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EXECUTIVE SUMMARY
 



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 consisted 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.
 

Inaddition, 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. Inmost 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 were

unable to react rationally to pain and had to be held down so that the surgeon

could continue the operation. Inmost procedures observed by the author, four

holders, in addition to the surgeon and his assistant, were present inthe oper­
ating room.
 

Very little anesthesia monitoring was done. Occasionally, the pulse

was counted; less frequently was it recorded. Little effort was made inmost
 
instances to measure and record respirations and blood pressure.
 

The BAVS clinics appeared, for the most part, to have adequate resuscitation
 
equipment, but inno 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 isgiven to anesthesia and resuscitation in the
 
curriculum.
 

Before leaving Bangladesh, the author met with officials of the Bangladesh

Family Planning SErvices and a n d anesthesiologist who participated in dis­
cussions of recommendations to improve anesthesia practices. In general, these
 
recommendations related to:
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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 so 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
 
and 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 recommendations 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. All 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. Inthe 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 Khulna districts. Three of
 
these respiratory deaths occurred in February 1980 (see Appendix B). 

Because of suspected alterations in the potencies 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 inBangladesh. Meperidine potency was within + 5 per­
cent of the labeled concentration, but Diazepam (Valium, Seduxen) varTed between 
100 percent and 90 percent. Diazepam produced inthe 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 inonly 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. Inaddition to consideration of giving some or 
all of the drugs intramuscularly, a siple, clear guide to drug dosage should 
be developed based on height and boc'K build and distributed to all sterilization 
centers. Another important component is to educate ,.urgeons to the dangers of 
using large dosages of sedatives sirrily so t:,,at the patient will not move 
during the procedure." 
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10 further define the problem, David A. Grimes, M.D., and Bert B. Peterson,
 
M.D.,' visited Bangladesh inJdne 1980, and made an epidemiological study of
 
the deaths that occurred inthe sterilization program inDacca 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. Inaddition, 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 in24 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. All of these drugs were administered
 
intravenously. Grimes and Peterson observed five patients undergoing tubectomy.
 
Inno instance was the patient conscious during the procedure. Infact, 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. Inaddition, little
 
effort was made to monitor the patient during the surgical procedure. Infact,
 
the team observed that "inthree tubectomy cases the surgeon unknowingly operated
 
on a patient who was already dead."
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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 inDacca, 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 inDacca. Itislocated
 
across the street from the BAVS headquarters. Approximately 600 to 700 steriliza­
tion procedures are done each month inthis facility. Dr. Salahuddin Ahmed is
 
the director of the clinic. Since the clinic's opening in1975, 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 inBAVS clinics are
 
included inAppendix F.)
 

On July 24, the author visited Sir Salimullah Medical College inMitford
 
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 indetail. (The

lecture schedule isincluded inAppendix G.) During the ensuing conversation,

Dr. Rasul indicated that while practicing inChittagong, he had managed 30 cases
 
of respiratory depression during tubectomy. He agreed that narcotic antagonists,

resuscitation bags, and airways should be standard equipment inall 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. Dr.
 
Salahuddin Ahmed accompanied the author on this trip. The director of the
 
clinic isDr. Najim Huddin Ahmed. Dr. Ahmed stated that inMay 1980, 48
 
tubectomies and two vasectomies had been performed; inJune 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

Co ission, and Dr. Nargis Akhter will, presumably, replace Dr. Khan. The
 
problems related to the administration of analgesia for tubectomy were dis­
cussed at length. Itwas agreed that a meeting of Dacca anesthesiologists

should be convened to discuss the problem and to make reconunendations, particu­
larly recommendations on the design of a curriculum for anesthesia training of
 
family planning officers. Dr. 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). Itwas 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 te
 
consensus of opinion of Dacca anesthesiologists, a set of instructions on the
 
administration of anesthesia should be prepared and distributed to all govern­
ment sterilization centers. (rurrent 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
 
tubectomy procedures had been performed in January 1980, 42 in February, 20 in
 
March, none inApril, seven inMay, 13 in June, and 10 as of July 1980. No
 
deaths had been recorded, and only minor infections had occurred. The operating
 
room was inspected 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, MCHFP, Dr. Jahir Uddin Ahmed. One
 
tubectomy procedure was observed; itwas 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 operation. 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 local anesthetic field block with 1 percent lidocaine, sufficient time
 
was allowed for adequate local anesthesia to develop. Also, when the peritoneal
 
cavity was entered, five additional ccs. of 1 percent lidocaine solution 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.
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The next sterilization unit visited was the BAVS unit inComilllk, Dr.
 
Sayed Ahmed is the head of the clinic. The first physician is Dr. Mohmed 
Mmnirul Islam. The author learned that 122 tubectomies and five vasectomies 
were performed in this facility in January 1980. In February, there were 125 
tubectomies and three vasectomies; in March, 88 tubectomies and six vasectomies;
in April, 101 tubectomies and three vasectomies; in May, 14 tubectomies and two 
vasectomies; and inJune, 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 the goveniment. 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 Dr. Lutfur Rahmano No
 
records were available, but these physicians indicated that 40 to 50 tubectomy

procedures had been performead each month, except inApril and May, when no
 
such operations were done because of the general strike. The operating 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. Dr.
 
Shuikh Mahmood Aslam isthe Thana Medical Officer. Dr. 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. Dr. Aslam holds a DVM degree.
 

Dr. Aslam indicated that 10 to 15 tubectomy procedures were done on each 
of three days each week. He indicated that he had performed c.ver 3,000 tubec­
tomips in the past three years. His operating room was visited, and itwas 
noted that there was no electric power. Dr. Aslam had had tht 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. Premnedica. 
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 oi arrival 
inthe 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 lid reflex was maintained. The abdominal
 
wall was infiltrated with 1 percent lidocaine in the first instance and 3.5 per­
cent lidocaine in the second. The maximum dose was held below 200 mg. Skin,
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subcutaneous tissue, fascia, and peritorewit wern all infiltrated, and surgery 
was delayed three minutes to allow the block to set up. Both patients appeared
 

At this point, an additional
to be comfortable until the peritoneum was opened. 

5 ml. of anesthetic solution were used to bathe the pelvic organs. There stifl 
appeared to be some degree of discomfort, although itwas less than that wit­
nessed previously when re :,nce was primarily on systemic analgesia. 

Dr. Begum has agreed to undertake a clinical trial with 100 patients to 

evaluate intraoperative and postoperative patient response to these modifica­
tions inanalgesia and local anesthesia.
 

Following the morning visit to the Dacca BAVS clinic, the author attended 
meeting with Dr. Attiqur Rahman Khan, Director of Family Planning Services,
a 


Dr. 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
 

Properative Preparation
 

There seemed to be a great deal of variation in the preparation of the
patient for surgery. 
 Inone BAVS clinic, extensive interviewing and screening
took place, and a history taken, and a physical, including a pelvic examination,
enema, and cleansing shower, performed. Inother 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. 

Premedi cation 

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
 

Ingeneral, patients undergoing tubectomy were given Diazepam, 10 mg., and
Promethazine, 50 mg., intravenously immediately before surgery. 
These medications
 were given without benefit of a 
continuous intravenous infusion. Invariably,
after receiving the medications, the patient lost consciousness. The lid and
corneal reflexes would disappear and respirations would become slow and shallow.
Inall 11 tubectomies witnessed by the author, there was 
a transient period of
general anesthesia following the administration of these intravenous medications.
Inone 
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. 
 Ingeneral, 10 ml. were
administered subcutaneously, with little effort to place the drug beneath the
fascia to anesthetize the peritoneum. 
Inalmost 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. 
 Ingeneral,
the surgery was 
begun almost immediately after infiltration oF the local 
anes­thetic solution and in only one instance was sufficient time allowed for a
reasonable block to develop. 
Inone 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 itwas 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 inholding 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. Insome clinics itwas apparent that close atten­
tion was being paid to postoperative monitoring of vital signs.
 

Resuscitation Equipment 

Ingovernment-operated clinics, resuscitation equipment was uniformly

absent. Ingeneral, 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 isno 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. Dr. Rasul, chairman of the Anesthesiology

Department, was of the opinion that no other curriculum offered even one hour
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of lecture. It was the impression of the author that in the event of an 
such as respiratory arrest, convulsion, or aspiration

anesthetic complication, 
officer would be singularly unprepared to respond

of vomitus, the medical 
with effective intervention.
 



III. DISCUSSION
 



III. DISCUSSION
 

Itwas apparent to the author, who observed 11 tubectonly 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-like analgesic activity.
 
Like most synthetic narcotic drugs, itwas introduced as a non-addicting com­
pound, but was later found to produce analgesia, sedati n, 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 isexcreted unchanged. Approximately 80 percent of a 100 mg. dose of
 
Pethidine injected intramuscularly isabsorbed over six hours; the mean time
 
to maximum Pethidine plasma concentration is 24 minutes. There is marked
 
variation inthe 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 isbound to plasma proteins. 5
 

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 issubstantially reduced in the presence
 
of cirrhosis.
 

There is considerable variability inthe dose of Pethidine required to
 
produce analgesia indifferent 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 isapparent 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. Itoccurs 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 I 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 liter. With the intramuscular injection of 100 mg. of Pethidine,
 
the peak effect occurs at approximately one hour, and the blood level is
 
slightly inexcess of 0.5 mg. per liter. This level gradually falls to below
 
0.2 mg. per liter by the end of four hours.
 

Inthe performance of tubectomy, a surgical procedure which seldom takes
 
lonner 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. Itwould
 
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.7 The drug ismetabolized both by demethy­
lation and hydroxylation, reactions which take place primarily in the liver.
 
Itis 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 inyounger 
persons, and may be delayed inthe 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 isnoted 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 inplasma concentrations of approximately 400 nanograms per
 
milliliter, 15 minutes after administration. All 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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Diazepam ishighly bound to plasma proteins (96 p.rcent to 99 percent), but it
accumulates rapidly inthe brain and other lipid-rich tissues. 
 The terminal
half-life of elimination is24 hours to 48 hours. 
 With lcr*enez:g age, this
half-life isprolonged. 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
inthe appearance of active metabolites of Diazepam, but his effect is probably

negligible with one-time usage.
 

Diazepam has been used as an 
induction agent to produce general anesthesia.

It isparticularly useful in patients inwhom myocardial disease ispresent

and for whom sodium pentothal might be contraindicated.
 

Promethazine
 

Promethazine (Phenergan) isa phenothiazine 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 isgangrene
of an extremity following inadvertent intra-arterial injection. Arterial
 
spasms may also occur when Promethazine isextravasated around an artery.
may result in gangrene and require subsequent digital amputation. Intra-

This
 

arterial local 
anesthetic solution, sympathetic block and heparinization have

all been used to treat this serious complication. 8 Promethazine isalso 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.v 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 
lidocaine, are
almost unheard of. 
Central nervous system toxicity ismanifested by appre­hension, 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,

nWocardial stimulation, and depression. Severe overdosage may lead to hypo­
tension and cardiac arrest.
 

The "disappearance half-life" of lidocaine is approximately one and a half
 
hours. 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, mnoethylglycinexylodide, 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.
 

Summary
 

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 all 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 unonitored
 
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 must be
 
able to accomplish this safely. 
 Inorder to do so, one must obtain maximal
 
analgesia from the local injection of anesthetic solution and use the systemic
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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 isapt 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. Ingeneral, the maximum
 
safe dose of lidocaine (Xylocaine) is 5 mg. per kilogram. Dosages inexcess
 
of this amount may substantially increase the risk of central nervous system

excitation vith convulsions, coma, and cardiovascular collapse. Some measure
 
of safety isafforded 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) israpidly 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 
lidocaine.
 
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.
 

Inrevipwing 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 isthat there was increased recognition of respiratory­
related deaths previously attributed to other causes, such as allergic reaction
 
to local anesthetic drug.
 

Variation inpotency 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 inBangladesh 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. Itseemed 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 likely explanation is biological variation 
(see Appendix J). With more procedures being done, it would seem 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 iscertainly conceivable that inunusually sensitive indi­
viduals, the usual dose could have produced fatal respiratory depression. 
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IV. RECOMENDATIONS
 

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 isurged that this
 
drug not be administered intravenously unless appropriate resuscitation
 
equipment is available and the coparating surgeon isexperienced in the use
 
of resuscitation devices. Ifthese 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. 	 Premedi cation 

1. 	 Diazepam: Usual dose:lO 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 isnot used for
 
premedication. (See below.)
 

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

4. Promethazine (Phenergan): This drug isnot used for
 
premedication. (See below.)
 

B. 	Operative Analgesia
 

1. Meperidine (Pethidine): Usual dose:50 mg., admin­
istered intravenously. (Reduced to 25 mg. ifweight

is less than 75 pounds and/or if patient has any

concomitant debilitating illness.) One-half of the
 
dosage isadministered, two to three minutes are allowed
 
to elapse, and then the remaining dose, if indicated
 
(i.e., if response to painful stimulus isexcessive)

is administered. This drug will provide analgesia for
 
the operation. When given intravenously it iseffec­
tive within two minutes. A dangerous side effect is
 
respiratory depression. 

. 16­
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2. 	 Atrpine: Usual dose:O,- mg. (1/100 grain), admin-
Tstei -intravenousIy. iReauced to 0.4 mg. if 
weight is 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., admnn­
istered 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.
 

C. 	Local Anesthesia
 

1. Lidocaine (Xylocaine, Lignocaine), 1 percent solution: 
The maximum dosage should be 5 mg/kg. (A40 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 isbegun. 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.
 

0. 	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. Ifre-narcotization occurs, additional 
Naloxone should be administered. Naloxone has virtually 
no toxicity or narcotic agonist effect of its own. 



E. 	 Resuscitation Drugs 

The 	emergency tray should contain:
 

1. 	Naloxone (Narcan): See above.
 

2. 	Epinephrine (Adrenaline): I cc. ampule of 1:1000
 
solution.This drug is useful in treating acute CV
 
collapse, anaphylactic shock, acute asthma, hypo­
tension, etc.
 

3. 	Ephedrine: 50 mg. (1 cc.) ampule. A 12.5 mg. to 25 mg. IV
 
TsdinilTistered to treat hypotension while starting
 
IV fluids.
 

