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INTRODUCTI0N
 

In the past few years, a remarkable, yet still largely unrecognized
 

change has occurred in the pattern of use of the various means of
 

fertility control. The confluence of a number of factors has resulted
 

in a recent and rapid upswing in the use of sterilization--particularly
 

female sterilization--as a means of fertility control around the world. 1,2,3
 

Contributing circumstances include (1) the recognition that the demand
 

for female sterilization is intense, (2) some liberalization of policy
 

constraints on availability of these services, (3) increased efforts
 

to provide female sterilization services, and (4) highly important re

f[nements in sterilization technology, making use of female sterilization
 

practical In many settings where previously it could not be successfully
 

used. 4 The rapid increases in the use of female sterilization result

ing from improved techniques has provided additional evidence of the
 

validity of the premise that the nature of available fertility control
 

technology is a foremost determinant of its level of use and of the
 

5 
effectiveness and efficiency of fertility control programs.
 

DEMAND FOR FEMALE STERILIZATION
 

Evidence of demand for female sterilization can only be measured 

in settings where access to sterilization is not limited by service
 

program deficiencies or by policy constraints limiting access to the
 

method. For example, in a survey carried out in Puerto Rico in 1965,
 

fully 35 percent of all mothers age 20-49 were found to be sterilized.6
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In the United States in 1973, 23.5 percent of couples relied on
 

sterilization as their means of fertility control; in 12.4 percent of
 

the cases, the wife was sterilized.2 In recent years, the initiation
 

of female sterilization services in countries such as Nepal, Pakistan,
 

Bangladesh, Thailand, Korea, the Philippines, Tunisia, Egypt, Costa Rica,
 

El Salvador, Columbia, and Jamaica has indicated that the demand for
 

female sterilization is intense.1
 

POLICY
 

It would appear that in many societies sterilization has not been
 

considered as acceptable a means of fertility control as reversible
 

contraception. To some extent, legal and policy barriers, such as
 

requLrements for a certain number of living children, have inhibited
 

use. As recently as five years ago, sterilization was emphasized and
 

included in organized family planning programs only in a few countries
 

7
such as India, Bangladesh, Pakistan, Taiwan, and South Korea. 4 , However,
 

in recent years, this situation has changed considerably, with recogni

tion of the existing demand for sterilization services, the development
 

of new tehcnology which makes delivery practical, and the recognition
 

of the programmatic advantages and demographic impact of sterilization.
 

At the Second Internatioual Conference on Voluntary Sterilization 

held in February 1973 in Geneva, there was considerable discussion about 

whether developing countries should initiate sterilization programs and 

whether such programs would be successful. By the time of the Third 

International Conference held in Tunisia, February 1976, a consldernble 

shift in attitude appeared to have occurred. Now thle tocuS of 
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concern was how countries can develop services fast enough to meet
 

existing demand.
 

STERILIZATION SERVICES
 

For a number of reasons, family planning administrators have
 

placed increasing emphasis on provision of sterilization services.
 

The permanence of sterilization offers programmatic advantages in that
 

the cost of sterilization services can be amortized over the remaining
 

reproductive life span of 
the acceptor. In contrast, annual expenditures
 

on the order of $10 to $15 per year per acceptor are usually necessary
 

for the reversible contraceptives employed in family planning programs
 

9
L. less developed countries. In addition, the country may only be
 

organizationalJy capable of reaching its target population on a one
 

time rather than a continuing basis. An adequate concentration of
 

information and services may be possible only if their continuous
 

provision of such services is not necessary. 4 Indeed, a number of
 

countries have, because of limited coverage of medical care infrastructure,
 

elected to concentrate available resources, employing mobile clinics,
 

sterilization camps, etc. A further potential advantage is that 
the
 

sterilization services require motivation only on a one time basis
 

rather than a continuing motivation to ensure continuing use.
 

The Agency for International Development, through its program of
 

population assistance, has supported the development of sterilization
 

services in several ways. 
 These include the support of a iunh,.ir of 

interr.,ediaries, including the International Project of the Association 

http:iunh,.ir
http:countries.In
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for Voluntary Sterilization, tht Pathfinder Fund, 1uternat tonal 1'lanned 

Parenthood Federation, Intrnat it)nd I Fert Itv Re.-earch Progrm . Fant Iv 

Planning luternattonal Assoc itts, Program for lnternational Education 

in Gynecology and Obstetrics, and other organizations which have offered
 

assistance in establishing sterilization programs. The Agency for
 

International Development has provided bilateral assistance directly
 

to countries which have offered sterilization as a part of their normal
 

spectrum of fertility control methods and has supported training, in

cluding the training of close to 1000 selected gynecologic surgeons in
 

about 60 countries in sterilization techniques.
 

Between 1968 and 1975, the Agency for International Development
 

pruvided $2.8 million worth of equipment to be used in sterilization
 

programs. These funds have been used for the purchase and placement
 

of mini-laparotomy and laparoscopic sterilization kits. 
 Over 500
 

laparoscopic sterilization kits have been purchased at approximately
 

$3,000 each. In contrast, the mini-laparotomy kit, which includes all
 

the surgical instruments necessary for the operation, costs $118. In
 

addition, a mini-laparotomy packet containing the uterine elevator and
 

tubal hook, the only specialized pieces of equipment needed to carry
 

out this procedure in a normally equipped operating theater, costs only
 

$16. (See Figure 1) In the last six months of 1975, the Agency for
 

International Development distributed over 1,000 minl-laparotomy kits
 

and more than 6,000 of the packets. An additional 2,500 mini-laparotomy
 

kits will be distributed in 1976.
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TECHNIQUES
 

It appears that willingness to accept female sterilization far
 

exceeds the ability of many developing countries to provide such services.
 

Therefore, the pincipal objective of much recent research has been
 

directed toward developing methods which serve to simplify and, there

fore, increase the availability of such services.1 0-1 3 In the past, the
 

requirement for hospital-based skilled medical practitioners, including
 

surgeons and anesthestists, has limited the availability of this means
 

of fertility control to a fraction of the target population in many
 

countries.
 

Sophisticated techniques of laparoscopy and culdoscopy have elim

inated or decreased the requirements for general anesthesia and hospital
 

convalescence. However, these tehcniques require costly and delicate
 

equipment, which is difficult 
to maintain, and considerable surgical
 

training in the specialized technique. As additional experience has
 

been gained with laparoscopic sterilization in developing countries, it
 

appears that this technique is a practical approach for large volume
 

centers. 
 However, the best method for many settings in developing
 

countries is the simpler mini-laparotomy technique. It would seem that
 

mini-laparotomy is currently the best method available for overcoming
 

the programmatic bottleneck caused by the need for scarce and
 

expensive medical care personnel and facilities.
 

Although there has been considerable acceptance of the use of local
 

anesthesia for sterilization via laparotomy immediately postpartum, the
 

first descriptions of procedures approximating the current mini-laparotomy
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appeared in 1965 and 1969.14,15 Palmer's procedure was developed at
 

the request of the Indian Minister of Health. It employed a 5-6 cm
 

vertical incision carried out under local anesthesia, the use of a
 

hysterosalpingographic cannula for lifting the uterus and the applica

tion of either 1 or 2 clips to each tube.i 5 Subsequent studies have
 

revealed a high failure rate using the hemoclip.16 More recent modifica

tions, particularly those described by Vitoon, have resulted in the
 

current highly successful procedure.17 Brenner and Dingfelder have
 

described the key elements of the procedure, which allows accomplishment
 

of sterilization using local anesthesia with short recovery time, low
 

morbidity, and without overnight hospitalization. They include a
 

combination of the following surgical techniques: (1) the vaginal place

ment of an instrument to allow uterine elevation to facilitate access
 

to the uterine tubes in the incision; the placement of various forms of
 

these uterine elevators are shown in Figures 2, 3, and 4; (2) the use
 

of suitable instruments to gain adequate exposure to allow visualization,
 

manipulation, and occlusion of the tubes; Figures 5, 6, and 7 show in

struments which have been used for incisional exposure; (3) the use of
 

instrumentation such as the tubal hook shown in Figure 8 to lift and
 

manipulate the uterine tube, although some surgeons prefer to use their
 

finger to manipulate the tube prior to carrying out a sterilization
 

procedure such as a modified pomeroy, and others employ a fallope ring
 

or Hulka-Clemmens clip which may be applied without lifting the uterine
 

tube into the incision. 1 8
 

http:incision.18
http:procedure.17
http:hemoclip.16
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Details of technique worthy of particular emphasis include the
 

following: (1) the procedure must be carried out with an empty bladder,
 

(2) mobility of the uterus must 'e established, (3) maximum safe doses
 

of local anesthesia must not be exceeded, (4) incision into or trauma
 

to adjacent organs such as bladder, uterus, or bowel must be immediately
 

diagnosed and repaired, and (5) patient comfort requires pre-operative
 

sedation, careful application of local anesthesia into every tissue
 

plane and the tube, and gentleness in carrying out all minipulations.18,19,20
 

Most of the experience with mini-laparotomy is derived from developing
 

countries. The relative lack of use in the U. S. and Europe doubtless
 

relates to the easy availability of general anesthesia for laparotomy,
 

availability of laparoscopic and culdoscopic sterilization, and possibly
 

to less satisfactory anesthesia and more difficult technique required
 

for the less slender patient populations in these countries.21
 

Therefore, international studies are required which so far have
 

yielded inadequate data to allow a comprehensive evaluation of mini

laparotomy in contrast to alternative procedures. A number of small
 

series suggest that complication rates and the nature of such com

plications appear to be of the same order of magnitude of alteroative
 

1 8 2 2 3 6
 procedures. 1 7 , , - , Pregnancy rates appear to be comparable to other
 

sterilization techniques and would expect to be related to the type of
 

occlusion rather than the approach to the tube.
 

