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Foreword

Malawi’s maternal mortality is among the highest in the region. However, Malawi Government
has made significant strides to address this challenge over the last decade. In 2009, the
Government adopted the first National Sexual and Reproductive Health and Rights (SRHR)
Policy which was revised in 2017.The goal of this Policy is to provide a framework for the
provision of comprehensive SRHR to all women, men, and young people through informed
choices enabling them to attain their reproductive rights and health goals safely and freely in
line with the Constitution of Malawi as well as the Public Health Act. For instance,
Section.3.1.2.11 of the National SRHR Policy (2017-2022) states that abortion shall be
provided to the full extent of the existing national law and guidelines shall be formulated to
properly interpret the law. Furthermore, Section 3.2.2.9 provides for post abortion care (PAC)
Services.

In 2013, the Government of Malawi adopted the Gender Equality Act ensuring the equal
protection and status of women and girls in the state. In line with the Constitution, the Public
Health Act as well as the SRHR Policy, Section 19 of Gender Equality Act specifically
provides for the right to SRHR of all persons in Malawi. Since the enactment of this law,
Government has continued taking steps to ensure realization of sexual and reproductive health
rights of all people in the country.

According to Section 243 of the Penal Code, pregnancy can only be legally terminated by a
qualified health personnel to save the woman’s life. However, women and girls are terminating
their unplanned pregnancies in clandestine settings which is contributing to 18% of maternal
mortality, high morbidity from unsafe abortions and its related complications.

To ensure the health workforce is ready to meet the identified challenges, it is necessary to
align national service delivery guidelines with the latest evidence and clinical standards. The
goal of these guidelines is to facilitate the provision of safe and essential health services that
are necessary to treat a pregnant woman or girl in saving her life as well as women and girls in
post abortion situations. This document is directed to health providers and service delivery
managers in guiding how, by whom, and in which facilities may these services be provided to
save a woman’s life as well as provision of post abortion care within the frameworks of the
SRHR Policy as well as laws of Malawi.

It is the hope of Malawi Government that these guidelines will serve as the basis for ongoing
training and support to the health workforce, to ensure sustainable access and availability of
comprehensive sexual and reproductive health care for all women and girls.

The Ministry of Health remain committed to protecting the health and well-being of all people
in this country. This guidance offers clinical and medical authority necessary for preventing
maternal deaths by providing essential and life-saving health care to women and girls when
and where they need it.

Dr Charles Mwansambo, Secretary for Health
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Executive Summary

Malawi has low modern contraceptive prevalence rate as well as high unmet need for family
planning methods. This places women at high risk of conceiving unintended pregnancies.
Many women with unintended pregnancies resort to unsafe abortions. Thirty-eight (38) of
every-one thousand (1,000) women have induced abortions each year in Malawi. Most of these
abortions result in complications for post abortion care in the health system as well as one of
the contributing factors to Malawi’s high maternal mortality.

The Malawi Government is committed to providing comprehensive and integrated sexual and
reproductive health (SRH) services in accordance to national and international
recommendations. These guidelines have been developed in line with the National Sexual and
Reproductive Health and Rights Policy (2017-2022) Section 3.1.2.11 on induced abortion in
saving the pregnant woman'’s life as well as Section 3.2.2.9 on PAC in line with the current
law. Through a consultative review process, a task force committee was constituted by Ministry
of Health (MOH) Reproductive Health Directorate (RHD). The Safe Motherhood
Subcommittee guided the process for this task force, which included MOH service providers
and PAC coordinators, members of Association of Obstetricians and Gynecologists of Malawi
(AOGM), representatives of health institutions of higher learning, health regulatory bodies,
health professional bodies, non-governmental organizations, representatives of the Safe
Motherhood Subcommittee, Ministry of justice as well as Malawi Law Society.

The guidelines are divided into six sections: Introduction and Chapters 1, 2, 3, 4 and 5.

The introduction outlines the current trends in abortion and its consequences, at the worldwide
level and in Malawi. It also discusses key SRH indicators related to maternal health and PAC
services. Chapter 1 presents the current legal framework, internationally and in the local
context. It explains Malawi laws and policies that inform abortion and PAC services. It also
includes guidance on when it is medically acceptable to provide induced abortion services
within the current legal framework. Chapter 2 discusses the surgical methods of provision of
comprehensive abortion care services including PAC. In chapter 3 the medical methods for
conducting abortion and post abortion care are discussed. Chapter 4 presents the family
planning for post abortion care and abortion services. Chapter 5 depicts task sharing in Malawi
for the provision of these services to increase access and quality of post abortion care services
in Malawi. The appendix provides job aides that would support service providers in the
provision of quality comprehensive abortion care services.
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Definition of terms

Abortion is defined as the spontaneous or induced termination of pregnancy before foetal
viability (28 weeks gestation is widely used in low-resource settings including Malawi)
calculated from date of onset of last menses. Abortion safety is classified into safe, less safe
and least safe.

Safe abortion is the termination of a pregnancy by people having the necessary skills, in an
environment meeting minimal medical standards.

Less safe abortion is the termination of pregnancy by a trained provider using an unsafe
method, or using a safe method without appropriate information or support from a trained
person.

Least safe abortion is the termination of a pregnancy carried out by people lacking the
necessary skills, or in an environment lacking minimal medical standards, or both.

Postabortion care (PAC) consists of emergency treatment for complications related to
spontaneous or induced abortions and removal of retained products of conception.
Comprehensive PAC includes the integration of other sexual reproductive health services,
including rights-based contraceptive counselling and services for safe birth spacing and the
prevention of future unintended pregnancies.

Comprehensive abortion care (CAC) includes all the elements of PAC as well as safe
induced abortion for all legal indications (i.e., as allowed by national law) in addition to
postabortion contraception services and referrals for other sexual and reproductive health
services. These elements all contribute to reductions in maternal morbidity and mortality
related to unsafe abortion.

Therapeutic abortion is the termination of pregnancy performed when the pregnancy
endangers the mother’s health or when the foetus has a condition incompatible with normal
life.

Septic abortion is abortion complicated by infection. Sepsis may result from infection if
organisms rise from the lower genital tract following either spontaneous or unsafe abortion.
Sepsis is more likely to occur if there are retained products of conception and evacuation has
been delayed. Sepsis is a frequent complication of unsafe abortion involving instrumentation
and poor infection prevention practices.

Surgical abortion is an abortion procedure using surgical methods. World Health
Organization-approved surgical methods include manual vacuum aspiration or electric vacuum
aspiration. Dilatation and curettage are obsolete surgical method for abortion care, to be
conducted only above 14 weeks gestation age.

Medical abortion is an abortion procedure using medicines, specifically misoprostol alone or
the combination of mifepristone and misoprostol.

Missed abortion is a condition in which the foetus did not form or has died, but the placenta
and embryonic tissues are still in the uterus. It's known more commonly as a missed
miscarriage. It's also sometimes called a silent miscarriage.
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Primary prevention is concerned with preventing the onset of disease; it aims to reduce the
incidence of disease. In the context of abortion and postabortion care, primary prevention
entails prevention of unintended pregnancies.

Secondary prevention attempts to intervene and end a disease or condition before it fully
develops, aiming to reduce the impact of a disease or injury that has already occurred. Provision
of safe abortion services is secondary prevention.

Tertiary prevention consists of the prevention of disease progression and attendant suffering
after itis clinically obvious and a diagnosis established. Provision of postabortion care services
is tertiary prevention.
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Acronyms and Abbreviations

AU African Union

AOGM Association of Obstetricians and Gynecologists of Malawi
BP Blood Pressure

CAC Comprehensive abortion care

D&C Dilatation and curettage

FBC Full blood count

HLD High level disinfection

ICPD International Conference on Population and Development
IP Infection Prevention

IUD Intra uterine contraceptive device

LMP Last menstrual period

MVA Manual vacuum aspiration

MCPR Modern contraceptive prevalence rate
MOH Ministry of Health

MA Medical abortion

NSAID Non-steroidal anti-inflammatory drug

PAC Post abortion care

POC Products of conception

RPOC Retained Products of Conception

RHD Reproductive Health Directorate

SRH Sexual and reproductive health

SRHR Sexual and Reproductive Health and Rights
WHO World Health Organization

WRAG Women of the reproductive age group
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Introduction

World trends in abortion and postabortion care

The World Health Organization (WHO) reports that almost 56 million abortions occur annually
worldwide, of which 54.9% are safe, 30.7% are less safe and 14.4% are least safe.! Ninety-
seven % (97%) of unsafe abortions occur in developing countries. Therefore, the proportion of
unsafe abortions is significantly higher in developing countries compared to developed
countries. In Africa, almost 76% of the abortions are unsafe.! The more restrictive the
environment, the higher the proportion of unsafe abortion and its consequences.

