion and
abortion-related complications

= counselling to identify and respond to women's
emotional and physical health needs and
other concerns

= availability of family-planning counselling and
methods to help women prevent an unwanted
pregnancy

= linkages or referrals to other related services,
including management of stis and psychosocial
support for gender-based violence.

The loss of pregnancy before foetal viability (22 weeks gestation). The stages of
spontaneous abortion include:

= Threatened abortion - the client may experience bleeding and cramping.
On examination, the cervical os is closed. The pregnancy may continue.

= Inevitable abortion - pregnancy will not continue, bleeding and cramping lead
to expulsion of products of conception (POC).

= Incomplete abortion - POC have been partially expelled. May be spontaneous
or induced abortion. Bleeding may continue and become life threatening.

= Complete abortion - POC have been completely expelled. May not require

Termination of pregnancy through a deliberate intervention intended to end the
pregnancy, which may be medical, surgical or result from the use of herbal
preparations or other traditional practices that cause the uterus to expel or partly
expel its contents (WHO, 2003).

Procedure performed either by persons lacking in necessary skills or in an
environment lacking in minimal medical standards or both (WHO, 1992).

Abortion complicated by infection. May occur following any kind of abortion but is
more common following illegal abortion and incomplete abortion. Sepsis may
result from the infection if microorganisms ascend from the lower genital tract
following either spontaneous or unsafe abortion.

REFERENCE GUIDE

65



66

Health workers should consider the possibility of
incomplete abortion in any woman with vaginal
bleeding as part of the differential diagnosis. She may
not know or suspect that she is pregnant, regardless of
her obstetric, menstrual or contraceptive history.

The first step in providing care to a woman suspected
of having an incomplete abortion is to assess her
clinical situation. The initial assessment may reveal or
suggest the presence of immediate life-threatening
complications such as shock, severe vaginal bleeding,
infection/sepsis or intra-abdominal injury. These
problems should be addressed without delay in order
to save the clients life or keep her condition from
worsening. Even without complications, incomplete
abortion can become life threatening if definitive
treatment (removal of any retained POC) is delayed.
The initial assessment should be followed by prompt
treatment or, if indicated, stabilisation and transfer
of the client to a higher level facility.

The goal of initial assessment is to:

1. make accurate diagnoses.
a) identify life-threatening conditions

b) confirm presence of
incomplete/inevitable abortion

c) determine the size of the uterus.

2. detect presence of complications
3. determine need for appropriate treatment including

a) appropriate treatment for evacuation of the
uterus (misoprostol, MVA, dilation and evacuation)

b) antibiotic drug therapy.

4. identify constraints with respect to treatment
or contraindications:

o allergic reactions
o chronic illnesses

© bleeding disorders.

Post-Abortion Care

INITIAL ASSESSMENT

MANAGEMENT OF
POST-ABORTION COMPLICATIONS

Shock

Shock is a life-threatening condition that requires
immediate and intensive treatment to save the patient'’s
life. Shock is the loss of oxygen supply and blood flow
to the tissues due to failure of the circulatory system.

It may be due to many causes; however, in the case of
incomplete abortion, shock usually is caused by blood
loss (haemorrhage), infection/sepsis or trauma.

Patients suffering from shock must be treated
immediately and watched closely because their
condition can worsen quickly. The primary goal in
treating shock is to stabilise the patient; that is, to
restore the volume and efficiency of the circulatory
system as measured by an increase in the blood
pressure and decrease in the pulse and breathing rates.

Signs of shock are:
= fast, weak pulse (rate <110 per minute)

= low blood pressure (< 60mmHg/< 90mmHg)

= pallor (especially of inner eyelid, palms or around
the mouth)

= sweating/clammy skin

= rapid breathing (respirations = 30 per minute)

anxiousness, confusion or unconscious.

Initial treatment
The first steps in the care of shock can be life-saving:

= Make sure the Airway is open. If available, give
oxygen, 6 to 8L per minute by mask or
nasal cannula.

= Ensure the client is Breathing reqgularly.

= Raise the patient’s legs or the foot of the bed to
help blood return to the heart and improve
Circulation. If this causes difficulty in breathing,
she may be experiencing heart failure and



pulmonary oedema; in this case, lower her legs and History Taking

raise her head to relieve fluid pressure on the lungs. . .
P g Reproductive information

Keep the patient warm because hypothermia is a Specific reproductive health information needed include:

danger, but do not apply external heat sources.
Turn the woman's head to the side so that if she
vomits, she is less likely to inhale the vomit.

Regularly monitor breathing, pulse and
blood pressure.

Monitor urine output, if possible. Hourly urine
output lower than 30ml is suggestive of decreased
circulatory fluid volume (hypovolemia) and may
represent acute renal failure.

N.B.: If IV fluids and other medications are not available,
make arrangements to transfer the patient immediately
to a health facility where they are available.

Treatment of shock
To restore fluid volume, give IV fluids immediately
(Ringer's lactate or isotonic saline solution at rate
of 1L in 15 to 20 minutes). It may take 1to 3L of IV
fluids to stabilise a client who has lost a lot of blood
or is in shock. Do not give fluids by mouth.

If haemoglobin is 5g/100ml or less, or haematocrit
is 15 or less blood transfusion is required.

If there is any indication that infection may be
present, including fever, chills or pus, give broad
spectrum antibiotics (IV or IM).

Consider ruptured ectopic pregnancy or septic
abortion and identify treatment options or need
for referral.

Laboratory tests:

If available, laboratory tests can help with
management of the post-abortion client.
Tests which might be utilised are:
haemoglobin
haematocrit
full blood count, including platelet
Rhesus type and crossmatch blood

urea and electrolytes.

menstruation history, including irregularity as well
as history of amenorrhoea from first day of last
menstrual period (LMP)

pregnancy history, including delivery and loss
previous or current reproductive tract infection
current and previous use of contraception
vaginal bleeding (duration and amount)
cramping (duration and severity)

fainting (syncope) and blackouts

fever, chills or general malaise

abdominal or shoulder pain

tetanus vaccination status

possible exposure to tetanus.

Medical information

drug allergies
bleeding disorders
chronic medications
poison ingestion

other health conditions, including previous surgery.

Interpretation of information
After obtaining health information, it is important to
interpret the information properly:

A herb, poison or medicine for instance may cause
serious side effects, including cramping, nausea
and vomiting.

Fever may be due to malaria in pregnancy.

IUD, implants and progestin-only injectables and
pills can be associated with bleeding. This may be
mistaken for threatened or incomplete abortion.

Abdominal or shoulder pain may indicate
intra-abdominal injury or ectopic pregnancy.

Possible exposure to tetanus must be considered
if there is evidence of insertion of unclean
instruments or other materials into the uterus.

Bleeding disorders such as platelet disorders may
cause excess bleeding.
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Physical Examination

As part of the initial assessment, it is necessary to
conduct a physical examination. Explain to the client
what will happen. Be sure to keep her covered with a
sheet or towel during the examination to protect
her dignity.

During a physical examination:

Check and record the client's vital signs
(temperature, pulse, respirations and
blood pressure).

Note the general health status of the woman
(nutritional, anaemia).

Do systemic examination (lungs, heart, extremities,
nervous system).

During abdominal examination, check for:
masses, palpable uterus or gross abnormalities

distended abdomen with decreased
bowel sounds

rebound tenderness with guarding

suprapubic or pelvic tenderness.

Pelvic Examination

Prior to the pelvic examination, explain the purpose

of the examination to the client and be sure she has
emptied her bladder. For the examination, the client
should lie on an examination couch and she should be
covered with a cloth or drape to protect her dignity and
privacy. The clinician should wear clean undamaged
gloves during pelvic examination.

The purpose of the pelvic digital examination is to:

determine the size, consistency and position of
the uterus

check for tenderness
determine the degree of cervical dilation

carefully assess the vagina and cervix to check for
tears and bleeding.

If the uterine size is difficult to assess, it may be
because the uterus is tilted backward (retroversion),
the client is overweight or has abdominal guarding (not
relaxing the abdomen enough for the uterus to be felt).
It is important not to begin MVA procedure for incom-
plete abortion until the size of the uterus has been
determined. If problems in determining the size or
position of the uterus are encountered, have a more
experienced clinician (if available) assess the uterine
size. If there is any doubt, treat the woman as if the
pregnancy was more advanced than suspected initially.
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Speculum Examination

Before inserting the speculum:

Look at the genital area to see if there is
bleeding and assess the amount.

Check the odour and colour of the vaginal
blood or discharge.