The largest data set reflecting complication rates has resulted
 

from the large series of multi-center sterilization studies sponsored
 

http:procedures.17
http:countries.21
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by the Internat iona I FertilIty Rsv'irkIh Program. l ', t wa ,poont Idh, 

b11od II pooled dItl from 282) ca8,c of miiii- Iaparolomv c.artrid 

out In a variety of settings employing a number of variations of the
 

technique.
 

The distribution of tubal occlusion and mini-laparotomy techniques
 

in the pooled data are shown in Table I. In this table, a procedure is
 

classified as a uterine elevation procedure if a uterine elevator/
 

manipulator is used but no equipment for abdominal retraction is used
 

in addition. If a proctoscope or any type of abdominal retractor,
 

modified speculum, etc., is used, regardless of whether a uterine
 

elevator is also used, the procedure is classified as proctoscopic or
 

abdominal retraction. If none of this equipment is used, the procedure
 

is classified as digital manipulation. All of the above precedures
 

were performed through a suprapubic incision. The "other" procedure/
 

technique groups include minilap laparoscopy, vaculap, cases performed
 

through an umbilical hernia incision, and cases in which different
 

techniques were used on either side, only one tube was occluded, or the
 

planned technique differed from the performed technique.
 

Half of the cases involved the uterine elevation procedure and
 

three-quarters utilized the Pomeroy or Madlener ligation techniques of
 

tubal occlusion. None of the patients included in this analysis had
 

recently been pregnant at the time of sterilization.
 

Selected socio-demographic characteristics of mini-laparotomy patients
 

are presented in Table II.
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As is shown in Table III, analgesia plus local anesthesia was the
 

type of anesthesia administered in over half the cases.
 

Table IV provides information on the varying degrees of surgical
 

difficulties which were encountered in approximately ten percent of
 

the procedures. No procedure was a complete failure and in just five
 

cases was it possible to occlude only one tube.
 

As shown in Table V, surgical complications were reported for 1.6
 

percent of the cases, including eight cases (0.3%) of bowel/bladder
 

injury and seven cases 
(0.2%) of uterine perforation. These rates are
 

higher than the rates reported for these complications in an earlier
 

analysis of IFRP laparoscopy studies.31 The rate of bleeding of the
 

tubes (0.9%) was similar to that among laparoscopy patients.
 

Thus, mini-lap is 
not without potentially serious complications.
 

However, such complications are more likely to be recognized during
 

mini-lap procedures than during laparoscopic procedures and can
 

generally be repaired surgically through the mini-lap incision.
 

During the immediate postoperative period, before discharge,
 

complications were noted for fewer than one percent of the patients.
 

(See Table VI)
 

Early postoperative complications and complaints are shown in
 

Table VII. Fever requiring antibiotics and/or wound infection were
 

each reported for 2.6 percent of 
the 2686 patients observed at the
 

7-21 day follow-up visit. 
Five percent of the patients had infection

related complications. 
 These rates are higher than comparable rates
 

3 1
 (1.4%) among IFRP laparoscopy patients.
 

http:studies.31
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There were no deaths reported during hospitalization or up to tile 

time of the 7-21 day visit. 

As shown in Table VIII, surgical time (from incision to closure)
 

averaged 20 minutes, with ten percent of the procedures performed in
 

less than ten minutes. Laparoszopy procedure time averaged 12 minutes. 3 1
 

As shown in Table IX, only one-fourth of the mini-lap patients
 

were discharged on the day of surgery, compared with more than three

fourths of the laparoscopy patients.31 However, many patients remained
 

overnight for personal convenience rather than for medical reasons.
 

This data indicates that the frequency of all complications is
 

not strikingly different for mini-laparotomy compared to other methods
 

of female sterilization. However, tile frequency of individual com

plications may be significantly different; for example, the operative
 

complications, uterine performation and bladder injury, may occur more
 

frequently in mini-laparotomy whereas sterilization carried out in
 

transvaginal approaches such as culpotomy and culdoscopy appears to
 

result in a higher incidence of pelvic infections. Large controlled
 

comparative studies of laparoscopy, culdoscopy, culdopotomy, and the
 

various mini-laparotomy procedures are under way. These will, in the
 

future, allow a better assessment of efficacy and complications. At
 

least one death had been reported from peritonitis secondary to an
 

undetected bowel injury.
2 5
 

Surgeons with varying degrees of skill and training in Thailand
 

3 7 
have been taught and successfully used mini-laparotomy. 2 5' In
 

Bangladesh, Chowdhury has taught laparotomy to female para-professional
 

http:injury.25
http:patients.31
http:minutes.31
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workers who average only two months part-time training in sterilization
 

surgery. Infection and other complication rates were essentially the
 

same for operations carried out by doctors and paramedics.3 8
 

PREVALENCE OF USE AND DEMOGRAPHIC IMPACT
 

Population orowth rates 
appeared to have peaked somewhere in the
 

early 1970s and now, in large measure, as a result of increased
 

availability of 
family planning services, particularly in Asia, birth
 

rates are declining. 3 9 There is increasirg evidence that female steriliza-


Lion and male sterilization are acceptable to men and women of low
 

enough age and parity that they have significant demographic impact.4, 4 0
 

For example, in Puerto Rico in 1965, of the 34 percent of mothers age
 

20-49 who were sterilized, 41 percent had the procedure bv age 24, and
 

70.8 percent by age 29. Of women surveyed, 12.7 percent with one birth
 

had been sterilized, as were 38.6 percent with two births, 46.4 percent
 

with three births, and 46.8 percent with four births. 6
 

The growing worldwide trend toward the use of sterilization is
 

shown in Table X, and the increased proportion of total fertility
 

services attributed to sterilization is shown in Table XI. 
 Examination
 

of data from many countries reveals an increase in tempo of use of
 

sterilization in family planning programs, and it also reveals an
 

increased trend toward female sterilization. For example, in India
 

about 2.2 million of the 10.2 million sterilizations completed through
 

December 1971 were female operations, whereas by 1975, 8 million of the
 

total 19.5 million sterilizations were female procedures. A target of
 

an additional 4.3 million sterilizations in India has been set for 1976.
 

http:declining.39
http:paramedics.38


- 12 -

In the United States, the proportion of married couples depending
 

upon sterilization as a means of fertility control increased from
 

about 10 percent in 1960 to 18 percent in 1970 and to approximately
 

25 percent in 1975.2 
 In the United States, a few years ago vasectomies
 

outnumbered tubectomies. However, it would appear that improved female
 

sterilization technology, particularly laparoscopic sterilization in
 

the United States, has increased to the relative proportion of female
 

to male operations in the last few years, with about 550,000 procedures
 

in 1974.41
 

Thailand is another interesting example. In 1972 there were about
 

30,000 tubal ligations; in 1973 the figure was 46,400; and in 1974
 

73,100. 
Currently, sterilizations, most of which are mini-laparotomies,
 

make up about 18 percent of new family planning acceptors, or about
 

100,000 annually.42,43
 

Of the four billion people in the world, about half live in
 

developing countries (excluding the Peoples Republic of China) and about
 

one-fifth or 400 million are women of reproductive age. Ravenholt
 

estimates that more than 100 million additional couples in the develop

ing countries would accept sterilization during the next decade if these
 

services were made fully available. He estimates that a well-run
 

surgical clinic should be able 
to average at least 10 sterilizations
 

per surgical session and at least 2,000 sterilizations per annum. In
 

a population of one million, with 200,000 women of 
reproductive age,
 

to reach a level of 25 percent prevalence over five years would
 

require 50,000 sterilizations or 10,000 per year. herefore, about
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five surgical clinics per million population should be able to provide
 

these services, or 10,000 such clinics for the two billion in develop

ing countries.
 

CONCLUSION
 

Development of mini-laparotomy as an outpatient sterilization
 

technique has brought sterilization within reach of millions of women.
 

This technology has doubtless contributed greatly to the expanded use
 

of female sterilization throughout the world. Further improvements
 

in technique, increased knowledge of its failure and complication
 

rates and extension of knowledge of the technique to more medical
 

practitioners is likely to result in an even greater impact of the
 

method in the future.
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FIGURE 1
 

MEDCTAL KIT EIGHT
 

.. ., -.
'.........
.....-..

Wni Lap 
1~ 2 

Kit A.- ,,;:X'9 
DESCRIPTION AMOUNT . 7 

1 -Pan & Cover ..... 1ea. Q sp,"'' 2 "
 
2 - Control Syringe . . . 1 ea. 20 "-, 
 .
 
3 -- Forceps, Dressing E1/2" I ea. ,. . 
4 - Forceps, Tissue 5%" 1 ea. , 13 
5 - Forceps, Mosquito 5" . 4 ea. :. 21
 
6 - Forceps, Artery 6Y" 1 ea.
 
