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Abstract: -  

BACKGROUND: Manual vacuum aspiration has been used internationally for many years and 

been shown to be safe and effective for early abortion, menstrual regulations and completing 

incomplete abortions. Hence proper training of health workers on the use of this simple and 

inexpensive medical device- the manual vacuum aspiration instrument, will help in preventing 

the morbidities and mortality associated with unsafe abortions. 

OBJECTIVE: To document the main indications of manual vacuum aspiration and outcome of 

the procedure in Alex Ekwueme Federal University Teaching Hospital Abakaliki. 

METHOD:  A retrospective review of MVA records book of patients who underwent MVA was 

carried out in Obstetrics and Gynaecology department of Alex Ekwueme Federal University 

Teaching Hospital Abakaliki from 1
st
 January 2020 to 31

st
 December 2023. Data were collected 

in a pre-designed proforma and analysed for age, marital status and parity, gestational age, 

presenting complaints, indications, analgesic methods used and complications following the 

MVA. 

RESULTS: During the study period, 512 case files of patients who underwent Manual Vacuum 

Aspiration were retrieved. However 12 of the case files lacked complete information needed for 

the study and were not analysed. The remaining 500 case files that had complete information of 

the patient were analysed in the study.   Most of the patients 162 (32.4%) were in the age bracket 

of 25-29 years, and the mean age of the participants was 28.56± 3.35 years. Majority of the 

patients were married (88.0%) and nulliparous women accounted for highest number of cases 

229 (45%). Most of the patients 230 (46.0%) had the procedure at 7-9 weeks of gestation.  

Bleeding per vagina was the most common presentation at a rate of 248 (49.6%). While the 

commonest indications for MVA were incomplete miscarriage at a rate of 420 (84.0%).   

Majority of the patient had pentazocine and diazepam 244 (48.8%) as a form of analgesics.   

Pain was recorded as the commonest immediate complication of MVA at a rate of 340(68.0%). 

CONCLUSION: MVA is an effective alternative to conventional suction curettage, avoiding 

general anaesthesia and need for access to theatre. Complications such as uterine perforation, 

bleeding and retained products of conception are minimal when done at or below 12 weeks 

gestational age. Thus, safe, easily performed and possibly cost effective procedure, with 

advantage for both patient and the health care system. 

Keywords: Early Abortion, Unsafe Abortion, Analgesia, Obstetric Complications, Retrospective 

Study, Gestational Age, Pain Management. 
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Introduction 

Abortion is one of the major causes of maternal morbidity and 

mortality in most part of sub- Saharan Africa1.It occurs in 10-20% 

of clinically recognized pregnancies and accounts for 50,000 

inpatient admission in United Kingdom annually2. In Nigeria it 

account for 20million cases annually and 40% of maternal deaths 

in some communities in Nigeria1,3.  Incomplete and missed 

abortions being the commonest occur in approximately 15% of 

clinically recognized pregnancies and in 890,000 women per year4. 

Approximately one in four women will experience such a loss in 

her life time5. Abortion has also been implicated as a cause of 

secondary infertility, ectopic pregnancy and preterm labour6. It can 

be managed surgically by evacuation of the uterus, medically with 

misoprostol or expectantly by awaiting spontaneous expulsion of 

failed pregnancy7. Many patients with early pregnancy loss are 

unwilling to undergo expectant management or misopostol 

treatment and therefore surgical treatment is performed6. Surgical 

treatment can be performed by manual vacuum aspiration (MVA), 

electrical vacuum aspiration (EVA) or by dilatation and curettage6. 

The World Health Organization (WHO) recommends MVA as a 

preferred method of uterine evacuation8. When compared to 

dilatation and curettage, MVA is a safer, more readily accessible 

and potentially less expensive way to offer high quality services to 

women9.  

Manual vacuum aspiration has been used internationally for many 

years and been shown to be safe and effective for early abortion, 

menstrual regulations and completing incomplete abortions4,10,11,12. 

