awvmmmww me

Trainer's Guide

FOREWORD

The Department of Health, with its commitment to the delivery of quality care in family planning
services, is strengthening the training system for the acquisition of knowledge and skills. In line
with this commitment, the Training Manual on No-scalpel Vasectomy (NSV) has been revised
with the goal of establishing a training system that will aid in the implementation of a national
standardized training for health workers all over the country. With the revised training manual
on NSV, service provision on NSV is expected to improve in terms of performance and quality.
The revised manual will serve as a reference for the conduct of training in voluntary surgical
contraception, particularly in male sterilization. The revised manual adapts up-to-date and
evidence-based information on vasectomy and provision of services.

The manual contains topics and components that are important in teaching and learning the
standardized NSV technique. The topics include counseling, voluntary decision making and
informed consent, the surgical procedure, local anesthesia, infection prevention, postoperative
recovery, and complication management. The overall objective of the manual is to build the
competence of health service providers on male sterilization by NSV in terms of their knowledge,
skills, and attitudes.

| encourage the dissemination and use of this manual by health service providers in the
implementation of training and expansion of VSC services to increase the number of competent
NSV providers across the country.
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ENRIQUE T. ONA, MD
Secretary of Health
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Local government unit

Maternal and newborn and child health and
nutrition
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Mini-laparotomy under local anesthesia
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Provincial health office
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NO-5CALPEL VASECTOMY (NSV)

TRAINING DESIGN

introduction to the NSV Skills Training Course

TOPIC

TEACHING éLEARMING
PROCESS

SKILLS TRAINING COURSE
IN
NO SCALPEL VASECTOMY

HAED

free)

mmiey

# Introduce the course by
flashing the title slide.

GOALS OF THE COURSE

To provide the latest and evidence-based |nformation
on WEY

To provide the knowledze, skills and attltude (n

petforming NSV

Ta provide the knowledze and shills neededto

prevent, recog nlze and manage complleations related

0 NSV

To provide the knowledge and skills to [ntegrate NSY

Inta thelr exsting service dellvery system

® Enumerate the goals of the
course as presented onthe
slide.

OPENING ACTIVITIES

PRAYER

NATIONAL ANTHEM

WELCOME REMARKS

INTRODUCTION OF PARTICIPANTS AND
TRAIN ERS/FACILITATORS

LEVELING OF EXPECTATIONS

PRE-TEST

OVERVIEW OF THE COURSE

& Call onthe persons
responsible for the different
opening activities.

& ~dopt strategies for the
introduction and leveling of
expectations.

# Distribute the pretest papers.

& Frovide an overview of the
course.

SPECIFIC OBIECTIVES

A the end of the $-0ay course, the tralnee wil be able te

* Do method-specific counseling, apphy ing the
rinciples of Informed Choice and Yoluntarism
for Voo ntary Surgica | Contraception

Perform client assessment hased on the WHO

standards [WMEC and Applicability of labomtory

and otherancillary procedures)

Perform the standard N5Y, including infaction

prevention and use of anaesthesia

Recognize and manage complications

Provide routine follow-up

Develop an Action Flan on the integaton of N5Y

into hisfher practice

#® =tate the objectives of the
course as presented on the
slide.

COURSE DESCRIPTION

* This 3-day com petency-based skils training course on no-

scalpel vasectonny [MEW) |s deslgned to traln prospect e
NS Surgesrs and asslstants to Include the prowlslon of
NSV [ rito thelr professloral practice.

* This course emphaskes the [nformation nesded to

provide safe and effectve WY senvices and may regulre
exters e practice time,

- It assumes that parthelpants wlll bring skills, knowledse,

and self-mothrationtothe tralnieg.

= The epurse corskts of two parts: @ two-day didacthes and

4 one-day supervised practleum.

# State the course description as
shown on the slide.

TRAINING/LEARNING METHODS

TrainingfLearning Mathods:

Hlustrated lecturas

Individual and group exercises

Case Studies

Demonstration and Return Demonstration

Simulated Practice on 5crotal Model [or other
alternativas)

Guided Clinical and Surgical Activities
[Fracticum)

# Enumerate the training
riethods as shown on the
slide.

TRAINING MATERIALS

= Tralnlng Currlewl unnconzesting of:

» W5 Trainers’ bhanual
+ HEW Parlicpanl Handbadk
+ han ual mnLaining Rawarpainl Presenia lian b7 =ach bad ule

» No-Scolpel Vasectorpwidess: produced by the Cooparatieas

Metwa e it for Encoursg g ko Scal pel wasactamy [CMEN] or the
Wwaikd Haatth Orga nnation

= N5V nstrustents: Ringad.clamp |extracuta naous iingad force ps|

and dissacting

» foreepelezpacially desgned for WEy by D LiShunegiareg |
 Ecratalmodel
= NS supplles Sutuie mataiial and a synngs witha 25- or 27-gauge

neadle, alo gt b MEY instiumeants (stra ght soisons, sbenlk glaves,
anteaptic salution, sdhasne tapae, ate |

= they bainlag okl Audicviual aguipma e, tandams and 3 panis

madal, fipchart paper tape, markais, ate.

# State the training materials for
the course as presented on the
slide.
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METHOD OF EVALUATION

LEVEL 1 AND 2 EVALUATION

TRAINEE:

* Attendance

* NSV Knowledge Assessment Test (Pre-test and Post-test)

* These tests are designed to bie given at thie beginning znd at the
end of the workshop.

+ NSV Sargical Skills Checkiist

* Since this is a tompetencybesed course, the trainee's
performance will be evaluated using the NSV Surgicel Skills
Checklist, Trainees should not begin supervised surgical practice
until the trainer has used this checklist to ewsluate their
performance on_the sorotal model {or alternative praciice
model) as satisfactory. Trainees will not have successfully
completed this course untll the trainer has evalusted their
clinical performance as satisfactory using this checklist.

# Describe the process of
evaluation as shown on the
next two slides.

METHOD OF EVALUATION

Course
= Course Evaluation completed hy the Lrainees

CERTIFICATION

+ A Certifi of Training or A o: to training s given after the
Trainee has satisfactorily completed the requirements of the course
{complete attendance, passing score in the posttess and
satisfactory skills ratings in the NSV Surgical Skills checklist).

A Certificate of Competency or Certificate as Sevice Provider is
given after the traines has successfully integrated NSY inte his
professional  practice  (performing NSV independently  and
competently) a5 observed during the post-training monitoring. Such
Certificate of Competency may be given to the trainee during the
training peried if perfoermance of NSV has been demonstrated
competenty.

It k& the responsibility of the institution that provides the
certification to ensure that the participant meets all the necessary
requirements of competency in this procedure,

+ Explain the process of
certification as shown on the
slide.

SUGGESTED COURSE COMPOSITION

+ 1:8 trainer/trainee (includes assistants) ratio
during the didactics

+ 1:1 trainer/trainee {Surgeon only) ratic
during the practicum

+ Mention the suggested course
composition as shown on the
slide.

POST-TRAINING MONITORING AND
EVALUATION

LEVEL 3 EVALUATICN
* A post-training follow-up is conducted 2, 6, and 12

months after the training to assess the performance
of the trainee, to assist the trainee resolve problems
on setting up and integrating his/her learned skills to
his/her health service delivery system and to evaluate
the impact of the training program.

The frequency of doing this depends on the needs of
the trainee and of his/her facility towards successful
integration of quality NSV services.

# Describe the process of post-
training monitoring /evaluation
as shown on the next two
slides.

CLIENT’S CONSENT TO BE TRAINING
SUBIECTS

= As with any medical service, the rights of the client are paramount
and should be considered at all times throughout the training
course.

All clients must be adequately counseled, and each client must
an infermed and voluntary decision ta undergo vasectomy.

Each client’s permission must be obtained before a participant in
this training observes, assists with, or perfarms any aspect of care
related 1o vasectomy.

Clients who consent to participate in training should be informed
in advance that they will receive care from a vasectomy trainer or
fram a participant under the direct supervision of a gualified
trainer

¢ Emphasize the need for client
consent in the training course

as given in the next two slides.

POST-TRAINING MONITORING AND
EVALUATION

LEVEL 4 EVALUATION

+ A post-training follow-up is canducted 3 or 5
years after the training to assess the impact
and even cost-effectiveness of the program.

CLIENT’S CONSENT TO BE TRAINING
SUBIJECTS

= Clients are within their rights to refuse care from a
participant.

A client wha refuses to grant permission, appears
uncomfortable with receiving services from a participant,
or appears to be uncomfortable about having participants
present when the procedure is performed should not be
denied services, nar should his procedure be postponed,

If a client refuses to be cperated an by a participant, the
trainer or a qualified member of the training center
should perform the procedura.

.

No Scalpel Vasectomy Course

Session 1: Introduction to Vasectomy

Session 2: Anatomy and Physiclogy of the Male Genito-
Urinary System including the Cancept of Fertility and loirt
Fertility

Session 3: Counseling and Informed Consent for NSV
Session 4: Pre-Vasectomy Evaluation

Session 5: Infection Prevention

Session 6: The Surgical Procedure: Performing NSV
Session 7: Post-Vasectomy Care

Session 8: Managemert of Complications

Session 9: Managemert of NSV Services including Action
Planning

¢ Enumerate the cantents of the
course as presented on the
slide.




PROGRAM OF ACTIVITIES

¢ Show the flow of activities as
shown on the slide.

® Draw and agree on the

different house rules that
HALSE RULES should be ohserved during the

course.

+ Ask participants for any other
questions, comments, or

ANY QUESTIONS? concerns that they may have
before starting the course
proper.

COURSE OVERVIEW

Course Description

This three-day competency-based skills training course on NSV is designed to train prospective
NSV surgeons and assistants to perfarm NSV. This course provides the information necessary to
offer safe and effective NSV services and may require extensive practice time. Participants are
expected to bring skills, knowledge, and self-mativation to the training. The course consists of
two parts: a two-day didactics and a one-day supervised practicum.

Goals:
+ To provide the latest and evidence-based information on NSV

+ To provide the knowledge, skills, and attitude in performing NSV

# To provide the knowledge and skills needed to prevent, recognize, and manage
complications related to NSV

+ To provide the knowledge and skills necessary to integrate NSV into their existing service
delivery system

Specific Objectives
At the end of the three-day course, the trainee will be able to

+ Carry out method-specific counseling, including the application of the principles of informed
choice and voluntarism for YSC

+ Perform client assessment based on the World Health Organization (WHO) standards (Medical
Eligibility Criteria [MEC] and applicability of labaratory and other ancillary procedures)

« Perform the standardized NSV, including infection prevention and use of anesthesia
# Recognize and manage complications related to NSV
¢ Provide routine follow-up

& Develop an action plan on the integration of NSV into medical practice

Training/Learning Methods

¢ lllustrated lectures

+ Individual and group exercises

# Case studies

+ Demonstration and return demonstration

+ Simulated practice on scrotal model (or other alternatives)

# Guided Clinical and surgical activities (Practicum)

Training Materials
+ Training curriculum consisting of
NSV Trainers’ Manual
NSV Participants' Handbook
Manual containing PowerPoint presentations for each module

+ NSV videos produced by the Cooperative Movement for Encouraging No-scalpel Vasectomy
(CMEN) or the WHO

¢ NSV instruments, including ringed clamp (extra-cutaneous ringed forceps) and dissecting
+ forceps (especially designed for NSV by Dr. Li Shungiang)
& Scrotal model

+ NSV supplies, including suture material and a syringe with a 25- or 27-gauge needle, along
with NSV instruments (straight scissors, sterile gloves, antiseptic solution, adhesive tape,
etc.)

+ Other training aids, including audiovisual equipment, condoms, penis model, flipchart
paper, tape, and markers

NSV TRAINERS' MANUAL
Trainer’s Notes, Options, Tips, and Activities

+ The first two pages of each module contain introductory information with essential details
about the following:

How to present the content of the module

Estimated time needed for the training based on the module
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Training supplies
Advance preparation

Purpose and objectives of the module

NSV PARTICIPANTS' HANDBCOK

The NSV participants' handbook includes all essential course information. The distribution of this
handbook minimizes the need for participants to take notes and allows them to concentrate on
the course. The handbook can also be used for advanced reading of the course contents.

TRAINERS

The trainers of the course must be

+ Proficient in providing training (Prior certification in Training of Trainers Course on Voluntary
Surgical Contraception is an added advantage.)

# Proficient in performing NSV

This curriculum contains information that will guide and assist the trainer in workshops and
in decision making to enhance the learning experience. However, the trainer must have full
knowledge of adult learning concepts, experience with various training methods and techniques,
and the ability to adapt materials depending on the needs of the participants.

The trainer for this course may or may not be affiliated with the site where the training is
conducted or with the institution sponsoring the training. The trainer should strictly follow the
clinical content of the course, including standards and guidelines regarding certification, training
follow-up/monitoring/evaluation, and supervision.

TRAINING SITE

Whenever possible, skills training for NSV should be conducted at the location where the
participants wark to increase the likelihood that the participants will use the skills immediately
after training. However, the trainer should find as many opportunities as possible to have
participants from various institutions or locations discuss how they can apply what they have
learned at their own site.

TRAINEES” SELECTION CRITERIA

Trainees for this course should be doctors of medicine with experience in performing minor
surgery. They should be family planning (FP) supporters who are interested and committed to
learning about and providing NSV. Assistants who will be trained to work with the surgeons are
either nurses or another doctor in the facility.

NSV is performed to conscious clients under local anesthesia; hence, the trainees should
demaonstrate empathy and sensitivity toward clients and any doubts that clients may have about
the procedure.