7 - Forceps, Uterine 91" 1ea. 
 18"
 
8- Forceps, Tissue 6%" 2 ea. " 15 

9- Handle, Knife ....... Iea. 17
10- Holder, Needle 7" 1 ea. 
I - Needles, Triangle Pt. 1 pkg. , " 19 
12- Needles, '/;, Circle 1"D pkg..1 

13 --Scissors, Straight 6" 1 pair 2" ' 

14 - Scissors, Curved 7" . 1 pair 24d 213 
15- Speculum, Medium . . . 1 ea. 

.
16 - Forceps, Artery 7%" . ea. 7"--

'
 '7 - Blades, Surgical No. 15 4 pkg. " " 20B 

18 - Syringe, Hypo 10cc 2 ea. , 

19 - Catheter, Urethral . . . 1 ea. g . ,,. ...... 

20- Elevator, Uterine 1 ea. "'j>'' 
21 - Tubal Hook . ...... ea. , . . 
22- Needle, Hypo 22 ga. x 1 2 6 ea. ''* ' ".. 
23 - Retractor, w/blades 2 ea. 

Kit B Kit C 
DESCRIPTION AMOUNT DESCRIPTION AMOUNT 

20B - Elevator, Uterine . . . 1 ea. 24C - Proctoscope ....... 1 ea.
 
21B - Tubal Hook ....... 1 ea. 25C-Modified Speculum-Retractor*
 

Available in near future 



Figure 3. Rubin cannula used as a uterine elevator. 

,Figure 2 Vitoon uterine elevator. 

T 

Figure 4. Hulka tenaculum used as a uterine elevator. 

Figure 5. Proctoscope used as an incisional speculum. 



Figure 8 Tubal hook. 

Figure 6. Madrigal incisional speculum. 

Source: Figures 1-6 and 8 are 

reproduced from, Dingfelder, J.R., 

and Brenner, W. E., "Sterilization 

by Minilaparotomy in Not Recently
 

Pregnant Patients," International
 
Journal of Gynaecology and Obstet

rics, Vol. 14, No. 1, 1976
 
pp. 35-45
 

Figure 7. Laufe Minilaparotomy 
Retractors
 



TABLE I
 

DISTRIBUTION OF 2820 IFRP MINILAPAROTOMY CASES BY TYPE
 
OF MINILAP PROCEDURE AND TECHNIQUE OF TUBAL OCCLUSION
 

Technique of Tubal Occlusion
 

Minilap Pomeroy/ Fimbriectomy/ Tubal
 
Procedure Madlener Salpingectomy Ring Other Total
 

Uterine Elevation 1179 22 204 0 1405
 

Proctoscopic 90 80 2 0 172
 

Abdominal Retraction 59 0 199 0 258
 

Digital Manipulation 875 24 0 0 899
 

Other 12 0 4 70 86
 

Total 2215 126 409 70 2820
 



TABLE II
 

SELECTED SOCIO-DEMOGRAPHIC CHARACTERISTICS OF
 
2820 MINILAPAROTOMY STERILIZATION PATIENTS
 

IN POOLED IFRP STUDIES
 

Mean Age 


Mean parity 


Mean number of living children 


Mean age of youngest child 


Mean patient's education 


Mean husband's education 


Percent using contraception 

before sterilization
 

31.2 years
 

5.2
 

4.8
 

2.5 years
 

4.6 completed years
 

6.0 completed years
 

58.1%
 



TABLE III
 

TYPE OF ANESTHESIA ADMINISTERED
 
IN 2820 MINILAPAROTOMY STERILIZATION PROCEDURES
 

IN POOLED IFRP STUDIES
 

Analgesia plus local anesthesia 1560 55.3 

Local anesthesia 549 19.5 

General anesthesia 433 15.4 

Regional anesthesia 232 8.2 

Other/Unknown 46 1.6 



TABLE IV
 

DIFFICULTIES AT SURGERY ENCOUNTERED
 
IN 2820 MINILAPAROTOMY STERILIZATION PROCEDURES
 

IN POOLED IFRP STUDIES
 

Difficulty 


Bowel/bladder/omentum interference 


Adhesions 


Difficulty opening peritoneum 


Difficulty ligating tubes 


Obesity 


Difficulty visualizing/exteriorizing tubes 


Retroverted uterus 


Movement of patient 


Inadequate analgesia/anesthesia 


Difficulty manipulating uterus 


Ovarian cyst 


Difficulty closing peritoneum 


PROCEDURES WITH ONE OR MORE DIFFICULTIES 


# % 

70 2.5 

59 2.1 

40 1.4 

27 1.0 

17 0.6 

15 0.5 

14 0.5 

14 0.5 

10 0.4 

8 0.3 

8 0.3 

5 0.2 

287 10.2 



rALE V 

SURG ICAL COMPLICATIONS FOR 2820 MINIi.APAROTOMY
 
STERILIZATION PATIENTS IN IFRP POOIED STUDIES
 

Complication # % 

Tube torn/bleeding 25 0.9 

Bowel/bladder injury 8 0.3 

Uterine perforation 7 0.2 

Excessive blood loss (>100 ml) 5 0.2 

Ovarian laceration 2 0.1 

Cervical laceration 2 0.1 

WOMEN WITH ONE OR MORE SURGICAL COMPLICATIONS 44 1.6 



TABLE VI
 

IMMEDIATE POSTOPERATIVE COMPLICATIONS AND COMPlAINTS
 
FOR 2820 MINI LAPARO'OMY STERILIZATION PATIFNTS
 

IN IFRP PIOOLED STUDIES
 

Complication 

Fever 
Requiring antibiotics 14 0.5 
Not requiring antibiotics 5 0.2 

Wound infection 9 0.3 
Wound dehiscence 1 <0.1 

WOMEN WITH ONE OR MORE 
IMMEDIATE POSTOPERATIVE 
COMPLICATIONS 26 0.9 

Complaint 

Wound pain/itching 306 10.9 
Abdominal pain 207 7.3 
Syncope/dizziness 136 4.8 
Headache 32 1.1 
Nausea/vomiting 20 0.7 
Gastrointestinal problems 12 0.4 
Back/shoulder pain 4 0.1 
Dyspnea 3 0.1 
Distended abdomen 3 0.1 
Wound hematoma 2 0.1 
Wound granulation tissue 1 <0.1 
Urinary incontinence 1 <0.1 
Vaginal bleeding 1 <0.1 
Apnea 1 <0.1 

WOMEN WITH ONE OR MORE 
IMMEDIATE POSTOPERATIVE 
COMPLAINTS 641 22.7 



TABIE VII 

EARLY POSTOPERATIVE COMPLICATIONS AND COMPLAINTS
 
FOR 2686* MINILAPAROTOMY STERILIZATION PATIENTS
 

IN IFRP POOLED STUDIES
 

Complication
 

Fever
 
Requiring antibiotics 

Not requiring antibiotics 


Wound infection 

Urinary tract infection 

Hematoma of abdominal wall 

Subacute salpingitis 


WOMEN WITH ONE OR MORE EARLY
 
POSTOPERATIVF COMPLICATIONS 


Complaint
 

Wound pain/itchiness 

Pelvic pain 

General/shoulder pain 

Vaginal bleeding 

Gastrointestinal problems 


Syncope/dizziness 

Headache 

Backache 

Dysuria 

Bleeding from wound 

Wound hematoma 

Dehiscence 

Bladder irritation 

Distended abdomen 

Vaginitis 

Wound keloid/granulation tissue 


Other 


WOMEN WITH ONE OR MORE EARLY
 

POSTOPERATIVE COMPLAINTS 


71 2.6
 
2 0.1
 

70. 2.6
 
6 0.2
 
1 <0.1
 
1 <0.1
 

136 5.1
 

198 7.4
 
142 5.3
 
84 3.1
 
37 1.4
 
31 1.2
 

20 0.7
 
16 0.6
 
13 0.5
 
12 0.4
 
7 0.3
 
6 0.2
 
4 0.1
 
3 0.1
 
3 0.1
 
3 0.1
 
2 0.1
 
4 0.1
 

585 21.8
 

*134 patients (4.8%) were not observed at the 7-21 day
 

follow-up visit.
 



TABLE VIII
 

SURGICAL TIME IN 2820 MINILAPAROTOMY STERILIZATION
 
PROCEDURES IN IFRP POOLED STUDIES
 

Surgical Time 
(Minutes) 

% 

<10 259 9.2 

10-19 1425 50.5 

20-29 642 22.8 

30-39 295 10.5 

40+ 199 7.1 

Mean 19.6 



TABLE IX
 

POST-SURGERY HOSPITALIZATION TIME OF 2817*
 
MINILAPAROTOMY STERILIZATION PATIENTS
 

IN IFRP POOLED STUDIES
 

Hospitalization Time # % 

(Nights) 

0 647 23.0 

1-2 1922 68.2 

3-4 133 4.7 

5-6 30 1.1 

7+ 85 3.0 

Mean*1 2.0 

*Data missing for three cases. 

