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8. Infection Prevention

Time: 60 minutes

Advance Preparation
Flip chart, markers, VIPP cards, utility gloves, surgical gloves, set of personal protective barriers 
(cap, mask, gown), syringe with needle and cap, bleaching powder (for chlorine solution), plastic 
containers (bucket, mug, plastic teaspoon), MVA kit (aspirator and cannula); charts on: instrument 
processing, waste management, hand washing

Session Plan

S. No. Sub-session Methodology Time (60 minutes)
1. a.	 Self Assessment Tool

b.	 Introduction to the Session
Presentation 10 minutes

2. Cycle of Disease Transmission Brainstorming
Discussion
Presentation

10 minutes

3. Universal Precautions Brainstorming
Discussion
Demonstration
Presentation

20 minutes

4. Steps for Instrument Processing Discussion
Demonstration
Presentation

15 minutes

5. Summary Presentation 5 minutes
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8. Infection Prevention
Self Assessment Tool

Please encircle the correct response:

1)	 Through which infection-transmission routes do blood-borne diseases commonly spread in 
the clinic setting:

a. 	 Contact with infected bed linen

b. 	 Injuries from sharp instruments, such as by needles and blades

c. 	 Blood contact with workers’ gowns or lab coats

d. 	 Splashes of blood on intact skin

2) 	 Which of the following is NOT a proper procedure for managing occupational exposure to 
blood and body fluids:

a. 	 Immediately flush area with clean water

b. 	 If exposure caused bleeding wound, allow to bleed briefly

c. 	 Prevent the employee from working until HIV status is known

d. 	 Give post-exposure prophylaxis when available

3)	 Universal precautions are mandatory while handling which of following body fluids:

a. 	 Saliva and vomitus

b. 	 Semen, vaginal secretions

c. 	 Peritoneal fluid/pleural fluid/CSF

d. 	 both b and c

e.	 a, b, and c

4) 	 After use needles should be:

a. 	 Recapped and stored

b. 	 Put in yellow bags and send for incineration

c. 	 Destroyed in needle destroyer and placed in puncture-proof container

d. 	 Made non-reusable by disfiguring/bending them

5) 	 Which of the following infections cannot occur due to injury by sharps:

a. 	 Hepatitis A

b. 	 Hepatitis B

c. 	 Hepatitis C

d. 	 HIV
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Key to Self Assessment Tool:

1) b		  2) c	 3) e	 4) c	

5) a		  6) d	 7) c	

6)	 Concentration of Sodium Hypochlorite used for decontamination of reusable items is:

a. 	 0.1%

b. 	 1.0%

c. 	 5%

d. 	 0.5%

7) 	 Which is NOT true about the decontamination soak (encircle all that apply):

a. 	 Makes cleaning easier

b. 	 Use of chlorine solution assists with disinfection

c. 	 Makes items safe to handle with bare hands
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1a. Self Assessment tool

1b. Introduction to the Session

Time: 10 minutes

Methodology: Presentation (Slide: 8.1)

Greet the participants and facilitate the completion of the self-assessment tool. Discuss the correct 
responses with them. Share the objectives of the session.
Greet the participants and facilitate the completion of the self-assessment tool. Discuss the correct 

Share with the participants the cycle of disease transmission.

Slide 8.1: Session Objectives 

• Understand the cycle of disease transmission in an abortion care setting

• Know the components of universal precautions

• Know the protocols for waste management

• Understand the steps for instrument processing

Health care facilities are primary settings for infection transmission because of the presence of 
numerous types of infectious agents. Health care workers are exposed to infections and contaminated 
materials during their daily work, while patients are exposed to these infections when they receive 
health care services. 

There is a great need to practice infection prevention protocols by all health care providers to:

• Minimize the risk of transmission of any infection including HIV/AIDS, Hepatitis B and C 
to service provider, patients and visitors

• Prevent spread of antibiotic-resistant micro-organisms

• Reduce the overall cost of health care services.

Hence all health care workers should adopt appropriate infection prevention practices in their 
facilities.

2. Cycle of Disease Transmission

Time: 10 minutes

Methodology: Brainstorming; Discussion; Presentation (Slide: 8.2)
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Slide 8.2: Cycle of Disease Transmission

3. Universal Precautions

Time: 20 minutes

Methodology: Brainstorming; Discussion; Demonstration; Presentation (Slides: 8.3, 8.4 [a, b, c, d], 
8.5, 8.6, 8.7, 8.8, 8.9)

Universal Precautions
Universal Precautions are so called because they should be practiced by all health care workers 
against body fl uids, wet surfaces and during contact with clients at all times.

THE TWO CARDINAL RULES OF UNIVERSAL PRECAUTIONS ARE : 

1. All patients/persons are potentially infectious. 

2. There is no reason to treat individuals with known blood-borne diseases differently.

Note: Universal precautions should be followed for all clients and workers, regardless of their 
presumed infection status or diagnosis.

Susceptible Hosts
Clients

Service providers
Ancillary staff

Community members

People
Water and solutions

Instruments and other items

Equipment

Soil and air

Places of entry
Broken skin

Puncture wound
Surgical site

Mucous membranes

Places of exit
Respiratory genitourinary,

and vascular systems
Gastrointestinal tract

Skin
Mucous membranes

Modes of
transmission

Contact
Droplet
Vehicle

Airborne

Infectious Agents
Microorganisms such as:
Bacteria, Viruses, Fungi

Reservoirs

Ask the participants if they can enlist components of universal precautions. Complete from the list in Slide 8.3.Ask the participants if they can enlist components of universal precautions. Complete from the list in Slide 8.3.

Slide 8.3: Components of Universal Precautions

A. Hand washing

B. Personal protective barriers

C. Aseptic techniques

D. Handling of sharp items

E. Environmental cleanliness

F. Waste management plan

G. Proper instrument processing (Discussed in section on ‘Steps for Instrument Processing’)



112 Comprehensive Abortion Care: Trainer’s Manual

A. Hand Washing
Hand washing is an important (though often neglected) practice to prevent infection.

Slide 8.4(a): Hand Washing

When should we wash our hands?

• Before and after examining each patient

• Before and after any procedure

• Before and after contact with any client/patient or their surroundings

• After contact with contaminated objects/tissue, even if gloves are worn while handling 
them

Slide 8.4(b): Hand Washing

How should we wash our hands?

• Use soap and clean, running water

• When running/tap water is not available, a bucket with tap or assistance from another 
person in pouring the water through a mug is advocated

*Steps of hand washing are given in Annexure 1.

Slide 8.4(c): Hand Washing
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Slide 8.4(d): Hand Washing (Routine and Surgical)

• The steps for both routine and surgical hand washing are same but duration is different

• For routine hand wash, the total duration is 40 to 50 seconds

• For surgical hand wash, time spent on each step is three times more. Total duration is 3 
to 5 minutes

B. Personal Protective Barriers

Ask the participants to make a list of all the protective barriers they know of and are used in their settings. 
Complete from the list below.
Ask the participants to make a list of all the protective barriers they know of and are used in their settings. 

Slide 8.5: Personal Protective Barriers

• Gloves (surgical; utility; examination)     

• Face mask

• Eye-cover    

• Gown

• Cap     

• Footwear/cover

Three types of gloves are used in the clinical practice:

1. Surgical: used for the procedures and for handling blood

2. Utility: used by paramedics mainly to handle the instruments (especially sharps), linen, 
cleaning etc.

3. Examination: used for taking intravenous samples; in OPD while performing bimanual 
examination in non-pregnant women; touching intact skin and mucosa

The gloves should be:

• Changed: 

• After each client contact 

• After contact with a potentially contaminated item

• Before touching sterile instruments

• Between rectal and vaginal examinations of the same woman

• Worn while drawing blood, starting an intravenous line or at any time when blood vessels 
are accessed

• Removed and disposed of immediately after a procedure followed by hand washing
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Read the case scenario in slide 8.7 and ask the participants if it presents a good solution for proper 
disposal of sharp items, in the given situation.
Read the case scenario in slide 8.7 and ask the participants if it presents a good solution for proper 

Slide 8.7: Site Scenario 

A clinic decided that, to reduce costs, they would put one large container at the centrally 
located nurses’ station. Workers would bring their sharps there from all over the clinic. Is 
this a good solution for the disposal of sharps?

Answer: No. Containers should be located at every place where needles are used because carrying 
needles can cause accidental injuries.

In spite of the best efforts, if accidentally exposed to needle pricks or cuts:

• Allow the exposed area of the skin to bleed briefl y

• Immediately fl ush with clean, running water

• Wash wound and skin thoroughly with soap and water

• Do not press, suck or squeeze

The gloves should not be a substitute for hand washing.

Steps for putting on and removing surgical gloves are given in Annexure 2.

C. Aseptic Techniques
Please refer to step 3 on pages 138-139 in Chapter 9 on ‘Vacuum Aspiration’.

D. Handling Sharp Items
Sharps have the highest potential to spread infection by transferring the micro-organisms directly 
into the blood. It is vital that sharp items used during the procedure be handled with great care 
to avoid chances of injury by them.

Ask the participants to name some sharp items used during service provision.

Answers may include blades, hypodermic needles, tenaculae, suture needles and scissors.

Slide 8.6: Safety with Sharp Items

• Avoid recapping or bending of needles after use

• Make needles unusable after single use by burning them in a needle destroyer/hub cutter

• Put all needles in a puncture-proof container after use

• Put all the syringes in 1% hypochlorite solution for half an hour before disposing

• Wear utility gloves when disposing of sharps containers
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Ask the participants about the cleanliness schedule that they follow at their facilities. Share with them 
the protocol to be followed.
Ask the participants about the cleanliness schedule that they follow at their facilities. Share with them 

• Give post-exposure prophylaxis if available as soon as possible but not later than 72 
hours of injury

Post Exposure Prophylaxis

Zidovudine (300 mg BD) and Lamivudine (150 mg BD) should be started within 72 hours of the 
exposure and continued for four weeks.

E. Environmental Cleanliness

Slide 8.8: Cleanliness Protocol

• Wear utility gloves while cleaning

• Use a damp/wet cloth for dusting to reduce the spread of dust and micro-organisms

• Wash room surfaces from top to bottom so that dirt falls on the fl oor

• Use 0.5% chlorine solution* for decontamination and cleaning. Use 1% solution for 
disinfecting waste and managing spills

• Health facility should be cleaned at the beginning, middle and end of each day and as 
needed

*Chlorine is highly effective against HIV and HBV and is a cost effective disinfectant.

Cleaning Schedule: Client-care Areas
At the beginning of 
each day

Clean horizontal surfaces-operating/procedure tables, examination couches, 
chairs, trolley tops or Mayo stands, lamps, counters and offi ce furniture with a 
cloth dampened with water; and clean fl oor with a mop dampened with water 
to remove dust and lint that have accumulated overnight

Between clients Clean operating/procedure table, examination couches, chairs, trolley tops or Mayo 
stands, lamps and other potentially contaminated surfaces in operating theaters 
and procedure rooms with a cloth dampened with a disinfectant cleaning solution

Clean visible soiled areas of fl oor, walls, or ceiling with a mop or cloth dampened 
with a disinfectant cleaning solution

At the end of each 
clinic session or day

Wipe down all surfaces- including counters, tables, sinks, lights, doors, handle 
plates and walls with a cloth dampened with a disinfectant cleaning solution or 
spray the solution on to the surface using a spray bottle and wipe them down. 
Remember to wipe from top to bottom. Pay particular attention to operating/
procedure tables, making sure to clean the sides, base and legs thoroughly. Rinse 
sinks with water after cleaning

Clean the fl oors with a mop soaked in a disinfectant cleaning solution
Each week Clean ceilings with a mop dampened with a disinfectant cleaning solution
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Preparation of 0.5% chlorine solution

Calcium Hypochlorite or Chlorinated lime:

If using bleaching powder: Use the formula – (0.5/% active chlorine in powder) x 1000 = 
gms of powder/litre of water. So for the bleaching powder with 35% available chlorine, the 
formula will be:

(0.5/35) x 1000 = 14.3/15 gms/litre of water

Dissolve 3 teaspoons of bleaching powder (15 gm of calcium hypochlorite) in one liter of water. 
Increase the quantity of Chlorine in the same proportion to prepare a larger quantity of solution.

Sodium Hypochlorite:

If using liquid hypochlorite solution/bleach: mix one part of the solution to 9 parts of water 
to make 0.5% chlorine solution (if solution has 5.0 % active chlorine available) OR one part of 
liquid bleach to six parts of water (if solution has 3.5% active chlorine available).

For spill of blood or body fluid on the ground/any surface, following rules apply:

A spill kit should be readily available at all the times, containing necessary items.

Each health care facility should have its own guidelines. Most experts recommend the following 
(given below), though some differ in duration of contact and concentration.

For small volume spills:

•	 Cover spills of infected or potentially infected material on the floor with paper towel/
blotting paper. Pour disinfectant (5% Phenol or freshly prepared 1% hypochlorite solution)

• 	 Leave for at least 10 minutes for contact

• 	 Wipe with gauze or cloth with gloved hands

• 	 Discard the gauze or cloth as biomedical waste

For large volume spills:	

• 	 Close the area using a wet floor or biohazard sign board

• 	 Mop with absorbent cotton/gauze with gloved hands and discard it in infectious waste-
bin

• 	 Cover spills of infected or potentially infected material on the floor with paper towel/
blotting paper. Pour disinfectant (5% Phenol or freshly prepared 1% hypochlorite 
solution) over it

• 	 For highly infectious spills use 10% bleach solution

• 	 Leave it for at least 10 minutes contact period

• 	 Wipe thoroughly with gloved hands using cotton or gauze and dispose accordingly

• 	 Reapply disinfectant and wipe
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E. Waste Management Plan
It is important to dispose of all kinds of waste properly; improper disposal of biomedical waste 
poses a health risk to the community. Proper disposal of infectious waste is crucial in maintaining 
environmental cleanliness. All health care facilities in the country are covered under BMW 
Management and Handling Rules (1998) hence it is mandatory to manage waste as per guidelines 
of local authorities.

All the waste in a health facility can be divided into:

1. General waste is the waste that poses no risk of injury or infections. This is similar in 
nature to household trash. Examples include paper, boxes, packing material, bottles, plastic 
containers and food-related trash. It should be stored in black bins, which will be taken 
away by the municipality.