Key sexual and reproductive health indicators in Malawi

In Malawi, the modern contraceptive prevalence rate (MCPR) is 58% among currently married
women ages 15-49, but only 43% among sexually active unmarried women of the reproductive
age group (WRAG).2 While 19% of currently married women have an unmet need for family
planning, the unmet need is higher (39.8%) among sexually active unmarried WRAG. Low
mCPR and high unmet need for family planning places women at risk of conceiving unintended
pregnancies. Fifty-three% (53%) of pregnancies are unintended at the time of conception and
29% of girls aged 15 to 19 have already begun childbearing.?*# Many women with unintended
pregnancies resort to unsafe abortions. In Malawi in 2015, 30% of pregnancies ended in
unplanned births, 16% in abortion and 15% in miscarriages. Thirty-eight (38) of every 1,000
women have induced abortions each year.® Most of these abortions result in complications that
are costly to the health system and dangerous to the women and may culminate in death.

The maternal mortality ratio of 439 per 100,000 live births is one of the highest in the world
and abortions cause 17% of maternal deaths.? Providing effective modern contraceptive
methods to couples, women and sexually active youth will reduce the number of unintended
pregnancies. Furthermore, improving the availability and accessibility of comprehensive
abortion services within the context of the law will help to decrease the rate of unsafe abortions,
complications and maternal deaths. Most women seeking to terminate a pregnancy will do so
regardless of the legal status in their country.® Denying women services may force women to
induce abortions unsafely, risking their lives in the process.

Malawi’s commitment to provide quality and comprehensive integrated
sexual and reproductive health services

The Malawi Government is committed to providing comprehensive and integrated sexual and
reproductive health (SRH) services in line with national and international recommendations.
Since 1994, the Malawi Government has made such commitments at the International
Conference on Population and Development (ICPD).® During the 2019 ICPD conference held
in New York city, Malawi re-committed to the Program of Action of the International
Conference on Population and Development developed in 1994.” The ICPD recommendations
include implementing provision of accessible, comprehensive quality abortion and post
abortion care services.®’
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These comprehensive abortion care guidelines for providers are a critical element of the
Malawi government’s commitment to ensure that comprehensive integrated sexual and
reproductive health (SRH) services are provided to its citizens. The guidelines have been
developed in line with the Sexual Reproductive Health and Rights Policy (2017-2022) Section
3.1.2.11 call to formulate guidelines that interpret the current law.® This helps in addressing
knowledge gaps among health service providers on the current legal framework.

The WHO says that “Policy and regulatory barriers, stigma or the unwillingness of some
health-care professionals to provide care may further limit the availability of safe abortion and
postabortion care providers”.® It is the hope of the ministry that the guidelines will contribute
to reducing these challenges.

The process of developing the guidelines for providers

These guidelines were developed through a consultative process. A task force committee was
constituted by Ministry of Health (MOH) Reproductive Health Directorate (RHD). The Safe
Motherhood Subcommittee guided the process of forming the taskforce and supervised its
work. The taskforce membership included MOH service providers and PAC coordinators,
obstetricians and gynecologists, representatives of health institutions of higher learning, health
regulatory bodies, health professional bodies, non-governmental organizations, representatives
of the Safe Motherhood Subcommittee and legal organisations. The draft guidelines were
developed and presented at a validation meeting led by the Safe Motherhood Subcommittee
and changes made where required. Then the guidelines were presented to the senior
management at MOH.

Outline of the comprehensive abortion care guidelines
The guidelines are divided into six sections: an introduction and Chapters 1, 2,3, 4 and 5.

The introduction outlines the current trends in abortion and its consequences, at the worldwide
level and in Malawi. It also discusses key SRH indicators related to maternal health.

Chapter 1 discusses the current legal framework, internationally and in the local context. It
explains Malawi laws, policies and acts that inform abortion and PAC services. It also includes
guidance on when it is medically acceptable to provide abortion services within the current
legal framework. The chapter does not cover all possible medical conditions. When faced with
other medical conditions not mentioned herein, the provider should act in the best interest of
the client.

Chapter 2 discusses surgical methods for provision of abortion and postabortion care services.

Chapter 3 discusses the medical methods for conducting abortion and postabortion care
services.

Chapter 4 discusses family planning for post abortion care and abortion services.

Chapter 5 presents task sharing to increase access and quality of post abortion care services.
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Chapter 1. Current abortion laws in Malawi
1.0. Introduction

The World Health Organization (WHO) defines health as “a state of complete physical, mental
and social well-being and not merely the absence of disease or infirmity”. WHO further defines
sexual health as “a state of complete physical, mental and social well-being in relation to
sexuality.”0

WHO P2 1) recognises that “in almost all countries, the law permits abortion to save the
woman’s life, and in most of the countries abortion is allowed to preserve the physical and/or
mental health of the woman. Therefore, safe abortion services, as provided by law, need to be
available”. Generally, danger does not mean only imminent threat to the concerned woman’s
life but includes potential risk to a woman’s life.

Most African Union (AU) member states allow abortion at least to save a woman’s life,
consistent with the human right to life and WHO guidelines, which require protection by law,
including when pregnancy is life-threatening or a pregnant woman’s life is otherwise
endangered. 21!

The AU provides guidance to member states on steps needed to ensure access to safe abortion,
including when abortion is necessary to save the life of a pregnant woman. When governments
commit to ensuring that access to safe abortions is available, incidence of unsafe abortion is
reduced, as are maternal deaths from unsafe abortion. The AU requires member states to enact
an enabling regulatory and policy environment, including development and dissemination of
strategies and guidelines and training of providers, to ensure that every woman who is legally
eligible has ready access to good quality abortion services. Therefore, AU member states must
implement all legal indications for abortion to ensure improved access to safe abortion.?

AU member states should not implement the life exception in a limited way to mean imminent
death. AU member states should not provide detailed lists of what they consider life-
threatening medical conditions, as these lists may be interpreted too restrictively or be
considered exhaustive, when in fact they are meant to be illustrative of situations that can be
life-threatening, but they do not preclude clinical judgment of what is life-threatening for a
particular woman. A provider may determine that it is necessary to provide safe abortion
because, if they do not, the woman would risk her life by going to an unqualified practitioner.*2
Where saving a woman’s life is the only allowable reason for abortion, as in Malawi, it is
essential for the Ministry to take steps to ensure there are trained providers for abortion
services, that services are available and known, and that treatment for complications of unsafe
abortion is widely available. It is also necessary to ensure that treatment for complications from
unsafe abortion is provided in ways that preserve women’s dignity and equality.
Confidentiality, privacy and the right to choose by the woman should be respected.

The Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women
in Africa (Maputo Protocol) is a treaty instrument that is binding on all countries that ratify it.
Forty-five (45) nations signed it and 28 ratified it, including Malawi. Article 14, “Health and
Reproductive Rights,” calls for removal of restriction to abortion. It specifically says: “States
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Parties shall ensure that the right to health of women, including sexual and reproductive health
is respected and promoted. This includes: a) the right to control their fertility; b) the right to
decide whether to have children, the number of children and the spacing of children; c) the
right to choose any method of contraception; .... f) the right to have family planning
education.”3

Under the Protocol, “States Parties shall take all appropriate measures to: a) provide
adequate, affordable and accessible health services, including information, education and
communication programs to women especially those in rural areas; .... c) protect the
reproductive rights of women by authorizing abortion in cases of sexual assault, rape, incest,
and where the continued pregnancy endangers the mental and physical health of the mother or
the life of the mother or the fetus.”*®

1.1. Laws that impact abortion care in Malawi
The Constitution of Malawi and Sexual Reproductive Health

The Malawi Constitution* provides for the right to life in Section 16. “Every person has the
right to life and no person shall be arbitrarily deprived of his or her life”. The Constitution
also prohibits discrimination against women, including in the provision of health care (Section
20 “Discrimination of persons in any form is prohibited and all persons are, under any law,
guaranteed equal and effective protection against discrimination on grounds of race, colour,
sex,....”) and affirms the need to protect women’s rights (Section 24). Read together, these
provisions require the protection of women’s rights to life and health, including in the provision
of comprehensive SRH care. The comprehensive SRH services include abortion care within
the legal provisions and PAC.

In Section 24, the Constitution affirms the need to protect women’s rights including sexual
reproductive health and rights (SRHR) when read together with Sections 13(c) on provision of
adequate health care, and Section 211 which incorporates international as well as customary
international law into laws of the land.*

When read together, these provisions require the protection of women'’s right to life and health,
including in the provision of comprehensive sexual and reproductive health care. The
comprehensive SRH services include abortion care within the current legal frame work and
post abortion care based on human rights and internationally accepted standards.

Furthermore, Section 11 (2)(2) of the Constitution directs the Courts of Malawi to include
international law as well as comparable foreign case law where applicable for interpretation of
laws of the land; this includes international human rights treaties where Malawi is a state party
in relation to women’s reproductive health.'* Thus, the constitution is consistent with the
Maputo Protocol.
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Acts and policies that impact abortion care in Malawi

Other acts which protect the rights of women include the Gender Equality Act and the Public
Health Act. Sections 19 and 20 of the Gender Equality Act provide specifically for women’s
sexual and reproductive health and rights. Section 2 of the Gender Equality Act limits abortion
within the context of the Penal Code.*® Thus, Malawian women have a right to choose. The
Public Health Act provides for the right to health of all subjects of the state, without
discrimination.t®

Section 3.1.2.11 of Malawi’s SRHR Policy (2017-2022) provides for abortion as permitted by
law, including PAC. The section says, “Abortion shall only be provided to the full extent of the
existing national law and guidelines shall be formulated to properly interpret the law.”®

The Malawi Penal Code?’