**Mean number of nights' hospitalization of patients
 

hospitalized one or more nights.
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ESTIMATED NUMBER COUPLES CONTROLLING FERTILITY
 
BY VOLUNTARY SURGICAL STERILIZATION
 

BY COUNTRY, CONTINENT, AND YEAR
 
(in millicns)
 

1950 1960 1970 1975
 

United States 1 2 3 8
 

Canada * * 0.5 1
 

Latin America * * 1 2 

Africa * * 0.5 0.5 

Europe * * 3 4.5 

India * * 7 17 

China * * 4 30 

Asia, other * 1 2 

Estimated
 
World Total 4 7 20 65
 

• stimate unavailable 

Sources: modified from:
 

Ravenholt, R. T., "World Epidemiology and Potential Impact of
 
Voluntary Sterilization Services," presented at the Third
 

International Conference on Voluntary Sterilization, Tunis
 
February 2, 1976.
 

Westoff, C. F., "Trends in Contraceptive Practice 1965-1973," 

Family Planning Perspectives, Vol. 8, No. 2, March/April, 1976, 
pp. 54-57. 



T'11' 1eI 

EI;STIMATFI) WOtMD TF OF MF'AN,' Q)"
VONTROI,,ING FI-R'Tii, ITY,
 
NJIER OF COUPLE,, BY YIR AND METHOD 

(Prevalance in millions) 

1970 1975 

Sterilization 20 65 

Oral Contraceptives 30 55 

Condoms 25 30 

Intra Uterine Devices 12 15 

Other Methods1 60 65 

Abort ion 2 30 35 

iDiaphragm, Spermicides, rhythm, withdrawal, etc.
 

2Annual incidence
 

Sources:
 

Sollins, A. D., and Belsky, R. L.,- "Commercial
 
production and distribution of contraceptives,"
 
Reports on Population/Family Plahning, No. 4,
 
(June) 1970.
 

Presser, H. B., "Voluntary sterilization: A world
 
view," Reports on Population/Family Planning, No. 5,
 
(July) 1970.
 

Hauser, P. M., "World population retrospect and
 
prospect," Rapid Population Growth, National
 
Academy of Sciences, Chap. 1, Vol. 2, Baltimore:
 
Johns Hopkins Press, 1971.
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Ravenholt, R. T., Brackett, J. W., and Chao, J.,
 
"World fertility trends during the 1960s," Paper
 
presented at the Annual Meeting of the Population
 
Association of America, Toronto, Canada, April 13,
 
1972.
 

Westoff, C. F., "The modernization of 11.t. contra
ceptive practice," Family Planning Perspectives, 
Vol 4, No. 3, July, 1972, pp. 9-12. 

Piotrow, P. T. and Lee, C. M., "Oral Contraceptives 

50 Million Users," Population Report Series A Oral
 
Contraceptives, Series A, No. 1, April, 197, pp.
 
Al-A26.
 

Speidel, J. J., and Ravenholt, R. T., "The Role of
 
Intrauterine Devices in Developing Countries,"
 
Chapter in Intrauterine Devices in Developing Countries, 
Duncan, G. W., Wheeler, R. G. and Speidel, J.J., eds., 
Academic Press, New York and London, 197h, 260 pp. 

Family Planning Service Statistics 
Office of Population, U. S. Agency for International
 
Development, January, 1976. 

Havenholt, P. T., "World EpidemioloFy and Potenti ln 
rmpact of Voluntary Iteri Ii zation Servi ces," 
presented at the Third International Conference on 
Voluntary Sterilization, Tunis, February 2, 1976. 

Westoff, C. F., "Trends in Contraceptive Practice 
1965-1973," Family Planning Perspectives, Vol. 8, 
No. 2. March April, 1976, pp. 54-57 



TIHE HISTORY OF TUiE KOREAN VSC EFFORT 

Korea has been a VSC success story due to ROKG participation, donor
 

coordination and cooperation, and USAID orchestration. Vasectomy was
 

introduced in the early sixties with IUD and traditional methods of
 

contraception. PPFK has given it long and strong support. It is
 

number one in Korea.
 

In 1973, the first five doctors were trained in ATFM at Johns Hopkins
 

PIEGO. These represented four medical schools departments of obstetrics
 

and gynecology and an obs/gyn staff member of the National Medical Center.
 

They received a field training visit and laparoscopic kits of an early
 

vintage in April 1973.
 

Care of equipment was reviewed but not stressed ard in the first three
 

months two serious complications arose. They were managed well with
 

no deaths. The equipment problems plus complications lead to early
 

disenchantment with this valuable technique. The equipment was examined,
 

found to be damaged by improper care and replacement was recommended.
 

A second field team visit was carried out in December 1973. New equipment
 

of improved quality replaced the faulty sets but the key was reinforcement
 

of training, once more, by Drs. Wheele and Pelland and by instruction
 

in proper care of equipment.
 

With proper equipment and renewed confidence due to further training, the
 

five centers were off and running about January 1, 1974, with this new
 

technology.
 

"2
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In January 1974, 
IPAVS Dr. Ira Lubell visited Korea. He was
 

interested in developing a Korean 
Association for Voluntary Sterilization
 

(KAVS) 
chapter in assisting the sterilization effort
 

in any possible way. 
The great need of the five centers was "seed"
 

money for staff, remodeling, dedicated space and IE&C. 
 AVS and the
 

Korean five VSC clinics worked out support budgets for two to three years.
 

The AVS funds stimulated the hospital managers to support the early
 

efforts in services, to promote training, and to publicize clinic
 

services. Overall AVS funds promoted training and services in the five
 

centers.
 

As second generation trainees were developed, AVS developed subprojects
 

to stimulate second generation trainee hospitals to VSC project support.
 

With 400 well-trained members of the Korean Obs/Gyn society to be
 

brought into the VSC National effort, large scale training was needed.
 

PIEGO and the Korean Obs/Gyn society agreed to develop a PIEGO/Korea
 

effort. 
With Johns Hopkins initial support, a PIEGO/Korea project was
 

developed to provide post-graduate education in obs/gyn and ATFM training,
 

all to be done in Korea, eventually to be a total Korean in-country
 

effort with PIEGO support.
 

Phase I, didactic training, was accomplished in May 1975. A carefully
 

selected curriculum was developed to provide ATFM background and general
 

obs/gyn upgrading. The general academic obs/gyn training plus ATFN
 

attracted 186 participants for the one-week program in which PIEGO and
 

Korean faculty participated jointly.
 

From Phase I participants, trainees for Phase II were chosen based upon
 

skills plus geographic needs. The original five Seoul VSC centers were
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designated clinical practice training centers. Here operating skills in
 

laparoscopy, minilap, and other female sterilization methods were taught
 

to selected groups for one to two weeks.
 

If the clinical Phase II was successfully completed, the trainee was
 

scheduled for Phase III. In this phase, equipment was supplied to the
 

trainees participating hospital and a training center team visited the
 

trainee on site and assisted him at surgery until they were assured
 

of his or her competence to function alone in female sterilization
 

procedures. At this point, he or she is certifie as a competent laparoscopist.
 

USAID, ROKG, and PIEGO collaborated in the placement of Mission-funded
 

laparoscopes and choice of trainees for specified institutions. AVS
 

promoted an active KAVS which provides maintenance of equipment for all
 

VSC equipment.
 

If needed, AVS developed a support project at the trainees hospital.
 

FPIA supported a successful Korean Medical Womens FP Conference which
 

stressed VSC, a first for 2,000 female physicians, with emphasis on
 

minilap. Seven hundred women M.D.'s participated. To educate Korean
 

women in the benefits of VSC, FPIA developed a project with the Korean
 

National Council of Churches. Motivators were paid a small amount for
 

each referral. The ROKG also provided an incentive for referrals by
 

family planning workers for male or female VSC. These incentive plans
 

plus an ROKG subsidy to each surgeon for male ($7.50) and female ($15)
 

sterilization have increased acceptance from 36,000 VSC acceptors in 1974
 

to 88,000 in 1976 and an expected, budgeted 140,000 in 1977. To achieve
 

10% sterilization of women at risk, 700,000 couples must choose VSC
 

and this level must be maintained from year to year.
 



4
 

With 35%, of tcuples accepting tempor*ary mlethods, a !#5';. total accepttmic, 

is still below the 657, accelt nce 1ic ,ssary to achl(,w, a PCR ol l.3 

project for 1981. Therefore, VSC acceptance must be increased.
 

The country has an excellent VSC program based on proper technical
 

education and training, government support, public education and
 

information and donor cooperation. The ROKG is providing increased
 

suppozt each year with geographic and quality technical coverage. Services
 

will be available to all who wish VSC in the very near future.
 

The laparoscopic cold technique, "Yoon Falope ring", was field tested
 

in Korea and is being issued to new trainees worldwide. Older laparoscopic
 

heat kits are being converted to Yoon as this method removes the possibility
 

of an occasional and serious bowel burn complication with heat method.
 

Minilaparotomy was devised as an interval method of sterilization for
 

the woman not recently pregnant. It is similar in technical simplicity
 

to the post-partum tubal ligation used in the U.S. for more than 30 years.
 

The kit required is a set of unbreakable metal instruments at $128 per
 

kit. It does not require maintenance or spare parts. Most important,
 

however, is the ability of a general practitioner to do this procedure
 

in remote areas. With our doctors love for gimmicks, minilaparotomy can be
 

'fancied up" to almost $1,000 per kit with falope ring applicators, fiber
 

optic light sources or light bulbs which must be replaced and yoon rings
 

which must be in constant supply. If you wish, you can provide nany
 

extras; however, you will increase your continuing logistics support
 

with every gadget you add. The basic kit at $128 supplies the basic
 

essentials to do the minilap procedure and does not require outside logistics
 

support.
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The minilaparotomy is an easy procedure which can be done by paramedicals,
 

(as in Bangladesh) and under local anesthesia. There is one important
 

point on minilap: women who return to their homes from clinics on
 

the same day as in Nepal and in mountainous areas of Thailand have 

great difficulty climbing mountains until five days after minilap surgery. 