Insert the speculum to visualise the cervix. Remove
any visible POC from the vaginal canal or cervical
os and keep the tissue for examination.

Note any abnormal smelling discharge, the amount of
bleeding and whether the cervix is open (dilated) or
not. Check for cervical or vaginal tears, lacerations or
perforations. Check for pus in the cervix. Cervical
infection increases the chance of post-operative
uterine infections. This includes acute pelvic
inflammatory disease (PID). If infection is present or
suspected, take samples for bacteriological culture if
possible. Begin antibiotic treatment with broad-
spectrum antibiotics before performing MVA.



Vaginal Bleeding

DIAGNOSIS OF VAGINAL BLEEDING IN EARLY PREGNANCY

Presenting symptom and
other symptoms and
signs typically present

Symptoms and signs
sometimes present

Probable diagnosis

(Note: This does not give a differential
diagnosis. Consider other causes, such

as ectopic pregnancy)

m |ight bleeding
m closed cervix

m cramping/lower abdominal pain
m uterus softer than normal

threatened abortion

® uterus corresponds to dates

m |ight bleeding m fainting m ectopic pregnancy
® abdominal pain ® tender adnexal mass

m closed cervix B amenorrhoea

m uterus slightly larger than normal m cervical motion tenderness

m uterus softer than normal ® signs of shock

light bleeding

m closed cervix
m uterus softer than normal

m |ight cramping/lower
abdominal pain

m history of expulsion of poc

complete abortion

m heavy bleeding
m dilated cervix

uterus corresponds to dates

m cramping/lower abdominal pain
® partial expulsion of poc

inevitable abortion

heavy bleeding

dilated cervix

uterus larger than dates
uterus softer than normal

partial expulsion of poc which
resembled grapes

nausea/vomiting

spontaneous abortion
cramping/lower abdominal pain
ovarian cysts (easily ruptured)
early onset pre-eclampsia

no evidence of a foetus

B molar pregnancy

a) Light to moderate bleeding: takes longer than one hour for a lean pad or cloth to be soaked.
b) Heavy bleeding: blood soaks a pad an hour for two consecutive hours.

Management of Threatened Abortion Management of Incomplete Abortion

Medical treatment is usually not necessary.

Advise the woman to avoid strenuous activity and
sexual intercourse. Bed rest may be necessary.

If bleeding stops, encourage the woman to attend
antenatal clinic. Reassess if bleeding recurs.

If bleeding persists, assess for foetal viability using
pregnancy test or ultrasound if available or
ectopic pregnancy.

Do not give medications such as hormones

(e.g., oestrogens or progestins) or tocolytic agents
(e.qg., salbutamol or indomethacin) as they will not
prevent miscarriage.

If pregnancy is less than 12 weeks and abortion is
spontaneous, discuss with client preference for
expectant management of evacuation of uterine
contents. If expectant management is the
preference, provide her with information as to
what to expect during the process and warning
signs which indicate she should return to the
health facility.

If bleeding is light to moderate and pregnancy is
less than 16 weeks, use fingers or ring (or sponge)
forceps to remove POC protruding through

the cervix.

If client prefers evacuation of uterine contents or
this is the chosen option due to induced abortion,
give misoprostol 600mcg by mouth.?

2Blum J, Winikoff B, Gemzell-Danielsson K, Ho PC, Schiavon R, Weeks A. Treatment of incomplete abortion and miscarriage with
misoprostol. International Journal of Gynecology & Obstetrics 2007; 99: Supplement, pp.186-89.
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If history of foreign objects inserted into vagina or
uterus to induce abortion or if signs of infection,
give prophylactic antibiotics.

For all women presenting with incomplete abortion,
provide family planning counselling and method
as appropriate.

Management of Complete Abortion
Evacuation of the uterus is usually not necessary.
Observe for heavy bleeding.

Provide family planning counselling and method
as appropriate.

Ensure follow-up of the woman after treatment.

Follow-up

Before discharge, tell a woman who has had a
spontaneous abortion that spontaneous abortion
is common and occurs in up to 20% (one in every
five) of clinically recognised pregnancies.? Also
reassure the woman that the chances for a
subsequent successful pregnancy are good.

Some women may want to become pregnant soon
after having an incomplete abortion. The woman
should be encouraged to delay the next pregnancy
until she is completely recovered. Current evidence
suggests that women who have experienced
abortion should wait at least six months before
attempting to get pregnant again.*

It is important to provide family planning for women
who have had an unsafe abortion as some methods
of family planning can be started immediately (see

p. 81 Post-abortion Family Planning).

Identify any other reproductive health services that
a woman may need. For example, some women
may need:

tetanus prophylaxis or tetanus booster

treatment/management for reproductive tract
infections and human immunodeficiency
virus (HIV)

psychosocial support for gender-based
violence, including intimate partner violence.

Management of Ectopic Pregnancy

An ectopic pregnancy is one in which implantation
occurs outside the uterine cavity. The fallopian tube is
the most common site of ectopic implantation (greater
than 90%).

Signs and symptoms are extremely variable depending
on whether the pregnancy has ruptured. If available,
ultrasound should be used to confirm the diagnosis.

Ruptured ectopic pregnancy is a life-threatening
condition and requires immediate surgery.

If not ruptured, the ectopic pregnancy can be treated
with methotrexate alone, if available.

If methotrexate is not available or contraindicated,
surgery is required.

Immediate management of ruptured
ectopic pregnancy
Observe for signs of shock and treat appropriately.

If surgery is not available, arrange immediate
transfer to referral facility.

Cross-match blood and arrange for immediate
laparotomy. Do not wait for blood before
performing surgery.

At surgery, inspect both ovaries and fallopian tubes:

Do not remove ovary or fallopian tube until
ectopic has been identified.

If there is extensive damage to the tube,
perform salpingectomy (the bleeding tube and
the POC are excised together). This is the
treatment of choice in most cases.

Rarely, if there is little tubal damage, perform
salpingostomy (POC can be removed and the
tube conserved). This should be done only
when the conservation of fertility is very
important to the woman, as the risk of another
ectopic pregnancy is high.

3 Alberman E. Spontaneous abortion: epidemiology. In: Stabile S, Grudzinkas G, Chard T, editors. Spontaneous Abortion: Diagnosis

and Treatment. London: Springer- Verlag. 1992. pp. 9-20.

4 What Works: A Policy and Program Guide to the Evidence on Post-abortion Care, USAID 2007.

http://www.infoforhealth.org/pac/research/Compendium.pdf
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Subsequent management
Prior to discharge, provide counselling and advice
on prognosis for fertility. Given the increased risk of
future ectopic pregnancy, family planning
counselling and provision of a family planning
method, if desired, is especially important.

Correct anaemia with ferrous sulphate or ferrous
fumerate. Dose will vary by amount of anaemia.

Schedule a follow-up visit at four weeks.

Management of Molar Pregnancy

Molar pregnancy is an abnormality of the placenta
caused by a problem when the egg and sperm meet.
Instead of becoming a viable pregnancy, the pla-
centa develops into a fast-growing mass of cysts
(hydatidiform mole).

Immediate management
If the diagnosis of molar pregnancy is certain,
provide blood transfusion or refer to a centre
where there is provision of blood transfusion.

Evacuate the uterus using MVA.

Have three syringes cocked and ready for use
during the evacuation. The uterine contents
are copious and it is important to evacuate
them rapidly.

If available, use electric aspiration and
flexible cannulae.

Subsequent management
Recommend a very reliable family planning method
for a least one year to prevent pregnancy. Voluntary
surgical sterilisation may be offered if the woman
has completed her family.

Follow-up every eight weeks for at least one year
with urine pregnancy tests because of the risk of
persistent trophoblastic disease or choriocarcinoma.
If the urine pregnancy test is not negative after
eight weeks or becomes positive again within the
first year, refer the woman to a tertiary care centre
for further follow-up and management.
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Manual Vacuum Aspiration (MVA) is a safe, effective,
and low-cost method of uterine evacuation used for
treatment of incomplete abortion. MVA can be used in
out-patient settings, thus extending women's access to
care. The procedure can be performed by a trained
provider in simple procedure room and hence is ideal
for emergency settings.

INSTRUMENTS

The MVA instruments (cannula and syringe), which are
currently being widely used, were developed by the
International Pregnancy Advisory Service (IPAS).

These are the instruments to be used during this MVA
training. However, other syringes and cannulae are
available. Slight adaptations to other equipment may be
required.