Sections 149, 150 and 151. These sections prohibit any form of abortion including
aiding and trading in materials for abortion with a maximum of 14 years imprisonment
for the service provider, 7 years for the concerned woman and 3 years for the trader.

Section 243. A person is not criminally responsible for performing in good faith and
with reasonable care and skill a surgical operation upon any person for his benefit, or
upon an unborn child for the preservation of the mother’s life, if the performance of
the operation is reasonable, having regard to the patient’s state at the time, and to all
the circumstances of the case.

The current Penal Code permits abortion to preserve the life of the woman. Therefore, in
Malawi, abortion is legal when provided within the context of the law. Despite that the Penal
Code specifically mentions surgical operations for abortions to preserve the woman’s life,
modern medical advances have discovered better and higher quality medical drugs that are
safely administered to save the life of the pregnant.

Using the golden rule in the law of interpretation of statutes, medical abortion also applies in
preservation of the woman’s life. Therefore, within the provided legal framework every woman
has aright to PAC and abortion services when in need. The review of the PAC guidelines offers
the opportunity to give clear guidance to providers while recognizing this Penal Code
provision.

1.2. Guidance to medical practitioners on safe abortion care in Malawi

Safe termination of pregnancy may be required to preserve the life of the woman under the
following circumstances, including but not limited to:

e Obstetric & Gynecological Conditions. Multiple Obstetric and Gynecological
conditions can endanger the life of a pregnant woman. Multiple complications result
from unsafe and clandestine abortions in Malawi; therefore, it is necessary to protect
women from experiencing these life-threatening complications.381%2038 Conditions
like hyperemesis gravidarum, eclampsia and multiple organ dysgenesis are dangerous
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to the life of the woman when pregnancy continues. When faced with such obstetric and
gynecologic conditions, it is legal to offer comprehensive abortion services.

e Heart and Vascular Diseases. Pregnant women may suffer from conditions not related
to the pregnancy, but which worsen due to the pregnancy making treatment difficult.
Some of these conditions are related to the heart. For instance, the Maternal mortality
for women suffering from Eisenmenger Syndrome is very high, ranges from 30 to
65%.21373% Dilated cardiomyopathy and hypertrophic cardiomyopathy with
arrythmias, pulmonary hypertension, left ventricular ejection fraction less than 0.3
could place the life of women in danger during pregnancy risking death.

e Kidney Diseases. Conditions like worsening renal failure and severe connective tissue
diseases like Systemic Lupus erythematosus (SLE)could cause severe kidney damage to
pregnant women risking their lives.

e Cancers. Some cancers worsen during pregnancy and pose danger to the life of women.
Advanced stages of cervical, ovarian, breast cancers and Leukemia could be
complicated by the pregnancy. Comprehensive abortion services can improve the
pregnant woman’s survival and reduce systemic effects of treatment to the fetus since
some treatments are harmful to fetuses but if delayed the woman could lose her life.
Comprehensive abortion services may be required after careful consideration of the
risks and benefits. 2223242540

e Blood Diseases. Other complications of pregnancy may result in blood diseases (e.g.
coagulopathy) that places the woman'’s life at risk.

e Other Conditions. There are many other health conditions that place a pregnant
woman'’s life at risk. It is not possible to list all the conditions. Examples of these types
of conditions could be tropical hepatosplenomegaly syndrome, HELLP syndrome,
psychiatric disorders or severe depression with suicidal tendencies or other health
conditions that are known to place the life of the woman in danger.

Note: This list is illustrative and does not preclude clinical judgement of what is life-
threatening for a particular woman. Providers should respect the woman’s choice.

The provider should reduce and avoid harm to the pregnant woman, maximize the benefits to her life,
against the risks posed by continuing the pregnancy. If the provider is convinced that continuing
pregnancy would endanger the life of the woman, he or she should provide comprehensive abortion
care (if the woman chooses after medical advice).
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Chapter 2. Protocol for Manual Vacuum Aspiration
standards and guidelines.

Quality abortion and PAC services require comprehensive care, quick and evidenced-based
emergency treatment, non-judgmental staff attitudes, respect for women’s rights, psychosocial
support and counselling, proper pain management, preventive services including family
planning, and good linkages to other RH services.

When providing manual vacuum aspiration (MVA) services, provide privacy for conversations
between women and providers, as well as for actual services. For example, procedure rooms
should be partitioned for visual and auditory privacy, and only facility staff required for service
provision should be present. There should be a private place for undressing, curtained windows,
and cloth or paper drapes to cover the woman during the procedure. Male providers should
have a female sentinel present.

Table 1 Advantages and disadvantages of using MVVA (Adapted from IPPF guidelines)

Advantages Disadvantages

Quicker Perceived as invasive by some women.

More likely to have a complete abortion. There is a minimal risk of cervical or uterine
injury.

Emotionally convenient for some women. | There is a small risk of infection especially if
infection prevention procedures are not
followed.

Does not require complicated care, Less privacy and autonomy for the client.
therefore takes place in a health center,
clinic or hospital and can be done as an
outpatient procedure.

Can be used up to 14 weeks (at 12-14
weeks needs extra skills and equipment).

Client maybe eligible for all modern
contraceptive methods, including
sterilization, same day as procedure.

Guiding principle: All women whose life is in danger shall have access to abortion care
services and all women who have complications of abortion shall have access to quality
postabortion care services, including rights-based postabortion contraceptive counselling and
services to help prevent future unintended pregnancies. This includes respecting a woman'’s
right to choose which uterine evacuation method is right for them when eligible for both MVA
and Medical methods, whether to take contraception or not and to make available a variety of
contraceptive methods to help her choose a method that is right for her.
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Step 1: Assesses the client

Guidelines:

1.

2.
3.
4

o o

Treat the client with full respect. See table 2(2.1) for details.

Rule-out shock and other life-threatening conditions. See table 2(2.2)for details.
Take a targeted medical history focused on the abortion. See table 2(2.3) for details.
Provide rights-based counseling to help her choose a method and provide choice
method at the end of consultation if client desires.

Explain the nature and purpose of the examination to the woman and get a consent
Perform hand hygiene. See table 2(2.5) for details.

Perform a general physical examination and assesses the patient for signs of serious
complications. See table 2(2.6) for details.

Order or perform laboratory tests if necessary.

Explain findings to the client or guardian, where necessary.

Step 2: Conduct a pelvic examination

Guidelines:

1.
2.
3.

9.

Gather informed consent from client and ask client to empty her bladder.

Perform hand hygiene and put on examination gloves.

Perform bimanual examination, check uterine size based on LMP and examination
findings, and assesses shape and position of the uterus.

Perform a speculum examination.

Remove any visible products of conception (POC) from vaginal canal, and notes if there
is a foul-smelling discharge, the amount of bleeding and whether the cervix is open or
closed.

Check for vaginal or cervical trauma (tears, perforations, foreign bodies or any signs of
interference) or abnormal discharge from the cervical os.

Check for cervical dilatation and excitation, pelvic masses, and pelvic pain, noting
severity and location.

Infection prevention and instrument processing steps as per MOH infection prevention
guidelines. Immerse gloved hands in 0.5% chlorine solution, remove gloves and
dispose them in appropriate container.

Perform hand hygiene.

10. Explain findings to the client or if necessary, to guardian.
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Table 2 Useful information on steps 1 & 2

2 l Treating the client respectfully

= Introduce yourself.

= Greet the woman and her partner or companion (if present and woman is okay having
the partner around) in a cordial manner.

=  Privately, confirm if the woman is comfortable having someone with her or prefers
being alone.

= Call client by her name or appropriate title.

= Show concern and respect client culture, beliefs, and ideas.

=  Speak using easy-to-understand language.

2 2 Ruling out shock and life-threatening conditions

= Check level of consciousness.

= Check BP, Pulse rate, Respiration rate and Temperature.

= Check for anemia.

= Check for distended abdomen.

= Check for bleeding.

= |Ifany complications are identified, stabilize patient and transfer if necessary.
= Confirm any conditions that places the life of the woman in danger.

2 3 Targeted medical history focused on abortion

= Biographic (personal) information.

= Missed period (how long ago did she have her last normal menstrual period).

= Past obstetric history.

= |f the pregnancy was intended.

= Current contraceptive method used.

= Vaginal bleeding (color and consistency).

= Cramping (duration and severity).

= Abdominal or shoulder pain (may indicate ruptured ectopic pregnancy or
intraabdominal injury).

= |If she has passed tissue (POC).

= If she has fever, chills, malaise.

= |f she fainted.

= If she has inserted any foreign body into the cervix and uterus.

= Whether patient has taken any herb, medicine or poison that may have serious side
effects.

= History of recurrent abortion and cause.

= Surgical history.

= Social history.

= Other health conditions e.g. Malaria.

= Drug allergies.

= TTV received.

= Bleeding or clotting disorder.

2 4 Required information for supporting an incomplete abortion diagnosis

Amenorrhea or gestational age of 28 weeks or less.

Per vaginal bleeding.

Lower abdominal pain and/or cramping.

Uterus size less than expected for the gestation age (see appendix 1 on pregnancy
dating by physical examination).

