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EXECUTIVE SUMMARY

The author was invited to visit Bangladesh to assess anesthesia practices
for sterilization operations. The invitation was tendered because of five
recent anesthesia-related deaths in patients undergoing tubectomies.

Two previous studies suggested that these deaths were related to anesthesia
overdosage. They indicated that the primary method of anesthesia for tubectomy
operations in Bangladesh consisied of systemic analgesia and sedation plus local
infiltration anesthesia. Systemic medications included intramuscular and/or
intravenous Meperidine (Pethidine), 50 to 100 mg.; Promethazine (Phenergan),
intramuscular or intravenous, 50 mg.; and Diazepam (Seduxen), 10 mg., intra-
venous at the time of the operation. Local anesthesia was obtained with 1 per-
cent lidocaine (Xylocaine) solution injected subcutaneously.

In addition, the previous investigators recognized that resuscitation equip-
ment was in scarce supply throughout Bangladesh.

The author visited several government and Bangladesh Association for Volun-
tary Sterilization (BAVS) clinics, and observed 11 tubectomy operations and one
vasectomy. The anesthetic techniques described above were used and often
resulted in initial general anesthesia. In most cases, the general anesthesia
was short-lived and the aroused patients complained of pain during manipulation
of the Fallopian tubes. Because they were heavily sedated, the patients ware
unable to react rationally to pain and had to be held down so that the surgeon
could continue the operation. In most procedures observed by the author, four
holders, in addition to the surgeon and his assistant, were present in the oper-
ating room.

Very little anesthesia monitoring was done. Occasionally, the pulse
was counted; less frequently was it recorded. Little effort was made in most
instances to measure and record respirations and blood pressure.

The BAVS clinics appeared, for the most part, to have adequate resuscitation
equipment, but in no government clinic were these devices present.

The author visited Sir Salimullah Medical College, in Dacca, where he met
with Dr. Rasul, Chairman of the Anesthesiology Department, and Dr. Jabeen,
Chairman of the Department of Obstetrics and Gynecology. It became apparent
that, despite the commitment to an intensive training program for Thana medical
officers, insufficient attention is given to anesthesia and resuscitation in the
curriculum,

Before leaving Bangladesh, the author met with officials of the Bangladesh
Family Planning SErvices and a M _a anesthesiologist who participated in dis-
cussions of recommendations to :mprove anesthesia practices. In general, these
recommendations related to:



1. Medications

The basic recommendation was to use oral Diazepam for
premedication and, immediately before the operation,
smaller doses of intravenous Meperidine and Promethazine.
Emphasis should be placed on the technique of local
anesthesia sa that an adequate block would be administered,
thus decreasing the reliance on general analgesia and
sedation. It also was recommended that drugs to reverse
narcotic overdosage be made available in every operating
room where tubectomy procedures are performed. Further-
more, resuscitation drugs and apparatus should be procured
anc distributed to all operating facilities.

2. Monitoring

Improved practices for pre-operative, intraoperative, and
postoperative monitoring of the patient were suggested.

3. Training

A curriculum was described which, if followed, would enhance
the training of family planning doctors.

These preliminary recormendations were left with Bangladesh family
planning officials in the hope that their implementation might lead to im-
proved safety and comfort for patients undergoing sterilization operations
in Bangladesh.
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I. INTRODUCTION AND BACKGROUND

The need for an assessment of anesthesia practices for sterilization
operations in Bangladesh became apparent when the results of a prospective
study of sterilization procedures were released. Conducted with Center for
Disease Control assistance, under a grant to the Bangladesh Fertility Research
Program, the study was a nationwide survey of the complications of steriliza-
tion procedures. Funded by the Program for the Initiation and Adaptation of
Contraceptive Technology, the study aimed to define the rates and types of
complications experienced as a result of sterilization operations in Bangladesh.

Data generated at 41 sterilization centers w?re collected and analyzed by
six field teams. Michael Rosenberg, M.D., M.Ph.,' visited Bangladesh from
May 2-13, 1980, to evaluate the teams' collection of information on 2,569
tubectomies and 205 vasectomies. Three tubectomy deaths were detected with
death-to-case rate of 11.7/10,000. A1l of these deaths were, apparently, due
to respiratory complications. Government reports recorded 13 tubectomy and
five vasectomy deaths, for a rate of 1.2/10,000 tubectomies and 2.0/10,000
vasectomies. In the total series, five deaths were attributed to respiratory
failure; the cause of another five was unknown. The identified respiratory
deaths occurred in Rangpur, Tangail, Dacca, and kKhulna districts. Three of
these respiratory deaths occurred in February 1980 (see Appendix B).

Because of suspected alterations in the potericies of the drugs used for
systemic analgesia, the Food and Drug Administration conducted tests on
various samples of Diazepam, Promethazine, Atropine, and Meperidine obtained
from different sources in Bangladesh. Meperidine potency was within + 5 per-
cent of the labeled concentration, but Diazepam (Valium, Seduxen) varied between
100 percent and 90 percent. Diazepam produced in the Richter Laboratory varied
from 90 percent to 100 percent potency and contained varying amounts of lidocaine
(2.9 mg. to 3.5 mg.) and three unknown contaminating compounds.

During his visit, Dr. Rosenberg also evaluated emergency equipment on
hand in centers where sterilization procedures are performed. Intravenous
fluids and administration sets were present in only 51 percent of the units,
narcotic antagonists in 43 percent, oxygen and masks in 38 percent, emergency
airway and resuscitation bags in 35 percent, and laryngoscopes and endotracheal
tubes in 6 percent. No figures were given for the availability of suction
apparatus.

With respect to systemic analgesia, Dr. Rosenberg stated: "The current
combination of drugs seems to lead to a marked respiratory depression in
addition to powerful sedation. In addition to consideration of giving some or
all of the drugs intramuscularly, a sivple, clear guide to drug dosage should
be developed based on height and bocv build and distributed to all sterilization
centers. Another important component i: to educate surgeons to the dangers of
using large dosages of sedatives simnly so tiat the patient will not move
during the procedure."
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Io further define the problem, David A. Grimes, M.D., and Bert B. Peterson,
M.D.,¢ visited Bangladesh in June 1980, and made an epidemiological study of
the deaths that occurred in the sterilization program in Dacca and Rajshahi
divisions between January 1, 1979 and March 31, 1980. These investigators
examined the circumstances surrounding a total of 28 deaths (21 were tubectomy-
related and seven vasectomy-related) in a total population of 131,131 cases,

of which 108,605 were tubectomies and 22,526 were vasectomies. The death-to-
case rate for tubectomy was 19.3 deaths per 100,000 procedures; the rate for
vasectomy was 31.1 deaths per 100,000 procedures. The relative risk for vasec-
tomy was 1.6 times that for tubectomy.

Grimes and Peterson identified deaths primarily through government records
of compensation to families of deceased sterilization patients. They also
reviewed reports of deaths in Bangladesh Association for Voluntary Steriliza-
tion clinics and of deaths detected in a review of a prospective study of steriliza-
tion in Bangladesh conducted under the auspices of the Ford Foundation and the
Center for Disease Control. In addition, these investigators conducted inten-
sive case-finding efforts throughout Dacca and Rajshahi divisions. The three
most common identified causes of death were anesthesia overdose, tetanus, and
intraperitoneal hemorrhage. Anesthesia overdose was identified as a probable
cause of death in 29 percent of the cases, tetanus in 24 percent, and intra-
peritoneal hemorrhage in 14 percent of the cases. Other causes of death, such
as pulmonary embolism, anaphylactic reaction, malignant hyperthermia, small
bowel obstruction, and aspiration of vomitus accounted for 29 percent of the
cases.

A seasonal variation also noted was: The highest death-to-case rate for
all sterilization procedures occurred between April and June of 1979, a time when
a record heat wave gripped the country. The death-to-case rate at this time was
47.9 deaths per 100,000 procedures. Infection was a prominent cause of death.
A case of malignant hyperthermia/heat stroke also occurred during this period.
The second highest peak, 25 deaths per 100,000 procedures, was reported for the
period January to March 1980. Anesthesia-related deaths figured prominently at
this time.

In their report, Grimes and Peterson noted that all surgeons who were inter-
viewed claimed to be using "local anesthesia with sedation." This, of course,
implies that patients are awake but relaxed and tranquil. The investigators'
experience in observing procedures, however, indicated that the patients were
unconscious during the operation and indeed appeared to be very heavily sedated.
As Dr. Rosenberg noted, the mean weight of the tubectomy clients was 40 kilograms,
and these patients received as much as 100 mg. of Meperidine, 50 mg. of Prome-
thazine, and 10 mg. to 20 mg. of Diazepam. A1l of these drugs were administered
intravenously. Grimes and Peterson observed five patients undergoing tubectomy.
In no instance was the patient conscious during the procedure. In fact, two of
the five patients were thought to be in Anesthetic Stage II, and three in
Anesthetic Stage III, or general surgical anesthesia. The investigators noted
that resuscitation equipment was not generally available. In addition, little
effort was made to monitor the patient during the surgical procedure. In fact,
the team observed that "in three tubectomy cases the surgeon unknowingly operated
on a patient who was already dead."



Purpose of Assignment

Because of the recent cluster of anesthesia-related deaths during tubectomy
and the apparently improper methods of administration of analgesic and sedative
medications, the author was asked to continue the assessment of surgical
facilities and anesthetic techniques and to make recommendations to reduce the
danger of "local anesthesia with systemic analgesia" for tubectomy.

Itinerary

The author arrived in Dacca, Bangladesh, at 5:30 a.m. on July 23, 1980.
He reported to the USAID Mission and was met by Carol Carpenter-Yaman, Ph.D.,
M.Ph., and Mr. John Dumm. After a short briefing, the consultant visited
Azizur Rahman, M.D., head of the Bangladesh Association for Voluntary Steriliza-
tion, a private organization funded by IPADS. BAVS operates a network of 22
voluntary sterilization clinics throughout Bangladesh. Copies of the BAVS
Medical Supervision Plan, Handbook of Medical Standards, and Handbook on Medical
and Surgical Emergencies are attached as Appendices C, D, and E, respectively.

The consultant next visited the main BAVS clinic in Dacca. It is located
across the street from the BAVS headquarters. Approximately 600 to 700 steriliza-
tion procedures are done each month in this facility. Dr. Salahuddin Ahmed is
the director of the clinic. Since the clinic's opening in 1975, 29,605 tubec-
tomies and 8,992 vasectomies have been performed. At the time of this visit
(July 23, 1980), 12 clients were scheduled for tubectomy operations. Two pro-
cedures were observed. (Sample admission records used in BAVS clinics are
included in Appendix F.)

On July 24, the author visited Sir Salimullah Medical College in Mitford
Hospital, Dacca. He held lengthy conversations with Dr. Suraiya Jabeen, Chair-
man, Department of Obstetrics and Gynecology, and Dr. Shafiqur Rasul, Associate
Professor of Anesthesiology. The education program for general practice
physicians receiving fertility control training was explored in detail. (The
lecture schedule is included in Appendix G.) During the ensuing conversation,
Dr. Rasul indicated that while practicing in Chittagong, he had managed 30 cases
of respiratory depression during tubectomy. He agreed that narcotic antagonists,
resuscitation bags, and airways should be standard equipment in all operating
rooms where tubectomies are performed.

On the afternoon of July 24, the consultant visited the BAVS clinic in
Tongi, where he watched one tubectomy and one vasectomy being performed. DOr.
Salahuddin Ahmed accompanied the author on this trip. The director of the
clinic is Dr. Najim Huddin Ahmed. Dr. Ahmed stated that in May 1980, 48
tubectomies and two vasectomies had been performed; in June 1980, 51 tubectomies
and nine vasectomies were done. The peak month in 1980 was February, when 820
tubectomies and 63 vasectomies were performed. The one-year total, as of June
1980, was 3,371 tubectomies and 633 vasectomies.
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On July 25, the author visited Atiqur Rahman Khan, Director of Family
Planning Services. Dr. Khan will soon become a member of the Planning
Commission, and Or. Nargis Akhter will, presumably, replace Dr. Khar. The
problems related to the administration of analgesia for tubectomy were dis-
cussed at length. It was agreed that a meeting of Dacca anesthesiologists
should be convened to discuss the problem and to make recommendations, particu-
larly recommendations on the design of a curriculum for anesthesia training of
family planning officers. Or. Nargis Akhter indicated that she had been prepar-
ing a manual for sterilization operations (a copy of this was made available
to the author and is included as Appendix H). It was her wish that any recommen-
dations for anesthesia forthcoming from this report be included in the Manual
for Sterilization Operations. Furthermore, based on this report and given the
consensus of opinion of Dacca anesthesiologists, a set of instructions en the
administration of anesthesia should be prepared and distributed to all govern-
ment sterilization centers. (furrent directives and standards are listed in
Appendix I.)

Dr. Khan indicated that Naloxone (Narcan) had been ordered and that it
was expected that five ampules would be supplied to each center for addition
to the emergency tray. He further indicated that requisitions had been placed
for 400 resuscitation bags and resuscitation instructional charts.

On July 26, the author visited the Thana Health Ccmplex at Chandina. The
complex is supervised by Dr. Gyasuddin Ahmed. Dr. Ahmed reported that 21
tuoectomy procedures had been performed in January 1980, 42 in February, 20 in
March, none in April, seven in May, 13 in June, and 10 as of July 1980. No
deaths had been recorded, and only minor infections had occurred. The operating
room was inspscted and the oxygen cylinder was noted to be empty. No resuscita-
tion bag and no suction apparatus were present.

The government sterilization center in the town of Comilla also was
visited. The consultant interviewed the Deputy Director for the Comilla dis-.
trict, Ali Ahmed, and the Assistant Deputy, WMCHFP, Dr. Jahir Uddin Ahmed. One
tubectomy procedure was observed; it was noted that no oxygen resuscitation
bag or suction apparatus was available in the operating theater. The available
emergency drugs were cortisone, nikethamide, and epinephrine. No narcotic
antagonist was on hand.

The patient's pulse and respirations were monitored during surgery and
after the operaztion. Of the 11 tubectomy procedures observed by the author,
this one proceeded most smoothly. The amount of analgesia administered did
not appear to be excessive: The patient received 50 mg. of Pethidine and 50 mg.
of Promethazine intramuscularly 30 minutes before surgery and 10 mg. of Diazepam
(administered intravenously) while on the operating table. Following performance
of the Tlocal anesthetic field block with 1 percent 1idocaine, sufficient time
was allowed for adequate local anesthesia to develop. Also, when the peritoneal
cavity was entered, five additional ccs. of 1 percent 1idocaine solutiun were
administered into the pelvis, bathing the uterus and tubes. The patient did
not vocalize or move significantly during the procedure, although she did respond
to mild skin pain induced when the observer pinched her forearm.



-5-

The next sterilization unit visited was the BAVS unit in Comi))z. Gr.
Sayed Ahmed is the head of the clinic. The first physician is Dr. Moharmed
Manirul Islam. The author learned that 122 tubectomies and five vasectomies
were performed in this faciiity in January 1980. In February, there were 125
tubectomies and three vasectomies; in March, 88 tubectomies and six vasectomies;
in April, 107 tubectomies and three vasectomies; in May, 14 tubectomies and two
vasectomies; and in June, 64 tubectomies and one vasectomy.

The author observed two tubectomies performed by Dr. Islam. During a
conversation at the clinic, Dr. Ahmed stated that it was his feeling that
commercially acquired Pethidine was less potent than the Pethidine supplied
by t?eAgovernment. He gave the author two ampules as samples to be tested by
the FDA.

Next the Debidwar Thana Health Complex was visited. The Thana Health
Officer is Dr. Tajul Islam; the medical officer is Or. Lutfur Rahman. No
records were available, but these physicians indicated that 40 to 50 tubectomy
procedures had been performed each month, except in April and May, when no
such operations were done because of the general strike. The cperating room
was examined, and was found to contain no resuscitation equipment. Ar old
open-drop ether mask was seen. The author was told that occasionally open-
drop ether was administered at the installation.

On July 28, the Baleswah MCH Center in Dacca district was visited. Or.
Shuikh Mahmood Aslam is the Thana Medical Officer. Or. Aslam had received six
years of training in the United States, four years at Texas A&M and two years
at the University of California-Berkely, where he carried on work in vitamin
research. Or. Aslam holds a DVM degree.

Cr. Aslam indicataed that 10 to 15 tubectomy procedures were done on each
of three days each week. He indicated that he had performed cver 3,000 tubec-
tomies in the past three years. His operating room was visitsd, and it was
noted that there was no electric power. DOr. Aslam had had the hospital wired
at his own expense in the expectation that the government would provide the
necessary electrical connections. A kerosene autoclave was present in a small
room adjacent to the operating room. No resuscitation equipment was available.

On the final day of his visit, the author returned to the main BAVS clinic
in Dacca to test his recommended analgesic regimens with the kind assistance
of Dr. Sultana Begum, National Medical Director, BAVS.

Two patients scheduled for tubectomy participated in the trial. Premedica-
tion consisted of Diazepam (10 mg. p.o.), which was administered to both patients
45 minutes to 90 minutes before surgery. One patient weighed approximately
85 pounds, the other 100 pounds. Both were somnolent and relaxed on arrival
in the operating theater. Pethidine (50 mg.) and atropine (0.6 mg.) were
given intravenously in two increments. The somnolence increased, but the
patients remained arousable and the 1id reflex was maintained. The abdeminal
wall was infiltrated with T percent lidocaine in the first instance and J.5 per-
cent lidocaine in the second. The maximum dose was held below 200 mg. Skin,
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subcutanecus tissue, fascia, and peritoneum wers all infiltrated, and surgery
was deiayed three minutes to aliow the bleck to set up. Both patients appeared
to be comfortablie until the peritoneum was opened. At this point, an additional
& ml. of anesthetic solution were used to bathe the pelvic organs. There stii]
appeared tc be some degree of discomfort, although it was less than that wit-
nessed previously when re :nce was primarily on systemic analgasis.

Or. Begum has agreed to undertake a clinical trial with 100 patients to
evaluate intraoperative and postoperative patient response to these modifica-
tions in analgesia and local anesthesia.

Following the morning visit to the Dacca BAVS clinic, the author attended
a meeting with Dr. Attiqur Rahman Khan, Director of Family Planning Services,
Or. Nargis Akhter, his presumed successor, Dr. Salahuddin Ahmed, Director of
the Dacca BAVS clinic, and Dr. Khalilur Rahman, Associate Professor of Anes-
thesiology, Institute of Cardiovascular Diseases. The author’s findings and
recommendations were discussed at this meeting.
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II. OBSERVATIONS

Preoperative Preparation

There seemed to be a great deal of variation in the preparation of the
patient for surgery. In one BAVS clinic, extensive interviewing and screening
took place, and a history taken, and a physical, including a pelvic examination,
enema, and cleansing shower, performed. In other installations, the patient
had only a superficial examination, and no effort was made to bathe the patient
or change her clothes. In general, little effort seemed to be made to have
the patient arrive for surgery in the fasting state.

Premedication

Almost without exception, premedication consisted of Meperidine (Pethidine),
100 mg., and atropine, 0.6 mg., administered intramuscularly 20 minutes to 45
minutes before surgery. Occasionally, the dosage of intramuscular Pethidine was
reduced to 50 mg.