4. 	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.
 

5. NaHCO (Sodium bicarbonate solution): 50 ml. ampule con­
tainiRg 44.6 milliequivalents NaHCO This drug is used
 
to treat metabolic and respiratory 3cidosis which occur in
 
association with tissue hypoxia from shock or apnea.
 

6. 	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.
 

7. 	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.
 

F. 	Opticnal Drugs
 

1. 	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.10
 

http:repeated.10


Monitoring
 

A. Pre-operative 

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

B. Intraoperati ve 

The patient's blood pressure, pulse, and respiration, and the level
 
of anesthesia (Stage I,IIor 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 formi.
 

Intravenous Fluids 

IVfluids (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 tanl: with reducing valve, flow meter, tubing, and mask.
 

3. Suction machine with (two) traps and tubing.
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4. 	Nsal airways (two sizes).
 

S. 	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* 

All patients with intercurrent illness or systemic disease should be
 
rejected, pending resolution of the condition. (Further evaluation may lead
 
to subsequent 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 should 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 maintenince, 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 inwhich
 
tubectomies and vasectomies are performed. The anesthetic practices should

be observed and an inventory taken of supplies and resuscitation equipment
 



V. ANTICIPATED PROBLEMS RELATED TO
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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 isfollowed, the patients will
 
no longer be asleep and will require more gentle handling 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 co develop. Currently,

surgeons inthe 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 isto
 
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. Itwill be necessary to furnish
 
Diazepam inthe 5 mg. tablet form and Naloxone (Narcan) inthe 0.4 mg. per cc.
 
ampules to all sterilization centers. Inaddition, itwould be advisable to have

available 2-chloroprocaine as a 1 percent solution and lidocaine as a 
0.5 per­
cent solution. Again; there will be a supply and distribution problem.
 

-22­
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Increasinq Level of-Anesthesia Trainino
 

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 anesthetic tecnniques and resuscitation. Furthermore, time
must 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. All Ahmed, Assistant Deputy Director, Comilla District
 

Dr. Gyasuddin Ahmed, Thana Medical Officer, Chandina
 

Dr. 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
 

Dr. 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
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Appendix C
 

BAVS MEDICAL SUPERVISION PLAN
 



Medical Supervision is a medical admiistrative process thigh uitch the 
Ipimemntation of Medical Policy of an organization is supervised. Under 
this prInces the overall Clinical A&Inistration including Perso-el 
)anasent, basic medicl standard, maintenance of cleanliness, asepsis 
of clinical facilities, equipments, ergency back-up services, medical 
supplies and the patient Service including Patient recruit e t, screening 
surgical procedures and follow-up services, all com together. 

Till date 22 clinics of BAVS are in operation. Co-ordination of their 
activities and successful implementation of the progrinw require close 
and affective supervision. A long-range Comprehensive Medical Supervision 
Plan has, therefore, been developed with an aim to strengthen the Medical 
Standard, end improvement of the quality Service Delivey. 

MaDICAL SUPUYIS!Ct, 

Ioaclti(Policy /D4cision making) Drector. 
NIational Medical Caizittee (AdvtleozT) ( mlu)NIational Medical Director
 

Reagional Medical Supervisor Medical Superintendent
 

I I 
(Advisory) (Execution) 

Branch Medical Committee local Project Director 

The broad epeem of Medical Supervialon cop.ld be distinguished into two categories 

for optium eaffect: 

1)Advisory Body
 

2) .plM-entary Cell
 

A) National Medical Cmmittee 

3) National Medical Director 
C) Brnch Advisory Conittee 

(Mum) 



1. to saum overall responsibility for the national medical upervision 
pzegrem. 

2. 	 to establish all medical end clinical policies (as recommended by the 

implemnters). 

3. 	 to meet a minimum of six (6) times per year,, lee, every tm uuntha, 
with the foll-Ang minimm agendas 

* 	 review work of implmuenters and monitor whether policies and decisions 

are being executed. 

* 	 review and discuss problems reported by the RegLonal Medical Spervisors 

during their Medical site visits; 

• 	 exchange views with Regional Medical Supervisors at least twice 

a year;
 

o 	 eview reports of compUcations fre BAVS clinics during the previous 
two monihs , particularly major compIcations and deaths. 

4. 	 to co-ordinate in official and unofficial capacities with medical 

professlonals of other agencies involved with voluntary sterilization, 

especially P Division. 

5. 	 to investigate major medical problems and deficiencies not only of
 

BAYS, but also of the entire natiotal program.
 

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

to the comtry in establishment of national medical standards.
 

Be 	 UnWCflNL MIDICAL DIUIC : 

1. 	 to convene and chair meetings of the Rational Medical Comittee; 

2. 	 to co-ovdinate amng the medical volunteers of BAYS at the national
 

and local levels;
 

3. 	 to carry out the volunteer level work of the National Medical Ca0mttee 
in the periods in between the regular bi-mnthly meetings; 

4. 	 to interview candidates for senior-level medical staff positions In
 

the orsanizatLon;
 

5. 	 tolad technical# specialist exertise in the development ead c mbact
 
of D YS medical training prepans;
 

6e 	with the &aitwwe of IVS medical managers (i.e., Nedica
 
Superintedent and I"ia Medical 8upervisers), to reemead
 

polLcies or revisions in policies to the Natioal Medical a ttee.
 



.	 to Iaterpret DAYS Minma eqrnt for Service Delivery at the 
local level and monir their implmwtatiom by medical staff; 

2. 	 to report to and advise the local branch Executive Cmittee rearding 

medical care at the branch clinic; 

3. 	 to Investigate any medical problems at the branch clinic and report
 

to Xational BAYV and the branch Executive Committee;
 

4. 	 to advise Project Director and medical staff 

5. 	 to act on behalf of the National Medical Committee at the branch
 

level;
 

6. 	 as key professionals and leaders in the commnity, to serve as 

iaison with medical personnel of other local institutions,particularly 

M Division, 

7, 	 to meet every three monthe for reviewing the medical aspects in
 

Service Program.
 

8. 	 to meet with the UYS 4wional Medical Supervisors to review the
 
status of the local clinic.
 

A, NO= SU T? 7WMUM 

Bo R=GUOUAL MEDICAL 3UPhIS301 
CO 1RMC DUZ=Rro 

1. 	 To co-ordinate , administer and man ae the entire DAYS medical
 

supervision system;
 

2. 	 To co unicate with all clinics and medical personnel, BATS medical 

policies set by the Medical Committee; 

3. 	 To co-ordinate the scheduling of madicald sie visits by the lonel 

Supervisors. 
4. 	To receive, review and transmit the reports of the reional supervisors 

to the Executive Director and the BEYS National Medical Co tteoe. 

5. 	 To visit DAVS clinics periodically and serve as egional Supervisors
 

for clinics in the Dacca Division; and
 
6. 	 To miase and supervise Decca clinic to Incl Maizatfon of 

( 	"Wre) 



NMCL MKCAL SUYISM~t 

I. 	 To conduct on-sits visit to each assigned BAYS Satellite clinic 
within the assigned region four times a year and perfom the 
following 

a, 	 Observe surzery at each clinic and assess the competence and 
organization of the operating physicians and the urgical tem; 

be Check overall campllanco of each clinic to Mnimm BATS Medcal 
Standards; 

c. 	 Review overall clinic management, including maintenance of clinic 

records;
 

d. 	 Asess the adequacy, cleanlnes ard asepsis of clinic facilities; 
e. 	 Reviev and assess pre- and post-oparative patient care, especially 

client selection procedures, post-operative monitoring da follo-up; 

1. 	 Review and discuss any complications at the clinic, since the 

last 	visit; 
g. 	 Verify the presence and functioning status of all clinical equipment, 

particularly life-saving emergency equilpnt; 

h. 	 Assess clinical staff's knowledge and ability to properly use 

ema£-.ency equipment; 

L. 	Review the adequacy of emagency systemsback-up at each clinic; and 
J. 	 Meet with Project Director and/or Medical Advisory Comittee of the 

local branch to reviev local, routine medical supervision and results 

of site visit. 
2. 	 To submit a report (according to standard UVS fomat) an 	 ach clinic 

visit, to include overall impressions and specific problems and 

rcandatons. 

3. 	 Upon the request f the Natiml bAYS, to Lnv"stigate Im=diately jM 
and all deaths A occuring at BATS satellite clinie within the assigned 
region and submit a report to DAYS within 24 1u= of the compleation 
of the an site visit. 

4. To make teccimndations medical policies andoan procedues to the 
AYS Headquartrs and the DTAV Medical Comottee. 

(More) 



meal ica servims, 
5. To met *ad-uiually with the ether eRgow edical ApervLssn rodthe UVI Medical Cmmttee to rwew overall medical supevisim syqtsemo
6. To perf rm an *Ite follovup of phywicians traine by BAYS duwXS the 

visit to the assigned regen. 

Meet of the Project Directors of different BAYS clinics are not only physicians
but also vwery highly qualified and w ll experienced in their field. They arededicated persons and deeply involved in BAVS progrme and are sincerely
trying to see that the highest Medical Standard is maintained in their
 
respective clinics.
 

a) The Project Director will be responsible for an overall clinical supervision 
both Medical and Administrative.
 

b) Supervision of clinical staff. 

c) Iepeaei for financl mWUeg iet
 
d) Report 
to the NAV$ and local Executive Comhittee
 
a) Neet the Regional Medical Surervisors during their visits
 
f) Visit clinic every day.
 
) hould be in contact with person/persons who can provide back up facilities

in case of meorgency (Medical Committee and specialist in the locality). Alltelepheae mnubera of such persons will be available along with the consent of 
these physicians for responding immediately.


h) Zn all case, of accident and ergency 
- Project Directors will be informed
and make himself available immedliately. ( Tel.No.readily available with 
clinic staff). 

FOUR EIS 
For effective and practical Medical Supervision, Service Progri has been
divided into four zones: Dacca, Xhulna, Rajshahi, and Chittagong. 

Dacca zones coaiVrises oft 
DAc&(HQ), Taongl, Tengail, Serajgnj, Mymesingh, Pabna, and h erbal The Medical
&2petrtandent shall cupervise the clinic, at Dacca wane. 

( Mr) 



Ihelna none coprses of t
 

nmuls (MQ), Jessorse *ardpur and uehtia. Dr. * Qader,W Hodical Director
 

of Valna PAY8 clinic shall act as regional Medical Supervisor for this region.
 

Rajshahi zone comprisee ofs:
 

Isi sahi- Mnag= (HQ), 3ograt Meanon and Geibandha. Prof* A.e. ]lWyd ,
 

Project Director langpur shall be the Medical Oupervisr for the 2i4shahU
 

region.
 

Chittagong zo comprises of: 

Chittaoug, Sylhet (HQ), Hookhali and Comilla. Prof.Sayed Irshad Li, 

Project Director for Sylhat brench shall be the Supervisor of the region. 

Each clinic should be visited atleast four times a year. But the Regional 

Stpervisor should be prepared to make more frequent visits if and when 

necessary. Before the Projacts visited, thei the concerned clinics should be 

informed and the local Project -. :ctors should be contacted and informed 

of the visit schedule. The relevant papers uuist be prepared before band for 

discussio during visits. The Regional Supervisors should spend a it full 

day at the proposed visit site to observe all aspects of Service Delivery 

L that clinic. 

SUMMUSTOR OF WORTS: 

Report should be subitted within 5 days of th e visit in a pr scribed foriae 

The prescribed form vill be In use for 6 months on trial b a s. The Medical 

Superintendent will revier and go through-the site visits, conveys the t e 

sua=y to the IL i Project Directors for discussion and make recindation to 

the Project Directors concermad, and report to Executive irector, and the Rationl 

Medical Director for infortation. 
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BAVS HANDBOOK ON MEDICAL STANDARD
 



BAVS 

Medical 

Standard
 

BANGLADESIk ASSOCIATIOEW 

VOLUNTARY STERILZATIOA
 



AVS
 

Medical 

Standard
 

A bava medical publication - 1979
 



BAVS is working for vhe last six years and has made definite
 
contribution in the advancement of Voluntary Sterilization in
 
Bangladesh. iow, Volunt-ary Sterilization has assumed number one
 
position aongst the Family Planning method. 'Jhen we begun 
sterilization activity there were few clinical facilities. Today
 
Governunent has activated more than 300 centres where Voluntary
 
3terilizatior :;ervices are available. By this time, we have also
 
extended ou~r 
clinical facilities upto 24 centres throughout the
 
Country.
 

Our experiencp has shown us 
that ethical and quality service
 
must be provided to 
improve the rate of acceptance and to increase
 
the populcrity of Voluntary Sterilization. To offer an ethical,
 
effective and quality service certain basic and minimum
 
requirements must be.pr6vided which can be called guidelines, or
 
stanard for S'ervice delivery in Voluntary Sterilization.
 

This is our attempt to write a basic guideline for service
 
delivery in Voluntary Sterilization tal(ing into consideration the
 
fa.zilities, 
serice standard and Personnel requirement for a
 
single purpose Voluntary Sterilization clinic. But this guidelines
 
will also be helpful in establishing Voluntax7 Sterilization
 
Service in multipurpose clinics, such as Health Centres, N.C.H.
 
Centres and other Hospitals.
 

Obviously factors like physical faoilities, 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
 
coentre. In developing the guideline we have always been conscious
 
of our socio-economic environment.
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PteRe - NMo 

A clinic should 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) 
(b) 

Running water 
73lectricit-i 

(c) 

(d) 

Adequate Toilets (Sanitary) 

Accomodation 

i) 

ii) 

Reception and Registration 
Waiting Room for male and 

area 

female 
iii) Counselling Room for male and female 

should have privacy, should be free from any interruDtion 
and should have counselling aid (Flip Charts, materials 
on NC1', Family Planning and Basic Primary Health care etc.) 

iv) Lab. facilities 
Microscope, Hb metre, Urine examination facilities. 

v) PelvicJ lxamination: Privacy should be maintained and
 
all equipments for medical and Pelvic examination, such as
 

1.B.P. Instrument
 
2.Height weight Scale
 
3.Stethescope, Thermometer
 
4.Speculum, Sponge forceps, Gloves and antiseptic Lotion 
Male Ebxamination Room should be provided with 
1. Ht. wt. chart 

2. B.P. Machine, Stethesdope, Thermometer.
 

PRE-OPErTIVE PREPARATION ROOM: 

Shaving, washing, changing and pre-medication are to be done.
 