This is not true with laparoscopy, as they may climb hills comfortably 

the day of surgery so mountain girls request laparoscopy.
 

The simple procedures are vasectomy, post-partum tubal ligation, ax,,
 

minilaparotomy. Vasectomy is easiest and safest of all methods. It
 

has been interesting to follow its history in Nepal where the surgically
 

trained doctor shortage is acute. GONepal fees are ($2 U.S.) equal
 

for male or female sterilizations with 5,000 male sterilizations and
 

800 female sterilizations in 1974. In 1975, 4,000 vasectomies and
 

600 tubal ligations were done in Nepal, per Stoeckel of U. of Cal. With
 

vasectomy forward more than six times over female sterilizations, A.I.D.
 

should take note of Nepal: an Indian culture conducive to male
 

sterilization where general practitioners receive equal subsidy for TL
 

and vasectomy.
 

The equal pay for both male and female methods is an incentive for the
 

more numerous general practitioners to recommend and perform vasectom.
 

From the stand point of training, equipment, logistics support and,
 

most important, safety, the vasectomy is the least costly in lives and
 

dollars. It has a higher failure rate but also higher successful
 

reversibility than tubal ligation. Vasectomy and minilap as well as
 

post-partum tubal ligation are still the methods of choice worldwide
 

for simplicity and availability due to lesser surgeon skills required.
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Laparoscopes are for expert technicians, are popular and are constantly
 

being improved. They have interested the elite -professors of obs/gyn
 

worldwide because they require superb technique and coordination surgically
 

comparable to a superb hunter vs a plow horse (as post-partum tubal
 

Aiid min!.lap). Prior to the introduction of laparoscopy, this elite group
 

had evinced little interest in family planning and VSC relegating them
 

to laser trained M.D.'s and public health types.
 

The addition of post-graduate obs/gyn refresher training plus the
 

laparoscope has stimulated medical schools obs/gyn department VSC
 

participation worldwide. It has speeded acceptance of VSC by all 

methods because the elite technicians have adopted VSC and they are
 

the leaders. In building a VSC program the most important component
 

is tzaining, for good VSC techniques may be developed with the few
 

instruments usually available. Sterile techniques are stressed in proper
 

training with a subsequent decrease in infections such as post-op tetanus
 

and other infections.
 

In spite of the urgency of our world population pro'blem, do not be pressured
 

into taking training "short cuts" which could result in unnecessary
 

complications and deaths and eventually destroy the most promising of
 

all fertility control methods.
 

Please do not promise applicants that every trainee will receive a specific
 

piece of equipment, i.e., laparoscope, for this is not possible or wise.
 

About 207 of all U.S. ATFM tzainees do not have the skills or knowledge
 

to safely do this procedure but this 20. can be safely and effectively
 

taught a simpler VSC procedure which he or she can manage creditably in
 

his institution. Careful planning, flexibility in choice of procedure,
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careful saitctitiu tit, tht, host t: it available f'or trainiing pita 

coordination and support of government and intermediaries by the Pop 

Officer will lead to a solid VSC program.
 



TRAINING AND INSTITUTIONAL DEVELOPMENT 
FOR SURGICAL FAMILY PLANNING SERVICES 

To 	provide Surgical Family Planning Services t. meet the rising need and 

demand for voluntary sterilization in the LDC's, among many factors which
 

require attention, two are (I) qualified surgically-trained personnel and
 

(2) suitably equipped, functional training and service institutions.
 

Dr. Wiley, shortly, will spell out for you the basis for the estimate
 

that to provide voluntary sterilization services, 400 training centers
 

and 10,000 service centers will be required. These estimates are based
 

on using the surgical technology now available as just outlined by
 

Dr. C 'nn.
 

First some principles
 

* 	To have demographic and health impact sterilization
 

mnst be chosenwith informed consent, by large numbers
 

of people usually starting with those who have completed
 

their families with many children but over time becoming
 

accepted by men and women with only two or three children.
 

* 	Male and female voluntary sterilization must be made easily
 

and safely available at the lowest possible cost.
 

o 	Services will have to be provided primarily on an out

patient basis with a system of hospital back-up to care
 

for the small proportion of cases which experience complications.
 

o 	 Most cases will be done with local anesthetic.
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" 	More than one method of female sterilization will
 

need to be available in the system to meet variations
 

in individual patient characteristics, patient and
 

service mobility requirements, social and cultural
 

method acceptability and to provide for both post

partum and interval sterilization needs.
 

" 	Dedicated personnel and space that cannot be overridden
 

by the pressure of other surgical needs is necessary.
 

* 	Both training and services must be voluntary and
 

totally non-coercive.
 

* 	The whole training and service system must pay much 

attention to maintaining high quality service. Poor 

surgical or humane quality can destroy the program. 

* 	A major portion of the Obs/Gyn specialists in each
 

country must be involved but the supply of services
 

will usually have to also make use of many general
 

surgeons and physicians, and in some countries may need
 

to use paramedicals and auxiliaries as operators.
 

* 	The training system must be designed to:
 

--Set and maintain high surgical standards.
 

--Develop a strong and adequate cadre of trainors.
 

--Develop adequate in-country programs to supply post

graduate training for both specialists and general
 

practitioners and involve the medical education system
 

from undergraduate through interns and resident levels.
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-- Be able to introduce new technology when it comes along. 

* Both training mid service c(,nters must be woll organized 

to accept and use equipment supplied, keep basic patient 

records, and provide reasaable support with their own
 

resources.
 

* Our program must, through bilateral agreement or a
 

suitable grantee or intermediary, be able to supply
 

the minimum reimbursement to training and service
 

institutions for institutional costs linked to p ient
 

numbers to make it possible for them to efficiently
 

discharge their responsibility to their patients. 

0 Service programs should be designed to remain lean and 

efficient in the use of all resources so that they can 

eventually be entirely supported by indigenous sources.
 

0 All agencies hould cooperate together to foster the
 

organizations of country Associations for Voluntary
 

Sterilization.
 

o Attention should be given to in-country cooperation
 

between institutions directed toward the development
 

of countrywide surgical family planning service programs.
 

What ire the training and other organizational resources now available to
 

assist in implementing these principles?
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The pioneering work in helping LDC medical institutions develop and provide
 

surgical family planning services including training, equipment and
 

supplies, and clinic organization and fiscal support has been done by
 

several contractor/grantees and intermediaries including PIEGO, IPAVS,
 

IFRP, FPIA, Pathfinder, and IPPF.
 

Each of these agencies has played a role that was specially suited to its
 

basic organization and method of operation.
 

PIEGO (Program for International Education in Gynecology and Obstetrics)
 

carried out by a group of associated medical training institutions
 

located in the U.S. and in the LDC's, has provided intensive one month
 

didactic and clinical training in the U.S. followed by additional clinical
 

training overseas usually topped off by a field follow-up visit that
 

includes the delivery of laparoscopic equipment with further training
 

at the home site of qualified fellows. The system includes spare parts
 

and maintenance and repair for the equipment supplied under the program.
 

Fellows are accepted for training only if they are well qualified
 

surgically and recommended by a hospital, medical school, or family plan

ning clinic which files an institutional application which indicates
 

support for the fellow to use his training. The course reviews the
 

full range of reproductive health including all methods of surgical con

traception. Thus far this program has trained 705 physicians mostly
 

Ob/Gyn specialists from 64 countries. 
Among them have been senior people
 

from 137 medical colleges from 43 countries which have medical schools.
 

It is estimated that PIEGO graduates have established 52 training centers
 

and about 450 voluntary sterilization service centers. Reports from 87 fellows
 
show that they have trained 1,359 doctors in laparoscopy in the first 10 months
 
after returning from training.
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IPAVS (The International Project of the Association for Voluntary
 

Sterilization) has been highly effective in the development of
 

voluntary sterilization in the LDC's. It has 150 sterilization assis

tance projects in 90 countries. In most of these situations it has
 

provided for the training of physicians and other service personnel
 

with special emphasis on mini-laparotomy. It has provided training in
 

sterilization techniques for more than 700 physicians and done effective
 

work in spreading information about sterilization among physicians and
 

other medical and lay people. It has assisted in the organization of
 

14 National Associations for voluntary sterilization, and conducted two
 

worldwide conferences. At the second conference the World Federation
 

of Associations for Voluntary Sterilization (WFAVS) held its first
 

meeting and was well launched to serve as a link among the various
 

national associations.
 

FPIA (Family Planning International Assistance) has effectively worked
 

with many church related and other private welfare agencies to develop
 

projects in voluntary sterilization. It has supplied training, equipment
 

and monetary support. It now has five projects that involve sterilization
 

activities in three countries.
 

The Pathfinder Fund has assisted voluntary sterilization projects
 

among special groups in a number of countries, frequently in locations
 

where such activities are especially hard to launch. It is now
 

supporting about 20 such projects. It helps with training, equipment,
 

and monetary support.
 



6.
 