Operative Medications

In general, patients undergoing tubectomy were given Diazepam, 10 mg., and
Promethazine, 50 mq., intravenously immediately before surgery. These medications
were given withocut benefit of a continuous intravenous infusion. Invariably,
after receiving the medications, the patient lost consciousness. The 1id and
corneal reflexes would disappear and respirations would become slow and shallow.
In all 11 tubectomies witnessed by the author, there was a transient period of
general anesthesia following the administration of these intravenous medications.
In one instance, in addition to the above two drugs, 50 mg. of Pethidine were
administered intravenously. This patient remained anesthetized throughout the
procedure and did not move spontaneously at any point.

Local Anesthesia

The drug of choice for local anesthesia appeared to be lidocaine (Xylocaine),
1 percent. The dosage ranged from 100 to 200 mg. In general, 10 ml. were
administered subcutaneously, with Tittle effort to place the drug beneath the
fascia to anesthetize the peritoneum. In almost all cases, when the fascia was
divided and the peritoneum elevated, patients responded to pain by active motion
of the extremities. Occasionally, there was also loud vocalization. In general,
the surgery was begun almost immediately after infiltration of the local anes-
thetic solution and in only one instance was sufficient time allowed for a
reasonable block to develop. In one instance, an additional 5§ ml. (50 mg.) of
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lidocaine solution were injected into the pelvis and flowed over the uterus
and tubes after entry into the peritoneal cavity. The patient showed very
little sign of pain.

Monitoring

A. Intraoperative

Intraoperative monitoring was infrequent and when it was done, it con-
sisted of occasional palpation of the radial pulse. No effort was made to
determine the depth of anesthesia or the presence of adequate respirations.

The blood pressure was never taken. On more than one occasion, the person at
the head of the table was engaged in holding the patient's arms so that the
surgeon could carry out the surgery unassisted by the patient.

B. Postoperative

Postoperative monitoring was not witnessed by the author; on one or
two occasions when the author visited a postoperative patient, no person was
noted to be in attendance. In some clinics it was apparent that close atten-
tion was being paid to postoperative monitoring of vital signs.

Resuscitation Equipment

In government-operated clinics, resuscitation equipment was uniformly
absent. In general, there was no oxygen, suction, or resuscitation bag. In
several instances there was no light for the surgeon and on one occasion there
was no electricity at all. The primary resuscitation drugs were Nikethamide,
which is no longer used in anesthetic practice, a steroid (generally Solucortef),
and occasionally Epinephrine (adrenalin). Only occasionally was a narcotic
antagonist available, but not once was this drug Naloxone, the safest of nar-
cotic antidotes.

Training

Although no direct study was made of the training received by the medical
officer performing sterilizations, observation of the curriculum at Sir
Salimullah Medical College in Dacca revealed that only one hour of lecture is
devoted to anesthesia for tubectomy. DOr. Rasul, chairman of the Anesthesiology
Department, was of the opinion that no other curriculum offered even one hour



of lecture. [t was the {mpression of the author that in the event of an
anesthetic complication, such as respiratory arrest, convulsion, or aspiration
of vomitus, the medical officer would be singularly unprepared to respond
with effective intervention.
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[I1. DISCUSSION

It was apparent to the author, who observed 11 tubectomy procedures, that
the anesthesia was not merely local anesthesia plus sedation, as those per-
forming the operations believed, but general anesthesia induced by Pethidine,
Promethazine, and Diazepam. Because these drugs seem to be poorly understood,
it is appropriate to review their pharmacology.

Pethidine

Pethidine (Meperidine) was first described in 1939 as a compound derived
from atropine-like spasmolytic compounds having morphine-1ike analgesic activity.
.ike most synthetic narcotic drugs, it was introduced as a non-addicting com-
pound, but was later found to produce analgesia, sedatign, euphoria, and
respiratory depression and to have addicting qualities.*

The mean "fast" or "distribution" half-life of Pethidine is 7.6 minutes,
which indicates that the drug is distributed extensively into the tissues.
Metabolism occurs primarily in the liver; only 3.8 percent of an administered
dose is excreted unchanged. Approximately 80 percent of a 100 mg. dose of
Pethidine injected intramuscularly is absorbed over six hours; the mean time
to maximum Pethidine plasma concentration is 24 minutes. There is marked
variation in the plasma concentration obtained in individual subjects.
Stambaugh, et al.4 in 1976 reported that peak serum concentrations occurred
an hour after the intramuscular injection._ Sixty-four percent of the intra-
vascular drug is bound to plasma proteins.

The major metabolites of Pethidine are the N-demethylated product,
Morpethidine, and the hydrolysis product, pethidinic acid, and its congeners.
Of these metabolites, Morpethidine is the most potent, being half as active
an analgesic as the parent compound, but twice as active a convulsive agent.

Patients with liver disease have been studied, and it has been noted that
clearance of Pethidine from the blood is substantially reduced in the presence
of cirrhosis.

There is considerable variability in the dose of Pethidine required to
produce analgesia in different subjects. The degree of analgesia corresponds
to the blood concentration. Control of severe pain requires blood concen-
tration of at least 0.6 mg. to 0.7 mg. per liter.

Respiratory depression is the most significant side effect. Significant
respiratory depression occurs at doses required to produce analgesia. The
onset of depression of minute volume and tidal volume is apparent as early as
10 minutes after intramuscular injection. Following intravenous administration,
initially high Pethidine plasma concentrations, averaging 0.8 mg. per liter,
occur and are associated with respiratory depression and depression of regula-
tory response to carbon dioxide (Fung et al., 1975).6 When the plasma concen-
tration falls to approximately 0.4 mg. per liter, the regulatory response
returns to normal.

-10-
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Nausea may occur in up to 40 percent of patients receiving Pethidine, and
it is seen primarily while plasma levels are rising rapidly. It occurs at
plasma concentrations between 0.15 mg. and 0.3 mg. per liter.

Abnormal responses due to altered Pethidine disposition following a single
dose are of short duration. However, when multiple doses are given, these
differences may be more pronounced and long lasting.

When Pethidine is administered intravenously in a bolus injection of
50 mg., a rapidly achieved plasma level of 1 mg. per liter occurs. This level
falls quickly so that by the end of 15 minutes, the plasma level has fallen to
0.4 mg. per 1iter. With the intramuscular injection of 100 mg. of Pethidine,
the peak effect occurs at approximately one hour, and the blocd level is
slightly in excess of 0.5 mg. per liter. This level gradually falls to below
0.2 mg. per liter by the end of four hours.

In the performance of tubectomy, a surgical procedure which seldom takes
lTonner than 10 minutes, one would be most interested in having adequate anal-
gesia, i.e., plasma levels of 0.6 mg. to 0.8 mg. per liter during the time of
surgery, with subsequent rapid fall-off in the plasma level to minimize post-
operative depression. Large intramuscular doses of Pethidine are associated
with prolonged analgesia, and with prolonged respiratory depression. It would
therefore appear that if Pethidine could be administered safely intravenously,
and if resuscitation measures could be instituted promptly in the event of a
respiratory complication, then low-dose intravenous Pethidine at the time of
surgery would be preferable to administration of high-dose intramuscular
Pethidine at an undetermined time, 20 minutes to 60 minutes before surgery.

Diazepam

Diazepam is a benzodiazepine the pharmacological characteristics of which
have been extensively investigated.” The drug is metabolized both by demethy-
lation and hydroxylation, reactions which take place primarily in the liver.

[t is of interest that no correlation has been shown between plasma levels of
the drug and therapeutic effect. Absorption following oral administration of
Diazepam is rapid and complete, and peak plasma levels are reached within

30 minutes to 90 minutes. The absorption peak occurs earlier in younger
persons, and may be delayed in the elderly. In the presence of chronic
alcoholic cirrhosis, a lower, but not delayed, absorption peak has been observed.

Therapeutic effects of Diazepam first appear within 60 minutes of oral
administration. Poor and irregular absorption is noted after intramuscular
administration, and plasma levels are only 60 percent of those attained after
an equivalent dose has been administered. Bolus intravenous administration
of 10 mg. results in plasma concentrations of approximately 400 nanograms per
milliliter, 15 minutes after administration. A1l subjects appear to be relaxed
and drowsy, their speech slurred 10 minutes after administration of the drug.
Sleep will generally persist for two hours but can be broken at any time.
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Otazepam 1s highly bound to plasma proteins (96 porcent to 99 percent), but it
accumulates rapidly in the brain and other lipid-rich tissues. The terminal
half-11fe of elimination is 24 hours to 48 hours. With increasing age, this
half-1ife is prolonged. Detoxification of Diazepam is accelerated by hepatic
enzyme induction, which may occur through previous use of the drug or by ex-
posure to other enzyme-inducing agents. Patients with liver disease show delay
1 the appearance of active metabolites of Dfazepam, but his effect is probably
negligible with one-time usage.

Diazepam has been used as an induction agent to produce general anesthesia.
It is particularly useful in patients in whom myocardial disease is present
and for whom sodium pentothal might be contraindicated.

Promethazine

Promethazine (Phenergan) is a phencthiazine derivative with antihistaminic,
sedative, antiemetic, and anticholinergic effects. The duration of action of
a single dose is generally four to six hours, the major side effect being
sedation. Combined with a narcotic such as Pethidine, the drug provides
primarily antiemetic activity to counteract nausea, which may result when the
drug is injected. Promethazine has also been alleged to potentiate the anal-
gesic effects of Pethidine, but this has not been conclusively demonstrated.
The most dangerous side effect associated with the use of this drug is gangrene
of an extremity following inadvertent intra-arterial injection. Arterial
spasms may also occur when Promethazine is extravasated around an artery. This
may result in gangrene and require subsequent digital amputation. Intra-
arterial local anesthetic solution, sympathetic block and heparinization have
all been used to treat this serious complication.8 Promethazine is also a
weak alpha adrenergic blocker, the use of which has been reported to produce
hypotension.

Lidocaine

Lidocaine (Xylocaine) is an amide-type of local anesthetic drug with a
pka of 7.9.9 Its protein binding in the human is approximately 64 percent.
Central nervous system toxicity becomes manifest at plasma drug concentrations
of approximately 5 micrograms per ml. The convulsion-producing dose for the
monkey is 14 mg. to 22 mg. per kilogram. Adverse reactions are rare, but when
they do occur, they are usually due to rapid inadvertent intravenous injection
of normal extravascular doses administered into highly vascular areas. Central
nervous system toxicity can occur occasionally with very small doses and should
not be confused with the infrequent allergic response to ester-type local
anesthetic agents. Allergic reactions to amide drugs, such as Tidocaine, are
almost unheard of. Central nervous system toxicity is manifested by appre-
hension, restlessness, and tremor which may progress to convulsions. The
plasma concentrations accompanying convulsions are two to three times as great
as those related to the earliest signs of central nervous system toxicity.
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Cardiovascular toxicity includes both vasodilatation and vasoconstriction,
myocardial stimulation, and depression. Severe overdosage may lead to hypo-
tension and cardiac arrest.

The "disappearance half-1ife" of lidocaine is approximately one and a half
hgurs. Average plasma clearance ranges from 0.54 liters to 1.44 liters per
minute.

Lidocaine is metabolized by means of aromatic hydroxylation, N-dealkylation,
and amide hydrolysis. The major metabolites include monoethylglycinexylodide,
glycine xylodide, and the 4-hydroxyproduct formed from lidocaine. Only the
first, monoethylglycinexylodide, contributes to the effects of the parent drug.

Although intravascular injection is associated with a rapid rise in blood
levels, intraperitoneal infusion of large doses of lidocaine during tubal
ligation procedures is accompanied by relatively low maximum plasma drug con-
centrations. This is explained by the theory that absorption into the portal
circulation leads to extensive hepatic extraction during the first passage of
the circulation.

Summa

To summarize, Pethidine has been shown to produce severe respiratory
depression and apnea. In addition, cardiovascular collapse and coma may
occur with severe overdosage. Diazepam has been reported to cause respiratory
arrest primarily in elderly individuals. Promethazine produces central
nervous system depression and in overdosage may also lead to unconsciousness
and circulatory collapse. Intra-arterial injection is the most commonly
encountered serious complication associated with the use of this drug.

During his observations of nine tubectomy procedures, the author noted
that in every instance general anesthesia was induced, in some instances
transiently and in others for a more prolonged period of time. In no case
were proper precautions taken to administer and monitor a general anesthetic.
In al1 instances, the surgeons felt that they were operating under local
anesthesia. One might surmise, however, that even without local infiltration,
the surgery, in many instances, could have been performed without complaint
from the patient.

General anesthesia may be associated with many hazards, not the least of
which are aspiration of vomitus, respiratory failure, airway obstruction from
the tongue or other soft tissues, and marked hypotension. In an unmonitored
patient, these problems might easily lead to death before they are recognized
and proper treatment given.

The aim in using sedation and analgesia with local anesthesia is to reduce
psychic and emotional trauma; the local block eliminates pain. One rmust be
able to accomplish this safely. In order to do so, one must obtain maximal
analgesia from the local injection of anesthetic solution and use the systemic



-14-

drug to control anxiety and minor operative discomfort not blocked by the

local anesthetic agent. As previously indicated, intravenous Diazepam often
produces general anesthesia, and low-dose intravenous Pethidine produces short-
term analgesia. Intramuscular Pethidine is apt to produce poor analgesia at

a time that would coincide with the surgical procedure. If, on the one hand,
the analgesia is sufficient for surgery, it is apt to be quite prolonged and
may produce marked respiratory depression. Intramuscular Diazepam, on the
other hand, results in poor absorption and diminished activity.

Local anesthetic drugs also produce toxicity. In general, the maximum
safe dose of lidocaine (Xylocaine) is 5 mg. per kilogram. Dosages in excess
of this amount may substantially increase the risk of central nervous system
excitation vith convulsions, coma, and cardiovascular collapse. Some measure
of safety is afforded by concomitant use of Diazepam, which will increase the
seizure threshold for the local anesthetic drug.

Other local anesthetics, such as the PABA (para-amino benzoic acid)
derivative 2-chloroprocaine, afford an additional margin of safety. Two-
chloroprocaine (Nesacaine) is rapidly hydrolyzed by serum cholinesterase. The
duration of action, therefore, is short, and large amounts can be given with
relative safety. The chief disadvantage of the PABA ester drugs is that they
produce sensitivity reactions more often than the amides such as 1idocaine.
Anaphylactic reactions to the injection of lidocaine are virtually unheard of.

Another method to reduce local anesthetic drug toxicity is to reduce the
concentration of the injected agent. Lidocaine 0.5 percent may be used quite
successfully for infiltration analgesia. The disadvantages of this technique
are that more time is required for an adequate block to occur and the duration
of the block may be shortened.

In revieying the mortality data presented by Rosenberg 1 and by Grimes
and Peterson © one might wonder why five anesthesia-related deaths occurred

in early 1980 while none were noted previously. One possibility is that there
was earlier under-reporting of deaths. Grimes and Peterson consider this
unlikely, since in their investigations they used several different data
sources and found no significant differences in the number of reported deaths.

Another possibility is that there was increased recognition of respiratory-
related deaths previously attributed to other causes, such as allergic reaction
to Tocal anesthetic drug.

Variation in potency of the severa; drugs used for analgesia and sedation
was ruled out by the FDA Drug Analysis.¢ One possibility suggested by Dr.
Rahman Khan is that the Pethidine produced earlier in Bangladesh might have
been less potent. Tightening of government standards within the last year
could have resulted in the production of a more potent drug, which might then
have caused increased respiratory depression. It seemed to be Dr. Khan's
feeling that clients appeared to be more sedated at the present time than in
the previous year.
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The author feels that the most 1ikely explanation is biological variation
(see Appendix J). With more procedures being done, it would sesm reasonable
to expect to find greater numbers of individuals at each end of the dose-
response spectrum. Although the majority of persons would respond to a given
dose with a predictable level of sedation, certain individuals might be
resistant to the drug's effects, whereas others might prove to be particularly
sensitive. Since a standard dose was administered, and generally independent
of body weight, it is certainly conceivable that in unusually sensitive indi-
viduals, the usual dose could have produced fatal respiratory depression.
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The following recommendations are intended to enhance the operative
experience for the patient while at the same time reduce risk. Because
Pethidine can produce profound respiratory depression, it is urged that this
drug not be administered intravensusly unless appropriate resuscitation
equipment is available and the cperating surgeon is experienced in the use
of resuscitation devices. If these conditions cannot be satisfied, the
author recommends that only oral and intramuscular medications be given, and
then in reduced dosage, and that the primary emphasis be on an adequate local
anesthetic block. Under optimal conditions, intravenous administration is to
be preferred and is recommended below.

Medications
A. Premedication

1. Diazepam: Usual dose:10 mg. p.o., one hour before
surgery. (Reduced to 5 mg. if weight is less than
75 pounds.) This drug is given to allay anxiety
and to provide mild amnesia.

2. Meperidine (Pethidine): This drug is not used for
premedication. (See below.)

3. Atropine: This drug is not used for premedication.
(See beTow.)

4. Promethazine (Phenergan): This drug is not used for
premedication. (See below.)

B. Operative Analgesia

1. Meperidine (Pethidine): Usual dose:50 mg., admin-

istered intravenously. (Reduced to 25 mg. if weight

is less than 75 pounds and/or if patient has any
concomitant debilitating illness.) One-half of the
dosage is administered, two to three minutes are allowed
to elapse, and then the remaining dose, if indicated
(i.e., if response to painful stimulus is excessive)

is administered. This drug will provide analgesia for
the operation. When given intravenously it is effec-
tive within two minutes. A dangerous side effect is
respiratory depression.
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2. Atropine: Usual dose:0.: mg. (1/100 grain), admin-
Tstered intravenously. {Rkeauced to 0.4 mg. {f
weight 1s less than 75 pounds.) This drug is used
to block vagal stimulation arising from traction on
the uterus and tubes.

3. Promethazine (Phenergan): Usual dose:25 mg., admin-
Tstered intravenously. This drug is given to
potentiate the narcotic and to reduce the emetic
effect of intravenous Pethidine. Subcutaneous and
intra-arterial injection should be avoided.

€. Local Anesthesia

1. Lidocaine (Xylocaine, Lignocaine), 1 percent solution:
The maximum dosage should be 5 mg/kg. (A 40 kg. woman
should have no more than 200 mg., or 20 cc., of a
1 percent solution.) Adrenalin added to the anesthetic
solution offers little real advantage and contributes
its own toxicity.

In administering the drug, the subcutaneous tissues,
fascia, subfascia, and peritoneum are infiltrated first
and three to five minutes are allowed to eiapse before

the operation is begun. Local anesthetic solution may
also be flowed onto the tubes and uterus to provide topical
anesthesia. Five ml. should be used for this purpose.
Lidocaine 0.5 percent may be used. This affords an extra
margin of safety. Two-chloroptocaine (Nesacaine) has
reduced toxicity but may be more allergenic.