The MVA equipment is composed of the following parts:

= avalve with a pair of buttons that control the
vacuum, a cap and a removable liner

= aplunger with a plunger handle and O-ring

= a 60cc cylinder for holding evacuated uterine
contents, with a retaining clip for the collar stop

= acollar stop

= the smaller cannulae (4mm-8mm) that have two
opposing apertures

= the larger cannulae (9,10 and 12mm) that have a
larger single scoop aperture

= dots imprinted on each cannula indicate the
location of the main aperture; the first dot is 6cm
from the cannula tip and dots thereafter are spaced
at Icm intervals.

= cannulae are semi-rigid and have permanently
attached colour-coded bases; separate adapters are
not necessary. Wings on the bases aid in connection
to and disconnection from the aspirator. Some
syringes may require adapters to connect to
the cannulae.
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PERFORMING MANUAL
VACUUM ASPIRATION

When selecting your syringe and cannulae check for
cracks or other flaws. If any of the below are seen,
discard and replace.

Aspirator

cylinder is brittle or cracked or mineral deposits
inhibit plunger movement

valve parts are cracked, bent or broken
buttons are broken
plunger arms do not lock

aspirator no longer holds a vacuum.

Cannula

cannula has become brittle

cannula is cracked, twisted or bent, particularly
at the aperture.

cleaning the cannula does not completely
remove tissue.

Assembly and charging of the syringe
for aspiration

In preparation for use, the aspirator must first be
charged with vacuum, as follows:

1.

Open the valve and put the liner in place by aligning
the internal ridges. Then close the valve and snap
the cap into place.

. Check the O-ring. Ensure that the O-ring is in the

groove at the tip of the plunger. Lubricate it with a
single drop of lubricant such as silicone, glycerol or
liguid detergent. Never use petroleum-based
products such as petroleum jelly on the O-ring as
they can deteriorate the rubber. Take care not to
over-lubricate the O-ring.

Place the syringe into the valve, making sure that
the buttons are not engaged while doing so.

. Insert the plunger all the way into the cylinder. Make

sure that the buttons, the wide side of the cylinder
base and the plunger handle are in alignment.



5. Affix the collar stop by sliding it under the retaining
clip and pushing its tabs into the holes at the base of
the cylinder.

6. Push the buttons down and forward until you feel
them snap into place.

7. Charge the aspirator by pulling back on the plunger
until its arms snap outward and catch on the wide
sides of the cylinder base. With the plunger arms in
this position, the plunger will not move forward and
vacuum is maintained. Incorrect positioning of the
arms could allow them to slip back into the cylinder,
possibly injecting the contents of the aspirator into
the uterus.

8. Never grasp the aspirator by the plunger arms.

Check for vacuum retention before use
1. After establishing the vacuum, leave the aspirator
for several minutes and then release the buttons.

2. You should hear a rush of air into the aspirator,
indicating that there is a vacuum.

3. If you do not hear a rush of air, displace the collar
stop, withdraw the plunger and check that the O-ring
is properly placed, lubricated, and free of damage
and foreign bodies.

4. Check that the cylinder is firmly placed in the valve.
Then reinsert the plunger, reposition the collar stop
and retest the aspirator.

5. If vacuum is still not retained, the aspirator cannot
be used. Discard it and use another aspirator.

Prepare the sterile instrument tray.
Put the following materials which go into the
uterine cavity in the “no-touch” space:
cannula tips
long artery forceps (as a backup).
Put the following materials in the “gloved hand”
part of the tray:
handles of ring forceps
speculum

forceps for cleaning the cervix

multi- toothed tenaculum (or vulsellum forceps).

Client care during MVA

Explain the MVA procedure to the patient.

Ask about any allergies to antiseptics
or anaesthetics.

1. Ensure that all necessary equipment and supplies
are available.

2. Select appropriate cannulae. It is advisable to have
cannulae of several sizes available. Using a cannula
that is too small may result in retained tissue or loss
of suction.

3. Ensure emergency supplies and equipment are
available in the procedure room: intravenous
infusion set and fluids (or a mechanism for
stabilisation and referral).

4. Inspect instruments. Ensure that the aspirator holds
a vacuum. Discard aspirators with visible cracks or
defects and those that do not hold a vacuum.

5. Charge the aspirator. If vacuum is not retained,
check the O-ring and lubricate if necessary. If
vacuum is still not retained, discard and use
another aspirator.

In procedures such as MVA where the uterine cavity is
entered, it is possible to introduce pathogens into the
uterus, resulting in potentially serious infection. To
avoid infection, clinicians should always use the
no-touch technique during the entire procedure and
only use instruments that are sterilised or high-level
disinfected before use.

Using the no-touch technique means that the part of
the cannula or any other instrument that enters the
uterine cavity should not contact contaminated
surfaces before insertion through the cervix.
Specifically, the tenaculum, cannula or cervical dilator
tip should not touch the examination table, unsterile
areas of the instrument tray, gloves or vaginal walls
before they are inserted. Clinicians should handle the
cannulae and other instruments only by the area or end
that does not come into contact with the patient. For
example, if both ends of metal or plastic cervical
dilators are inserted, they should be held by the middle
and turned carefully so that they do not touch the
speculum or vaginal walls. Also remember to pass the
cannulae and dilators through the cervical os as few
times as possible. (This minimises contamination of the
uterine cavity through microorganisms introduced
during dilation and MVA.)

The MVA procedure can be started once all instruments
and supplies are ready and the woman is prepared and
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has given her consent to start. Make sure that the
bladder is empty and the woman is in semilithotomy
or lithotomy position.

1. Initiate vocal local.

2. Confirm findings of initial examination through
bi-manual exam, watching for any signs of infection
and treating promptly according to protocols.

3. Gently insert the speculum in an oblique direction.
Now that you have touched the woman's vagina,
your gloves are no longer sterile.

4. Perform cervical antiseptic prep.
5. Give paracervical block (lidocaine), if indicated.

6. Place tenaculum or ring forceps and apply
gentle traction.

7. Dilate cervix, if necessary.

Cervical dilatation is necessary when the
cervical canal will not allow passage of a
cannula appropriate to the uterine size.

When required, dilatation should be done gently
with progressively larger cannulae or tapered
mechanical dilators, taking care not to
traumatise the cervix. Misoprostol can also be
used to soften the cervix (200mcg is inserted
vaginally three hours before the procedure).

Suction of uterine contents

Gently introduce the cannula just past the internal os.
Slowly push the cannula into the uterine cavity until it
touches the fundus and then withdraw it slightly. Rotate
the cannula with gentle pressure to help ease insertion.

Do not insert the cannula forcefully, as forceful
movements may cause undue pain or uterine
perforation or damage to the cervix, pelvic organs
or blood vessels.

Remain alert to signals that may indicate
perforation throughout the procedure and stop
suction immediately if they appear.

Attach cannula to aspirator, holding the tenaculum and
end of the cannula in one hand and the aspirator in the
other. Slide the aspirator backward to attach it to the
cannula to avoid the forward movement that may
cause perforation.

Release vacuum by pressing the buttons in; suction
will begin immediately.

Evacuate by slowly and gently rotating cannula and
aspirator in a circular direction while using an
in-and-out motion. Take care not to withdraw the
aperture of the cannula beyond the cervical os, as
this will cause a loss of vacuum.
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Blood and tissue will be visible through the cannula
and in the aspirator cylinder.

Check for signs of completion:

i) red or pink foam without tissue passes through
the cannula

ii) gritty sensation as the cannula passes over the
surface of the evacuated uterus

iii) uterus contracts around the cannula

iv) patient feels increased cramping when the
uterus is empty, indicating contraction.

When the procedure is finished, depress the buttons
and disconnect the cannula from the aspirator.
Alternatively, withdraw the cannula and aspirator
together without depressing the buttons.

Inspection of aspirated tissue

It is essential to inspect the aspirated tissue for quantity
and presence or absence of POC. Empty the contents of
the aspirator into an appropriate container by ensuring
the cannula is detached, releasing the buttons,
squeezing the plunger arms and pushing the plunger
fully into the cylinder. Keep instruments available in case
re-aspiration is necessary. Inspecting aspirated tissue is
extremely important since it indicates whether the
evacuation was complete or whether there is the
possibility of an ectopic or molar pregnancy.

If no POC are seen, the possibility of ectopic pregnancy,
incomplete procedure or a complete spontaneous
abortion should be considered.

If retained tissue is suspected, repeat
the aspiration.

After determining that the procedure is complete, wipe
away excess blood from the os and assess the quantity
of blood still coming from the uterus or elsewhere.

Ensure that bleeding is minimal.