It was refined in early 1970’s by Harvey Karman with the 

development of the Karman Cannula.13,14. The technique of MVA 

has been used widely in USA, African, Asian and European 

countries15.  In many developing countries, such as Bangledash and 

Vietnam, MVA has been used for several decades to provide early 

induced abortion, including procedures referred to as menstrual 

regulation. 

Manual vacuum aspiration has been in use for management of 

incomplete miscarriage and elective termination of early pregnancy 

with varying reports on its safety and efficacy.16,17. Its use has been 

extended for the management of missed miscarriage and molar 

pregnancy.18.  Other indications of manual vacuum aspirations 

include treatment of retained product of conception after delivery, 

dysfunctional uterine bleeding and also to obtain sample for 

endometrial biopsy.7,19.  

Manual Vacuum Aspiration (MVA) is an alternative to the 

standard electrical vacuum aspiration (EVA) and can be performed 

under local anaesthesia20.  It is an outpatient procedure that 

typically take less than 15minutes.7,21.  It can be performed outside 

the operating theatre- the treatment room of clinic or emergency 

unit.7.  It is performed under local anaesthesia and paracervical 

block with lignocaine widely used.22.  The paracervical block 

affects nerve fibres located around the cervix and cervical canal. 

Hence minimises cervical pain associated with dilatation or 

movement of the cannula in the cervix.22. During MVA, a 60mls 

hand held syringe with a self locking plunger is used to produce the 

vacuum needed for the aspiration of products of conception.20.  

Manual vacuum aspiration has the advantage of being quite 

without the noise of electrical vacuum aspiration.21.  It does not 

require electricity and so can be performed in locations that have 

unreliable electrical services or none at all.7     It reduces the 

hospital cost and saves time for both patients and clinicians.7 

Despite the simplicity and efficacy of the procedure, a large 

proportion of patients have been noted to have moderate to severe 

pain which can make the procedure impossible.22   Other noted 

complications of manual vacuum aspiration include failure to 

completely evacuate the uterus, uterine perforation, infection, 

bleeding and cervical laceration.20 

Manual vacuum aspiration is a measure which can greatly 

contribute to the reduction of maternal mortality and 

morbidities.21,23  It is appropriate for use in many different clinical 

settings, does not require lengthy training for proper operation, and 

has yielded both high patient and provider satisfaction8,24. Also the 

mid- level health care providers such as Midwives, clinical 

officers, nurse practitioners and physician assistant can perform 

MVA procedures safely and effectively in a range of health care 

settings25,26,27,28. 

Justification of Study 

Manual vacuum aspiration has been in use for management of 

incomplete miscarriage and elective termination of early pregnancy 

with varying reports on its safety and efficacy. 

It is an important/useful tool in management of early abortions 

complications. Thus clear provider knowledge of the indications 

and possible procedure associated complications is necessary in a 

resource poor setting like ours. Thus the impulse motivating this 

study. 

Aim 

To determine the main indication of manual vacuum aspiration and 

outcome of the procedure in Federal Teaching Hospital Abakaliki. 

Objectives  

1. To evaluate the indications for use of manual vacuum 

aspiration in FETHA. 

2. To document the complications and any other problems 

arising from its use. 

Literature Review 

Vacuuming as a means of removing the uterine contents was 

pioneered in 1958 by Drs Wu Yuantai and Wu Xianzhen in 

china.13 Dorothae Kerslake introduced the method into the United 

Kingdom in 1967 and published a study in United States that 

further spread the technique.14.  The technique was refined in early 

1970’s by Harvey Karman with the development of the Karman 

cannula13,14. A high efficacy of Vacuum aspiration with success 

rate between 95-100% has been reported in various trials4,5. 

A study by Isa  et al showed that MVA was commonly performed 

on women aged 20-34years in 75.4% .7  This was similar to reports 

from Nguru and Jos29,30 were most of the patient were in their 

active reproductive period. The same similarities , though of lower 

age group was  noted in a study by Tekle et al, where the women 

were aged between 17-25years with mean age of 24years.22   Also 

in a study by Ojiyi et al noted age range between 26-30years and 

mean age of 24years.31 

Large proportion of patient who had MVA were married (96.1%)7 

while 3.9%7 of them were single as noted in a study by Isa  et al. 