= Retained Products of Conception (RPOC) on Ultrasound scanning (if available).
®=  Open cervical os.

2 5 Hand hygiene for infection prevention

Wash hands with water and soap for 40-60 seconds, paying attention to areas under the
fingernails and between the fingers; dries hands with an individual clean towel or air dry.
= Wet hands with water.

= Apply enough soap to cover all hand surfaces.
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Rub hands palm to palm.

Right palm over left dorsum with interlaced fingers and vice versa.

Palm to palm with fingers interlaced.

Backs of fingers to opposing palms with fingers interlocked.

Rotational rubbing of left thumb clasped in right palm and in left palm and vice versa.
Rinse hands with water.

Rotational rubbing backwards and forwards with clasped fingers of right hand in left.
palm and vice versa.

= Dry hands with individual towel or air dry.

OR

Rub both hands with approximately 5 ml of alcohol gel 70% for 20-30 seconds, paying
attention below to the areas under the fingernails and between the fingers, until dry.
Apply a palmful of the product in a cupped hand to cover all hand surfaces.

Rub hands palm to palm.

Right palm over left dorsum with interlaced fingers and vice versa.

Palm to palm with fingers interlaced.

Backs of fingers to opposing palms with fingers interlocked.

Rotational rubbing of left thumb clasped in right palm and in left palm and vice versa.
Rotational rubbing backwards and forwards with clasped fingers of right hand in left
palm and vice versa.

Note: See appendix ,2, 3 and 4 on guidance for handwashing and handrub

2 6 General physical examination

= Check general health of woman (malnourished, anemic, general poor health).

= Check vital signs (temperature, pulse, respiration, blood pressure).

= Conduct head to toe examination (Examine breast, chest (including lungs and heart),
abdomen and extremities).

= Checks to see if bleeding is heavy, bright red, with or without clots.

Guiding principle: Manual vacuum aspiration shall be the main surgical method of
management of abortion care and incomplete abortion as gestation age permits.
MVA is the preferred surgical treatment up to 14 weeks because 26:27:28.29:

— Risk of complications is reduced therefore more likely for clients to stay shorter in
clinic. Dilatation and curettage (D&C) are outdated and not an approved WHO
technology. Furthermore, D&C is associated with higher rates of complications.

— Access to services is increased.

— Cost of services & consumption/use of resources is reduced.

— Immediate access to emergency care is much more likely.

Step 3: Treat the client according to examination findings
Guidelines:
1. Ensure client is stable before proceeding with MV A/Evacuation/Misoprostol for PAC
[Transfer.
2. Treat the client for severe vaginal bleeding or Hypovolemic shock, if necessary. Details
in table 3 below (3.3, 3.4, 3.5, 3.6, 3.7, 3.8).
3. Treat the client for infection or septic shock, if necessary. Details in table 3 below (3.3,
3.4,35, 3.6,3.7,3.8).
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4.

5.
Step 4:

Guideli

1.
2.
3.

o o

© o N

Treat the client for intra-abdominal injury, if necessary. Details in table 3 below (3.3,
3.4,35,3.6,3.7,3.8).

Conduct or prescribe laboratory tests and radiology examination if necessary

Prepare for the Manual Vacuum Aspiration (MVA) procedure

nes:

Prepare the client for the MVA. Details in table 3 below (3.1 and 3.2).

Prepare the necessary equipment and supplies for MVA. Details in table 2 below (3.2).
Ensure that emergency backup is available (e.g., oxygen, IV line materials and
emergency drugs).

Put on personal protective equipment: gum boots, a clean rubber or water-proof apron,
goggles/eye protection, and face mask.

Perform hand hygiene and put on surgical or sterile gloves.

Confirm that required sterile or high-level disinfected instruments, including MVA and
the appropriate size cannula are available.

Arrange sterile and high level disinfection (HLD) instruments on HLD trolley.

Charge the MVA syringe.

Drape the patient using clean drapes.

. Remove gloves after immersing in 0.5% chlorine and disposes them in the appropriate

container.

Table 3. Useful information for steps 3 & 4

Routine Aspects

3.1

Preparing the client for MVA

Explain to the client about her condition and treatment plan.

Discuss the client’s reproductive goals, as appropriate.

Ensure the necessary privacy and confidentiality.

Encourage the client to ask questions and addresses them.

Get client informed consent to proceed with the procedure.

Tell the client in advance that she may feel discomfort during some of the steps of the
procedure.

Ask the patient about allergies to antiseptics, analgesia and anesthetics.

Ask/check that the client has recently emptied her bladder.

Check that the patient has thoroughly washed and rinsed her perineal area.

Ask or Assist the client to lie on the MVA bed.

Administer analgesic as per guidelines if possible, pethidine or morphine. Pre-
procedure strong non-steroidal anti-inflammatory drugs (NSAIDs) combined with oral
diazepam given 30 minutes prior are also effective at managing pain from MVA.WHO
recommends an oral NSAID and a paracervical block for all MVA procedures.
Narcotics may be used if available.

= Administer prophylactic antibiotics (Doxycycline, Azithromycin or Metronidazole
single dose) for induced surgical abortion-MVA 30 minutes before the procedure.
However, the procedure should not be stopped due to lack of prophylactic antibiotics.

Indications for MVAZ6:%

= Gestational age less than 14 weeks.

= Ifaccording to legal framework ToP is accepted MV A can be used as mean of inducing
abortion up to gestation age of 12 to 14 weeks requires cervical priming with
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Indication for Evacuation under anesthesia

Misoprostol 400mcg 3 hours before the procedure when administered sublingually,
buccally or vaginally. Wait for 3 hours assess if priming has happened then proceed
with MVA.

Priming may be done using dilators. Osmotic dilators are effective and less painful than
hard metal dilators. When placed in the closed cervix, osmotic dilator absorbs moisture
from the tissues surrounding the cervix and swells, opening the cervix slowly and with
little discomfort,27:2%:%0

Gestational age more than 14 weeks.

3.2

Equipment and Supplies for MVA

Bivalve speculum (medium).
Tenaculum or Vulsellum forceps.
Sponge holding forceps (2).
20 ml syringe or 2 10mL syringes, 3cm 22-gauge needles and 20mL of 1% lidocaine
(for Paracervical block).
MVA instruments:
o MVA vacuum syringes, single or double valve.
o Flexible cannulas of different sizes
o Adapters
o Silicone for lubricating MVA syringe O-ring
Light source (to see cervix and inspect tissue).
Swabs/gauze.
Antiseptic solution (preferably an iodophor such as Povidone iodine, Betadine (1%), or
Chlorhexidine.
Gloves, sterile or high-level disinfected surgical gloves or new examination gloves
Utility gloves.
Strainer (for tissue inspection).
Simple magnifying glass (x 4-6 power) (optional).
Clear container or basin (for tissue inspection).

n case of emergency the following may be required?6:27.28.29.30

3.3

Supplies for starting an 1V line

16- or 18-gauge needle or cannula.
IV cut down set.

Container for taking blood sample.
IV fluids.

Sterile swabs (alcohol based).
Giving set.

Adhesive tape.

Sharp container.

3.4

Supplies for bladder catheterization

Equipment and supplies for administering oxygen

Oxygen cylinder or oxygen concentrator or central supply source in working order.
Nasal prongs or mask.

Bladder catheter.
Urine collection bag.
Catheterization set.

3.5

Evaluating the woman’s response to the immediate treatment

Re-assess the woman every 15 minutes:
o Pulse rate.
o Respiratory rate.
o Blood Pressure (BP).
o Mental state and level of consciousness (confusion).
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What to do if the conditions improve? (pulse of 90 or less, systolic BP of 100 mmHg or
more, at least 30 ml of urine per hour and less anxiety/confusion):

What to do if the conditions do not improve:

o  Fluid balance using input and output chart.
o Keep the woman warmly covered.

Adjust IV infusion to 1 L over a six-hour period (60 drops/minute).
Continue to monitor vital signs and loss of blood every 30 minutes.

Continue 1V fluids.

Continue to administer oxygen 6—8 L/minute.

Continue to monitor vital signs and fluid balance.

Reassess for causes or transfer the patient to the next level of care.

3.6

Start 1/V fluids or oral fluids depending on condition.

Postabortion care only: Antibiotics are not always required. When signs of
infection present antibiotics can be provided according to microbial sensitivity. If
severe infection found, prescribe IV antibiotics or refer to an appropriate level of health
care. The antibiotics may include Ampicillin and Gentamycin and Metronidazole, or
Ceftriaxone and Metronidazole.

For abortion: Single oral dose Doxycycline 200mg, Azithromycin 500 mg or
Metronidazole 400 mg should be given before the procedure but if not available should
not prevent care.

Postabortion care only: Give tetanus toxoid, if necessary (dosing schedule is as
follows, for women aged 15-49: 1%, 2" doses 4 weeks apart, 3 dose 6 months from
the 2" dose, and 4™ and 5" dose 1 year apart).

Administer Ibuprofen 400mg tds.

Ensure patient is stable before proceeding with MV A/ evacuation/MPAC/transfer.