Proceed with any concurrent procedures such as
IUD insertion or tubal ligation, which were
consented to during pre-abortion family
planning counselling.

Clean instruments and prepare for next client.

Technical difficulties

The most common technical problem seen with MVA
instruments is loss of vacuum. During most MVA
procedures, the vacuum remains constant until the
aspirator is approximately 80% or 50mL full. However,
a decrease in vacuum may occur before the aspiration
is complete for several reasons, including:



the aspirator is full
the cannula is withdrawn past the external os

the cannula becomes clogged.
If the cylinder fills so that suction stops:

depress the buttons

disconnect the aspirator from the cannula, leaving
the cannula in place inside the uterus

empty the aspirator into a container by pressing the
buttons and pushing the plunger into the cylinder

re-establish vacuum in the aspirator, reconnect to
the cannula and resume the aspiration.

Never try to empty or unclog the cannula by pushing
the plunger back into the cylinder.

Some providers keep a second prepared aspirator
on-hand during the procedure and switch aspirators
if one becomes full.

If the aperture of the cannula is withdrawn from the
uterus beyond the external os, remove the cannula,
taking care not to contaminate it through contact with
the vaginal walls or other nonsterile surfaces:

detach the aspirator from the cannula, empty the
aspirator, then re-establish vacuum
reinsert the cannula if it has not been contaminated

if contamination has occurred, insert another
sterile or high-level disinfection (HLD) cannula

reconnect the aspirator, release the vacuum and
continue aspiration.

Table 1

SIGNS AND SYMPTOMS POSSIBLE DIAGNOSIS

Vaginal bleeding; uterus smaller than expected; less tissue than

expected; abdominal pain; signs of infection.

If the cannula becomes clogged, a lack of tissue or
bubbles flowing into the aspirator will be noted:

ease the cannula back toward, but not through,
the cervical os

If this does not unclog the cannula:

depress the buttons and disconnect the cannula
from the aspirator before removing from the
uterus, or withdraw the cannula without depressing
the buttons

remove tissue from the opening in the cannula
using sterile/HLD forceps or sterile gauze, taking
care not to contaminate the cannula

reinsert the cannula using no-touch technique

reattach the aspirator and continue the procedure.
Other reasons why the aspirator might not hold a
vacuum are:

incorrect assembly

a defective aspirator

the need for a larger cannula to create a tighter
seal in the cervix.

Possible complications

Complications are rare with MVA procedures on uterine
sizes of less than 12 weeks LMP, particularly when
performed by trained providers. Risks with MVA are
significantly lower than those with sharp curettage
procedures and full-term delivery.

Incomplete evacuation

Retained tissue

momentum in aspirate.

Torn or lacerated cervix; heavy vaginal bleeding; vaginal bleeding after
evacuation; sudden excessive pain; rapid heart rate; falling blood
pressure; instruments pass further than expected; fat, bowel or

Cervical or abdominal injury

Uterine perforation

Vaginal bleeding; large soft uterus.

Molar pregnancy

Retained POC at larger gestational age

vaginal bleeding; uterine tenderness.

Fever; chills; foul-smelling discharge; lower abdominal pain; prolonged

Pelvic infection

Positive pregnancy test; continued signs of pregnancy;
no POC upon tissue inspection.

Ectopic or molar pregnancy

Requires immediate action

disorientation; seizures; slurred speech.

Respiratory distress; rash; swollen face; metallic taste; ringing in ears;

Medication-related reaction - lidocaine

Hard, enlarged, blood-filled uterus hours/days after procedure; pelvic
pain; scant vaginal bleeding ; pain disproportionate to procedure.

Acute haematometra

Inability of blood to clot; serosanguinous bleeding.

Disseminated intravascular coagulation (DIC)
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Table 1 (see p. 75) lists complications that may be seen
during or after an MVA procedure. The risk of complica-
tions increases with greater uterine size, although all
complications are rare. Some of these conditions can
lead to secondary infertility, serious injury or death.
Providers of MVA procedures should also be aware that
a vagal reaction (fainting) may occur.

Monitor the woman's recovery. Have the woman rest in
a comfortable position. Assess and respond sensitively
to her emotional state. Monitor her until:

her pulse and blood pressure are normal for her

she is able to walk and drink fluids

she is not experiencing undue pain or bleeding

she has passed urine.
Provide post-procedure counselling and information.
The post-abortion period provides a critical opportunity
to provide information on contraception, recovery,
follow-up care, and other sexual and reproductive
health issues. Women should be given detailed informa-
tion regarding the following:

Post-abortion contraception:

Women can become pregnant as soon as
10 days after the procedure.

Some methods of contraception should be
started immediately following the procedure.

Contraceptive counselling and the woman'’s
method of choice should be provided before
she leaves the clinic.

Instruction for care
instructions for taking medications

information about routine hygiene

information about resumption of sexual activity
which should be delayed until post-abortion
bleeding has stopped, usually five to seven days

signs and symptoms requiring emergency attention
where to seek emergency care, if needed

list of counselling and other available services

date, time and location of follow-up visit, if required.

Signs of a normal recovery
Some uterine cramping can be expected over
the next few days, similar to that of a normal
menstrual period.
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Discomfort may be eased by mild analgesics, warm
compress or bath.

Spotting or bleeding should not exceed
normal menses.

A normal period should begin within four to
eight weeks.

Signs and symptoms requiring

immediate care
fever, chills, nausea or vomiting for more than
24 hours

cramping for more than a few days
tenderness, pain or distention of the abdomen

heavy bleeding—soaking more than one pad an hour
for two consecutive hours

foul-smelling vaginal discharge

delay in resumption of menstrual period by more
than eight weeks

fainting or dizziness.

MVA can be performed in facilities other than a hospital
operating room. This has many advantages, including
non-pharmacological pain control. There are a number
of advantages to non-pharmacological pain control,
including potential complications which might arise
from the side effects of analgesics. In conflict-affected
settings, drugs may not be available and therefore it is
good practice for providers to use alternative methods
of pain management. It is preferable that analgesics
and local anaesthetic are available to ensure that the
client has choices about her pain management and is
able to choose to have pharmacological pain control if
she prefers.

Goal of pain management

The goal of pain management is to guarantee that the
patient experiences minimal worry and discomfort with
the lowest possible health risks.

Types of pain

1. Pre-existing pain: Women who have undergone an
incomplete or complicated abortion may already be
in pain when they arrive at the health centre, as a
result of:

expulsion of uterine contents
possible infection
possible trauma

arduous trip to health centre.



2. Fear and anxiety will augment the pain experienced
by some women as well. A woman may be feeling
fear of:

a serious problem that might need expensive
and extensive treatment

her future health and fertility
blame and disapproval from health centre staff
prosecution (in some areas)

blame from her husband, parents, relatives or
community members.

3. The MVA procedure itself will cause additional pain
and cramping. Patients undergoing MVA for treat-
ment of incomplete abortion may commonly
experience two types of pain:

i) deep pain and cramping caused by dilation of
the cervix and stimulation of the internal
cervical os

ii) a diffuse lower abdominal pain with cramping
that is caused by movement of the uterus,
scraping of the uterine wall, and uterine muscle
contractions related to the emptying of the
uterine cavity.

Unnecessary intense pain can result from trying to
dilate the cervix forcefully, or too quickly.

Pain management techniques require:
efficient, well-trained team

quiet, non-threatening treatment room
(de-medicalisation)

friendly, calm, non-judgemental and attentive
health workers

supportive attention from staff before, during and
after the procedure

clear explanations of what is happening

accurate assessment of the patient's baseline level

of pain, anxiety and current reserve (how exhausted

she is)

accurate assessment of the anticipated procedure’s

impact on the patient's level of comfort (expected
difficulty and duration of the procedure)

timely application of pain control measures
gentle uterine evacuation

pain relief as needed following the procedure.

Vocal local

One of the safest approaches to managing MVA pain is
to provide the patient with verbal anaesthesia. Given
that MVA is a quick, gentle procedure, reducing the
patient’s anxiety by applying verbal anaesthesia is often
sufficient to control pain.

Providing “verbal anaesthesia" also called
"vocal local”

Providers can help patients manage pain better through
supportive treatment called vocal local.

To provide vocal local:

De-medicalise the clinic setup so that the
environments look homely. Keep emergency
drugs and equipment covered so that they are
out of sight.

The room is set up with equipment in place so that
the client is in the procedure room for a short time.

Provider client interaction (PCI) should be warm
and friendly.