IFRP (International Fertility Research Program) has supplied steriliza

tion training to a large number of investigators who provide data for
 

comparative sterilization method studies. At present it is receiving
 

sterilization data from 80 investigators located in 30 countries.
 

Each 	of these agencies are in a position to assist a country with one
 

or more of the components needed in planning, training, developing
 

clinics, providing physicians and the public with information and
 

education and/or in supplying financial resources for service operations.
 

You 	are also aware that many bilateral programs will have increased
 

funds for voluntary sterilization this year and in the years ahead.
 

As you discuss this thrust of the program in the future, consideration
 

needs to be given to such questions as:
 

" 	 How well are the resources already available in the country
 

which can move voluntary sterilization forward being used?
 

* 	 Can the various agencies providing assistance be better
 

coordinated with an increase of effectiveness?
 

" 	 Is my country ready to consider the drawing up of a
 

voluntary sterilization plan for training and supply of
 

services?
 

* 	 If so, who in which agencies and ministries should be involved?
 

* 	 What strategy should be employed in letting the public learn
 

about the availability of voluntary sterilization services?
 

CFW 	11/29/76
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TECHNOLOGY AND STRATEGY
 
FOR EXPANDING SURGICAL FAMILY PLANNING SERVICES
 

The Latin America Population Officer's Conference held in El Salvador in
 

November 1975 helped Dr. Ravenholt and the staff of the Office of
 

Population reach the conclusion that A.I.D.'s population program was
 

ready to enter a new and crucial phase - the phase of large scale programs
 

of surgical contraception.
 

Surgical contraception has, of course, always been one of the modalities
 

developed and promoted by the Office of Population. Since the first
 

AID contract supporting laparoscopic sterilization at Johns Hopkins in
 

1971 and initial AID funding of the international project of the Association
 

of Voluntary Sterilization a year later, AID has been a major catalyst
 

and supporter of research, development training and service in the field
 

of surgical contraception.
 

The situation in late 1975 was perceived as different however. The
 

worldwide availability of pills and condoms which has been a major AID
 

goal for several years was becoming a reality in one country after another.
 

With this major program approaching its crest, the need for the next big
 

push became apparent.
 

Three factors have helped to crystallize this idea. (1) Experience,
 

(2) demand and (3) technology.
 

(1) As individual country experience becomes known, it becomes clear
 

that several countries have achieved major demographic impact through
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surgical contraception. These include Puerto Rico, China, the USA
 

and India. Rough calculations indicate that somewhere between
 

50 and 65 million couples worldwide are now protected by VSC.
 

(2) The realization that an unmet demand for surgical contraceptive
 

services already exists in at least eight developing countries and is
 

about to appear in many others.
 

(3) The improved state of surgical technology and surgical equipment.
 

Office of Population personnel have in the past spent many hours in
 

monitoring the development and improvement of different types of
 

equipment and different techniques for surgical contraception. This
 

type of effort is clearly shown in the transformation of the Yoon
 

band technique of laparoscopic tubal ligation from a theoretical
 

exercise conducted in Baltimore to a practical reality in many
 

countries of the world.
 

In the past two years minilap kits have been sent to forty countries
 

around the world, vasectomy kits have been sent to almost that many and
 

over 500 AID funded laparoscopes are now in use in more than 50 countries.
 

The techniques have been developed and the tools have been produced.
 

Training in the techniques and distribution of the tools is now proceeding
 

rapidly.
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Given these three facts about surgical contraception:
 

(1) proven effectiveness in bringing about demographic change in
 

key countries;
 

(2) unmet demand already existing in at least eight countries and
 

about to appear in many others;
 

(3) technology in a feasible state for rapid program implementation;
 

we can readily see that the opportunity for a major worldwide program
 

is evident.
 

On the besis of programs in China, India, Thailand, Sri Lanka, El Salvador
 

and the experience in developed countries, the estimate was made that 
as
 

many as 25% of reproductive age couples in countries with family planning
 

programswould choose this permanent simple method of fertility control
 

over the next five years if it were conveniently and inexpensively
 

available.
 

Based on such a percentage of acceptors it was calculated that one service
 

center for each 200,000 population, by working 200 days a year and doing
 

an average of 10 cases per working day, could reach 2,000 patients in
 

one year and 10,000 in five years. This number represents 25% of the
 

40,000 reproductive age couples in a population of 200,000.
 

It was also calculated that for every 25 such service centers at least
 

one training center would be necessary, i.e., one training center for
 

each five million people. Such a training center, if it trained one person
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per week, could supply two trained people for each service center in its
 

area each year.
 

By further calculating that, outside of the developed world and China,
 

there are approximately two billion people in the developing world,
 

a worldwide need for 400 training centers and 10,000 service centers was
 

deduced.
 

At least 100 such training centers are already in existence in the develop

ing world as well as at least 1,000 service centers. If we assume that
 

each of the additional 300 training centers needed will cost an average
 

of $30,000 to establish and that each of the additional 9,000 service
 

centers needed will cost an average of $5,000, we have a total of
 

$60 million over the next five years or $12 million annually. Clearly
 

this is a reasonable figure for a worldwide network of training and
 

service facilities for such a vital program as surgical contraception.
 

At the 3rd International Sterilization Conference held in Tunisia in
 

February of 1976, these ideas were further explored and developed. At
 

that Conference, over 250 medical and administrative leaders from over
 

60 countries gathered to discuss surgical contraceptive programs and
 

how best to advance them. Surgical techniques had been the theme of the
 

second World Sterilization Conference in Geneva in 1973. This last
 

conference was more concerned with making services available and how best
 

to inform people of this availability.
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In follow up of this February Tunisia Conference, a group of AID funded
 

organizations including PIEGO, AVS, Pathfinder, FPIA, IFRP, IPPF and
 

the Population Council, had a day long meeting at Johns Hopkins in April.
 

At this meeting several important points emerged. Among these were:
 

(1) the need for dedicated space for surgical contraception. Because
 

it is an elective procedure, more urgent cases constantly take
 

precedence in most busy clinics and hospitals;
 

(2) the need for expeditiously procuring and transporting equipment
 

for these surgical contraceptive procedures;
 

(3) the need for some simple payment mechanism to defray some of
 

the costs associated with providing these services, and
 

(4) the need to develop country-by-country coordination among agencies
 

providing this service and training.
 

An Office of Population Task Force, headed by Dr. Boynton, was set up at
 

this meeting. 
This task force was asked (1) to consider these needs and
 

to establish program guidelines to deal with them, and (2) to arrange for
 

interagency country-by-country reviews covering each major geographic
 

region in order to ascertain present status and future needs of each country
 

program.
 

To systematize these individual country reviews, Dr. Winfield designed
 

large data sheets. These sheets list the population of each country and
 

the numbers of service and training centers estimated as necessary. By
 

completely filling in available data on names 
and locations of existing
 

L2
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programs, it is possible to see what has been accomplished so far and to
 

see how close to meeting our goals each country has come. Dr. Winfield
 

called these V.S.C. data sheets which stands for Voluntary Surgical
 

Contraception. The concensus is that these three words can be translated
 

into most languages without the linguistic and emotional overtones
 

associated with the word sterilization.
 

The VSC country-by-country review started in AID/W in June with the Asia
 

region. The VSC data sheets for Asian countries were first sent to each
 

grantee agency for completion. The VSC sheets returned by the grantees
 

were than combined for eacb country to provide a composite picture. These
 

composite data packets were reviewed for each of the Asian countries at
 

the June and July VSC Coordination meetings held in AID/Washington for
 

representation of all the grantee agencies concerned.
 

At these V.S.C. meetings a general plan of action emerged for almost every
 

Asian country. Following these meetings, the VSC data packets were mailed
 

to the AID Mission of each individual country to inform the Mission of what
 

we knew was available, to have errors corrected and to have the Mission
 

list any VSC activities AID/W was not aware of. These verified and up

dated data sheets, should provide both USAID Missions and AID/Washington
 

as complete a picture as possible of VSC services, training and equipment
 

presently available in-country and thereby facilitate planning and budgeting
 

for what remains to be done.
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Country-by-country summary notes of those meetings, which outlined gonoral 

plans of action, were mailed to each of the AID Missions along with the
 

VSC data sheets. In some cases these country plans were quite specif4 .c.
 

In others, they simply outline general program directions.
 

At these same Asian meetings, VSC guidelines, drawn up by the task force,
 

were reviewed and modified. One significant aspect of the guidelines is
 

AID's institutional cost reimbursement plan which provide necessary financial
 

impetus for change from small scale VSC programs to country-wide programs
 

with demographic impact. The UNFPA program in Thailand has shown that
 

an institutional subsidy, based on the number of cases done, can be a
 

powerful stimulus to VSC program action.
 

Discussion on these guidelines has been lively and long. Changes in them
 

are still prossible. As presently constituted, they authorize an insti

tutional cost reimbursement of up to $10 for each tubal ligation and up to $5 for
 

each vasectomy. This represents a major new and promising program
 

direction.
 

A third VSC coordination meeting, covering the Latin America region,
 

was held in AID/Washington in September. The VSC data sheets packets
 

and country summarizes compiled at this meeting have been sent to each
 

AID Mission concerned along with a covering airgram.
 

At this Latin America meeting it was decided that the partial underwriting
 

of patient costs for institutions providing VSC services would be called
 

"Institutional Service Cost Reimbursement" or ISCR.
 