2. Biomedical waste: Material generated in the diagnosis, treatment or immunization of clients, 
including blood, blood products and other body fl uids, as well as material containing fresh 
or dried blood or body fl uids, such as bandages or surgical sponges and organic waste such 
as human tissue, body parts, placenta and products of conception.

There are four steps in waste management plan:

1. Segregation 

2. Collection and storage

3. Transportation 

4. Disposal of waste

1. Segregation

Most of the health facilities use color coded bags or containers to collect different types of waste. 
The illustration below shows the types of waste and the containers for collection.

Slide 8.9: Waste Segregation

• Black bin: for general waste such as packaging material, cartons, fruit and vegetable 
peels, syringe and needle wrappers, medicine covers 

• Puncture-proof container: for sharps such as needles, blades, broken glass etc.
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• Yellow bin: for anatomical waste such as placenta, body parts etc.

• Red bin: for infected plastics, syringes, dressings, gloves, masks, blood and urine bags 

2. Collection and Storage

• Always collect the waste in covered bins

• Fill the bins up to the three fourth level. Never overfi ll the bins

• Clean the bins regularly with soap and water/disinfect the bins regularly

• Never store waste beyond 48 hours

3. Transportation

• Always carry/transport the waste in closed containers

• Never transport the waste in open containers or bags, it may spill and lead to spread of 
infections 

• Never transport waste through crowded areas

4. Disposal of Waste

Ask the participants how they currently dispose of infectious waste at their sites and share the information 
given below with them.
Ask the participants how they currently dispose of infectious waste at their sites and share the information 

Burning solid infectious waste in an incinerator is the best option.

If an incinerator is not available, burying solid infectious waste on-site in a deep burial pit, as long 
as it is secured with a fence or wall and away from any water source, is the next best option. The 
waste should be covered with 10 to 30 centimeters (4 to 10 inches) of soil at the end of each day. 
Never put any waste in an open pile.

Liquid infectious waste, after disinfecting with chlorine solution, should be poured down the 
drain connected to an adequately treated sewer or pit latrine. Burial with other infectious waste 
is an acceptable alternative.

Anatomical waste in yellow bag is to be disinfected with bleach solution and then either sent for 
incineration or deep burial. First trimester products of conception should be poured down a drain 
or buried with other liquid infectious waste, after disinfecting with chlorine solution. Second 
trimester POC, since the placenta and other foetal parts are already formed, should be disposed 
in yellow bag.

Plastics should be autoclaved or decontaminated and then shredded.

Sharps are to be disinfected with chlorine solution and dumped in the sharps pit. 

Chart on hospital waste management is given in Annexure 3
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Show the Instrument Processing Chart (Annexure 4) to the participants and allow them a minute to 
have a look at it. Discuss the steps of processing instruments, as given in Slide 8.10.
Show the Instrument Processing Chart (Annexure 4) to the participants and allow them a minute to 

Slide 8.10: Steps for Processing of Instruments

I. Instrument soak/Decontamination

II. Cleaning

III. Sterilization/HLD

IV. Storage or immediate use

I. Instrument Soak/Decontamination
There is a need for decontamination of instruments by soaking in 0.5% Chlorine solution for 10 
minutes before cleaning because:

a. Use of chlorine solution assists disinfection; protects from HIV, HBV

b. It removes tissue and body fl uids, prevents them from drying

Remember: Items after soaking are still not safe to handle with bare hands.

Slide 8.11: Steps in Decontamination

• Use gloves

• Draw solution into cannula and aspirator and fl ush each of the used cannulae

• Disassemble instruments before soaking

• Soak all instruments and gloves immediately after use

• Remove metal instruments from the chlorine solution after 10 minutes to avoid corrosion

II. Cleaning
• Wash all surfaces of instruments in warm water and detergent

• Use a soft brush; nothing sharp or pointed should be used

• Clean until no blood or tissue is visible

III. Sterilization/High Level Disinfection

Ask the participants if they know the difference between sterilization and high level disinfection. Refer 
to Slide 8.12.
Ask the participants if they know the difference between sterilization and high level disinfection. Refer 

4. Steps for Instrument Processing

Time: 15 minutes

Methodology: Discussion; Demonstration; Presentation (Slides: 8.10, 8.11, 8.12, 8.13)
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Sterilization is a process which destroys all micro-organisms (such as bacteria, viruses, fungi and 
parasite/protozoa) including bacterial endospores whereas HLD is a process which destroys all 
micro-organisms excluding bacterial endospores which cause tetanus and gas gangrene.

Slide 8.12: Sterilization /HLD of MVA Equipment

Sterilization options:

• Autoclave at 121°C/250°F for 30 minutes with a pressure of 106 kPa/15 lbs/in2

• Soak in 2% Gluteraldehyde for 10 hours

High Level Disinfection options:

• Rolling boil for 20 minutes

• Soak in 2% Gluteraldehyde for 20 minutes

• Soak in 0.5% chlorine solution for 20 minutes

Slide 8.13: Precautions During Sterilization/HLD

For autoclave:

• Disassemble the instrument fully

• Wrap separately parts of the aspirator and cannula in paper/linen

• Adjust the temperature and pressure carefully

For HLD using Gluteraldehyde/Chlorine solution:

• Instruments to be fully immersed

• Instruments must be rinsed with sterile water before use

• Solution to be changed as per recommendations

For HLD by boiling:

• Do not add fresh instruments while boiling

• Count the time from when water is on a rolling boil

• Boiler should be covered

IV. Storage or Immediate Use

Store instruments in an environment that preserves the level of desired processing. Instruments 
not used immediately can be stored as mentioned below:

• Store HLD instruments in a covered HLD tray. If not used, HLD again after 24 hours

• Store autoclaved instruments in drums placed in a dry place. If not used, autoclave after 
seven days
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Ask the participants if they now know the answer for each of the questions in the self assessment tool. 
Clarify if they still have any doubts.
Ask the participants if they now know the answer for each of the questions in the self assessment tool. 

Please remember:

• Always mark the date of the sterilization/HLD

• Storing items even when slightly wet invites microbial growth

5. Summary

Time: 5 minutes

Methodology: Presentation (Slide: 8.14)

Slide 8.14: Summary

• All patients irrespective of their status should be considered as potentially infected and 
universal precautions should be followed

• Universal precautions include: hand washing; protective personal barriers; aseptic 
techniques; proper handling of sharps; environmental cleanliness; waste management 
plan and instrument processing

• Steps of waste management: segregation; collection and storage; transportation; disposal

• Steps of instrument processing: decontamination soak; cleaning; sterilization/HLD; 
storage
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Annexure 1

W
R

IT
E

 M
E

D
IA

 

Ensure following 
before hand wash:

 Nails should be trimmed
 All ornaments (rings, 

bangles, watch) should 
be removed

Hand washing with running water is mandatory 
before and after every procedure

Wet hands with warm water, apply soap and lather well
Rub each area together for at least 6 times (15-20 seconds)

S T E P S  F O R
ROUTINE HAND WASH

1 Palm to palm

4

7

Base of thumbs

Rinse hands and air dry

2 Between fi ngers

5 Back of fi ngers

3 Palm to back of hand

6 Rotational rubbing of 
fi ngers

Ipasposter1finalPRESS1-4 final_AS.indd   2 18-Apr-13   6:00:25 PM
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Annexure 2

1 1

3 3

5

4 4

6 5

2 2Surgical hand wash

Steps for putting on surgical gloves Steps for removing surgical gloves

Pick 1st glove
by cuff

Holding near cuff, 
pull 2nd glove partly

Rinse gloved hands 
in bleach solution

Pick 2nd glove by 
slipping fi ngers 

under cuff

To autoclave, keep the 
gloves straight with 
folded hand cuff in a 
paper or linen

Don’t rollback 
the gloves 
while autoclaving

Slip hand into glove 
by holding cuff

Pull off both 
gloves completely

Put 2nd glove by 
steady pull, adjust 

both gloves
Process the gloves in bleach
solution for disposal or reuse

Prepare for putting 
on gloves

Holding near cuff, 
pull 1st glove partly

Ipasposter1finalPRESS1-4 final_AS.indd   1 18-Apr-13   6:00:17 PM
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Annexure 3

Hospital Waste 
Management

Waste segregation to be done at source

Waste Disposal

Human tissue, 
placenta, products 

of conception, 
used swabs/gauze/ 

bandage, other 
items contaminated 

with blood

 Incinerate or 
deep burial of 
solid waste

 Drain liquid 
waste in sewer 
or in pit toilet 
after chemical 
treatment

 Shred and 
disinfect before 
disposal

 Disposal in 
municipal 
waste or send 
for recycle

Never put waste in an open pile

 Deep burial to be done away from 
source of water

 Don’t mix infectious waste with 
non-infectious waste

 Don’t chemically treat incinerable 
waste

 Municipal 
waste

 Disinfect with 
bleach

 Dump in pit for 
sharps

Used mutilated 
catheters, IV bottles 
and tubes, syringes, 
disinfected plastic 

gloves, other plastic 
material

Kitchen waste, paper 
bags, waste paper/

thermocol, disposable 
glasses and plates, 

leftover food

Puncture 
proof container

All needles/sharps/
IV cannulae/broken 
ampules/blades in 

puncture proof 
container

Dos and Don’ts

Ipasposter1finalPRESS1-4 final_AS.indd   3 18-Apr-13   6:00:31 PM
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Annexure 4
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9. Vacuum Aspiration (VA)

      Time: 120 minutes

Advance Preparation
Flip chart, markers, pelvic model, perineal sheet, gloves, MVA Kit (aspirator and cannula), MTP 
instruments (sponge holder, Sim’s speculum, Anterior vaginal wall retractor, vulsellum, dilator 
set), strainer, bowl for POC, 10 ml syringe with needle, MVA procedure chart

Session Plan

S. No. Sub-session Methodology Time (120 minutes)
1. a.	 Self Assessment Tool

b.	 Introduction to the Session
Presentation 10 minutes

2. Indications and Contraindications for 
Vacuum Aspiration (VA)

Presentation 10 minutes

3. MVA Equipment and Procedure:

a.	 Parts and Features of MVA kit 
(Aspirator and Cannula)

b.	 Pain Management Plan

c.	 Steps for Performing MVA Procedure 

d.	 Solving Instrument Related Problems

Demonstration 
Hands on 
Presentation

30 minutes

4. Electric Vacuum Aspiration (EVA):
a.	 Parts and Features of EVA Equipment

b.	 Pain Management Plan

c.	 Steps for Performing EVA Procedure 

d.	 Solving Instrument Related Problems

Discussion
Presentation

10 minutes

5. Post-procedure Care Discussion
Presentation

10 minutes

6. Summary Presentation 5 minutes
7. Practice on Pelvic Model Demonstration 25 minutes
8. MVA Video CD 20 minutes
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9. Vacuum Aspiration (VA)
Self Assessment Tool

Please encircle the correct response:

1)	 Safe methods for first trimester abortion are:

a.	 D & C

b.	 MVA

c.	 EVA

d.	 b and c

2)	 MVA aspirator and cannula:

a.	 Should be used only once

b.	 Do not have to be sterilized before each procedure

c.	 Should not be processed immediately after use

d.	 Can be boiled as well as autoclaved

3)	 Which of the following CANNOT be associated with vacuum aspiration?

a.	 Vagal reaction

b.	 Pelvic infection

c.	 Migraine headaches

d.	 Uterine/cervical injury

4)	 Signs that indicate that the woman is ready for discharge are:

a.	 Her vital signs are normal

b.	 Bleeding and cramping have decreased

c.	 She is conscious

d.	 All of the above

5)	 A follow-up visit for abortion care should be scheduled:

a.	 After the woman had her first menstrual cycle

b.	 Within one to two weeks of the procedure

c.	 Only for women with severe complications

d.	 Only at the same facility where the woman received abortion care
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6)	 Which of the following is a possible reason for POC not being visible during post-procedure 
tissue inspection:

a.	 Ectopic pregnancy

b.	 Non pregnant uterus

c.	 Uterine anomaly 

d.	 All of the above

7)	 Which of the following are signs of completion of the VA procedure:

a.	 Gritty sensation inside the uterine cavity through the cannula

b.	 Cervix gripping over the cannula

c.	 Red or pink foam without tissue passing through cannula

d.	 All of the above

Key to Self Assessment Tool:

1) d		  2) d	 3) c	 4) d	

5) b		  6) d	 7) d
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1a. Self Assessment Tool

1b. Introduction to the Session

Time: 10 minutes

Methodology: Presentation (Slide: 9.1)

Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct 
responses with them. Share the objectives of the session.
Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct 

Slide 9.1: Session Objectives 

• Enlist indications and contraindications for VA (MVA and EVA)

• Explain MVA/EVA equipment and steps of the procedure

• Know the protocol for post-procedure and follow-up care after VA

• Demonstrate steps of the MVA procedure on the pelvic model

Vacuum Aspiration (VA) can be performed using either MVA or EVA. The primary difference 
between the two vacuum aspiration options is the source of the vacuum: Manual Vacuum Aspiration 
(MVA) uses a hand held, portable aspirator, whereas Electric Vacuum Aspiration (EVA) employs 
an electrically operated device which is referred to as the EVA or suction machine. 

VA is a safe abortion care technology which has been endorsed nationally and internationally:

• National Population Policy 2000*: ‘In strengthening policies for safe abortion, adopt 
updated technologies that are safe and easy e.g. Manual Vacuum Aspiration, not necessarily 
dependent on anesthesia.’

• FIGO/WHO Endorsement: ‘Properly equipped hospitals should abandon curettage and 
adopt the aspiration methods, selecting Manual and/or Electric Vacuum Aspiration.’ 

2. Indications and Contraindications for VA

Time: 10 minutes

Methodology: Presentation (Slides: 9.2, 9.3)

Ask the participants to enlist the indications and contraindications for VA and add from the list in the 
slide below, if all the indications are not covered.
Ask the participants to enlist the indications and contraindications for VA and add from the list in the 

*Ref: NPP, 2000
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Show different parts of the aspirator to the participants and describe all of them, including their functions.