3.7

Immediate treatment to be given for management of hypovolemic shock

Maintain airways.
Administer oxygen to the woman, 6-8 L/minute by nasal prongs or mask.
Start two IV lines using a 16- or 18-gauge.
Perform IV cut down if the vein is not accessible.
Take a blood sample for performing full blood count (FBC)/hemoglobin, coagulation,
and blood group and Rh (cross-matching).
Requests blood.
Replace fluids with appropriate replacement fluids:
o  With Normal saline or Ringer’s Lactate solution
o 1L overa15-20 minutes period (wide open rate) in each line
o Label IV bags with bed number and medications added, if any
o Administer at least two additional liters of this solution during the first
hour
Continue to replace volume IV in accordance with the loss of blood (two or three times
the estimated loss).

3.8

Management of intra-abdominal injury/ ectopic pregnancy

Start I/V fluids; Ringer’s Lactate or Normal Saline — gives 1 liter immediately then 1-
2 more liters over 4-8 hours

Keep the patient nothing by mouth.

Determine hemoglobin, hematocrit and blood group typing for possible blood
transfusion

Consider blood transfusion if signs of severe anaemia

Give antibiotics (as above)

Manage pain with small doses of narcotics.

Prepare for immediate laparotomy or referral.

Step 5: Perform the MVA procedure

Guidelines:
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10.
11.
12.

13.

14.
15.

16.
17.

Administer pre-procedure antibiotics if indicated Details in table 3 above (3.6)
Perform hand hygiene according to protocol.

Put new sterile gloves on both hands.

Perform 6 swab technique to clean the vulva using Chlorohexine if required.

Insert speculum appropriately, removing blood and/or tissue from vagina, any PoC
protruding from the cervical os, check vaginal wall and cervix for tears/lacerations, and
clean cervix and vagina two times with antiseptic using gauze or cotton sponge.
Administer paracervical blockade by using aseptic technique,( see Table 4 below 4.1)
inject 2mL lidocaine 1% without epinephrine at 12 o’clock position of cervix, then
clamp single tooth Tenaculum or Vulsellum forceps on upper lip of cervix. Inject the
remaining lidocaine (18mL) in equal amounts at the cervicovaginal junction at the 2, 4,
8, and 10 o’clock positions. If no drugs for paracervical blockage available administer
other potent pain Killers (narcotic or non-narcotic,/non-steroidal)well in advance (20-
30 min)

Give the client verbal support along the entire procedure. Details in Table 4 below.
While holding the cervix steady and gently applying traction, insert the cannula.

Push the cannula slowly into the uterine cavity until it touches the fundus, note the seize
of the cavity and withdraw the cannula slightly.

Attach the prepared MV A syringe.

Release the pinch valve.

Evacuate any remaining contents of the uterine cavity by gently rotating the syringe
and moving the canula forth and back going systematically. If the syringe is full, empty
it and attach again and continue till uterus is empty.

Check for signs of completion: no further products bright red blood, glittering
sensation, foamy blood in the cannula, gripping sensation on the cannula.

Withdraw the cannula.

Inspect the tissue removed from the uterus. Does it look normal or is sign of molar
pregnancy.

Check for bleeding before withdrawing the speculum.

While still wearing gloves decontaminate all instruments by cleaning them with a
suitable solution

Table 4. Useful information for step 5
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4.1

Paracervical block

NOTE: WHO recommends administering the paracervical block for all MVA
procedures. It is helpful for the pain produced by the dilation process, for the friction
from the cannula passing through and rotating in the cervix, and for pain associated
with uterine aspiration.?641.4243

Fill a 20mL or 2 10ml syringes with local anesthetic (20mL of 1% lidocaine without
epinephrine).

Inject  2mLs of lidocaine into the anterior lip of the cervix where the
Tenaculum/Vulsellum forceps will be placed (typically 6 or 12 o’clock position).

Grasp cervix with the tenaculum at 12 o’clock

With tenaculum/Vulsellum forceps on the cervix, use slight traction and movement to
help identify the area between the smooth cervical epithelium and the vaginal tissue (the
cervicovaginal junction).

Inject about 4ml of the anesthetic under the epithelium, to a depth of at least 3cm, at the
2, 4, 8 and 10 o’clock positions into the cervicovaginal junction. Insert the needle and
aspirate to make certain the needle is not penetrating a blood vessel. The 3 and 9 o’clock
locations are not recommended to avoid vasculature.

Begin the procedure without delay.

Avoid intravascular Lidocaine administration

NB: Check appendix 5 on paracervical block technigue.

4.2.

Other analgesic medication

1. Pethidine
2. lbuprofen
See more details in appendix 8

4.3

Verbal support to the client during the MVVA procedure

Talk with the patient throughout the procedure. Talking with the client throughout the
procedure could help reduce the perceived pan (verbocaine).?

Explain each step of the procedure prior to performing it.

Ask the client throughout the procedure if she is experiencing any pain.

Encourage the client to ask questions.

Wait after performing each step or task for client to prepare for next one.

Avoid saying things like “This won’t hurt” when it will hurt, or “I’m almost done” when
he/she is not.

Step 6: The provider completes the infection prevention and control procedures after

MVA

Guidelines:

1. Dispose waste materials in a leak proof container with plastic bag.

2. After use, do not let the used cannula or MVA device dry. Soak or flush the used

cannula and MVA syringe with water or spray with an enzymatic cleaner( with your
gloves still on).
NOTE: WHO and Centre for Disease Control no longer recommends the
“decontamination soak” of instruments with Chlorine as part of instrument
processing.3132 The Ministry of Health through the quality management is changing the
infection prevention guidelines directorate to remove the decontamination stage.

3. MVA instrument processing: MVA cannulas are critical items therefore require either
HDL or sterilization.?-2%:31.32
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a. Disassemble and clean instruments in warm water with detergent, and rinse
in clean water.

b. All aspirators and cannulas must be HLD or sterilized according to
manufacturer instructions. If chemical processing, rinse appropriately to
remove chemicals before storage.

c. Sterilization for cannulas can be through heat-autoclaving or chemical
sterilization using Glutaraldehyde 2.4% for 10 hours please check
manufacturer information as some cannulas are not autoclavable.

d. Aspirators and adapters may be dried, the O-ring lubricated, and the device
reassembled and stored in a clean, dry area until use. The aspirator does not
need to remain high-level disinfected or sterilized and can be placed in a
clean area or stored according to local standards._Cannulas must remain
sterile or high level disinfected until next use. Store cannulas in either sterile
or high level disinfected containers to preserve the level at which they were
processed. Handle cannulae by the base ends.

Instruments processed by wet methods should be reprocessed daily.

f. Inspect cannulas and instruments to ensure they are not damaged or brittle.
Any that are dirty, decaying or otherwise not fit for purpose should be
disposed of and replaced.
Empty PoC into utility sink, flushable latrine, placenta pit or container with tight-fitting
lid.
Clean bed using towel with 0.5% chlorine solution.
Immerse both gloved hands in 0.5% chlorine solution, removes gloves by turning inside
out, and places them in an appropriate container.
Wash hands with water and soap or use disinfectant.

Step 7: Counsel the client after the MVA procedure

Guidelines:

1.

w

Record findings and events during the MVVA procedure in the appropriate procedure
logbook (register).Monitor the client during post-MVA. Details in table 5 below.

Use effective communication skills.

Give the client post-MVA information. Details in table 5 below.

Provide rights-based counselling to help her choose a method and provide choice
method if client desires. If complete evacuation confirmed and no signs of infection, all
contraceptive methods are appropriate.

Provide the client the selected method and gives her instructions for its adequate use
Identify other client’s reproductive health needs and make the appropriate
referrals/appointments.

Ask the client to return if any problem.

Record relevant information in the client’s health passport.

Instrument processing steps required for the MV A syringe and cannula should follow
Manufacturer instruction and have been explained in standard 7.
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NB: The processing should be conducted consistent with Ministry of Health Infection
Prevention Guidelines and change in line with new evidence in the guidelines.

Table 5 Useful information for step 7

5.1

Monitoring the client after MVA

Monitor the client’s vital signs (blood pressure, temperature, pulse rate, respiration
rate) over the course of the one to two hours following the procedure.

If sedatives were used, check client’s level of consciousness every half hour at a
minimum, until client is fully alert.

Continue treatment as required.

Check for severe vaginal bleeding.

Check contraction of uterus if there is severe bleeding

Check degree of pallor and whether pallor is worsening.

Check for persistent or worsening abdominal pains.

If possible, determine blood group. If client is Rhesus negative administer Rhesus
(Anti-D) immunoglobulin within 72 hours for gestation ages more than 12 weeks®
(if available).

Give tetanus toxoid, if necessary (dosing schedule for women aged 15-49: 1% and
2" doses 4 weeks apart, 3" dose 6 months from the 2" dose, and 4" and 5" dose 1
year apart).

Record all necessary information.

5.2

Post-MVA information to the client

Explain how the procedure went.

The client may return to fertility as early as 8 days post procedure hence advise
client on contraceptives use.*

Signs of normal recovery (decreased cramping and bleeding, return of normal
menses in 4-8 weeks).

Post procedure care — May resume sexual intercourse 3 days after she stops
bleeding and she feels comfortable. Contraceptive counselling and contraceptive
method of choice avoid insertion of foreign bodies into the vagina; avoid vaginal
douching.

