Manual Vacuum Aspiration
Protocol

Manual vacuum aspiration (MVA) is offered within NHS Lanarkshire to patients who have been diagnosed
as having a miscarriage, those who are requesting termination of pregnancy and those who have retained
products of conception. The procedure is available within the Early Pregnancy Unit and the Women’s
Health Unit. It may also be applied in the emergency setting to quickly empty the uterus of retained

products of conception following delivery.

MVA is a method of surgical uterine evacuation, which is recommended by NICE and is supported by the
RCOG. It has been used successfully worldwide for over 40 years, and has been shown to be safe and
effective, with high levels of patient satisfaction reported. It is a straightforward procedure that is performed
by appropriately trained doctors and midwives using a handheld suction device under local anaesthetic in
an outpatient setting. The risks are similar (though possibly lower) to those reported with traditional suction
curettage performed in theatre, however MVA avoids the risks and delays associated with general

anaesthesia, and is more cost effective.

Patient Selection

The inclusion criteria are:
¢ Missed miscarriage up to 10 weeks gestation
e Termination of pregnancy up to 10 weeks gestation
¢ Failed medical management of miscarriage / failed medical termination of pregnancy (up to 10
weeks gestation)

e Retained products of conception following miscarriage or termination of pregnancy

Contraindications to MVA

e Over 12 weeks gestation

o Allergy to local anaesthetic drugs

Cautions:
e Congenital or acquired uterine anomalies — may require ultrasound scan guidance
e Uterine surgery — e.g. 3 or more previous LUCS, classical incision CS
e Multiple pregnancy
e Molar pregnhancy
e Coagulation disorders and use of anticoagulant therapy
e Acute pelvic infection — 24 hours antibiotic therapy should be considered prior to MVA procedure
e Severe anaemia <8.0g/L — consider correction pre-procedure if stable

e Severe anxiety or history of poor tolerance of speculum examination
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If a patient requests MVA who has a contraindication or caution as detailed above, or pre-existing unstable
medical comorbidities (e.g. severe asthma), please discuss the case with a senior clinician prior to offering

treatment.

Manual Vacuum Aspiration
Standard Operating Procedure

1. Aim/Purpose of this Standard Operating Procedure

1.1. For all clinical staff working in the Early Pregnancy Unit, the Women’s Health Unit and for those
providing emergency care in an obstetric or gynaecological setting, to provide evidence-based guidance in
the management of MVA for uterine evacuation as treatment of miscarriage, termination of pregnancy, and
as management of retained products of conception.

1.2. This version supersedes any previous versions of this document.

2. The Guidance

2.1. The procedure, risk and alternatives should be explained to the patient and all questions should be
answered.

2.2. A patient information leaflet should be provided

2.3. Informed consent must be obtained and also an SD7 consent form for sensitive disposal of preghancy
tissue.

2.4. The medications that are required for the procedure should be discussed. Those who can self-
administer the medications at home should be encouraged to do so, and prepacks should be made
available.

The medications required for MVA are:
e Misoprostol 400 micrograms to be taken vaginally or sublingually 2 hours before the procedure
e Antibiotic prophylaxis to commence 1 hour before the procedure, EITHER
Doxycycline 100mg per oral twice daily for 3 days (first line option) OR
Metronidazole 1g per rectum AND Azithromycin 1g per oral (if compliance is a concern)

2.5. Pain control during the procedure should be discussed.
The woman should be advised to take analgesia 1 hour prior to her appointment at the clinic/unit.

Suitable options include:
o Paracetamol 1g AND Ibuprofen 800mg or
e Co-codamol 8mg/500mg (1-2 Tablets)
¢ Entonox will be available to the patient throughout the procedure.
e Para-cervical local anaesthetic will be provided unless patient has an allergy or declines.

2.6. The woman should be advised that a health professional will be at her side during the procedure
providing reassurance and support.

2.7. Medical history, physical examination and Laboratory evaluation

2.7.1. Complete admission documentation and perform baseline observations.

2.7.2. Any patient with a complex medical history or those whose suitability for treatment with MVA is not
clear, should have their case referred to MVA practitioners for MDT discussion in order to plan their

procedure safely.

2.7.3. Pre-procedure blood testing is NOT typically undertaken prior to MVA unless:
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e There is a recent history of anaemia, or concern about anaemia based on clinical signs and
symptoms.
e Rhesus status is unknown.

2.8. Treatment

2.8.1. Patient Preparation

2.8.1.1. Before the treatment begins, the woman should be introduced to the staff, the procedure should be
reviewed with her, including the use and benefits of Entonox and any questions she has should be

answered.

2.8.1.2. The treatment practitioner should review the woman’s medical history, gestational age (i.e.
ultrasound) and confirm consent.

2.8.1.3. The woman should be asked to void shortly before the procedure; urinary bladder catheterisation is
not recommended.

2.8.1.4. The woman should be allowed some privacy to remove her underwear, undress from the ‘waist
down’ or be provided with a gown, whichever is her preference.

2.8.1.5. The woman should be assisted onto the treatment couch and her legs put into the supports. The
hips should be flexed to about 45° and care should be taken in maintaining symmetry of leg positions.

2.8.1.6. The woman should be kept covered until the practitioner is ready to proceed.
2.8.1.7. An Entonox mouthpiece should be offered to the woman and instructions on its use provided.
2.8.2. Uterine Evacuation

2.8.2.1. A bimanual pelvic examination can be performed to assess the uterine size and position or the
USS reviewed to gain this information.

2.8.2.2. In cases of known uterine anomaly, large fibroids, or an ante-retroflexed uterus, the use of
continuous transabdominal ultrasound guidance during the procedure may be helpful.