Toilet facilities must be attached. Few beds should be provided.

This room should be near O.R. 

( more ) 



OPERIIN ROOtI:
 

Should be away from general throughfare of the 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 facilities.
 

Itin. 	two anterooms are necessary and ideal.
 

(1) Scrubbing room with running water must have --foot or
 

elbow operated water tap.
 

(ii) 	Sterilization room
 

Autoclaving, Sterilization, Boiling, washing and cleaning
 

equipments etc. must be provided in a separate room.
 

The whole Operation area should be fly proof.
 

BOUIPMIENTS: 

1. Operating Table with Lithotomy and Trendlenburg facilities.
 

2. Instrument Trays - 2
 

3. Saline Stands 	 - 2
 

4. Operating light 	 - 1 

5. Eergency Light 	 - 1 

6. Blood Pressure Instrument - I 

7. 	Stethescope 1
 

8. Kits 	 3 

9. Rack 	 1
 

10. 	 Drums 4 

MM RGE1OY EQUIPMEINTS: 

*(a) Air-Way tube
 

*(b) Resussicitator
 

(c) Laryngoscope & Endotracheal tubes
 

(d) Suction Apparatus
 

(e) Oxygen Therapy equipments 

(f) 	 Intravenous administration sets with large
 
calibre needles.
 

(g) Emergency drugs and antidotes
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&egovry Room or Post operative ward 

Post-Operative recovery room or ward should 
be situated adjacent
 

must have good

to the operating room; whatever the space 

is, 


lighting, well ventilated and outstanding cleanliness 
must be
 

maintained.
 

Follow-up space/room
 

As follow-up is emphasised in BAVS service 
delivery programz1e,
 

a separate follow-up room or certain 
isolated space should be
 

allocat~d in the clinic premises.
 

QTMER FACILlTIJ730: 

Medical Store, Doctors rest room, Nurses 
Dressing room, Office room
 

should be provided.
 

P ,SO1ThL: 

Requirements var~j with the Patient load. 
However, for BAVS clin.ce
 

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

be necessary.
 

NON-NMDICALJ1OlDCIL 

One Female) Administrative Officer I 
Surgeon 2(0ne Male + 

IAccountantSister Nurse I 
2(1 ale +Counsellor
O.T. Nurse 1 I Female)
 

ITypist/ClerkNurse Aid 3 


Lab. Technician/
 
Store Keepre 1
 

I
NessengerAyas 2 
3
Guard 

2Cleaners 

1
Cook 


IHelper Cook 


almost all of these 
In Government clinics and rural Health Centres 

Nurse, Lab. Tech., Aya,
aspersonnel are available, such Doctor, 
and
 

Messenger, Guard, Cleaner, with the exception 
of Counsellor 


Administrative Officer.
 

(more) 



In Bangladesh Government programe, IIY, FA, PPA eAn perform the 

duties of Counsellors.
 

-ATfI 1T E',TT.IR} NT: 

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

Criteria
 

1) r'ust be married
 
2) Age 21 and
years above 

(wtthin reproductive period)
 
Linimum two children.
 
Age of the last child must be over one year
 

3) Ilust be physically and medically fit.
 

With this criteria patients are accepted for screening. And screening

should be done ruethodicilly and following points should be noted?
 

Fe m a1 e: 

1) General and lystemic examination
 
2) . llerr
 
3 ) Abnormal symptoms
 
4) Skin diseases
 
) rug addiction
 

E) past Medical History
 
7) Past s,rgely
 

8) ;:edication 
9) Contraceptive Historic 

IC) GCrnaeologIcal History 
11) Obstetrical History
 
12) M-lenstrual History 

aal e: 
1) General and Systemic examination
 
2) :iydrocele, 7ericocele, Hernia
 

3) Filarisis
 
4.)An/Un-descended testes
 
) H/O previous surgery the
on Scrotum or male genitalia sr
 

http:E',TT.IR


COUNSElJITJG AND INFOPI CONSET: 

BATS 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
 
3hould be followed rigidly and counselling should also be provided
 
during follow-up.
 

2-CORD K';,EPING: 

.Iecords and datas are very important. An elaborate admission form, 
discharge forms and operative record forms have been developed, and 
should be rigidly followed for every acceptors.
 

PATIENT :XAMINATIcN: 

All clients seeking Voluntary Sterilization must be carefully
 
examined prior to sirgery.
 

General Examination" Systemic Examination
 
Appearance and Height Heart
 
Weight Lungs
 

Cynosis Liver
 
Jaundice Spleen
 
Edema Kidney
 
Pulse 
 Throat
 
Temperature 31'stb'*
 
Respiration Thrombo phlavitis
 
Blood Pressure Thrombo-embolism
 
Pelvic Examination Tumours 
Swelling Infection
 
Discharge
 

Cervical Tunour 
Crosia
 
Mobility and size of uterus 

LABORATORY IhESTIGATION:
 

io patient should go for operation unless Laboratory investigations 
are done properly. Blood for Hb. Differential Count, Total count, 
Urine for sugar Albumin must be done. We advocate not to accept 
client with less than 45% of Hb/(gm.). 



PRB-OP3ITIVJ PMPAPATION (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 6 hours and liquid for 4 hours before sirgery. Enema is given
 
only when bowel has not moved satisfactorily. Shaving of Pelvic
 
area is to be done by expert personnel and necessary care must be
 
taken that no injury taken place.
 

PRE-I DTC.A I
 

A clean Operative Gown is supplied to each client. Injection
 
Phenrrgon 50 ma + Atropin J 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
 
Vgiral Examination now.
 

3'iin nrenaration and Draping;
 

,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 Peritoi
 
onening.
 

OCA. A.ISTITESIA:
 

I to 2) 7lanocaine is used as local Anaesthetic agent.
 
A total 10 to 15 cc, local anaesthetic is usually adequate.
 

:a a normal sized uterus patient - 1" Transverse
 
skidn 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 the Fundus of the
 
uterus. Subcutenous fats is incised by gauze dissection --
rectus
 
sheath can be seen. The sheath is separated with sharp dissection.
 
P'ramedalis muscles are not disturbed, the rectus muscles in the
 
mrd-line, retracted laterally and peritonium is seen with pointed
 
artery forcers, the Peritonium is picked up and taking care not to
 
injure bovwel or bladder. 1ith the Peritonium elevated, incision is
 
given. Peritoniuxm can be opened longitudinal or tranversely.
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Delivery of Tubes 

Index fijure is inserted into Pelvic cavity. Pelvic organs are 
examined by palpation. If the uterus is retroverted it can be easily
 

corrected placing fingers in the rosterior wall of the Fundus and
 

moved it on quLite long. With practice one can easily hook the
 

middle part of the Tube and elevate it up near the incision. Wrhen
 

the 	tube is seen it is grasped with a BABCOCU. Rarely two fingers are
 

needed, one in front one behind slipping the firgers side-ways tubes
 

can 	be -rasped out one at a time in between the two fingers.
 

Closure of the Abdomen 

Peritonium is closed with Purse string of Chromic O'Catgut. Rectus 

M*1uscles are brought into apposition by loose plain Cat-gut and wound 

is cloced with silk, and covered by gauze and Leukoplast. 

POST-OP:DPJ.ATIVE CARE: 

After the operation .the'client 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 Pethedine) and sleepiness. Once the nausea and sleepiness 

are over the client is encouraged ambulation. When she is able to 

Ioid 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 

undertak:e a long trip by bus, for this situation it is better to keep
 

them longer, if possible overnight.
 

VMany 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. 

INSTRUCTIO1NS OTT DISCHARGE:
 

1) 	Report immediately if there is excessive pain, fever, abdominal
 
disturbance or discharge from the wound.
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2) Take the medicines as directed by the Doctor. 
3) Report to the clinic for removal of the stitches and poet 

operative check-up between 7-10 days. 

4) Rest at home the first day
 
5) Formal light work can be resuned the following day.
 
6) Sexual relation is not prohibited but avoidance of trauma and
 

infection is advised.
 
7) In case of an allergy such as a skin rash with ichling, take
 

the special tablets and report immediately.
 

LONG-TERP LDVICE:
 

In 99 percent of acceptors 'Post Op' is uneventful, 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
 
are instructed to have a six and twelve-month check-up. rvery case
 
must be dealt with utmost loving care.
 

2.2-OPERPTIVB PhBAAPTIO: _(OR 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 O.T. in lying on the table. He 
whould be undressed and his scrotum should be cleansed with 
non-irritant antiseptic solution like - Savlon, strong antiseptic,
 
iodine or spirit should not be used because they cause severe
 
irritation. After 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.
 

IDNTIFICATION A1 ISOLATION OP VAS: 

Vaa on both si,2es should be palpated carefully, utmost'gentleness
 
is practised to handle this very sensitive part. Pain and discomfort
 
at this stage will induce sperm of cremaster and will cause retraction
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of the testicle making operation difficult. Vax of the selected
 
side is manipulated to isolated and fix under the akin 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 
ulpwards 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 

superficial and just under skin and dartos muscle. 

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

FIXATION 0? VAS: 

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

INJECTII' OF LOCAL: 

In this position of fixation, local is injected into skin and then
 

close to vasal tissue. In all one needs only 1 1j cc. of local. 

INCISIOT:
 

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 skin is cut and dartos muscle is separated by fine mosquito 
forceps. 

LIFTING 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 forcop is advanced over the ves to go behind the vas. Once the 
forcep is 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.
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Take the scalpel and incise the sheath longitudinally. If thi 
sheath is incised properly the vas will pop up as a wooth 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.
 

:t can be seen now, a thin mesentery like structure attached to its
 
inner side.
 

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

Vas is now excised after ligation of both ends. Usually 3-5 mm. of
 
vas is removed.
 

Crushing, thin and tight ligature is avoided.
 

Chromic, '0' catgut is preferred for ligature. 

Assitre complete haemostasis before skin closure. 

Push the cord inside it's position, skin is closed with one or two
 
3ilk 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.
 

?OST-OERTIVE COUNSELLING: 

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

Immediately after vasectomy one 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
 
;nd 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
 
:dvised to use it during act of coitus.
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nrTSTRUCTIOIlS OF DISCHARGE:
 

- Take the medicine prescribed by the doctor 

- (A course of antibiotics and analgesics) 

- Use tight under pant or a scrotal support 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 its six years of existence has established itself as 
a leading exponent of Voluntary Family Planning organization in the 
field of Surgical Contraception in Bangladesh. -Duringthis 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 extensive Education
 
-nformation activity in Voluntary Service.
 

Our transition through this period has not been an easy one. In
 
fact, it has been difficult, tough and problematic but at the same
 
time 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 cntiolled'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 is 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 equipments needed to
 
tackle the exergency.
 

This guideline enumerates the basic emergency equipments, their
 
maintenance 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 all the important drugs 
that are needed with their safe usage. A chapter also describes
 
standard methods of resuscitation.
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I hope that this manual will be beneficial to them who are aotively
 
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 nrast be in proper working order. 

BAVS.basic equipment list:­

1. Oxygen therapy equipment
 
2. Airway tubes 
3. Suction apparatus
 

4. La.yngoscope
 
5. Endo-Tracheal tube 

6. Resuscitator
 
7. Laparatomy Set
 
8. Torch light and dry.cells 

1. Oxygen Therapy equipments
 
a. Oxfgen Cylinder 

The cylinder is made of metal and are of different size and 
capacity. The one which is available in BAVS clinic is of 
48 cft capacity. The button of the cylinder is concave and 
the top end is narrow where pressure regulator assembly can 
be attached for regulation of flow of oxygen through the
 
flow meter. The cylinder opening can be closed or opened
 
with the help of opener.
 

b. Pressure reducing assembly
 

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

a. Flow meter unit
 
The flow meter is attached to pressure reducing assembly.
 
The flow meter incorporates a fine adjustment control valve.
 
The flow meter has a flow rate range of 1 L/Min to 15L/lin
 
and a flushing facility of 55L/Min.
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The controlled output of 02 can be passed directly to patient

through a rubber tubing connection or through a face 
wk connected
 
to the tubing nipple.
 

2. Airway Tube
 

This is the tube used for keeping the Airway clearo when a

patient is unconscious or in deep sleep 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 Airway tube.
 

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

Picture of Airway tube
 

Resuscitator
 

are manually operated ventilation device 
- consists of
 

1. Self refilling bag
 
2. A valve to prevent re-breathing and
 
3. A Face k'ask
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The mak is held in left hand and applied tightly to patient face 
to prevent air leakage, The same hand is used to extend the hoad and 
neck and support the jaw to maintain and open air pasage. With the
 
other hand the bag is squeezed to force air into patient lung.
 
.bpiration 13 passive due to elasticity of chest muscle and
 
diaphrae~a. There is a system of supplementary oxygen connection.
 

Svction Apnaratus 

ThIIs is a device used to suck any fluid, secretion or Cough from
 
throat, Larynx and trachea. 

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

Room.
 

Airway 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.
 

Laryngoscone is also essential during the time of sucking the trachea
 
off its secretion.
 

.rdotracheal Tube
 

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

Lparotonr Set 

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. Long Straight Artery Forcep-02..9. Mosquito Porcep - 04 
3. Babcock - 02 10. Tissue Forcep - 02 
4. Needle Holder - 01 11. Small Cutting Scissors - 01 
5. Directive Forcep - 02 12. 
 Small Artery Forceps - 01
 
6. Mayos Scissor - 01 13. Syringe (10 0.c.) - 02 
7. Towel Clip ­ 04 14. Needle (Hypodermic) - 01
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CHiAPTER -TWO 

This chapter will discuss the common problems arising during the
 

process i.e. from premedications, during operation and post
 

operative period:-


A. 	 PREIEDICATION: 

1. 	Due to in. Pethidine Hydrochlor
 

* 	Respiratory arrest
 

* 	Hypotension
 

* 	iausea or vomiting 

* 	Prolong comma
 

* 	Restlessness and Convulsion
 

2. 	Due to Inl. Atropine Sulphate
 

* 	 Slight Drowsiness 

* 	 Rise of temperature which may be dangerous to febrile 
patients 

* 	 Intravenous atropine may cause multifocal ventricular 
ectopic beats. 