D. Narcotic Reversal

1. Naloxone (Narcan): Usual dose:0.4 mg., administered
intravenously. Onset of action is prompt, but duration
of action may be exceeded by that of the narcotic. The
patient should be reevaluated frequently for signs of re-
narcotization. If re-narcotization occurs, additional
Naloxone should be administered. Naloxone has virtually
no toxicity or narcotic agonist effect of its own.
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Resuscitation Drugs

The emergency tray should contain:

1.
2.

3.

Naloxone (Narcan): See above.

Egineghr1ne (Adrenaline): 1 cc. ampule of 1:1000

solution. This drug is useful in treating acute CV
collapse, anaphylactic shock, acute asthma, hypo-
tension, etc.

Ephedrine: 50 mg. (1 cc.) ampule. A 12.5 mg. to 25 mg. IV
s administered to treat hypotension while starting

IV fluids.

Solucortef: 100 mg. ampule. For IV use in event of severe
shock, this drug is given in large doses (30 mg/kg) for
acute aspiration of gastric contents.

NaHCO, (Sodium bicarbonate solution): 50 ml. ampule con-
tainiag 44.6 milliequivalents NaHCO.. This drug is used
to treat metabolic and respiratory gcidosis which occur in
association with tissue hypoxia from shock or apnea.

Aminophyllin: 10 ml. ampule of 500 mg. This drug is used
to treat acute asthmatic attack. The drug is diluted in
500 cc. D5/NS and titrated to the desired endpoint.

Physostigmine (Antilirium): 2 ml. ampule with 1 mg/ml.
The usual dose is 0.5 mg. to 1.0 mg., administered intra-
venously to antagonize CNS effects of atropine and
Diazepam.

Opticnal Drugs

Ketamine (ketaject, Ketalar): 10 mg/ml. in 10 ml. vial.
This drug may be used to supplement Pethidine analgesia when
the latter proves inadequate. The dosage should not exceed
0.4 mg. to 0.5 mg/kg. IV (maximum dose is 25 mg. IV) and
should not be repeated.
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Monitorin
A. Pre-operative

The patient's blood pressure, pulse, and respiration should be
monitored every 15 minutes from the time premedication is administered until
surgery begins. The results should be recorded on a suitable form.

B. Intraoperative

The patient's blood pressure, pulse, and respiration, and the level
of anesthesia (Stage I, II or III) should be monitored and recorded every five
minutes during surgery. These conditions, and the drugs, dosages, and times
of administration should be recorded on a suitable form.

C. Postoperative

The blood pressure, pulse, and respiration should be monitored and
recorded every 15 minutes for one hour post-op, then every four hours until
discharge. These conditions should be recorded on a suitable form.

Intravenous Fluids

IV fluids (D5/NS or other fluids) should be prepared, and the administra-
tion set and needle attached, before the first case each day. Another set
should be prepared and kept on hand for subsequent cases.

Resuscitation

A. Equipment
The following resuscitation equipment should be on hand:

1. Anesthesia mask and self-inflating bag with 02 nipple.
2. 02 tank with reducing valve, flow meter, tubing, and mask.

3. Suction machine with (two) traps and tubing.
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4. Nsal afrways (two sizes).
5. Oral airways (two sizes).
6. IV fluids (see above).

B. Instruction

Time should be provided in the family practice and/or family planning
training curriculum for teaching basic techniques of resuscitation, including
airway management, external cardiac massage, and use of resuscitation drugs.

Pre-anesthetic Screening*

A1l patients with intercurrent illness or systemic disease should be
rejected, pending resolution of the condition. (Further evaluation may lead
to subse§uent acceptance, as with the diabetic, asthmatic, or hypertensive
patient.

Hemoglobin of less than 8 grams percent should be grounds for delaying
an operation, pending appropriate evaluation and treatment of anemia.

Training in Anesthesia for Family Planning Doctors

An anesthesiology curriculum should be prepared and taught during the
training period. The following subjects shou]d be taught:

1. Pharmacology of local anesthetic drugs, narcotics and
their antagonists, tranquilizers, atropine, and drugs
used in resuscitation.

2. Clinical use of above drugs. Dangers should be
emphasized,

3. Monitoring of anesthesia and airway maintenance.

*See page 8 of Draft Manual for Sterilization Operations, Appendix H.
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4. Resuscitation, including use of bag and mask for
ventilation, airway maintenance, external cardiac
massage and use of resuscitation drugs.

Practical training using models for learning resuscitation should be
emphasized.

Monitoring of the Sterilization Program

On-site monitoring of the sterilization program should be initiated.
Trained anesthesia personnel should visit periodically all facilities in which
tubectomies and vasectomies are performed. The anesthetic practices should
be observed and an inventory taken of supplies and resuscitation equipment
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V. ANTICIPATED PROBLEMS RELATED TO
IMPLEMENTATION OF RECOMMENDATIONS

Physician Resistance to Change

With the present regimen of intravenous general anesthesia, surgeons have
become accustomed to operating on immobile patients who do not complain about
pain during surgery. If the suggested regimen is follcwed, the patients will
no longer be asleep and will require more gentle handiing and a better local
anesthetic block. Thc surgeon will have to use a gentle surgical technique
and move more slowly, allowing time for the block to develop. Currently,
surgeons in the field are proud of their surgical =xpertise and operate as
rapidly as possible, often completing the procedure within five minutes. If
one is to take time for the local anesthesia to develop and if one is to
handle tissues delicately and gently, operating times will be lengthened.

The surgeon may have difficulty accepting this fact.

Patient Dissatisfaction

Because the patient will now be awake, the amnesia previously experienced
with intravenous Diazepam may no longer be as pronounced. Patients may, there-
fore, remember some operative discomfort, particularly if the surgeon has been
rough and has not taken the time to produce an adequate local anesthetic block.
A patient unhappy with her surgical procedure may dissuade other potential
clients from undergoing a similar operation. For this reason it is imperative
that patients be treated with utmost courtesy and gentleness throughout the
operative experience.

Procurement of Resuscitation Apparatus

Although most BAVS clinics have a suction, oxygen, and a resuscitation bag,
this equipment was lacking from virtually all government-operated sterilization
centers. Before sterilization operations can be performed with any degree of
safety, this equipment must be made available to all family planning centers.
This will present a procurement and distribution problem of considerable mag-
nitude.

Procurement of Necessary Drugs

Some government centers had insufficient supplies of Pethidine and were
having to buy this drug on the local market. It will be necessary to furnish
Diazepam in the 5 mg. tablet form and Naloxone (Narcan) in the 0.4 mg. per cc.
ampules to all sterilization centers. In addition, it would be advisable to have
available 2-chloroprocaine as a 1 percent solution and 1idocaine as a 0.5 per-
cent solution. Again, there will be a supply and distribution problem.

-22-



-23-

Increasing Level of Anesthesia Trainine

Training in the administration of anesthetics is likely to present a
problem because there are very few fully trained anesthesiologists in Bangladesh.
Every effort should be made to encourage specialization in anesthesiology and to
foster an interest in teaching among the few existing anesthesiologists. It
will be a sizable undertaking to adequately train the family planning officers
in the necessary anesthet.c tecnniques and resuscitation. Furthermore, time
mus% be made available in the curriculum for additional hours of anesthesia
training.

Monitoring of Sterilization Program

On-site monitoring of the sterilization program will require trained
anesthesia personnel to visit those facilities in which tubectomy and vasectomy
procedures are being performed. A large number of trained individuals who
would be willing to devote time to visiting remote facilities will be needed.
On-site monitoring will be difficult to implement until adequate numbers of
personnel are trained and made available.
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LIST OF PERSONS CONTACTED

Mr. Ali Ahmed, Assistant Deputy Director, Comilla District

Dr. Gyasuddin Ahmed, Thana Medical Officer, Chandina

Or. Jahir Uddin Ahmed, Assistant Deputy Director, Comilla District

Dr. Najim Huddin Ahmed, Director, Tongi BAVS Clinic

Dr. Salahuddin Ahmed, Director, BAVS Clinic, Dacca

Dr. Sayed Ahmed, Director, Comilla BAVS Clinic

Dr. Nargis Akhter, Presumed Successor to Director of Family Planning Services

Dr. Shuikh Mahmood Aslam, Thana Medical Officer, Baleswah MCH Center,
Dacca District

Dr. Sultana Begum, National Medical Director, BAVS

Dr. Carol Carpenter-Yaman, Population Section, USAID, Bangladesh Mission
Mr. John Dumm, Head, Population Section, USAID, Bangladesh Mission

Dr. Mohammed Manirul Islam, House Physician, Comilla BAVS Clinic

Dr. Tajul Islam, Thana Health Administrator, Debidwar Thana Health Complex

Dr. Suraiya Jabeen, Chairperson, Department of Ob/Gyn, Sir Salimullah
Medical College, Dacca

Or. Atiqur Rahman Khan, Director of Family Planning Services, Bangladesh
Mr. Ali Noor, Population Section, USAID, Bangladesh Mission
Dr. Azizur Rahman, President, BAVS

Dr. Khalilur Rahman, Associate Professor of Anesthesia, Institute of
Cardiovascular Diseases

Dr. Lutfur Rahman, Thana Medical Officer, Debiwar Thana Health Complex

Dr. Shafiqur Rasul, Associate Professor of Anesthesia, Sir Salimullah
Medical College, Dacca
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DETINATION:

Medical Supervigion is a medical administrative process through which the
implementation of Medical Policy of an organization is supervised. Under
this precsss the overall Clinical Adminietration including Personnel
Management, basic medicdl etandard, maintenance of cleanliness, asspeis
of clinical facilities, equipments, emergency backeup services, medical
supplies and the patient Service including Patient recruitment, screening
surgical procedures and follow-up services, all cone together.

T111 dete 22 clinics of BAVS are in operation. Co-ordination of their
activities and succesiful implementation of the programme requirs close
and effective supervision. A long-range Comprehensive Medical Supervision
Plan hes, therefore, been developed with an aim to strengthen the Medical
Standard, and {mprovement of the quality Service Deliveyy .

STRUCTURE
MEDICAL SUPERVISION
Exacutive Director.
(Policy /Decision making)
National Madical Committee ’
Hational Medical Director l '
Regional Medical Supervigor Medical Superintandent
(Advisory) ( Execution)

 Branch Medical Committes  Local Project Director
The broad spectrum of Medical Supervision could be distinguished into two categories
for optimum effect:

1) Advisory Body
2) Implementary Cell
APVII0XY BODY
A) National Medical Committes
B) National Medical Director
C) Branch Advisory Comuittae

( Moxe)



RAGE WO,
A. BATIOMAL MEDTCAL COMOQTTER.

1.

2.

3

4,

Se

6.

te assmune oversll responsibility for the national medicel supervision
pregran.

to establish all medical and clinical policies (as recommended by the
{oplementers). ‘

te meet ¢ minimm of six (6) times per year, i.e., svery two months,
with the following minimm agendas

Teview work of implementers and monitor whether policles and decisiocns
are being executed,

review snd discuss problems reported by the Regional Medical Supervisors
during their Medical site visits;

exchange views with Regienal Medical Supervisors at least twice

4 year;

reviev reports of complicatians frem BAVS clinics during the previocus
twe monkhs , particulu'ly.mjor complications and deaths.

to co-ordinats in official and unefficilal capacities with medical
professionals of other agencies involved with voluntary starilization,
especially PCFP Division,

to investigata major medical problems and deficiencies not only of
BAVS, btut also of the entire nationsl program.

to set a high tone for quality medical care and provide leadership

to the country in establishment of national medical standards.

B, NATIOHAL MEDICAL DIRXCTOR:

1.
2.

3.

4o

3.

6.

to convene snd chair meetings of the !llational Medical Committee;

to co=oxrdinate among the medical volunteers of BAVS at the national
and local levels;

to carry ocut the volunteer level work of the National Medical Cormittee
in the periods in betwsen the regular bi-monthly meetinge;

to mtardu candidates for senior-level medical staff positions in
the organization; ‘

telend tachnical, specialist expertise in the development and condvet
of BAVS medical training pregrams;

with the assistance of BAVS medical menagers (i.e., Medical
Superintendent and Reglenal Medical Supervisers), te recemmend
pelicies or revisicns in pelicies ts the Natisnal Medical Cemmittes.



C. BRANCE ADVISRY COSGTTER:
1. te intecrpret BAVS Minimum Requirements for Service Delivery at the
lecal level and moniser their implementation by medical staff;

2. te report to and advise the local branch Executive Committse ragarding
medical care at the branch clinic;

3. to investigate any medical probleme at the branch clinic and report
te Rational BAVS and the branch Executive Committee;

4+ to advise Project Director and medical staff
Se to act on behalf of the National Medical Committee at the branch
level;
6. as key professionals and leaders in the community, to serve as
liaison with medical personnel of other local institutions,particularly

FCF? Division,
7+ to meet every three months for reviewing the medical aspects in

Service Progran,
8. to meet with the BAYS Regional Medical Supervisors to review the
status of the local clinic.

IMPLEVENTERS
A, MEDICAL SUPLRINTENIENT
B. RRGCIONAL MEDICAL SUPERVISOR
C. PROJECT DIRECTOR
MEDICAL SUPERINTENDENT:
l. Te co-ordinate , administer and manage the entire BAVS medical
supervision system;
2. To commmicate with all clinics and medical persennel, BAVS medical -
policies set by the Medical Committee;

3. To co=ordinate the scheduling of mdicald side visits by the Regional

Supervisorse.
4. To receive, reviev and tranamit the reports of the regional supervisors

te ths Executive Director and the BAVS Mational Medical Committee.

Se Te visit BAVS clinics periodically and serve as Reglonal Bupervisors
for clinics in the Decca Divisien; and
6. To manage and supervise Decca clinic to include organization of

training programee.

( ¥ore)
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BEGJONAL MEDICAL SUPERVISORS:

1.

2.

3.

4.

To conduct en-site visit to esch assigned BAVS Satellite clinfe

vithin the assigned region four times a year and perform the

following

Inter alias

as GObserve surgery at sach clinic and ascess the competence and
organization of the eperating physiciars end the surgical teasn; _

be Check overall cemplisnce of each clinic to Minimum BAVS Medical
Standards;

€s Review overall clinic menagement, including maintenance of clinic
records;

de Assess tha adequacy, cleanliness and asepsis of clinic facilities;

es Reviev and assess pre- and post-oparative patient care, especially
client selection procedurcs, post-operative monitoring and followsup;

fo Review and discuss any complications at the clinic, since the
last visit; . '

8+ Verify the presence and functiocning status of all clinical equipnent,
particularly life-saving emergency equipment;

he Asseas clinical staff's knowledge and ability to properly use
enerzency equipment;

f. Raview the adoq-_ucy of emergency back-up eystems at each elinic; and

jo Meet wikh Project Director and/or Medical Advisory Committee of the
local branch to review local, routine medical supervision and resutts
of site visit,

To gubmit a report (according to standard BAVS format) on each clinie

visit, to include overall impressions and epecific problems and

recommendations,

Upon the request ef the Hatiocnal BAVS, to investigate {zmsediately gny

and all deaths 4 eccuring at BAVS satellite clinies within the assigned

region and submit a report to BAYS within 24 hoc=s of the completion

of the on site visit,

To make tecommendations on medical policies and procedures to the
BAVS Headgquartgre and the BAVS Medical Comaittes.

(More)
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Regienal Nedical Supervisorss

Se Te meet semi-annually with the ether Regional Medical Supervisecrs end
the BAVS Medical Committee to review overall medical eupervision systems.

6. Te perform on eits fullow up of phyuicians trained by BAVS during the
vieit to the assigned region,

JROJSCT PIXECTORS:
Mest of the Project Directors of different BAVS clinics are not only physicisns
but also wery highly qualified and well experienced in their field. They are
dedicated persons and deeply involved i{n BAVS programme and are sincerely
trying to see that the highest Medical Standard is maintained i{n their
respective clinics, '

4) The Project Director will be responsible for an overall clinical supervision

both Medical and Administrative,

d) Supervieion of clinical staff,

¢) Respensibla for financial management

d) Report to the HAVS and local Executive Coumittaes

a) Meet the Ragional Medical Surervisors during thefr visite

£) Visit clintc every day,

) He should be in contact with Pereon/persons who can provide back up facilitiee
1in case of emergency (Medfcal Comnittee ad specialist in the locality). All
telephoae numbers of such perscas will be gvailable along vith the consent of
these physictans for responding {mmediately.

h) In all cases of accident and emergency - Project Directors will be informed
and make himgelf available immediately, ( Tel.No.readily available with
clinic staff),

Yor effective and practical Medical Supervision, Service Programuns has been
divided into four gones: Dacca, Khulna, Rajehahi, and Chittagong.
BACCA

L ]

Dacca zones compriges of:
Dacca(HQ), Tong!, Tangatl, Serajgoni, Hymensingh, Pabna and Barisal. The Medical
Superintendent ghail cupervise tha clinics at Dacca s0Ne.

( More)
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myua
Klng scoe comprises of 3

Thulnag (HQ), Jessore, Faridpur and Kushtia. Dr. M.A . Qader, Medical Director
of Ruilna PAYS clinic shall act as regional Medical Supervisor for this regiomn.

RAJRUNT
Rajshahl zone comprises ofs

Rajshahi, Rangpur (EQ), Bogra, Macgson and Gatibaendha. Prof. A.B. Bluriyan,
Project Director Rangpur shall be the Medical Jupervisor for the Rajshahi

region.
CHYTTAGONG

Chittagong zone comprises of:

Chittagong, Sylhet (BQ), Noekhali end Comilla. Prof.Sayed Ershad Alf,
Project Director for Sylhet Branch shall ba the Supervisor of ths region.

vI SCHEDULE

Each clinic should be visited atleast four times a year. But the Regional
Supervisors should be prepared to make more frequent visits if and when
necessary. Before the Projacts visited, theé the concerned clinics should be
iaformed and the local Project M™c.ctors should be contacted and informed
of the visit schedule. The relevant papars must be prepared before hand for
discussicn during visits. The Regional Supervisors should spend a £t full
day at the proposed vigit sita to cbserve all aspects of Service Delivery

ia that clintic.