This is because many women who are not married go to private 



 ISAR J Med Pharm Sci; Vol-3, Iss-8, 2025 

 

3 
 

clinic for treatment. A similar finding was noted in USA where 

19% of women aged 27-30years failed to report their abortion.23  

This differs from a study by Tekle et al in which 73.2% of women 

who had MVA in their study where single22. 

Grandmutiparity accounted for highest number of cases who had 

MVA (53.1%)31 in a study by Ojiyi et al. This was similar in a 

study by Kullima et al, where grandmultiparity was noted to be 

highest as well (53.4%)29. But differs in a study by Millingos et al 

where nulliparous women was noted highest in their results 

(38%)20. Also in a study by Tekle et al where most women who 

had MVA were primigravida (54.9%)22. 

MVA with the use of Karma’s syringe has been advocated for use 

for early pregnancy loss less than 12weeks gestation; use in more 

than 12weeks has been associated with incomplete evacuation and 

tendency of uterine perforation by fetal bony parts7. Most of the 

manual vacuum aspiration was carried out at the gestational ages 

between 7-12weeks in 88%7 and below 7weeks in 5.2%7 in a study 

by Isa et al. This was similar to the studies done by Kullima et al 

and Ojiyi et al where the procedures were done at the gestational 

ages of between 9-11weeks 29 and 9-10weeks31 respectively. This 

differs in a study by Tekle et al where they noted that MVA can be 

used to treat incomplete abortion of uterine size up to 15 weeks of 

gestation safely22. A study by Isa et al showed that most of the 

women who had MVA presented with complaints of bleeding per 

vaginam in 94.6%7 and lower abdominal pain in  0.4%7 of cases. 

This finding was consistent with the previous study by Begun et 

al23.  

The purpose of pain control is to ensure that the women suffer the 

minimum of anxiety and discomfort as well as the least risk to her 

health22. In a study by Tekle et al, paracervical block with 

lignocaine is widely used to ease cervical pain during MVA22. This 

is because the majority of pain carrying fibres from the uterus and 

cervix pass through the paracervical tissue22. Hence paracervical 

block with lignocaine will relieve pain during the manipulation22. 

This differs in a study by Isa et al where intramuscular pentazocine 

(30mg) was used alone in 96.4%7 and in combination with 

intramuscular paracetamol in 3.6%7 to achieve sedation during the 

procedure. This was also a common practice noted in a study by 

Kulliman et al29 and Mutihir et al30 where intramuscular 

pentazocine was utilized to achieve sedation in 60.3%29 and 

85.3%30 respectively. Also Mac Isaac et al noted that paracervical 

block combined with oral non- steroidal anti- inflammatory agents 

provides satisfactory pain relief for most women undergoing 

manual vacuum aspiration32.  Alternatively, some women, 

especially those who are anxious, may prefer intravenous sedation 

analgesia as noted by Dalton et al33. However there is no clear 

consensus as to whether intravenous sedation analgesia is clinically 

helpful33. 

Studies have shown that vast majority of MVA procedures are 

performed due to incomplete miscarriage. This was noted in a 

study by Kullima et al in which incomplete miscarriage was 88%29 

and check MVA for complete and missed miscarriage was 

12.0%29. Also in a study by Mutihir et al, noted incomplete 

miscarriage to be 85.3%, missed miscarriage -7.8% and evacuation 

of molar pregnancy- 6.2% as indications for MVA30. Similar 

finding was noted in a study by Ojiyi et al in which incomplete 

miscarriage-75.6% was the commonest indications for MVA31 .In a 

study by Isa et al4, the following indications for MVA were noted, 

incomplete miscarriage -88.1%, missed miscarriage -7.3%, 

retained product of conception after term delivery-0.6%, 

dysfunctional uterine bleeding -2.8% and molar pregnancy – 1.2%. 

Incomplete miscarriage was also noted as the commonest 

indication for MVA in their study7. This differs from Millingos et 

al findings of early fetal demise -75.5% as the commonest 

indication for MVA while failed medical treatment and incomplete 

miscarriage as an indication for MVA were noted to be 13.5% and 

11% respectively20. This means that the use of MVA is dependent 

on the type of miscarriage prevalent in each institution. 