Slide 9.2: Indications for VA

• Termination of pregnancy upto 12 weeks uterine size according to examination or LMP

• Treatment of incomplete abortion upto 12 weeks LMP

• Missed abortion upto 12 weeks LMP

• Molar pregnancy (Hydatidiform Mole)

Slide 9.3: Contraindications for VA

• Termination of pregnancy of uterine size/gestation age more than I2 weeks

• Incomplete abortion of uterine size more than 12 weeks

• Acute cervicitis/PID

• Multiple fi broids

• H/o bleeding disorder

• Suspected uterine perforation

Caution to be used in pre-existing medical conditions

3. MVA Equipment & Procedure

Time: 30 minutes

Methodology: Demonstration; Hands on; Presentation (Slides: 9.4, 9.5, 9.6, 9.7, 9.8, 9.9, 9.10, 9.11, 
9.12, 9.13, 9.14, 9.15, 9.16, 9.17)

3a. Parts and Features of MVA Kit (Aspirator and Cannula)

Slide 9.4: Manual Vacuum Aspirator 

Parts of 
MVA Aspirator                                                                                       Assembled MVA Aspirator
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Demonstrate the steps for disassembling the MVA aspirator

Slide 9.5: Disassembling the MVA Aspirator 

1. Pull apart the cylinder and plunger from the valve assembly

2. Press cap-release tabs to remove cap in the valve assembly unit

3. Open hinged valve by pulling open the clasp

4. Remove valve liner

5. Disengage collar stop by sliding under retaining-clip. Pull plunger completely out of 
cylinder

6. Displace O-ring by pressing its sides and rolling it down into the groove below*

*Sharp objects should never be used to remove the O-ring, as it can damage the ring.

Ask the participants to disassemble the MVA aspirator while you guide them.

Now reassemble the instrument while demonstrating each step to the participants.

Slide 9.6: Reassembling the MVA Aspirator 

a. Place valve liner in the valve by aligning ridges

b. Close valve; ensure it snaps into place

c. Put the cap onto end of valve assembly unit

d. Push cylinder straight upto the base of valve

e.  Place O-ring into groove near tip of plunger

f. Spread one drop of lubricant around O-ring with fi nger

g. Press plunger arms, push them straight into cylinder

h. Insert collar stop tabs into holes in cylinder

i. Move plunger in and out to lubricate

Functions of different parts of the aspirator are:

• 60 cc cylinder: holds the products of conception for up to 12 weeks gestation

• Plunger: is pulled out to create a vacuum

• Collar stop with retaining clip: prevents the plunger from coming out of the cylinder

• Valve assembly: includes hinged valve with cap, removable liner and valve buttons, It 
controls the release of the vacuum. The advantage of the double valve aspirator is that it can 
be used for pregnancy termination upto 12 weeks
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 Explain to the participants about’ charging’ (creating a vacuum) the aspirator.

Slide 9.7: Charging the Aspirator

• Begin with open valve buttons. Put the plunger all the way in

• Push valve buttons down and forward until they lock

• Pull plunger back until both plunger arms catch on 
wide sides of cylinder

Note that the charged aspirator should never be grasped by the plunger arms because this can 
eject its contents.

Check Aspirator for Vacuum
Charge the aspirator. Leave it charged for a minute. Press the valve buttons to release vacuum. A 
rush of air indicates that a vacuum was created. The aspirator retains the vacuum until it is 80% 
that is 50 ml full, after which the contents should be emptied and the vacuum be recreated.

It is important to use only one drop of lubricant because over-lubrication can interfere with vacuum 
capability. Silicon oil and non-petroleum-based lubricants like K-y Jelly and Glycerol can be used 
as lubricant.

Distribute MVA aspirators among the participants. Allow them a few minutes to inspect and handle 
the aspirator. Ask the participants to disassemble and reassemble the aspirator, create and check the 
vacuum. Find out if anyone is having any diffi culty. Go around helping and guiding them.

Discuss with the participants about what are the possible reasons for vacuum failure in the MVA aspirator.

Distribute MVA aspirators among the participants. Allow them a few minutes to inspect and handle 

The various reasons of vacuum failure in the aspirator could be:

1. Aspirator is not properly assembled

2. O-ring is not properly positioned

3. Cylinder is not fi rmly seated on valve assembly
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Describe the following features of accompanying cannula in MVA kit to the participants:

Slide 9.8: Replace MVA Aspirator if:

• Cylinder is cracked

 • Mineral deposits inhibit plunger movement

• Valve is cracked, bent or broken

• Plunger arms do not lock

• Aspirator no longer holds the vacuum

Cannula 

Slide 9.9: Cannula 

        Easy Grip Cannulae

• Have permanently affi xed base with wings

• Available in different sizes from 4 to 12 mm

• The sizes 4, 5, 6, 7 and 8 have two opposing apertures and sizes 9, 10 and 12 have one larger, 
single-scoop aperture

• Dots on each cannula: The fi rst dot is located 6 cm from the tip of the cannula and the 
remaining dots are at 1 cm interval from it. (The dots help in measuring the length of the 
uterine cavity)

• Each cannula is sterilized with ethylene oxide (ETO) before packaging and will remain 
sterile for three years from the date of sterilization or when opened, whichever is earlier

• Cannulae can be reused after sterilization/HLD
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Selection of Cannula
The size of the cannula to be used during the procedure depends on the uterine size, period of 
gestation and amount of dilatation required to aspirate the POC. The suggested number of the 
cannula as per the uterine size is as below:

Slide 9.10: Use of Cannula According to Uterine Size

Uterine size Suggested cannula size

4-6 weeks LMP 4-6 mm

7-9 weeks LMP 6-8 mm

10-12 weeks LMP 8-10 mm

It is important to use a cannula appropriate to the size of the uterus and amount of cervical 
dilatation required. Using a cannula that is too small/big may result in retained tissue or loss 
of vacuum.

Slide 9.11: Replace Cannula if:

• It is cracked, twisted or bent, especially near the tip

• Tissue cannot be removed from its body while cleaning

If routine protocols of maintenance of equipment are followed, the cannula can be reused upto a 
minimum of 50 times and the aspirator upto 200 times. 

3b. Pain Management Plan

Managing pain appropriately during the MVA procedure is an important component of high 
quality abortion care. Each woman’s response to pain varies. The goal is to reduce pain and anxiety 
and make her as comfortable as possible and minimize medication-induced risks and side effects. 
The plan should be based on the woman’s individual needs and preferences and decided by the 
woman and provider.

Ask the participants to enumerate sources of pain during the pregnancy termination procedure. 
Summarize with the help of slide below:
Ask the participants to enumerate sources of pain during the pregnancy termination procedure. 

Slide 9.12: Sources of Pain During VA

• Psychological pain: anxiety, fear and apprehension heighten the sensitivity to pain

• Cervical dilatation

• Movement of the cannula against the uterine walls and the uterine contractions
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Ask the participants how the procedure can be made less painful with non-pharmacological support, without 
using medication and note their responses on the chart. Add from the list given in the slide below.
Ask the participants how the procedure can be made less painful with non-pharmacological support, without 

Ask the participants to list various medications to alleviate the pain. Ask them to prepare a list of locally 
available drugs and pain relief practices that are being followed in their health facilities.
Ask the participants to list various medications to alleviate the pain. Ask them to prepare a list of locally 

Slide 9.13: Pain Management: Non-Pharmacological

• Providing psychological support

• Explaining each step to the woman in advance

• Performing the procedure gently and smoothly

• Encouraging the woman to relax and breathe deeply

Pharmacological Management

Pain management during the VA procedure has two components:

1. Non-pharmacological

2. Pharmacological (use of medication)

Non-pharmacological Management

Slide 9.14: Pain Management: Pharmacological 

Anxiety

• Anxiolytics

• General anaesthesia

Cervical dilatation

• Local anaesthesia

• Analgesics

Uterine cramping

• Analgesics

Source of Pain and its 
Management

Dose and Timing Duration 
of Effect

Side Effects

Anxiety
1. Anxiolytics i.e. Diazepam
2. General anaesthesia

Diazepam 10 mg orally 1 hour 
prior to procedure or 2-5 mg IV 
20 minutes prior to procedure

4-6 hours •  Disorientation

•  Dizziness
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Source of Pain and its 
Management

Dose and Timing Duration 
of Effect

Side Effects

Cervical dilatation
1. Lignocaine/Local Anesthesia

2. Analgesics (NSAID) Ibuprofen

10 ml of 1% lignocaine

400-800 mg 1 hour prior to the 
procedure

60-90 
minutes

4-6 hours

•  Dizziness
•  Seizures 

•  Gastritis

Uterine cramping
1. Analgesics lbuprofen 400-800 mg 1 hour prior to the 

procedure
4-6 hours •  Gastritis

Local Anesthesia: Paracervical Block

Advantages of local anesthesia:

• Very effective

• Woman is responsive

• Early recovery

• Reduces hospital stay

Precautions during paracervical block:

• Always aspirate before injecting

• Maximum dose not to exceed 4.5 mg/kg or 200 mg

• In case of mild reaction (itching, rashes etc.) give 25-50 mg of Diphenhydramine IV or IM

Recommended pain management for VA procedure: verbal reassurance; paracervical block and 
oral analgesics.

3c. Steps for Performing MVA Procedure

Share with the participants the chart on 10 steps of performing Manual Vacuum Aspiration procedure. 
Discuss each step in detail while demonstrating it on the pelvic model.
Share with the participants the chart on 10 steps of performing Manual Vacuum Aspiration procedure. 

Slide 9.15: Ten Steps of MVA

1. Prepare instruments

2. Prepare the woman

3. Perform cervical antiseptic preparation

4. Administer paracervical block

5. Dilate cervix

6. Insert cannula
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7.	 Suction of uterine contents

8.	 Inspect tissue

9.	 Concurrent procedures

10.	 Instrument processing

Steps of MVA Procedure:

Step 1: Prepare instruments

•	 Check that the aspirator retains vacuum as described in section 3a

•	 Check the availability of all appropriate sized cannulae, as per uterine size

Step 2: Prepare the woman for the procedure

•	 Ensure the woman has given her consent in Form C

•	 Ensure pain control medication is given at the appropriate time

•	 Ask the woman to empty her bladder

•	 Clean and drape the parts including the vaginal walls

•	 Perform bimanual examination to confirm position and size of the uterus

Cervical Priming

It is not mandatory to perform pre-procedure cervical priming for all women.

In pregnancies of more than nine weeks gestation (particularly in nulliparous women and women 
under 18 years of age), cervical priming can be administered to soften the cervix so that it easily 
dilates up to the desired size with a reduced risk of immediate complications.

The commonly used method is: 

•	 Tablet misoprostol 400 mcg administered orally or vaginally three to four hours before the 
procedure

Step 3: Perform cervical antiseptic preparation:

•	 Cervix should be cleaned twice with povidone iodine swab under direct vision

•	 Follow ‘No-Touch’ technique while handling the instruments

Antiseptic cervical preparation is needed because resident vaginal flora can easily be introduced 
while inserting the cannula into the uterus during the procedure. The cervix and the vagina must 
be cleaned with povidone Iodine (2.5%) prior to inserting any instrument. Leave for one to two 
minutes before processing. Iodophores such as povidone iodine require contact time to act.

Never use spirit/alcohol for vagina as it is painful for the woman; it dries and damages the 
mucous membrane, which may support the infection process.
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‘No-Touch’ technique

The tips of instruments that enter the uterus should not touch any other surface, including gloved 
fi nger tips or vaginal walls. This is important because infection can start when vaginal or other 
fl ora is introduced into the uterus during the procedure.

Step 4: Administer paracervical block

• Use Lignocaine one per cent (10 ml). Give the paracervical block using a 22-24 gauge needle. 
There is increasing evidence to show that pre-testing before the administration of local 
anaesthesia need not be mandatory

• Apply slight traction with the vulsellum/allis forceps to identify the area between the smooth 
cervical epithelium and the vaginal tissue. Insert the needle just under the epithelium to a 
depth of 2-3 mm at 4 and 8 o’clock positions and inject 2-4 ml of Lignocaine at each site

• Always aspirate before injecting. If any blood is visible in the syringe, do not inject. Instead, 
move to a different injection site, and aspirate again before injecting

• Proceed with MVA after allowing 2-4 minutes for the local anaesthesia to be effective

Step 5: Dilate cervix

• Use progressively increasing sizes of cannula/dilator to dilate the cervix so that cannula fi ts 
snuggly in the os to hold the vacuum

Step 6: Insert cannula

• Rotate the cannula while gently applying forward pressure

• Insert cannula slowly beyond the internal os

Step 7: Suction of uterine contents

• Attach charged aspirator to cannula

• Release valve buttons to start suction and observe the POCs 
fl owing into the cylinder

• Gently rotate cannula 180 degrees in each direction

• Use a gentle “in and out” motion

• Do not withdraw cannula opening beyond external os before aspiration is complete

Slide 9.16: Signs of Procedure Completion

• Gritty sensation over the surface of uterus

• Cervix gripping over the cannula

• Red or pink foam without tissue passing through the cannula

• Uterus contracting around the cannula

Suction of uterine contents
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When the procedure is complete:

• Push buttons down and forward to close valve

• Disconnect cannula from aspirator

Step 8: Inspect tissue

• Empty contents of aspirator into a container through a strainer

• Look for POC with light underneath: villi and decidua should be visible

• Evaluate amount of POC based on estimated length of pregnancy

If the aspirated contents do not conform to the estimated duration of pregnancy, consider the 
following:

1. Ectopic pregnancy

2. Incomplete abortion 

3. Uterine anatomical variation preventing the evacuation of POC

4. Wrong dates

If the procedure is apparently complete:

• Wipe the cervix with a swab to assess bleeding

• Perform bimanual examination to check uterine size and fi rmness, if required

Step 9: Concurrent procedures

The following procedures can be done along with the MVA procedure if the woman requests for it:

• Tubal ligation

• IUCD insertion

However, accepting a concurrent contraceptive method should not be a prerequisite to providing 
MVA services.

The POC are to be disposed in the yellow bag or poured into the drain after disinfection.