3. 	 Due to Antibiotics 

* 	Anaphylactic shock - Severe fatal shock may occur 

* 	Urticanial skin rashes 

4. 	Accidental injection of wrong drugs
 

B. 	DURING OPEPFATIN PROCEDURE: 

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

* 	 Respiratory arrest 

* 	 Bleeding subcauteneously, Inferior Epigastric Artery 
and Mucle.
 

injuiry to urinary bladder, Intestine and ementum etc.
* 

* 	 Injury to broad ligament leading to bleeding 

* 	 injury to ovary 

* 	 Lossing the peritoneal margin during closing 
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C. DURING POST OPERATIVE PERIOD:
 

* 	 Respiratory problem 

* 	 Restlessness 

* 	 Urinary retention 

* 	 Paralytic Ileus 
* 	 Hypotension along with brady cardia 

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

* Post Operative pain - Simple Analgesic may be prescribed
 
* 	 Post 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. 
* 	 Post operative thrombo embolism - The patient should move 

from time of gaining full conciousness. 

D. P?. mITT I0O,1: 

The screening of acceptors is important single step in
 
prevention of possfble problems and complications. The client
 
should be questioned and examined very carefully about:
 

* 	 General Health 
* 	 Mental and Psychological state (Anxious, lethergic,
 

unconcious, semi-concious etc.)
 
* 	 Smoking habit 

* 	 Drug habit 
* 	 Febrile condition - Clients should be apyreial state for 7 day! 
* 	 Asthma 
* 	 Productive or non-productive cough, movement of chest with 

respiration, sign of sputum retention, lower airway

obstruction, signs of lungs collapse, signs of pneumothorax

or plueral effusion, etc.
 

* 	Dependant cedema, nonturnalddyspnoea or dyspnoea on
 
exertion, Angina Pectoris, cyanosis.
 

* 	 3lood pressure - should be taken while patientiis sitting 
at rest. Postural hypotension will occur in anemic patient. 

* 	 Heart 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.
 

* 	 iVistory of Acute or chronic Bloodloss 
* Tumors in neck, Jaw, Tongue may obstruct respiratory passage
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* 	Patients 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
 
insersible fluidless is 1.70 litres per day which is 1/30

total body fluid. The patients who are undertaking
 
considerable difficult 3ouxney 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 proper.
 
rest and food is 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 General
 

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

* :Yru'itional State - Operation should not be done on a patient 
wlthless Man 45' Hb because there will be bleeding tendency,

problems in blood coagulation, 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, 
hyertension, pa-fents 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 infected skin the patient should be advised properly. 

* 	History of Hypersensitivity and Allergy should be carefully
 
elicited. The drugs which may cause such reaction should be
 
trsted its sensitivity prior to injection of full dose as a
 
routine.
 

* 	Lab. Investigations:
 

- Blood for T.C., D.C. Hb96 is less than 450 no operation 
should be done unless the, anaemia is corrected. In 
differential count if Eosinophil 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.
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* Per Vaginal Examination . 
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. 	For Cx erosion, Ca, tear, discharge
 
4. 	For pregnancy, Fibromyoma, Endometrosis
 
5. 	 For Cystic ovarian tumor, enlarged tender ovaries, in 

2ndometrosis 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. 	Atropine 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) C1S - has little actions on CNS although it nay cause
 
drowsiness. There may be slight rise of temperature.
 

b) CNrh - 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 ectopic beats)
 
increased atrial pressure and cardiac output.
 

c) G.I.T: Decreased peristol~sis, Tone and Secretion.
 
d) Exocrine gland - All exocrine secretion except milk is
 
diminished and dry mouth due to supression of salary secretion
 
is a common feature.
 

e) Eye - It dilates the pupil but normal dose, does not increase
 
intraoccular pressure.
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f) Respiratory System - It relaxes bronchial muoole causing 
small increase in deadspace. Bronchial secretion are reduced
 

by atropine but secretion may be thick and tanaecious.
 

g) Urinary Tract - Relaxes smooth muscle.
 

WMox1ation - Mostly destroyed in liver but some 4 exoreted
 

unchanged - through kidney.
 

Route of Administration:
 

1. 	Oral - in which case it acts within about an hour.
 

2. 	I.1. - It works about half hour, reaching at the peak
 
within about an hour.
 

3. 	 I.V. - Effect on heart is immediate but effect on secretions 

develops less rapidly. Increase cardiac output will only 

last for 1+ hr. but effect on heart rate is more prolonged. 

Dose:
 

0.5 	- 0.6 mg in all routes.
 

Pethidine Hcl: 

Pethidine is a commonly used synthetic morphine-like analgesic%. 

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 vomit ing. It is 1/10 as powerful as
 

morphine and is an addict forming drug.
 

Side-Effects:
 

Pethidine may cause - Prolcng coma, Restlessness
 

Convulsion
 

Respiratory failure.
 

Routes of Administrations:
 

Pethidine may be given orally, I.V. & 1.14. for pre-operative or
 

post-operative management.
 

Metabolism:
 

80% of pethidine is normally degraded in liver and rest passed
 

through urine.
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Dose:
 

I mg /kg. of body wt. i.e. approx. 50- 100 mg.
 

Anti Histamines (Phenrgan)
 

Antihistamlnes acts by opposing the action of histamine :­

1. 	Opposing the action of histamines
 
2. 	Usually they have depressant action on ONS but-many cause
 

stimulant to CNS.
 
3. 	They have also quinidine like and weak anaethetic action.
 

!4etabolism
 

TUsuallyi absorbed alimentary tract and Antoxided in liver.
 

Route of Administration
 

1. 	nrally - 0.5 mg/kg two hours before operation
 
2. !1'- 0.25 mg/kg one hour before operation or IV
 

Local Xrnaesthetics:
 

1. 	Lignocaine (Xylocaint/Mdocaine)
 

A very stable anaesthetic with a quicker onset of action and a
 
duration of I - 2 hours.
 

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

Dose - 3 mg/kc (200 mg. for adult)
 

Toxi%-effect -. Cardiac depression
 

* Drowsiness 

* Unconciousness 

* Con valsions 

This can be t.:.ated by giving 100% 02 therapy, by injecting
 
muscle relaxa.-s and artificial ventillation 'till it desappears.
 

DiazepzT1 (5 -10ing I.V) will also control the convulsion but may
 
cause respiratc_,- depression.
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ME , ,an 

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. More
 
than 5% will cause nerve damage.
 

HYDROCORTISOE (Solucortef, oradexone)
 

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

Side effects ­

1. 	Cause sodium & 1120 depletion.
 
2. 	Produce muscular weakness.
 

3. 	Cause gastric irritation.
 
4. 	Depressie adrenal.corftex.
 

The 	corticosteroid has an obvious place in treatment of emergencies
 

but 	that should be justified.
 

%NTALO PHIiTE HC (Lethidrone) 

This is purely narcotic antagonist4. 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 itself
 
cause respiratory depress-i .
 

Doses - 5 -!10 mg. for an adult.
 

IARCAN: I-aloxone hydrochloride (0.4 mgm per ml.)
 

Respiratory Stimulants:
 

1. 	Aminophylline 
- 500 mg. in 20 ml. water I.V. or infusion. It is a
bronchodilator, Cardiac stimulant and has Diuretic action.
 

2. 	Adrenaline 1:1000 Subcutaneously (0.2 - 0.3 ml.)

It is advocated for hypoxim-as it may cause tachycardia.

It acts as bronchodilator.
 

3. 	Nikathemide 
- 100 mg. 1.M/1V. It acts directly on the respiratory 
centres at medulla. 
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I.V. Fluids: 

This can be considered in 3 headings:­

1. 	Maintenance of normal physiological balance
 
2. 	Correction of Electrolyte balance.
 

3. 	Replacement of blood volume.
 

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 per day. This amount
 
should be enough to maintain 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. 	Pulmunaz- congestion.
 

3. 	 Hypertension. 

4. 	Poor renal function.
 

Aid 	 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.
 

3. 	Blood Indices ­
a) Plasma protein
 

b) I1b% 
c) Blood .lectrolyte 

4. 	Clinically - wurm, dry, pink, and elastic skin. 
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Site for ;ontineous IV. Flud
 

Th9 lower end of cephalic vein of left hand in Rt. handed patient is
 
the best site. The site should never be over a joint. So that the
 
patient can use the right hand freely after operation. Another
 
advantage of caphlic vein is that it 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 as splint.
 

CHAPTER FOUR 

TREATMENT OF COMMON PROBIJ04S
 

The problems which creats maximum to clients and during the procedure
 
are as follows. This chapter will discuss and guide the surgeon and
 
au.Lillaay staff for early diagnosis and treatment of such conditions:­

1. Ananhylactic Shock:
 

If a patient collapses following injection of drug, the prompt

administration of hydrocbrtisone hemisuccinate in a dose of 100 mg I.V.
 
will usually prevent death. If this not available immediately,

Adrenaline 1:1000 may be given as alternative I..1. or Subcutaneously.

in anaphylaxis rapid treatment is the way to prevent tragedy, I.V.
 
infusion, adrenaline, antihistamine, cortisone etc. 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.
 

Ty~pes:
 

1. Denression
 
2. Obstruction 
 Patient makes some efforts
 
3. Obstruction & Depression Combined 
 for respiration.
 

4. A-rrest ­ effort is made but no air exchange.
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P.J!Z - YOURT-S-11­

1. 	Dyspnoea at rest and central cyanosis is cardinal clinical features
 
2. 	Hypoxia, cough, Hyperactivity of accessory muscles of respiration.
 
3. 	Fypercapgia (Muscle twisking/mental confusionIcoma).
 

The 	diagnosis may be confirmed by estimation of 02 & 002 tension and
 
the 	211 of Blood.
 

Treatment:
 

The 	respiratory failure must be treated energetically. This is a
 
medical emergency.
 

The 	therapeutic problem in this case are 4 fold
 

1. 	To clear airw;ay passage of secretion
 

2. 	To increase Rlveolar ventillation
 

3. 	To iicreases 0, Content of blood
 

4. 	To treat the complications.
 

Concious Patient:
 

1. ncourage coughing to expel out sputum to clear the airway.
 
2. 	02 Therapy - Controlled 02 therapy may be started
 
3. 	 Chlorpromazine - It may be injected I.M. in restless patient 

opiates and Burbiturates should be avoided.
 

Confused and drowst.patient (Moderate Respiratory Failure)
 

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

2. 	aespiratory stimulants : Nikethemide 2 - 4 ml. combined with
 
7 500 mg. must be injected IV.
 

3. 	02 Therapy - Controlled 02 therapy be given.
24 

Severe R 	 (Ssiai Concious or Comatose) 

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

Intermittent 02 therapy will be applied when controlled 02 therapy
 
feils. Treatment of complications which precipited respiratory failure
 
should be started stat.
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Oardlac .r est:
 

This Is 
an condition cardiac standstill or it is condition when
 
heart do not work.
 

Cause:
 

1. General iAnaethesia
 
2. Following operation
 
3. Druing special diagnostic procedure
 
4. j-,-rug toxicity or sensitivity
 
5. Myocardial Infarction
 
6. Heart block
 
7. Electrocucition
 

Diagnosis:
 

1. Absence of carotid and femoral pulse
 
2. Absence of cardiac sound
 
3. .CG - Ventricular asystole or ventrictlar fibrillation 

Treatment: 

The aim of treatment is to restore oxylganated blood flow to vital
 
organs i.e. brain, heart etc..
 
1. Smart blow on the chest and elevate the legs to 900 for 15 sec. 
Then the heart may start beating and both carotid and femeral
 
pulsation will return.
 

2. Resuscitation: 

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.
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b) Youth to mouth breathing -*This pro-ess is to be done by extending
 
the jaw forward keeping the patient flat on the mattress from the
 
mouth to patients mouth at the rpte of 18 - 20/min. gently.
 

c) 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. 	Electro Cardiography-to establish the cause of arrest.
 
4. 	Explored cardiac message - Manual Cardiac message on compression 

directly on the heart. 

Shock:
 

Shock is a combination of threat to existence and response of body
 

to this threat.
 

Types of Shock:
 

1. 	Vaso vagal attack, Neurogenic shock, psychoginic shock - sudden
 
fright, severe paidu(blow on testis).
 

The shock rangeu from sudden fear to death.
 

2. 	Haemorrhagic shock - Compound fracture, reptuted spleen, Malaena
 
due to bleeding peptic ulcer, Eotopic pregnency, postoperative

reactionary bleeding etc.
 

3. 	Burns - Due to rapid loss of plasma.
 
4. 	 Bacillus coli (Intestinal) - Multiplica.ion of Bacillus coli in 

strangulated hernia, Mesentrio, 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. 
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6. 	 Plural, Nediastinal, Retroperitoneal shock: Sudden leakage of
blood and alimetary secretion into those compartment will cause
 
shock. 

7. 	 Bacteraomic Shock - Gass Gangrene is typical example causing

decreased blood volume also anaemia from TIomolysis.
 

8. 	 Anarhylaetic shock - These are usually following an injection i.e.
 
Seriun, 1enicillin or local Anaesthesia etc. There will be wide
 
dilation of splanic vessel with consequential fall of venous
 
return and cardiac output.
 

Clinic Featu-es:
 

1. 	Patient lies still paying little or no attention to the events
 
around him.
 

2. 	 1tipil are dilated and reacts poorly to light. 
3. 	 rallor dueless subcautaneous blood. 
4. 	Beads of sweat to forehead and upperlip.
 
5. 	 Pulse - Thready and Rapid. 
6. 	Subnormal temperature.
 

7. 	Blood pressure lowered.
 
8. 	Urine reduced in amount.with high Sp. gravity.
 

Treatment:
 

Tie aim of treatment should be removal of cause and replacement of 
blood volume. 

* 	 In haemorrhage: Arrest of haemorrhage and blood transfusion. 
* In Burn: Ioss of plasma should be replaced by plasma or dextran.
 
* 	 In Bacillus coli or speticaemic shock - removal of lesion and 

blood transfusion.
 