The trainer should give priority to individuals from institutions that are committed to providing
NSV and have an existing demand for NSV services. Without client demand and institutional
commitment, the participants will not be able to use newly learned skills. Furthermare, each
sponsaring institution should be able to provide the space, equipment, and operating time
needed for NSV services.

xii

Assessment of the knowledge and experience levels of the participants is necessary before the
training commences. A trainer wha is sending application forms or information about the course
to potential participants will find the following questions useful;

& What experience do you have in performing surgery?

+ Have you had any training in vasectomy?

+ Do you currently provide vasectomy services?

¢ What experience and training have you had in providing FP services?

& What is your educational background?
METHODS OF EVALUATION

Trainee
+ Attendance
« NSV Knowledge Assessment Test (Pretest and Post-test)
¢ These tests are designed to be given at the beginning and at the end of the workshop.
+ NSV Surgical Skills Checklist.
The performance of the trainees will be evaluated using the NSV Surgical Skills Checklist
hecause the course is competency based. Trainees can only begin supervised surgical

practice when the trainer has considered their performance on the scrotal model {or
alternative practice model) satisfactory based on the NSV Surgical skills Checklist.

COURSE

Course evaluation completed by the trainees

DURATION

The course will be conducted in the selected training facility for three days (two days of didactics
and one day of practicum). Trainees should ensure that enough clients are available for learning.
Fortrainees not cannected with the training facility or unable to demonstrate competency because
of lack of case loads, an NSV Day will be arranged or scheduled in their site of practice.

SUGGESTED COURSE COMPOSITION
# 1:8 trainer/trainee (includes assistants) ratio during the didactics

¢ 1:1 trainer/trainee (surgeons only) ratio during the practicum

CLIENT SELECTION AND CLIENT RIGHTS

Client's Consent to be Training Subjects

As with any medical service, the rights of the client are paramount and should be considered
at all times throughout the training course, All clients must be adequately counseled and must
provide an informed and voluntary decision to undergo vasectomy. Each client's permission must
be obtained before a participant in this training observes, assists with, or performs any aspect of
care related to vasectomy.

Clients who agree to participate in the training should be informed in advance that they will

receive care from a vasectamy trainer or from a participant under the direct supervision of a
qualified trainer.
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Clients are within their rights to refuse care from a participant. A client who refuses to grant
permission and who appears uncomfortable with receiving services from a participant or with
the presence of participants during the procedure should not be denied services nor should the
procedure be postponed. If a client refuses to be operated on by a participant, the trainer or a
qualified member of the training center should perform the procedure,

CONFIDENTIALITY

The client’s right to confidential medical care must be observed. However, participants may
need to discuss the specifics of a particular case during training sessions. Discussions about
clients must be confined to rooms that afford the required degree of privacy. Hallways, corridors,
waiting areas, and other public areas are not appropriate venues for discussing clients.

EVALUATION

Evaluation is an important part of the training. Evaluation involves giving feedback ta participants
about what they have learned and helps trainers determine effective training strategies. Each
module contains several tools and activities for evaluation. For example, a self-assessment is
included at the end of most modules. The trainer can use this instrument in several ways:

+ At the beginning and end of the module, have individuals respond in writing to the
questions.

# At the beginning and end of the module, have the group respand orally as each question is
read aloud.

¢ Throughout the workshop, note which questions participants found difficult to answer.

# At the end of the last module that contains a self-assessment (Module 10), have participants
review these questions. Use the assessments as part of a final group review.

A trainer who adapts this curriculum must include appropriate evaluation options to

# Assess participants’ needs and abilities before training by
- Using the knowledge assessment test as a written pretest
- Presenting the questions from the test to the participants for discussion
- Using the knowledge assessment test as a verbal pretest

- Asking all participants about their experience with vasectomy and ask
specific questions related to their knowledge and skill levels

& Assess participants’ progress during training by
- Using the NSV Clinical Skills Checklist in every module where it is appropriate
- Using the module’s self-assessment
- Observing participants during practice sessions

- Asking questions to groups of participants or to individual participants

Presenting case studies or situations for discussion

¢ Assess cumulative knowledge and skills at the end of training by
- Using the knowledge assessment test as a written or verbal post-test
- Carrying out a final skills abservation

- Asking questions to test knowledge and comprehension

xiv

+ Assess the outcomes or results of the course after training by

- Carrying out a follow-up of the applications of the knowledge and skills
taught during the training

An end-of-training evaluation is also necessary to have an overview of the process and results.
Trainers should check if the institution they are working with has a preferred form. Trainers may
have a form they have used before or may prefer to design one specifically for this course.

POST-TRAINING FOLLOW-UP/MONITORING/EVALUATION

A post-training follow-up is conducted 2, 3, and 12 months after the training (Level 3 per HRBD
Guidelines an PTE) to assess the performance of the trainee, to assist the trainee in resolving
problems on setting up and integrating his/her learned skills to his/her health service delivery
system, and to evaluate the impact of the training program. The frequency of post-training follow-
up depends on the needs of the trainee and of his/her facility toward successful integration of
quality NSV services.

After three to five years of training (Level 4), the participant would undergo post-training
evaluation to determine the effect of the training program on the health situation of the country.

CERTIFICATICN

A Certificate of Training is given after the trainee has satisfactorily completed the requirements
of the course (complete attendance, passing score in the post-test, and satisfactory skills ratings
in the NSV Surgical Skills checklist).

A Certificate of Competency is given after the trainee has successfully integrated NSV into his/
her professional practice (performing NSV independently and competently) as observed during
the post-training monitoring. The Certificate of Competency may be given to the trainee during
the training period if performance of NSV has been demonstrated competently.

The institution is respansible for providing the certification to ensure that the participant meets
all the necessary requirements of competency in this procedure.
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PROGRAM OF ACTIVITIES

~  Session 8: Management of

2:00-4:00 PM -
Complications
- Session 9: Management of NSV
4:00-5:00 PM Services

- Action Planning

DAY 3

PRACTICUM

TIME [ ACTIVITIES
DAY 1
8:00-8:30 AM Registration
Opening Program
8:30-8:45 AM Invocation

National Anthem
Welcome Remarks

8:00 AM-5:00 PM

Demonstration and Return
Demonstration of NSV Surgical Skills
using Surgical Performance Checklist
with Coaching

Introduction to the Caourse
Introduction of Participants and Trainers
Pre-test

5:00-5:30 PM

Closing Program

Post-test

Course Evaluation
Closing Remarks

- Leveling of Expectations and Norms
Course Objectives and Mechanics
9:30-10:15 AM Session 1: Introduction to Vasectomy
10:15-10:30 AM Morning Break

- Session 2: Anatomy and
Physiology of  the Male
Genito-urinary System

TN - Concept of Fertility and Joint

Fertility

12:00-1:00 PM LUNCH
1:00-3:15 PM Session 3: Counseling and Infarmed

Consent
3:15-3:30 PM Afternoon Break

Session 4: Prevasectomy Evaluation
3:30-4:30 PM WHO Medical Eligibility Criteria
4:30-5:30 PM Session 5: Infection Prevention

DAY 2

- Session 6: Surgical Procedure of

Performing NSV
8:00 AM-12:00 NN
- Practice on Scrotal Model

Viewing of Training Video

12:00-1:00 PM LUNCH

1:00-2:00 PM Session 7: Postvasectomy Care
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Session |

INTRODUCTION [O
VASECTOMY

OWVERVIEW

VEC is currantiy the most widely used contracaptive math oo
inBboth developing and developed countries. This procadura
accounts for nearly halfof all contraceprive use.

Vasactomy is safer, simplar, fess axpensive, and just as
affactive as famale stenifization, wet the number of female
starifization wsers exceeds the number of vasectomy Lsars
by fve to one, Tha 2011 Famify Health Sunvay showad an
unmer need of T 8%, with 8.8% on fimiting and 10.5% for
spacing birth. Althowgh bifateral tubal ligation (ETL, 8%) is
sacond to pilis (16%) among the most commonly used FP
meathods, vasectomy rates remain vary fow ar fess than 1%,

For marny years, the blame for the underutifization of
vasedomy has baan placed on men, who ware bafieved (o
be reluctant to take responsibility for FR. However, evidence
suggests otherwise: the principal reason is not the men's
rasistance fo the maeathod or thair unwilfingness to fake
responsibility but rather the faiflure ofhealth professionals
to make information and services avaifable and accessible
tomen.

This faiiure fas offen been the rasuit of health pro fessionals®
fack of knowledge, misinformation, and personal disiike
of vasactomy or uatestad presumptions about what men
thowght and wanted.

As men fack fF access to information and services, they
can neither make informed dacisions Aor take an active
part in FF, which they hawe otherwise been willing to do.

This session contains basic information on vasactomy to
anable senvice providers to provide accurate, evidence-
based information on vasectomy, especially NSV, which
is the standard procedure approved by the Department of
Health (DOH.

LEARNING ORBJECTIVES

At the end of this session, the participant will be able to;
1. Discuss basic inform ation on vasectomy

& What it is

& Mechanism of action

& Effectiveness

® Advantages and disadvantages

# Possible side effects

# Warning signs of complications

2. Provide evidence-based facts to address myths and misconceptions about vasectomy

ADVANCE PREPARATION

® FowerPoint slides on “Introduction to Vasactomy”
& Computer, LCD, and projector screen

& Meta-cards

# Flip charts with easel sheets and/or whiteboards
® Markers

® Masking tapes

TORPIC TEACHING/LEARNING PROCESS

# Introduce the topic by flashing

SESSION 1 the title slide.
INTRODUCTION
TO
VASECTOMY
sssion Querviaw # State the session overview as

= Woluntary Sterilization is the most wide by vsed presentEd on the slides.

contrace ptive
= Yasectomy is safer, simpler, less expensive and
just as effective as femnale sterilization, vetfemale
sterilization users exceed the number of
vasectory users by five to one
Evidence suggests that the principal reason for
thelow [oF declining) vse of vasectomy isthe
failure of health professionals to make
information and services available and aceessible
tomen




Learning Objectives

* At the end of the module, the trainee will be able
to:

= Discuss the basic information on Vasectomy
= Whatitis
= Mechanism of action
= Effectiveness
- Addvantages and Disadvantages
= Possible side effects
= Waming signs of complications

= Provide evidence-based facts in addressing common

fears to vasectamy

+ State the learning objectives as
presented on the slide.

What is vasectomy?

+ Apermsnent method of contraception

+ A minor surgical procedure performed by cutting the vas deferens that
carries the sperm from the man’s testicles to become @ part of the
semen

* No scalpel vasectom s a small puncture on the serotum [not using a
scalpel] to get the vas.

- This no-scalpel vasectomy (NSV) technique was developed by Dr Li
shunqiang who performed the first NSV at the Shungiang Clinic in 1874.

+ After it was introduced as an slternative technique for vasectomy
procedure, several vasectomy surgeon got interested in the procadure
and trained under Or. L.

* Worldwide, Including the Phillppines, NSV Is now the technique of
choice .

+ Describe vasectomy and
its mechanism of action as
presented in the next two
slides.

Mechanism of Action

* The service provider makes a puncture in the
man’s scrotum and ties and cuts the 2 vas.
The vas carries sperm from the testicles.
Semen Is still produced and found in the
tubes after the blocked vas

With the 2 vas blocked, there will be no
sperm in the semen.

The man continues to have erections and
ejaculate semen.

-

Effectiveness

* Failure rate is less than one percent

+ Effectiveness is at 99% for correct use — client
uses condom or his woman partner continues
using another effective method for three
manths after the procedure and after a
semen check showed a sperm-free semen

* Typical use effectiveness is 99.8%

# Discuss the effectiveness of
vasectomy as shown on the
slide.

What do you know about Vasectomy?

+ Ask participants to write on
meta-cards what they know or
heard about vasectomy in terms
of its:

- Advantages
- Disadvantages
- Side effects
- Complications

- Fears (or myths
and misconceptions)

& Remind participants of the
correct use of the meta—card:

- One idea per
meta—card

- Five to seven
words

- Large letters

+ Ask participants to post their
meta-cards an the board under
the five headings {Advantages,
Disadvantages, etc.)

+ Review each posted card with
the participants

+ Ask for clarifications about
unclear ideas

# If participants have exhausted
the anticipated entries, the
slides need not be shown.
Otherwise, review the following
slides.,

Advantages of Vasectomy

Very effective

Permanent. A single decision leads to lifelong, safe
and effective family planning

Nothing to remember except to use condoms or
another effective method for at least 3 months after
the procedure

No interference with sex. Does not affect the man’s
ability to have sex.

Increased sexual enjoyment because no need to
worry about pregnancy.

No supplies to get, and no repeated clinic visits
requir:

No known long-term side effects or health risks

+ Present the two slides on the
advantages of Vasectomy, and
elaborate as needed.




Advantages of Vasectomy

Compared to BTL, vasectomy Is:
* More effective
» Safer
* Easier to perform
= Less expensive
= Able to be tested for effectiveness at any time

* If pregnancy occurs in the man’s partner, lass
likely to be ectopic

Common Fears of Vasectomy

Fear of surgery

Fear of pain

Loss of masculinity or libido

Limited activity

Loss or weight gain

Risk of getting prostate/testicular cancer

-

.

+ Review the entries written on
the meta-cards on fears (also
myths and misconceptions)
regarding vasectomy.

+ Responses may be sufficient,
or the slide may be shown as a
supplement.

Disadvantages of Vasectomy

Requires minor surgery by a spedally trained health
care provider

Not immediately effective. The couple should use
another effective family planning method for at least
3 months after the procedure.