Step 10: Instrument processing

• Immerse the aspirator in chlorine/bleaching solution after rinsing and disassembling

• Refer to Chapter 8 on ‘Infection Prevention’ for further details

3d. Solving Instrument Related Problems 

Brief the participants on instrument related problems that can occur during the MVA procedure and 
how to resolve them.
Brief the participants on instrument related problems that can occur during the MVA procedure and 
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Slide 9.17: MVA Instrument Related Problems

Situations where the vacuum can decrease unexpectedly during the procedure:

1. Aspirator is full of POC/blood

2. Cannula is withdrawn out of the cervical opening

3. Cannula aperture is clogged

Resolving the above problems mentioned in the Slide 9.17:

1. If the aspirator is full with POC/blood:

• Close valve buttons

• Detach cannula and leave it in uterine cavity

• Open valve buttons; press plunger arms to empty the aspirator

• Recharge aspirator

• Reattach aspirator to cannula and continue evacuation

2. If the cannula is accidentally withdrawn out of the cervical opening:

• Remove cannula and aspirator; without touching vaginal walls

• Detach and reinsert the cannula into the uterine cavity

• Empty aspirator and recharge it

• Re-attach aspirator to cannula and continue evacuation

3. If the cannula aperture gets clogged:

• Close valve buttons and withdraw aspirator and cannula out of uterus

• Remove tissue clogging the cannula aperture using tissue/artery forceps

• Re-insert cannula and continue evacuation

4. Electric Vacuum Aspiration

Time: 10 minutes

Methodology: Discussion, Presentation (Slide: 9.18)

EVA uses an electric pump or suction machine attached to a cannula to evacuate uterine contents. 
EVA is typically used in centralized settings with higher case loads.

4a. Parts and Features of EVA Equipment

The EVA equipment consists of an electrically operated suction machine and 
a set of Karman cannulae. Karman cannulae are available in all sizes for the 
purpose of uterine evacuation. The cannulae are either available with or without 
an adapter for connecting to the suction tube. The cannula without the adapter 
can be directly fi tted into the tube.

4a. Parts and Features of EVA Equipment
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4b. Pain Management Plan
Pain management plan for EVA procedure is the same as for MVA procedure.

4c. Steps for Performing EVA Procedure
The basic steps for performing MTP with EVA are very similar to MVA.

Steps 2–6 are the same for both EVA and MVA.

Step 7: Evacuation of the uterine contents: Insert the cannula (pre attached to the suction tube) 
in the uterine cavity. Switch on the suction machine to build up the suction levels to 25–26 
inches/600–660 mm Hg. This provides a constant level of vacuum after it has reached the desired 
level for sucking out the uterine contents.

4d. Solving Instrument Related Problems

Slide 9.18: Instrument Related Problems (EVA)

• Vacuum pressure not built upto the optimum level

• Cannula accidentally withdrawn out of the cervical opening

• Cannula aperture gets clogged

1. Vacuum pressure not built upto the optimum levels, can be due to:

• The connection between the cannula and suction tube is loose

• Suction jar fi lled with POC

• The jar lid is not snuggly fi t

2. If the cannula is accidentally withdrawn out of the cervical opening:

• Switch off the suction machine

• Reinsert the cannula into the uterine cavity

• Switch on the machine, build the suction levels and continue evacuation

3. If the cannula aperture gets clogged:

• Switch off the suction machine

• Pull out the cannula from the uterine cavity

• Remove the tissue clogging the cannula using tissue/artery forceps

• Re-insert cannula, switch on the machine and continue evacuation
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Ask the participants to enlist the elements of post-procedure care in a woman who has undergone on 
abortion procedure.
Ask the participants to enlist the elements of post-procedure care in a woman who has undergone on 

Discuss with the participants that it is important to explain to the woman about what she can expect 
and what she should do during the recovery period.
Discuss with the participants that it is important to explain to the woman about what she can expect 

Slide 8.19: Elements of Post-procedure Care

1. Physical monitoring

2. Emotional support

3. Contraceptive counselling

4. Addressing other health issues

5. Providing discharge instructions

For most women, the in-facility recovery period will last 30 minutes to an hour if done under local 
anesthesia or may require longer when sedation or general anesthesia is used.

Elements of Post-procedure Care

1. Physical monitoring:

• Take her vital signs

• Evaluate abdominal pain

• Evaluate bleeding per vaginum which should decrease over time

2. Providing emotional support

3. Contraceptive counselling: women may be re-counselled on using a  regular contraceptive 
method to prevent future unwanted pregnancies if she has not already accepted a method 
of contraception

4. Addressing other health issues: anaemia, Reproductive Tract Infections (RTIs), HIV, 
violence, cancer screening

5. Providing discharge instructions

5. Post-procedure Care

Time: 10 minutes

Methodology: Discussion; Presentation (Slides: 9.19, 9.20, 9.21) 

• Antibiotics: Give broad spectrum antibiotics for fi ve days. Providing antibiotics to 
women undergoing VA reduces the chance of infection
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It is essential to know the symptoms and signs of complications which require immediate attention 
during recovery period.
It is essential to know the symptoms and signs of complications which require immediate attention 

Slide 9.21: Conditions Requiring Immediate Attention in Recovery Period

• Fever, chills, fainting, vomiting

• Distended, tender abdomen

• Foul-smelling discharge per vaginum

• Cramping, bleeding more than during normal menses

• Delay in resumption of menstruation (more than six weeks)

• Pain management: give analgesics, NSAID

• Uterine cramping may occur over the next few days, similar to that of a normal menstrual 
period

• Resume normal diet on the same day

• Restrict activity for next three days

• Avoid intercourse until a week or till bleeding stops

• A normal menstrual period should begin within the next four to six weeks

• Report back to the provider if experiencing the symptoms, as enlisted in Slide 9.20

Now discuss the situations during post-procedure as well as recovery period when immediate attention 
is needed.
Now discuss the situations during post-procedure as well as recovery period when immediate attention 

Slide 9.20: Conditions Requiring Immediate Attention Post-procedure

• Abnormal vital signs (tachycardia, hypotension)

•  Dizziness or fainting (including transient vasovagal reaction)

• Excessive vaginal bleeding (retained POC, uterine atony, cervical laceration or uterine 
perforation)

• Severe abdominal pain or cramps: may be a sign of uterine perforation
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Ask the participants if they now know the answer for each of the questions in the self assessment tool. 
Clarify if they still have any doubts.
Ask the participants if they now know the answer for each of the questions in the self assessment tool. 

Follow-up Care
After a VA procedure, the follow-up visit should be scheduled within the next one to two weeks. 
Ensure the following are assessed during the follow-up visit:

• Physical status and vital signs

• Fever

• Bleeding per vaginum

• Determine whether symptoms of pregnancy, such as nausea and breast tenderness, have 
decreased or continued, in order to rule out continuing pregnancy

• Her fertility goals and the need for contraception (provide counselling and contraceptive 
method if not already accepted)

• A pelvic examination should be done to rule out any continuation of pregnancy/sepsis/
incomplete abortion, if required

6. Summary

Time: 5 minutes

Methodology: Presentation (Slide 9.22)

Slide 9.22: Summary

• Vacuum Aspiration (MVA and EVA) is a safe technology for uterine evacuation upto 12 
weeks LMP

• An accurate clinical assessment, counselling and informed consent is a must before a VA 
procedure

• Ideal pain control during VA is a combination of verbal reassurance, oral analgesic (30-60 
minutes before the procedure) and paracervical block

• VA procedure should be performed as per the protocol

• Evacuated tissue should be inspected for chorionic villi

• Follow-up visit should take place within one to two weeks after a VA procedure

7. Practice on a Pelvic Model

Time: 25 minutes

Methodology: Demonstration
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8. MVA Video CD

Time: 20 minutes 

Methodology: Watching the CD on the MVA procedure

Annexure 1

Uterine Evacuation Procedure with MVA Aspirator

Skills Checklist

Skill Yes No

1. Prepares instruments

 • Checks vacuum retention of aspirator
2. Prepares the woman

 • Ensure informed consent; Asks the woman to empty her bladder
3. Performs cervical antiseptic prep 

 • Follows no-touch technique

 • Performs pelvic examination to confi rm assessment fi ndings
4. Administers paracervical block

 • Injects 2-5 ml lignocaine at 4 and 8 o’clock position after aspirating

 • Uses positive, respectful, supportive reassurance
5. Dilates cervix

 • Gently dilates cervix until cannula fi ts snugly
6. Inserts cannula and attaches aspirator
7. Suctions uterine contents

 • Rotates cannula 180 degrees in each direction and uses an ‘in and out’ 
        motion
8. Inspects tissue

 • Empties aspirator into container and looks for POC
9. Completes concurrent procedures

 • Assesses bleeding
 • Provides contraception
10. Instrument processing

Divide the participants into groups. Each group should perform simulated practice of the uterine evacuation 
procedure by MVA on a pelvic model. Within the group, ask one participant to be the provider and 
perform the procedure while another participant plays the observer, reading the checklist (Annexure 1) 
step by step to complete the procedure. The trainer should supervise these practice sessions.

Divide the participants into groups. Each group should perform simulated practice of the uterine evacuation 
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10. Complications of Abortions

Time: 60 minutes

Advance Preparation
Flip chart, markers, VIPP cards, case study handouts

Session Plan

S. No. Sub-session Methodology Time (60 minutes)
1. a.	 Self Assessment Tool

b.	 Introduction to the Session

Discussion
Presentation

10 minutes

2. Abortion Complications:

a.	 Complications During Abortion 
Procedure

b.	 Management of Abortion 
Complications

c.	 Management Options at Different 
Levels of Health Facilities

d.	 After Care of Complications

Brainstorming
Case Study
Discussion
Presentation

45 minutes

3. Summary Presentation 5 minutes
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10. Complications of Abortions
Self Assessment Tool

Please encircle the correct response:

1)	 Retained products of conception (POC)/incomplete abortion:

a.	 Is indicated by vaginal bleeding and pain abdomen

b.	 Can lead to infection

c.	 Is treatable by vacuum aspiration

d.	 All of the above

2)	 Continuing pregnancy:

a.	 Is the same as failed abortion

b.	 Is common following surgical abortion especially MVA

c.	 After MMA has no possibility of congenital malformations in the foetus

d.	 Is unheard of with dilatation and curettage (D&C) 

3)	 A condition that occurs due to inability of the uterus to contract is:

a.	 Disseminated Intravascular Coagulopathy (DIC)

b.	 Asherman’s Syndrome

c.	 Uterine atony

d.	 Uterine perforation

4)	 Managing abortion complication entails:

a.	 Staff knowing how to recognize and treat a complication

b.	 Referral for conditions that cannot be fully treated onsite

c.	 Both a and b

5)	 After-care for women with complications includes providing:

a.	 Close monitoring

b.	 Information about follow-up

c.	 Counselling on medical and emotional consequences

d.	 All of the above



149Comprehensive Abortion Care: Trainer’s Manual

6)	 Abortion procedures performed by trained providers:

a.	 Rarely result in complications

b.	 Can still lead to infection and/or retained POC

c.	 Quite often leads to infertility

d.	 a and b

Key to Self Assessment Tool:

1) d		  2) a	 3) c	 4) c	

5) d		  6) d			 
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1a. Self Assessment Tool
1b. Introduction to the Session

Time: 10 minutes

Methodology: Discussion; Presentation (Slide: 10.1)

Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct 
responses with them. Share the objectives of the session.
Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct 

Ask the participants to enlist the common complications of abortions they have seen or heard during 
service provision at their facilities. Summarize the discussions as in slide 10.2[a, b].
Ask the participants to enlist the common complications of abortions they have seen or heard during 

Slide 10.1: Session Objectives 

• Describe complications associated with abortions

• Recognize signs and symptoms of different abortion complications

• Know the protocols for management of abortion complications

Providers encounter two types of abortion complications during service provision:

i. Complications that occur while the provider is him/herself performing the procedure

ii. Complications due to procedure done outside 

2.  Abortion Complications 
Time: 45 minutes

Methodology: Brainstorming; Case Study; Discussion; Presentation (Slides: 10.2 [a, b], 10.3, 10.4, 
10.5, 10.6, 10.7, 10.8, 10.9, 10.10, 10.11)

2a. Complications During Abortion Procedure

When performed by a trained provider, the abortion procedure rarely results in immediate or 
delayed complications. In many cases, complications can be avoided by accurately estimating 
the duration of pregnancy; ensuring that the woman has passed urine before examination as 
well as before procedure; and being alert in lactating women. When dealing with complications, 
a provider must be well prepared to diagnose them and provide treatment quickly or make 
referrals to an appropriate facility after stabilizing the woman.

Slide 10.2(a): Complications During the Abortion Procedure

a. Haemorrhage                 b.  Perforation of uterus

c. Shock                               d.  Anaesthetic complications
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Slide 10.2(b): Possible Complications after Abortion Procedure

These complications can present following the procedure done by the provider him/her 
self or by another provider:

a. Shock

b.  Secondary Haemorrhage

c. Infection/sepsis

d. Continuation of pregnancy

Sequelae:

a. Continuation of pregnancy

b. Asherman’s syndrome

c. Pelvic Infl ammatory Disease (PID)

2b. Management of Abortion Complications

Ask the participants to plan the management of different complications of abortions, based on the 
presenting signs and symptoms of the woman. Facilitate the discussion among participants and encourage 
the sharing of their personal experiences. 

The description of common complications with their symptoms and management is given below.

Ask the participants to plan the management of different complications of abortions, based on the 

A. Haemorrhage/Excessive Vaginal Bleeding

Ask one of the participants to read the case study (No. 1) given below. Involve all the participants and 
facilitate a discussion on the identifi cation and management of the complication in the case study. At 
the end of the discussion, share the chart on the complication with them to summarize all the key points 
of its management.

Slide 10.3: Case Study 1

A young woman with heavy vaginal bleeding and abdominal pain comes back to the clinic in 
distress the day after a vacuum aspiration procedure was done. 

Q. 1  What is the provisional diagnosis?

Q.2 (a)  How will you manage her, if her clinical condition is stable?

Q. 2 (b)  How will you manage her, if her clinical condition is not 
               stable?

Key to Case Study 1
Q.1: Provisional diagnosis is `Incomplete abortion’.
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Q.2 (a): Manage the woman as per protocols given under Chart 1 (Excessive Vaginal Bleeding, 
Clinically Stable Woman)

Q 2 (b): Manage the woman as per protocols given under Chart 2 (Excessive Vaginal Bleeding, 
Clinically Unstable Woman)

The main causes of excessive vaginal bleeding are:

• Retained products of conception

• Trauma/lacerations of cervix

• Trauma to uterus, including perforation

• Uterine atony

Though most of the women presenting with excessive vaginal bleeding will be clinically stable, 
but we should, however, not delay the treatment, because the condition can worsen anytime, if 
left untreated. 