SURMY3STON OF REPOXYS:

Report should be submitted within 5 days of th e vieit in a prescribed form,

The prescribed forms will be in use for 6 monthe on trial basis. The Medical
Superintendent will revier and go through-the site visits, conveys the tje

surzmary to the [AVS Project Directors for discussion and meke recommendation to
the Project Directors concernad, and report te Executive Director, snd the National
Medical Director for information.
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" INTRODUCDION:

BAVS is working for vhe last six years and has made definite
contridbution in the advancement of Voluntary Sterilization in
3angladesh, liow, Voluntary Sterilization has assumed number one
nvosition amongst the Femily Planning method, 'hen we begun
sterilization activity there were few clinieal facilities, Today
Government has activated more than 300 centres where Voluntary
sterilizatior ervices are available, By this time, we have also
extended our clinical facilities upto 24 centres throughout the
country,

Cur experisnce has shown us that ethical and quality service

must be provided to improve the rate of acceptance and to increase
the popularity of Voluntary Sterilization, To offer an ethical,
effective and quality service certain bvasic and minimum
requirerients must be. provided which can be called guidelines, or
standard for Service delivery in Voluntary Sterilization,

This is our attempt to write a basic guideline for service
delivery in Voluntary Sterilization taking into consideration the
facilities, service standard and Personnel requirement for a
single purvose Voluntary Sterilization clinic, But this guidelines
will also te helpful in establishing Voluntary Sterilization
Service in multipurpose clinics, such as Health Centres, M,.C,!
Centres and other Hospitals,

Obviously factors like physical fagilities, number of staff,
equipments etc. will vary with patient load but the basic standard
that has been advocated will definetly be applicable in any Service
centre, In developing the guideline we have always ‘been conscious
of our ‘socio-economic environment '

( more )



Page - Two
SACITITIRG

A clinic snould be housed in a well ventilated brick-built house
with concrete floor., The location of the clinic must be central
and easily accessible,

CLINIC SHOULD HAVE:

(a) Running water

(b)  Tlectricity

(¢) idequate Toilets (Sanitary)
(d)  Accomodation

1) Reception and Registration area
11} vaiting room for male and female
11i) Counselling Room for male and female
should have privacy, should be free from any interruption
and should have counselling aid (Flip Charts, materials
on HCH,.Famili Planning and Basic Primary Health care etc, )
iv} Tab, facilities
iiicroscope, Hb metre, Urine examination facilities,
v) PYelvic Sxamination: Privacy should be maintained and
all equipments for medical and Pelvic examination, such as

1.B.P. Instrument

2.Height weight Scale

3.5tethescope, Thermometer

4.Speculum, Sponge forceps, Gloves and antiseptic Lotion

liale kxamination Room should be provided with
1. Ht. wt, chart
2. B.P, Machine, Stethescope, Thermometer.

PRE~OPERATIVE PREPARATION ROOM:

Shaving, washing, changing and bre-medication are to be done,
Toilet facilities must be attached., Few beds should be provided,
This room should be near O.R,

( more )
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OPERATING ROOM:

Should te away from general throughfare of tae clinic, Should
be isolated and should be closed to the Post Operative rest
room, Size of the Operation room should be adequate where
operating staff can move freely and should have sufficient
cupboards . and rack facilitiles,

-

Min., two anterooms are necessary and ideal.

(1) Scrubbing room with running water must have .~ foot or
elbow operated water tap.

(11) Sterilization room
Autoclaving, Sterilization, Boiling, washing and cleaning
equipments etc, must pe provided in a separate room,.

The whoie Operation area should be fly proof.

EQUIPMENTS ¢

1, Operating Table with Lithotomy and Trendlenburg facilities,

2. Instrument Trays - 2
3. Galine Stands - 2
4, Operating light - 1
5. Imergency Light - 1
6. Blood Pressure Instrument - 1
7. Stethescope o= 1
8. Xits - 3
9. Rack -1

4

10. Drums -

EMERGENCY FQUIPMENTS:

*(a) Air=Way tube

#(b) Resussicitator
(¢) Laryngoscope & Endotracheal tubes
(d) Suction Apparatus
(e) Oxygen Therapy equipments

(£) Intravenous administration sets with large
calibre needles, ,

(g) Emergency drugs and antidotes

-( more )
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Recovery Room OT post operative ward

Post=-Operative recovery room Or ward should be situated adjacent
to the operating room; whatever the space is, must have good
lighting, well ventilated and outstanding cleanliness must be
maintained, ‘

Follow-up s3pace/rocm

A8 follow-up is emphasised in BAVS service delivery programme,
a separate follow=-up room OT certain isolated space should be
allocat:d in the clinic premises,

OTHER _FACILITING:

liecical Store, Loctors rest room, Nurses Dressing room, Office room
should be provided.

PERSCHNEL
Requirements vary with the Patient load. However, for BAVS clinics

on average yearly patient.load of 2000, the following personnel will
be necessary.

1EDIC.LL . NON=MEDICAL
Surgeon 2(0One lMale + One Female) " pdmindstrative Officer 1
Sister Nuxrse 1 Accountant 1
0.7, Nurse 1 ' Counsellor 2(1 Male +
1 Female)
flurse Aid 3 Typist/Clerk 1

Lab., Technician/
Store Keepre 1

Ayas 2 Messenger 1
Guard 3
Cleaners 2
Cook 1
Helper Cook 1

In Government clinics and Pural Health Centres almost all of these
personnel are available, such as Doctor, Nurse, Lab, Tech., Aya,
v.essenger, Guard, Cleaner, with the exception of Counsellor and
Adninistrative Cfficer. ' '

( more )
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In Bangladesh Covernment progracmme , LIV, Fi/\, FPA can perform the
duties of Counsellors, '

AZI=TT R20UIRFMENT:

It is our firm belief that proper Patient selection is the most
important single factor, in avoiding complication and other related
bProdblems in connection with Voluntary Sterilization. For this reasor
BAVS strongly emphasiseson rigid Patient recruitment and selection
palicy which is mandatory for all BAVS Service centres,

Criteria

1) Must be married

2) Lge 21 vears and above
(within reproductive period)

idnimum two children,
Age of the last child must be over one year
3) Hust be thysically and medically fit,

with this criteria patients are accepted for screening, And screening
should be dore methodically and following points should be noted:

Temale:

) General and Systemic examination
) illergmy
) Abnormal symptoms
) Skin diseases
) Zrug addiction
) Fast Medical History
) Past surgery

) iledication
¢) Contraceptive History
1C) Gymaecological History
11) Cbstetrizal History
12) Henstrual iistory

»ale:

1) General and Systemic examination
2) lHydrocele, Tericocele, Hernia
3) Filarisis
4) in/Un-descended testes

£) E/O previous surgery on the Scrotum or male genitalia ( more )
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COUNSETLING AND INFORM CONSENT:

BAVS puts greater importance in counselling of each and every
client and to obtain informed unpressurised Voluntary Consent
for which a standard consent form has been developed. This form
should be followed rigidly and counselling should also be provided
during follow-uv,

2CORD KRPING:

lecords and datas are very important. An elaborate admission forn,
discharze forms and operative record forms have been developed, and
should be rigidly followed for every acceptors,

All clients seeking Voluntary Sterilization must be carefully
examined prior to surgery,

General Lxamination' Systemic Ixamination
Appearance and Height Heart

Weight Lungs

Cynosis Liver

Jaundice Spleen

Edema Kidney

Pulse ‘ Throat
Temperature Historiz
Respiration Thrombo phlavitis
Blood Pressure Thrombo-embolism
Pelvic Examination Tumours

Swelling Infection
Discharge

Cervical Tumour

Crosia

Mobility and size of uterus
LABORATORY INVESTIGATION:

llo patient should go for operation unless Laboratory investigations
are done properly., Blood for Hb, Differential Count, Total count,.
Crine for sugar Albumin must be done, Ve advocaté not to accept
client with less than 45% of Hd/(gnm.).

{ ravre )
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PRE-OPERATIVi: PREPARATION (Female Sterilization):

When the client is fit physically and medically she is accepted
for Surgery., Accepted client is given a cleansing bath, PTR and
BP and other vital signs are checked once again, No solid food
for & hours and liquid for 4 hours before surgery, Enema is given
only when bowel has not moved satisfactorily, Shaving of Pelvic
area is to be done by expert persomnel and necessary 6are_must be
taken that no injury taken place.

PRE=MEDTCARION:

—

A clean Operative Gown is supplied to each client, Injection

Phenrrgon 50 mg + Atropin % g. I/M to be given 30/40 minutes before
the operation. Patient must void with satisfaction. No Catheterisation
is needed Slow I.V. injection of 50 to 100 mg. Meparadine Hydrocloride
Diazapam 10 mg atleast 3 to 5 minutes before the operation, Repeat

Vaginal Ixamination now,

Szin nremaration and Drap;nég

Interior abdominal wall and Pelvic area is cleaned and prepared

first with Iodine and then with Surgical spirit and the skin is
draped, 25 degree Tendelburg position is made at the time of Peritoni:
opening,

IOCAL AITASTITISTA:

1 to 2% Zlanocaine is used as local Anaesthetic agent,
A %otal 10 to 15 ce, local anaesthetic is usually adequate,

. i a normal sized uterus patient - 1" Transverse
€xin incision is made just an inch above the upper border of the
Pubic Symphysis. If the Uterus is enlarged as in Post Abortal, Post
natal, the incision is made about an inch below ithe Fundus of the
uterus, Subcutenous fats is incised by gauze dissection == rectus
saeath can be seen, The sheath is separated with sharp dissection,
Paramedalis muscles are not disturbed, the rectus muscles in the
mid=line, retracted laterally and peritonium is seen with pointed
artery forceps, the Peritonium is picked up and taking care not to
injure bowel or bladder. 'Yith the Teritonium elevated, incision is
given, Peritornium can be opened longitudinal or tranversely,

( more )
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Deliverv of Tubes'

Index firure is ingserted into Pelvic cavity., Pelvic organs uare
examined by »nalpation, If the uterus is retroverted it can be easily
corrected nlacing fingers in the I'osterior wall of the Fundus and
moved it on quite long. With practice one can easily hook the

middle part of the Tube and elevate it up near the incision, Yhen

the tube is seen it is grasped with a BABCOCK. Rarely two fingers are
needed, one in front one behind slipping the firgers side-ways .tubes
can be grasped out one at a time in between the two fingers.,

Closure of the Abdomen.

Feritonium is closed with Purse string of Chromic O'Catgut., Rectus
Muscles are brought into apposition by loose plain Cat-gut and wound
is closced with silk, and covered by gauze and ILeukoplast,

POST=02RATIVE CARD:

After the operation jhe~c11§nt is'brought to the post operative

area on a trolly. Since the operation is done under local anaesthesia,
no special care is required other than rest, recording vital signs
and inspection of wound is necessary. ’

Food and drink is restricted for 4 to 6 hours because of nausea (due
to the Fethedine) and sleepiness. Once the nausea and sleepiness

are over the client is encouraged ambulation. When she is ablie to
void and bowel sounds are heard she is permitted to go home, Many

of the clients may have to walk a long way home or have to
undertalie a long trip by bus, for this situation it is better to keep
then longer, if possible overnight,

lany clients who are city dwellers or close to the clinic can be
allowed home within 12 hours. In the majority of cases a full meal
can be taken 6-8 hours after the operation when flatus has been
passed.

INSTRUCTIONS OM DISCHARGE:

1) Report immediately if there is excessive pain, fever, abdominal
disturbance or discharge from the wound,

( ﬁore )



2) Take the medicines as directed by the Doctor.

3) Report to the clinic for removal of the stitches and post
operative check~up between 7-10 days.

4) Rest at home the first day

5) HNormal light work can be resurmed the following day.

6) Sexual relation is not prohibited but avoidance of trauma and
infection is advised,

7) 1In case of an allergy such as a skin rash with iching, take
the special tablets and report immediately.

IONG-TERM ADVICE:

In 99 percent of acceptors 'Post Op' is uneventiul, In less than one
percent of cases, only minor ailments such as wound induration,
discharge or stitch abscess may need additional care.

‘When the wound is healed and the vaginal examination is normal, the
client is allowed to return to her normal routine work, All patients
ars Instructed to have a six and twelve-month check-up. Zvery case
must be deelt with utmost loving care.

SRE=OPEPATIVE PRUPARATION: (FOR MALE STERILIZATION)

= Cleansing and shaving of scrotum

- A cleansing soap and water is a must., Washing of pubic area
and Scrotum is done with soap and water by the client himself
after shaving.

= The patient should be helped in 0.T. in lying on the tablae, He
whould be undressed and his scrotum should be cleansed with
non-irritant antiseptic solution like - Savlon, strong antiseptic,
iodire or spirit should not be used because they cause severe
irritation. Aifter painting the scrotum, vasectomy sheet is to be
applied and the scrotum is delivered through a small hole in the
vasectomy sheet, No taping of the penis is required,

IDENTIFICATICN AND ISOLATION OF VAS:

Vay on both siles should be palpated carefully, utmocst 'gentlsness
is practised to handle this very sensitive part, Pain and discomfort
et this stage will induce sperm of cremaster and will cause retraction

"( more )
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of the testicle making operation difficult. Vas of the selected

side is manipulated to isolated and fix under the skin the most
suitable part for incision, Thumb and index finger or one hand
maintains gentle traction of the testicle downwards and corresponding
fingers of other hand are used to manipulate the vas to bring it
upwards and laterally. This will bring the vas away from the other
structures in the cord, The cord is held in the position and is now
guperficial and just under skin and dartos muscle, )

In thin person it can be seen clearly under the skin.

FIXATION OF VAS:

This manoeuvre of fixation of vas is most important step in vasectomy,
If this art is mastered then vasectomy is a simple operation,

INJECTICIT OF LCCAL:

In this position of fixation, local is injected into skin and then
close to vasal tissue, In all one needs only 1 1% cc., of local,

INCISTION

Skin incision of 1/3 to 1/4 of an inch is made directly over the
vas where local is deposited, in the line of vas,

The skir is cut and dartos muscle is separated by fine mosquito
forceps.,

LIFPING OF VAS:

Skin forceps or tissue forceps is used to hold the vas. The vas
forceps is introduced through the ineision and the jaws are opened.
The forcep is advanced over the vas to go behind the vas. Once the
forcep 1is behind the vas its jaw is closed,

The vas is now pulled up, by the forceps just above the skin
incision, It cannot be pulled further unless the sheath is incised,

( more )



PAGE « ELEVEN

Take the scalpel and incise the sheath longitudinally, If the

sheath is incised properly the vas will pop up as a smooth lily-white
tube, Hold this with another vas forceps and release the first
forceps. The vas is now pulled up easily for about an inch length,

It can be seen now, a thin mesentery like etructure attached to its
inner side. ’

in this mesentery lies its artery and nerve. Fine mosquito forceps
i3 used to separate this thin mesentery and therby its vessels.

Vas is now excised after ligation of both ends, Usually 3-5 mam, of
vas is removed,

Crushing, thin and tight ligature is avoided,
Chromic, 'O' catgut is preferred for ligature.
Assure complete haemostasis before skin closure,

Push the cord inside 1its position, skin is closed with one or two
ailk sutures. .

Skin can be closed with plain or chromic catgut and some people
even do not put any stitches, The edges are crushed together, We
advocate using non absorbable because the acceptor has to return
for removal of stitches and thereby follow-up is assured.

20ST=OPERATIVE COUNSELLING:

Vasectomy client can go home after some rest at the clinie, It is a
good practice to ask the client to rest at the clinic for two hours,

Immediately after vasectomy cne is not sterile. He must use
contraceptive if he wishes to have sexual intercourse., Otherwise
the sperm beyond the ligation will pass through during ejaculation
and can cause pregnancy.

It has been estimated that.sperm can survive upto 10 to 12
3jaculations, So the client must be supplied with 12 condoms and
advised to use it during act of coitus,

( moxre )
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INSTRUCTIONS OF DISCEARGE:

- Take the medicine prescribed by the doctor

= (A course of antibiotics and analgesics)

= Use tight under pant or a scrotal suﬁport for 7-8 days
= Return for stitch removal between 5-7 days

= Do not disturb the dressing

= Use condoms, as directed

= Any problem, report immediately.
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INTRODUCTION

BAVS, during it3 six years of existence has established itself as

a leading exponent of Voluntary Family Planning organization in the
field of Surgical Contraception in Bangladesh. During this period
BAVS has extended its clinical service to 24 centres all over the
country; has performed 75,000 sterilizations, trained 430 physicians,
150 paramedics and 40 Counsellors in addition to extehsive fducation-
Information activity in Voluntary Service. ‘

Our transition through this period has not been an easy one, In
ract, it has been difficult, tough and problematic but at the same
%“ime challenging., To date Bangladesh has more than 350 facilities
that offer Voluntary sterilization., Voluntary Sterilization is the
number one and leading method of Family Planning in the National
Program. But at the same time we ought to be very cautious as there
are so many centres who will be rendering service. Unless the
quality of service is controlled ‘and precaution is taken, the service
might earn bad reputation. Out effort in this direction is to devise
medical and surgical guidelines for Voluntary Sterilization service
delivery which, if followed, will ensure quality and safe service,

It 1s our experience that inspite of all precautions, there might
be some unforeseen and unexpected complications in relation to
operation procedures. This we call Medical/Surgical emergency.
Unless the clinical staff are aware of these emergencies, it is not
possible to tackle the situation effectively and speedily. For this
reason the staff ought to be familiar with the equioments needed +a
vackle the erergency,

This guldeline enumerates the basic emergency equipments, their
naintenance and their optimum utilization along with common need
and surgical problem that can arise during the procedure, and their
prevention, A chapter is also included on 2ll the important drugs
that are needed with their safe'usage. \ chapter also describes
standard methods of resuscitation.

( more )
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I hope that this manual will bes beneficial to them who are actively
involved in the Surgical Procedure.

CHAPTER ONE

Basic equipments must be present in operating room, irrespective

of major and minor surgery and types of anesthesia, No surgeon

should perform any operation without the presence of those equipments.
Before surgery all equipments must be in proper working order,

BAVS .basic equipment list:=-

1, Oxygen therapy equipment
2, JAdrway tubes

3« Suction apparatus

4, Laryngoscope

5. Endo-Tracheal tube

6. Resuscitator

7. Laparatomy 3et

8. Torch light and dry cells

1. Oxygen Therany equipments
a, Oxrzen Cvlinder

The cylinder is made of metal and are of different size and
capacity. The one which is available in BAYS clinic is of
48 cft capacity, The btutton of the cylinder is concave and
the top end 1s narrow where pressure regulator assembly can
be attached for regulation of flow of oxygen through the
flow meter, The cylinder openirg can be closed or onaned
with the help of opener,

b, Pressure reducing assembly
This assembly unit has a pressure gauge, which gives the
indication of the oxygen pressure when the cylinder valve
is opened., Fressure can be raised upto 2000 mark maximur,

c. Ilow meter unit
The flow meter is attaclied to pressure reducing assemdbly,
The flow meter incorporates a fine adjustment control valve.
The flow meter has a flow rate range of 1 L/Min to 15L/iin
and a flushing facility of 55L/Min.

( more )
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The controlled output of o2 can be passed directly to patient
through a rubber tubing connection or through & face mask conneoted
to the tubing nipple,

2. Alrway Tube

This is the tube used for keeping the Alirway cloar} when a
patient is unconscious or in deep sleup normal air passage can
be obstructed by dropping of the lower Jaw and falling back of
tongue, At the same neek is flexed. Whereas care is taken to
keep the airway open, patient might succumb due to lack of air,
One of the best:easy ways to keep the airway open is to insert
an Alrway tube.‘

Application of airway tube is important, Must use the curve of
plate and avoid pushing the tongue back during insertion of
airwWay tubve,

Plecture cf iirway tube

Resuscitator

are manually operated ventilation device - consists of

1. Self refilling bag
2, A valve to prevent re-breathing and
3« 4 Face jiask

( more )
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The mask is held in left hand and applied tightly to patient face

to prevent air leakage, The same hand is used to extend the head and
neck and support the jaw to maintain and open air pasange, With the
other hand the bag is squeezed to force air into patient lung,
zxpiration i3 p2ssive due to elasticity of chest muscle and
diaphragm, There 1s a system of supplementary oxygen connection.