When and where to return for follow-up care if needed but should not be
mandatory.

Explain danger signs that may arise — prolonged/increasing cramping or bleeding,
severe/increasing pain, fever/chills/malaise, fainting.

Advise the client to return immediately if complications arise.
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Chapter 3. Medical Protocol for Abortion and Post

Abortion Care

Advances in medical practice, and the advent of safe and effective technologies and skills could
eliminate unsafe abortions and related deaths entirely, provided universal access to these
services is available. One key advance has been the discovery of drugs used for offering

abortion and post abortion care services.

Table 6 Advantages and disadvantages of using Medical protocol (e.g. Misoprostol) for
abortion and post abortion care vs surgical methods (Adapted from IPPF guidelines).?’

Advantages

Disadvantages

Avoids surgery and anesthesia.

Waiting, which may lead to uncertainty.

More ‘natural’, like menses.

Has a higher risk of incomplete or failed
abortion. Misoprostol alone has a failure rate
of about 17%.

Emotionally easier for some women.

Requires more clinic visits to ascertain
completion.

Client controlled; more privacy and
autonomy; can be home-based.

For good effectiveness requires adherence to
the dosages.

Better than surgical in very early gestation,
or with severe obesity (body mass index >30)
without other cardiovascular risk factors, or
in the case of fibroids, uterine malformations
or previous cervical surgery.

Bleeding, cramping, nausea, diarrhoea and
other side-effects.

No risk of cervical/uterine injury.

3.1. Medical abortion for post abortion care in the first trimester

First visit:

® Confirm the diagnosis of incomplete or missed abortion with a uterine size at 12 weeks

and below.

e History and a physical and vaginal examination (refer to steps 1-3 Chapter 2).

(The history of amenorrhoea in a woman of reproductive age associated
with symptoms of pregnancy who presents with considerable vaginal
bleeding associated with clots and passage of fleshy products of
conception, a uterine size that may be less than the gestational age, active

vaginal bleeding with an open cervix). Routine use of a pregnancy test

and ultrasonography is not essential for making the diagnosis if the there

is a history or existing bleeding and an open cervical os. Always rule out

ectopic pregnancy first.

e Assess the client for any possible complications that will need urgent treatment (these
to include severe vaginal bleeding, shock, severe pain, sepsis and proven or suspected

uterine perforation.
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Assess and rule out serious complications that require more specialised care including
surgery

Establish any possible contraindications and or precautions to the use of Misoprostol in
the woman.

Contraindications include:

o Known allergic reaction to misoprostol.
o Known or suspected ectopic pregnancy.
Precautions include:

o Intra uterine contraceptive device (IUD) in place (remove IUD then
offer treatment).

o  Serious/unstable health problems, including but not limited to
hemorrhagic disorders.

Inform the woman about the available methods of uterine evacuation (MVA and
Misoprostol). Explain and ensure she makes an informed choice and consent.

Provide information on the rapid return of fertility and offer her appropriate family
planning counselling and method provision, including scheduling a follow up visit if
she desires a method, such as an IUD, that cannot be provided that day.

For incomplete abortion, provide a single dose of 600 micrograms of Misoprostol orally
or 400mcg of misoprostol sublingually or vaginally as a directly observed treatment to
the woman, along with medication for pain control.

For missed abortion, which is usually diagnosed by ultrasound since os is usually closed
and bleeding may not be present, the gold standard regimen is mifepristone 200 mg
followed by misoprostol (within 24-48 hours). However, Misoprostol alone may also
be used. Where Misoprostol alone, give 600mcg sublingually or, in the absence of
vaginal bleeding, 800mcg vaginally every 3 hours until expulsion (generally 1-3 doses).

Let the client wait in clinic for 30 minutes and attend to her if she expels the products
(some women may expel the POCs within 30 minutes and you may need to provide
another dose if the client vomits within 30 minutes).

Prophylactic antibiotics are not indicated routinely. Only provide if signs of infection.

All women should be given medicine to take for pain management along with
misoprostol, preferably a non-steroidal anti-inflammatory drug.

Explain the expectations to the client and ensure that she has understood. Attend to her
questions.

Provide her with the information of when to return to the clinic (warning or danger
signs) includes prolonged heavy bleeding (soaking through more than 2 pads or
sarongs an hour), prolonged cramping beyond 48 hours, fever, malaise and foul-
smelling discharge. Information on who to call or where to go if she is concerned
will be provided.
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e Explore other reproductive health issues pertinent to the client (e.g. anaemia, domestic
violence, prevention and/or recognition/diagnosis of sexually transmitted infections,
including HIV/AIDS) and manage or refer as indicated.

® Provide routine follow up information. Clients should return for a follow-up visit 2
weeks after the Misoprostol is taken.

¢ Discharge the patient according to the local procedures.

Follow up visit:

Routine follow-up is not required after using misoprostol for treatment of PAC. Of
course, the woman should be told she can return at any time for questions or concerns.
Given the high efficacy of treatment and since most women won’t return for follow-up it
is highly recommended that women receive their contraceptive method of choice at
initial visit.
If required, schedule follow up visit within two weeks:

¢ Evaluate patient and be sure of the success of the treatment:

® Place IUD if desired
Completion of the abortion should be confirmed by history and bimanual examination.
Generally, ultrasound is not necessary to confirm completion of miscarriage.

Symptoms and signs of completion include:

Normal uterine size
Absence of uterine tenderness
Closed cervical os

Woman's reports of symptoms experienced during treatment (such as

bleeding patterns, or period of cramping followed by resolution)

®  Minimal or absent bleeding
® Resolution of cramping

v" Confirm the absence of complications.

v You can provide women with the choice of another dose of Misoprostol (if no
signs of complications) or Provide MVA if she has not had complete expulsion
of the POCs.

v' Address any remaining concerns, questions, or other needs (such as family
planning.

v" Discuss self-care and sex. Can be resumed when woman is comfortable.
Arrange for cervical cancer screening if patient not screened in the past one
year.

Signs of complication for which women should return or present to the nearest facility:

The woman should be told to come back or present to the nearest facility if they have any of
the following:

Page | 29



1. Abnormal bleeding

® Soaking more than 2 heavy pads per hour for 2 hours or more with or without clots after
an hour of expulsion of POCs. Heavy bleeding that occurs after bleeding had slowed
down or stopped.

¢ Feeling light-headed or dizzy during or after bleeding.

2. Infection
e Fever or chills for more than 24 hours after taking Misoprostol.

e Severe pelvic or abdominal pain (that lasts for long and does not respond to the simple
analgesics given).

¢ Foul-smelling or purulent vaginal discharge.
e Marked abdominal tenderness.
3. If woman presents with complaints or worries

e Perform a thorough assessment: careful history, systemic and pelvic examination and
necessary directed investigations

® Provide proper treatment for the identified concern for the unscheduled visit

3.2. Provision of medical abortion

Provision of medical abortion is very safe and effective (as safe as surgical abortion) and legal
in Malawi when the life of the woman is in danger. The regimen depends on available drugs.
And the dosages depend on gestation age. Mifepristone and Misoprostol combination regimen
are more effective and have fewer side effects than Misoprostol only regimen.

Clients can have Medical abortion at home up to 12 weeks of gestation. After 12 weeks
gestation age, the procedure must be conducted at the facility. Well-equipped health centres
may offer services in the first trimester, but all other gestation ages should be referred to the
hospital for safe care especially due to availability of higher cadres of health care.?”-28:2%:30:26

All the steps are the same as in PAC (see section 3.1 above) except for the dosages and
combination regimen.

Abortion regimen have different effectiveness. Table 7 below, demonstrates the various
effectiveness of the regimens.

Table 7 Regimens for medical abortion and their effectiveness.

Regimen Gestational age Effectiveness | Continuing Complication
pregnancy rate rate

Mifepristone + Up to 10 weeks 97% <2% <1%

misoprostol

Mifepristone + 10-13 weeks 92-96% <2% 3%

misoprostol

Misoprostol only Up to 13 weeks 80-85% 3-10% 1-4%
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Source: TPAS clinical updates in reproductive health. Safety and effectiveness of medical
regimens.

For first trimester abortion, if mifepristone is available, it is best practice to use it in
combination with misoprostol as it shortens the induction—abortion interval, reduces side
effects and decreases the rate of ongoing pregnancy (see Appendix 6).

If used in combination, Mifepristone 200 mg should be administered orally 24—-48 hours before
misoprostol.

e Misoprostol may be given by the vaginal, buccal or sublingual route.
Refer to Appendix 6 for more information on dosages for various regimens.

Women do not need to return to the clinic to take misoprostol. They should be given the drugs
and given clear explanations on how to self-administer 1-2 days later.

Medical Abortion >12 weeks from last menstrual period

Dosages for medical abortion beyond 12 weeks of gestation are outlined in appendix 6. For
pregnancies beyond 24 weeks, the dose of misoprostol should be reduced, owing to the greater
sensitivity of the uterus to prostaglandins, but the lack of clinical studies precludes specific
dosing recommendations. This should be done at a referral hospital and requires admission.
NB: Studies have shown that continued pregnancy after Misoprostol, use in first trimester may
result in congenital abnormalities at birth.33%* % Therefore, once a client has been initiated on
the medical abortifacient, the pregnancy must not continue, and surgical termination should be
an option for failed medical procedure.