A. (i) Excessive vaginal bleeding with clinically stable woman: 

For management of a clinically stable woman with excessive vaginal bleeding, refer to Chart 1 
below: given as Slide 10.4:

Slide 10.4: Chart 1 - Excessive Vaginal Bleeding, Clinically Stable Woman

Clinical assessment

1. Detailed history

2. Physical examination

3. Pelvic examination

4. Investigations-Hb%, Urine
exam, ABO Rh

POC felt in the cervical canal:
Digital evacuation

POC not felt in the canal:
establish the diagnosis with
USG

i. Intravenous fluids

ii. Oxytocics/Prostaglandins

iii. Antibiotics

iv. Vacuum aspiration
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A. (ii) Excessive vaginal bleeding in clinically unstable woman:
If the woman is clinically unstable following excessive vaginal bleeding, refer to Chart 2 below 
for further management given as Slide 10.5.

Slide 10.5: Chart 2 - Excessive Vaginal Bleeding, Clinically Unstable Woman

A. (iii) If the excessive vaginal bleeding is associated with shock, refer to Chart 5 on the 
management of shock.

B. Uterine Perforation

Slide 10.6: Case Study 2

A woman with a retroverted uterus has an EVA procedure, during which you note that the 
instruments pass a little further than expected. However, you presume this is due to the shape 
of her uterus. As she is recovering, her heart rate becomes rapid and her blood pressure begins 
to fall. You also notice that the bleeding per vaginum is more than expected.

Q.1  What is your provisional diagnosis?

Q.2  How will you manage her?

Key to Case Study 3
Q.1: Provisional diagnosis is ‘suspected uterine perforation’

Q.2: Manage the woman as per protocols given under Chart 3 (Uterine Perforation), given as Slide 
10.7

Presentation

Heavy, bright red
vaginal bleeding

Blood soaked pads

Pallor (conjunctiva,
tongue, palm)

Clinical assessment

(Resuscitate before/while
examination)

1. Relevant history

2. Physical examination

3. Pelvic examination

4. Investigations

Stabilization treatment

1. Ensure airway is open

2. Check vital signs

3. Elevate feet

4. Oxygen: 6-8 lit/min by mask/nasal
catheter

5. Nil orally

6. I/V Fluids: NS or RL with 18/20 G
cannula, at rate of 1 lit in 15-20 min.

7. Oxytocics

8. Antibiotics

9. Blood transfusion if Hb < 5 gm%

Uterine atony
Soft, boggy uterus

Visible cervical or
vaginal laceration

Incomplete abortion Suspicion of intra-
abdominal injury:
Rigid abdomen, acute
abdominal pain, etc.

Vacuum
aspiration

Resuscitation and
referral to the higher
center OR Emergency
laparotomy, if available

Give analgesics

Packing/sutureVacuum aspiration

Oxytocics/Prostaglandins
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Slide 10.7: Chart 3 - Uterine Perforation

 

C. Infection/Sepsis – Unsafe abortion has a high risk of complications from infection; 
both from the pathogens (micro-organisms) introduced during the procedure into the uterus and 
from retained products of conception. Localized infection can quickly lead to more generalized 
sepsis and septic shock, which can be fatal.

Slide 10.8: Case Study 3

A woman comes to the clinic with fever, persistent abdominal pain and foul-smelling discharge. 
She gives history of getting an abortion procedure a week ago.

Q.1  What is your provisional diagnosis? 

Q.2  How will you manage her?

Key to Case Study 3
Q.1: Provisional diagnosis is `Post-abortion Sepsis’.

Q.2: Manage the woman as per protocols given under Chart 4 (Sepsis) in Slide 10.9.

Presentation

Signs
Distended abdomen

Absent bowel sounds

Rigid abdomen

Rebound tenderness

Symptoms

Nausea, vomiting

Shoulder pain

Fever

Abdominal pain

Stabilization treatment

Ensure airway is open

Check vital signs

Elevate feet

Oxygen:6-8 lit/min by mask/nasal catheter

I/V Fluids: NS or RL with 18/20 G cannula,

Nil orally

Maintain urine input/output chart

I/V antibiotics

Investigations-upright abdominal X-ray

Signs of surgical emergency

Rigid abdomen

Persistent low blood pressure

Shock not stable after 1-3 litres IV fluids

Abdominal X-ray shows air under the diaphragm

Perforation with suction cannula

If laparotomy is not available

Continue resuscitative
measures and refer to
appropriate center

If facilities for laparotomy available

Continue resuscitative measures

Emergency laparotomy to possibly drain
abdominal cavity and repair tissue surgically
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Slide 10.9: Chart 4 - Sepsis

 
Presentation

Fever with or without chills

Foul-smelling vaginal discharge

History of interference

Abdominal pain

Prolonged bleeding

Unable to pass urine/stools

Clinical assessment

1. Detailed history

2. Physical examination

3. Pelvic examination:

Pus in cervix or vagina; adnexal/cervical
movement tenderness

Uterine subinvolution

Foreign body in vagina

4. Investigations: Abdominal X-ray(upright); C/S
for blood, urine, cervical and vaginal swabs; LFT;
KFT; USG

Initial treatment

Ensure airway is open

Check vital signs

Elevate feet

Oxygen: 6-8 lit/min by mask/nasal catheter

I/V Fluids: NS or RL with 18/20 G cannula,

Nil orally

Maintain urine input/output chart

I/V antibiotics (broad spectrum and anaerobic cover)

If woman is stable and
underlying cause is
retained POC:

Continue
antibiotics and IV

Vacuum
aspiration

Suspect DIC if:

Blood does not clot

Bleeding from venipuncture
sites, oral mucosa, bladder

Deranged coagulation profile

Transfuse fresh whole blood/
components

Stabilize & refer to tertiary care
centre

Suspect gas gangrene or tetanus
if:

X-ray shows
gas in pelvic tissue

painful muscle
contractions, generalized
spasms, convulsions

Refer to tertiary care centre with
ICU after initial stabilization and
sedation if tetanus is suspected

Gas gangrene:

Tetanus:

Suspect uterine
perforation/intra
abdominal injury if:

Abdomen rigidity/
rebound tenderness

X-ray may show
air under the
diaphragm

Treat as per Chart 3 on
uterine perforation

D. Shock
Shock is a life-threatening condition and requires immediate and intensive treatment to save the 
woman’s life. In case of abortion care, shock is usually caused by:

i. Haemorrhage (haemorrhagic, hypovolaemic shock) due to incomplete abortion 

ii. Sepsis (septic shock) due to infection following either tissue trauma or incomplete abortion

iii. Vasovagal reaction due to rapid cervical dilatation
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Shock can progress from an early and mild stage to a late and severe condition, hence treatment 
should be promptly provided. The woman should be quickly stabilized followed by establishing 
the diagnosis and managing accordingly.

Slide 10.10: Case Study 4

A woman with a history of abortion procedure, done fi ve days ago at a private clinic, comes to 
you in an unconscious state, after bleeding heavily on the previous night.

Q.1  What is your provisional diagnosis?

Q.2  How will you manage her?

Key to Case Study 4
Q.1: Provisional diagnosis is `Shock (Haemorrhagic)’

Q.2: Manage the woman as per protocols given under Chart 5 (Shock) 

Slide 10.11: Chart 5 - Shock

 Presenting signs and symptoms Clinical assessment

1. Detailed history

2. Physical examination

3. Pelvic examination

4. Investigations (after stabilization )-Hb,

urine exam, ABO Rh, TLC, DLC,

electrolytes, urea, creatinine, X ray chest

Fast Pulse (> 110)

Low blood pressure (90 syst) or less

Pallor

Cold and clammy extremities

Fast breathing (>30/min)

Low conscious levels/unconscious

Low urine output (<30 cc/hr)

Stabilization treatment (follow principle of
ABC, taking care of: Airway, Breathing,
Circulation)

Ensure airway is open

Check vital signs

Elevate feet; Keep warm

Oxygen: 6-8 lit/min by mask/nasal catheter

I/V Fluids: NS or RL with 18/20 G cannula,

Nil orally

Maintain urine input/output chart

I/V antibiotics

Assess response to fluids after 20-30 minutes
Signs of stabilization:

Increased blood pressure syst ≥ 100

Improving mental status

Increasing urine output ≥ l00 ml per 4 hours

If not stable:

Continue IV and oxygen

Rule out other causes

Stabilize and refer to the
appropriate level of facility

If stable:

Adjust IV and oxygen

Establish the cause:

1. Haemorrhagic - refer to Chart 1 and 2

2. Septic-refer to Chart 4
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Sequelae
a. Continuation of pregnancy: if the menstrual cycles are not resumed within four to six 

weeks of the abortion procedure or the pregnancy signs and symptoms persist even after 
the procedure, continuation of pregnancy should be suspected. Vacuum aspiration should 
be offered to terminate the pregnancy

b. Asherman’s syndrome: women with this condition present with amenorrhea due to 
formation of adhesions within the uterine cavity. She should be referred to appropriate 
level of health care for treatment

c. Pelvic Infl ammatory Disease: It could be a consequence of infection either during or after 
the procedure and can sometimes lead to infertility or an increased risk of ectopic pregnancy

2c. Management Options at Different Levels of Health Facilities
All the potential complications cannot be managed at all levels of health facilities. It is best to 
stabilize the woman and refer her to the appropriate level of care for further treatment.

Share with the participants the management of different complications at different levels of health facilities:Share with the participants the management of different complications at different levels of health facilities:

Slide 10.12: Management Options at Different Levels of Facilities

At Primary Level (PHC and CHC Level) At Secondary/Tertiary Level Hospital 
(District Hospital and Medical College)

• Initial clinical assessment of woman coming 
with abortion complications

• Initiation of resuscitation/stabilization 
treatments including antibiotic therapy, 
intravenous fl uid replacement and oxytocics

• Diagnosis of the type of abortion complication

• Investigations- haemoglobin, blood grouping 
and cross matching

• Preparation for defi nitive treatment or 
referral to an appropriate facility for further 
management and care

• Uterine evacuation

• All services provided at the primary 
level

• Blood cross-matching and 
transfusion, USG, X ray abdomen 
and other relevant investigations

• Laparotomy and indicated surgery

• Treatment of severe complications 
(bowel injury, tetanus, renal failure, 
gas gangrene etc.)

• Treatment of Disseminated 
Intravascular Coagulopathy (DIC)

2d. After-care of Complications

Ask the participants about the after-care of the woman who has experienced complications. Answers 
should refl ect the following:
Ask the participants about the after-care of the woman who has experienced complications. Answers 
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After-care of a woman who has experienced abortion complications:

• Give physical and emotional support to the woman

• Advise her about medications to be taken, contraception and follow-up visit

• Counsel her about her condition and any resulting life changes required

• Give her written instructions for care after discharge, according to her individual needs 
and clinical status

4. Summary
Time: 5 minutes

Methodology: Presentation (Slide: 10.13)

Slide 10.13: Summary

• Complications such as  sepsis, haemorrhage and tissue injury are responsible for maternal 
morbidity and mortality related to abortion care

• Universal stabilization measures should be provided to all cases of abortion complications 
and defi nitive management should be started immediately after establishing the diagnosis

• Since primary level facilities cannot treat all types of abortion complications, timely 
referral after stabilizing the woman helps in the defi nitive treatment

Ask the participants if they now know the answer for each of the questions in the self assessment tool. 
Clarify if they still have doubts.
Ask the participants if they now know the answer for each of the questions in the self assessment tool. 
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11. Post-abortion Contraceptive Choices

      Time: 60 minutes

Advance Preparation
Flip chart, markers, VIPP cards, contraceptive tray

Session Plan

S. No. Sub-session Methodology Time (60 minutes)
1. a.	 Self Assessment Tool

b.	 Introduction to the Session
Presentation 10 minutes

2. Contraceptive Counselling:

a.	 Importance of Contraceptive 
    Counselling 

b.	 Barriers to Contraception

Discussion
Presentation

10 minutes

3. Eligibility for Contraceptive Methods Discussion
Presentation

10 minutes

4. Misconceptions about Contraceptive 
Methods

Discussion
Presentation

15 minutes

5. Emergency Contraception Discussion
Presentation

10 minutes

6. Summary Presentation 5 minutes
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11. Post-abortion Contraceptive Choices
Self Assessment Tool

Please encircle the correct response:

1)	 All women receiving abortion care services should use contraception immediately 
afterwards - True or False

2)	 One of the reasons of contraceptive failure is that counsellors do not adequately explain to 
women how to use the method - True or False

3)	 Free and informed choice means that a woman chooses a method voluntarily, that is, 
without anyone forcing her to use a particular method - True or False

4)	 Including partners in contraceptive counselling can increase the effectiveness of the 
counselling and method use - True or False

5)	 In abortion care facilities where contraceptive services are not offered, what are the key 
points counsellors must tell every woman receiving abortion care (tick all that apply)?

a.	 She could become pregnant even before the first menstrual cycle after abortion procedure

b.	 Women who have an abortion procedure do not need contraception till they have had 
three normal menstrual cycles

c.	 Where and how she can obtain contraceptive services and methods

d.	 There are very few contraceptive methods that can be used after an abortion

6)	 Insertion of an IUCD is not recommended in which of the following conditions:

a.	 Past history of ectopic pregnancy

b.	 Pus like discharge from the cervix

c.	 Both a and b

7)	 Which of the following methods would not be appropriate for a woman with pelvic infection?

a.	 Condoms

b.	 Oral Contraceptive Pills

c.	 Female sterilization

d.	 Hormonal Patches

Key to Self Assessment Tool:

1) True		 2) True	 3) True	 4) True		
5) a, c		  6) c	 7) c
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1a. Self Assessment Tool
1b. Introduction to the Session

Time: 10 minutes

Methodology: Presentation (Slide: 11.1)

Share with the participants the importance of contraceptive counselling.

Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct responses 
with them. Share the objectives of the session, laying emphasis on the fact that contraceptive counselling 
and provision of a suitable contraceptive method is an important component of CAC services.

Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct responses 

Slide 11.1: Session Objectives 

• Recognize the importance of contraceptive counselling and barriers to contraception

• Determine a woman‘s eligibility for various contraceptive methods following abortion 
care

• Clarify common misconceptions about different contraceptive methods

• Understand mechanism of action, eligibility and administration of emergency contraception

2. Contraceptive Counselling

Time: 10 minutes

Methodology: Discussion; Presentation (Slides: 11.2, 11.3)

2a. Importance of Contraceptive Counselling

Since ovulation can occur soon after an abortion, contraception should be provided immediately 
after the procedure to help the woman prevent or delay pregnancy.

Slide 11.2: Break Cycle of Unintended Pregnancy

Cycle will repeat
if step no. 4

is missed

1.
Non use/

non availability/
failure of

contraception

2.
Unintended
pregnancy

3.
Abortion services

(safe/unsafe)

4.
Post abortion
contraception
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Large number of women seek unsafe abortions in order to ‘get out’ of an unintended pregnancy 
and use it as a method of contraception. This is a powerful indication that women need more 
control over their fertility through safer and healthier ways. Providing contraceptive counselling 
and services as a part of abortion care can improve contraceptive acceptance and help break the 
cycle of repeat unintended pregnancies and its consequences. 

A woman undergoing an abortion should be offered contraceptive counselling on a range of 
contraceptive methods available, so that she can choose a contraceptive method to control her 
future fertility from the basket of choice offered to her.

For more details on contraceptive counselling, refer to Chapter 5 on ‘Counselling Skills’.

2b. Barriers to Contraception

Tell the participants that there are several factors that act as a barrier to post-abortion contraceptive 
service provision and should be kept in mind while giving contraceptive counselling. These include:

Slide 11.3: Barriers to Contraception

i. Health System

• Lack of opportunities to make contraception a part of routine abortion care

• Abortion care is a multi-visit process

ii. Woman

• Little societal support after abortion

• Unaware that fertility can return immediately after the abortion

• Lack of awareness of complications due to repeated abortions

3. Eligibility for Contraceptive Methods

Time: 10 minutes

Methodology: Discussion; Presentation (Slides: 11.4, 11.5)

After an abortion, when providing contraception to a woman, her eligibility for each method must 
be considered. In general, all modern contraceptive methods can be used immediately following 
a fi rst trimester abortion provided that:

• There are no severe complications requiring further treatment

• The woman receives adequate counselling and gives informed consent

• The provider screens the woman’s eligibility for a particular contraceptive method
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Ask the participants if they know of the different contraceptive methods available. Complete from the list below:Ask the participants if they know of the different contraceptive methods available. Complete from the list below:

Tell the participants that we will now talk about the details of the available contraceptive methods.

Slide 11.4: Contraceptive Methods

Temporary methods:

• Barrier methods such as condoms (male and female)

• Hormonal methods such as oral contraceptive pills, progestin-only 
injectables

• Intrauterine Contraceptive Devices (IUCD)

IUCD and injectables come under as Long Acting Reversible Contraception 
(LARC).

Permanent methods:

• Male sterilization

• Female sterilization

Details of all contraceptive methods:

Method Timing after 
fi rst Trimester 
Abortion

Advantages Remarks

Condoms 
(Male)

As soon as the 
woman resumes her 
sexual activity

• Prevent STIs, including 
HIV/HBV

• Safe. No hormonal side 
effects

• Can be used without seeing 
health care provider

• Usually easy to obtain and 
sold at many places

• Enables a man to take 
responsibility for preventing 
pregnancy

• Effective immediately
• Can be easily discontinued

• Latex condoms may 
cause irritation to some 
people

• May make sex less 
enjoyable for either 
partner

• Small possibility of 
condom slipping off or 
breaking during sex, if 
not properly used or 
stored

• Failure rate is 2/100 
women*

Female 
Condoms

As soon as the 
woman resumes her 
sexual activity

• Prevent STIs, including 
HIV/HBV

• Safe. No hormonal side 
effects

• Effective immediately
• It empowers woman to 

make her choice

• May make sex less 
enjoyable for either partner

• Diffi cult to insert and 
remove

• More expensive than male 
condoms

Tubectomy
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Method Timing after 
first Trimester 
Abortion

Advantages Remarks

•	 40% stronger than latex used 
in male condoms

•	 Failure rate is 5/100 
women users*

Oral 
Contraceptive 
Pills

May be given 
immediately after 
abortion (using 
vacuum aspiration 
or on Day 3 of 
medical methods of 
abortion)

•	 Highly effective
•	 Can be started immediately
•	 Can be provided by health 

workers other than doctors
•	 Does not interfere with 

intercourse

•	 Requires continued 
motivation and daily use

•	 Re-supply must be 
available

•	 Effectiveness may be 
lowered if woman using 
Rifampin, Dilantin, and 
Griseofulvin

•	 No protection against 
STIs/HIV/HBV

•	 Failure rate is 0.3/100 
women users*

Progestin- 
only Injectable 
DMPA, NET-
EN

•	 May be given 
immediately 
after abortion 
(using vacuum 
aspiration or on 
Day 3 of medical 
methods of 
abortion)

•	 May be appro-
priate for use if 
the woman wants 
to delay choice 
of a long-term 
method

•	 Highly effective
•	 Can be started immediately, 

even if infection is present
•	 Does not interfere with 

intercourse
•	 Not user-dependent, except 

for remembering to come for 
injections every two or three 
months, depending on the 
type of injection

•	 No supplies needed by user

•	 May cause irregular 
bleeding, spotting, 
amenorrhea. 

•	 Excessive bleeding may 
occur in rare instances

•	 Delayed and un-
predictable return to 
fertility after stopping use

•	 Must return for injections 
every two or three 
months or as advised

•	 No protection against 
STIs/HIV/HBV

•	 Failure rate is 0.3/100 
women users*

IUCD IUCD can be 
inserted after 
abortion (using 
vacuum aspiration 
or after confirmation 
of completed 
medical methods of 
abortion, provided 
the risk or presence 
of infection is ruled 
out)

•	  Highly effective
•	  Effective immediately
•	 Long-term contraception; 

effective for five to ten years, 
depending on the type of 
IUCD (IUCD 380A for 10 years 
and IUCD 375 for 5 years)

•	 Immediate return to fertility 
following removal

•	 Does not interfere with 
intercourse

•	 No regular supplies needed 
by the user

•	 May increase menstrual 
bleeding and cramping 
during the first few 
months

•	 No protection against 
STIs/HIV/HBV

•	 Trained provider needed 
for insertion and removal

•	 Failure rate is 0.6/100 
women users*

Female 
Sterilization

Female sterilization 
procedures are 
usually performed 
immediately after a 
surgical abortion.

•	 Permanent method, highly 
effective

•	 Does not interfere with 
intercourse

•	 Adequate counselling 
and fully informed 
consent are required 
before female 
sterilization procedure
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Method Timing after 
fi rst Trimester 
Abortion

Advantages Remarks

If there is infection 
or severe blood loss 
is  experienced, 
female sterilization 
should not be 
performed

• No long-term side effects
• Immediately effective

• Slight possibility of 
surgical complication

• Requires trained 
staff and appropriate 
equipment

• No protection against 
STIs/HIV/HBV

• Failure rate is 0.5/100 
women users*

Male 
sterilization
(No-scalpel 
Vasectomy)

This procedure can 
be done independent 
of the abortion 
procedure

• Very effective
• Permanent
• No interference with sex
• No repeated clinic visits 

required
• No apparent long-term 

health risks
• Enables a man to take 

responsibility for preventing 
pregnancy

• Supplies required till 
azoospermia is confi rmed

• Not immediately 
effective. First 20 
ejaculations after 
vasectomy may contain 
sperms. The couple must 
use another contraceptive 
method for at least the 
fi rst 20 ejaculations or 
the fi rst three months 
whichever is earlier

• Semen analysis should 
be done after 3 months to 
confi rm azoospermia

• No protection against 
sexually transmitted 
diseases (STDs) including 
HIV/HBV

• Failure rate is 0.1/100 
women*

Natural 
Family 
Planning 
Methods:
Fertility 
awareness 
based/
Standard Days 
Method

Effective only after 
menstrual cycles are 
regular

• No supplies required
• Under control of couple

• Effective after cycles 
regularize

• Effective only in women 
with regular cycles 
between 26-32 days

• Have high failure rates (3 
to 5/100 women users) so 
should not be the method 
of choice

*Failure rates are fi rst year pregnancy rates. 

All the above mentioned methods may not be available in the public health delivery system.

Share with the participants the different contraceptive options for women with special conditions: 
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Slide 11.5: Contraceptive Options for Special Conditions

• RTI/pelvic infections

• Trauma to genital tract; uterine perforation; vaginal or cervical trauma

• Haemorrhage and severe anaemia

• Second trimester abortion

• HIV positive cases

• Adolescents

Woman’s Clinical 
Situation

Potential Contraceptive Method 
for Use

Contraceptive Method to be 
Avoided

Reproductive tract/
pelvic infection 
(confi rmed or 
presumptive diagnosis)

• Provide a short-term method 
(condoms or hormonal) and 
follow-up later for long-term 
method

• Delay female sterilization or 
IUCD insertion until infection is 
either ruled out or fully resolved.

Trauma to genital tract; 
uterine perforation; 
vaginal or cervical 
trauma; chemical burns

• Provide a short-term method 
(condoms or hormonal) and 
follow-up later for long-term 
method

• Delay female sterilization until 
trauma is healed

• Delay IUCD insertion until 
uterine perforation or other 
trauma has healed

• Injuries that affect the vagina or 
cervix may limit the use of female 
barrier methods and spermicides

Haemorrhage and severe 
anaemia

• Provide a short-term method 
(condoms or hormonal) and 
follow-up later for long-term 
method

• Delay female sterilization 
and IUCD insertion until the 
condition is resolved because of 
the risk of further blood loss

Second trimester abortion • Oral Contraceptive Pill

• Barrier methods (condoms)

• Female (only minilap) 
sterilization

• IUCD
HIV positive cases • Condoms (male or female) with 

or without spermicide should 
be used during each act of 
intercourse

• Other methods along with 
condoms can also be used

Adolescents • Condoms

• Hormonal contraceptive methods

• Dual contraception recommended
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4. Misconceptions about Contraceptive Methods

Time: 15 minutes

Methodology: Discussion; Presentation (Slides: 11.6, 11.7, 11.8, 11.9, 11.10, 11.11)

Slide 11.6: 

Misconceptions about Contraceptive Methods

Unfortunately, sometimes health workers themselves may be misinformed about certain methods 
or may have different religious or cultural beliefs pertaining to contraceptive methods, which may 
have an impact on their work.

Ask the participants what health service providers could do to counter the negative effects of rumours 
and misconceptions about the different contraceptive methods. Discuss following ideas and strategies:
Ask the participants what health service providers could do to counter the negative effects of rumours 

When a woman mentions a rumour/misconception, always listen carefully. Don’t laugh. Explain 
the facts with visual aids. Use strong scientifi c facts about contraceptive methods to counter 
misinformation. Always tell the truth. Never try to hide side effects or problems that might occur 
with the various methods.

Misconceptions and Facts about Condoms

Slide 11.7: Misconceptions about Condoms

1. If a condom slips off during sexual intercourse, it might get lost inside the
           woman’s body. 

2. There is a big danger of condom breaking or tearing during intercourse

1. Misconception

Fact

• If a condom slips off during sexual intercourse, it might get lost inside 
woman’s body

•  A condom cannot get lost inside the woman’s body because it cannot 
pass through the cervix. If the condom is put on properly, it will not 
slip off

Ask the participants to give some examples of the misconceptions about the different contraceptive methods 
that they have heard of or know of. Discuss all the misconceptions associated with each method with them
Ask the participants to give some examples of the misconceptions about the different contraceptive methods 



168 Comprehensive Abortion Care: Trainer’s Manual

2. Misconception

Fact

• There is a big danger of condom breaking or tearing during intercourse

• Condoms are made of thin but very strong latex rubber and they 
undergo extensive laboratory tests for strength. A condom is more 
likely to break if the vagina is very dry, or if the condom is old (past 
the expiration date)

Misconceptions and Facts about OCP 

Slide 11.8(a): Misconceptions about OCP

1. I need to take the pill only when I sleep with my husband

2. I am still protected from pregnancy when I stop taking the pill if I have 
been using it long enough

3. The pill is dangerous and causes cancer

Slide 11.8(b): Misconceptions about OCP

4. Women who take the pill for several years need to stop the pill 
     to give the body a ‘rest period’

5. The pill can’t be used following an abortion

6. The pill causes infertility or makes it diffi cult for a woman to 
become pregnant once she stops using it

1. Misconception

Fact

• I need to take the pill only when I sleep with my husband

• A woman must take the pill every day in order not to become pregnant
2. Misconception

Fact

• I am still protected from pregnancy when I stop taking the pill if I have 
been using it long enough

• Pills protect against pregnancy only if they are taken every day

3. Misconceptions

Facts

• The pill is dangerous and causes cancer

• Numerous studies have disproved this misconception. The pill has 
been safely used by millions of women for over 30 years. Infact, studies 
show that the pill can protect women from some forms of cancer, such 
as those of the ovary, endometrium

4. Misconception 

Fact 

• Women who take the pill for several years need to stop the pill to give 
the body a ‘rest period’

• A ‘rest period’ from taking pills is not necessary and a woman may 
use OCPs for as many years as she wants to prevent a pregnancy
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5. Misconception

Fact 

• The pill can’t be used following an abortion

• OCPs are appropriate for use immediately post-abortion (spontaneous 
or induced), in either the fi rst or second trimester, and should be 
initiated within the fi rst seven days post-abortion, or any time the 
provider can reasonably be sure that the woman is not pregnant

6. Misconception 

Fact 

• The pill causes infertility or makes it diffi cult for a woman to become 
pregnant once she stops using it

• Studies have clearly shown that the pill does not cause infertility or 
decrease a woman’s chances of becoming pregnant once she stops 
taking it

Misconceptions and Facts about IUCD

Slide 11.9: Misconceptions about IUCD

1. The thread of the IUCD can trap the penis during intercourse

2. A woman who has an IUCD cannot do heavy work

3. The IUCD might travel inside a woman’s body to her heart or her brain

4. The IUCD causes ectopic pregnancy

5. An IUCD cannot be inserted after an abortion

1. Misconception 

Fact 

• The thread of the IUCD can trap the penis during intercourse

• The strings of the IUCD are soft and fl exible, cling to the walls of the 
vagina and are rarely felt during intercourse. If the string is felt, it can 
be cut very short, (leaving just enough string that can be grasp with a 
forceps)