;lx
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By this open-ended ISCR mechanism, the providing institution simply shows
 

the grantee concerned (or the USAID MIssion) how many cases it has done 

at a previously agreed up ISCR rate - and it can be given money to cover
 

that number. Naturally, periodic and spot checks of records will be
 

required and supervision will have to be exercised. We feel the open
 

aspect of ISCR and its potential momentum will lead to early demographic
 

change in many countries.
 

The last of the 1976 VSC regional coordination meetings is scheduled for
 

December 16th in AID/Washington. This one will cover the Middle East
 

and Africa. The VSC data sheet packets and country summaries emerging
 

from this meeting should reach you in January.
 

In the FY 77 budget of 143 million, AID has earmarked 6.6 million for
 

bilateral VSC programs in 10 countries. In FY 78, for these same 10
 

countries plus two others, this should increase to 9.4 million if our
 

budget is 178 million and to 12.8 million if our budget goes to 203
 

million as we hope.
 

In addition to these bilateral budget projections, an additional 18
 

million is slated worldwide for FY 1977 through grantees and through
 

centrally funded programs. In FY 78, the projections are for either
 

an additional 21 million (at the 178 level) or 29 million (at the
 

203 level) through grantees and centrally.
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The percentage of the Office of Population budget marked for support
 

of VSC has gone from 11% in FY 76 to 17% in FY 77 and should reach 20%
 

in FY 78.
 

A presentation of these expenditures for ten bilateral VSC programs in
 

FY 77 and 12 such programs in FY 78 was recently made by this Office
 

to the Office of Management and Budget.
 

Clearly, the stage is now set for successful worldwide support of VSC
 

programs. The presence of corrected, updated VSC data sheets in USAID
 

Missions, AID/Washington and the Grantee agencies will help greatly to
 

facilitate planning and coordination of this effort.
 

The latest version of the VSC Guidelinais attached.
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VOLUNT'-'Y STUROICAL CONT,.CE PTION" (VSC) GI' DELINES
 
PREPARED BY TILL VSC TASK FOECE, OFFICE OF POPULATION, AID
 

IUTRODUCTION 

By year's end (1976), it is estimated that at least 75 million couples 

in the world will be depending upon voluntary sterilization for control 
of their fertility, making this world's foremost means of fertility 

control. Bccause of the intense demand f-r VSC, its advantage as a one

time service, and the efficiency of the procedure, it is anticipated 

that VSC will be readily accepted wherever services are made readily and 

appropriately available. Expansion of the availability of these services 

at the earliest possible time is necessary so that all couples wishing tc 
control unwanted fertility by voluntary surgical contraception will be 

able to do so within the next decade. 

A. GENERAL POLICIES
 

I. Legislative Mandates
 

In carrying out its responsibilities under the Foreign Assistance Act of
 
1961, as amended, AID is guided by four legislative mandates. These
 

mandates specify that the programs: (1) must be non-coercive, (2) should
 
benefit the rural poor, (3) should advance the status of women and (4)
 
should not support or promote abortion as a method of family planning.
 

(1) Non-Coercive Programs - The Foreign Assistance Act requires
 
that Family Planning assistance provided must be accepted on a
 
voluntary basis. Therefore, no AID monies can be used to support
 
surgical contraception programs that are coercive. AID does not
 
intend to pay incentives to induce patients to accept surgical
 
contraception. Compensation for reasonable contraception (e.g.
 
bus fare) is permissable although even this should be avoided
 
when possible.
 

(2) Rural and Urban Poor - The mandate stipulates that AID 
programs be designed to emphasize benefit for the poor who com
prise the majority of the population in most developing countries. 
Grantees should bear this in mind in planning and modifying VSC 
programs. 

(3) Women - The Percy Amendment included in the 1974 Foreign
 
Assistance Act requires that AID promote the status of women in
 
its program. Grantees should plan their VSC programs so as to
 
maximize their employment of women and their benefit for women.
 

*Voluntary Surgical Contraception (VSC) is suggested as a new term to
 

mean vcluntary sterilization by interruption of the vas or the fallopian
 
tubes, i.e. tube tying. Hysterectomy is not included in this term.
 

/
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vagial'nserion f auterine elevator, 6. rai e, the~uterus so,","that' the

~tubes can be nterrupted thru~a very':small abdomial ncisiohjs bv 

~'povidin tubal ligation exs n-onr t''~ec~n.'ilo.ofla 
tion, and each-center is'staffed .with:'rand'esnel,,ok at least. 

~w five days ~each week an is'qiped wi tfh-adequate, supplies', we, can, thenasuetat female VS sfreely available s-s'lvel of availability
 

offemaleVSC at an affordable' cost in AID's first VSCGoal._ 

XI. Vact'o to__ 

bfalte
Vscoy isthe quckestV aet n es exeniv 	 carrelhds
of'," VSC I uses simle qupmetis<lea 	 can te rehd 
out in';all types of settins.' The aviaiiyo hs 4'simpler iiupatient 

'urica" ehnqu on' a least the same~ scale, as minilap and post-partun 
. .tubal igation 'is AID's second VSC Goal. 	 (" 

S 'XII. ultiid'thidAvailability:-, 
4 ' 44, 

trce~tbn(VSC:) training 'and' service center4 in-country ,for' approximatelyY~ er4fiv m'iilioi#poulaton. These centers will generall beasdi
 
ma rtahn opiasadmdclschools and will serve as traingn 

~ and' ieferra4l'ceiters where seea ifrn methods"-of VSC 4are' available. 

~Difeetutis have diffrn edcpaiiis,,n laws a4nd 4 " 4 

4 one ill'jsuffice for all countries or forl"uson.~No VSC methiod 

4. ieti an on cunry Because ofj this, AID feels that multiple 4 

4~In addition to post'-paztum ligation, minilapg,and vasectoiy, many ,training4

'' , Lparoscopy an 	 4 uI"o r nalthre-r4'4'-o 
S' AID' is primarily'int prested1 in tcnuesiabefrremote service'' 

cent' Thrcoe,,over-training 'personis-de tined for such~ remote4~~'4ers,~c 

sriecenters should be :avodj~~i. ' 
 "K7' 

4 -F , 4 

http:t''~ec~n.'ilo.of


LXIII1. The F aIope ~i.n, 

I'"ta'hfa 016(Yol rilQ;1:0t1loct o~f -tb iVhJ 
T ti ethroihz a 

vaginalis through~the arscope, ~The conversion of 
AID-fundo l,'aparoscopcs- f roui!"the he :1t Lt~cllniquc t~o this safer technique 
and-1thl-oni-,sit -retrinin -o f -- hs ic -involved ----1s-7a-maor-AIDthe ans 
interc st. .On'c the 'polizy-main-~ars of the grantees have officially.i 

aceped, hi imdfcto o1aparoscopy, equipping laparoscopes to 
inciiuie 'hi s'metho,dc'an proceed rapidly with full coordination among.g 

grnUeS. acr 
apr :rom th aaroscope. 

XV.Usual, A I to Ins:ti 	 VS. 
..........
Assac o'isitut:0insufor C ,-


AID~recognizes~ that the provisions of surgical 'contraceptive:service s to, 
allperonswihin 'tis eas--f erilit controlbwill-recjuire,:ubstan

tial financia 1supporctom b a ro 

deeoig conris Provisio~n of these services is a-hormal responsibi
~lity of these institutions 'but nAecessary funds may Jnot beaailable. 

In
1order 'to ease the cost-burden of VSC procedures on participating4
 
n stribursonmerntee aIOr?atoriupd to provide'an institutional .service
 

oo t$l00O for tubal ligtion and up
 
, to $5.00 for~vasectomy.4 These payments should be made to' the service, 

institution by thei grantee. AID feels that thi. ethLod, ofireimbursement 
r lead to economisofcale D 

.	 recognizes, that ther ar ett 'gs7 __ ,to-start new program . arger 
amounts may be needed but feels'that*,any~propo'sed I.S.C.R. payments, in 
exeso hs tte elnssol receive,'specific approval from':AID 

~< '7)o qualify for~AID support.r 

Present subgrantee,pynent plants and sckhedules_.may continue to eosre 
but~two years should be sufficient ime to chaige from the present system 

of funding to th nwsse#lnmot,,cases,this change can'be made much
 
Ssooner. mSubgrant l11977'Lhould be
agreements, negotia'ed af ter jansiary 


':,*+: ' 
SunRgus 	 I£Ii ..... o.neoia
based .oan i. laoJ.newT I.. idines. ra tes e 


bae Expe ndaae Sup ies 

dm o 	 tes with theirsuinstintituios
nistration toroce ie 
prsogrham. MeialD canloguestare d meet a si~forsupply 	 nhifsicnt 

ZM 44'' r 	 ., '' 
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XVI. Definition of VSC C,-r'tcrs
 

The Office of Population, AID, defines two basic types of 
VSC centers: 

(1) VbL Training Centers where VSC procedures are taught. At
least one 3uch cor.tr for each five million population is 
anticipated as necessary. 

(2) VSC Service Cor;ters where provision of VSC services is the
main function and Leaching, if any, is incidental. Five such
 
centers for each one million population is the goal of the
 
Office of Population, AID.
 