One provider shows the client into the room and
talks to her throughout the procedure. The provider
encourages the client to talk. This partnership with
the patient reduces fear and makes her a part of
the pain control team.

One provider performs the procedure, quickly with
gentle technigue.

Move slowly, without jerky or quick motions.
Use flexible non-traumatic instruments.

N.B.: See Marie Stopes International Training Manual on
Vocal Local.
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Developments in drug therapy mean that surgical
aspiration is no longer the only method of safely
removing retained POC. Misoprostol is a synthetic
prostaglandin E1 analogue which primes the cervix and
causes contractions of the uterus. It is relatively cheap,
has a long shelf life and is stable at room temperature,
making it ideal for low resource settings. It can be
administered by non-surgically trained healthcare
workers at primary healthcare facilities.

Misoprostol has also been shown to be effective in PAC.

REGIMEN

A single dose of 600mcg orally is indicated for
treatment of incomplete abortion for women presenting
with an open cervical os and uterine size equivalent to
12 weeks gestation. It is possible to ascertain gestation
from the client history and clinical examination.
Eligibility of use of misoprostol should also be assessed.

A woman should not be given misoprostol if she has:

= suspected ectopic pregnancy

= signs of pelvis infection and/or sepsis
= known allergy prostaglandins

= |UDin situ.

TREATMENT AND FOLLOW-UP

Treatment is simple and involves two visits to health
centre. At the first visit, the provider assesses preg-
nancy status and explores options with the client for
management of incomplete abortion. The options for
expectant management, surgical or medical interven-
tion are explained. The woman, with help from the
health provider, chooses the course of treatment which
is most suitable for her.

Post-Abortion Care

MEDICAL MANAGEMENT of
INCOMPLETE ABORTION

The course of treatment is brief and usually involves
two out-patient visits. At the first visit, the incomplete
abortion status should be confirmed by history and
clinical exam and eligibility for misoprostol assessed.
The woman takes the single dose of misoprostol either
at the health centre or at home.

At the second visit, 7 to 14 days after the administration
of misoprostol, the healthcare worker checks that the
abortion is complete.

Routine provision of antibiotics is not necessary.
However, if there are signs or symptoms of infection,
the healthcare worker may provide appropriate
antibiotics. Contraceptive advice and methods are
provided at the follow-up visit.

Women are informed of the process and what to expect.
Side effects are minimal and short-lived. She is also
informed of the success rate and the possible need to
undergo MVA to surgically empty the uterus.

BLEEDING

Bleeding is a desired effect after administration of
misoprostol and therefore is not considered a side
effect. Bleeding may be heavy for three to four days
before becoming moderate. This will typically lasts up
to two weeks with additional days of spotting that can
continue until the next menstrual period.

Women are instructed to contact a healthcare provider
if they:

= soak one or more large pads per hour for two
consecutive hours

= suddenly experience heavy bleeding after bleeding
has slowed or stopped for several days

= have a bleed that is like a normal period, but
continues for two weeks

= begin to feel dizzy or light-headed.




Cramping: Cramping may begin within 10 minutes of
administration of misoprostol. The pain may be similar
to or less than usual period pain and can be managed
with non-steroidal anti-inflammatory drugs (NSAIDs)
or other analgesia such as paracetamol.

Fever and/or chills: Chills are a common side effect of
misoprostol but usually pass quickly. Fever is less
common, though it does not necessarily indicate
infection. If fever or chills persist beyond 24 hours after
taking misoprostol, the woman may have an infection
and should see a healthcare provider.

Nausea and vomiting: Nausea and vomiting may occur
and will within six hours after administration. An
antiemetic can be used if needed.

Diarrhoea: Diarrhoea usually resolves within a day.

Skin rash: Occasionally skin rash occurs after
administration of misoprostol and should resolve
within a matter of hours.
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A woman's experience during post-abortion care (PAC)
is both physical and emotional. This is the case for
women regardless of whether the abortion is sponta-
neous or induced, safe or unsafe. When women seek
professional healthcare they can expect emotional
support in addition to medical treatment. When this

is provided the woman is better able to understand

and accept her medical condition, manage any pain,
complete the recommended treatment, and face
possible outcomes and related health concerns. Helping
women achieve this through a de-medicalised approach
and counselling is a highly successful way for providers
to offer emotional care to women receiving PAC.

Effective counselling is an integral part of good quality
PAC. Counselling provides an opportunity to support
the patient in exploring her feelings, assessing her
coping ability, managing her anxiety and compre-
hending the information she needs to make informed
decisions. Counselling helps providers identify when
patients need special care because of extreme emo-
tional distress or personal circumstances. The most
immediate benefits of counselling are more effective
patient-provider relationships, treatment that is less
painful and distressing, and greater patient satisfaction
with the health-care encounter.

STAFF ATTITUDE

Women attending a health facility for PAC may be
distressed and anxious. The way in which staff commu-
nicate and engage with the client is important in her
experience. She may find the treatment less chal-
lenging if she feels the staff is sympathetic and
non-judgemental. Key elements of staff attitude for
PAC clients:

= non-judgemental
= asks open-ended questions

= sympathetic, yet professional
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COMMUNICATION

= recognises that her own values may be different
than those of clients

= respects clients’ values and attitudes

= aware of body language and other non-verbal ways
of communicating.

DEFINITION OF COUNSELLING

Counselling is a structured interaction in which a
person voluntarily receives emotional support and
guidance from a trained person in an environment that
is conducive to openly sharing thoughts, feelings

and perceptions.

Counselling is...

= soliciting the person's feelings and thoughts

= accepting the person’s perceptions and feelings,
regardless of societal norms

= respecting the person's privacy and confidentiality

= focusing on the person's—not the counsellor's—
needs and concerns

= communicating effectively

= supporting the woman in making her own decision
and acting on it

= providing information and helping the person apply
that information to meet her needs and desires.

Emotional support for PAC clients

Effective support for PAC clients begins as soon as the
client enters the health facility, with a non-medicalised
environment, and equipment and supplies discreetly
covered or out of sight in cupboards. The client is
greeted in a welcoming, non-judgemental way by the
staff who receives her at the health centre. Two-way
communication between the client and staff members
continues throughout her contact with all members of
staff who engage with her during her visit.




The client is given additional information before she A range of method mix should be available for women
leaves the health facility. This includes: so that they can be helped to choose the method which

. . is most appropriate for them.
information on her treatment, outcome and any

test results as well as follow-up visits which may The method of family planning which is most
be required appropriate will depend on:

when she can resume sexual activity the nature and severity of complications

information on family planning
(see Table 2 on p. 82)

whether the pregnancy was wanted or not

her risk of sexually transmitted infections
Any additional information she requires.

her preference for choice of method.
Methods should be available at the site where the PAC
is provided as it has been shown that women who take
a method of family planning at the time of PAC are
more likely to take an effective method and less likely
to experience repeat abortion within two years®

All clients attending health services should expect
privacy and confidentiality, and this may be particularly
important for PAC clients.

Women who have been treated for post-abortion
complications may have medical conditions that could
affect the selection of a contraceptive method. Table 2
(see p. 82) presents a number of elements that should
be considered in the selection of a contraceptive
method.

Privacy refers to the provision of services, including
consultation, tests and treatment, without others
being able to see or hear.

Confidentiality refers to the private nature of
information disclosed by the client and which may
not be disclosed to others without the consent of
the client.

It is important for the client to consult in private with
the staff, whether clinician or counsellor, without family
or partner present.

Women can return to fertility within 10 days of abortion,
and family planning services should be offered to
women at the time of PAC, unless she is extremely
unwell. All women should be provided with
post-abortion family planning counselling to explore
their feelings about the pregnancy which has just
ended and future fertility preferences. The majority of
women who attend for PAC will require post-abortion
family planning. Many women experience unintended
pregnancies and it is estimated that approximately
60% of women attending for PAC do not wish to be
pregnant at that time. Women who experience the loss
of a wanted pregnancy may also have a need for family
planning. Current guidance recommends that women
who experience abortion wait a minimum of six months
before becoming pregnant again.®

5 http://www.infoforhealth.org/pac/research/Compendium.pdf
& Johnson BR, Ndhlovu S, Farr SL, Chipato T. Studies in Family Planning, June 2002,33(2), pp. 195-202.
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Table 2

METHOD TIMING

Condoms - male or female

As soon as sexual activities resume.

Daily oral pills

Immediately

Injectables If heavy bleeding has resulted in acute anaemia, delay until resolved.
If moderate or light bleeding, begin use immediately.

Implants If heavy bleeding has resulted in acute anaemia, delay until resolved.
If moderate or light bleeding, begin use immediately.