* 	 In 7eurogenic, Vaso Vngal & raychogenic shock - IV Phenobarbitone 

50 to 100 mg. or Paraldehyde 5 - 10 ml. im may be given in 
frightened patient. 

* 	 Position of limp - Raise the foot end and compress the limb to 
reduce the pooling of blood to -large muscles of limb. 

* 	 Relieve )ain - Inj. Morphine 10 - 15 mg. (1/6 - 1/4 g.) I.M. or IV. 
* 	 Vaso contrictors - Noradrenaline 4 mg/Litre, 

H.ydrocortisone hemisuccinate - 100 mg. in I°.V drip.
 

In case where blood is not available readily any I.1. fluid such 
normal saline, Detrose saline and Detrose in aqua may be used. 
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STANDARD MTHODS RESUSCITATIO 

In emergencies the heart and lung tend to work in a unit where there 
i- cerdiac failure, both pulmunary resuscitation may be required. 

Thus respiratory failue rapidly leads to cardiac failure & Vice versa. 
There are several methods of resuscitation of sinking patients. 

1. Yrouth 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 patients mouth that the lung is expanded.on so 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 can perform but two will perform effectively.
 

2. Closed cardiac Message: By compressing heart between sternum and
 
vertira by sufficient pressure to produce femoral and carotid pulse. 
This should be cortiriued till ECG is available. If venticular fibri­
llation is present - Difibrillator may be used if fails intra cardiac 
injection of Lignocaine or 250 mg. planocaine or 5 ml or 10% Tacl may 
be injected intra cardiac. 

3. *anual Pesuscitation - a) Here the patient is placed lille that
 
of mouth to mouth breathing, clean the airway then fix the mask of
 
the on the face thumb and Index finger and other fingers gripping
 
tLe chair. 

b) Inflate one lung by squeezing bag with the otherhand.
 
c) Cbserve rise and fall of chest for proper ventillation
 
d) Coordinate manual resuscitation with voluntary effort.
 

Su.bseauent ..:ana, ement 

1. Ventillation 
- At an earliest possible moment on the arrival of 
expert help endtracheal tube should be passed and mechanical 

ventillation started.
 

Open-Cardiac MNessage.
 

more ) 



MlMolne for Reuscitation 

1. .drenaline (1:1000) 

2. H4ydrocortisone
 

3. NoradrenaJline 

4. Antidote of 1Tarcotics - (Narcan, Lethidrone) 

5. ,-.minophylline 

6. is.ocaine/Procaine 

7. Irorm,%l saline/Destrose saline/Destrose in aqua
 

8. T)estrea 
9. *"igitabs. 

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 

a d Surgical problems arising during operation procedure. This is 

an effort to remind the possible problems and its management to 

minimise the fertility in sterilization operation. Thus popularising
 

the sterilization operation as choice of contraceptive.
 

* ** * * 

** 



Appendix F
 

BAVS SAMPLE ADMISSION RECORDS
 
FOR MALE AND FEMALE STERILIZATIONS
 



h Ai s CHARACTM IJ 

-,' As I PR ". ... 

Patient : .. : *-,;;- ., 

4". ....;., 

PATIENT'S ADDRESS: :H' ACT 

url: 
fPI 

Urban 

1.": ."Union 
,l--- -

:Po 

House No 

- 2District : - . ,. 

t 

The 

The 

Age of the. pittent..(fl! ). got married :* 

Age of the,%pitlent-wheamshe had her first baby:.A.._ 

" .. 

2. OBSTETRICHIOR: 

PREGNANCY'S OUTCOME :$ 

Live births: 

Children died:I. 

Li Rua :y lrrc'rl,,!));li) iI 

, -'-., 

"KtD H ITOTAL 

*-;" ;';-,...,, .. 

S 

, :.; 

Union"=I'.,,'~i"')0°t* : 

... 

) . / 

AigRI 'N$NMER 

po t tO l 

, .,;.y : 

P.0:; 

*,.-: 

• 
-, 
' 

i , 

Now living 

Still births 

" ' TO h r . .. .... : L, 

.1 



•..,
o~.. 3 "u .,,l"7 ,,,13
A. Last 	 Puugnency's Outcome Q Llve birth Still binfi 
Abortion 	 (Specify): 

I. Date 	 lost Pregnancy ended: 
C. Age 	 of the last living child: 

D. Sex 	 of the last living child "' Male M Female. 

3. Contraceptive practice (prior to three 	months) before this sterilization : None Oral pills 

I. U. D. [] Injectable D Condom Foam 0 Wlthdrawl E Rhythm
 

Other (specify)
 

4. 	 How did the patient first learn about BAVS clinic/camp ? M News paper 1" Radio ] BAVS staff 

-1 Other (specify):0- Aya/Dai M- F.P. worker D Doctor 

S. Most important person in patient's decision to choose sterilization Self Husband 11 Friend 

n' Relative F-1 F.P. worker 7 Doctor E-l Other (specify): _ 

6. Primary reason for choosing sterilization : El Other methods not available Other methods not 

reliable [1 Contraceptive failure F-1 Undesirable side effects : r Other (specify) 

7. Referel source : 	 usbandHSf Other (specify) :
 

Name & Address or referer__
 

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

Diseases Qualification of the 	 Result of Treatmentattending 	physician ResultofTreatment 

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

Diseases Yes No How many f-r-oefore this arrival 

Cholera 

Small Pox 

B. C. G. 

D. P. T/Tetanol Toxoid 

POLIO I 
Name of the interviewer (In block letter): 

Designation : , _,___.. 



S. INFORMED CONSENT
 
(FOI lWeto ACcptow)
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INFORMED CONSENT 
l~or Literate Amcptor) 
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(5)
 
I0. MEDICAL DATA 
(A) Menstrual History:

I. Last date of man* Length of Mens, cycle days.
i. Duration of flow days.

Ill. Amount of flow: E3 Normal, CJ Scanty 0J Excessive 
iv. Dysmenorrhea: J No J Mild El Moderate j] Severe 
v. .ntra.Manstruaiblooding No El Staining Spoting Severe_

vi. Meanarche : _7­

11. EXAMINATIONS
 
Pulse 
 __ Resp Tmp . P._Size of UT. Cervix---------_______ 

P. V 
Pregnancy if any: F-j No J Yes Weeks.

Any systemic disease: 
 -- No ED Yes (specify):

Any addiction: No J Yes (specify) :Abdomen: 
Chest 

Liver :__ 

Heart :
Spleen : 

" Lungs:'Kidney : 

Skin :


Papsmear: El Normal El Atypia JJ Carcinoma in situ l Not done 
Breast: El Normal El Masses CJ Galactorrhea El Bleeding
Adnexa: NormalE El Abnormal (specify): 
Weight : -(KG/LBS) Height: (Inch/Cms)
 
ANY OTHER FINDINGS:
 

Name of the outpatient Medical Officer: 

(In block letter) 

Date _ 



(6)
 

OPERATION NOTES: (To be filled up only by the operating surgeon)
A. VITAL SIGNS Pulse. Temp. R,,p. Blood pressure 

Before Operation 

After Operation: 

Pro.Operative additional Notes: 

B. Pro-Operative Findings 
I. Abdomenal : 

ii. Vaginal & Perineal: 
iii. Cervix (Swabing with spirit): 

C. Anaesthesia General - Localo Analgesia Local+Analgesia 
OPERATIVE FINDINGS: 

(D) PROCEDUREz (Specify technique) 

(E). COMPLICATIONS IN SURGERY: E-.No E Yes (Specify) 
_ 

ADOITIONAL NOTES RELATING STERILIZATION 
_ 

Date of Operation Time (Incision to Closure): 
EXCESSIVE BLOOD- LOSS RELATING STERILIZATION: EJ No [1 
If yes. was blood transfusion given ? No Yes 

Name & Designation of the Operating Surgeon_ (in 
Assisted by :- ____ _____________ 

Swab and instruments Count by:
0. T. Supervision by Sister _ 

Yes 

block letter) 

-Minutes 

OZ. 



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 a 
Stool: Urine: 

Condition of the patient (including degree of mobility) 

Condition of wound: 

Additional Notes 

Date & Time of Discharge: Date: Time : 

Name of the Doctor: 
(in block letter) 



NAME 
-DATES 

OF THE 

NURSrS 

PATIENT:_BED 
VITAL: ___TIMESIG NS :... 'I 

(6) 
RECORD SHEET. 

NO: 

PULSE: 

RESP: 
TEMP : 

_ 

i 

' 

B.P: 

PULSE: 

RESP: -.--- - -

i 

...... 
- - . 

-. 

RESP: 

TEMP 

B. P: 

-

.PULSE:- ........ 

DATE SIGNS TIME 

BLEEDING FROM 

P/V. BLEEDING : 
STOOL : 

URINE : 

BLEEDING FROM 

P/V. BLEEDING 

STOOL : 

URINE: 

BLEEDING FROM 
P/V. BLEEDING 

WOUND: 

WOUND: 

WOUND: 

DATE : 

STOOL: 

URINE: 

PARTICULARS 
TREATMENT GIVEN: 

(Medicine/Injection etc. ) Signature of Sister 



I. PATIENT'S CHARACTERISTICS: 

NAME (in block 

Patient: 

Wife 

letter) AGE EDUCATION PROFEINCOME 

Father's Name & add 

PATIENT'S 

Rural: 0 . 

E Urban 
P. S : 

The Age of the pitient (firnt) 

Number of n wis:___ 

get married: 

Union :_._ 
,~District 

Road No: 

_ 

Area 
District :_ 

2 WIFE'- rY HISTORY:= 

PREGNANCY'*SO 

Live Births : 

Children died = 

DAUGHTER TOTAL 

. 

A NUMBER 

Still biths :.•. . 

II
 



(2)
 

Lait OV100mnsin: Q U". 8011Q1dlbktM 

DM feest V, 
Dslt 

nancy. eded r,, 
Abortlon (specify): 

Sex of the last living child: [] Male 1 Fenale 
Age of the last living child:___ 
Date of wife's last Mense Onset:­

_ 

Contraceptive methods used (prior to three months) before this Operation: rl Name 

1J Condom 0 Withdrawl [] Foam Oral pill by wife E3 IUD by wife Other 

(specify); 

Primary resson for choosing this Sterilization: Q Other methods not available 1 O:her methods 
not reliable 0 Contraceptive failure 1J Undesirable side effect 
How did the patient earnabout BAVS Clinic: F1 RadIo N-p 

Worker fJ Health staff 0 Friend/Relation OOther (Specify) _ 

Other (Specify): 
SAVSv S] ].. 

Beferal Source: O Self EJ Wife Other (Specify) 

Name 	& Address of Referer 

Additional Notes: 

Name 	 & Designation of Interviewer. 
(Name In block letter) -" 



I. 	 INFORNMED CONSENT 
(For Illiterate Acceptor) 
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INF*RMED CONSENT
 
(For Liewate Acceptor)
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4. SEXUAL HISTORYi 

Q Satisfactory 1 Degree of saisfacttan; Nonmei Q Lm 03 16-"s 

0 Untisfactory : (Specify reason) I __ _ _ _ ..... 

S. GENERAL EXAMINATION,
 
Pulse: Resp 2 Temp : Blood pressure
 

Heart Lungs; _Height; Weight _
 

Liver: Lymph-Gland: Oedoma : 

6. LOCAL EXAMIMATION: 
GeneralSkin Condition 

Scrotal : 

Condition of Scrotum: Normal 1 Tight [=7 Other : 

Herni3/Hydrocele/Varicocele/Spermatocele : M None M Yes 

Condition of Spermatic Cord: 1 Thick l Tender II Other: 

Enlarged & Tender Epydidymis : El No E Yes :..­

Absent/atrophied Testis : 0 No Yes : 

7. MEDICAL HISTORY. 

History of any Medical trouble since two weeks El No E Yes (Specify); 

History of any past Surgery : 3 No D Yes (specify):

EAny drug addiction No Yes (specify):_ 

History of any Alergy : No Yes (specify) .El 
History of Diabetes mellitus :
 

History of blood dyscrasia: No Yes.
 

LOCAL: 

Injury to Scrotum/testis: No f Yes (specify): 

Operation on scrotum/Testis: E No El Yes (specify): 

Excessive pain to Scrotum/Testis: No -' Yes :Q-

Hernia/Appendix Operation: Q No Q Yes: 

Swelling of Scrotum/Testis; Q No E Yes: 



(6) 

& OPERATION NOTES
 
Aneethesia: 9"Genoral 
 9"Local 9 Analgesia EJ Locl+Analgesia
 
Type of Incision: 91 Single vertIcal 9 Single 
 horizontal 91 Doublo-Horizontal Double verticalD 

O Other (Specify): 
Sterilization Teqnique • 
Length of Vas resected -m. m. J Not resected
 
Method of Vas Occlusion: 
 Silk El Chromic Catgut f-other: 
Abnormal findings ifany-

Difficulties In Surgery:
 
Surgical times ( incision to clossure ) 
 Minutes.
 