XVII. Patient Records 

When suhgrant institutions are to be reimbursed for VSC set-vices, AID
considers it essential that the 
institution providing the service
maintain patient records which are 
available, as necessary, for inspection and verification by the Grantee whose AID funds are 
paying for the
services. 
A minimum of two of these records should be kept available
by the responsible institution. The original should be kept at the point
of service and the duplicate at a central location in country such as 
the
institutional headauarters. 
 If the institution has no adequate forms, astandard form, designed for this purpose, can be provided to the service 
institution by the AID grantee.
 

AID does not wish to burden the VSC programs with clerical work, but does
feel that maintenance of such records 
in two locations by the service
institution insures 
a mechanism for the 
audits and spot checks required by

such a potentially substantial program.
 

These records will necessarily vary in form and language from country to
country and from grantee to granteeg but they should include the follow
ing identifying data: 

(1) Name of patient 

(2) Residence of patient 

(3) Age 

(4) Sex
 

(5) Date procedure performed
 

(6) Name of procedure
 

(7) Live offspring for each patient 

(8) Place procedure performed
 

/ 
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STERILIZER, !'YCICAL INSTRUMENT.
 

-c7z - - -- -i-	 -

Inex Ro. 32":1 In ex 10. 3223" 	 Index io. z230 

CYLINDRICAL
 
Inside dim. Ii;t d in order 3f din and depth.
 

Index No. 3 ,.1--,th Azjss beads. "n-off" swir.ch. and two L-ft lone eler'rical cablei: 
one 2-wire ca c Wlt%,,L runiina piug ior [C unit. and one 3-wire cable -%rn eroundi:,g
plug for AC unit. :-1;ie d',,.: ', by , by 4-i 2 in. For use with beads iai for rapidor 

sterilization oi endoJontic inst'u..enti.
 

Index No. 3220-lnri:ontal auroclave. Liehtweipht. portable. mounted on rectancular base
with prTiannt..v affi.,ed rrctin2 instructions. Aith a 6-ft. power cord with eon-off" 
switch, plur. ano t. 4-,'2 zv 9-'1e tv./6 in. trays. Outside dim.: 16 bv o-.,'4 by 8- ',4 in. 
For fieldu:..- %th eiectric| tv or heat irom external source, such as gas, gasoline burner, 
or open fire.
 

lAction Inde National
 
No. Stock No. Deacriptive
 

.3215 6530-00-145-0287 Endodontic, Electrical!y H-a:-d. Corrosion- 200 
Resisting Mra', 1.-3,'4 by i-I!4 inches, 
11S volt, AC-L-:{ 3220 653000-926-857 	 Pressure. Ele:tricaliv or K"terna!ly Heted, 1200 
Corrosion-Resisting Steel, o-I/2 by 12 inches. 
115 tolt, 50-60 Hz, AC 

RECTAN GULAR
 
Inside dim, listed in order of length, width, 	 and height. 

Index No. J,-#ith one ncnceri.,rated and to Per'orated trays.
 
Index No.. 235-Wirh hree removableperlorated trays. Note: Forillustration of sterilizer, 
see Index No. .313,--... 

Tndes NatinnaL
No. IStok 	 Mn
No. I D..criptive Data 	 Wountgng Watts
 

- 3230 6530-00-962-9965 Dry He: Type. £lcctracaIIY -',r.-.-tby 	 Buttons 

1i5 volt, 60 4t. AC
 

C 3235 6530--00-065-5241 'Orpsure, Steaa Ibsted, Corro,x -iittn Cabinet 
 -ISteel, 	 Automaijc Gaitrol, Ldizn !24 by 16 by 16 inches 

FOR A CC i13 ? sW:IAM;-TERIL;c , F7 R 

SIU C . ,E. SE2 PACE ". 

I, .-- - - .. ! 
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71.13
 

ABLE. OPERATING. FIELD.
 

Index Yo. ~ 
3655 

THREE-SECTION TABLETOP
 

W'ith carrying cas±e. 30 in. hih. 

National
ndexAc !o Stock No.
Action No. 


- 3640 6530-00-709-8155 

FOUR-SECTION TABLETOP
 

With the following accessories:
 
Index No. Index No.
 

3650 3655Name 
 Oty' Qty 

Accessory box ...................................... I
 
2.Armboaro ........................................... 

4
Cup. litter ........................................ 


Cup. litter stirrups, adjustable .................. - a
 
1
Footrest ........................................... 

- 1Footrest. adjustaole .............................. 
2 

y. log ............................. 

- ... I Se


Holder. lihotcflt 

Holders and strocs. leg ........................... 


2rouch, accessory, -anvas............................ 

1


Screen, anestnetist's ............................ 


Screen. anest eL st's, 3,,astaole.............. .. - 1
 
2 -

Shoulder support ......... ......................... 

- ISO
ustaole ..................... 


Strap, restraint ........................ .......... 

Shoulder supports. 3,3, 


2
 

.2
 

Wristlets, w;tin ac.staole nolders I e
 
Wrist restra int .................................. 


................ -


Folds compactly forstacking.
Index No. 3650-In aluminum carryingcase. X-ray penetrable. 

fromfloor. 4ith side 
Controls outside sterile field. Adjutableinheight from27 to39 in. 


rails to acco'eodate accessories. Nate: iestricted forissue to VUlST and MADi Field Units.
 

Index No. 365s-In aluminum sheathed plywood case, convertible 
to instrument table.
 

Index National Deacriptive Data
 

Action 
No. I Stock Ito. 

- 3650 6530-00-142-9239
 
3655 6530-00-709-8175
 

see
FOR HOSPiTAL NECESSITIES IN CLASSES OTHER THAN FZC 6530, 


FC Class 7920 for Brush, Surgeon's Scrub
 

for Clipper (Animal 3-.trFXC Class 3770 


ffor Clipper (Surgical Pr-Paration) 

FSC C!.1. si ;2, f..;r IV..?-! i . 
F9C Class 
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i* SURGICALJNSTRUMENT AND SJRGICAL DRESSING (Cont'd) 

Index Nein.
Ic,. 3735 374/ 
.10
 
*sted in order of length, width, and height. 
 Index 1o.
 
0. 37 0-land-crank adju.stable to 60 in. height. Rectangular top. With
 
ctricallyronductive nall-bearing swivel casters, 
 two with foot-operated
icks. Two carrying cases. one for tabletop and one for table base. 

Indes National Deaeript v* Date
 
No. Stock No. 
 D 

RIGID TYPE. 'Ai th casters.
 
Index No. 3730, 373.5, and 37U.5-With guard rail and shelf.
 

3730 t6530-00-710-0220 Corrosion-Resisting Steel,
 
2( by 16 by 34-1/2 inches
 

3735 6530-00-709-4010 Corrosion-fiesistinh Steel.
 
33 bv 18 by 32 inches
 

3?40 65O-OO0-4)42-3181 Corrojion-Resi sting Steel,
 
40 by 23 by 3d inches
3745 #650-00-710-0305 Corrosion-Rsisting Steel. I to. 
48 by 24 by 40-1,.Z inches 4 37x0

3750 6530-00-709-3960 Corrosion-Resisting Steel, 
Angular. 72 by 15 by 35 inches 

ver. 
ters.
 

SURGICA L SINK -"--------
-resistingsteel top; eLectrically conductive. Dim. listedin order of
 
idth. and height. For use with surgical scrub sink, 6545-00-027-5013.
 
-trictaed for issue to V(ST and %AITi Field Units.
 

Index Notional i I
so. Stock No. [ Descriptive Data
 

3760 6530-00-027-5335 Folding. 41 by 17 by
 
36 inches 
 Inde Ao. 

3760
 

rREATMENT
 
eastern teak fini.lh; white, olive, black, or tan upholstery.
 
holstered tabletop: 72 in. tin. 30 in. wide, 30 sn. high, with
 
e leveling legs and conreaied p3aper roll ..older. Requisition

ite if foam contoured pillow is reouired. The choice of finish
 
.ery color should ai.o be incluJed in the requisition.
 

Index National t 
No. Stock No. Dsecriptiv Oats 

37rj 6530-00-253-781-8 od wi th , 
Plastic neNo 
L'Amfinate I3770 4 
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URINAL F ~''-i 

Nat jna I D cr 9Pt ve Do a I 

5"-00-708-5255 Steam heated. 
Floor Mounted 

SURGICAL INSTRUMENT 
cabinet. With ack and three removaoi 
te dim. listed inorder of length, width. 

. 

ckal O.,criptLvo Date Index Yo. 

)-065-6767 Pressu:e, -tea, ife.ted, 
Corrosion-Resi sting 
Steel, Automatic Control, 
24 by 16 by 16 inches 

-Index 1lo. i 7.5 

rciser boot, Index No. 370. Consists of: 

b ...................... 1 
0 ....................... 
......................... 

.......... 
. , 

_ 

National Descriptive Data 
Stock No. 

65~O-OO-93.-556OThavy Exerciserjt 

eels for self-propulsion; with adjustable 
atres em. 

National Decriptiv. Data 
Stock No. 

650-00-7 .,-300 e 

heels for 'o with adustable 
tion pa, re I.ndeopisa. 2.-.'0. 

National ID 
Stoko.Descriptive Date 

65NO-Of-7O&--C25 L.,je oviee£ inl~.=7 

65.%0O007C4-.-30 .3re Whee j in 
.',car 

-' 

r4ax 10. 
'.' 

=I'i 
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