Medication for pain management for comprehensive abortion care

e For both medical and surgical procedures, analgesia (pain relief) should always be offered
and provided without delay.

e For medical uterine evacuation, non-steroidal anti-inflammatory drugs are recommended
either prophylactically or at the time cramping begins. Narcotic analgesics and non-
pharmacologic, supportive techniques (such as educating the patient about what to expect
during the uterine evacuation, providing verbal support, applying a heating pad or hot water
bottle to the lower abdomen for cramping) may be helpful.

e For uterine aspiration, a combination or paracervical block and non-steroidal anti-
inflammatory drugs for pain management is recommended. Additional measures such as
narcotic analgesics, anxiolytics and non-pharmacologic, supportive techniques (such as
educating the patient about what to expect during the uterine evacuation, providing verbal
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support (verbocaine), applying a heating pad or hot water bottle to the lower abdomen for
cramping) may be helpful. Intravenous sedation, where available, may be offered.

e Prophylactic paracetamol is ineffective in reducing pain during both surgical and medical
abortion.

e For dosage see Annexe 8

Chapter 4: Postabortion contraception

Given the high efficacy of treatment and since most women won’t return for follow-up it
is highly recommended that women receive their contraceptive method of choice at initial
visit (add chart showing that all methods except IUD can be offered starting day 1).

Postabortion contraception is a safe and effective service that must be offered to every woman
before leaving a health facility after receiving postabortion or abortion services. It includes
counselling for and provision of a contraceptive method of the client’s choice and according to
eligibility. Where the method of choice is not available, the woman should be referred to
another facility for the service. Postabortion contraception is an integral part of comprehensive
abortion care which mandates the availability and provision of contraceptive methods as soon
as possible after an abortion. Fertility may return as soon as 8 days following abortion and early
contraception prevents another unintended pregnancy.

Generally, almost all methods of contraception can be initiated immediately after surgical or
medical abortion care. For surgical procedures, contraception can be initiated at the time of the
procedure immediately after. For medical procedures, most contraceptives can be offered with
the first pill of the medical abortion regimen. IUDs should be offered if no signs of infection.
See Appendix 7 for appropriate choices of contraceptives that maybe offered.

Counselling should include effectiveness, advantages, disadvantages, contraindications, risks
and benefits of the client’s choice or appropriate alternative in line with the Ministry of Health
guidelines.

Chapter 5: Task sharing abortion and postabortion care
provision to increase access and quality

To ensure client safety and provision of high-quality services, abortion and postabortion care
services should be provided by qualified and trained health care workers in a safe environment.
For surgical services, the facility should meet all minimum standards. Due to shortage of staff,
certain services may be task shifted to other cadres.
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Table 8 below guides on which cadres may offer abortion and post abortion care services in

Malawi.

Table 8 Health care workers cadres in Malawi and the abortion and postabortion care

services they can provide.

Service

Community
Midwifes

Pharmacy
Assistants

Pharma-
cists

Medical
Assistants

Clinical
Officers

Nurse
Midwife
Technicians

Registered
Nurses

Non-
Specialist
Doctors

Specialist
Doctors

Vacuum

aspiration for
induced
abortion

©

©

©

)

<

<

<

<

<

Vacuum
aspiration for
management

of
uncomplicated
incomplete
abortion

©

©

()

(%)

V)

V)

V)

<

V)

Medical
abortion in
the first
trimester

See **
below

See **
below

Medical
management
of
uncomplicated
incomplete
abortion.

e

()

Second
trimester
procedures

LX)

LX)

©

)

<

LX)

LX)

<

S

Third
Trimester
procedures

©

©

()

(%)

(%

©

©

<

S

** There is no recommendation for independent provision of medical abortion (MA) from
WHO and it is currently an area of research. Dispensing medications on prescription is within
the typical scope of practice of these health workers and should be continued. Administering
the medications and managing the process and common side-effects independently is also
within their scope of work. Therefore, clients can present to pharmacists and pharmacy
technicians for side effects management. However, assessing eligibility for medical abortion
and post abortion care, and assessing completeness of the procedure and the need for further
clinic-based follow-up is the responsibility of clinical staff (nurses and clinician, doctors).

Second and third trimester procedures should be provided at higher levels of health care where
trained clinical officers, doctors and specialists are available.
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Appendices

Appendix 1. Pregnancy dating by physical examination

Pregnancy dating by physical examination
(bimanual pelvic and abdominal examination)

r® AFTER 4 WEEKS OF GESTATION
THE UTERUS INCREASES IN SIZE BY
APPROXIMATELY 1CM PER WEEK

—e AFTER 12 WEEKS OF GESTATION
THE UTERUS RISES OUT OF THE PELVIS

UTERINE SIZE (IN WEEKS)

AFTER 15-16 WEEKS OF GESTATION
THE UTERUS REACHES THE MIDPOINT BETWEEN
THE SYMPHYSIS PUBIS AND THE UMBILICUS

AFTER 20 WEEKS OF GESTATION

AT 20 WEEKS OF GESTATION FUNDAL HEIGHT IN CENTIMETRES
THE UTERUS REACHES THE UMBILICUS MEASURED FROM THE SYMPHYSIS
PUBIS APPROXIMATES THE WEEKS
OF GESTATION
LIMITATIONS TO DATING SR D
BY UTERINE SIZE ON e
SR TSIEAL B AR TiON S THAT IS SMALLER THAN A UTERUS THAT IS LARGER THAN
EXPECTED MAY INDICATE: EXPECTED MAY INDICATE:
» uterine malformations/ « the woman is not pregnant « inaccurate menstrual dating
fibroids « inaccurate menstrual dating « multiple gestation
S e es e « ectopic pregnancy or abnormal e uterine abnormalities,
» marked uterine intrauterine pregnancy, such as fibroids
retroversion €.q. spontaneous or ol pEgaCy
o obesity missed abortion

e molar pregnancy

Source: Medical management of abortion, 2018. Page xii
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Appendix 2. Your 5 moments for hand hygiene

Your

5 Moment

for Hand Hygien

WHEN?
WHY?

Clean your hands before touching a patient when approaching him/her.
To protect the patient against harmful germs carried on your hands.

WHEN?
WHY?

Clean your hands immediately before performing a clean/aseptic procedure.
To protect the patient against harmful germs, including the patient's own, from entering his/her body.

WHEN?
WHY?

Clean your hands immediately after an exposure risk to body fluids (and after glove removal).
To protect yourself and the health-care environment from harmful patient germs.

WHEN?
WHY?

Clean your hands after touching a patient and her/his immediate surroundings, when leaving the patient’s side.
To protect yourself and the health-care environment from harmful patient germs.

WHEN?

WHY?

Clean your hands after touching any object or furniture in the patient’s immediate surroundings,
when leaving - even if the patient has not been touched.

To protect yourself and the health-care environment from harmful patient germs.

World Health
Organization

All reasonable precautions have been taken by the World Health Organization to verify the information contained in this document. However, the published material is being distributed without warranty of any kind,

Patient Safety SAVE LIVES

AWorld Alliance for Safer Health Care Clean Your Hands

either expressed or implied. The responsibiity for the interpretation and use of the material fies with the reader. In no event shail the World Health Organization be fiable for damages arising from its use.

WHO acknowledges the Hopitaux Universiteires de Genéve (HUG), in perticuler the members of the Infection Control Programme, for their active participation in developing this material
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Appendix 3: How to handwash?

How to Handwash?

WASH HANDS WHEN VISIBLY SOILED! OTHERWISE, USE HANDRUB

D Duration of the entire procedure: 40-60 seconds

Wet hands with water; Apply enough soap to cover Rub hands palm to palm;
all hand surfaces;

7 vxv 5 I

Right palm over left dorsum with Palm to palm with fingers interlaced; Backs of fingers to opposing palms
interlaced fingers and vice versa; with fingers interlocked;

By
/% %

Rotational rubbing of left thumb Rotational rubbing, backwards and Rinse hands with water;
clasped in right palm and vice versa; forwards with clasped fingers of right
hand in left palm and vice versa;

™ ’

Dry hands thoroughly Use towel to turn off faucet; Your hands are now safe.
with a single use towel;

@ World Health Patient Safety SAVE LIVES

\i\ b‘y Organization A World Alliance for Safer Heaith Care Clean YOUI' HandS

———

‘All reasonable precautions have been taken by the World Health Organization to verify the information contained in this document. However, the published material is being distributed without warranty of any kind,
sither expressed or implied, The responsibility for the interpretation and use of the matecal lies with the reader. In no event shall the Worid Health Organization be liable for damages arising from its use.

WHO acknowledges tha Hopitaux Universitaires de Genéve (HUG), In particular the members of the Infection Control Programme, for their active participation in developing this material.
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Appendix 4: How to handrub?

How to Handrub?