Svction \pparatus

Tris 1s a device used to suck any fluid, secretion or Cough from
trroat, Larynx and trachea,

Trere are several types of suction; Manual - hand or foot operated
or electrical, Cne suction apparatus must be present in any Operation
itcom,

Alrway can be obstructed by secretion, vomitus and cough, Unless
facilities for sucting out the airway is available, Oxygen therapy,
mcuth to mouth breathing, will not be helpful.

Laryngoscope is also essential during the time of sucking the trachea
off its secretion, )

“rdotracheal Tube

Ttis is a tube used for intubation of patient for mechanical
ventilation such as during general anesthesia and during instituting
mechanical respiration in a critically 111 and unconscious patient,
The tube is curved with an inflatable cuff near the distal end for
preventing any sipage from the top, The proximal end is connected
with the respirator,

Laparotomy 3Set

Every operation theatre for Tubectomy operation have set of instrument
which must ever ready for operation so that in case of any
unexpected situation, if Laparatomy is required can be performed
without a delay of single second with the following instrument:-

1e Retractor - 02 8. B,P. Handle - 01

2, TLong Straight Artery Forcep~02..9, Mosquito Forcep - 04

5. Babecock = 02 10, Tissue Forcep - 02

4, Needle Holder - 01 11, Small Cutting Scissors - 01
5. Directive Forcep - 02 12, Small Artery Forceps - O1
6., Mayns Scissor - 01 13. Syringe (10 C.C.) = 02

7. Towel Clip - 04 " 14, Needle (Hypodermic) - Of

( more )
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CHAPTER _TWO

This chapter will discuss the common problems arising during the
process i.c. from premedications, during operation and post
operative period:-

A, PREMEDICATION:

1.

2,

3

4,

td

fnme to Inj., Pethidine Hydrochlor

#* Respiratory arrest

* Hypotension

* jlausea or vomiting

*+ Prolong comma

# Restlessness and Convulsion

Due to Inj. Atropine Sulphate
* 31ight Drowsiness

* Rise of temperature which may be dangerous to febrile
patients

#* Intravenous atropine may cause multifocal ventricular
ectopic beats.

Due to Antibiotics

# Anaphylactic shock - Severe fatal shock may occur
# Urticanial skin rashes

Accidental injection of wrong drugs

. DURILG OPERATION PROCEDURE:

*

*

%k * X ¥k

Anaphylactic shock due to local Anaesthesia, drowsiness,
convulsion Hydrocortisone i1s drug of choice.

Respiratory arrest

Bleeding subcauteneously, Inferior Epigastric Artery
and HMucle,

Injury to urinary bladder, Intesiine and ementum etc,
Irjury to broad ligament leading to bleeding

Injury to ovary
Lossing the peritoneal margin during closing

( more )
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D.

DURING POST OPERATIVE PERIOD:

¥ Respiratory problem

* Restlessness

* Urinary retention

* Paralytic Ileus

* FHypotension along with brady cardia

* Hypotension along with other signs of shock i.e. vaso
constriction tachy cardia and cyanosis b )

* TFost Operative pain - Simple Analgesic may be prescribed

* DPost operative vomitting - patient should be kept in
lateral position, Anti emetic drugs may be used,

* Infections like Streptococcal, Cl, Tetany etc. - strict
asepsis is only precaution,

¥ Yost operative thrombo embolism - The patient should move
from time of gaining full conciousness,

PRUVIITION

The screening of acceptors is important single step in
rrevention of possible problems and comnlications, The client
should be questioned and examined very carefully about:

General Health °

* liental and Psychological state (Anxious, lethergic,
unconcious, semi-concious etc,)

* Smoking habit

* Drug habit

* TFebrile condition -~ Clients should be apyreial state for 7 day

*  isthma

* Productive or non-productive cough, movement of chest with

respiration, sign of sputum retention, lower airway
otstruction, signs of lungs collapse, signs of pneumothorax
or plueral effusion, etc,

* Dependant cedema, nonturnaiddyspnoea or dyspnoea on
exertion, ingina FPectoris, cyanosis.,

#  3lood pressure -~ should be taken while patientiis sitting
" at rest, Postural hypotension will occur in anemic patient,

¥ feart rate, Rhythm, size along with any sign of cardiac
failures should be looked for. In case of any abnormality
no case should be operated until medically treated.

tiistory of icute or chronic Bloodloss
¥ Tumors in neck, Jaw, Tongue may obstruct respiratory peassage

' ( more 5

\



Fatients state of Hydration - Such as elasticity of skin,
moist coated tongue, sunken eye increased thirst, scanty
urine etc, should be looked for, In our country like
irsenaidle fluidless is 1.70 litres per day which is 1/30
total body fluid, The patients who are undertaking
considerable difficult journey on foot should not be
operated just on arrival in the clinics, They should be
provided with rest and food before any preparation for
operation. There are another thing surgeon must look for
is that most of the women are putting on heavy clothing
(Burka), These clothing should immediately be removed on
reporting, This may cause profuse sweating unless proner .
rest and food 13 ensured, there is fair chance of appearance
of clinical signs of dehydration. There will be embarassed
renal function resulting scanty thick urine and uraemia.

1) Heat exhaustion - Haemoconcentration & Dehydration
2) Heat cramps - Pain in Gencral

3) Heat Stroke - It is due to inaddition to salt deplitions
there will be oedema of brain with dearrangement of
heat regulation centre,

surritional State - Operation should not bte done on a patient
with less than 45% Hb because there will be bleeding tendency,
problems in blood coagslation, delayed healing.

Jaundice = There will be coagulation problem along with
Intoxication of drugs also exaggration of heptic condition.

Systemic disease - TB, Diabetis, Malaria, Black Water Fever,
Hypertension, patients with psychot opic drugs, patient on
cortison should be screened out or treated, Operation is not
possible untill they are guarded properly.

Skin Condition - The abdominal skin should be healthy, In
case of intected skin the patient should be adviged properly.

distory of Hyversensitivity and Allergy should be carsfully
elicited. The drugs which may cause such reactivn should be
trsted its sensitivity prior to injection of full dose as a
routine,

Lab, Investigations:

= Blood for T.C., D.C. Hb¥ is less than 45% no operation
should be done unless the anaemia is corrected. In
differential count if Fosinophil Count is more than 15% -
it should be treated prior to any surgical procedure
(normal 0 - 1%).

- Urine for Albumin or Sugar -~ Presence of sugar in urine
indicates diabetis mallitus and presence of protein in
Urine indicates loss of protein due to disease of kidney.
In these cases the patient should be properly investigated
for diabetes and protein loss. Special precaution should
be taken prior to operation.,

( more )
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* Per Vaginal Examihation -

1. To detect urethral discharge by applying mid pressure
against symphasis pubis, Ca Urethra, stress incontinence etc

2, For any discharge - Slight bluish discharge indicates
early pregnancy, it may be bloody or purulent,

3. Tor Cx erosion, Ca, tear, discharge
4. For rregnancy, Fibromyoma, Endometrosis

5. For Cystic ovarian tumor, enlarged tender ovaries, in
Zndometrosis overy,

6. For any other swelling of Pelvis.

- CHAPTER THREE

IMPORTANT DRUGS

All the important drugs that needed and givingrise to situations in
chapter two will be discussed in this chapter, These drugs are
important tools and full understanding of their properties for the
precise and effective purposeful utilization are required., These
drugs are:-

1. Atrovine Sulphate:

a) Description - It is an alkaloid, Its principali actions: To
block transmission of nerve at post ganglionic nerve ending, at
which the transmitter is acetylcholine. Thus it blocks the
parasympathetic nervous system, Its action are as follows:-

a) Cli5 - has little actions on CNS although it way cause
drowsiness, There may be slight rise of temperature,

b) QNﬁ - Small dose causes Bradycardia but premidicant dose will
inhabit vagal tone thus it increases heart rate, Higher dose may
causes changes in E.C.G. (Mutifocal ventricular ectopie beats) ..
increased atrial pressure and cardiac output,

c) G.I.T: Decreased peristol#sis, Tene and Secretion, |

d) Exocrine gland - A1l exoerine secretion except milk {s
diminished and dry mouth due to supression of saﬁvary secretion
is a common feature, - :

e) Eye - It dilates the pupil but normal dose, does not increase
intraoccular pressure,
( moxe )



£) Respiratory System - It relaxes bronchial musole causing
small increase in deadspace, Bronchial secretion are reduced
by atropine but secretion may be thick and tanaecious,

g) Urinary Tract - Relaxes smooth muscle,

anoxﬁéation ~ Mostly destroyed in liver but some af‘ excreted
unchanged = through kidney,

Route of Administration:

1« Oral = in which case it acts within about an hour,

2, I.M., = It works about half hcur, reaching at the peak
within about an hour,

5¢ I.V, = Effect on heart is immediats but effect on secretions
develops less rapidly. Increase cardiac output will only
last for 1% hr. but effect on h¢art rate is more prolonged.
Dose:

0.5 = 0.6 mg in all routes,

Pethidine Hel:

Pethidine is a commonly used synthetic morphine-like analgesicg.
It has shorter duration of action than morphine and causes less
euphoria and sleepiness, It may depress respiration but unlike
morphine it causes relaxation of smooth muscle. There may be
hypotension, nausea and vomitfing, It is 1/10 as powerful as
morphine and is an addict forming drug.

Side=-Tffects:

Pethidine may cause = Prolcng coma, Restlessness
Convulsion
Respiratory failure,
Routes of Administrations:

Pethidine may be given orally, I.V. & I.M. for pre-operative or
post-operative management.

Metabolism:
80% of pethidine is normally degraded in liver and rest passed
through urine, '

( more ) ,
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Dose;
1 mgy/ig. of body wt, i.e, approx, 50 - 100 mg,

Anti Histamines gPheniggan)

Antihistamines acts by opposing the action of histamine :=

1. Opposing the action of histamines

2, Usually they have depressant action on CNS but-many cause
stimulant to CNS. '

3. They nave also quinidine like and weak anaethetic action.
Usually absorbed alimentary tract and dntoxiégééd in liver.

noute of Administration

1. Orally - 0,5 mg/kg two hours before operation
2, Til = 0.25 mg/kg one hour before operation or IV

T.ocal ‘noesthetics:

A

‘e Lignocaine (¥ylocaine/Iidocaine)

A very stable anaesthetic with a quicker onset of action and a
duration of 1 - 2 hours,

1% Solution iy sufficient for sensory nerve block, 2% solution
for motor nerres and 5% paste may be used for lubricating
endotracheal tube to minimise the unwanted cough during intubation.

Dose - 3 mz/ke (200 mg, for adult)
Toxix effect ~ Cardiac depression

¥ Drowsiness
* Unesnclousness
* Convulsions

This can be t:i*:ated by giving 1004 O2 therapy, by 1njegting
mugscle relaxvai.:s and artificial ventillation t1l1l it desappears,

Diazepam (5 -{0gnz I,V) will also control the convulsion but may
cause respirat(>y depression. |

( more )



= PYEVEN

PROCA :

The procaine was the first synthetic local anaesthesia but it is
toxic for infiltration anaesthesia., But it is an important drug for
subarachnoid block largely for its action is only one hour, liore
than 5% will cause nerve damage,

EYDROCORTISONE (Solucortef, oradexone)

The hydrocortisone or corticosteroids are used in many conditions
such as Anaphylactic reaction, Angioﬁbrﬁtic oedema, Asﬂma,'Urticaria,
Hodgkins, disease etc. There are different types of corticosteroids
such as prednisolone, Dexamethasone triamcinolone, Hydrocortisone
hemisuceinate etc,

Side effects -

o Cause sodium & H,0 depletion,
Produce muscular weakness,
Causeg gastric irritation.

. Depressgg adrenal. cortex.

+ VI NN =
e

The corticosteroid has an obvious place in treatment of emergencies
but that should be justified.

NALLORPHINE HCI (Lethidrone)

This 1is purely narcotic antagonis?ﬂ. It is closely related to morphine.
It is not only antagonise the respiratory depresent action of morphine
group of drugs but also other actions too. In large dose it may itsels
cause respiratory depress&h%.

Doses = 5 - 10 mg, for an adult,

NARCAN: Naloxone hydrochloride (0.4 mgm per ml,)

Respiratory Stimulants:

1. Aminophylline - 500 mg, in 20 ml. water I.V. or in_fusion, It is a

bronchodilator, Cardiac stimulant and has Diuretic “action,

2, Adrenaline 1:1000 Subcutaneously (0.2 = 0,3 ml,)
It 18 advocated for hypoxix as it may cause tachycardia,
It acts as bronchodilator, :

3. Uikathemide - 100 mg, 1.M/IV. It acts directly on the respiratory
cenires at medulla, 5 . ,

" ( nore )
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1V, Fluids:

This can be considered in 3 headings:=-

.1. .Maintenance of normal physiological balance
2, Correction of Blectrolyte balance.
3. Replacement of blood volums.

Actions: Narcan is an essentially pure narcotic antagonist in the
absence of narcotics or agonostic effects of other .
narcotic antagonists it exhibits essentially no pharmacologic
activity. '

Choice of Fluid:

The fluid loss during operation is extracellular fluid and therefor
a balanced electrolyte solution should be given i.e. lactated ringe
solution - 130 m eq Na, 5 M Eq K, 110 M Eq cl, 30 MEQ Lactate per
litre., The aim should be to maintain normal fluid level post
operatively, Approx. requirement is 3 litres ver day. This amount
should be enough to maintaiﬁ 30 = 50 ml of urine per hour.

In case of severe blood loss this loss is preferably filled up by
blood or plasma or any other plasma volume expander, In case where
above fluid is not available electrolytic solution may be used.

Contraindications:

1. The failing heart.

2. Pulmunary congestion,
5. Hypertension.

4, Poor renal function,

Add to Maintain Correct fluid Balance:

1. Maintain fluid intake and out put chart,

2, Circulatory over loading = This will be indicated by raised
Jugular venous pressure.

5 Blood Indices -
a) Plasma protein
b) 1%
c) Blood Zlectrolyte
4. (Oliniecally - warm, dry, pink, and elastic skin,

( more )
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3ite for Contineous I,V, Fluid

-
S ——

The lower end of cephalic vein of left hand in Rt, handed patiert is
the best site. The site should never be over a joint. So that the
patient carn use the right hand freely after operation. Another
advantage of caphlic vein is that 1t lies Just beneath the skin, If
this site is used, possibility of splinting is reduced or may be
avoided as the arm itself will act asg splint,

CHAPTER FOUR
TREATMENT OF COMMON PROBLEMS

The problems which creats maximum to clients and during the procedure
are as follows, This chapter will discuss and guide the surgeon and
auxillary staff for early diagnosis and treatment of such conditiong:~-

1. Ananhvlactic Shock:

If a patient collapses following injection of drug, the proumpt
admiristration of hydrocbrtisone hemisuccinate in a dose of 100 mg I,V.
will usually vprevent death. If this not available immediately,
Adrenaline 1:1000 may be given as alternative I.M. or Subcutaneously,
In anaphylaxis rapid treatment is the way to prevent tragedy, I.YV.
infusion, adreraline, antihistamine, cortisone etec. is the answer,

2., Respiratory Failure:

Respiratory failure is a term used to describe a state in which the
patient is not breathing or not breathing effectively.

1. Depression
2. Cbstruction
3. Obatruction & Nepression Combined

Patient makes some efforts
for respiration, ‘

4, Arrest - effort is made but no air exchange,

( more )
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Signs:
1. Dyspnoea at rest and central cyanosis is cardinal clinical features

2. Hypoxia, cough, Hyperactivity of accessory muscles of respiration.
3. Hypercapmia (lMuscle twilking,mental confusion'coma).

The diagnosis may be confirmed by estimation of 02 & COZ tension and
the PH of Blood.,

Traatment:

The respiratory failure must be treated energetiéally. This is a
medical emerszency. '

Ths therapeutic problem in this case are 4 fold

+ To clear airway passage of secretion
o To ircrease alveolar ventillation

>¢ To ircreases O2 Content of blood

4, To treat the complications,

1 9 —

Jonecious ratient:

1. Incourage couglilng to expel out sputum to clear the airway.

2e 02 Therapy - Controlled O2 therapy may be started

3+ Chlorpromazine - It may be injected I.M, in restless patient
opiates and Burbiturates should be avoided., '

Confused and drowsipatient (Moderate Respiratory Failure)

1. 3Bronchioles should be cleared of secretion by suction through
Brochoscope or mop tihe secretion by a sponge holding forceps,

2,_ Respiratory stimulants : Wikethemide 2 - 4 ml, combined with
7 500 mg, must be injected I.V,

e O2 Therapy = Controlled 02 therapy be given,

Severe Pesniratory fajlurs (Semi Concious or Comatose)

1, Clear the airway at uitee with a bronchoscope
2, Drugs: ikethemide ~ 5-10 ml, Nikethemide I.V,
3, Comtrolled 0, therapy or intermittent positive pressure 02 therapy.,

Intermittent O2 therany will be applied when controlled 02 therapy
feils, Treatment of complications which precipited respiratory failure
sl.ould be started stat.

( more )
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gg;g;ag Arregt:

This is 2n condition cardiesc afandstill or it is condition when
heart do not work,

Cause:

1, General inaethesia

2, Following operation

5+ Druing special diagnostic procedure
4, Drug toxicity or sensitivity

5. Myocardial Infarction

6., Heart block
T. =lectrocucition

Diaggosis:

1. \bsence of carotid and femoral pulse
2, Aibsence of cardiac sound
5« 530G - Ventricular asystole or ventricular fibrillation

Treztment:

The aim of treatment is to restore oxyganated blood flow to vital
organs i.e. brain, heart ete,.

1. CSmart blow on the chest and elevate the legs to 90° for 15.sec.

Then the heart may start beating and both carotid and femeral
pulsation will return,

2. Resusecitation:

a) Closed chest cardiac message by compressing the heart between
Spinal column and sternum at the rate of 60 - 70 min, with the
production of femoral and carotic arterises,

(xmore )
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b) Mouth to mouth breathing -'This-pro'ees is to be done by extending
the Jaw forward keeping the patient flat on the mattress from the
mouth to patients mouth at the rote of 18 - 20/min. gently,

¢) Venticular defibrillator may be applied.

d) Aderanaline - 0.5 ml, of 1:1000 I.V. or Intracardiac.

e) Bicarbonate 150 m Esq. in Ist 10 mins. to combat acidosis,
f) Occassional entry of needle into heart gives good result.

3« ZIlectro Cardiography *to establish the cause of arrest.

4+ Explored cardiac message - Manual Cardiac message on compression
directly on the heart.

Shock:

Shock 1s 2 combination of threat to existence and response of body
to this threat,

Tyoves of Shock:

1. Vaso vagal attack, Neurogenic shock, psychoginic shock = sudden
fright, severe paidv (blow on testis).
The shock ranges from sudden fear to death.

2, Haemorrhagic shock - Compound rfhcture, reptuted splaen, lMalaena

due to bleeding peptic ulcer, Ectopic pregnency, postoperative
reactionary bleeding etc.