Must ke considered as permanent. Reversal surgery
is more difficult, expensive, may not be available in
some areas, and success is not guaranteed. Men who
may want to have more children in the future should
choose a different method.

Does not protect against STls including HIV/AIDS

# Present the disadvantages of
vasectomy, and elaborate as
needed.

Addressing the Fear of Surgery

Recognize that fear exists

Recognize that vasectomy could be the best
solution on their personal or family situations
Short term fear is offset by long term benefits
Balance anxiety with knowledge and
understanding that the procedure is widely
used, accepted as safe, simple and requires
less time

.

B

.

Vasectomy is less expensive

& Ask participants how fear of
surgery may be addressed.

+ Supplement responses given as
necessary.

Possible side effects

.

NSV is likely to produce tenderness,
discomfort and slight swelling during the first
2-3 days afterwards

These are normal and may not require
medication

Client may return to normal activities and

sexual intercourse with temporary
contraception after 2-3 days

# Present the possible side
effects of vasectomy, and
elaborate as needed

Addressing the Fear of Pain

The vasectomy procedure includes a local
anesthesia and regional vasal block that
numbs the area

After the anesthetic wears off, mild
discomfort may be felt but this can be
relieved with pain medication, application of
ice pack and the use of athletic supporter

¢ Ask participants how fear of
pain may be addressed.

+ Elaborate further if necessary.

Warning Signs of Complications

Client should be advised to seek medical
attention if he experiences:
* Fever
+ Blood or pus oozing from the incision
+ Strong pain or swelling

@ Discuss the warning signs of
complications as presented on
the slide.

Addressing the fear of loss of masculinity
or libido

* Vasectomy only involves cutting of the vas
deferens that prevents the sperm from joining
the semen and the testicles and its functions are
not affected atall

The testicles continue to produce sperms and
male hormones that maintain the male
characteristics

* It does not affect sexual drive, continue to have
erection, ejaculate or have intercourse as before

+ Ask participants how fear of
losing masculinity or libido may
be addressed.

+ Supplement responses given as
necessary.,




Addressing the fear of limited activity

-

Clients are advised to rest and avold
strenuous activities or heavy lifting only for
one week

Most clients feel completely normal in ane
week and can work as hard as before

& Ask participants to elaborate on
fear of limited activity and how
it may be addressed.

Addressing Fear of Losing or Gaining
Weight

+ Clients will not gain nor loss weight after
vasactomy

» Vasectomy does not cause a man to grow fat
or become weak

+ Ask participants about reports
of vasectomy causing weight
changes among acceptors.

# Present the slide on addressing
fear of losing or gaining weight.

Addressing the risk of getting
prostate/testicular cancer

Evidence from large, well designed studies
shows that vasectomy does not increase risks
of cancer of the testicles (testicular cancer)
or prostate {(prostatic cancer).

# Ask participants about reports
or actual cases encountered
linking vasectomy to cancers of
the prostate or testis.

¢ Supplement with infarmation as
shown on the slide.

KEY MESSAGES

Vasectomy is a safe, simple surgical procedure
intended to provide life-long, permanent and
very effective protection against pregnancy;

It does not affect male sexual performance but
offers no protection against STI/HIV/AIDS;

It has fewer side effects and complications than
many methods for women.

¢ Enumerate the key messages
for Session 1 as shown on the
slide.

NARRATIVE

VASECTOMY

Description

+ Vasectomy is known as male sterilization, as it provides permanent contraception for men
who decide to no longer have any more children.

+ Vasectomy is a safe, simple, and quick surgical procedure. The procedure can be performed
in a clinic or office with appropriate infection prevention practices.

¢ The procedure involves tying and cutting a segment of the two vas that carry the sperm.
+ NSV involves a small puncture on the scrotum (not using a scalpel) to reach the vas.

+ The NSV technique was developed by Dr. Li Shungiang, who performed the first NSV at the
Shungiang Clinic in 1974,

¢ After the introduction of NSV as an alternative technique for the vasectomy procedure,
several vasectomy surgeons became interested in the procedure and trained under Dr. Li.

+ NSV is now the glabal technique of choice.

Mechanism of Action

+ The service provider punctures the man's scrotum and then ties and cuts the two vas. The
vas carries the sperm from the testicles.

+ Semen is still produced and can be found in the tubes after the vas are blocked.
¢ With the two vas blacked, no sperm will be contained in the semen.

+ The man continues to have erections and ejaculate semen.

Effectiveness

¢ Vasectomy is 99.9% effective for correct use, but the rate is slightly lower with typical use at
99.8%.

# Vasectomy is more effective when used correctly. Correct usage entails the use of
condoms or his waman partner using another effective FP method (e.qg., pills or injectables)
consistently for at least three months after the procedure and after a semen check showing
no sperm has been performed.

Advantages
¢ Very effective

+ Permanent. A single decision leads to lifelong, safe, and effective FP.

+ Nothing to remember except to use condoms or another effective method for at least three
months after the procedure

+ No interference with sex and does not affect the man's ability to have sex
+ Increased sexual enjoyment because the concern over pregnancy is eliminated
+ No supplies to get, and no repeated clinic visits required

+ Mo known long-term side effects or health risks



+ Compared with BTL, vasectomy has the following advantages:
- More effective
- Safer
- Easier to perform
— Less expensive
— Can be tested for effectiveness at any time

- Less likely to result in ectopic pregnancy should it occur in the man's partner

Disadvantages
¢ Requires minor surgery by a specially trained health care provider

+ Not immediately effective. The couple should use another effective FP method for at least
three months after the procedure.

& Must be considered as permanent. Reversal surgery is difficult and expensive, may not he
available in some areas, and has the possibility to fail. Men who may want to have more
children in the future should choose a different method.

+ Does not protect against STls including HIV/AIDS

Possible Side Effects

® NSV is likely to produce tenderness, discomfort, and slight swelling during the first two to
three days after the procedure.

¢ These symptoms are normal and may not require medication.
# Client may return to normal activities and sexual intercourse with temporary contraception
after two to three days.

Warning Signs

Several problems affect men’s satisfaction with vasectomy. Therefore, the service provider must
attend to clients complaining of the following warning signs of complications and refer such
clients to a facility or health service provider who can assess and manage the complaint.

These warning signs are:

¢ Fever
¢ Blood or pus oozing from the incision

@ Strong pain or swelling

Common Fears of Vasectomy
« Fear of surgery

# Fear of pain

+ Loss of masculinity or libido
+ Limited activity

¢ Weight loss ar weight gain

¢ Getting prostate/testicular cancer

Addressing the Fear of Surgery
Recognize that fear exists.

+ Recognize that vasectomy could be the best solution to address their personal or family
situations.

« Short-term fear is offset by long-term benefits.

+ Balance anxiety with knowledge and understanding that the procedure is widely used,
accepted as safe and simple, and requires less time.

- Vasectomy is inexpensive.

Addressing the Fear of Pain

+ The vasectomy procedure includes a local anesthetic and regional vasal block that numbs
the area.

- After the anesthesia wears off, mild discomfort may be felt but can be relieved with pain
medication, application of ice pack, and the use of an athletic supporter.

+ Some men report chronic pain or discomfort, but surgery is not required to relieve the
pain.
Addressing the Fear of Losing Masculinity or Libido

+ Vasectomy only involves the cutting of the vas deferens that prevents the sperm from
joining the semen.

+ The testicles and its functions are not affected at all.

» The testicles continue to produce sperms and male hormones that maintain the male
characteristics.

+ The procedure does not affect sexual drive. Clients continue to have erections and
ejaculations or engage in intercourse as before.
Addressing the Fear of Limited Activity

Clients are advised to rest and avoid strenuous activities or heavy lifting for only one
week.

+ Most clients feel completely normal in one week and can work as hard as before.

Addressing the Fear of Losing or Gaining Weight
« Clients will neither gain nor lose weight after vasectomy.

» Vasectomy does not cause a man to grow fat or become weak.

Addressing the Fear of Getting Prostatic/Testicular Cancer

+ Evidence from large, well-designed studies shows that vasectomy does not increase the
risk of cancer of the testicles (testicular cancer) or prostate (prostatic cancer).
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Key Messages

& Vasectomy is a safe, simple surgical procedure intended to provide life-long, permanent,
and very effective protection against pregnancy.

# The procedure does not affect male sexual performance but offers no protection against
STIFHIV AIDS.

# Vasectomy has fewer side effects and complications compared with many methods for
WO er.

SESSION 11

ANATOMY AND PHYSIOLOGY OF
THE MALE GENITO-URINARY
SYSTEM

OWVERMIEW

This session provides basic information on the anaromy
and physiology of the male genito-urinary system as well
as on the concept of fartifity and joint fertifity as they ralate
fo vasactomy. The knowledge gained from [Ais sassion will
help sendce providers further understand wvasectomy as a
procediure and enable them toperform vasectomy safelyasan
FP method and to reduce misconcaptions about the mathod.

1



LEARNING OBRJECTIVES

At the end of the session, the participant will be able to:

1.Describe the external and internal organs and the parts of the male genito-urinary system
2. Explain the physiclogy of the male genito-urinary system

3. Explain the changes inthe physiology of the male genito-urinary system after vasectomy
4, Explain the effects of vasectomy

5. Explain the concept of fertility and joint fertility

ADVANCE PREPARATION

® PowerPoint slides on the “Anatomy and Physiology of the Male Genito-urinary System”
® Computer, LCD, and projector screen

® Meta-cards

# Flip charts with easel sheets and/or whiteboard

+ Markers

® Masking tapes

Learning Objectives

= At the end of the module, the tralnee will be
able to:

® Drescribe the extErnal and intemal organs and parts
of the male genito-urinary system
Explain the physiology of the male reproductive
system
Explain the physiologic thanges in the male genitm-
urinary system after vasectomy
Explain the effacts of vasactomy
Explain the concept of fertility and joint fertility

# State the learning ohjectives of
the session as shown on the
slide.

TOPIC TEACHING fLEARNING PROCESS

EXTERNAL CRGANS OF THE MALE
GENITC-URINARY 5YSTEM

= Penis contains the
urathra andspecialized
highly vascular tissue
necessary for erection

Scrotum is divided into
2scrotal sacs

Each sac contains 1
testis

# Discuss the parts of the
external organs of the male
genito-urinany system as
shown onthe slide.

@ Elaborate on the functions of
the parts as needed.

# Introduce the session by
SESSION 2 flashing the title slide.

ANATOMY AND PHYSIOLOGY
OF THE
MALE GENITO-URINARY SYSTEM

INTERNAL ORGANS OF THE MALE
GENITG-URINARY 5YSTEM

® The maleinternal
reproductive organs are
made vp of three groups:
the testes, the ducts, and
the accessory glands.
The testes [also called
testicles or male gonads)
produce sperm and the
male sex hormone
testosterone.

# Discuss the parts of the
internal organs of the male
genito-urinary system as
shown on the next three slides,

# Elaborate as needed.

Overview # State the overview of the
= The session provides the basic anatonwy and session as presented on the
physiology of male genito-urinary system and slide.

the concept of fertility and joint fertility as
they elate to vasectomy;

The knowledge will help service pioviders to
hetter undesstand vasectony as a procedure
and enahle them to provide safe vasectonmy
SEFWiCES.

INTERNAL ORGANS OF THE MALE
GENITC-URINARY SYSTEM

* Thamnd graupafanom b > e a*
e d e cha 3 e au,ch s 3
dacaialan 4 sty snd da Latha,

* Thanaa el dmi e pehich by n: and
3 G A o e P

‘annadnadrathay ieh s an drhanc ey

gand

1 Thamldmianandvs dswnts oy

a2 mi wdeh mac s orns Hrormcha
oamany fand

Tl ha e, and sminal
Aul datratchabiady dunng e acucian. The
u urina

" Thavas bagimm o tha el dymis and ands

a0 e e ot apr e b
T e s

1 Taprhancha st umim bl dm

AT dalxLisery At

+ Thassubeay dscapms e daunehr

na alka the ange o*1per mandramiml
Aul dduring apeuadan.
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INTERNAL ORGANS OF THE MALE
GENITC-URINARY 5YSTEM

= Thethird groupof Internal
organs ks called the
accessory glands.

= These Include: the seminal
weskles, the prostate, ard
the bulbo-urethralglands
[mot hareln plet ured).

= These glans secrete the
semiralfluldthat carrles
?fermthra hithe urethra
uring afacubtion.

THE SPERMATIC CORD

+ The vasdeferers iz kocated
withinthe spermat iccord.

+ Thevas i approsimately 35 .
cm long and 2-3 mm in 3 -
diameter. & i I

+ ltcan beeasily palpated and
differentisted fromother
Fructuresinthe cord
|=permatic faxcia, arteries,
and veirsh, a= it izafirm,
thick str ucture within t he
3per matic cord.

# Discuss the anatomy of the
spermatic cord as shown on the
slide.

PHYSIOLOGIC CHANGES AFTER

VASECTOMY

* Spsrn production cantirues, sven thodih the e passade hrough

thereprndictive gstan b < beok Hocked

These spar are Jbsarbed nta the Hizae and e of the apfdldyrifs

= Sarnefres e Hoduige causes pressire tobud U In the spldicymnls

and Ms tbes, canding these struchares to datend and, I e, nahoee
Fuprtpes e usually asyrptarutic and o tardal emnatic

The e Danuaras that can o at the sfte of the ruptule da rot
uzallyrequie teatnent

= dlthough sarne vasertomlsts belleve that this buld-p can be avalded by

Icaufi thie testicuar ehd al the vazapen, Pz eect of thls apea-zpded
techilqus an 1aNus 1@ Rs has rathesh adkquatdy shudied

PHYSIOLOGIC CHANGES AFTER
VASECTONMY

EEFARE VASECIOMY A IER VALECIIIF

® Dizcuss the physiologic
changes inthe male sexual and
reproductive system as shown
on the next four slides.