Minor complication arising from surgical uterine evacuation has 

been reported in 0.7-2% of cases4,17.  Findings from Millingos et al 

showed incomplete evacuation rate of 4.89%, repeat surgical 

evacuation of 3.26% but no uterine perforation and heavy bleeding 

was noted as a complication of MVA20. The higher rate of 

incomplete evacuation was attributed to increased number of 

MVA’s performed by Junior Residents and the unfamiliarity of 

some of them with the procedure20. Similar findings were noted by 

Greenslade et al where 2-3% of incomplete evacuation was noted4. 

This differs from Tekle et al findings that noted pain as 

complication of MVA22. The pain was described to be diffuse 

lower abdominal pain with cramping and deep intense pain. The 

diffuse lower abdominal pain with cramping arises from movement 

of uterus, scrapping of uterine wall and uterine muscle contraction 

related to emptying of uterine carvity22.  The deep intense pain 

occurs following cervical dilatation and stimulation of internal 

cervical os22. Findings from Ojiyi et al noted genital tract bleeding 

(46.4%) as the commonest complication of MVA31.  

MVA is an effective alternative to conventional suction curettage, 

avoiding general anaesthesia and need for access to theatre20. 

Complications such as uterine perforation, bleeding and retained 

products of conception are minimal20. Thus, safe, easily performed 

and possibly cost effective procedure, with advantage for both 

patient and the health care system7,20. Because the office based 

treatment reduces cost for both client and the health system, makes 

it possible for the women to avoid operating suite, substantially 

decreases waiting time and enables women to return home 

sooner33. 

Materials and Method 

Study Design 

This was a retrospective descriptive study on indication and 

outcome of manual vacuum aspiration in AEFUTHA over the last 

4years. The case files of all patients who underwent MVA in 

Federal Teaching Hospital Abakaliki, Ebonyi State from 

1st January 2020 to 31st December 2023 were retrieved from the 

Medical Records Department, Gynaecology emergency, 

Gynaecology ward, Gynaecology Clinic, Operation Theatre of 

Alex Ekwueme Federal University Teaching Hospital Abakaliki 

(AEFUTHA). 

Data Collection 

Data collection was done using a pre-designed proforma.   The data 

was extracted into a study proforma focusing on socio-

demographic characteristics such as age, marital status, parity, 

clinical presentation, gestational age, analgesic method used, 

indications and complications. 
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Data Analysis 

Data analysis was done using Epi info software (7.2.1 CDC Atlanta 

Georgia). The result was expressed as frequency tables, 

percentages, mean and standard deviation. Association between 

categorical data was analyzed using  X2 , with a p- value < 0.05 

considered statistically significant.  

Ethical Considerations 

Permission to carry out this research was sought and obtained from 

the Research and Ethics Committee of the Federal Teaching 

Hospital Abakaliki. 

Results 

Between 1st January 2012 to December 31st 2015,  512 case files 

of patient who underwent manual vacuum aspiration were 

retrieved. 12 of the case files do not have complete information 

needed for the studies.  Hence 500 case files of  patients who had 

Manual Vacuum Aspiration were studied. The retrieval rate (R)  is 

shown below: 

R = 500/512 x 100%. = 97.7%. 

The participant’s characteristics are noted in table 1. 

Age:  The age range of patient was 15-45years, with most of the 

patients 162(32.4%) being 25-29years. The mean age was 28.56± 

3.35years. 

Marital status: Majority of the patients were married 440(88.0%), 

only 60(12%) of them were single. 

Parity:  Majority of the patients were primigravida 229(45%) and 

least was grandmultipara’s 40 (8.0%). 

Gestational age: Most of the patients 230 (46.0%) had the 

procedure at 7-9weeks of gestation, 228(45.6%) of the patients had 

the procedure between 10-12weeks gestation, while at less than 

7weeks and greater than 12weeks gestation, the rate were at 32 

(6.4%) and 10 (2.0%) respectively. 