3. Burns - Due to rapid loes of plasma,
4, Bacillus coli (Intestinal) - Multiplicaiion of Bacillus coli in
strangulated hernia, Mesentric, thrombosis) and in peritonitis,

5. Dehydration, Diarrhoea and Vomitting - This is due to severe
extra cellular fluid loss usually associated with infection and
loss of protein. : .

( more )
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8.

Plural, Hediastinal, Retroperitoneal shock: Sudden leskage of
blood ard alimetary secretion into those compartment will cause
shocl:,

Bacteracnic shock - Gass Gangrene is typical example causing
decreased blood volume also anaemia from Homolysis,

Ananhylaetic shock - These are usually following an injection i.e.
Serum, ienicillin or local Anaesthesia etc., There will be wide
dilation of splanic vessel with consequential fall of venous
return and cardiac output,

Clinie Teatures:

Patient lies still paying little or no attention to the events
arovnd uim,

Tupil are dilated and reacts poorly to light,
Tallor dueless subcautaneous blood.

3eads of sweat to forehead and upperlip,

Iulse -~ Thready and Rapid.

Subnormal temperature,

Blood pressure lowvered,

Urine reduced in amount.with high Sp, gravify.

Treatrent:

The ain of treatment should be removal of cause and replacement of
blood volume,

*

*

¥

In haemorrhage: Arrest of haemorriage and blood transfusion.

In Burn: Ioss of plasma should be replaced by plasma or dextran,
In 2acillus coli or speticaemic shock - removal of lesion and
blood transfusion,

In 'eurogenic, Vaso Vagal & Tsychogenic shock - IV Phencbarbitons
50 to 100 mg, or Paraldehyde 5 - 10 ml, 1m may be given in
frightened patient.

rosition of limp - Raise the foot end and compress the limb to
reduce the pooling of blood to “large muscles of limb,

Relieve pain - Inj. Horphire 10 = 15 mg, (1/6 - 1/4 g.) I.M. or IV.
Vago contrictors - iloradrenaline 4 mg/Litre,
Hydrocortisone hemisuccinate - 100 mg, in I.V, drip.

In case where blood is not available readily any I,V. fluid such -
normal saline, Detrose saline and Detrose in aqua may be used,

( more )
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CHAPTER FIVE
STANDARD METHODS RESUSCITATION

In emergencies the heart and lung tend to werk in a unit where there

is cerdiac failure, both pulmunary resuscitation may be raquired, '
Thus recpiratory failwe rapidly leads to cardiac failure & Vice versa.
Thiere are several methods of resuscitation of sinking patients.

1. louth to Mouth Breathing - The patient should be kept flat on
the back pull the jaw forward to straightening the respiratory tract
obliterating the angle between mouth and pharynx. Then place the
operators mouth on patients mouth so that the lung is expanded., The
rate should be between 16 - 20 times per minute, If this can be done
effectively the vital organ can be kept alive for longer period.

Advantage - One operator :an perform but two will perform effectively.

2, (losed cardiac Message: By compressing heart between sternum and

vertira by sufficient pressure to produce femoral and carotid pulse.

Tris snould be continued till ECG is available, If venticular fibri-

llation is present - NDifibrillator may be used if fails intra cardiac
injection of Lignocaine or 250 mg. planocaine or 5 ml or 10% Facl may
be injected intra cardiac,

5. ianual Resuscitation - a) Here the patient is placed like that
of mouth fto nouth breatiing, clean the airway then fix the mask of
the on the face thumb and Index finger and cther fingers gripping
ti.e chair,

v) Inflate one lung by squeezing bag with the otherhand.

c) Chserve rise and fall of chest for proper ventillation

d) Joordinate manual resuscitation with voluntary effort,

Sthsegquernt anarenent

1. Ventillation - At an earliest possible moment on the arrival of
expert helr endtracheal tube should be passed and mechanical
ventillation started, '

Cpea Cardiac liessage,

( more )
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Medioinsg for Resuscitation

1, Adrenaline (1:1000)

2, Hydrocortisone

3., Horadrenaline

4, A ntidote of arcotics - (Narcan, Lethidrone)
5. rfminophylline

6, Tignocnine/I'rocaine

7. lormil saline/Destrose saline/Destrose in aqua
8., TMestran |

9, MNigitabhs,

CONCLUSIONS ¢

In the previous chapters we have tried to inform the doctors who

are engaged in the field of Family Planning Activity specially
sterilization operation about the probable chance of both Medical
and Surgical problems arising during operation procedure, This is

an effort to remind the possible problems and its management to
mirinise the fertility in sterilization operation, Thus popularising
the sterilization oﬁération as choice of contraceptive,

* x ¥
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Appendix F

BAVS SAMPLE ADMISSION RECORDS
FOR MALE AND FEMALE STERILIZATIONS






1)

A. Lest Pregnency’s Outcome [] “Live binth J “still birth 0O
Abortion (Spoc}fy):

Date !ast Pregnancy ended :

Age of the last living child :

o 0w

Sex of the last living child ; D Male D Female.
3. Contracentive practice (prior to thres months) before ;his sterilization : D None D Oral pilis

[ . u.o. [ imiectable [] Condom .[] Foam [7] withdrawi [T] Rhytwm . []

Other (specify)

4, How did the patient first learn about BAVS clinic/camp ? D News paper D Radio D BAVS staff

D Aya/Dai D F.P. worker D Doctor D Other (specify) :

5. Most important person in patient's decision to choose sterilization : D Self D Husband D Friend

D Relative D F.P. worker D Doctor D Other (specify) :

6, Primary reason for choosing sterilization ; D Other methods not available ; D Other methods not

reliable D Contraceptive failure D Undesirable side effects : D Other (specify) :

7. Referal source ; D Seif D Husband G Other (specity) :

Name & Address or referer :

8. HISTORY OF PAST ILLNESS, TREATMENT & RESULT OF TREATMENT

Qualification of the ' Result of Treatment

Diseases attending physician

|
!
|
i
i

9. IMMUNIZATION : (Put a Tik whether Yes or No)

Diseases Yes No How menv u..s< oefore this drrival

Small Pox

Cholera I
|
8.C.G. |

D. P. T/Tetanol Toxoid ‘ N
POLIO ' l |

Name of the interviewer ( in block letter) s

Designation




3. INFORMED CONSENT
(Por [Kiterate Acceptor)
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INFORMED CONSENT
{For Literate Acceptor)
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10. MEDICAL DATA ’

(A) Menstrual History :
I, Last date of mens Length of Mens, cycle ) days.

il. Duration of fiow days,
iil. Amount of flow : D Normal, D Scanty D Excessive

iv. Dysmenorrhea : D No D Miid D Moderate D Severe

V. Intra.Menstrual bleeding D No D Staining D Spoting D Severe
vi. Meanarche :

11. EXAMINATIONS

Pulse Resp Temp B. P,

Size of UT, Cervix -
P,V

Pregnancy if any : D No D Yes Weeks.

Any systemic disease : D No D Yes (specify) :

Any addiction ; No  [T] Yes (specity): -
Abdomen ; Chest :

— ——

Liver ; - Heart:

Spleen ; : Lungs :_

Kidney ; - Skin :

Papsmear : D Normal D Atypia D Carcinoma in situ D Not done

Breast : D Normal D Masses D Galactorrhea D Bleeding

Adnexa ; D Normal D Abnormal ( specify ) :

Weight -(KG/LBS) Height : (Inch/Cms)

ANY OTHER FINDINGS :

Name of the outpatient Medical Officer :

(In block lettar)

Date ;
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OPERATION NOTES : (To be filled up only by the operating surgeon)

A. VITAL SIGNS ' Pulse, Temp, Resp. 8lood pressure

-

Before Operation : !
After Operation - ' |

Pre-Qperative additional Notes ;

8. Pre.Qperative Findings :
i, Abdomenal ;

il. Vaginal & Perineal ;

iil. Cervix (Swabing with spirit) :

C. Anaesthesia : D General D Local D Analgesia D Local + Analgesia
OPERATIVE FINDINGS :

(D) PRQCEDURE: (Specify technique) :

(E). COMPLICATIONS IN SURGERY: [T] No [T] Yes (Specify):

ADDITIONAL NOTES RELATING STERILIZATION :

Date of Qperation Time (incision to Closure) ; Minutes
EXCESSIVE BLOOD LOSS RELATING STERILIZATION : D No [] Yes )
It yes, was blood transfusion given ? D No D Yes 0z

Name & Designation of the Operating Surgeon : -
S (in block letter)
Assisted by :

Swab and instruments Count by :

O.T. Supervision by Sister ;




(7).

DOCTOR'S ORDER SHEET

ADMISSION SERIAL : BED NO.
POST OPERATIVE ORDER :

Signature of the Surgeon :

DISCHARGE NOTES :

Pulse : Resp : Temp ;
B.P: Flatus :

Bowel sound ; Drink/food «
Stool ; Urine ;

Condition of the patient (including degree of mobility)

Condition of wound :

Additional Notes :

Date & Time of Discharga : Date: Time :

Name of the Doctor :

(in block letter)
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NURSE’'S RECORD SHEET,

NAME OF THE PATIENT :

DATES

| VITAL : ;

" SENS | B

|PuLse: |

| RESP | |

;TEMP;

———t——— s e | ar—— — -

[ B.P: -

IPULSE: .

gnssp:

e ——————— e e e

DATE

SIGNS

BLEEDING FROM WOUND :

| P/V. BLEEDING :
STOOL :

URINE :

BLEEDING FROM WOUND:

P/V. BLEEDING

BLEEDING FROM WOUND :

P/V. BLEEDING :
STOOL :

URINE :

TREATMENT GIVEN :

PARTICULARS (Maedicine/Injection etc. )







'("z )
' Last Pragaanoy’s outcome : O Unm'[] 8dlit birth

D Abortlon (specity) : ‘ : S
Date lu:'{:b}ogmncy-_pvndod!' 4 :
Sex of the lsst llving child : D Male D Female

Age ot the last living child :
Date of wife's last Mense Onset : -

Contncoptiyo methods unc} (prior to three rmonths) before this Operation ; D Name

D Condom D Withdrawi D Foam D Orai pill by wife E IUD by wife D_Othar

( specify ) ;

Primary resson for choosing this Stetlliutiop: D Other methods né:t. available D Other methods
not reliable D Contraceptive fallure D Undesirable sldé offect D Other (Specify) :\
How did the pa.tient learn about BAVS Clinic : D Radio’ D Newspaper D BA\)S Staff D F.p,
Wotker D Health staff D ‘Frlon_;:l/Rel_atloAn D Jther (Spacity) : | “

Beferal Source : D Self D Wile D Other (Specify) :

Name & Address of Relerer

Additionat Notes :

Name & Dasignation of Interviewer :
( Name In block letter ) .
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3. INFORMED CONSENT
(For Illiterate Acceptor)
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INFORMED CONSENT
(For Literate Acceptor)
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4 SEXUAL HISTORY:

[[] setistactory; Degree of satistaction ; D Nomel [[] Lew D Bivessive

D Uncatisfactory : (Specify reason) §

$. GENERAL EXAMINATION:

Pulse: _________  Respt! Temp :

v

Blood pressure :

Heart s Lungs ; Height ;

Woeight :

Liver _ Lymph-Gland :
6. LOCAL EXAMINATION:

General :

Oédema :

Skin Conditlon
Scrotal :

Condition ot Scrotum : D Normal D Tight D Qther :
Hernia/Hydrocele/Varicocele/ Spermatocels : D None D Yes
Condition of Spermatic Cord : D Thick E_] Tender D Other 2

Enlarged & Tender Epydidymis : D No D Yos 1

Absent/atrophled Testis : D No D Yes :

7. MEDICAL HISTORY :

History of any Medical trouble since two weeks D No D Yes (Specify) ;
History of any past Surgery : D No D Yes (specify) :

Any drug addiction @ D No D Yos (specity) :

History of any Alergy : D Ne D Yos (spaclfy) ¢

History of Diabetes mellitus :

History of blood dyscrasia : D No D Yes.

LOCAL:

injury to Scrotum/testis : D No D Yes (specify) :

Operation on scrotum/Testls : D No D Yes (spocuy.):

Excessive paln to Scrotum/Testls : D No D Yes :

Hernla/Appendix Operation : D No D Yes :

Swelilng of Scrotum/Tastls ; D No D Yes :




-
ps
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8. OPERATION NOTES:

Aneesthesia : D General D Locsl D Analgesia D Local+ Anslgesis : ;
Type of Incision : D Single vertical D Single horizontal D Double-Horizontal D Oouble vertical

D Other (Specify) :

Sterilization Teqniqus :
Length of Vas resected : D Not resected

Method of Vas Occlusion : D Silk D Chromic Catgut D other :

Abnormal findings it any :

Difflcultles in Surgery :

Surgical times ( Incision to clossure ): . Minutes,
Any Other Surgery Concurrent this Sterilization : D No D Yes (specify)

Additicnal Notes relating to Sterilization :

9. IMMEDIATE COMPLICATIONS :
Injuty to testicular/artery/Pampiniform plexus : D No D Yes

Haematoma of Scrotum : D No D Yes, additional IV fluld given D not given

Anaesthesia Complication : No D Vomiting D Other :

Pain during procedure : D No D Mild D Moderate D Severe

Additional Notes :

Prophylactic anti-biotics given ; D None D Systemic D Both

Name of the Operating Surgeon -

{ NAME in tiock letter )

Assisted by : Signature
Date :
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MEDICAL DATA

( To be filled up only by the person concomod )
FOR SHORT TERM (7-21) FOLLOW-UP USE ONLY

18. Conditlon of Wound : D Healed upDSwolllno D Discharge D Bleeding D Pain

[[] Other (spacity) :
a) |t discharge (Specity) :

b) Infections if any: D No D SllohtD Modarate D Severe

Additional Notes relating infection :

19, Injection Site :
3) L/R deltoid (intramascular) ; D Normal D Swelling D Pain D Discolouration

b) L/R Caphalic Vein (intravenous) : D Normal D'Swelling D Pain D Diacolourstion
20. Any other findings :

FOR LONG TERM (6 month-24 months) Follow-up

21, Waeight : Blood Pressure : . Hematocrit :

Signature of Doctor

Date :

22. COMPLICATION OR INCIDENTS SINCE STERILIZATION :

23. Pelvic Surgery : D No D Yes (specify reason) :

24. Systemic diseasas: [ | No D Yes (specify) :

25. Wound Complication : D No D Yes, if yes, please check following items :

a) Pain:D No D Mild D Moderate D Savere
b) Drainage : D No D Yes.

c) Suture problem : D No D Yes.

d) Keloid ; D No D Yes,

e) Seperation : D No D Yes,

f) Other (Specify) :

26. Pelvic or back pain at the time of follow-up visit : D No D Yes, (spoclfy)

8) !f pain: D Mild D Moderate D Severe

b) Etiology of pain : D unknown D unrelated to Surgery D related to Surgery
27. Re-admission related to surgery : D No D Yes. for Nights
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PHYSICAL EXAMINATIONS :

DELTOID
MuscLE

INTECTION SITE

CEPHALIZ
VEIN

1
28, Breast:D Normal D Masses D Ga}lactorrhea D Bleeding D Combination D Other

{specify) :

29, Adnexa: D Normal D Abnormal (Specify) :_____

30. Uterus : D Normal D Abnormal (Specify) :
31. Cervix : D Normal D Abnormal (Specify) :

32. Pelvic infection : D No D Yes  (Specify) :

33. Papsmear: D Normal DAtypiaD Displasia D Carcinoma in situ D Invasive
Carcinoma D other (Specify) :

34. Pregnancy Signs D No D Yes (Specify if currently) weeks :

Signature of Doctor.
Date :
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Appendix G
FAMILY PLANNING PHYSICIAN TRAINING CURRICULUM



DATE
17-7-80
18-7-80
19-7-80

21-7-80
22-7-80
23-7-80
24~7-80
25-7-80

26-7-80
28-7-80

29-7-80

30-7-80

LECTURE TIMING:

APPENDIX G

STR SALIMULLAH MEDICAL COLLEGE
LECTURE PROGRAMME OF FERTILITY CONTROL TRAINING

TOPICS
Population Problem, Policy and Demographic Aspect
Pharmacology of Contraceptive Drugs

Physiology of Male & Female Reproductive Organs
and Mechanisms of the Action of Hormonal Contra-
ceptives

Anatomy of the Male & Female Reproductive Organs

Contraceptive Techniques and Practices and Ad-
vanced Methods of Fertility Control

Steps of Female Sterilization

Steps of Male Sterilization, Pre- and Post-opera-
tive Management and Complication Management

- Asepsis and Sterilization

Pre and Post Operative Management of Minilaparotomy
Patient Handling and Counseling

Anaesthesia

Management of Tubectomy Operation Room

Evaluation of the training of eack individual
trainee.

9:00 A.M. to 10:00 A.M. (thereafter O0.T. & follow-up activities).

SPEAKERS
Dr. Shafiqur Rahman, Director, NIPORT, Azimpur, Dacca
Prof. Gulam Mustafa, Prof. Pharmacol., IPGM, Dacca

Dr. Shorab Ali, Asso. Prof. of Physiology, Dacca
Medical College, Dacca

Dr. Farukh Ahmed, Asso. Prof. Anat., SSMC, Dacca
Prof. T.A. Chowdhury, IPGM, Dacca

Prof. Mukhlessur Rahman, Project Administrator,
Humaira Syed FPMC, DMC, Dacca

Prof. A.T. Siddique, Prof. of Surgery, SSMC, Dacca

Dr. Farida Huq, Head of Microbiological Lab, IPH

Prof. Suraiya Jabeen, Project Administrator, FPMC,
Mitford Hospital, Dacca

Dr. Md. Hedayetul Islam, Assoc. Prof. Pgych., SSMC,
Dacca

Dr. Md. Shafiqur Rasul, Assoc. Prof. Anesthesiology,
SSMC, Dacca

Dr. Momena Khatun, Medical Officer, FPMC, Mitford
Hospital, Dacca

Prof. Suraiya Jabeen, Project Administrator, FPMC,
Mitford Hospital, Dacca

In between there shall be film

shows on Hinilap/Vasectomy/MR and other methods.

Trainee doctors are requested to attend the lecture programme

without fail.

(Dr. Mrs. Suraiya Jabeen)
Project Administrator
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MANUAL FOR STERILIZATION OPERATIONS
(DRAFT)



RRAZIZ

MANUAL JOR STERILIZATION OPDRATIONS



1.

3e

de

S.

7.