IUD If no complications, can be inserted at time of procedure.

If infection suspected or confirmed, delay until infection is treated (three months).
If bleeding and injuries, delay until injuries have healed.

If anaemic, treat anaemia and delay until situation improves.

Female sterilisation

May be possible at time of procedure, depending on complications.
Referral may be required.

Ensure adequate time for woman to make decision about permanent method.

Vasectomy

May be conducted immediately.

Ensure adequate time for couple to make decision about permanent method.

Source: Blumenthal and Mcintosh, 1995; Leonard and Ladipo, 1994.

Natural methods of family planning which rely on the woman's cycle are not recommended until a regular menstrual pattern returns.

For more detail on appropriate methods of family planning, refer to Family Planning: A Global Handbook for Providers.”

7 World Health Organisation Department of Reproductive Health and Research (WHO/RHR) and Johns Hopkins Bloomberg School

of Public Health/Centre for Communication Programs (CCP), INFO Project. Family Planning: A Global Handbook for Providers
(2008 update). Baltimore and Geneva: CCP and WHO, 2008.
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The following pages are a useful review of basic
infection prevention (IP) methods and procedures.
Infection Prevention has several different compo-
nents, we have included a few key areas below for
your revision.

For more comprehensive information or training, we
recommend Engender Health Infection Prevention
Online Course http://www.engenderhealth.org/ip or
Marie Stopes Infection Prevention Training Pack,
available from Marie Stopes International, Medical
Development Team, 1 Conway Street, Fitzroy Square,
London, W1T 6LP.

Why is it so important to prevent

the spread of infection?

Over recent years, we have seen increased outbreaks of
infections that were once better controlled, like measles
and tuberculosis (TB). Now there are new incurable
illnesses, such as those caused by HIV and Hepatitis B
and C, viruses which have become a significant cause of
serious illness and death in many parts of the world.

Health facilities are ‘ideal’ places for infections to
spread because:

= we perform invasive procedures involving contact
bloodstream and tissues under the skin

= unseen microorganisms can get into parts of the
body where they cause infections

= service providers and the centre team are
constantly exposed to infectious materials

= some clients may be infected already or be
susceptible to infection

= some clients have infections that can be passed
onto others; we may not know whether our clients
are infected or not

= we often have many clients during a day, close
together in a small space.

INFECTION
PREVENTION

Also, we may not know how many of our clients pick up
infections, such as HIV, Hepatitis B or C, as a result of
using health services. Clients may go elsewhere for
treatment and it can be difficult to trace an infection to
its source. The absence of this information can lead us
to think that our IP measures are acceptable when in
fact they could be improved. We need to be confident
that all IP measures are performed, by all members of
the team, with all clients all the time.

GLOVES AND GLOVING

Gloves protect both clients and team members by
acting as a barrier against microorganisms. There are
three kinds of gloves:

= sterile=for use when there is contact with
bloodstream or tissues under the skin (surgical
procedures, bilateral tubal ligation etc.)

clean examination gloves—for when there is contact
with intact mucous membranes, or when you want
to reduce the risk of exposure

= utility—for handling contaminated items, medical or
chemical waste, and for housekeeping.
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Steps of Putting on Surgical Gloves

Prepare a large, clean, dry area for
opening the package of gloves. Either
open the outer glove package and then
perform a surgical scrub, or perform a
surgical scrub and ask someone else to
open the package of gloves for you.

Open the inner glove wrapper, exposing
the cuffed gloves with the palms up.
Gloves are cuffed to make it easier to
put them on without contaminating
them. When putting on sterile gloves,
remember that the first glove should
be picked up by the cuff only. The
second glove should then be touched
only by the other sterile glove.

)

./jJ

Pick up the first glove by the cuff,
touching only the inside portion of
the cuff (the inside is the side that
will be touching your skin when the
glove is on).

While holding the cuff in one hand, slip
your other hand into the glove. (Pointing
the fingers of the glove toward the
floor will keep the fingers open.) Be
careful not to touch anything, and
hold the gloves above your waist level.

N.B.: If the first glove is not fitted
correctly, wait until the second glove is
on before making any adjustments.
Then use the sterile fingers of one
glove to adjust the sterile portion of
the other glove.

Pick up the second glove by sliding the
fingers of the gloved hand under the
cuff of the second glove. Be careful not
to contaminate the gloved hand with
the ungloved hand as the second glove
is being put on.

Put the second glove on the ungloved
hand by maintaining a steady pull
through the cuff. Adjust the glove
fingers and cuffs until the gloves fit
comfortably.

© Engenderhealth

Injuries from needles and other sharps are the number one cause of infections for team members from
blood-borne infectious microorganisms such as HIV, Hepatitis B and C. All team members who use sharps are
at risk. Careful handling of sharps is an essential way to avoid complications in delivering services.
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Injuries can occur when:

team members recap, bend or break needles

someone carrying an unprotected sharp
accidentally sticks another team member or client

sharps are left in linens

service providers are working in confined spaces
and cannot easily see what is going on

handling and disposing of waste containing sharps

clients move suddenly during injections.

This section describes the practices carried out before
or during a surgical procedure to reduce the client's
risk of post-procedure infection. Aseptic technique
prevents infection-causing microorganisms from
entering the body.

The key features of aseptic technique are:
the use of barriers such as gowns and masks
(where necessary)
surgical scrub and gloving
proper preparation of the client

cleaning the surgical site with soap and water if
visibly dirty

preparing the incision site by wiping with
antiseptic, working in a circular motion from
the centre of the site outwards

properly preparing the vagina, cervix and other
mucous membranes.

the set up and maintenance of a sterile field

(for invasive procedures)
place only sterile items within the sterile field

open or transfer sterile items without
contaminating them

recognise what is and is not sterile

act in ways that do not contaminate the
sterile field

recognise and maintain the service provider's
sterile area

do not place sterile items near open windows
or doors.
the use of good surgical technique

gentle tissue handling and minimal incisions
reduce the risk of post-procedure infection in
the client.

creating a clean surgical/procedure area,

for example:
restricting the numbers of people who come in
and out of the space
setting up the space to reduce potential for
infection; do not set up a sterile field near an
open door or window

when in doubt about whether an item is sterile,
consider it contaminated

cleaning and disinfecting all surfaces that
may have been contaminated before a new
client enters.

REMEMBER:

only authorised people should be allowed to enter
the procedure room

keep doors and curtains closed

enclose the space to minimise dust and keep
out insects

disinfect and clean all surfaces that may have been
contaminated before a new client enters.

Proper processing is vital for reducing infection
transmission during clinical or surgical procedures.
Correct handling and processing also reduces the
centre team'’s risk of infection.

There are four steps:

Step1 - Decontamination
Step 2 - Cleaning

Step 3 - Sterilisation or HLD
Step 4 - Storage.

Step 1- Decontamination

This step:
Kills viruses (including Hepatitis B virus, other
viruses which cause hepatitis, HIV and many
other microorganisms)

makes instruments and other items safer to handle
by the team members who do the cleaning and
further processing

makes items easier to clean by preventing blood,
other body fluids and tissue from drying on them
(although cleaning is still needed because
decontamination does not remove the blood and
tissue on the items).
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How to decontaminate
Use a 0.5% chlorine solution. Chlorine is usually the
cheapest, most available disinfectant.

See the box below about how to prepare a 0.5%
solution. Use a plastic bucket with a lid and mark the
bucket 0.5% chlorine solution.

All instruments must be decontaminated immediately
after use.

Soak for 10 minutes, using a timer which sounds when the

time is up (longer soaking will corrode metal instruments).

Making up a 0.5% chlorine solution
Chlorine in bleach comes in different concentrations. You
can use any type of bleach, no matter what the concen-

tration, to make a 0.5% solution, using the formula below.

Look on the bleach container to find the concentration.

(% active chlorine in liquid bleach divided by 0.5) -1 =
parts of water for each part of bleach.

[Handy tip: dividing by 0.5 is the same as multiplying by 2]

A ‘part’ can be any unit of measure - for example a jug
or bowl may be used. (see box with formula below)

The person responsible for ordering supplies should tell
the team member if the product has been changed.

Too weak a solution will not kill the microorganisms; too
strong a solution will damage or corrode the items put
in the solution.

The decontamination solution should be changed daily,
or earlier if it is cloudy (see Tips about decontamination
on next page).

Step 2 - Cleaning
Cleaning means scrubbing with a soft sponge or brush,
detergent and water. It is essential because it:

removes organic material, dirt and other matter
that can interfere with sterilisation or HLD

reduces the number of microorganisms including
bacterial endospores on instruments and
other items.