PHYSIOLOGIC CHANGES AFTER

VASECTOMY

Vasectmmy causes a breakdown in the blood-testes
harrier that leads to increased levals of sarum anti
sperm antibodies in most men who have had a
vasactmy,

If a man has a vasecomy reversal, the presance of
thesa antibodies tan make pregnancy impossible,
aven if the vasa are successfully reconnected,

However, sperm antibodies have no known impact on
ganeral health.

PHYSIOLOGIC CHANGES AFTER
VASECTOMY

- Bfter vassctemy the  male
sexual  and | repraductive
physiakegy remains unaffected,
mwe fram the dsired change
in fertility.

= The nerves invabead Tn zrectian
haes nat ha=n invahead.

* S=minalflud, which frrms the
Largest part of mjacubtary fluid.
camtinuss ta be praduced. e

* The client will not natics any
reduction in the ameunt
ejaculatary flu.

EFFECTS OF VASECTOMY

= Wasectonwy ental b cuttlrg
the tubes that carry the
sperm [the vas deferens)so
that sperm cannot pass
through.

Thecllent’s saxual desl re
will not beaffectedand that
there will stll] be erectlons
andejaculatlons.

The change |s that the
samiral fluld afac ulated will
b m s per s due tothe
VEBTLO Y.

AMERR AT

# Reiterate the effects of
wvasectamy as shown on the
slide.

Long-term Health Effects

= Studies show no leng-term health effects

* Mo relationship between vasectomy and
cardiovascular disease, testicular cancer and
prostate cancer

® Discuss the long-term health
effects of vasectomy as shown
on the slide.
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+ Flash the slide on the concept
of fertility and joint fertility.

The CONCEPT of * Ask participants about their
FERTILITY idea of fertility and joint
anid fertility.

JOINT FERTILITY + Ask participants to write their
ideas on an easel sheet or
whitehoard.

Definitions + Consolidate the participants’
= FERTILUTY autput, and show the slide on

CHapacity of a waman to cenceive and beara child

Otapacityafa man t2 have a waman canosive

= I0INT FERTIUTY

OTha unitad and =qualcantributian af the malaand
female in the d=cEian and abifity to hawe achild.

the definitions to support the
given ideas.

JOINT FERTILITY
e |
lis
o
[

¢ Randomly ask participants
to interpret the |oint Fertility
Diagram flashed on the slide.

& Explain male and female
fertility using the diagram and
by citing the followino:

fdale Fertility:

¢ After reaching puberty, males
are always fertile and are able
to make females pregnant at
ary time.

o Fertility of males ends at death.

Femnale Fertllity

+ Unlike males, female fertility is
very limited.

+ After puberty, females are
fertile only on one day within a
menstrual cycle, that is, during
avulatian.

& On other days, females are
infertile.

# Fertilization occurs when
sperm cells are available to
fertilize the owvum at the time of
owulation.

+ Female fertility ends at
menopause, which occurs at 50
years of age (on average).

KEY MESSAGES

* The unique |ocation of the vas deferens makes it

easily accessible to perform vasectomy

= There are no health risks nor changes in the
physiclogy of the male genito-urinary system

after a vasectomy

= The understanding of Fertility and loint Fertility
makes one understand men’s contribution to

them.

& Discuss key messages as
shown on the slide.
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NARRATIVE

EXTERNAL ORGANS OF THE MALE GENITO-URINARY SYSTEM (Figure 1)

The penis is the male organ for copulation. It is made up of spongy erectile tissues, When aman
becomes sexually excted, the penis becomes erect; it stiffens and grows both in width and in
length. &n erect penis is approximately s inches to 7 inches long and approxim ately an inch or
an inch-and-a-halfin diameter.

The scrotum, the anly other wisible external male reproductive organ, is divided into two sacs
(scrotal sacs). Each sac contains one testis.

During wasectomy, a puncture is made in the scrotum to allow access to the wvasa (ductus)
deferentia. The opening is made midway between the base of the penis and the top of the testes
on the median raphe. This puncture siteis chosen because of easy access to the wasathrough the
scrotal sac and the avoidance of risks of injury to the epididymides and the testicles.

The scrotal sacis the pairofwrinkled skin pouches that contain and protect the testes or testicles.
The scrotum controls the termperature ofthe testicles. The normal temperature is approximately
5 °C lower than the body temperature, which is ideal for sperm production.

THE MALE INTERNAL REPRODUCTIVE ANATOMY

¢ £ man is fertile everyday from puberty {ages 8 to 12) and for the rest of his life.
# The testes are the pair of male sex glands that produce sperm and testosterone.
® Sperms are the male sex cells.

# Testosterone is the major male hormone responsible for the development of sperm and
secondary male sex characteristics.

# Mormal sperm analysis: count, 50 milliond mL; matility, 0% morphology, 30% or more of
norm al morphology; volume, 1 mL to & mL per ejaculation; ph, 7.2 to 7.8; liguefaction, less
than 20 minutes.

# Once sperms are produced, they travel to the epididymis, where they start to mature, The
epididymisis a small tube at the base of the testes,

# ‘When a man ejaculates, sperms leave the epididymis and travel through a pair of tubes
called the was deferens, also known as sperm ducts,

# The vas deferens enables the passage of sperm to the seminal wvesicles, the glands that
produce a fluid that enters the vas deferens to nourish the sperm.

@ The vasadeferentia are the tubes that are cut during vasectomy.

& After the fluid from the seminal vesicles mixes with the sperm, this mixture continues to
travel through the vas deferéns to the prostate gland, which is situated at the base of the
urinary bladder and surrounds part of the urethra. This gland produces a thin, milky, and
alkaline fluid that forms part of the semen.

® Semen with sperm s travels out of the man’s body through the urethra, the tube that runs
through the center of the penis. In males, the passageway for urine and that for sperm are
the sare. & man cannot urinate and release semen simultaneously.

1%

#® Before the semen leaves the man’s reproductive systermn, the Cowper’s gland releases a small
amount of fluid. This fluid further makes the seminal fluid alk aline so that sperms are not
destroyed as they pass through urethra during ejaculation.

Figure 1-1. External Male Organs

INTERNAL ORGANS OF THE MALE GENITO-URINARY SYSTEM

Figure 1-2. Internal Male Organs
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As shown in Figure 1-2, the male internal reproductive organs are made up of three groups: the
testes, the ducts, and the accessory glands.

The testes (also called testicles or male gonads) produce sperm and the male sex hormone
testosterone. After vasectomy, the testes continue to produce both sperms and hormanes.

The second group of organs is a series of connected ducts: the epididymides, the vasa deferantia
(vas deferens), and the urethra. The two epididymides (which begin at and are connected to the
testes) are each connected to aone of the vasa deferentia. At the prostate, the epididymides come
together and are connected to the urethra and the accessory glands. The epididymides and vasa
deferentia carry sperm to mix with secretions from the accessory glands. The urethra carries the
sperm and seminal fluid out of the body during ejaculation. The urethra also carries urine,

The vas begins at the epididymis and ends at the base of the prostate, where it is joined by the
seminal vesicle. The vas and seminal vesicle ducts form the ejaculatory duct. The ejaculatory duct
opens into the urethra to enable the passage of sperm and seminal fluid during ejaculation. When
using the three-finger technique of the NSV procedure, the vas can be easily felt by rolling the
spermatic cord between the thumb and the third finger.

The third group of internal organs is called the accessory glands, which includes the seminal
vesicles, the prostate, and the bulbo-urethral glands (not shown in Figure 1-2). These glands
secrete the seminal fluid that carries the sperm through the urethra during ejaculation.

SPERMATIC CORD

One of the first steps in vasectomy is to identify the vas deferens so that it can be anesthetized
and occluded. During NSV and during the injection of a local anesthetic, care should be taken to
avoid the testicular artery and veins located within the internal spermatic fascia (see Figure 1-3).

The vas deferens is located within the spermatic cord. It can easily be palpated and differentiated
from other structures in the cord (spermatic fascia, arteries, and veins), as it is a firm, thick
structure within the spermatic cord.

The vas is approximately 35 ¢m long and 2 mm to 3 mm in diameter. The small diameter of
the lumen of the vas presents the main challenge to vasectomy reversal. Without microsurgical
techniques, the success of vasectomy reversal is low (pregnancy rates range from 15% to 30%).
Evenwhen microsurgical techniques are used, success is limited (the success rate of microsurgical
techniques is between 50% and 60%).

21

Figure 1-3. Cross Section of the Spermatic Cord
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PHYSIOLOGICAL CHANGES AFTER YVASECTOMY

Aside from achieving the desired change in fertility, the male sexual and reproductive physiology
remains unaffected after vasectomy. The nerves involved in erection are not involved in vasectomy.
Seminal fluid, which forms the largest part of the ejaculatory fluid, cantinues to be produced. The
client will not notice any reduction in the amount of ejaculatory fluid.

Sperm production continues despite the blockage of the passage of sperm through the
reproductive system. These sperms are absorbed into the tissue and tubes of the epididymis.
Sometimes, sperm blockage causes pressure to build up in the epididymis and its tubes, causing
these structures to distend and eventually rupture. Ruptures are usually asymptomatic and not
problematic. The sperm granulomas that can form at the site of the rupture do not usually require
treatment. Although some vasectomists believe that this build-up can be avoided by leaving the
testicular end of the vas open, the effect of this open-ended technique on failure rates has not
been adequately studied.

Vasectomy causes a breakdown in the blood-testes barrier that results in increased levels of
serum antisperm antibodies in most men who have had a vasectomy. If a man has a vasectomy
reversal, the presence of these antibodies can make pregnancy impossible, even if the vasa are
successfully reconnected. However, sperm antibodies have no known effect on general health.

EXPLAINING THE EFFECTS OF VASECTOMY TO CLIENTS

During prevasectomy counseling, vasectomy must be explained to the client using a language
that he can easily understand. Diagrams like those in Figure 1-4 should be used as an aid
to the explanation. Clients should be shown where the small opening for NSV will be made,
explaining that the puncture is not into the penis or testes. The location of sperm production
must be pointed out, and the cutting of the tube that carries the sperm (the vas deferens) for
sperm blockage must be explained. The client must be assured that his sexual desire will not be
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affected, and that be will still be ahle to have an erection. The cient should also be shown that
seminal fluid will still passthrough the urethra, and that he will still be able to ejaculate normally.
The change is that the seminal fluid ejaculated will have no sperms because of the vasectomy.
Figure 1-4. Effects of Wasectomy on the kdale Anatomy

8. Before Vasectomy

Sporm pons resly through
the reproductree froct

b. After Wasectomy

The twbey ore dosed ond
vperm ore prevended hrom

wg ond pomeng femake
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LONG-TERM HE&LTH EFFECTS

To date, no studies indicate that vasectormy causes any long-term health problems. studies that
raised concerns about the relationship between wasectomy and cardiowvascul ar disease, testicular
cancer, and prostate cancer hawve not been substantiated by recent published studies.

Some health personnel and clients may have been misinformed about the long-term health
effects of wasectomy. FP providers must therefore correct myths and rumors held by colleagues
and clients.

LONCEPT OF FERTILITY AND JOINT FERTILITY
Fertility is the capacity of the woman to conceive and bear a child and the capacity of a man to
hawe awaorman conceive.

When we refer to joint fertility, we focus on both male and female fertility mot separately but in
ajoint or combined perspective. Joint fertlity involves contributions from bioth the male (sperm)
and the female (egg), resulting in the conception of a child.

Male Fertllity
& After reaching puberty, males are always fertile and are able to make fermales pregnant at

ary time.

® Male fertility ends at death.

Fernale Fertllity
& Unlike males, fernale fertility is very limited.

& After puberty, ferales are fertile anly on one day within a menstrual cyclle, which is during
owvulation. On other days, females are infertile.

# Fertilization occurs when sperm cells are available to fertilize the owum at the time of
owulatian.

@ Female fertility ends at menopause, which occurs at 50 years of age (on average).

Joint or Combined Fartility

& This perspective highlights the united and equal corntribution of the male and female in the
decision and ability to hawve a child.

PLBEETY

Puberty refers to the process of physical changes by which a child’s body be comes an adult body
capable of reproduction. In a strict sense, this process refers to the bodily changes induced by
sexual maturation. Puberty is initiated by hormone signals from the brain to the gonads ithe
ovaries and testes). In response, the gonads produce a wvariety of hormaones that stimulate the
growth, function, or transformation of brain, bones, muscle, skin, breasts, and reproductive
organs. During puberty, major differences in size, shape, composition, and function develop in
marty body structures and systems. The most obvious changes are referred to as secondary sex
characteristics.
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Signs of Puberty

In Females
Girls begin the process of puberty approximately one to two years earlier than boys do. The
process begins at the age of 9 to 14 years.

# Breast Development
The first physical signh of puberty in females is usually a firm, tender lump under the center
of the areola(e) of one or both breasts, accurring on average at approximately 10.5 years of
age. Within 6 to 12 months, the swelling begins on both sides, softens, and can be felt and
seen extending beyond the edges of the areolae. By another 12 months, the breasts approach
a mature size and shape, with the areolae and papillae forming a secondary mound. In most
voung women, this mound disappears into the contour of the mature breast.

@ Pubic Hair
Pubic hair is often the secaond obvious change in female puberty. Pubic hairs are usually visible
first along the labia. Within another 6 to 12 months, the hairs become too numerous to count
and appear on the pubic mound as well. Later, the pubic hairs densely fill the “pubic triangle”
and spread to the thighs and sometimes upward toward the navel as abdominal hair.