Presenting complaints: Majority of the patients presented with 

bleeding per vagina at a rate of 49.6%, while the least had a 

complaint not stated at a rate of 7.2%. Those that had both lower 

abdominal pain and bleeding per vagina were 170 (34.0%). While 

patient with complaints of lower abdominal pain alone were 

46(9.2%). 

Indications for MVA: The indications for MVA were incomplete 

miscarriage at a rate of 420 (84.0%), missed miscarriage at 

43(8.6%), secondary postpartum haemorrhage due to retained 

product of conception after a term delivery at 18 (3.6%), 

dysfunctional uterine bleeding at 10(2.0%) and molar pregnancy at 

9(1.8%) as shown in table 3. 

Analgesics method used: Majority of the patient had pentazocine 

and diazepam 244(48.8%) as a form of analgesics, this was 

followed by pentazocine alone 189(37.8%). Other patients had 

pentazocine and paracetamol at 32 (6.4%), pentazocine and 

ibuprofen at 33(6.6%), paracervical block with lignocaine at 2 

(0.4%) but none of the patient had paracervical block with 

lignocaine and ibuprofen as shown in table 4. 

Complications of MVA: Pain was noted as the commonest 

complication of MVA at a rate of 340(68.0%), and the least 

complication was uterine perforation at 3(0.6%). Other 

complications noted were bleeding 59(11.8%), infection 53 

(10.6%) and incomplete evacuation at 38(7.6%). However 7(1.4%) 

of the patients had no form of complications as shown in table 4. 

One of the patient who had uterine perforation had an imediate 

exploratory laparotomy and uterine repair, due to continous vaginal 

bleeding and detoriorating vital signs. Recieved intravenous 

antibiotics and 2units of whole blood. Had satisfactory wound 

healing and was discharged on 7th post operative day for follow up 

in clinic. The other two patients were managed conservtively with 

monitoring of vital signs, blood loss per vagina and intravenous 

antibiotics and fluids while on admission. With stable vital signs 

and absent bleeding per vagina within 3days, she was discharged 

for follow up in clinic. 

Table 1:  Age Distribution, Marital Status and Parity 

Age Frequency Percentage 

15-19 14 2.8 

20-24 118 23.6 

25-29 162 32.4 

30-34 126 25.2 

35-39 64 12.8 

>40 16 3.2 

Total 500 100.0 

Marital status Frequency Percentage 

Married 440 88.0 

Single 60 12.0 

Total 500 100.0 

Parity Frequency Percentage 

0-1 229 45.8 

2-3 190 38.0 

4-5 41 8.2 

>5 40 8.0 

Total 500 100.0 

 

Table 2: Gestational Age, Presenting Complaints. 

GESTATIONAL AGE Frequency Percentage 

<7 32 6.4 

7-9 230 46.0 

10-12 228 45.6 

>12 10 2.0 

Total 500 100.0 

PRESENTING COMPLAINTS Frequency Percentage 

Bleeding per vagina 248 49.6 

Lower abdominal pain 46 9.2 

Vaginal bleeding & lower abdominal 

pain 

170 34.o 

Not stated 36 7.2 

Total 500 100.0 
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Table 3:  Indications for Manual Vacuum Aspiration. 

Table 4: Analgesics and Complications of MVA 

        ANALGESICS Frequency Percentage 

 Paracervical block with lignocaine  2 0.4    

  Pentazocine 189 37.8 

 Pentazocine & Paracetamol 32 6.4 

 Pentazocine & Ibuprofen 33 6.6 

 Pentazocine& Diazepam 244 48.8 

   Total 500 100.0 

 

COMPLICATIONS  Frequency Percentage 

 PAIN 340 68.0 

 INCOMPLETE EVACUATION 38 7.6 

 INFECTION 53 10.6 

 UTERINE PERFORATION 3 0.6 

 BLEEDING 59 11.8 

 NONE 7 1.4 

 Total 500 100.0 

 

 

 

 

Discussions  

Many patients with early pregnancy loss are unwilling to undergo 

expectant management or misopostol treatment and therefore 

surgical treatment is performed6. Surgical treatment can be 

performed by manual vacuum aspiration (MVA), electrical vacuum 

aspiration (EVA) or by dilatation and curettage6. The World Health 

Organization (WHO) recommends MVA as a preferred method of 

uterine evacuation8. 