2. Misconception 

Fact 

• A woman who has an IUCD cannot do heavy work

• Using an IUCD should not stop a woman from carrying out her regular 
activities in any way. There is no correlation between the performance 
of chores and the use of an IUCD

3. Misconception 

Fact 

• The IUCD might travel inside a woman’s body to her heart or her 
brain

• There is no passage from the uterus to the other organs of the body
4. Misconception 

Fact 

• The IUCD causes ectopic pregnancy

• There is no evidence that the use of an IUCD increases the risk of an 
ectopic pregnancy
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5. Misconception

Fact 

• An IUCD cannot be inserted after an abortion

• With appropriate technique, the IUCD may be inserted immediately 
after an abortion (spontaneous or induced) following fi rst as well as 
second trimester abortions, if the uterus is not infected, or during the 
fi rst seven days post-abortion (or anytime you can be reasonably sure 
the woman is not pregnant)

Misconceptions and Facts about Female Sterilization (Tubectomy)

Slide 11.10: Misconceptions about Tubectomy

1. A woman who has been ligated loses all desire for sex (becomes frigid) 

2. A woman who has been ligated becomes sick and is unable to do any work

3. A woman who undergoes ligation has to be hospitalized

4. Ligation shortens the lifespan of a woman and may cause early menopause

1. Misconception 

Fact 

• A woman who has been ligated, loses all desire for sex (becomes 
frigid)

• Tubal ligation has no physiological effect on sexual desire of the woman 
other than that of preventing the egg from being fertilized by sperm. The 
ovaries will still release eggs and produce hormones, and the woman 
will still menstruate, but she is no longer at the risk of getting pregnant

2. Misconception 

Fact 

• A woman who has been ligated becomes sick and is unable to do any 
work

• A woman who has been ligated can resume regular activities as soon 
as she is free from post-surgical discomfort. It does not affect her 
ability to work or make her weak or ‘sick’

3. Misconception 

Fact 

• A woman who undergoes ligation has to be hospitalized
• Usually there is no need for hospitalization of the woman undergoing 

tubal ligation. She can go home after at least four to six hours of the 
procedure, when the vital signs are stable and she is fully awake, 
has passed urine and can walk, drink or talk. The woman must be 
accompanied by a responsible adult while going home

4. Misconception 

Fact 

• Ligation may cause early menopause
• Ligation will not hasten menopause. A ligated woman will continue 

to ovulate and menstruate (although she will no longer get pregnant) 
until she naturally reaches menopause
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Misconceptions and Facts about Male Sterilization (Vasectomy)

Slide 11.11: Misconceptions about Vasectomy

1. Vasectomy is the same as castration

2. A man who submits to vasectomy has his manhood taken away. Worst of all, he will no longer 
enjoy sex

3. Sperm that is not ejaculated during intercourse will collect in the scrotum and cause the scrotum 
to burst or will cause other problems in the body

1. Misconception 
Fact 

• Vasectomy is the same as castration

• Vasectomy is not castration. In vasectomy, the vas deferens are cut and 
tied so that sperm cannot mix with the semen. The semen ejaculated 
during sexual intercourse no longer contains sperm and will no longer 
make a woman pregnant

2. Misconception 

Fact 

• A man who submits to vasectomy has his manhood taken away. Worst 
of all, he will no longer enjoy sex

• Vasectomy does not interfere with any other physiological functions; 
or causes any other type of changes. After a vasectomy, a man will 
continue to produce male hormones, and be ‘masculine’. Many men 
enjoy sex more after a vasectomy because they no longer need to 
worry about getting their partner pregnant

3. Misconception 

Fact 

• Sperm that is not ejaculated during intercourse will collect in the 
scrotum and cause the scrotum to burst or will cause other problems 
in the bod

• Sperm that is not ejaculated is absorbed by the body. It cannot collect 
in the scrotum or cause harm to a man’s body in any way

5. Emergency Contraception

Time: 10 minutes

Methodology: Discussion; Presentation (Slides: 11.12, 11.13, 11.14, 11.15, 11.16, 11.17)

Introduce the topic of emergency contraception (EC) to the participants by presenting the following 
information:
Introduce the topic of emergency contraception (EC) to the participants by presenting the following 

What is Emergency Contraception?

Emergency Contraception (EC) is a unique option that can be used by women to prevent an 
unwanted pregnancy in the fi rst fi ve days after unprotected sexual intercourse, contraceptive 
accidents or due to unexpected circumstances.
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The term ‘emergency contraception’ is used because it conveys the important message that the 
treatment should be an action taken in emergency and not be used as an ongoing contraceptive 
method. This avoids giving the mistaken impression that use of the method is limited to the 
morning following every unprotected sexual act (morning after pill).

When can Emergency Contraception be Used?

Ask the participants to enlist the indications for use of EC and complete the information from the slide below.Ask the participants to enlist the indications for use of EC and complete the information from the slide below.

Slide 11.12: Indications for EC

1. When contraceptive method has failed or the method has been used incorrectly

2. Sex occurs unexpectedly and without any contraceptive protection

3. A woman is raped or forced to have sexual intercourse

Failure of contraception or its incorrect use can happen in one of the following ways:

• A condom breaks, slips or there is leakage

• A woman has missed three or more combined oral contraceptive pills in a row

• A woman is more than two weeks late for her repeat contraceptive injection (DMPA) and 
one week late for norethindrone enanthate

• Partial or complete expulsion of an IUCD

• Miscalculating or failure to abstain from sexual intercourse during the fertile period

• Failed coitus interruptus when ejaculation occurred inside the vagina or on the external 
genitalia

Methods Used for Emergency Contraception

Slide 11.13: Methods used for EC

• Emergency contraceptive pills (ECPs) are hormonal contraceptives which can be used 
upto 72 hours (three days) after an unprotected sexual intercourse. These are of two 
types:

a. Progesterone only pills

b. Oestrogen–Progesterone combination pills

• Copper-releasing IUCDs. These can be used upto 120 hours (fi ve days) after an 
unprotected sexual intercourse
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How do Emergency Contraceptive Pills Work?

Explain to the participants the possible mechanism of action of the EC pills.

Discuss the advantages, contraindications and limitations of the ECPs.

Slide 11.14: Mechanism of Action of EC

• Prevent implantation by altering the inner lining of uterus (endometrium) and making 
it unsuitable for implantation

• Prevent fertilization

• Thicken cervical mucus

• Alter transportation of the sperm, ovum and embryo

• Interfere with corpus luteum function and luteolysis

The mechanism active in a particular case depends on the time of the menstrual cycle, when 
emergency contraceptive pills are used.

Emergency contraceptive pills do not interrupt or abort an established pregnancy. They can only 
help prevent an unwanted pregnancy before it has been implanted in the uterus.

Advantages of Emergency Contraceptive Pills

Slide 11.15: Advantages of ECPs

a. Are safe, effective, easy to use and easily available

b. Can be taken at any time during a menstrual cycle after an unprotected intercourse

c. Do not require a physical examination

d. Can be obtained over-the-counter from a chemist’s shop without prescription

e. Can be used by women with contraindications of oral contraceptive pills such as history 
of heart disease, migraine and liver problems

For women who are unclear of their pregnancy status and take ECPs while pregnant, the emergency 
pills will neither harm the foetus nor would it be effective to terminate the pregnancy.

Contraindications of Emergency Contraceptive Pills

There are no known medical contraindications to use emergency contraceptive pills. They should 
not be used by women with confi rmed pregnancies.
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Discuss the dose and regimen of ECPs. 

Slide 11.16: Dosage of ECPs

Type of pills Dosage

Progestin-only pill  1 tablet of 1.5 mg levonorgestrel single dose

 Low dose pills 4 stat + 4 (after 12 hours of the fi rst dose)

Effi cacy of Emergency Contraceptive Pills

Condition Status of ECP Use % of Probable Pregnancy

If 100 women had unprotected 
intercourse during the second or third 
week of their menstrual cycle

No ECP use 8 would become pregnant

Used ECPs 1 would become pregnant

Even if ECPs are correctly used, 15-25% woman may still become pregnant

Who can Provide Emergency Contraception?

Emergency contraceptive pills can be provided safely by clinical and non- clinical trained personnel 
of service delivery systems such as:

• Doctors

• Nurses and midwives

• Pharmacists, chemists

• Paramedics

• Health and family welfare assistants

• Depot holders

• Community health workers

• Other clinically trained personnel

There is evidence supporting over-the-counter use by women. Well informed women can themselves 
buy the pills over-the-counter from a chemist/drug store without any prescription.

Dose and Regimen of the Emergency Contraceptive Pills
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Misconceptions about EC 

Slide 11.17: Misconceptions about EC

1. ECPs can cause abortion

2. ECP is contraindicated in many medical conditions

3. ECP when taken once during the cycle, will give protection for full cycle

1. ECPs can cause abortion : No. ECPs will not disturb an established pregnancy.

2. ECP is contraindicated in many medical conditions: No medical conditions rule out use of 
ECPs. Even medical conditions that rule out continuing use of oral contraceptives do not 
apply to ECPs.

3. ECP when taken once during the cycle will give protection for full cycle : ECPs do not 
provide continuing protection from pregnancy. Therefore it is important to start an ongoing 
method of contraception after ECP use.

Explain to the participants what to advise a woman in case of ECP failure.

How to Manage Failure of EC

If the woman has not had periods for a week or more after the expected date, there is a possibility 
that she may be pregnant.

Advise a pregnancy test to confi rm the pregnancy.

If she is pregnant, she should be counseled regarding the available options for safe abortion services 
such as manual vacuum aspiration (MVA), electric vacuum aspiration (EVA) or medical methods 
of abortion (MMA) and helped to choose the most appropriate option for her and told where she 
can get these services.

If she wants to continue with the pregnancy, she should be reassured that ECPs do not harm the 
foetus.

6. Summary
Time: 5 minutes

Methodology: Presentation (Slide: 11.18)

Slide 11.18: Summary 

• Prompt return of ovulation can lead to the possibility of unwanted pregnancy very soon 
after an abortion (even before the fi rst post-abortion menstruation)

• Counsellor should explain the characteristics, use, side effects, effectiveness and availability 
of the contraceptive methods available and let the woman know where she can obtain them
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Ask the participants if they now know the answer for each of the questions in the self assessment tool. 
Clarify if they still have any doubts.
Ask the participants if they now know the answer for each of the questions in the self assessment tool. 

• Commonly held misconceptions about contraceptive methods are a barrier in their 
acceptance in the community

• Emergency contraceptive pills help women avoid unwanted pregnancies in cases where 
regular contraceptive methods have failed or are incorrectly used or under special 
situations such as rape or forced sex
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12. Second Trimester Pregnancy 
Termination

Time: 60 minutes

Advance Preparation
Flip chart, markers, VIPP cards

Session Plan

S. No. Sub-session Methodology Time (60 minutes)
1. a.	 Self Assessment Tool

b.	 Introduction to the Session

Discussion
Presentation

10 minutes

2. Legal Requirements for Second 
Trimester Abortion:

a.	 Site/Provider Eligibility

b.	 Documentation/Reporting

Discussion
Presentation

10 minutes

3. Methods for Second Trimester 
Pregnancy Termination

Brainstorming
Discussion
Presentation

20 minutes

4. Post-procedure Care

a.	 Immediate Care

b.	 Contraception 

c.	 Follow-up Care 

Brainstorming
Discussion
Presentation

15 minutes

5. Summary Presentation 5 minutes
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12. Second Trimester Pregnancy 
Termination

Self Assessment Tool

Please encircle the correct response/Fill in the blanks:

1)	 Second trimester abortions can be legally performed up to ________ weeks gestation in 
India.

2)	 Any private sector health facility can provide second trimester abortions - True or False

3)	 RMP Opinion Form (Form I) is to be signed only by the provider performing the second 
trimester abortion - True or False

4) 	 D & E is a surgical method of second trimester abortion and should be used only up to 
______ weeks of gestation

5) 	 Often women coming for second trimester termination have the following indications :

a.	 Have a foetus with a congenital anomaly

b.	 Have a uterus with structural abnormality

c.	 Are a victim of rape/incest

d.	  a and c

6)	 One of the contraceptive methods that should NOT be provided immediately following 
second trimester abortion is:

a.	 IUCD insertion

b.	 Minilap tubectomy

c.	 Injectables

d.	 Laproscopic tubal ligation

Key to Self Assessment Tool:

1) 20		  2) False	 3) False	 4) 15	

5) d		  6) d			 
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1a. Self Assessment Tool

1b. Introduction to the Session

Time: 10 minutes

Methodology: Discussion; Presentation (Slide: 12.1)

Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct 
responses with them. Share the objectives of the session.
Greet the participants and facilitate the completion of the self assessment tool. Discuss the correct 

Slide 12.1: Session Objectives 

• Understand the legal requirements under MTP Act, Rules and Regulations for 
performing second trimester abortions

• Know steps for different methods of second trimester pregnancy termination

• Give information about contraception and follow-up care to the woman coming for 
second trimester termination

Second trimester pregnancy termination is associated with a higher risk of complications leading 
to morbidity and mortality. However, some women are not able to come for the services in the 
fi rst trimester because of the following reasons:

• Eugenic: foetal congenital anomalies not compatible with life are diagnosed late in gestation

• Medical: worsening medical disease in the woman

• Social: unmarried, adolescent and other marginalized women report late in the pregnancy

• Pregnancy following rape or sexual violence 

• Conception during lactational amenorrhea where the pregnancy goes unnoticed

Thus, it is essential that second trimester abortion services are available and accessible as an 
essential component of comprehensive reproductive health care.

2. Legal Requirements for Second Trimester Abortion 

Time: 10 minutes

Methodology: Discussion; Presentation (Slides: 12.2, 12.3)

The sites and providers eligible to offer fi rst trimester abortions may not be eligible for providing 
second trimester abortions under the law because of a higher risk of complications.
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Slide 12.2: Second Trimester Terminations: Eligibility Criteria

Eligibility Criteria: Provider

• Experience and training requirement as under the MTP Rules

• Opinion recorded by two RMPs as under the MTP Act, in Form I

Eligibility Criteria: Site/Facility

• Public sector facilities: secondary level (FRUs, SDH, DH) and tertiary 
level (medical colleges) which have the required facilities

• Private sector facilities: approved by the government as certifi ed 
MTP sites for second trimester termination

Indications for termination in the second trimester are the same as for fi rst trimester.