2.8.2.3. After introduction of a vaginal speculum, the vagina and cervix should be cleaned.
2.8.2.4. A tenaculum may be placed on the cervix to stabilise and align the cervical canal and uterine cavity
during the procedure. Injection of mepivacaine (Scandonest 3%) at the site where the tenaculum will be

placed can reduce discomfort from applying the instrument.

2.8.2.5. A deep para-cervical block of Scandonest 3% or equivalent is recommended: instillation of intra-
uterine Lidocaine gel can be considered.

2.8.2.6. The appropriate cannula and aspirator should be chosen.

MVA cannulas are made of rigid plastic and come in a range of sizes up to 12mm in diameter. Typically,

the size of the cannula used would match the gestational age in weeks. However, practitioners are often

able to successfully and completely evacuate the uterus with cannula of smaller diameter: this may avoid
the need for cervical dilation and may be more comfortable for the woman.

In the emergency setting, the MVA equipment pack is available in Ward 24 and includes a selection of
cannulae.

2.8.2.7. If dilatation is necessary, the cervix should be dilated to the minimum necessary to insert a cannula
of the appropriate size.
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2.8.2.8. Insert the cannula gently through the cervix into the uterine cavity, just beyond the internal os;
rotating the cannula with gentle pressure often helps ease insertion.

2.8.2.9. Attach the charged 60ml self-locking syringe (aspirator) to the cannula. Make sure that the cannula
does not move forward into the uterus as you attach the syringe. Alternatively, the cannula could be
attached to the charged aspirator syringe before inserting the cannula into the cervical os.

2.8.2.10. Never grasp the syringe by the plunger arms after the syringe has been charged.

2.8.2.11. Advance the cannula until it gently touches the fundus and then withdraw it slightly.

2.8.2.12. Open the valve so that the vacuum is applied to the uterine cavity.

2.8.2.13. Move the cannula gently back and forth from the fundus to the internal cervical os while rotating it
to aspirate all sections of the uterus.

2.8.2.14. Withdrawing the cannula apertures beyond the cervical os will cause the vacuum to be lost. If the
cannula becomes blocked and must be removed or if it passes the os accidentally, the aspirator must be
emptied and ‘recharged’.

2.8.2.15. The aspiration process is complete when no further tissue is seen passing through the cannula.
Other signs of complete aspiration are when pink foam is seen passing through the cannula, a gritty
sensation is felt as the cannula passes over the surface of the evacuated uterus, and the uterus contracts
around the cannula.

2.8.2.16. Typically, the vaginal speculum will be removed prior to examination of the aspirate. If there is any
concern regarding completion of the aspiration, the woman should remain in the treatment room until the
products have been examined.

2.8.2.17. A transabdominal or transvaginal scan may now be performed and documentation of endometrial
appearance and thickness made. To be deemed a success, the absence of a gestation sac (if previously
seen) and endometrial thickness of <15mm would be expected.

2.8.2.18 Sharps, swabs and instruments should be counted and disposed of appropriately with all sharps
discarded in an appropriate sharps bin.

2.8.3. Tissue Examination

2.8.3.1. The evacuated tissue must be examined.

2.8.3.2. Empty the contents of the evacuation into an appropriate container by removing the cannula,
releasing the buttons if not depressed, and gently pushing the plunger completely into the cylinder. Do not
push aspirated contents through the cannula.

2.8.3.3. Tissue may only be viewed directly in the container into which it was emptied.

2.8.3.4. All tissue is sent for histological evaluation following miscarriage (unless woman declines)
accompanied by the relevant sensitive disposal documentation.

2.8.4. Post-procedure Care

2.8.4.1. As a minimum, one set of post-procedure observations should be recorded in the case notes.
2.8.4.2. Refreshments are offered to the woman at an appropriate time.

2.8.4.3. Check woman’s Rhesus status and if non-sensitised Rhesus negative, administer Anti D.

2.8.4.4. When the patient is fully recovered, she can be discharged by nursing or midwifery staff, usually 40
minutes following completion of the procedure.
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2.9. Duration of Stay in the Clinic/Unit
Procedure duration is typically 15-20 minutes and recovery time 30-40 minutes.
2.10. Antibiotic Prophylaxis

Antibiotic prophylaxis should be provided to all women undergoing MVA. Doxycycline 100mg twice daily for
3 days is the preferred option, with the first dose administered 1 hour pre-procedure. An alternative
regimen of metronidazole 1g per rectum and azithromycin 1g per oral, both administered 1 hour pre-
procedure can also be used and may be the preferred option if there are concerns about patient
compliance.

2.11 Contraception

2.11.1 All women require a sensitive discussion regarding contraception, and if desired a contraceptive
plan should be initiated prior to leaving the unit as ovulation may occur as early as 10 days following an
MVA procedure.

e Hormonal methods such as injectables, the oral contraceptive pill and the contraceptive patch can
be started on the day of the MVA procedure or the next day provided the procedure is deemed
successful.

¢ Implants and intrauterine devices can be placed immediately after an uncomplicated procedure.

2.11.2 If the woman cannot be commenced on a contraceptive method immediately, she should be
counselled regarding the use of barrier contraceptives and emergency contraception.

2.11.3 If contraception is declined as there is desire to conceive, women should be advised to take folic
acid and Vitamin D preconception.

2.11.4 Vaginal intercourse should be avoided for 7 days following an MVA procedure to reduce the risk of
infection.

2.12. Aftercare

A routine follow-up appointment is not necessary after an uncomplicated procedure.
A pregnancy test at 3 weeks is hot recommended after MVA.

2.13. Persistent Bleeding following Discharge

Written information should be provided on discharge that explains what is to be expected following MVA,
along with relevant contact telephone numbers.

Persistent bleeding and/or cramping post-procedure may be a sign of retained products of conception or
another complication. The patient should return for evaluation.
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