¢ Vagina, Uterus, Ovaries
The mucosal surface of the vagina also changes in respanse to increasing levels of estrogen;
it becomes thick and dull pink in color (in cantrast to the brighter red of the pre-pubertal
vaginal mucosa). Whitish secretions {physiologic leukorrhea) are a normal effect of estrogen
as well. In the two years following the development of the breast, the uterus and ovaries
increase in size, and follicles in the ovaries reach large sizes. The ovaries usually contain small
follicular cysts visible by ultrasound.

¢ Menstruation and Fertility

The first menstrual bleeding is referred to as menarche, and it typically occurs approximately
two vyears after the first signs of breast development. The average age of menarche is
approximately 11.75 years. Menses (menstrual periods) are not always regular and monthly
in the first two years after menarche. Ovulation is necessary for fertility but may or may not
accompany the earliest menses. In post-menarchal girls, approximately 80% of the cycles
are anovulatory in the first year after menarche (approximately 13 years), 50% in the third
(approximately 15 years}, and 10% in the sixth vear (approximately 18 years).

During this period, the lower half of the pelvis and the hips widen (providing a large birth canal)
alsa because of the rising levels of estragen. Fat tissue increases to a greater percentage of
the body composition of females than of males, especially in the typical female distribution of
breasts, hips, buttocks, thighs, upper arms, and pubis.

Progressive differences in fat distribution as well as sex differences in local skeletal growth
contribute to the typical female body shape by the end of puberty. At age 10, the average girl
has 6% more body fat than the average boy, but by the end of puberty, the average difference
is nearly 50%,
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¢ Body Odor and Acne
Rising levels of androgens can change the fatty acid composition of perspiration, resulting
in an “adult” body odor. This condition often precedes breast and pubic hair development by
one or more years. Another androgen effect is increased secretion of oil (sebum) from the
skin. This change increases the susceptibility to acne, a characteristic affliction of puberty that
greatly varies in severity.

in Males

Boys begin the process of puberty at approximately 10 to 17 years old. The following are
the physical changes during puberty:

+ Testicular size, Function, and Fertility

These factors are the first physical manifestations of puberty in males. The testes start
producing testosterone and sperms. Sperm can be detected in the morning urine of most
boys after the first year of pubertal changes {(and occasionally earlier). Potential fertility is
reached at approximately 13 years of age in boys, but full fertility will not be gained until 14
to 16 years of age, although some go through the process very quickly, reaching full fertility
only one year later.

Pubic Hair

For boys, pubic hair often appears shortly after the genitalia begin to grow. The pubic hairs are
usually first visible at the dorsal (abdominal) base of the penis. After another 6 to 12 months,
the hairs become too many to count; they become dense to fill the “pubic triangle” and spread
ta the thighs and upward toward the navel as part of the developing abdominal hair.

*

*

Rody and Facial Hair

In the months and years following the appearance of pubic hair, other areas of the skin that
respond to androgens (testosterone) undergo heavy hair growth in roughly the following
sequence: underarm (axillary) hair, peri-anal hair, upper lip hair, sideburn (pre-auricular)
hair, peri-areolar hair, and the rest of the heard area. Arm, leg, chest, abdominal, and back
hair become heavy very gradually. The amount of body hair among adult men is wide ranging,
and significant differences in timing and quantity of hair growth are observed among different
ethnic groups. Chest hair may appear during puberty or years after. Not all men have chest
hair.

# Voaice Change
Under the influence of androgens, the voice box or larynx grows in both sexes. This growth
is far more prominent in boys than in girls. It causes the male voice to drop and deepen,
sometimes abruptly but rarely “overnight,” by approximately one octave. Full adult pitch is
attained at an average age of approximately 15 years.

+ Male Musculature and Body Shape
By the end of puberty, adult men have heavier bones and nearly twice as much skeletal muscle.

+ RBody Odor and Acne
Rising levels of androgens can change the fatty acid composition of perspiration, resulting in
an “adult” body odor. Another androgen effect is the increased secretion of oil {sebum) from
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the skin and the resultant variable amounts of acne. Acne cannot be prevented or diminished
easily, but it typically fully diminishes at the end of puberty.

KEY MESSAGES

® The unique location of the was deferens makes it easily accessible when performing
vasectomy.

# Health risks or changes in the physiology of the male genito-urinary system are not
observed after vasectomy.

# The understanding of fertility and joint fertility makes one appreciate the contribution of
men to these concepts.
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SESSION 1l

GG N N i
AND  INFORMED
CONSENT

OWVERVIEW

Counsaling  serves  an  important  function
in providing guality FP seruices. Through
counsaling, prowviders felp ciients make and
implfament their own dedsions or chofces about
regroductiva fliealth and FF.

Good counseling minimizes the nsk of
ragral or dissatisfaction from vasectomy and
therafore facifitates great client satisfaction.
This consideration is particufarly important
for cfients choosing a permanant method of
contraception.

This session provides an ovendew of counseling
50 that sandice providers bacome awara of its
importance and provision.



OBJECTIVES

At the end of the session, the participants will be able to:

1. Explain FP counseling
. Enumerate the rights of clients

. Discuss FP counseling for vasectomy

. Explain “informed caonsent”

R N O RowW N

ADVANCE PREPARATION

. Instruct clients on the use of the condom

. Describe the steps in counseling clients for vasectomy

. Identify clients at risk for regretting vasectomy

. Demonstrate proper use of the guide for “Verifying Informed Consent”

& PowerPoint slides on “Counseling and Infarmed Consent”

¢ Computer, LCD, and projector screen

¢ Meta-cards

# Flip charts with easel sheets and/or whiteboard

+ Markers
¢ Masking tapes

¢ Sample Informed Consent form

Learning Objectives

= At the end of the module, the trainee will be
able to:
= Explain family planning counseling

Enumerate the rights of the clients

Discuss FP counseling for vasectomy

Describe the steps in counseling clients for

vasectomy

Explain “Informed Consent”

Identify clients at risk for regretting vasectomy

Demonstrate proper use of the guide for “Verifying
Informed Consent”

Instruct the clients on the use of condom

# State the learning objectives
of the session as shown on
the slide.

Benefits of Counseling

-

Helps ensure informed, voluntary and well-
considered decisions

Increases client satisfaction
Contributes to higher rates of continuation
Increases rate of correct use

.

.

.

Improves the quality of the FP Program

Enhances the reputation of the FP Program
and its staff

+ Enumerate the benefits of
counseling as presented on
the slide.

TEACHING/LEARNING

TOPIC PROCESS
SESSION 3 ¢ Introduce the session by
COUNSELING flashing the slide.
AND
INFORMED CONSENT

Counseling Potential Vasectomy
Clients

Emphasize that:

+ Vasectomy is a surgical methad

Vasectomy is intended to be permanent, and
there are saome failures

Vasectomy does not protect against STI, HIV
and AIDS

Vasectomy is not immediately effective; have
to use protection for 3 months after
vasectomy

¢ Discuss the counseling points
that need to be emphasized
for potential NSV clients as
presented on the slide.

Overview

= Counseling plays an important role in providing
quality family planning services

« Through counseling, providers help dients make and
carry-out decisions or choices on RH and FP

+ Good ling minimi. regret or di i ion
for vasectomy and leads to greater satisfaction,
particularly for those choosing a permanent method

* This session provides an overview and awareness of
its importance and provision

# State the overview of the

session as shown on the slide.

FP Counseling and Vasectomy

Responsibilities of the Counselor:

Assess client’s knowledge of FP alternatives
and provide missing information

Help client arrives at an understanding of
needs and circumstances related to children
and FP

Help client comes to an independent decision
about which choice is right for him

.

¢ Discuss the responsibilities of
the counselor when dealing
with potential NSV clients as
presented on the slide.
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Steps in Counseling

STEP 1 Preparation for Caunseling

STEP 2 Counseling Session Begins

STEP 3 Providing Information to the Client

STEP 4  Assessing the Client Decision to Have
Vasectomy

STEP5 Counseling the Client about the
Vasectomy Procedure

¢ Enumerate five steps in
counseling as shown on the
slide.

Step 1: Preparation for Counseling

Basics for a Successful Counseling Session:

* A Respectful Counselor

* An Appropriate Setting

+ Adequate Supplies

# Discuss the basic
requirements for a successful
counseling session as shown
on the slide.

Step 4: Assessing Client Decision

About Vasectomy

* When a client expresses Interest in
vasectomy — be sure the client understands

the method involves surgery and intended to
be permanent

+ Assess decision and feelings; psychologically
prepare client for ending his fertility

& Assess client's decision to
undergo vasectomy as shown
on the slide.

Step 2: The Counseling Session Begins

Put the client at ease, treat him with respect,
make him feel welcome in the health facility

Getting information from the client — personal
data, previous FP method, health status

Assess client knowledge about the human
reproductive system, availability of temporary
methads

Benefits, risk and side effects of temporary and
permanent methods

# As presented on the slide,
discuss the process to
be carried out ance the
counseling session begins.

Step 4: Assessing Client Decision
About Vasectomy

* If the client decides not to use vasectomy —
be sure the client understands the risk of
pregnancy to his partner

+ Tell the client to return if he changes his mind

+ Inform client about other services,
alternative FP methods available

« If the client decides against
vasectomy, provide required
information as presented on
the slide.

Step 3: Providing Information to
Client

Tailor information 1o suit client’s knowledge and FP
goals

Provide accurate, unbiased information; Correct
misunderstanding

Fill in gaps in the dient’s knowledge of human
reproductive system, benefits, risks and side effects of
temporary and permanent methods; benefits and
risks for not using an FF method

Encourage client to ask questions, provide feedback

If appropriate, explain how to prevent transmission of
STI/HIV/AIDS

Discuss fee that client may have to pay

+ Discuss how to provide the
information required by the
vasectomy client as presented
on the slide.

Step 4: Assessing Client Decision
About Vasectomy

If the client decides to use temporary methods:
¢ Screen for appropriate method;

- Explain and demonstrate how to use, risks, danger
signals, what to do if problem arises
* Whom ta contact to discontinue the method

Prepare client for any inconveniences, fees client
is expected to pay

Provide the chosen method
Schedule for follow-up visit if appropriate

+ As shown on the slide,
discuss how to assist the
client should he decide to use
a temporary method.

Assessing Client Decision to Have
Vasectomy
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Sound decision

* Client is a mature

individual

Achieved or exceeded

desired family size

With support of partner

Stable marriage

Realistic expectations

Free from stress, confident

on decision

*+ Well established desire to
end fertility; well informed

Warning Signals

The client is ruung, has few
children; feeling pressured
in the decision
Has unstable marriage
Unrealistic expectations
Partner does not agree
Under temporary stress
Unreseived conflicts
Eccnomic inducement
Excessive interest for
reversal

+ As shown on the slide,
discuss the characteristics
of a client giving a “sound
decision” for vasectomy
and the “warning signals” of
regrets or dissatisfaction for
vasectomy.
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Step 5: Counseling the Client About
the Vasectomy Procedure

* Explain the benefits, risks and side effects

" Make sure he understands that it does not provide
protection for STOSfHIV and AIDS

Psychologically prepare him for surgany = describe
what to expect during and after the procedure

Make sure the tlient has been provided oral and
written pre-operative and postoperative instructions
* Advise use of tempomry method before and after the
procedure if necessary

Complete informed Consent proceduras

® Discuss how to counsel
clients about the vasectomy
procedure as presented on
the slide.

HOW TO USE THIS GUIDE?

Part of the surgean’s respansibifity far <fiznts abaut to underga
surgary far parmanant @ntraception & tavarify that the chent has
made an i nfermesd and valunta iy decien far the procedure.

Thi simple a¥d can help the surgean check the client's readingss far
permanent cantrace ptien befors the operatian.

The amammant zhauld bs made hafors starting any part of the
pracedure.

Us= af this guid= do=_nat substituts far chznt couns=ling. which
shaul came much =arliar.

Furtharmara, judgamant & na=dsd whan using the guids lar
any ather) and vihan interprating the results,

Farexample, ifall of the chent’s answerm &l in the “g” categary.
but ha & unduly narveus, and he agitatien de=s nat appaar to ba
related torafear of surgery the surgeen ar anether staff mam ber
shaul tak= time te determine what s cawing hs anciety before
pe farming the procedure.

Informed Consent Procedures

Knowledge of avail ability of temporary methods
Understanding that it isa surgical procedure
Understanding the risks, benefits of vasectomy
including small risk of failure

Understanding that it is intended to he
permanant

If successful, client could no longer father a child
Knowledge of option to decide against the
procedure at amy time

#® Discuss the components of
infarmed consent as shown
onthe slide.

Instructions for Condom Use

1. Tear open the package
carefully. =
- Do not use ol
fingernails, teeth, or
anything that can
damage the condom
- Do not unroll the =
condom before =
putting it on.

Completing Informed Consent

Obtain client’s signature or thumb mark if
illiterate and obtain a witness’s signature
attesting that the client has signed the
informed consent form

Schadule an appointment for screening and
SUTEETY

Remember the consent is voluntary

# Discuss the other features of
informed consent as shown
onthe slide.

Instructions for Condom Use

1 Put the condom on the
hard penls. If you are not
clreumelsed pull back the
foreskin.

Note: |f the condom s

Inltlally plated on the T
penls baclowards, throw A
It away and start 8 new |
e,

Verifying Informed Consent

Ouciawiw sl Seulesbae U = Ageinliowsd
Curl ey s sk tcouan

WA madc e mcosceke Chnagooca  che e
deaa st Vs iahess Kol 2kl
WA RO Hai ooz m b Jammone o

ele v decded

WAYebae 2 L Aok e it | A e e
(R 0 mmec che iccenca culics

o tng?

w0 che s Wrkumoinr W rmu g A% eadcinas
ezae PLEEES melisann  asdfulosimiemns

e

® Explain the procedure for
werifying informed consent as
presented on the slide.