Without cleaning:

microorganisms trapped in blood clots and
other organic material may be protected and
survive sterilisation

organic material and dirt can reduce the
effectiveness of chemicals used in some instrument
processing techniques.

Any instrument with old blood still on it after instrument
processing cannot be considered sterile or HLD.

Formula for making a 0.5% chlorine solution using 3.5% active chlorine bleach

wilwil;

[water

Handy guide to making up a chlorine solution

o I 100 -

@ = 0.5% chlorine

[chlorine]

To mix a 0.5% chlorine solution using the formula (% of active chlorine in original bleach bottle divided by 0.5) -1 =

number of parts of water used to dilute the bleach, then:

if the concentration of bleach is 3.5% then one part of bleach is mixed with six parts of water

if the concentration of bleach is 4% then one part of bleach is mixed with seven parts of water

if the concentration of bleach is 4.5% then one part of bleach is mixed with eight parts of water

if the concentration of bleach is 5% then one part of bleach is mixed with nine parts of water

if the concentration of bleach is 5.5% then one part of bleach is mixed with 10 parts of water

if the concentration of bleach is 6% then one part of bleach is mixed with 11 parts of water. Team members
responsible for mixing the 0.5% chlorine solution should understand that bleach concentrations can differ
between products. Doing the calculations or following the manufacturer’s instructions if using bleach

powder or chlorine releasing tablets is essential.
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Tips about decontamination

use a plastic bucket with a lid for the decontamination solution; chlorine corrodes metals

use a marker pen to write ‘0.5% chlorine solution’ on the bucket

place used instruments in the decontamination bucket without splashing

always rinse procedure gloves in the decontamination bucket before removing them

never leave instruments in the decontamination bucket for more than 10 minutes as this will damage them

change the decontamination solution daily (because chlorine evaporates) or when it becomes contaminated

with blood or becomes cloudy

never use the decontamination solution on the skin or mucous membranes

set up a bucket of tap water next to the decontamination bucket so that, when the items are ready to come
out of the disinfectant solution, they can be placed in the water until the staff member is ready to clean them

utility gloves should always be used when removing items from the decontamination bucket.

Cleaning steps

1. Using a soft brush or old toothbrush, water and
enough detergent to make the water frothy or sudsy
(do not use soap, which leaves an oily residue that
microorganisms flourish in):

a. scrub instruments and other items vigorously
to remove blood, body fluids, tissue and other
organic matter

b. use utility gloves with long cuffs when cleaning

c. carry out the cleaning in a bowl or basin near a
sink to rinse the cleaned items in

d. hold the instruments under the water to
avoid splashing

e. disassemble instruments and brush in the
grooves, teeth and joints where organic material
can collect and stick

f. do not use abrasives in instrument cleaning as
these can cause tiny scratches on metal instru-
ments where microorganisms can hide.

2. Rinse items thoroughly with clean water to remove
all detergent. Detergent residue can reduce the
effectiveness of chemical processing.

3. Allow items to air dry or dry them with a clean towel.

Instruments which will be processed with chemical
solutions must be completely dry, otherwise the
solution will be diluted; items that will be high-level
disinfected by being boiled or steamed do not need
to be dried first.

Step 3 - Sterilisation and HLD
Sterilisation or HLD: what are the differences and when
should each be used?

Sterilisation kills all microorganisms that can cause
infection: bacteria, viruses, fungi, parasites and
bacterial endospores which cause diseases like tetanus
and gas gangrene.

HLD Kills bacteria, viruses, fungi and parasites but does
not reliably kill all bacterial endospores.

Sterilisation is preferred and should be used
wherever possible.

HLD should be available for instruments which have a
low risk of carrying bacterial endospores such as MVA
cannulae. Because MVA cannulae are flexible plastic,
heat sterilisation is not possible and extensive interna-
tional research supports the recommendation that HLD
is suitable for MVA cannulae.

The following notes summarise the most common
sterilisation and HLD methods. They may not all be in
use in your centre. As you read through the notes,
compare what is recommended with what happens in
your centre.

Methods of sterilisation

There are three methods. For each method it is
essential that items are decontaminated and properly
cleaned before they are sterilised. Clots of blood

can harbour harmful microorganisms even

after sterilisation.

1. Steam sterilisation or autoclaving

Destroys microorganisms on clean items by applying
moist heat under pressure.
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6. Shut off the autoclave (unless automatic) after
the desired time and leave items until they dry
completely (could be 30 minutes).

Autoclave should be used for sterilising:

liquids (sterile water)

metal instruments and other items 7. Remove sterile packs using sterile pickups for

unwrapped items, place on a surface padded with
paper or fabric to prevent condensation until they
reach room temperature.

gowns and surgical drapes. These can only be
sterilised in an autoclave and they are essential
to create a sterile field where instruments enter

tissues under the skin. 8. Store properly:

wrapped: for best results store in closed
cabinets in low-trafficked areas at moderate
temperatures and zero or low humidity for up
to seven days

2. Dry heat sterilisation (electric oven)

Destroys microorganisms on clean items by applying
dry heat for a given period of time The lower the
heat, the longer the time needed for sterilisation.
unwrapped: use immediately on removal from
autoclave or keep covered in a dry, unopened,
sterile container, and use within seven days.

Dry heat should be used for sterilising:

glass or metal objects (other items may melt

or burn). 9. Timings— always check with the manufacturer.

3. Chemical sterilisation Typical timings are:
Destroys microorganisms on clean items (which
should also be dry as water dilutes the chemicals)
by soaking them in a chemical disinfectant solution

(e.g., cidex) and rinsing them with sterile water.

wrapped items - 30 minutes

unwrapped items - 20 minutes.

Steps of dry heat sterilisation

Chemical sterilisation should be used for: 1. Decontaminate, clean and dry all items.

2. Either wrap, using foil, double layered cotton or
muslin, or put unwrapped items on a tray or shelf,
or put items in a metal lidded container (it is not
necessary to unlock or disassemble because dry
heat raises the temperature of the entire item).

heat sensitive items.

What is the purpose of wrapping items before
autoclaving, steam or dry heat sterilisation?
Wrapping helps to prevent contamination after
sterilisation but before use. Where storage conditions
are good and the items are handled as little as possible,
properly wrapped items can be considered sterile as
long as they remain intact and dry, for up to seven days.

3. Putitemsin the oven and heat to the correct
temperature. Do not begin timing until the required
temperature has been reached (and then use a timer
or record the time).

Temperature Time at required temperature

When wrapping for steam sterilisation, use muslin or
cotton fabric. Do not use canvas because the steam

170° C (340°F) 1 hour
cannot penetrate the material.

160° C (320°F) 2 hours
When wrapping for dry heat sterilisation, use foil,
double-layered cotton or muslin fabric. 150° C (300°F) 2.5 hours

140° C (285°F) 3 hours

Steps of steam sterilisation (autoclave)

1. Decontaminate and clean items. The total time for sterilisation is likely to be twice as

2. Disassemble items with sliding or multiple parts to

allow steam to reach all parts.

long as above because of the time taken during
heating up and cooling.

3. Wrap, using muslin or cotton fabric (do not REMEMBER, do not sterilise sharps at temperatures
use canvas because steam cannot penetrate above 160° because dry heat dulls them.
the material). 4. Leave items in the oven to cool, then remove and

4. Arrange packages or items in autoclave so that the use or store immediately, using sterile pickups to
steam can circulate freely. remove unwrapped items.

5. Follow the manufacturer’s instructions for how long

and at what pressure to autoclave.
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5.

Store properly:
wrapped: for best results store in closed
cabinets in low-trafficked areas with moderate
temperatures and dry or low humidity

unwrapped: use immediately on removal from
autoclave or keep covered in dry sterile
container, and use within seven days.

Steps of chemical sterilisation

1.

Decontaminate, clean and dry (water from wet
instruments dilutes chemical solution and makes it
less effective).

. Prepare the solution according to the manufacturer’s

instructions or use a solution prepared earlier,
provided it is not cloudy and has not expired.

. Open all instruments so the solution can contact

all the parts. Submerge them in the solution and
place bowls and containers upright so they can fill
with solution.

. Follow the manufacturer's instructions for soaking

time. If the solution contains glutaraldehyde (cidex),
cover the container and allow to soak for at least 10
hours (remembering not to add anything else once
soaking has begun).