Pregnancy Termination following sex selection is not allowed under the law.
For more details on the training requirements for providers, infrastructural requirements for sites/
health facilities and indications to provide second trimester pregnancy termination, refer to the 
Chapter 4 on `Law and Abortions’.

2b. Documentation/Reporting 

Ask the participants about the necessary documentation under the MTP Regulations for a second 
trimester termination. Inform them that it is mandatory to fi ll and record information in the following 
forms for each second trimester termination case performed. Explain all the forms listed below:

Ask the participants about the necessary documentation under the MTP Regulations for a second 

Slide 12.3: Documentation/Reporting under the MTP Regulations  

• Form C – Consent Form

• Form I – Opinion Form (signed by two RMPs, as under 
the MTP Act)

• Form II – Monthly Reporting Form (to be sent to the 
district authorities)

• Form III – Admission Register for case records

2a. Site/Provider Eligibility

Ask the participants if they remember provider and site eligibility criteria for providing second trimester 
pregnancy termination, as discussed in Chapter 4 on ̀ Laws and Abortion’. Write them on the fl ip chart 
and complete the information, as given below:

Ask the participants if they remember provider and site eligibility criteria for providing second trimester 



181Comprehensive Abortion Care: Trainer’s Manual

Ask the participants various second trimester termination methods they know of and list them on the 
fl ip chart. Group the methods under broad categories Medical and Surgical.
Ask the participants various second trimester termination methods they know of and list them on the 

Discuss the components of clinical assessment of the woman for second trimester termination (same for 
all the methods) with the participants.
Discuss the components of clinical assessment of the woman for second trimester termination (same for 

Slide 12.4: Second Trimester Termination Methods

A. Medical Methods
1. Mifepristone and misoprostol regime
2. Misoprostol alone regime
3. Extra amniotic ethacridine instillation supplemented by oxytocin
4. Mechanical methods supplemented by oxytocics

B. Surgical Methods
1. Dilatation and Evacuation (D&E)
2. Hysterotomy

3. Methods for Second Trimester Pregnancy Termination

Time: 20 minutes

Methodology: Brainstorming; Discussion; Presentation (Slides: 12.4, 12.5, 12.6, 12.7, 12.8)

Second trimester pregnancy terminations should be done as an indoor procedure. Availability of 
blood for transfusion (if required) should be ensured.

Clinical Assessment of the Woman

The woman should be thoroughly assessed before starting the procedure. The components of 
clinical assessment include:
1. Detailed history taking 
2. Physical examination for the general condition of the woman
3. Pelvic examination 
4. Investigations (Recommended)

• Haemoglobin
• Routine Urine Examination
• Blood Group: ABO Rh

5. Ultrasonography (optional)
Refer to Chapter 6 on `Clinical Assessment’ for more details.

Discuss the various second trimester medical methods for pregnancy termination with the participants.Discuss the various second trimester medical methods for pregnancy termination with the participants.
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A. Medical Methods
Before starting the procedure, ensure that the consent has been taken for the procedure as well as 
for surgical termination in case of the failure of the medical methods.

It is preferable to get a pre-anesthetic checkup done for the woman before starting the medication 
for termination.

Medical methods in second trimester termination involve two steps during the process of pregnancy 
termination:

i. Cervical Priming 

ii. Inducing Uterine Contraction 

1. Mifepristone and Misoprostol regime

Mifepristone and misoprostol for termination of second trimester pregnancy is not yet approved 
by DCGI. However, WHO recommends this method as the safest method for second trimester 
termination (WHO, 2012).

Cervical Priming: Under this regime, cervical priming is done by mifepristone.

Inducing Uterine Contractions: Misoprostol serves to dilate the cervix and induces uterine 
contractions.

Pain management during medical methods: Give Ibuprofen 400 mg or an equivalent agent to all 
women undergoing termination with medical methods with the fi rst dose of misoprostol and then 
subsequently every six to eight hours. Paracetamol is not recommended for pain relief during the 
process of medical methods of abortion.

Anti-spasmodic such as Drotaverine is also an option for pain relief.

Share the Mifepristone – Misoprostol regime with the participants as below:

Slide 12.5: Regime: Mifepristone - Misoprostol

200 mg oral mifepristone

                                            36-48 hours later

800 mcg vaginal or 400 mcg oral misoprostol

                                     followed by

400 mcg vaginal or sublingual misoprostol every three hours

Total: up to fi ve doses (including the fi rst dose of misoprostol)
WHO, 2012

Refer to Chapter 7 on Medical Methods of Abortion (MMA) for details on different routes of 
administation for misoprostol




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Monitoring of the woman during the procedure

Record the woman’s vital signs every four hours until she starts getting strong uterine contractions, 
at which point vital signs should be checked every two hours.

2. Misoprostol alone regime
Cervical priming and inducing uterine contractions

Here, misoprostol is used for cervical priming as well as inducing uterine contractions.

Slide 12.6: Regime: Misoprostol Alone

400 mcg vaginal misoprostol

                                     followed by

400 mcg vaginal/sublingual misoprostol every three hours, up to maximum of fi ve doses*

WHO, 2012

* Discontinue misoprostol if expelled before maximum number of doses.

3. Extra amniotic ethacridine instillation supplemented by oxytocin
This method is no longer in use because of non-availability of ethacridine lactate in the market.

4. Mechanical methods supplemented by oxytocics
Under this method, commonly used devices for cervical priming are:

a. Laminaria tent

b. Catheter

Laminaria tents: These are made of hygroscopic material, which swells up by absorbing cervical 
and vaginal secretions. They gradually dilate and soften the cervix and also stimulate uterine 
contractions. In clinical practice, it has been observed that the maximum dilatation with laminaria 
tents is achieved in six to eight hours of insertion.

Disadvantage of using laminaria tents is that they can lead to infection, particularly if they are 
introduced without proper aseptic care and kept in for too long.

Catheter: Foley’s catheter is used for cervical dilatation in some cases, to be supplemented later 
by oxytocics. Remember to instill 5-10 ml of saline in the balloon of the catheter to prevent its 
slipping out of cervical canal.

Potential problems during second trimester termination by medical methods 



Ask the participants what can be the potential problems during second trimester termination done by 
medical methods. List them on a fl ip chart and explain each one of them.
Ask the participants what can be the potential problems during second trimester termination done by 
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Slide 12.7: Potential Problems During Termination by Medical Methods

• Membranes rupture during the process before cervix is suffi ciently dilated

• Placenta not expelled within half an hour of the fetal expulsion

• If fetal expulsion does not occur within 24 hours from the initial dose

a. If the membranes rupture during the course of abortion process before the cervix is 
adequately dilated, the vaginal route for misoprostol may be less desirable and sublingual 
or buccal routes may be used instead. 

  After the fetus is expelled, the maternal side of the cord should be clamped and the fetus 
wrapped in a cloth or paper sheet.

 After expulsion of the placenta, examine the fetus and placenta to confi rm that expulsion is 
complete.

b. The placenta should be expelled within half an hour of fetal expulsion. If it does not happen, 
one of the following can be used:

i. Repeat the dose of misoprostol

ii. 20 units of oxytocin in 500-ml, 5% Dextrose or Ringer Lactate at rate of 50 ml/h

iii. Cord traction method: While awaiting placental expulsion, periodically use the forceps 
to grasp the base of the cord and apply slight tension on the cord, avoiding the tearing 
of the cord

c. If fetal expulsion does not occur within 24 hours from the initial dose, re-evaluate the 
woman and identify the cause through examination and USG. Rule out the following:

i. Rupture of the uterus

ii. Wrong dates and diagnosis

iii. Abdominal pregnancy

Once the above conditions are ruled out, decide the line of management. If the woman is haemo-
dynamically:

• Stable – Wait for 24 hours and then individualize the treatment. Either repeat the same 
regime or terminate surgically. There are no studies that directly compare repeating the 
same regime to changing to a different regime

• Unstable – Stabilize and terminate the pregnancy surgically
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B. Surgical Methods

Slide 12.8: Surgical Methods

• Dilatation & Evacuation

- Dilatation/cervical priming

- Uterine evacuation

• Hysterotomy

1. Dilatation and Evacuation (D&E)
With the advent of medical methods of abortion, Dilatation and Evacuation is used rarely for 
termination of second trimester pregnancies. The gestation limit for this method is less than 15 
weeks (WHO, 2012).

D & E should be done at an appropriate level of health care facility by a gynaecologist.

The D&E method involves priming the cervix and then evacuating the uterus with a combination 
of suction and ovum forceps.

Dilatation /cervical priming options

• Administering 400 mcg misoprostol vaginally or sublingually approximately four hours 
before the procedure OR

• Inserting laminaria tent, six to eight hours before the procedure 

• Dinoprostone gel (especially in cases of previous caesarean section)

Evacuation

• Evacuation should only be started after suffi cient dilatation has been achieved so that 
cannula of size 12–14 mm can pass through the cervix

• Perform evacuation using suction and ovum forceps

Inspect all the evacuated fetal parts to ensure completion of the procedure. Identify fetal parts 
(extremities, thorax/spine, calvarium and placenta). If there is any doubt, use an ultrasound to 
confi rm complete evacuation.

2. Hysterotomy
Hysterotomy is a mini caesarean section performed in case of failure in the induction of abortion 
by other methods or excessive bleeding during the procedure, as life-saving measure.

Disposal of fetus and placenta

Consider local tissue disposal regulations, and infection prevention practices while developing 
disposal protocol. It is to be disposed of in yellow bag, like other human tissue disposal.

If the fetus is given to the woman, it should be placed in a sealed, wrapped container. The woman 
and her family should be informed that the container should not be opened and should be carefully 
buried as soon as possible. 

Never dispose of the foetus till signs of life exist.
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Slide 12.9: Second Trimester Termination: Immediate Post-procedure Care

• Observe vital signs

• Observe bleeding per vaginum

• Inspect all the parts of the expelled/evacuated foetus

• Provide discharge instructions

After a second trimester abortion, a woman should remain in the health care facility for at least 
four hours so the health care team can ensure that she is well enough to return home.

Before discharge every woman should be informed that:

Slide 12.10: Discharge Instructions

1. Bleeding per vaginum for a few days

2. If bleeding increases, contact the health facility/provider

3. Abdominal cramping is normal. If cramping increases rather than decreasing, contact 
health facility/provider

4. Follow-up visit within two weeks of the procedure

5. Avoid intercourse till complications resolved and chosen contraceptive method becomes 
effective

6. Information on warning signs and symptoms

1. She will experience some bleeding per vaginum for a few days to weeks which is normal.

2. Bleeding may be as heavy as a period for the fi rst week. If her bleeding increases, rather than 
decreasing during the following week, she should contact the health facility/provider.

3. She may have some abdominal cramping which is normal. If her cramping increases rather 
than decreasing, or if she has a fever or severe abdominal pain, she should contact the health 
facility/provider.

4. She should return for a follow-up visit within two weeks of the procedure.

Slide 12.9: Second Trimester Termination: Immediate Post-procedure Care

4. Post-procedure Care

Time: 15 minutes

Methodology: Brainstorming; Discussion; Presentation (Slides: 12.9, 12.10, 12.11, 12.13)

4a. Immediate Care

Ask the participants to enlist the components of immediate post-procedure care after second trimester 
termination.
Ask the participants to enlist the components of immediate post-procedure care after second trimester 
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Ask the participants to explain the importance of providing contraception to all women coming for 
pregnancy termination. Also ask them to enumerate the various methods which can be used after second 
trimester termination.

Ask the participants to explain the importance of providing contraception to all women coming for 

5. It is recommended that she should not have sexual intercourse until complications, if any, 
are resolved and her chosen contraceptive method becomes effective.

6. She should know signs and symptoms of the potential complications (such as excessive 
bleeding per vaginum; acute pain abdomen; fainting etc.) so that she can contact the provider 
if she experiences any of them.

4b. Contraception 

All methods of contraception can be started immediately after an uncomplicated second trimester 
abortion. Either on-site or through referral, the woman should be offered contraceptive counselling 
and the method of her choice.

Slide 12.11: Second Trimester Termination: Contraceptive Options

• Condoms

• Oral contraceptive pills (OCPs)

• Injectables

• IUCD

• Minilap tubectomy

Laparoscopic ligation should not be done*
Tubectomy

*If laparoscopic ligation is done following second trimester abortions, there are chances of injury to the 
fallopian tubes as the tubes are oedematous then and the possibility exists of the rings slipping from the 
tubes, leading to the failure of the tubal ligation.

 For more details, refer to Chapter 11 on ’Post-abortion Contraceptive Services’.

4c. Follow-up Care

Ask the participants to list the key points for follow-up visit after second trimester termination.

Every woman who has a second trimester abortion should be scheduled for a follow-up visit within 
two weeks after the procedure or earlier if she experiences any warning signs and symptoms.
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Ask the participants if they now know the answer for each of the questions in the self assessment tool. 
Clarify if they still have doubts.
Ask the participants if they now know the answer for each of the questions in the self assessment tool. 

Slide 12.12: Follow-up Visit

• Review woman‘s medical records

• Perform a physical examination

• Conduct a pelvic examination, if indicated

• Review her contraceptive decisions

• Provide related services indicated/desired that is cervical cancer screening, anaemia, 
RTI/STI etc.

• Record follow-up visit in the register

5. Summary

Time: 5 minutes

Methodology: Presentation (Slide: 12.13)

 

Slide 12.13: Summary

• The MTP Act, 1971 allows second trimester abortions upto 20 weeks. 

•  The MTP Rules specify the provider and site requirement for second trimester 
termination.

• There can be many social and economic pressures that push a woman to seek an 
abortion in the second trimester, though second trimester abortions have a higher risk 
of complications.

• Second trimester pregnancy termination can be done with medical or surgical methods.

• Most contraceptive methods can be started immediately after second trimester 
termination.

• A follow-up visit within two weeks of the procedure is most appropriate.

• Sex selection is not an indication for second trimester pregnancy termination under the 
law.