# Feview the procedure for
using this guide as shown on
the next slide.

Instructions for Condom Use

3. While minching the
tip of the condom to
squeaze out air, unroll
the condom all the
way to the base of the
erect penis.

# Discuss back-up methods,
such as.condom use for
three months, to improve the
effectiveness of wasectomy.

+ Do not assurme that all men
krow how to correctly use a
condorm.

# |ncorrect use is comrmon and
is amajor cause of condom
failure.

& Allvasectomy clients should
be provided with instructions
onthe correct use of
condoms. These instructions
are presented on the next six
slides
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Instructions for Condom Use

4, Check to make sure there &
space at the tip and that the
condom i3 not  broken

- Wfith the condom on imsert
the penis for imercourse

- After ejaculation, hold omto
the condom at the base of
the penis,

- Keeping the condom on, pull
tht;t penis out before it zets
soft,

Instructions for Condom Use

5. After ejaculation, hold
onte the condom at
the base of the penis.

- Keeping the condom
on, pull the penis out
before it gets soft. |

Instructions for Condom Use

6 Slide the condom off
without spilling  the | A
semeninside.
- Wrap the condom in its
package and put in the
rubbish or latrine.
-Do not put the condom
irmto a flush toilet, as it
£an cause problems
with plumbing.

KEY MESSAGES

The Principles of Informed Consent and Woluntarism
must always ba uphald in the provision of N5Y;

Service prowiders must devote time @ provide quality
Counseling espedially for permanent methods like
W5V,

The & elemens of Informed Consent must be
adequately elucidatad 1 clients;

Condom use as a back-up method while waiting for
the 2 months for vasecmmy o be effective must be
emphasized.

# Ask the participants about the
key messages they obtained
from the session.

® Review the responses,
including but not limited ta
the items listed an the slide.

NARRATIVE

DEFINITION AND RATIONALE
FF Counseling

& Imvalves two-way communication between counselors and clients
& Provides clients with their rights

& Helps clients make voluntary, informed decisions and actions made by couplesfindividuals
regarding fertility and contraception

& Provides information that clients can apply to their individual needs and circum stances

® Helps clients use the contraceptive method of their choice

The purpose of FP counseling is to ensure that dients make a free and informed decision about
reproduction and contraception. The cient makes the decision after receiving unbiased, compleate
information about the available choices and after considering how such choices relate to his
needs and circumstances.

Flgure 3-1. Rights of the Cllent

All ellents have the right to:

® Clear information

# ACCRSS TO SErvices

# Their choice of family planning method

® Safe services

#® Privacy and confidentiality

® Dignity, com fort, and free expression of opinion

# Continuity of service

Adapred from: The Eights of the Client,” a poster created by the International
Flanned Parenthood Faderation.
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BEMEFITS OF COUNSELING

# Helps ensure informed, voluntary, and well-considered decisions

# Increases client satisfaction

® Contributes to higher rates of contraceptive continuation

® Increases the likelihood that the client will use the method correctly
# |mproves the quality of the FP program

# Enhances the reputation of the FP program and its staff
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COUNSELING POTENTIAL VASECTOMY CLIENTS
Vasectomy counseling is particularly critical for the following reasans:

& Vasectomy is a surgical method.

+ Vasectomy is intended to be a permanent method.

RESPONSIBILITIES OF THE FP COUNSELOR
Considering the permanence of the effects of vasectomy and the need to minimize regret and
dissatisfaction, the counselor is responsible for the following:

¢ To assess the client's knowledge of FP alternatives and to provide any missing information

¢ To help the client arrive at an understanding of his needs and circumstances as they relate
to children and FP

# To help the client come to an independent decision about which chaice is right for him

While performing these responsibilities, the counselor treats the client respectfully and
encourages him to talk about his worries, fears, interests, and needs. The counselor spends
as much time listening to clients as talking to them. The counselor remains neutral about the
client's choice. Each client has the right to choose whether to use a contraceptive method. A
decision to have anather child, after having considered all the possible choices, is as valid an
outcome of counseling as a decision to have a vasectomy.

Regardless of whether the vasectomist or another staff member is responsible for counseling

vasectomy clients, a number of steps must be followed to help ensure the most appropriate and
effective counseling session possible. These steps are discussed in detail on the following pages.

Table 3-1. Steps in Providing Counseling for Family Planning Clients including Vasectomy Clients

Preparation for Counseling. A respectful counselor, an
STEP 1 appropriate setting, and adequate supplies are the basics
needed for a successful counseling session.

Beginning of Counseling Session. The counselor puts the
STEP 2 client at ease, treats him with respect, and makes him feel
welcome at the health facility.

Providing Information to the Client. The client should know
that he is free to choose a different contraceptive method

TR and to decide against having a vasectomy at any time before
the procedure.
Assessing the Client's Decision to Have a Vasectomy.
STEP 4 As vasectomy is intended to be a permanent method, the

counselor must determine whether a client’s decision to have
a vasectomy is a sound one.

STEP 5 Counseling the Client about the Vasectomy Procedure. The
counselor ensures that the client has and understands all the
basic information about the procedure.
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STEPS IN PROVIDING COUNSELING FOR FAMILY PLANNING CLIENTS INCLUDING YASEC-
TOMY CLIENTS

Step 1: Preparation for Counseling
Ask yourself the following questions:
Emotional Climate
Can | give the client my full attention without being interrupted?

Can | provide a comfortable atmosphere for the client?

Setting
Does the setting encourage discussion and provide privacy?
Is the counseling area tidy and free of distraction?

Are there comfortable chairs for the client or couple and for me?

Materials
Do | have the necessary forms (client record, informed consent)?
Do | have visual aids (flipcharts, brochures, posters, samples of methods, etc.)?
Do | have materials that remind me of the characteristics, benefits, and risks of the
various methods?

Step 2: Start of Counseling Session

Getting started
Begin by putting the client at ease. Introduce yourself.

Ask the client why he has come to see you: For information about vasectomy? For
vasectomy services? To discuss a problem with his vasectomy? To discuss other
contraceptive methods?

If you scheduled the counseling appointment, explain why. Explain the purpose of the
counseling session.

Gathering information from the client
Personal data (age, marital status, and the age, number, and gender of his children)
Previous experience with contraceptive methods

Health status

Assess what the client knows about:
The human reproductive system
The availability of temporary contraceptive methods

The benefits, risks, and side effects of temporary and permanent contraceptive methods

Step 3: Providing Information to the Client

Tailor informatian to suit the client’s knowledge and family planning goals.
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Step 4:
When a

Provide accurate, unbiased information.

Correct misunderstandings.

Fill in gaps in the client’s knowledge of:
- The human reproductive system
- The benefits, risks, and side effects of temporary and permanent methods
- The benefits and risks of not using contraception

Encourage the client to ask questions and to provide feedback to ensure that he and his
partner understand all the information.

If appropriate, explain what the client can do to prevent the transmission of sexually
transmitted diseases, including AIDS.

Discuss fees the client may have to pay for the various methods.

Assessing the Client’s Decision to Have a Vasectomy
client expresses an interest in vasectomy:

Ensure that the client understands that the method involves surgery and is intended to be
permanent.

Assess the client’s decision and feelings. Psychologically prepare the client for ending his
fertility. Use probing questions such as:

- When did you decide to have no more children?

- Why do you want to end your fertility (completed family size, economic
reasons, health reasons, etc.)?

- How did you first learn about vasectomy (partner, nurse, doctor, friend, field
worker, etc.)?

- How long have you been considering vasectomy?
- What does your partner think?
- Do you know anyone who has had a vasectomy?

- How would you feel if your circumstances changed after the vasectomy
(divorce, remarriage, death of child or partner, etc.)?

Ask yourself: “Is the client making a well-considered decision?”

If the client decides not to use contraception:

Ensure that the client understands the risk of pregnancy to his partner. The client should
also understand the health risks associated with pregnancy.

Tell the client to return if he or his partner has a change of mind.

Advise the client about other services, such as prenatal and maternity care.

If the client decides to use a temporary method:

Screen for appropriateness (health precautions, ability to use the method effectively, etc.).

Explain and demonstrate the method in detail: how to use it; the risks, benefits, danger
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signals; what to do if a problem arises; and whom to contact to discontinue the method.

+ Prepare the client and his partner for any inconveniences and any common side effects of

the method.

+ Explain how to obtain the supplies needed for the method.

+ Tell the client and his partner about any fees they are expected to pay for the method.

- Provide the method, or refer the client or his partner to an appropriate provider.

+ Schedule a follow-up visit if appropriate.

Figure 3-2. Assessing the Client’s Decision to Have a Vasectomy

Client Is Making a
Sound Decision:

Warning Signals:

# Client is a mature individual.

¢ Client has achieved or

# Client has support from
partner.

# Client has stable marriage.

# Client has realistic
expectations,

+ Client is free fram stress.

+ Client is confident on the
decision.

# Client has well-established
desire to end fertility.

+ Client is well informed.

exceeded desired family size.

+ Client is young.
+ Client has few children.

+ Client is feeling pressured in the
decision.

+ Client has an unstable marriage.

+ Client has unrealistic
expectations.

+ Client's partner does not agree.
+ Client is under temporary stress.
¢ Client has unresolved conflicts.

+ Client decision is based on
economic inducement.

+ Client has excessive interest for
reversal.

If the client's partner has not accompanied him to the counseling session, briefly cover the
information noted here, and schedule an appointment for the client and his partner to receive

counseling together.

If you believe the client is at risk of dissatisfaction or regret after vasectomy:

+ Explain that the client has characteristics that make dissatisfaction or regret likely.

& Discuss these characteristics with the client. For instance: “We've learned that men in your
situation who have had a vasectomy sometimes change their minds about the choice after

the operation is done. This is because...”




& Ask the client to spend more time considering the decision. Discuss the temporary methods
he can use in the meantime.

Possible Outcomes

+ The client agrees to reconsider and may or may not use temporary contraception in the
meantime. Schedule another appointment.

The client may change his mind and decide to use a temporary method or no method.

The client may persist in the request. If so, consult your colleagues or supervisor.

- Consider referring the client to a more knowledgeable or experienced counselor.

Step 5: Counseling the Client about the Vasectomy Procedure
If you believe that the client’s decision for vasectomy is informed, voluntary, and well considered,
follow these eight steps:

.Using simple language, explain in detail the benefits, risks, and side effects of vasectomy.
Ensure that the client also understands that vasectomy does not provide protection against
STDs, including HIV infection.

N

. Psychologically prepare the client far surgery by describing what to expect during the
procedure and possible postoperative effects. Use diagrams to describe the surgical
procedure (see Figure 3-4).

3. Ensure that the client has heen provided with oral and written preoperative instructions. Tell
the client about any fees he is expected to pay.

4. Advise the client to use temporary contraception before and after surgery. If needed, provide
condom instructions (see Figure 4-4).

wi

.Ask the client if he has any questions.

=]

.Complete informed consent procedures. Ensure that the client understands the six points
of informed consent listed below and knows what he is signing. Encourage the client to ask
questions. The six points of informed consent are:

- The knowledge of the availability of temparary methods
- The understanding that vasectomy is a surgical procedure

- An understanding of the benefits and risks of vasectomy, including the small
risk of failure

- The understanding that vasectomy is intended to be permanent

- The understanding that if the vasectomy is successful, the client will have no
more children

- Knowledge of the option to decide against the procedure at any time before
the operation

7.0btain the client's signature ar mark. If the client is illiterate, obtain a witness's signature
attesting that the client has signed the informed consent form.

8.5chedule an appointment for medical screening and surgery.

Remember: The goal of counseling is for a client to make an informed, voluntary, well-considered
decision.

a1

INFORMED CONSENT

Informed consent is a client’s agreement to use a contraceptive method or to undergo a medical
procedure voluntarily and in full possession and understanding of the relevant benefits and risks.
For vasectomy, the client gives informed consent after being counseled and signs a consent form
befare the procedure is performed.

Consent is voluntary when it is given of the client’s own free will and is not obtained by means of
special inducement, force, fraud, deceit, duress, or other forms of coercion or misrepresentation.
The fact that a client has signed an informed consent form does not guarantee informed consent.

Model Informed Consent Form for Vasectomy*

1, the undersigned, request that a vasectomy be performed on
my persan. | make this request of my own free will, without having been forced or
given any special inducement. | understand the following:

1. There are temporary contraceptive methods available to me and my partner.

2.The procedure to be performed on me is a surgical procedure, the details of
which have been explained to me.

3. This surgical procedure invalves risks in addition to benefits, all of which have

4. been explained to me. Among the risks is the possibility that the procedure
may fail.

5. If the procedure is successful, | will be unable to have any more children.
6. The effect of the procedure should be considered permanent,

7. The pracedure does not protect me or my partner from infection with sexually
transmitted infections, including HIV/AIDS.

8.1 can decide against the procedure at any time before the operation is performed
(without losing the right to medical, health, or other services or benefits).

(Signature or mark of client) {Date)
(Signature of attending doctor or {Date)
delegated assistant)

If the client cannot read, a witness of the client’s choosing {male or female) and who
speaks the same language as the client must sign the following declaration:

I, the undersigned, attest that the client has affixed his thumbprint or mark in my
presence.