——— =

SANERAL LUSTRUTIONS

Male and Female sterilization mst
operating surgeon has the parsonal

be voluntary. The
responaibility to see

that the following points are ade clear to the client in

the language the client can unders

tand:;

i) Sterilization is a surgical procedure;

i1) The procedure 1is permanent and {rreversible;

111) Alternative methods of contraception are ava ilable,

iv) Finally, the patient must make a clear and uneqguivocal

declaration that he or she 1is
inducement or coercion in choo

not influenced by a-ny
Sing sterilization. A

permission obtained without thig explenation has no
validity. The Surgeon will counter-sign tha consent form
only after he has made sure that this requirement has

been patisfied, {Consent form

is the part of case sheet)

A case sheet record will be maintained for each patient,

This will contain a record of Pre—opearative and post-operative

|

exaninations (es described below), an operative nmote and a recor:

of follow=up visits,

Acceptors of tubectomy or vVasectomy normally will come

through the FwA/FPA tc facilitate

identification and follow

up/aftar care. Cades reporting direct or through some other

agency may be entertained provided

their identification,

genuineness and follow=up are assured, Operating surgeon and

agency concerned shall be responsi

Only oane partner, the) huaband or
and never bothe. This mugt be ensur
identifier and counter checked by

No sterilization will be performed
at least two living children, both

The acceptors will be treated with
and empathy. The dector in-charge
that all persconnel follow this 4ns

ble for this,.

the wife will be sterilised
ed by tha FPA/FWA or the
the operating surgeon,

unless ths acceptor has
over one year old.

utmost proficiency, care
will be responsible to see
tructicn,

Yor a vasectomy, the physician (Surgeon) and the suppo.iting
staff will be paid a msum of Tx, 15/~ (fifteen) only and for a
tubectomy Tk, 20/~ (twenty) only,{Detalls in appendix IIX

Petty expenditure required for the

purchase of soap, smoda,

kerosene o1l etc for washing and auto-claving of linen and

for the management of the operatin
PL account up to the limit of act
financial rules.

g centre will be met cut of
uel cost, in observance of



10,

11,

12.

13.

4.

15.

16,

- 2 -

Under excepticnal circumstances, life saving drugs and
infusion fluid may be purchased wien not avallabla in the
&tock on the specific prescriytion/certificetion by the
physician up to the limit of actual cost on case to case
baiis. Vouchsr/accounts will be maintained for this,

All payment and disbursements will be made on wouchers,
bille and recorded in fegisters, etc as may be applicable,
duly receipted/signed/thumb impressed. (Specimen copy
sppendix II) Full particulars, sddrass including postal
address and the address of the referer in the case of an
acceptor si.ould be recorded,

Organizations having own hospital and clinic may provide
steriliration services on the above principles and may be
provided with monetary and logistics support on cash basis

in lump sum/bulk provided that proper accounting to meet the
audit needs im meintained and submitted to the PC & PP officae
from where such assistance is recaeived,

Centres/Clinics functioning within the Jurisdiction of the
Thana will be serviced by the respective Thana office excep-
ting in the case of mobile vessels such as the ‘'Niramy’
vidch will be provided with logistic support by the District
office, Dacca.

Transportation charge, surgical apparel and any other
conrpensatio-n provided to acceptors, will be uni form and no
extra benafit will be provided in cash or kingd 0
Similarly there will not be sy referral of
follow-up fee to anybody referring the acseptors for
sterilization operations or providing follow-up servicas
aXcept the amount by PC & FP Division, :

Dais, PWA'Ss, FPA's mkXX and FWV's will be entitled to
re-emburaement of actual axpenditure on zccount of travels
in connectio~n with referral of case of sterilization and
IUW f£rom contingency under PL account. Travels beyond five
miles for this purpose will be admissible under norall rulesg.

They will -also be eantitled to referral fee provide 4in the
scheme (Tk. 3/~ for organizations/agencies, utilizating
facilities made available by °“the PC & PP Division. Money
surgical gppawel M,S.R. etc will not provide additionai
benefits to the workers/staff or clients,

PC & ¥P staff should orgasnitze scheduling of operations so that
acceptors do ot report to the operating centre in large num-
bers in an unmanagesble manner. Up to six tubectomjes or 12
Vasectomies ibguarxpix per physician per day may be considered
well manageable., The number of tubectomies should not exceed
12 and that of vasectomies 24 per physician per day.



17« The performance report will be submitted/collected by the
Thana office/District office as the case may be. Care should
be taken to avoid duplication.in the matter of submission of
report. (in uniform reporting form bs developed by the Dte.)
m;ioning the referes, place of operation, name of the clinic
etc).

Staerilization opeiations (tubal ligation and vasectomy) will
be pcrformed in Rural Health Centres, District H-ospitels, Union
Pambly Waelfare Centres, Subedivisional Hospitals, Medical Collegs
Hospitals, Maternal and Child welfarc Centres, model family planning
clinics, hospitals run by rallwsys, police, armed forces or private.
organieations and other institutions appruved by the PC & ¥P Divisior

The Assistant Director, MH/FP uill be responsible for certify-
ing that the facility is able to safely perform these procedures,
This responsibility can be delegated to district and thana Medical
Officers, if necessary. To certify a facility for performance of
sterilization procedures, the responsible medical officer must
deternine that,

e <

1. Adequately tralfizd personnel are available; )

2. The preiitses §FETCl8an Hhd adequato 1iGRE snd Watar,are )
avatiahlepy ot -

3. A1 adeguate supply of sterile surgical instruments, drapes
gloves and other supplies is available;
4. an adaquate amount.of the. neceasary diﬁ&?ﬁ?ﬁaﬁé;ﬁéifgﬁﬁbiggs;g
“ds svailahles; ' '

5.  appropriate emargency dérigs and equipment are avallable..
6. f;i»?Bagﬁnalbé$éﬁbggégrgbg?iisf'operati§§j255§§§i§?iiz§§#1lable,1
7. 7 'Staff is available to provide necessary medical care during.

- thi.; tim; e o

8. A clean and functioning toilet and a near by source of water
are both available.

f owin n ust b -~

1. Personnely Operations will be prrformed by apecially trained
mediéal doctors with the assistance of para-professional staff,
.8urgeons .and ell other.peraonnel should ba traiued.to manage
1ifs threatening cosplications, perticularlys '@ j '

- Respiratory arrest (by lisertion of 6Fal affway #bd mouth |

artificial ‘respiratio-n)y e

~ Bypotension (by intrasvenous @rip of adrenaline,. using: ..
A’Qﬂ'-_ﬁf’.lllom adrenaline in 30¢c saling or dextrosa and .
vamter) Lot s
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3.

e

4.

%
S

Ay room which can bo cleaned and washed with disin;
will be adequate for_operstion theatrs (0J) . EYectféteyupd
runcing: water” are not: necessary:. A good flashifght ahoura’s
gwpilable, 2R al)vox

rombortuecptrgioud ATV

ARY <cleen table large emough to eccommodate the patient can

be used. Bupplies can be pre~sterilized and brought in a sterile
Pack or drum, or ghey can be sterilired on:the premises with
an autoclave using either electric or kerosene heat source.

The following specific sterile supplies will be neededs

Gloves

Surgsons gown, csp and mask
Drapes

Dressing

Cotton squabs

Pelvic speculum

Surgical ingtruments

(a) For tubectomy ooutainer- 1 (stain less steel) 10°x 05 "x2s"

l. Uterine elevator 1 some eurgeon do not use
2. ©Sponge holding forceps— 9k~ 1
3. 5yringe with needle, 10cc 1

4. 5calpel handle & blade 1
S« Moaquito forcep 4
6. irtaery forcep 7° 2
7. Right angled retructors 9" 2
8. Scissors 2
Dissecting (Mayo) 1i
Stitch cutting 1i
9. Babcock forecep 2
10. Dissscting forcep 2
Toothed 1
Non~=toothed 1]
£3. HNeedle holder 1
12, B5suturing needle 3
i circle rounad
_ body b Y|
Curved cutting . 1}
Sxin needle
( atraight) 1]
(b) For vasectomy;
8ponge holding forceps 1
Syringe with needle, 1:0cc 1
Scalpel handle & blade b §
MosQuito forceps 2
Sciasors~-atitch cutting p
Dissecting forceps  J



Toothed Y|
Ron=toothed 1}

Needle holder 1

Suturing needle
Curved cutting 32

Vas forceps (if available) b |
Allis forceps (if vas
forceps not available) 1

Drugs and other supplies neededs

(a)

(c)

(a)

(e)

For Preparation:

Soap
Bhaving kit
Cotton

lodine & savlion (or other
disinfectant)

R Ry e

Inj. .\t:opﬂ.no O.LMJ 150 Grair'x)a—(:lﬁ.:emativelh o-t -p

L - -l
" Inge: Fhenerm 50 _h,,. 100 Gr, cazn be used)

ib: oparatxve’“muqu!.a & Aneathestn&
:.\l—wqu ?-)_. . . ad

'Inj. Pathidine 50 mgm .,

T o ket 3 e I aa b

{Do- mr'awmm IV BECAUSE OF DANGER OF)
'RESPIRATORY ARRESTsGIVE 5Omgm IM 30, #in’before’ opc:amn)

xn:.* Dlexepon 30 w55 (valim) 7
Iocal nnuthet.tc- ‘1% nlocaine 1_- “bes

'-." TANE
NP8 Voo

Expendablse surgical suppliess

3'0° s8ilk

1’0" Plain catgut/Ceramic catgut

Leukoplast

Emargency supplies:

Soo oo bnu‘b! throu wu:h nqmar‘nﬁtnoq

Injo Adrcaaunc ‘1. 89w per co e
(ral.ooo “solution)

AT~ 1 ot o

" oral duayu (1arge 'and emall sixs)” 3
'Hand or. -£o0t powered @ luction machine with~ tubing and~

 catheters,
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(n)

Antibiotics- give tetracycline, 250 mgm, orally,
4 times dally for 5 days, start before the cperation,

Yor post dperative analgesia:s
Paracstamol 500 mgm,

Miscellanedcus supplies;

Sphyamomanc . eter
Stethoscope
Hemoglobinomaeter

Test tubes

Senedicts solution
Glacial Acetic aAcid
Alcohol lamp

Cliuicel Tharmometer
Flash light

Foor fur post oporative patients and families
Urinary catheters

FL e¢arrying stretches.

EREEARATION OF STERILE SUPPLIGS

Autoglave;

This must be a steam tight chamber, at the bottom oi the

Chamber there is usually an electric element which heats the water te
make the steams The 1id ia heavy and has a rubber gasket and a pressu
mater, Sometimcs a kerosenie or gasoline stove is used to provide
heat. What can go wrongs

1.

2.

3.

The chamber may leak-

any local welder can stop the leak

Heating elemcent may not work-
Blenents are usually damaged by the carelessness of the

autoclave operator. The most frequent cause of Gamage is that
enough water was not put inte cover the elemant.

Solution= always use enough water

-~ reolace the element if it 15 damaged

-« pubstitute =z kerosene stove as a heat sources.
Pressure stoves are needed, and a large size
works best-~ This can only be done i£f the heating
element can be removed.

The gasket can give problems- then it is not tight, steam
will leak, enough pressure will not be generated and sterilizat:

«ion will not be perfect. Repair of gasket can be done at the
district level and above.
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és It is easential that adeguate pressure be maintained for
at least 30 minutes. You can check the pressure by the
preasure gauge on top of the autoclave.

Suxgiccl Hard Waxe:
Scissors~- Both dissecting and cutting scissors are costly.
If they are boiled, sharjpness will be lost.

All shasp instruments are usually sterilired by immersion into
lysol or concantreted Dettol but they wust be washed in water which
has been boiled bofore use, othervdee the chemicals will cause
injury tc tissue.

all othar surgical instruments can be sterilized by boiling or
autoclsving but meticulous cleaning and drying of the instruments,
after use, is essantial, .

furqical Rubber Qlovess

After each operation the user should wash his glovod hands
to removs blood and than take the Glovas off. O0.T. Nurses must
clean and put them under a fan or in sn airy room until they are
complately Ary. b
a-uteclavings

Hethod of Sterilixation of Moteriols)
There are 3 conventional methods that a-re useds

1. Bolling in water: Time is counted £rom the start of vigorous
boiling. At least X minutes is needed.

2. Autoclave; Exposure of materials to steap under pressure

for a specified time and at a specified temperaturs and
pressure,

3. Ohamical sterilizers:
Commonly used are

1) Lysol sol 4) Dettol

3) EZspherin 5) Hibitane

3) Cidex ¢ Savion
(L) LINEN .- ve, %))

sSurgeon gowns Autoclaving
Apdoreinal gheets autoclave
Towels Time- 20 min.
Trolley covers Pressure~- 20 lbs

Gause & cotton Twmp.~ 2%0°»



(44)  INSTRUMaNTS ARtoclave (as 1inens)

Boiling~ 30 min.

from the time water starts
mu‘.nq.

(111)  EHARP INSTRUMENTS Inmersion= 30 min,

in Lysol or Dettol

(iv) BRUBBER _QOoDs
Gloves autoclnve as linens
Catheters Immersion- 30 min,

in Zepherin or savlon

NOTE: GQloves must be complaetely dried and powdersd beafore they
are restrilized, or they will stick together and be xaxx
unusable.

T CKe

Vasec A complete but brief history and physical
examination should be done to be sure there is no serious disease
requiring treatment. .A slde from local disease in the acrotum,
bistory of abnormal bleeding or allergy to local anesthetics there
are no specific contraindications,

Tub A #imilar brief higtory and physical exam should
be parformed including a pelvic exam and a determinatiou of tha
blood pressure. Pelvic infection and suspected tumors are contraia-
dications, Pregnancy is a contraindication unless the Pragnancy is
terminated at the sace time as the tubectowy oparation, H Ypertension
is not a contraindication, sipnce pregnancy is mor2 dangercus in
hypertensive women, but the blood pressure must be watched carefully
during and after oparationm. Haamoglobin should be determined and
the urine tested for glucose and albumen, If the haemoglobin ig
below 8 gramg, the patient should take iron and folic acid for 6
weeks and return for operation after this. If the haenogldbin is
batwean 8 and 11 grams give iron and folic acid for 6 weeks after
oparation, '

‘ If glucose is present in the urine, operation can be done

unless it is 3+ or 4+. If 3+ or 4+, treat for diabetes and operate
a few weeks later, If there is 3+ or 4+ almuminuria, this must be
corrected before operation.,

A Ca-se rejected on medical grounds will be paid Tk, 10/~ .
&=8 transportation cost. This payment can not be given to more than ¢
4X of the total cases in a centre, They will be advized to take up
other methods.



LRMPERSATION IO AQCEPTORS

A woman should be given a pilece of new saree after she is
Clesned and prepared for the operation. This is for the maintenance
©f cleanlinsss to awoid pcst operative infection, A man should beg
given a piece of lungi before Vasectomy to wear it likewise. a
tuboctowy case will be paid an emount of Tke 38/- (thirty five) only
88 transportation charge and Tk. 30/~ (thirty) only ag food charge |
when food in kind {s no* provided by the Hospital/Clinic frea of
cost, This include food for are elterned). Wwhen diet i» supplied by
the Hospital/Ciinic, the actual diet charge will be paid to the ’

authority. Under no circumstances will thare be double payments,
A Vasaectoazised cace will be paid Tk. 30/~ (thirty) only as trange
portation and Tk, 10/~ (ten) only aes food charge.

Clients rcjected on Medical raasons may be ppid Tk. 10/~ gs
transport cost/ but not exceedingly ¢xX of the total operation
performad. ‘

JAGECTOMY TECHNI QUR
Learation

The gecrotal operation with two longitudiral incisions on
either gide of the upper part of the Scrotum is Tecommendad,

dnstxumentgy

The most important instrument is the Vasectomy forceps. Allis
forceps can ba substituted, but thig requires a bigger iocision
than the vasectomy forceps. The vasectomy forceps is sharper thea
the Allis and has only one tooth with ajaue.

Bxe and pogt operative Medicationag

* Give tetracycline, 250 mgm, 70,4 times daily for § days
(20 capsules). Give Ist dose bafore the operation,

* Phonergan, 50 mgn IM, can be given te relax the patiaent.

- Give Parucetamol, 500 [gm, every 4 hours as needed for post
operative paid.

Note: Ipjection ATS {senot Decessary and can be dangerous. It
should not be used.

Bxo=opserative preparations

The client had taken a bath after wvhich his scrotum is
cleaned with non-drritant antiseptic solution like savion, Strong
antiseptic, lédine or spirit should not used because they cause
Savere icritation, aAfter painting the scrotum, a vasectomy sheet
is applied and the scrotum is delivered through g amall hole in the
Vakectomy shaet. No teping of the penis is required.



Thu vas on both sides should be palpated carefully. The utmost
gentleness is practised to handle this very sensitive part. Pain and
discomfort st thismstage will induce Spasm ©f the Cremeastsr and will
Cause retraction of the tasticle making operation difficult., T he vas
of ths salected side is maoipulated to isolate and fix it under the
skin in the most suitable position for incision. The thumbd and index
fingexr of one hand mairtains gentle trection of the testicle downwards
and the corresponding fingers of thie other hand are used to manupulate
the vas to bring it upwards and laterally. This will bring the vas
away from the uther structures in the cords The cord s haeld in this
position and 4s now supexficialy just under the akin and dartos suscle.
In a thin person it can be seen clearly under the skin, '

- RSAC * . - ? o). RO Lt an - s DR 9
is mastersd, then Vasectomy 1is a'simple operation,
dniection of localy

In this position of fixation, local is injected gnto the skin

and then close to vasal tissue. In all one needs only 1 to I cc of
local. .

Ancizions A ekin Licision o /3 to i of an inch & made directly
OvVer the vas whare local is deposited, in the line of the vas. after
the skin iz cut, the darcos muscle is xr peparated by fina mosquito
forceps. _

&dLting of wag:s The Vas forceps or other tissue forceps 48 used to
hold the vas. The vas forceps is intw ducoed through the incision apd
the jaws are cpened. The forceps is advanced over the vag to g0 behind
the vaz. Once the forceps is behind the vas its Jaw 43 clossd,

The vas iz now pulled Wp, by the forceps just above the sgkin
incision, It cannot be pulled further uniess the sheath ias incised.

Take the scalpel and incise the sheath longitudinally, If the
shaath i3 inciged pProperly the vas wille pop Up as a smooth 14ly white
tube. Hold this with anothar forceps and release the Ist forceps.

The vas 15 now pulled Up &asily for about an inch length, It can be seen
now that thare is a thin mesentry like structure attachsd to its inner
8ides, The vas 15 pow excisad, aftar ligation of both enis, Usually 3-5 .
o 0f vas is removed. Crushing, thin "and tight ligatures are aveided
Chromic 0 catgut is prefared, '

Assure complete haemostasis before skin closure. After returning
the cord to its normal position, thc akin is closed with one or two
silk suturaes. The skin can be closed with plain or chromic catgut, Some
pesple 3o not use any stitfohes. Use of non absozhable skin sutures
(8ilk) is recommended sc that the acteptors will rsturn for recoval of
stitches and thereby follow=up 1is assured. ,

EQat_ensracive counsellings
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Immediately aftor vasectomy he is not sterile. He sust wse
contraceptives 1f he wishes to have sexual inter-course. Otherwise
the sperm beyond the ligation will pass through during ejsculation
and can cause pregnancy. It has been estimated that sperm can surviv
up T 10 to 12 ejaculations. The client must be supplied with 18
condoms free of cost and advised to use them during the gct of
coitus until they are used up..

inatructions of Dischaxgaes

Teks the medicine prescribed by the doctor (antibiotic and
analgesic) .

Use tight under pant or a scrotal support for 7-8 days
Return for stitch remcwyel between 5-7 days

!, D0 not disturd the dresaing

" Use condoms, as directed
If there is any problem, report immediately.