Any Other Surgery Concurrent this Sterilization fl No El Yes (specify)
 

Additicnal Notes relating' to Sterilization 

9. IMMEDIATE COMPLICATIONS: 

Injury to testicular/artery/Pampiniform plexus: E No 9 Yes 

Haematoma of Scrotum: fJ No ED Yes. additional IV fluid given El not given 
Anaesthesia Complication : No 91 Vomiting j Other :
 
Pain during procedure: 9 No 9 Mild jJ Moderate [J Severe
 

Additional Notes : 

Prophylactic anti-biotics given: 9 None Jl Systemic 9 Both 

Name of the Operating Surgeon 
(NAME In bIock letter) 

Assisted by 
Date :___ignture 

g 
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MEDICAL DATA
 
(To be filled up only by the perp.an concerned)
 

FOR SHORT TERM (7.21) FOLLOW-UP USE ONLY
 

18. Condition of Wound: E Heeled up Swelling Q1 Discharge i Bleeding Q Pain 

Other (specify) 
a) If discharge (Specify) : 

b) Infections if any: -1 No 11 Slight fj Moderate Severe
 
Additional Notes relating infection :
 

19. Injection Site:
 
a) L/R deltoid (intramascular): Normal ' Swelling E 
 Pain Discolouration
 

b) L/R Caphalic Vein (intravenous): I- Normal jjSwelling 13 Pain FID13colouration
 

20. 	 Any other findings: 

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

21. 	 Weight: Blood Pressure: Hematocrit: 

Signature of Doctor 
Date: 

22. 	 COMPLICATION OR INCIDENTS SINCE STERILIZATION D 

23. 	 Pelvic Surgery: M No F"Yes (specify reason): 

24. 	 Systemic diseases : 01 No F Yes (specify): 

25. 	 Wound Complication : fl No 1= Yes, if yes, please check following items: 

a) Pain: No 1 Mild 0- Moderate Severe
 

b) Drainage: M No 0 Yes.
 

c) Suture problem: M No Yes.
 

d) 	Kelold : E No I- Yes. 
0) Seperation: R No [1 Yes. 

f) Other (Specify) : 
26. 	 Pelvic or back pain at the time of follow-up visit: E No M Yes, (specify): 

a) If pain: Mild - Moderate El Severe 

b) Etiology of pain: E unknown El unrelated to Surgery [J related to Surgery 

27. 	 Re-admlilon related to surgery : El No 1- Yes. for Nights 



(a)
 
PHYSICAL EXAMINATIONS:
 

DELTOIDMUSCLE 

* -

CE PHALIC 

VEIN 

28. Breast: Normal Masses Galactorrhea E Bleeding MJ Combination Other(specify) 
: 

29. Adnexa: .. Normal F Abnormal (Specify) ..... 
30. Uterus : E" Normal [- Abnormal (Specify): 

31. Cervix :j Normal jJ Abnormal (Specify) 

32. Pelvic infection: El No Yes (Specify) .M 

33. Papsmear:- Normal F1 Atypia "1 Displasia Carcinoma in situ M Invasive 
Carcinoma M: other (Specify) : 
34. Pregnancy Signs -- No -- Yes (Specify if currently) ,__weeks 

Signature of Doctor. 

Date : 
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Appendix G
 

FAMILY PLANNING PHYSICIAN TRAINING CURRICULUM
 



APPENDIX G
 

SIR SALIMULLAH MEDICAL COLLEGE
 

LECTURE PROGRAMME OF FERTILITY CONTROL TRAINING
 

DATE 
 TOPICS 


17-7-80 
 Population Problem, Policy and Demographic Aspect 

18-7-80 
 Pharmacology of Contraceptive Drugs 

19-7-80 
 Physiology of Male & Female Reproductive Organs 


and Mechanisms of the Action of Hormonal Contra-

ceptives


21-7-80 
 Anatomy of the Male & Female Reproductive Organs 

22-7-80 Contraceptive Techniques and Practices and Ad-


vanced Methods of Fertility Control
 
23-7-80 
 Steps of Female Sterilization 


24-7-80 
 Steps of Male Sterilization, Pre- and Post-opera-


=. 
 tive Management and Complication Management

2_-7-80 
 Asepsis and Sterilization 


:26-7-80 
 Pre and Post Operative Management of Miniltparotomy 


28-7-80 
 Patient Handling and Counseling 


29-7-80 
 Anaesthesia 


30-7-80 Management of Tubectomy Operation Room 


Evaluation of the training of each individual 

trainee. 


LECTURE TIMING: 


SPEAKERS
 

Dr. Shafiqur Rahman, Director, NIPORT, Aziupur, Dacca
 
Prof. Gulam Mustafa, Prof. Pharmacol., IPGQ, 
 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. Psych., SSHC,
 

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
 

9:00 A.M. to10:00 A.M. (thereafter 
O.T. & follow-upactivities). In between there shall be film
shows on Minilap/Vasectomy/MR and other methods. 
Trainee doctors are requested to attend the lectureprograwm
 
without fail.
 

(Dr. Mrs. Suraiya Jabeen)

Project Administrator
 



Appendix H
 

MANUAL FOR STERILIZATION OPERATIONS
 
(DRAFT)
 



2AAZZ 

MOVAL FOR STMULIZATION OPZR=Ous 



Is Hale WO lumale sterilization must be vlunta. 2T.Operating surgeon has the personal responsi litythat the following points to see 
are made clear to the client Inthe language the client can understazd
 

1) Sterilization in a 
surgical proce,,.e
 
LI) The prOcOdure 
 is permanent and irreversible; 

111) 
Alternative methods of contraception are ava ilable. 
iV) Finally, the patient

declaration that he or 
must make a clear and unequivocal

she is not influenced by a-ayinducement or coercion in choosing sterilization.permission obtained Awithout this explanation hasvalidity. noThe surgeon will counter-sign tha coasent formonly afte~r he has made sure that this requiremrientbeen satisfied* (Consent hasform is the part of case aheet) 

2. A case sheet record will be maintainedThis will contain for each patient.a record of pre-operative and post-operativeexaminationsk (as described below), operativean note and a recorof follow-up visit&. 

3. Acceptors of tubectomy or vasectomy normally will comethrough the FW/FPA to facilitate identificationup/after care.. Cates and follow­reporting direct or throughagency may be entertained provided 
some other

their identification,genuineness and follow-up are assured. Operating surgeonagency concerned shall be andresponaible for this. 

4. Only one partner, the( husband or the wife will be steriliaedand never both. This must be ensured by theidentifier and counter checked by 
FPA/FWA or the

the operating surgeons 

5. No sterilization will be performed unless the acceptor hasat least two living children, both over one year old. 
6. The acceptors will be treated with utmost proficiency, careand empathy* The dctor in-charge will be responsible tothat all personnel follow this instr4ction. 

see 

7. ftr a vasectomy, the physciin (Surgeon) and the suppoctingstaff wil. be paid a sum of Tk. 15/- (fifteen)tubectomy Tko only and for a20/- (twenty) only.(Details in appendix 1I 

8. Petty expenditure required for the purchase of sop, soda,kerosene oil etc for washing and auto-claving of linen andfor the management of the operating centrePL will be met out ofaccount up to the limit of actual cost, in observance offinancial rles. 
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9. 	 tder UMeptional circumstance.s life saving drugs
Infusion Luid may be puxchased vAIeT 
and
 

Mt avatlablo in thestock on the specific preacription/ce-tification by thephysician up to the limit of actual cost on tocase camebasis, Vouchsr/accounts will 	be maintained for this. 

10. 	 All payment and disbur m nts will be made on vouchers,bills and recorded in registers, etc am may be applicable.duly 	recelpted/signed/thumb impressed. (specimen copyapendix I) Full particulars, address including postaladdress aWv the address of the referer in the case of an 
acceptor ., uld be recorded. 

1.o 	 Organizations having own hospital and clinic may providesterilization services on the 	above principles and may beprovided with monetary
in 

and logistics support on cash basislurp suVbulk provided that proper accounting to meet theaudit needs in maintained and submitted to the PC & FP officefrom 	where 8uch assistance is received. 

12. 	 Centres/Clinics functioning within the jurisdiction of theThana will be serviced by the respective Thana office exce­ting in the case of mobile vessels such as the O iramoy'which will be provided with logistic support by the District 
office, Dacca. 

13. 	 Transportation Charge, surgical apparel and any other
 co pensatio-n provided to acceptors, 
 will 	be uniform and noextra benefit will be ;rovided in cash or kind by any orgs­
16161=0n, Similarly there will not be anp referralfollow-up fee to anybody referring the aceptors for 

of 
sterilization operations or providing follow-up servicesexcept the amount by PC & FP Division, 

14. 	 Dais, FWA'B, FPA's Jfr and 	 FWV'I will be entitled tore-emburnement of actual expenditure accounton of travelsin connectio-n with referral of came of sterilization andIUD 	 from contingency under PL account. Travels beyond fivemiles for this purpose will be admissible under nozul rules,
 

15. 	 They. will -also be entitled to referral fee provide in thescheme (Tk. 3/- for organizationa/Agencies# utilizatingfacilities made available by 
'the 	PC & FP Division. Money
surgical ppael M.oR. etc 	will not provide a ditional
benefits to the workers/staff or clients.
 

16. 
 PC & FP staff should organize scheduling of operations so thatacceptors do not report to the operating centre in large num­bers 	in an unmanageable manner. Up to six tubectomuea or 12
Vasectomies 2 sxqft per physician per day may be consideredwell 	manageable. The nu.der of tubectomies should not 	exaed12 and that of vasectowies 24 per physician per day. 
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17. 	 The performance report will be submitted/aolleated by the
 
Thana offic /District office as the came may be, Care should
 
be taken to avoid duplicationin the matter of submLssion of 
report. (An uniform reporting form be developed by the Dte,)
mentioning the referee, place of operation, nme of the clinic 
etc). 

UNMfl? ETA M-ARS ME~ FAQIJ4 IS 5 PEFRSQUNE SUPPLIES 

Sterilization opoeations (tbal ligation and vasectomy) will 
be performed in Rural Health Centres, District H-opitels, Ynaion 
Family welfare Centres, Sub-divisional Hospitals, Medical College
Hospitals, Mternal and Child welfare Cantres, model family planning
clinics. hospitals run by railways, police, armed forces or private
organiEationz and other Ir&ttutions appruved by the PC & JP Divisior 

The Assistant Director, MC/FP will be responsible for certify­
ing that the facility is able to safely perform theme procedures.
This responsibility can be delegated to district and thana Medical 
Officers, if necessary. To certify a facility for perforrmance of 
sterilization procedures, the responsible medical officer must
 
determine thats
 

1. ~ztey nined _ elare avail be;.~ 

2. 	 The prwaiae aroclean nd anequate light end water are 
available? 

3. 	 An adequate supply of sterile surgical instruments, drapes
gloves and other supplies is availabley 

. .. eraoth upILhs4. 	 an adequate aMount.,oLthe.necessar-Jdrug. 

5. pzopriate ergen 4=93ugs "d quipment.,ae,avaial. 

6. 	 A reasonalbe sohe.te .. p.st operative recovery is available: 

7. 	 Staft2 available to provid necessary. medical care duri..
Sthis ° timu....... ... .. ....
 

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

The following minimum standards must be Mats 

I* Personnels Operations will be prrformed by specially trained 
medidal doctors with the assistance of para-professional staff. 

.3urgeons and el'.other, personnel should be ,trailed. to manage
life.treatenng.~.ca tions, particularly . 
- Respiratory rirest (byinvertion of dlI-irwa -d"mouth ". 

ti... i re ra i-n.... 	 ...- .,-. ... ..... .... p 	 .......... - . .. -.- . .
 

-4Ypotenion 	 n(by ntraenoua rip of edrmnaline.. usng
a.-oof U,1,000adrenalie in &X)o malice odexoseand" 

wa-tet) - -

http:life.treatenng.~.ca


2. any room~ wh*ich can bo cleaned and wmashed with din n~ejit.
411_be...adeqate for operation theatre 

3. Any clean table large On~ugh to eccounodate the patient can
be used. supplies can be pro-sterilized and brought in a sterile 
pack or drum, or they can be sterilized on the premises with 
an autoclave using either electric or kerosene heat source.
 

4. The following specific sterile supplies will be neededs 

Gloves
 
Surgeons gown, cap and mask
 
Drapes
 
Dressing
 
Cotton squabs

Pelvic speculum

Surgical instruments
 

(a) Fr tubegtom-y coutaier- I (stain less steel)10"xg wgha 

I. Uterine elevator 	 I some surgeon do Usenot 
2. Sponge holding forceps- 9h" 1
3. Syringe with. needle, 10cc I 
4. Scalpel handle & blade 1 
5. Mosquito forcep 	 46. Artery forcep 70 	 2 
7. Right angled retructors 90 2 
8. scissors 2 

Dissecting (Mayo) if 
Stitch cutting if 

9. Babcock forcep 	 2 
10. 	 Dissecting forcep 2
 

Toothed i1
 
Non-toothed 11
 

11. Needle holder 2 
12. Suturing needle 	 3 

circle round 
body 11 

Curved cutting 11 
Skin needle I 
(str&ight) 11 

(b) For vsecty 

Sponge holding forcep 1 
Syringe with needle, 10cc 1 
Scalpel handle & blade 1 
Hosquito forceps 2 
Scissors-stitch cutting 1 
Dissecting forceps 2 



Toothed 2
 
Otoothed 11
 

Needle holder 
 I
 
Suturing needle
 

Curved cuttLng 2 

Vas forceps (if available) i
 
AXlls forceps (Lg vam
 
forceps not available) 1
 

5. Drugs and other supplLes neededs 
(a) For Preparations 

Soap

Shaving kit
 
Cotton
 
Lodine & savlon (or other
 
disinfectant) 

Xj'Atiipn 2..i Grain)50 CAiternat~fvej -4w 
XnJ. g5Qj 100 Gr. crn be used) 

C(c) Vbr Opeative~aaleuj "-& Afea theia 

50an L"Ij -thidln ~t 

d) Zenable sur~gicalp suppliies$ 

3'0' silk

l'0' Plain catgut/Ceramic catgut

Leukvwpliat
 

(e) Emergency supplies 

cat*tax**' ­ . .. . 
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(f) 	 Antibiotic-- give tetracycline, 250 mgt. orally,
4 times daily for 5 days* start before the operation. 

(g) 	 7or post bperative analgesLat 

Paracetamol 500 m. 

(h) 	 Miscellaneous supplies, 

Sphyamomanu .Aeter
 
Stethoscope
 
Hemoglobimet er
 
Test tubes
 
Senedicts solution
 
Glacial Acetic Acid

Alcohol lp 
Cl.iLcal Thexmeter 
Flash light
Foor for post oporative patients and families 
Urinary catheters 
PL carrying stretches. 

PREPARATION OF STERIL SUPPLES 

This must be a steam tight chambers At the bottom of the 
Chamber there is usually an electric element which heats the water to 
make the steam. The lid is heavy and has a rubber gasket and a pressu. 
mater sometimas a kerosene or gasoline stove is used to provide
heat. What can go wrongs 

is 	 The chamber may leak­
any local welder can stop the leak 

2. 	 Heating element may not work-
Eilomentz are usually damaged by the carelessness of the 
autoclave operator. The most frequent cause of damage is that 
enough water wan not put into cover the element. 