. Remove sterilised instruments using sterile pickups

(lifters, Cheatle forceps) and rinse thoroughly with
sterile water to remove solution residue which is
toxic to skin and tissues (remember that boiled
water is not sterile and rinsing with boiled water
can contaminate sterile instruments).

. Store properly:

place items on a sterile tray or in a sterile
container and allow to air dry before use
or storage

use immediately or keep in a covered, dry,
sterile container to use within seven days.

What methods are there for HLD?

1.

HLD by boiling
this can be done anywhere provided there is
clean water and a heat source

instruments are placed in a pot or boiler,
covered with water and boiled for 20 minutes.

Tips for HLD by boiling

cover with a lid; make sure that boiling water
can reach all parts of the instrument by
disassembling items with multiple parts and
opening hinged instruments

always boil for 20 minutes, start timing when
water reaches a rolling boil

do not add or remove anything once boiling
begins; this contaminates the water

remove items using sterile pick-ups/Cheatle
forceps and place in a sterile tray or container.

2. Chemical HLD

soak in glutaraldehyde or chlorine for
20 minutes

rinse with sterile water

some chemicals should NOT be used for
chemical HLD; for example, antiseptics (like
betadine or savlon), formaldehyde (which can
be cancer forming), alcohol (which does not kill
all viruses).

Tips for chemical HLD

make sure items are completely covered with
chemical solution, disassembling or unhinging
items with multiple parts

soak for 20 minutes

do not add or remove anything once
timing begins

remove items from the solution using dry,
sterile pick-ups (lifters, Cheatle forceps)

thoroughly rinse items with sterile water to
remove the chemicals as these are toxic to
skin and tissues

place items on a sterile tray or container and
allow to air dry before storage.

3. HLD by steaming

in a tiered steamer for 20 minutes

useful for PAC cannulae and surgical gloves.
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Tips for HLD by steaming

do not pack equipment too tightly in the trays;
allow steam to circulate

when steam comes out between the trays,
water is boiling and timing can star

steam for 20 minutes; use a timer or record the
start time

lift out with sterile lifters and place on a sterile
tray or container.

Special considerations when using HLD
reusable needles and syringes:

do not reuse needles and syringes

disposable needles and syringes are preferred
as reusables are difficult to process properly.

gowns and surgical drapes:

only steam sterilisation is appropriate.

MVA instruments:
MVA cannulae - sterilisation or HLD

MVA syringe - requires decontamination and
proper cleaning but because it does not come
into contact with the client, does not need
sterilisation or HLD.

Step 4 - Storage

Proper storage is as important as proper
decontamination, cleaning, sterilisation and HLD. If
instruments and other items are not stored properly,
all the efforts made to follow the correct processing of
supplies will be wasted.

NEVER store instruments or other items in solutions.
ALWAYS store them dry. Microorganisms can live and
multiply in both disinfectant and antiseptic solutions
and items left in contaminated solutions can lead to
infections in clients.

NEVER use antiseptic solutions to process objects.
REMEMBER, antiseptics are for use on people;
disinfectants are for use on objects.

REMEMBER:

if a sterile item comes into contact with anything or
anybody not considered to be sterile/HLD, then that
item is contaminated
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unwrapped sterile or HLD items should be used
immediately or kept in a covered sterile container
for no longer than 24 hours. Unwrapped items are
at increased risk of contamination

once a pack or container is opened its contents
must be used or reprocessed within 24 hours

the maximum storage time for wrapped sterile
items is seven days.

The shelf life of a wrapped item is influenced by:

the type of packing material
how many times the pack is handled
the number of people who handle the pack

cleanliness, humidity and temperature of handling
area; damp items must be considered contaminated

whether or not packs are stored on open or
closed shelves

whether or not dust covers are used.

It is best to place sterile packs in closed cupboards in
areas which are not heavily trafficked, have moderate
temperatures and are dry and of low humidity. In these
conditions, with limited handling, properly wrapped
items can be considered sterile as long as they are
intact and dry. If a pack of instruments is wet it must be
considered unsterile.

Storage and handling time should be kept to a minimum
because the likelihood of contamination increases over
time and with increased handling.

If in doubt, re-sterilise before use.

This is often the most neglected part of IP.

All team members who handle waste are at risk of
waste-related injuries. Sharps pose the greatest risk
and can cause transmission of serious infections,
including HIV and Hepatitis B.

Anyone who handles contaminated waste from the time
it is disposed of by the service provider until it reaches
the site for final disposal is at risk of infection and
injury. Poor disposal of waste is a great threat in
communities where waste dumps are open to children
and scavengers. Every step in waste disposal should be
carefully considered.



Proper disposal of waste:
minimises the spread of infection and reduces the
risk of accidental injury to service providers and

Sorting
Sorting saves energy and resources by reducing the
amount of waste that needs special handling:

the local community
helps to create a pleasant centre environment
reduces unpleasant smells

helps keep down the numbers of insects
and animals

reduces the risk of contamination of local soil or
ground water by microorganisms or chemicals.

locate containers, clearly marked for either general
or medical waste, conveniently close to where the
waste is generated

distinguish the containers by colour and easily
readable labels

sharps containers should be in convenient places
so team members do not have to walk carrying

used sharps.
There are three kinds of waste:
Handling
waste containers should be emptied before they
become too full, at least once a day

1. General waste

waste that presents no risk of injury or
infection - paper, boxes, bottles, plastic

. ) s
containers, food-related waste. dispose of sharps containers when they are % full

never put your hands into a container of

2. Medical waste .
medical waste

waste generated in client treatment
g always use utility gloves when handling waste.

blood, blood products and other body fluids as
well as bandages, surgical sponges and other
materials containing fresh or dried blood or
other body fluids

Interim storage
make sure this is short term, ideally only a few
hours before disposal

organic waste: tissue, POC store waste in a closed area that is inaccessible to

staff, clients and visitors; the number of people who
come into contact with medical waste should be
kept to a minimum

sharps, used or unused, including hypodermic
and suture needles, blades, IV tubes, glass
slides, cover slips.

make sure all containers have lids and seal tops of
plastic bags with tape to prevent spills and smells

3. Chemical waste
cleaning products and disinfectants.
never store medical waste in open containers and
Developing a waste management plan never throw it into an open pit.
Every centre should have a waste management plan
and a named person whose responsibility it is to look
after the management of medical waste, which is

potentially the most harmful waste generated.

Final disposal
Solid medical waste should be disposed of on the
premises. Options include:

There are four parts to a waste management plan: burning - this is the best option. Use an incinerator

1. Sorting waste by type where it is generated or oil drum to prevent scattering

2. Handling - collecting and transporting waste within
the centre

burying - in a pit big enough for all the waste
generated at the site, with a fence or wall
3. Interim storage in the centre until the waste can be surrounding the pit, to prevent access to it

disposed of transporting waste - this can be considered if

neither burning nor burial at the site is possible.
Ensure that the people transporting the waste are
aware of the risks and take proper precautions. If
transporting waste, it is vital that you know where
the waste can be disposed of correctly.

4. Final disposal - removing or transporting dangerous
waste from the centre.
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Liquid medical and chemical waste
Always wear utility gloves and closed footwear when
handling liquid medical waste.

Cleaning solutions and disinfectants should be handled
in the same way as liquid medical waste:

carefully pour liguid waste down a sink, drain,
flushable toilet or latrine, remembering, before
doing this, to make sure you know where the drain
empties, checking that it does not run through an
open gutter and drain into the ground locally

rinse the sink, drain or toilet thoroughly with water,
avoiding splashing. Clean these areas with a
disinfectant solution at the end of each day or
more frequently if they become heavily soiled

decontaminate the container that held the liquid
waste by soaking it for 10 minutes in a 0.5%
chlorine solution before washing it and washing
your hands.

Disposing of sharps
sharps are not destroyed by burning except
in large, industrial incinerators

place needles, plastic syringes and scalpelsin a
puncture resistant, sealable container and, when
the container is % full, pour in fuel, ignite and allow
to burn until the fire goes out. The plastic syringes
will melt and when cool become a solid block of
plastic with the sharps embedded in it and this can
then be buried in the burial pit

always wash your hands after handling
sharps containers.

Disposing of foetal waste and POC

Foetal waste and POC should be disposed of in a
sympathetic and appropriate manner. As with other
medical waste, foetal waste may be poured into a sink,
drain, functioning sewage system or maintained pit
latrine. You must consider where the drain empties.
The drain must not run through open gutters or empty
onto ground. Rinse and disinfect any drain that is used
with a 0.5% chlorine solution. Alternatively, products
should be placed into containers, which can then be
sealed and burnt.
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