(Signature or mark of witness) (Date)

* Adapt this form for use in your facility.
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VERIFYING INFORMED CONSENT

Figure 3-3. Ascessing aClient’s Decision for Vasectomy

A Surgeon’s Guide for FInal Assessment

Mote: Ensure that the client has signed an informed consent form before conducting this

assessment.

Azl the dient thase
questions:

sTGP

CAUTIOMN

GO

WHO made the
decision for
sterilization?

WHEN did the clfent
declda not to have
more chlidren?

WHY did the client
choose permanent
contraception?

HOW did the client
declda?

WHAT does the
client know abaout
WA S8 CTO Y

WHAT does the
cllent know about
other contraceptive
methods?

Lhowd not Aave
SUGErY NOW

Someone else

M oy

Pressure from
someone else

While upset or under
strass

Does not know that
it:

- |5 permanent

-5 a surgical
method

- Wil mean that he
cannot have more
children

would prefer
another method if
available

Neads more counseling

Client decided, but
partner objects

Recently

Has heard permanent
methiod can be reversed

Without enough
consideration or
information

Has misunderstandings
ghout contraceptive
methods

Has little knowledge of
other methods or their
availability

Signs of a sound
decision

Client and partner
{or client, if single)

Some time ago

Wants no more
children

After consideration
and full information

dnderstands that it
- |s permanent

- 15 asurgical
rrethod

= Will mean that he
cannot have maore
children

Krnows of other
rmethods, but
prefers permanent
contraception

How to Use This Guide

Part of the surgeon’s respaonsibility far dients about to undergo surgery for perm anent
contraception is to verify that the client has made an informed and woluntary decision
for the procedure. This simple aid can help the surgeon wverify a client’s readiness for
permanent contraception before the operation. The assessment should be made befaore
starting any part of the procedure.

Use of this guide does not substitute for client counseling, which should come much
earlier. Furthermore, good judgment is needed when using this guide {or any other) and
when interpreting the results. For example, if all of the client’s answers fall in the GO
category, but he is unduly rervous, and his agitation does not appear to be related to
a fear of surgery, the surgeon or another staff member should take time to determine
what is causing his anxiety before performing the procedure.

45

CONDOM INSTRUCTIONS

The infertility effect of vasectomy does not happen immediately after the procedure. The client
or his partner needs to use another effective contraceptive for at least three months and after a
sperm -free sermen examination. & common choice of back—up method is the condom. For this
reason, all vasectomy clients should be provided with instructions and practice on the correct
use of condoms for use immediately after the vasectomy. &lthough providers often mistakenly
assurm e that all menknow how to use condorns correcthy, incorrect use is common and is a major
cause of condom failure.

Figure 3-4, Instructions for Condom Use

A Eefore 'nrarcourse

le"
/
A
WA ,
V4 );-' - 7
Ji_,. \H_. : \‘ 4 F
.”r -~ J j r /
//‘(
A
/'J.
T

1. Carefully open the package sothe condom does not 2. If you are not circumecised, pull back the foreskin.

tear. [Do not use teeth of @ sharp object to open the
package). Do not unroll the cond om before putting it
on.

PFutthe condcen on the end of the hard penis. Mote: If
the condom is initially placed on the penis backwards,
do notturn it around. Throw it away, and startwith a
NEW DR E.
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3. While pinching the tip of the condom to squeeze 4. Check to make sure there is space at the tip, and
outair, roll on the cond om until itreaches the base of thatthe condom is notbroken. With the condom on,
the penis. insert the penis forintercourse.

E. Affar intercolirse

5. After ejaculation, hold onto the condom at the base E. Slide the cond om off withoutspilling the liguid
of the penis. Keepingthe condom on, pull the penis [semen)inside. Dispose of the used cond om.
cutbefore it gets soft

i

Remember:

¢ Do not use grease, oils, lotions, or petraleum jelly (VY aseline) to make the condom slippeny.
These substances can make the condom break. Use only jelly or cream that doses not contain
oil.

& |l=e a new condom each time you hawve sex.

4 Use a condarn only ance.

# Store condoms in a cool, dry place.

¢ Do not use a condom that may be old or darmaged.

& Do not use a condom if;

The package is broken

— The condom is brittle or dried out

The colar is unewven or has changed

The condom is unusually sticky

KEY MESSAGES

¢ The Principles of Informed Consert and Woluntarism must always be upheld in the provision
of MEY.

¢ Sendce providers must devote time to provide gquality counseling, especially for permanent
methods such as NSV,

# The six elements of Informed Consent must be adequately explained to clierts.

¢ Emphasize that a condom must be used as a back -up method until three rmonths after
vasectomy for the procedure to be effective.
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ORJECTIVES
Atthe end of the session, the participants will be able to:

1.Explain prevasectomy assessment interms of its rationale, timing, and com ponents
2. Describe the elements of medical histary that should be part of a prevasectamy assessment

3. Discuss the steps in performing genital examination and the potential abnorm alities that
may be detected during the examination

4. Explain the reasons behind recommendations for categorizing certain conditions as
precautions for vasectomy

ADVANCE PREPARATION

& PowerPoint slides on "Prevasectomy BEvaluation”

& Computer, LCD, and projector screen

® Meta-cards

# Flip charts with easel sheets and/or whiteboard

SESS'ON v # Markers

P R E\/AS ECTO MY + WHO Medical Eligibility T able

E\/A L U AT‘ O N TOPIC TEACHING/LEARNING PROCESS
SESSION 4 # Introduce the session by

OWERWIEW flashing the title slide.

Aszessing a cfient’s suitabifity to undergo PRE-VASECTOMY

vasactomy iz another componant of guality EVALUATION

cara.  Carefid  pravasactomy  evaluation

reduces the nsk of complications, which
will adversely affect the acceptahbiiity of the Overview
procedure. # State the overview of the

* Assessing the client suitability for undergoing caccion as shown on the slide.
vasactomy is another component of quality care.

This module provides the information

nacessany for sansdca prom‘o"ers o phys,ﬁ.’_‘aﬂy Caref‘u_l pre-vasectomy eva.luatiun reduces tha risk of
= : : complications  which  will adversely affect the

avalirate whether a cifent iz a good candidate arceptahility of the procedure

for vasectomy.

This session provides the information necessary for
sarvice providers to physically evaluate whether the
tlientisa good candidate for vasectomy,

LEARNING OBJECTIVES

® State the learning objectives

At the end of the sesslan, the partlclpants will be of the session as presented on
ableto: ; the slide.

1. Explain pre-vasectomy assessment as @ its
mtionale, iming, and components,

2, Describe the elements of the medical histmry that
should be part of a pre-vasetomy assessment,

3, Distuss the steps of performing genital eamination
and potental abnormalities that may be detected
during the examinaton,

4. Explain the masons for the recommendations for
Lategorizing fertain conditions as precautions for
VASECTHTIY,
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PRE-VASECTOMY ASSESSMENT

Rationale:

« Determine the client’s fitness for
vasectomy

+ Determine whether there are any
conditions that are precautions to
vasectomy

+ Evaluate whether the client has made an
informed choice

+ Ask the participants about the
rationale for prevasectomy
evaluation.

+ Write responses on the board
and process according to
content of the slide.

COMPONENTS OF THE PRE-VASECTOMY
PHYSICAL EXAMINATION

* Heart
- {auscultation, pulse, and blaod pressure)

* Lungs
- {auscultation and respiratory rate)

+ Abdomen
- {palpation)

* Genitals

+ Discuss the components
of prevasectomy physical
examination as shown on the
slide.

PRE-VASECTOMY ASSESSMENT

TIMING

The pre-vasectomy assessment can be done:
* The day the vasectomy is to be performed
+ Afew days before the vasectomy

*On the same day as pre-vasectomy
counseling

¢ Discuss with the participants
the proper timing of the
prevasectomy evaluation as
shown on the slide.

PRE-VASECTOMY ASSESSMENT

COMPONENTS

The essential components of the examination
are:

* Medical history
+ Genital examination

+ Discuss the components of
prevasectomy evaluation as
shown on the slide.

GENITAL EXAMINATION

Before doing the genital examination:

Tell the client what you are going to do and why
you will be doing it.

= Assure him that he won't feel any pain.

Explain that in doing the genital examination,
you will examine the penis and scrotum.

Unless you observe lesions, gloves are
unnecessary during a genital examination, but
you should wash your hands thoroughly before
and after the examination,

+ Explain to the participants the
prerequisites of the genital
examination as presented on
the slide.

COMPONENTS OF THE
PRE-VASECTOMY MEDICAL HISTORY

Existence of bleeding disorders
Previous scrotal or inguinal surgery or trauma

Current or past genito-urinary infections,
including STls

.

History of sexual impairment

Current and recent medications
Allergy to medications

# Discuss the components of
prevasectomy medical history
as presented on the slide.

PENILE EXAMINATION

VISUAL INSPECTION
« Visually inspect the penis.
« Mote any lesions or scarring.

= Gently lift the penis and examine the underside as
well,

« Examine the urethral opening.

+ Note and assess any abnormalities, such as
discharge, reddening, or irritation.

Potential abnormalities: rash, cyst, discharge, skin
cancer {rare).

+ Discuss what to inspect and
what to expect during the
penile examination as shown
on the slide.

a9

SCROTAL EXAMINATION

VISUAL INSPECTION
= Visually inspect the scrotal skin.
« Lift the scrotum to examine the posterior side,
= Observe the color, size and contour.
« Note and assess any swelling or masses.

Potential abnormalities: rash, cyst, poorly
developed scrotum (possible cryptorchidism),
swelling (possible inguinal hernia, torsion of
spermatic cord, strangulated inguinal hernia).

+ Discuss what to inspect and
what to expect during the
scrotal examination as shown
on the slide.
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SCROTAL EXAMINATION

PALPATION

» Palpate the scrotum to examine the testes,
epididymis, spermatic cord, and the was
deferens.

= Poienkiaf abnarmafifies: varicocele,
epididymitiz, undescended testis.

# Discuss what to palpate and
what to exped during the
scrotal examination as shown
on the slide.

Simplified WHO MEL Cateporles
for Permancnt Methods (e VASECTOMY)

Category Eh gibhty Crit=rin

A | Thereis ro medica | rmsente dery sterbzationto o persen

{fagept) | withths ourdition,

B The proasdureis nommelly senduatading muti = s=ttbim,
(Cautior) | bt with=xtm prepartic nard preautios.

o The prog=dure is dekiyed urtil the oond tio nis = birted
{Deby) |8ndforaommated. Slterative temporary methods of
aent aeptio N stould be provided.

SCROTAL EXAMINATION

Falpation of ihe Tritey and [phdidhymin

Firnd, bty o (s o fored
Hore fimgrer s, gt e s Lentin
et e pcdetyrrs.

Avoid pulTing presuise an fhe festin, ae
P wiossll B poingut,

Nofethe wize, vhape, and comittency
afwach Testis and spldidpreie. Sote
amy nodudes or fendermeis

Pt bl abaormektes Panken
vl b b Lpntes ey inadiaat s
testiuker cances. Nodules. in the
pidyenis, auuy inaliaie an
egidictymnal owed (aeminoma)

® Discuss how to perform
the scrotal examination as
presented an the slide.

5 The proa=cure shoud be underimkeri na s=thirg withen
{Spesinld | mperiznosd sumes nard staff, squi pme rk rmeded o
Refer) | provide generlunstiess, o d other lakup meda |

meat o ppropra te prodedure ard ansthese regima nis ol
readed. Altm o e tampom iy methocs of o0 ntrassption
sheuld b= providad i f refarmalis mauired or themiz
stharwis= oy d2ky.

Aupport . Forthess ao mitiors, the mped ty o deaide onthe

# Ask participants about their
ideas onthe WHD MEC.

# Discuss the four categories as
presented on the slide.

EXERCISE
ON THE USE OF THE
WHO MEDICAL ELIGIBILITY CRITERIA
(MEC)TABLE
FOR VASECTOMY

# Introduce the exercize inthe
use of the MEC table.

# Randomly ask participarits
about the category of the
different conditions and the
given recommendations as
shown on the next two slides
(MEC T able for Yasectomyl.

SCROTAL EXAMINATION

Palpation of the Spermatic Cord snad
W Deleiees

« Using the thepe-finger techaigu
paipote soch ypormatic cond and it
s deferen

« Moy pour thuinband fingers aling
Ies lengpth. Mate any modinlies or
swellings.

.

Podential eboormeelitles inchade:
thackenad vas [siaggests chionit

! ortugas veine [suggests
L il eyl b cord
[saggests bydrocebe]

#® Discuss how to perform the
palpation of the spermatic
cord and the vas deferens as
presented an the slide,

VASECTOMY PRECAUTIONS

* Local infection: * Inability & locate,
~ Serotal skin Tnfectien isplate, or move the vas
— Balanitis * Large Maricooele
= Active STI * Lamge Hydmocele

= Systemic infection * Cryptomhidism

[intluding bacteramia,
malaria, or yellow fever}
orgastrantaritis

Inguinal hernia
Coagulation disorders:

Previous scrotal surgarny - hemaphilia
Crabetes mellitus

Intrascrotal mass

& Enurmerate the different
conditions where caution must
be observed in performing
WASECTOM Y,

# Refer to Table 4.2 for the
underlying reasons and
recorimendations in dealing
with these conditions.

[T —
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WHO MEC on Applicabil ity of Various
Frocedures for Contraceptive Use

Specified  examinationsfprocedures  are
required for anly a few of the FP methods

The use of the WHQ MEC on Applicability of
Various Frocedures and Tests shows that a
THOROQUGEH or COMELETE physical
examination MAY NGT BE WARRANTED, if
the client is decided on a FP method.