Solution- always use enough water 
- replace the element if it is damaged 
- substitute a kerosene stove as a heat source.

Pressure stoves are needed, and a large size 
works best- This can only be done if the heating 
element can be removed. 

3. 	 Te gasket can give problem.- When 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@ 



sential 
at least 30 minutes. Tm can check the pressure by the 
pressure gauge on top of the autoclave. 

4. 	 it to e that adequate pressure be maint ne for 

As 	 era-1 Hard Wret 

8cismors-	 both dissecting and cutting saissors are costly.
If they are boiled* shaz nes will be lost. 

^1 sheep instruments are usually sterilized by inerfiuon into 
Lysol or ooncentrated Dettol but they most be washed in water whidh. 
has bee boiled bobore use, otheridre the chemicals will cause 
Lnjury to tisue, 

A1l other surgical Instrments can be sterilized by boiling or
autoclaving but meticulous ceaning and drying of the Instruments. 
after use* is essential. 

Our ctal Rubber Glove t 

After each operation the uaer should wash hi glovod hands 
to rmovk blood and than take the Gloves off. 0.T. Nurses must 
clean and put them under a fan or in an airy room until they are 
completely dry. et alovej ohould neyer be acked or Rogdgred for 

Method o2 	 Sterllization of Materials, 

There are 	3 conventional methods that a-re usods 

1. 	 Boiling in waters Time is counted from the start of v1gotous 
bolling. At least 30 inutes in meeded. 

2. 	 AutocleM E.Vosure of materials to steam under pressure
for a specified time and at a specified temperature and 
pressura. 

3. 	 Chemical sterilizerst 

comonly used are 

1) Lysol sol 4) Dettol
 
2) Zqpherin 5) milbitane
 
3) Cidexz Savlon
 

Surgeon gws Autoclaving
 
abdominal sheets autoclave
 
Towels Time- 30 win.
 
Trolley covers Pressure- 20 lbs
 

Gause & cotton Tmp.- 2560P 



(ii) zm i nKI~a _(a*,liunsa) 

boiling- 30 min. 
fzm the time water starts 
boiling, 

(11) EURP INSTWUqENTS Ienfjxon- 30 man. 
In Lysol or Dettol 

(IVY) RJBR-Qn 
Gloves aZ linens 
Catheters Immersion- 30 mLn. 

in Zqpherin or Savlon 

UOTEs Gloves must be Coletely 
are 

dried and pow ed before theyrestrilized, or they will stick together and be
unusable. 

R- PZSRATIVS -g cK-A 

X2 r Vasefato-v- A complete but brief history and physicalexamination should be done to be sure there is no serious diseaserequiring treatment.-A side from local disease in the scrotum.history of abnormal bleeding or allergy to local anesthetics thereare no specific contraindications. 

pr Tubectomu, A similar brief history and physical exam shouldbe perforod including a pelvic exam and a determinatiou ofblood pressure. Pelvic infection theand suspected tumors contraik­aredications. Pregnancy In a contraindication
terminated at unless the pregnancy isasthe satc time the tubectomy operations H ypertensionis not a contraindication, aince pregnancy in more dangeroushypertensive uocen, in 
during and 

but the blood pressure must be watched carefullyafter operation. Haemoglobin should be determined a
the urine tented for glucose and albumen. If the hawoglobin Is
below 8 grams, the patient should take iron and folio acid for 6weeks and return for operation
betwen 8 and 11 grams 

after this. If the haenoglbjin isgJve iron end folic ecid for 6 weeks afteroperation. 

If glucose is prebent in the urine, operationunless it is can be done3+ or 4+. If 3+ or 4+, treat for diabetes and operatea few weeks later. If there Is 3+ or 4+ albkinuriat this must becorrected before operations 

A ca-se rejected on medical grounds will be paid TPa-s transportation cost. 10/-Thin payment can be givennot than 44% of the total cases In a centre. They will be advised 
to more 
to take tother methods. 



A wman should be given piece of now sare.a
cleaned and prepared for the o"eration* This 
after ske is 

of cleanliness 	 Is for the maintenanceto avoid post operative infection. A man should begiven a piece of lung! before vasectomytuboctomy 	 to wear It likewise* Acose 	will be paid an amount of Tk. 35/- (thirty five) onlyan transportation charge and k. 30/- (thirty) only as food chargewhen 	food in kind Is not provided by the Hospita/cdilc free of
cost. This Include food 	 for are elterned).the Hospital/Clinico 	 When diet is supplied oythe actual 61st charge.supplier through the Hospital/Clinic 
will be paid to the

adfinistratlo-ntatio-n 	 on the presen.of the bill duly authenticated by the Hosptal/Clinic
authortry. Lder no circumstances
A VaaectomideJ cace 	

wll there be double pea.ynnts,ill be paid Tk. 30/- (thirty) only an trans.portation and Tk. 10/- (ton) only as food charge.
 
Clients r;Jected on Medical reasons may be pjkid Tk. 10/- astransport cost/ 
 bt not exceedingly 4% of the total operation
performad° 

The acrotal operation with two longitudir.- incisions5 l on
either side of the upper part of tho Scrotum is recomiended
 

Instrumentst
 

The most important instrument is the Vasectomy forceps* Allisforceps can be substituted, but this requires a bigger Incision
than the vasectomy forces, The vasectomy forceps Is sharper than
the Allis 
 exid h&z only one tooth with a*u.
 

Pre 	Qndnost oner tiveMdicationsp 

Give 	tetracycline* 250 mg., 5o,4 	times daily for 5 days
(20 capsu es), Give 1st dose before the operation,


* 	 Phonergano 50 mgm 	It, can be given to rnlar, the patient. 
* 	 Give Paracetamol. 500 mgm, every 4 hours as needed for post


operative paid*
 

Notes 10jection ATS is4wot necesdary and can be dangerouse. t
should not be used. 

Pre.-o2rativ,breparation 

The client had taken a bath after which his scrotum is
cleaned with non-4rrjtant antiseptic solution like savlon. StrongantisLeptic 146dne or spirit should not used because they @ausesevere irritation. After painting the scrotum* a vasectomy sheetIn applied and the scrotum is delivered through a small hole In the
vasectomy sheet* go taping of the penis is required. 



Tdantifieption and Inolation of V-" 

Tha van on both sides bhoud be Papated aarful y The U Itgentluies is Practised to handle this VerY sensitive -part, V'ain and"Dincmfort at this zutege will pam ofSnu the Creasater anaCause retraction of the testicle making operation d~tfficult. z he 
wil 

vamOf the selected ai6e Is manipulated to isolate and fix itskin In the Iost suitable position u=der thefor incision. The thub ad indexfing r of one hand maintains gontle
and the corXsponding fingers of 

traction of the testicle fomwvard
the other hand are used to menpulatethe Vas to bring it upwards and laterally, Thin will bring the vas
away from the other stl ctures In the cord. The cord Lo held in
Position and If now superficicls just under this

the skin and daztos Isnls.In a thin person it can be seen clearly under the skin. Thin MANueYer oaf fixaton-of MAN LL th2 ]post imrwnrtent ste, in y-anetomy.
is Uaterede If this art
then vasectomy is a #simple operation. 

Inle ton of lo l1 

In this position of fizationt local I injected Into the skin
and then close to vasal tissui In all one needs only I to V cc of
local.
 

I a akin incision o£ 1/3 to 4 anof inch $,x mode directlyover the vas where local is deposited in the line of the vas. Afterthe skin in cut, -thedarros muscle is s#3 I&arated by fina mosquitoforceps. 

Lifting of Zaet The Van forceji or other tissue forceps is usedbold the Vas. The vas toforceps Is intmduced through the incimsonthe jaw andare *pNed. The forces is advanced over the va to go behindthe e,Once the for.ceps is behind the Van its i closed gw b 

The van s now pulled %;, by the forceps just above theIncision, It kincannot be pulled Aurther unless the sheath io incised. 
Take the scalpel and incise the sheath longitudinally* If the
sheath in incised properly the vi wills pop uptube&Hold as a smoth 111 whitethis udth another forceps and release the lst forceps.The van Is now pulled up easily for about an inch length. It can be seennow that there Is a thin esentry like structure attached to its inneaide* The Vas Is now excised, after ligation of both en4s, WIually 3-51o of vas in removed. Crushing, thin and tight ligatures are avoidedChroic 0 catgut is prefered. 

Assure cuqlete hamiostaiis before skin closure* After returnlngthe cord to its normal position tha skin Is closed with one or twosilk sutures. The skin can be closed -with plain or chromic catgut* Amopeple do not use any atitftbes. Use of mbso:=balenon(ilk) skin suturesI r ended so that the acceptors wili return for reInval ofsttchs and thereby follo-W to assured. 



-- 
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Zuuedietely after vasectomy he is not sterile. He Not uso
contraceptivu if wishes
he to have semal Late*ooune. therwisethe spaza beyond the ligation will pass through dUrIng ejawlation
and Can cause pregnanno Xt has been estimated that apem can survlv4Up to 30 to 12 ejaculations. 2he client must be supplied with 15coadome free of cost and advised to use them during the act of
coitus until they are used up. 

lnstructiona of Dischmra. 

Take the medicine prescribed by the doctor (antibiotic and
 
analgesic)
 

* 	 Ue tight under pant or a scrotal support for 7-8 days

Rturn for stitch rmct"al between 5-7 days


* 	 1,D not distuxb the dressing

S 'Use condom, as directed
 

* 	 If there in any problem, report imnmediately. 

2=licati on and side Effects, 

1. 	 Pain at the site of operations 
This should be mild and disappear within a week. More severe
pain and dragging sensation may indicate haematoma formation. 

2. 	 Brusing of skin ill'disappear by itself in few days.a 
30 	 Post operative bleeding and infections
 

Theme require active treetment. Due to the looseness of
 
scrotal skin, small persistant bleeding can cause a slowly
enlarging haatoma. Absolute haamostesis should be secured.Care should be taken not to damage p3ppiniform plezus, vessels
of the Vas end skin vessels* 

All bleeding points should be securely ligated and bleedingstopped before skin closure, Risk of post-op bleeding can be a p minimised by ensuring rest 	for a %ftleafter operatior
and avoiding heavy manual work for two days 

Treatment of hematoma depends on the sizes
 

--	 A iall hamat ea (less than 	3 cm across) situated insuperficial tissue layers is managed by bed rest at home Or a 
few days.
 

&Alarge haemotoma is usually due to accomulation of blood inthe tissue plane around the tunica vaginalis or within it. in either case 	the swelling will obsoure the body of testis and the skin willbecome tense and fluctuant. Large basmatoma should be treated byimmediate hospitalization and surgical evacuation of the heematomaunder strict aseptL condtions. This procedure dilU X&MOL thechance of infertion and resolution wiLl be sped. I LU b_NOWto *oen 	 remve a:.thegwund and 1arce 	 Sh touse a nod, A­
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Infection Is less common than haa.wtoma and may corplicatehamatomae zn casessome local lnfeciLon can occur at the site ofthe Incialon, Pationts with swelling a4 tend-nes should be trea.ted with antibiotics, for infection* f DX9 foMedRA suraipL
dralnn-m*- uil be reondgrL} Jn fUL-to1 to antibiotics. 

4. InJury to the testLcular, artery has beer. reported and is aserious Inj ury. It is very rare occurence, but if it dogshappen immiate apecialit,help should be obtainoda 
5. Lone terD cOmp.icptionsg 

- bccn(ary infectLn may ocgur caveral wetks -after end m'ybe'osociated with a tender lump at the state of incision.Uaually this in.ection arises Ln a maemitoma. If pain andswelling are severq, surgical drainage is needed.
 
- OrchLtis and apididymitiv can venereal disease. 
 or thisreauon, operation should not be done until after these condi­tions have been treated and curd. 

- permatic granuloma is r-e, but can occur at the testicular
end of the cut Vas.
 
If painful, it should be.excised.
 

Vasecto y cames should be checked in the RHCu/Clinica orfollow4up by tho FPA till the tmund is healed. Removal of stitchis not =acessary when no suture of absorbdcle suture is used. 
In the evant of delayed healing or any other complicartion thepatient :hould he referred to the niareat hospitel. Actual trans­portation cot will be met from PL accounts oy the Thana Office 

concernad. 

jMCTO (T AL LIAOION)
 
%he Ydnilap procti.ure using the Pomeroy technique 
is preferred*A uterine elevator incertod throaug the Vagida csn be used, butmost ecerencsd Surgoons find it unn~ecesarye %he operatLon ismuch Wre acceptable to the patient if vaginal manipulations can beavoided, but a nelvic x a=ainaion iust be DerforMe as anart of tbe 

)reoerAtve check w. 

Other tuchniques, using instruments such as the leproscopeand the culdoscope, req.uire special training. %hosetechniques arenot dezcrl!b here. Jtduncal dturilizetion, with solerosing agentssuch as 0ulusn-ine is still an exprimental procedure, 



3iNTLsp Tl(xoieO 

PE' DQEf'alt nwmear*tipn,
 

* Th A o ted patient takes a Cleansing bath.
* Blood pre.ure pulse and respiration are recortoperation beforeand every hour for 4 hour, afteirv.axd 

%J ~g~ ...no lioulds.6i fog, hou tzi 
S Enema Is given only whaen bowel has not moved satlsfar ,l tit.* 8having or clippLng of pubic hair 18 only to be done byemert personnel.,
 

A ClenD operating goun 
* i supplied to each Client.
 

receiVe prophylactic ant-nbjooi-.d-Ii i 
aye s.hroo be 
...... .... C W""'hi of iallergy to thia drug. 

en~njne 2D u 50
gi09. Atropine Al 150M .(~ ,Iend ?e bi ja fl30-4 minute.xiwmediate1r; befo", '.giving thlas aed~cat±= before. 1ihe P eritL in 

t yh she mus.t"'void (Paso. arinekistionisL*tro lVdon 

W~ Q:aesia sww~Jv~zinz~ye~u nj i on'fDa qa 0 
to lex 

g (Valium)'4hikid b~f given.alert3.5 minte. befdras the cperatjithat.vitajI Bigns :Are 
Observe: C'iiArefia to s"auce 

i s 
~ qtbe~- o c .nf.i -re eat vaginal exa~MatL0io 1 pzU 1id1 - 1-" ­ "- ;
 

,k.I 
 ,r ., .- p
in and ti -ti-f:.
 