RUB HANDS FOR HAND HYGIENE! WASH HANDS WHEN VISIBLY SOILED
@ Duration of the entire procedure: 20-30 seconds

Apply a palmful of the product in a cupped hand, covering all surfaces; Rub hands palm to palm;

3]
g? i

Right palm over left dorsum with Palm to palm with fingers interlaced; Backs of fingers to opposing palms
interlaced fingers and vice versa; with fingers interlocked;
Rotational rubbing of left thumb Rotational rubbing, backwards and Once dry, your hands are safe.

clasped in right palm and vice versa; forwards with clasped fingers of right
hand in left palm and vice versa;

‘ Patient Safety SAVE LIVES

A Wortd Alliance for Sater Health Care Clean Your Hands

Al reesonable pracautions have been tsian by the Wordd Health Organizssion 10 venfy the information contsined in this document. However, the published matanisd s being distribnad without wamanty of any kind,
sither exprassad or implied. The responsibilty for the Interpratasion and wse of the matenal fes with the reader. In no event shall the Warid Health Organization be isble for damages srising from its use.
'WHO scknowledges the Hiplsux Universitairss de Gendve (HUG), in particuler the members of the infaction Conrol Programme. for their active perticinstion in developing this material
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Appendix 5: Paracervical block technique: From IPAS guidelines:
www.ipas.org/clinicalupdates.

PARACERVICAL BLOCK TECHNIQUE

Injection site
for tenaculum
(12 o'clock)

\ Injection sites=
(2, 4, 8, 10 o’clock)

N

l‘""x.. _-’f
L

— __ﬂ\I!l,.'u-_ B

0 FPrepara lidocaine syringe using 20mL of 1% lidocaine and a 3cm (1in) needle.
e Place the speculum and perform cervical antiseptic prep.

B Inject 2mL of lidocaine superficially into the anterior lip of the cervix where the tenaculum
will be placed (12 o'clock).

a Grasp cervix with the tenaculum at 12 o'clock.
B inject remaining lidocaine in equal amounts at the cervicovaginal junction, at 2, 4, 8 and 10
O Begin procedure without dalay.

PRACTICE TIPS
¢ Do not exceed the lidocaine maximum dose of 4.5mg/kg or 200mg total.

¢ If 1% lidocaine is unavailable, 10mL of 2% may be substituted. A two-point paracervical block
technique (injecting at 4 and 8 o’clock) may be used.

¢ Where available, and where staff have been trained to do so, sodium bicarbonate may be added to the
paracervical block (1mL of sodium bicarbonate for every 10mL of anesthetic solution).

¢ Deep injection of lidocaine (3cm or 1in) provides more effective pain relief than superficial injection.
¢ Aspirate before injecting to prevent intravascular injection.

¢ Possible side effects seen with intravascular injection include peri-oral tingling, tinnitus, metallic taste,
dizziness or irregular/slow pulse.

¢ Midlevel providers trained to provide paracervical block demonstrate similar safety and efficacy as
physicians.

¢ Serious adverse events related to paracervical block are rare.

For more information, visit www.ipas.org/clinicalupdates.

;
PO. Box 9990 » Chapel Hill, NC 27515 USA 2018 Ipss
/] 1.919.967.7052 « www.ipas.org PARABLK-E19

Health. Access. Rights.
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Appendix 6: Medical postabortion care and Abortion regimen chart

Summary chart of recommendations on
medical management of abortion

RECOMMENDATIONS

COMBINATION REGIMEN
(RECOMMENDED*®)

MISOPROSTOL-ONLY
(ALTERNATE)

MIFEPRISTONE »1-2DAYS )} MISOPROSTOL

MISOPROSTOL

1A. INCOMPLETE ABORTION N . Usf fonk 600 ug PO®
<13 WEEKS one MECPIoS1o onYy or 400 pg SL*®
regimen
1B. INCOMPLETE ABORTION . Lo @uoig
. None misoprostol-only B, PV or SL
> 13 WEEKS : .
regimen every 3 hours
400 pg 400 ug
2. INTRAUTERINE FETAL DEMISE
S 14—28 WEEKS onooonmcge PV or SL SL (preferred) or PV
5 - every 4—6 hours® every 4—6 hours®
3A. INDUCED ABORTION 200 mg 800 ug 800 ug
< 12 WEEKS PO once B, PV or SL® B, PV or SL®
400 pug 400 pg
3B. INDUCED ABORTION
200,19 B. PV or SL B. PV or SL
> 12 WEEKS PO once

every 3 hours®

every 3 hours®

TIMING OF POST-ABORTION CONTRACEPTION

IMMEDIATE INITIATION

4A. HORMONAL CONTRACEPTION Immediately after the first pill of the medical abortion

48B. I1UD With assessment of successful abortion

B: buccal; PO: oral; PV: vaginal; SL: sublingual
Combination regimen is recommended because it is more effective.

Repeat doses of misoprostol can be considered when needed to achieve success of the abortion process. In this guideline we
do not provide a maximum number of doses of misoprostol. Health-care providers should use caution and clinical judgement
to decide the maximum number of doses of misoprostol in pregnant individuals with prior uterine incision. Uterine rupture is a
rare complication; clinical judgement and health system preparedness for emergency management of uterine rupture must be

ransidarad wisth sdusnsad massasinnal ana

Medical abortion: For pregnancies of less than 14 weeks of gestation

If mifepristone is available, it is best practice to use it in combination with misoprostol as it shortens
the induction—abortion interval, reduces side effects and decreases the rate of ongoing pregnancy;
mifepristone 200 mg should be administered orally 24-48 hours before misoprostol.

Misoprostol 800 micrograms given by the vaginal, buccal or sublingual route, followed by
misoprostol 400 micrograms every 3 hours until abortion occurs.
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Appendix 7: Post abortion contraception: Source ACOG Best Practice Paper No. 3

March 2016 “Best practice in comprehensive postabortion care” page 12.

NOTE: Vasectomy can be provided to male partners at any time. Bilateral tubal ligation can
be provided when the woman is comfortable to undergo the procedure and may be done

immediately after MVA.

Appendix: Post-abortion contraception
{Adapred from World Health Organtzation 2014) Cinical Practice Handbook for Safe Abortion)

Generally, almost all methods of contraception can be initiated immediately following
a surgical or medical abortion. Immediate start of contraception after surgical abortion
refers to the same day as the procedure, and for medical abortion refers to the day the
first pill of a medical abortion regimen is taken. As with the initiation of any method of
contraception, the woman's medical eligibility for a method should be verified.

Post-abortion medical eligibility recommendations for hormonal
contraceptives, intrauterine devices and barrier contraceptive methods

POST-ABORTION FIRST SECOND IMMEDHATE
CONDITION TRIMESTER TRIMESTER | POST-SEPTIC ABORTION
cic 1 1 1

Patch & vaginal ring 1 1 1

POP 1 1 1

DM PA, MET-EN 1 1 1
LNGFENG implants 1 1 1
Copper-bearing IUD 1 2 4
LNG-releasing IUD i 2 4
Condom 1 1 1
Spermicide i 1 1
Diaphragm 1 1 1

C, combined injectable contraceptive; COC, combined oral contraceptive; DMPASNET-EN, progestogen-only
injectables: depot medroxyprogesterone acetate/norethisterone enantate; IUD, intrauterine device; LNG/EMG,
progestogen-only implants: levonorgestrelletonorgestrel; POF, progestogen-only pill.

Definitlon of categories

® 1: 3 condition for which there is no restriction for ® 3: a condition where the thecretical or prosen
the usa of the contraceptive method. risks usually cutweigh the advantages of using
= 1: 3 condition where the advantages of using the the mathod.
method generally outweigh the theorstical or ® 4: a condition that represents an unacceptable
prowen risks. health risk if the contraceptive method is used.
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Appendix 8 Analgesia

Analgesia Drug name Usual dose | timing Duration | Common Comments
and of side effects
effects
Narcotic Demerol 25-50 mg 30 minutes | 2 hours Drowsiness | Reverse with
Pethidine* [\/** before Euphoria naloxone* 0.4
light- mg IV
headedness
50-100 mg | 30 minutes Weakness Oral dose of
IM, before Dry mouth meperidine
procedure much less
effective than
100-150 give 30-60 iv orim
mg orally minutes
before
procedure
Narcotic Sublimaze 0.05-0.06 30 minutes 30-60 Reverse with
mg 1V** before naloxone* as
0.05-0.1 procedure above
mg IM
Narcotic combination 300 mg orally one 3-6h Drowsiness
Paracetamol paracetamol | hour before Euphoria
(acetaminophen) | with 30 mg | procedure light-
with codeine codeine headedness
Weakness
Dry mouth
Non-narcotic | (Ibuprofen)* 400-800 1 hour Upto5 | Possible
(nonsteroidal mg orally before hours gastro-
anti- procedure intestinal
inflammatory) upset
Dissociative Ketamine* 10-25 mg immediately | 10 to 15 Brief
drug/ I\/** prior to min analgesia
analgesics procedure only at this
dose

*These items appear on the list of essential drugs in: The use of essential drugs: fourth
report of the WHO Expert Committee. Geneva, World Health Organization, 1990.

** All analgesic and anxiolytic drugs given intravenously should be administered slowly
and intermittently. Their effects,
while rapid in onset, are not instantaneous, and in combination they are more likely to
produce side effects. Repeated titration of small doses is a safe way to administer these
potent drugs to obtain their important effects without encouraging problematic side effects.
from WHO Incomplete abortion Guidelines 2008
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