# Discuss the WHO Applicability
of warious Procedures and
Laboratory Tests as shown on
the next two slides.

Applicahility
of various
procedu res or
tests for
wontraceptives
methods.

Timing

Prevasectomy assessment can be done:
# The day the vasectomy is to be performed

& A few days before vasectomy

& On the same day as prevasectomy counseling

Compohents

The prevasectomy medical history and physical examination are discussed in detail in Table 4-1,
The essential components of the examination are:

# Medical history

# Cenital examination

Medical History and Physical Examination

The following table lists the required and recommended components of a pre-
vasectomy medical history and physical examination and explains the reason why

each component is included.

KEY ME5S5AGES

" The Vaseriomist nesds @ hawe the necessary
knowledge and skills @ be able to adequatsly and
acturately assess the health needs, as well as the
health status, of clients seeking to undeEo
VASECLOTTY

*  Nedical Hismrry-taking and Physical Examination
[esp. Genital Examination) are basic componants of
pre-vasectmmy svaluation.

*  The WHO Medical Eligibility Critaria aids in assessing
zlients on their eligibility & undergo vasectomy,

® Ack participants what key
messages they learned during
the session.

® Show slide detailing expected
responses.

NARRATIVE

PREVASECTOMY ASSESSMENT

Rationale

& Determine the client’s fitness for vasectomy.

® Determine the existence of any conditions that are precautions to vasectormy.,

# BEvaluate whether the client has made aninformed choice.

53

COMPONENT REASDN
xistence of bleedin ould indicate the potential for
Exist fbleeding Could indicate the potential fi
disaorders hemarrhage
revious scrotal or carring or adhesions that cou
M Frevi | Scarring or adhesions th Id
E inguinal surgery or complicate a vasectormy procedure
D fraurma may exist,
I CLUFrent ar mast ganito Past infections could hawve caused
C : i pt' g scarring and adhesions. Current
urinary infections
A inclucﬁn o ! infection could lead to acute
L 9 postwasectomy infection.
H Could indicate pre-existing
_ psychological ar physiclogical
History of sexual
I i ai:vment problems that could later be
5 g incorrectly attributed to the
T vasectomy.
0 S s Could indicate medical problems
R dicati that the vasectomist should be aware
medications
Y of before surgery
Can help prevent camplications by
determining whether the client has
Allergy to medications evar had an allergic reaction ta any
of the medications or antiseptics
used before, during, ar after surgery
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. R Can rule out hypertension, heart
Helar‘t (azsglu ta;lon, murmurs, and other cardiowvascular
p FLUSS, an) o diseases that the wasectomist should
ressure
$ P be aware of before surgery
Canrule out infections and other lun
5 g
I Lungs® (auscultation and dicease that the vasectomist should
C FESpiratory rate) be aware of before surgery
A
Can rule out the resence of
B
infections, organ enlargements, or
" .
E HMENT WSO masses that the vasectomist should
X be aware of before surgerny
A Canrule outthe presence of infections
p
M . or m asses thatthe vasectomist should
Lepleas be aware of before surgeny

*Recommended but not assential

Ganital Examination

After examining the client’s heart, lungs, and abdomen, a genital examination must be performed.
Eefore beginning the examination, tell the cient about what vou are going ta do and why you will
be doing it. Assure him that he would not feel any pain. During the genital examination, you will
conduct a penile and scrotal examination.

Unless you observe lesions, gloves are unnecessary during a genital examination, butyou should
wash your hands thoroughly before and after the examination.

Penile Examination

Visual inspaction

Wisually inspect the penis. Mote any lesions or scarring. Gently |lift the penis and examine the
underside as well. Examine the urethral opening. Mote and assess any abnormalities, such as
discharge, reddening, or irritatian.

Potential abnorm alities include rash, cyst, discharge, and skin cancer (rare).

Scrotal Examination
Visual fnspacifon
Wisually inspect the scrotal skin. Lift the scrotum to examine the posterior side. Observe the

color, size, and contour. Mote and assess any swelling or rmasses.

Potential abnormalities include rash, cyst, poorly developed scrotum (possible cryptorchidism]),
and swelling (possible inguinal hernia, torsion of spermatic cord, strangulated inguinal hernial.

Palpation

Palpate the scrotum to examine the testes, epididymis, spermatic cord, and the vas deferens.

Potential abnorm alities include varicocele, epididymitis, and undescended testis.
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1.Palpation of the Testes and
Epididymis

First, between your thumb and first two
fingers, palpate each testis and epididymis
[see Figure 4-1) Avaid putting pressure on
the testis, as this would be painful. Note
the size, shape, and consistency of each
testis and epididymis. Mote any nodules or
tenderness.

Potential abnormalities include painless
nodules in the testes, which mayindicate

testicular cancer. Modules in the epididymis )
Figure 4-1

may indicate an epididymal cyst (seminomal. alpiating GRS SRR e B

2.Palpation of the Spermatic Cord and
Was Deferens ’

Using the three-finger technique (see Mo-
Scalpel Vasectomy. An lllustrated Guide for
Surgeons, page 13), palpate each spermatic | N
cord and its vas deferens (see Figure 5-2J. / ?
Mowe your thumb and fingers along its
lenigth. Mote any nodules or swellings.

Potential abnormalities include thickened
vas (suggests chronic infection), tortuous
veins (suggests varicocele), and cyst in cord

(suggests hydrocelel. Figure 4-2
Palpation of the Spermatic Cord and Vas
Deferens
VASECTORMY PRECAUTIONS

Table 4-2 lists the physical conditions that indicate a precaution ta performing awvasectomy. Ifyau
do not hawe sufficient dinical experience in diagnosing these conditions, referthe clientto a more
experienced physician. For a more comprehensive list of conditions with WHO recommendations,
asummarized list of the WHO MEC s included in this module.
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Table 4-2. Vasectomy Precautions

Precaution

Reason

Recommendation

Local infection:

+ Scrotal skin infection
+ Balanitis

- Active STI

Increases the risk of
postoperative infection. In
addition, surgery at or near
the site of an infected lesion
can result in wound infection,
epididymitis, testicular
infection, or sepsis if the
organisms gain entry to other
tissues or to the bloodstream
during surgery.

Treat the infection. Delay the
vasectomy until the infection
is resolved. Counsel the client
about the interim methods
of contraception. Counsel
clients with STIs about the
risk of transmission to
others and about preventing
future infections. Counsel
clients about the need to use
condoms.

Systemic infection
({including bacteremia,
malaria, or yellow fever)
ar gastroenteritis

Increases the risk of
postoperative infection

Treat the infection, or refer
the client and delay the
procedure. Counsel the client
about interim methods of
contraception,

Large varicocele

Vas may be difficult or
impossible to locate. Repairing
the varicocele and performing
vasectomy in a single
praocedure may decrease the
risk of complications.

If you are experienced in
concurrent procedure, repair
the varicocele, and perfarm
the vasectomy through the
varicocele repair incision.
Otherwise, delay the
vasectomy, refer the client
to a facility with appropriate
staff, and counsel the client
about interim methods of
contraception. If small, a
varicocele can usually be
isolated from the vas and will
not interfere with NSV.

Previous scrotal surgery

Possible adhesions to cord
structures make it difficult to
separate structures. NSV may
be difficult to perfarm if skin
is thickened from previous
surgery.

Assess the extent of
adhesions; if the adhesions
will not interfere with
vasectomy, perform the
pracedure. Take additional
care when infiltrating the local
anesthetic, and pay careful
attention to hemostasis.

Intrascrotal mass

May indicate an underlying
disease that could affect
the health of the client or
complicate the procedure

Diagnose the mass, treat
abnormal findings, or refer
the client for treatment. If
findings do not interfere
with vasectomy, perform
the procedure. If unable to
perform vasectomy, counsel
about interim contraceptive
methods.

Large hydrocele

Vas may be difficult or
impossible to locate. Repairing
the hydrocele and performing
vasectomy in a single
procedure may decrease the
risk of complications.

If you are experienced in
concurrent procedure, repair
the hydrocele and perform

the vasectomy through the
hydrocele repair incision. If
not, delay the vasectomy, refer
the client to a facility with
appropriate staff, and counsel
the client about interim
methods of contraception. If
small, a hydrocele usually does
not interfere with NSV.

Precaution

Reason

Recommendation

Inability to locate,
isolate, or move the vas

May make it difficult to access
the vas through the puncture
site

If the vas cannot be accessed
through the puncture site,
the client will need to have an
incision over the vas.
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Cryptarchidism

When cryptorchidism persists
into adulthood, the risk

of infertility is very high

if the disease is bilateral.
Unless fertility has been
demonstrated (by pregnancy
in the partner or by semen
analysis), vasectamy is not
needed. If the cryptorchidism
is unilateral, the undescended
testicle is likely to be
nonfunctioning.

If the client has bilateral
cryptorchidism and fertility
has been demonstrated,
extensive surgery will be
required to locate the vas.

If the cryptorchidism is
unilateral and fertility has
been demonstrated, you

can perform vasectomy on
the normal side. If semen
examination shows a
persistent presence of sperm,
more extensive surgery

may be required to locate
the other vas. Counsel the
client on interim methods of
contraception until further
surgery can be performed.
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Inguinal hernia

During herniorrhaphy, the
was is exposed in the inguinal
canal and can be ligated.

An experienced surgeon

can perfarm vasectomy
concurrentlhy with hernia
repair. Counsel the clisnt
about interim methods of
contraception until treatment
is possible.

Coagulation disorders:
hernaphilia

Bleeding disorders increase
the risk of postoperative

hem atom a formation, which
consequently increases the
risk of infection. & severe
bleeding disorder could result
in hermorrhage.

Ewaluate before performing
wvasectamy., 1fthe client

has a significant bleeding
dizorder that cannot be
corrected before surgery, do
nat perform the procedure.
If the procedure cannot he
performed because of an
irresohvable bleeding disorder,
counsel the client about
alternative contraceptive
methods.

Diabetes

Diabetics have an increased
likelihood of acquiring post—
operative wound infections. If
signs of infection appear, treat
aggressively with antibiotics.

Correct hyperglycemia before
wasectomy, and perform
vasectarmy only with local
anesthesia. Monitor the client
closely postoperatively for
signs of infection.
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World Health Organization (WHO) Eligibility Criteria
for Vasectomy Procedures’

Introduction

Considering the irreversibility or permanence of sterilization procedures, special
care must be taken to assure a voluntary informed choice of the methed by the
client. Particular attention must also be given in the case of young people, men
who have not vet been fathers, and clients with mental health problems, including
depressive conditions. The national laws and existing norms for the delivery of
sterilization procedures must be considered in the decision process.

There is no medical condition that would absolutely restrict a person’s
eligibility for sterilization. Some conditions and circumstances indicate
that certain precautions should be taken.

The classification of the conditions into the different categories is based on an in-
depth review of the epidemiological and clinical evidence relevant to medical
cligibility. The programmatic implications of these updated medical criteria are
still to be addressed, taking into account the various levels of service delivery.
However, for the particular case of sterilization procedures, the following category
definitions were developed.

Definitions

A (Accept)y:  There is no medical reason to deny sterilization to a person with
this condition.

C (Caution): The procedure is normally conducted in a routine setting, but with
extra preparation and precautions,

D (Delay): The procedure is delayed until the condition is evaluated and/or
corrected. Alternative temporary methods of contraception should
be provided.

5 (Special): The procedure should be undertaken in a setting with an
experienced surgeon and staff, equipment needed to provide
general anesthesia, and other back-up medical support. For these
conditions, the capacity to decide on the most appropriate
procedure and anesthesia regimen is also needed. Alternative
temporary methods of contraception should be provided if referral
is required or there is otherwise any delay.

*Adapted from: WHO, 2000.



Sterilization does not protect against sexually transmited infections (ST1s) or HIV.
If there is risk of STIs/HIV, the correct and consistent use of condoms is recom-

mended, either alone or with another contraceptive method. Male latex condoms
are proven o protect against STIs/HIV.

Male Sterilization

Condition Category Rationale /Comments
Local infections There 1s an increased nisk of
Scrotal skin infection D postoperative infection (Gohn &
Active STI D Bornside, 1989).
Balamitis D
Epididymnitis or orchitis D
Previous scrotal injury &
Systemic infection or D There is an increcsed nisk of
gastroenteritis postoperative infection (Gohn &
Bornside, 1989)
Large varicocele Cc The vas may be difficult or impossible
to loocats; a single procedure to
Tepair vancocele and perform a
vasectomy decreases the risk of
compiications
Large hydrocele C The vas may be difficult or impossible
to locate; a single procedhre
decreases the risk of complications,
Filariasis; elephantiasis D The scrotum may be involved in
severe elephantiasis, making it
impossible to palpate the cord
struchure and tesiis.
Intrascrotal mass D

This may indicate cn underlying
disease.

KEY MESSAGES

® The vasectomy surgeon needs to have the necessary knowledge and skills to be abls to
adequately and accurately assess the health needs and health status of clients seeking to

undergo vasectomy.

# Taking the medical history of the client and perfarming a physical examination (especially
genital examination) are basic components of prevasectomy evaluation.

& The WHO MEC aids in assessing the eligibility of clients to undergo vasectomy.

SESSION V

INFECTION
PREVENTION

OWERVIEW

The use of appropriate infaction
preveation technigues during the
provision of vasectomy sendces
is crucial to the safety of both
clients and sanvice providers. This
sess5ion provides the information
necessary for particpants to
perform or supendse the jnfaction
prevantion proceduras  usad  in
providing NSV senvices.