The anterior abdcmLna.j wuanpreparedo and pubic area in cleaned andfirst with iodine, then with surgical spirit and the.Pati~nt is draped, 

2e Trendelenberg p~sition Oftime Of Peritonal opening the, table IS! ProducedCi..., the bead at the 
'25 

of the table in depes.sddegrees).
 
f a uterine elevaor 
in to bewith ac lon - at the used, the Vagina is prepared

elavator is nserted, 
time of the pelvic e aMination and the Uterineafter wich the patients les ae6lomathat she is flat on 'the table and 

d o 
ir looel fista the handle- oif the uterine elevatorItod the inside of the logthe handle can be grasped through . after drng,the d 
 eand manipulated ahflecessary 

http:depes.sd
http:lioulds.6i


as ll~e~athti ae. 

In patients with normala sized uterus, a transverse inciaonabout 1h inches long is made, an inch above the uper border of thepubic symphysio. If the uterus is enlarged as in postabortal casesand post natal cases the incision is made about an inch (2.5 co)below the level of the fundus of the uterus. Tho subcutaneous fatIn incised and with blunt gauze dissection the shining rectum sheathcan be seem. The sheath is a- 1 mimc also i1icised trans­versely. The cut edges of the rectum sheath are held by arteryforceps. The attachment to underlying muscle in the midline isseparated up and down for about 1 am with sharp dissection. Thepyramidalis muscles are not disturbed. The rectus muscle is splitin the midline and retracted laterally to expose the peritonium.With pointed artery forceps the peritonem is picked up, ta-kingcare not be injure bowel or oladder. 

With the peritonum elevated, ,&'mmoall nick with the broadest pepart of the scalpel blade*is made between the forceps. Since thereis a negative pressure inaide the abdomen, a small opening into theperitoneal cavity will such air in 'and thereby lift the paritoniumfurther up from the underlying loopr, of bowel. Tbb peritoneuw iaopened longitunidally. 

Delivery LW lication of tubes, 

The index finger is inserted into the pelvic cavity and thepelvic organs by palpation. If the uterus is retroverted one caneasily correct it. Place the finger on the posterior wall of thefundus and move it in 
are 

either direction to feel the tubes. The tubessoft, slippery and are quite long. With practice one can easilyhook the middle part of the tube and elevata it up nearer theincision. When the tube is seen, it 11 grapped with a Babnock
forsps. 

Sometimes it may be difficult to deliver the buboc. 
In that
case it may help to apply counter pressure to the surface of theanterior abdominal wall assist into elevating the tube. Rarelytwo fingers are needed, one andinfront one behind. Slipping thefingers ft side ways the tubes can be grasped, one at a tim,between the two fingers. If the uterine eleveutor is used, the 
in 

uterus is brought up inuuediately beneath the incision by manipulatingthe elevator. The uterus can then be tilted left and right toidentify the tube. Ihidhvermethod,is used it is itorant to esure thatthe true allian tube hsboan SrMed. and not theroundlimmament or oM otherstructure. The eiperienced operator will havono tzuble with this, but if there is any doubt it Is a simole matter 
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The modified 
Pomroy 	technique of tubal Interruption Ispreferred. A loop of tube 	In elevated and a tie of chronic 8'0catgut 	Is tied at 	the base of the loop so as to include -3 cm oftube. The loop of tube
tant to 	use 

above the tie is then excised. It Is Lipor­plain catgut And not ilk or 	other -norb&la suturemtaral. 	Tf Ibporbbbl mloeripl in used the 	o.da * arnta aterMbuorotion 	 taken niaci.-

ClosuUe 2f the dog=n
 
Peritone.m is closed 
with a 	continuous suture of chromic $Of
Catgut. 
Rectua mscles are brought into apposition by interupted lotplain catgut sutures, tied loosely because muscle is soft and
friable. 

* Rectus sheath inclosed with interupted chromic '01 catgut. 
* Skin is closed with 2 milk or Nylon sutures. 
* cubd is covered with gauze and leukoplast is aplied 

Eost ooerative cares
 

After the openatien the client is 
 brought 	to the post operativearea on 	a trolley or a stretcherm 

.. .. i car...u.i, ..d e..than rt, recordin4v ta gs
eMey hour and -inspecto
't"n, "of . .	 . 'a-.4it.... . .--- ..Una 	 ervation of.a siian.or r. a= u- ,l .-- m.:4 ha Daring. thia.q£dUe prtre .-~~ra in ndistesion -of_the..be "ealliod in the '-event-"of-y -	 shouldI 
7bality. . Phyutclan should 

1Pod and d nksstit for.4 to 6 bi&boju fname'..(due- t6-the. pkfidi)nd "drouynems,dowsya-- .' 0 Vorthe. 	 Oucit the am"M aWn. lient.--iAs, encouraged' t 6 -mn h.a she Isable -to-yvoid-nhe-is: 'pezmdtted-1t'o:go -hotueo ny~rtof-tT clients 	mayhave 
bUS, 

to 	walk a long way home or have to undertake a long track byfor this 	situation it is better to keep them longer# if possi­ble oveLight.-

Clients who are -ity dwellers or close to the clinic can beallowed 	home within 4-8 hours. 

te. . .ority. .of - . meal 

afterzhU6olu.4 a 

http:siian.or
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1aatutLipna on diuchuiroa, 

1. Report Lzmdeiately if there is execoc£ve pLn# favor,
abdoainal disturbance, dischargle from 
the wund* or if skin cash
or other allergic xyml; "-jvelop.
 
2. Take the mndicinca am directed, by the Doctor. 
3. Return to the clinic for recoval of the stitches and post

operative Check up between 7-10 days 
4. Rest at home the first day. 
B. aormaight work becan resumed the following day# but patientsshould bet lift heaay object for 3 weeks.
 
6, Sexual relation in not prohibited.
 

The tubectomy case should
the first 3 days and 

be checked and followed-up during 
be 

then on the 7/8th and 9th day. The stich shouldremoved after the 7th or when the wound is healed. The stichmay be removed by the PW or by a trained FWA underAntibiotic ointment ametic conditionsmay be used affer the removal of the sti tch. 
In the event of any fttaxnm delayed healingcation the operated case should 

or any other conpli­be referred to nearestthe hospitalActual transportation cost will be met from PL acoounts by the hanaoffice concerned. 

All tubectomisd cases will be followed-up3 weeks, and checked afterone =nth and 3 months and then at 3 monthly interval fortwo years. Coilaints such as pain, weakness,to and in etc* should be attendedsome cases, treatment maytablets etc In rare 
be required with Vitamins, Ironcases p regnancy may occur. in co= lications andpregnancy, auistance from FW and Thana level officers should besought imrrediately. All ofcosts such cases will be born byand paid by the Govt.the Thana office from P.L. account. 

During the post operative visits, the Fb'iVs/FWM should devotesome time to the immunization, health and nutrition of the chtidrecand the family of the ac eptors. 

*z any 
All Pa tientB must be followed-up and cOmlicationa ofsort must be treated pr~qtly and vigorously. NA. and otherPC & PP staff are responsible
to 

not only to follow..p the coses, butalso ensure that coplIcations are treated. AUXnrOblnuobtrUc.ting pr"omt treatment should be reported ineitelv to the 1who will ake uMedim-ateActio p o orrect the itntion. 
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long 	tenim Ad,'ice! 

Zn 95 percent of eaetorsI Post'than 	5 percent of cans* OP is uneventful* Zn lessinor 	ailments such asdischarge or 	 olnd seUlingstitch abscess may need additionalifectiou 	 cars. Serious woundZ*.uiring surgical dirainage is rare, but cannothing Is 	 occu~r andgained by deloying proper surgical treatment.
hen 	the wound is healed, the client is allowed to returnto her normal routine. 

All patients are toInstructed have 	 a six and twmlve monthcheck-up. 



Appendix I
 

STERILIZATION DIRECTIVES AND STANDARDS
 

OF BANGLADESH GOVERNMENT
 



GoVnSetAt of the People's Republic of BangladoshP p lation Control & Fk Division 
Population Building
ASIMpur. Dacca- S. 

Memo No. M&lFP/2-2/S&T/90/ Dated the ., 19800 

To
 
The Deputy Director,
 
Population Control & FP Office,
 

In recent time a significantly higher number of deaths

have occurred among Tubectomy cases, a large majority of whom
have been due tu respiratory arrest presumably caused by
intravenous use of pethidine. It is therefore strictly instruc. 
ted that 	Pethidine must not be given intravenously. Pethidine
 
must be given 20 minutes before operation.
 

In this respect the recormrended procedure is as given
belows­
1. Inj. Atropine 1/100 to 
1/200 grain and Inj. Phenergan 

25 to 50 mg., 40 minutes before operation.

2. InJ. 
Pethidine 100 mg. Intra-masculerly, 20 minutes 

before operation. 
3. 
 InJ. 9eduxen (Dica-epam or Valium) 10 mg. I/V, on the 

o*perating table.
 
4. All these pre-medication should not be allowed to be 

given by 	any untrained staff.
 

NOB. 	 Miedical Officer, will be personally responsible for
proper selection of cases after through examination
and clinical dates must be recorded properly before
pre-medication given.
 

. A.an) 
Director GJeneral (Imp.)


Population Control & FP Division.
 
Memo No. 	 PCMFP/".T/2-2/80 Dated: 

Copy forwarded for information to:­
1. The Director .Imp) 
of this division
 
2. The 	Director (Admn.) 9f 
this division
 

.3. P.S. to the Secretary, 
PC & FP Division.
4 . a.. ton th , r , ,r,,- -.n , ':!- ,ral ( 1 , p) P . rFip u iv i s i o n 

(Rafiaf Islam)Asstt. Director (ACH)
Population Control & FP Division 



,- .k.,lation tntrol Z: FP Division 
Population Building

Axtmpur, Dacca- S. 

H o 	 No. YPC&,/S&T/80/ Dated the _, 19e0. 

To
 
The Deputy Director,
 
Population Control & Family Planning
 

Subjects- LW.RD. FrOR S11.T? -- b.T 

In recent time the incidence of complications of
 

sterilization have harply risen. In order to identify related 
problems, 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 selection leading to operation on clients who
 
are severely anaemic, seriously mal-nourished. APV"JR­
tic or grossly diabetie.
 

3. 	 Improper rouie of administration and lrOY dose of 

sedati.ves as pru-nmaucauLot, 

4. 	 Inadequate management of complicacions and ema.:enc±.e, 
.. particularly in case of respiratory arrest. 

Following instructions are tharefore laid down as addition
 
to our existing guide-lines: 

1. -	 The currently existing limit of 12 cases of t8erilization 

per centre per surgeon must be more riyidly enforced. 

Programming in the district level should be scheduled in 

a way that cases can be moru widely distributed between 

all existing equipped cantres and al. ..... ned doctors 

available in the district.
 

Attempt 'should be made to uti.Aizo all manpower rosourre. 

and sorvice facilities in the distrir:. -,nA4. on the 

availability of newly Vrain-' .. , ...ore cOntres shoul 4 

be opened. 

(N.B.: Please send us a list of cur"ntly used 
sterilization centres i.n you ict).---.-­



2. :o intr-venous Pre-medtcation should be gjiven except for 
treatment of emergencies. (kleasae soe inAtructon vide Mmo
No. 6 -3/ZSP/79/9510(73) dated 29.11.79).
 

3. The operating surgeon must take respons'A)lity f r everything
that happen to the patient before, during and after operation.
 
L) thus tho surgeon must !xamine and select the client
 

himself/herself and certify to 
that effect;

IL) check the h4emoglobtn level and record it on the form;
 

L1) 
 prescribe the dose of pre-mdic.tions according to the height

and weight ot the patient;


iv) 	 ensure monitoring of respiration and i-'alse every
minutes after the pre-medicacion; 
10
 

v) certify fitness before the pat.lent is discharged;
vi) 
 ergsur3 the patient is not dialetLc 

4. The District Technical Commit1t 
 must certify eachsurgeon
who is allowed to do sterilization. The Committee must besatisfied that the surgeon has pcrformed 10 tubectomy and 2
 
vasectomy under supervision of a tr3iner.
 

5. All certified surgcons must be trainud in mouth-to-mouth
 
resuscitation.
 

6. 
 All surgeons must be familiar with official orders and
 
instructiohs ari all newly tz-:ned surc-ons must 6e supplied
with copies of existing guide-lines. The D3puty Directors of
the districts must ensure the. all new TtKDs 
receive copies of
 
all guide-'line.
 

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

.. onto... 3*
 

http:29.11.79
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6000 No. Pu'/6-3/z1p/79/951o(73)/ Dated 198o. 
Copy forwarded for rlfornation and necessary action 

1..P.S, to thl Hon'ble MIni3ter, In-charge, Health & Family Planning, 
2. P.S. to the Hon'ble Deputy Minister of Health & FP 
3. P.S. to the Secretary, Population Control & FP Division 
4. Joint Secretary, Population Control ; FP Division
 
So Director General, 
 Programme Develop-/Implemntation/NZPORT 
6. All Director of this Division 
7. Director, (Implamentation)/Dacca/RaJshahi/Chittaon'/Khulna Divn. 
8. Director of Health Services, P/C 
9. Deputy Director (Finance) of this Division
 

10. Deputy Comissioner, All district
 
11. Civil Surgeon, All district
 
12. Asstt. Director (MCH-FP)/Asstt. Director (General)
13. President, BAyS, 13/2, Dhannmondi R/A, Dacca- 2. 
14. Manager, FP Clinic, Ganesh Para, Syedpur/Rangpur. 
15. Office file.
 
16. Project Director, Mohammedpur Model Clinic.
 
17. TP model Clinic, Dacca/Rajshahi/Chittagong
 

18. All Vluntary Agencies 

( Nargis Pkhter )
Dy. Director (MCH-FP/S&T)

Population Control & FP Division.
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BIOLOGICAL VARIATIONS IN RESPONSE TO A STANDARD DOSE
 
OF A SEDATIVE DRUG
 



APPENDIX J
 

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

b-' 

NORMAL RESPONSE
 

MAGNITUDE OF RESPONSE
 