Somplications and side Effectsy
1. Pain at the site of cperations

This should be mild and disappear within a week. More severe
pPain and dragging sensstion may indicate haematoma formation,

2. Brussing of skin will diseppear by itself in a few days.
de Post operative bleeding and infection:

" These require active trestment. Due to tha looseness of
scrotal skin, smell persistant bleeding can cause a slowly
enlarging haamatoma. Absolute hasmostasis should be secuced.
Care should be taken not to damage bPampiniform plexus, vessels
of the w29 and gkin vessels. :

All bleeding pointa should be securaly ligateéd and bleeding
stopped before skin closure, Risk of post-op bleeding can be
skapyadxx minimised by ensuring rest for a while after operatior
and avoiding heavy manual work for two days

Treatment of hma‘toma depends on the size:

== A omall hacmatoma (less than 3 cm acroes) eituated in .
superficial tissue layers, 1s maznaged by bed rest at howme &dr a
few days. - : . '

== & large haemotoma 1s usually due to accomulation of blood in
the tissue plane around the tunica vaginalis or within {t, In aither
case the swelling will obsoure the body of testis and the skin will
become tense and fluctuant, Large haematoma should be tresated by
immediate hospitalization and surgical svacuation of the haematoma
under strict aseptic conditions. This procedure will minimise the
Chance of infertion and resolution will be spesdy. Xt da_mch hattarx
*BK~,o]- B R Y . i, el St ° .o 2T

2N Hve B AL Qe '
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Infection is less common than haem:toma and may corplicate
haenatoma. In some cases local infection caz oconr at the site of
the inciaion. Patients with swelling and tendorness should be trea=-
ted with antibioticu for infection,

uil) Pe ro tion to sntibiotica,

4. Injury to the tasticular artery has been Ieported and is a
serious injury. It is very rare occurence, but i1f it does
happen immediate spccizlist help should be obtaincd.

Se | leng tam complicationsi

= bucendary infecticn may océur saveral wecks -after end msy
be' associated with a tender lum at the state of incision,
Usually this infection ariess in a maenstoma, Xf pain and
swalling are severg, surgical drainage 48 needed,

= Orchitis and epididymitis can Venereal diseasse, or thig
Toauson, operation should not be done until after these condie
tions have bean treated and cured.

= Spermatic gramuloma is rare, but can cccur at the testicular
end of the cut Vase.

If painful, it should be excised,

Iollow=1n;
Vasactory cases should be checked in the RHCg/Clinics or

followad=up by thu PFA till the wound is healed. Removal of stitch
is not nacessary when po suture of absorbsrle suture i3 used,

In the evant of delayed healing or any other coxplication the
patient rhould he referced to the naarest hospital. Actual tranage
portation cost will be met from FL accounts DY the Thana Office
concerncd.

The Minilzp procedure using the Pomocroy technique 13 praferrad.
A uterirne elevator incerted through the vagdrpe can he uged, but
most experlencsd Surgoons £ind it unnecesnarye The operaticn is
much mwre acceptable to the patient (f vaginal manipulatione can be
nVOide, v T clo a t

nreoperaiive chegk 20,

Other tuchniques, using instruments such es the laproscope
and the culdoscopas, retuire special training, Those technicues are
not descriveu here. Chanficusl sterilization, with salercsing agents
such as Quinagrine 1s still an expearimeatal procedura, ,



-1} =

MINILAP TECINIOWRS
. The Acceptad patient takes & cleansing bath,

Blood pressure, pulse and respiration are reco:d‘od before
operation and every hour for 4 hours aftarward,

' . w.{»ﬂ_—.: soi—,‘» T S WA A By A T L v T g ¢ ot ¢ames

G505 67 § Bos ind w5 1equtes S0 ¢ hours’ betars:

Enema {8 given only when bowel has not moved Satiafactority,

Shaving or clipping of pubic hair is only to be done by
eXport personnel.

* A clean operating gown 1s supplied to each client,

ot ey Should Fecelve prophylactic astiBiGEISH G0, ... .,
‘Chemother-ppeutics, ' Tetracycline 250 Bom 4 times dally starting® o

e X on. ¥h n, .Atropine sulph 130 ‘gx." (0:4 mg) "1, 1. -
.and Pathidine ‘100 wgm- 48, glven '30=-40 minuteg bafors Bhe ‘oparation.:
'Ignqdiatelz;bﬁa_ﬁa:et'giying this. madication she must ‘void (pua:lrmox
in ©xdar o empty tha bkl adderx. . g '
guraged, o

q e B PRt DA I el e T TR Ctvee il egicmen LTy
i .fztitmm:alamip is now given to Felex tha patieat, Slow
joiipavencus injection of Diasepan 10 mg. (Valium) “should be''given at
deust ' 3-5 minutas bcf,c:a.-:the“opgxa,ti_on. Obac:va'“cja.nf‘uuy-jggd susure
that vital signs.are atable, a . Topeat vaginal examination is per-:
formed to. confirm previgus -&indingz, , oo

ratio I tio

The antertior abdcminal wall and pubic area is cleaned and
Prepared, first with lodine, then with surgical spirit and the
patient 18 draped,

25° Trendelenberg pesition of the table is produced at the
time of peritongal opening. (i.e. the head of the table 18 depressed

Zf a utarine elevator is to be usad, the Vagina is prepared
with savion at the time of the pelvic examination and the utering
elovator is insaerted, atter which the patients legs are lowered go
that ghe is flat on the table and the handle of the uterine elevator .
is loosely taped to Xhmiax the inside of the leg . after draping,
the handle can be gzasped through the aArape and manipul ated as


http:depes.sd
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Jecal ssasstheains
3% &yloeaine (11gA0Calna) 13 used as local iiisesthetid agents
£ Talalng Miheals®, dacal 18, infiltrated around.’the Plefned.
bL AnCialon.. A little patience and wmassage wdll bBelp: the: dig-
Ohi-oT looal into the tissus. A total 10=15 oc. local. anass-
o 15 usially” adequate.,

Py WL VN S DA e e

&MpEa_pubic incision;

In patients with a normal sized uterus, a transverse incision
about 1l dinches long is rade, an inch above the wpper border of the
pubic symphysin. If the uterus is enlarged as in postabortsl cases
and post natal cases the incision is made about an inch (2.5 cn)
below tha level of the fundus of the uterus. The subcutanecus fat
is incised and with blunt gause dissection tha shining rectus sheath
can be seen. The sheath is ANparxked < MpxERixim aleo:incised trans-
versely. The cut edges of the rectusg sheath are held by artery
forceps. Thae attachment to underlying muscle in the midline is
separated up and down for about 1 em with sharp dissection. The
pyramidalis wuscles zre mot disturbed. The rectus miscle is spliit

" in the midline and retracted laterally to expose the peritoniun,
With pointed artery forceps the peritoneum is picked up, ta=~king
care not be injure bowel or oladder. '

Ve ”

With the peritonium elevated, & mmall nick with the broadest pe
part of the scalpel blade is made between the forceps. Since there
i8 a negative preasure ingide the abdomen, a small opening intos the
peritonesl cavity will such air in and thereby lift the peritonium
further up from the underlying loops of bowel. Thi peritoonsunm is
opened longitunidally,

Relivery and ligation of tubesy

The index finger is inserted into the palvic cavity and the
pelvic organs by palpation. If the uterus is retroverted ocne can
easily correct it, Place the £inger on the posterior wall of the
fundus and move it in either direction to fmel the tubes. The tubes
are soft, slippery and are quite long. With practice oune can easily
hook the middle part of the tube and alevats it Up nearer the
incision. W hen the tube is saen, it ic grapped with a Bakoock
forceps.

Somatimes it may ba difficult to deliver the bubas. In that
Case it may help to apply counter pressure to the surfaca of the
anterior abdominal wall to asaigt in elevating the tuba. Rarely
two fingers are needed, one infront and one behind. Blipping tche
fingers #&xtk side ways the tubes can be grasped, one at a time, in
Petween the two fingers. If the uterine elsva=-tor is used, the
uterus is brought up immediately beneath the incision by manipulating
the elevator. The uterus can then be tilted left and right to .
identify the tube. t -

The experianced operator will haw
BO tTrouble with this, but if thers is any doubt it ig a simole matter
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The modified romeroy technique of tubal interruption is
preferred. A loop of tube is elevated and a tie of chronic '0°
catgut is tied at the base of the loop 80 as to include 3-3 cm of
tube. The loop 0f tubg sbove the tie is then excised. It s ixpor-

tant to use plain catgut )
Mmmm;gnmwmw
abkrorption takes placs,-

Sloguze of the sbdomeny

* Feritoneum is closed with a continuous suture of chromic 'O
Catqut, .

. Rectus muscles are brought into apposition by interupted 'o°
plain catgut sutures, tied loosely because muscle is soft and

Rectus sheath is closed with interupted chromic '0' catgut.
. Skin is closed with 2 silk or Nylon sutures,
. woukd 18 covered with gauge and leukoplast 15 applied

t tiv

After the opematicn the client is brought to the post operative
area on a trolley or a stretcher.

s g vy = r—ty,

sxnce-.:.trug?'_bﬁéi“’a'fE“uﬁujn;;doa"eﬁqndJ:"15&:31‘?"".5‘&&56.:3;?‘6&5};5;,,

“spacial :care’is required:othar, .than rest, recoxding’vital signs’;

every hour and inspection of;tha’ wound. Patienta.should be kept.;

§Plar cbeervation of’a Physician’or atrun-dm-eﬁoum:;w
:hours.” During ‘this’pegiod’ 88, temperaturs,  respiration. and:
dutmion'ofg.,-thp‘i=hbdo-gxfj'ihoﬁl“d "be chacked, The physician should
ba’called in' the event-of-any-abnormality, -
Food and drink is xestricted for 4 to 6 hours: because.of. -

Dausea (dus to: the pethidine)~and’ drowsyness.  Oncs, the nausea ang:
drowsyness: are OVéE:the: client is encouraged’ to’ walk.when she is
able"to~‘~vaid-~‘nhe-:'u*‘]’:emittid*to"go-houm Many ‘of*the clients may
have to walk a long way home or have to undertake a long treck by
bus, for this situation it is better to keep them longer, if poasi-

ble overnight.

Clients who are city dwellers or close to the clinic can be
allowed home within 4-8 hours.
W”-“""ﬁ'*—-_.w-

5o A0 e maJoriTy of casedaifall meal cai belesten A HoRT,
after:the cpération.. - ,
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dnatxuctions ou discharga;
de Raport immdeiately 1f there is execossive pu;:. fever,

abdoainal disturbance, Siecherge frem the wound, or if skin rash
or other allergic symptoms Sevelop.

e Take tho medicincs as diracted. by the Doctor.

3. Return to the clinic for removal of the stitches and post
operative check wp betwean 7~10 days :

4. Rast at home the firgt daye.

S. Mormalight work can be resumed the following day, but patients
should het lift heaawy object for 3 weeks.

6. Saxual relation is not prohibited.

The tubectomy case should be checked and followed=up during
the first 3 days and then on the 7/8th and 9th day. The stich should
be removed aftar the 7th or when the wound is healed, The stich
may be removed by the FWV or by a trained PWA under aseptic conditions
Antibiotic ointment may be used affer the removal of the st tch.,

In the event of any gmtuzymi delayed healing or any othar compli-
cation the operated case should be referred to the nearest hospital
ACtual trangportation cost will be met from PL acoocunts by the Tharna
office concemed.

All tubectomised cases will be followed=up and checkad after

3 veeks, cne month and 3 months and then at 3 monthly interval for
two years. Complaints such a8 pain, weakness, etac. should be attended
to and in some cases, treatment may be required with Vitamins, Iron
tablets ety In rare cases P_regnancy may occur. In cogplications and
Pregnancy, aassistance from FWV and Thana level officers should be
sought immediately. aAll cogts of such cases will be bormn by the Govt.
and paid by the Thana office from P.L. account, _

During the post operative visita, the FnVs/FWas should devote
some time to the immmization, health and nutrition of the ¢hildren
and the family of the acceptors, '

All pa tients mmxix must be followed=up and complications of
any sort must be traated promptly and vigorously. Fwas and other
PC & FP staff are responsible not only to follow-up the cases, but
also to ensure that complications ere tregted. ALY _problems obstryce
ting prompt treatment should be raported

-0 correct the situation,
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In 95 percent of acoeptors' Pogt~ Op' is ﬁnov-ntful.'xn less
than § percent of Cases, minor ailments such a8 wound swelling,
discharge or stitch abecess may need additional care. 8erious wound

infection Tejquiring surgical dirainage 1s rare, but Can occur and
nothing is gained by dalaying pProper surgical treatment,

. When the wound ig healed, the client ie allowed to return
to her nomal Iroutine,

All patients are instructed to have e six end twslvae monthg
check-1p. '



Appendix I
STERILIZATION DIRECTIVES AND STANDARDS
OF BANGLADESH GOVERNMENT



Government of the People's Hepublic of Bangludosh
Population Control & 7§ Division
“ Population Building *
Asimpur, Dgccz~ S,

Memo No. PCLPP/2-2/S4T/80/ Deted the _____ , 1980,

To
The Deputy Director,
Population Control & FP Office,

In recent time a significantly higher number of deaths
have occurrad among Tubectomy cases, a large majority o whom
have bean due to respiratory arrest presumably caused by
intravenous use of pethidine. It is therefore strictly instruce
ted that Pethidine must not be given intravenously. Pethidine
must be givan 20 minutes before operation.

In this respect the recomrended procedure is as given
belows~

1. Inj. Atropine 1/100 to 1/200 grain ang Inj. Phenecgan
25 to SO mg., 40 minutes before operation.

2. Inj. Pathidine 100 mg. Intra-masculerly, 20 minutes
bafore operation.

3. Inj. geduxen (Diazzpam or Valium) 10 mg. I/V, on tha
operating table.

4. All thesa pre-medicacion should not be allowed to be
glven by any untrained staff.

N.3. Medical oOfficer, will be personally responsible for
Proper selection of cases after through examination
and clinical dates must be recorded properly bafore

pre-medication. given. ,
v s rllp../&". .
\:i N ,/

( Boi. L.a. ¥fan )
Director Seneral (Imp.)
Population Control & FP Division,

Memo No. PCAFP/u4T/2-2/80 Dated:
Copy forwarded for information to:-

l. The Diraector /Imp) of this divigion
2. The Director (Admn.) of this division

- 3. P.8. to the Secretary, ¥C & 7P Division.
4. P.A. ta the tiractar ranaral (Imp) °C.& ,.E‘p UiVii&Oﬂ

o }":;lr;t“- \.’9
N
(Rafiqut Islam)
Asstt. Director {MCH)
Population Control & FP Division



Vodivan™ b THS (Cila’s Wi diluce i dii s amad
a0 Aalation contral ¢ PP Division
* population Building *
Asimpur, Daccs~ §.

Memo No. PCLFP/S&T/80/ Datad tha . 1980,

To
The Deputy Director,
Population Control & Family Planning

Subject:~ SPAND/RD_ FOR STIRTT*=aTION

In recent time the incidence of complications of
sterilization have harply risen. In order to identify related
problemsg, this Division has assesed the situation and found
the following major reasons as contributing towards high rate
of complications;-

1. Large number of cases performed in a day by one surgeon.

2. Poor case szlection leading to operation on clients who
ara severely anaemic, seriously mal-nourished. acthama-
tic or grossly diabetir,

3. Improper route of administratisn and laror dosa of
Ssedatives as pre-mearcacion.

4. Inadequate management of complications aud emezgenciea,
particularly in case »f resplratory arrest.

Pollowing instructions are tharaefore laid down as addition
to our existing guide-lines:

l. = The currently existing limit of 12 cases of 3terilization
per centre per surgeon must be more riyidly enforced.
Programming in the district level should be scheduled in
a way that cases can be more widely distributed betwezn
all existing equipped caentres and all ....:ed doctors
avallable in the district.

Attempt "should be made to utilizo all manpower raesourcee
and sorvice facilities in the distrin®. ~~snding on the
availability of newly traine’ .we wCre ccntras should
be opened.

{N.B.: Please send us a list of curvantly used
‘sterilization centres “n you. ....-ict).



a. «0 {ntra-venous Pre-medication should be given axcept for
treatmant of emergencies. (irleasa sae inatruction vide Memo
No. 6-3/15#779/9510(73) dated 29.11.79).

3. The operating surgaon must take respons! Hility for everything
that happen to the Patimnt beZore, during and after Operation.

1) thus tho surgeon must examing and select the client
himself/hmarself and certify to that effect;

i1i) check the haemoglobin lavel and record it on the form;
it4) Prescribe the dose of pre-medications according to the height
and weight o: the patient,

1v)l ensure monitoring of respliration and ;ulse evacy 10
: minutes after the pre-madication;

v) certify fitness befora the Patient {s G&ischarged;
Vi) epsura the patient {s not dladetic

4. Tha District Technical Committac must caertify each.surqeon
who 13 allowed to do starilization. The Committas must be
sacigfiad that the surgeon has performed 10 tubactomy and 2
vVasectomy under supervision of a trainer.

Se All certified Surgeons must be trazined {n mouth~-to-mouth
resuscitation, °

6, All surgeons must be familiar with official orders and
instzuctichs ard all newly t:_lned surc.ons must be suppliaed
with copies of existing guide~lines. Tha Caputy Directors of
the districts must ensure tha all new T?Ds raceive copiaes of

all guide-lina.
s/‘%

(Atiqur Rahman Khan)
Liractor (Services & Trg.)
Population Control & Fp Division.

+ontac.. 3.
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Memo No. PCLFP/8-3/188/19/9510(73)/ Dated _____ __, 1960,

tos

i.
2.
3.
4.
S.
6,
7.
8.
9.
10.
11,
12.
13.
14.

18.
16,

17.
8-

Copy forwarded for information and neceasary action

‘PeS. to tha Hon'ble Minister, In-charge, Health & Family Planning.
P.S. to the Hon'ble Deputy Minister of Health & FP

P.8. to the Secretary, Population Control & FP Division

Joint Secretary, Population Control % FP Division

Director Genersl, Programme Developm@nt/lmplementat1on/NIPORT

All Director of this Division
Dlrtctoz,(Implcmoncat105)/Decca/RaJshahi/chittaqonq/khulna Divn.
Director of Health Services, P/c

Deputy Director (Finanea) of this Division

Deputy Commissioner, All district

Civil surgeson, All district
Asstt. Director (MCH-FP)/asstt. Dircetor (Ganeral)
President, BAVS, 13/2, Dhanmondi R/A, Dacca- 2.
Manager, FP Clinic, Ganesh Para, Syedpur/Rangpur.
Office file.

Project Diractor, Mohammedpur Model Clinic.

TP Model Qlinic, Dacca/Rajshahi/chittagong

unt encies
M1 Woluntary Agenc T AonesanNuSYY

( Nargis skhter )
Dy. Director (MCH-FP/S&LT)
Population Control & FP Division.

»




Appendix J

BIOLOGICAL VARIATIONS IN RESPONSE TO A STANDARD DOSE
OF A SEDATIVE DRUG
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APPENDIX J

NORMAL RESPONSE
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