From our study MVA was commonly performed on women aged 

25-29years with mean age of 28.56± 3.35 years at 32.4%. This was 

similar to reports from Nguru and Jos29,30 were most of the patient 

were in their active reproductive period and also in  a study by Isa  

et al and Ojiyi et al that had an age range of  20-34years in 75.4% 7 

and 26-30 years with  mean age of 24 years31  respectively.  The 

same similarities , though of lower age group was  noted in a study 

by Tekle et al, where the women were aged between 17-25 years 

with mean age of 24 years.22    

Findings in our study showed that large proportion of patient who 

had MVA was married (88.0%) while 12% were single. This was 

similar to findings by Isa et al were (96.1%)7 were married while 

3.9%7 of them were single. This was supported by the fact that 

many women who are not married go to private clinic for 

COMPLICATIONS OF MVA AMONG THE 
PARTICIPANTS.  

Uterine perforation Pain Incomplete evacuation Infection Bleeding None

INDICATIONS Frequency Percentage 

 INCOMPLETE ABORTION 420 84.0 

 MISSED ABORTION 43 8.6 

 
DYSFUNTIONAL UTERINE 

BLEEDING 
10 2.0 

 MOLAR PREGNANCY 9 1.8 

 
SECONDARY POSTPARTUM 

HAEMORRHAGE 
18 3.6 

 Total 500 100.0 
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treatment.  This differs from a study by Tekle et al in which 73.2% 

of women who had MVA in their study where single22. 

Primigravida 229(45%) accounted for highest number of cases who 

had MVA and least was grandmultipara’s 40 (8.0%). This was 

similar in a study by Millingos et al and Tekle et al where 

nulliparous and primigravida were noted highest in their results at 

(38%)20 and  (54.9%)22 respectively. But differs in a study by Ojiyi 

et al and Kullima et al were grandmultiparity were noted highest at 

(53.1%)31 and  (53.4%)29 respectively. 

MVA with the use of Karma’s syringe has been advocated for use 

for early pregnancy loss less than 12weeks gestation; use in more 

than 12weeks has been associated with incomplete evacuation and 

tendency of uterine perforation by fetal bony parts7. This supported 

the reduced rate of uterine perforation and incomplete evacuation 

noted in our studies as most of the MVA was done between 7-

9weeks at 46.0%. This was similar in studies by Isa et al, Kullima 

et al and Ojiyi et al where the procedures were done at the 

gestational ages of between 7-12weeks in 88%7, 9-11weeks 29 and 

9-10weeks31 respectively. But differs in a study by Tekle et al 

where they noted that MVA can be used to treat incomplete 

abortion of uterine size up to 15 weeks of gestation safely22. 

The study showed that majority of the women presented with 

complaints of bleeding per vagina at 49.6% and lower abdominal 

pain at 9.2%. Least of the women had their complaints not stated at 

7.2%.   This was similar to other studies by Isa et al7 and Begun et 

al23.  Where  Isa et al7 noted that most of the women who had 

MVA presented with complaints of bleeding per vaginam in 

94.6%7 and lower abdominal pain in  0.4%7 of cases.  

Studies have shown that vast majority of MVA procedures are 

performed due to incomplete miscarriage. This was noted in our 

study were incomplete miscarriage was 84.0%, missed miscarriage 

was 8.6%, dysfunctional uterine bleeding was 2.0%, molar 

pregnancy was 1.8% and secondary post partum haemorrhage due 

to retained product of conception after term delivery at 3.6%. 

Similar findings were noted in varied other studies 4,7,29,30,31. This 

differs from Millingos et al findings of early fetal demise -75.5% 

as the commonest indication for MVA while failed medical 

treatment and incomplete miscarriage as an indication for MVA 

were noted to be 13.5% and 11% respectively20. 

The purpose of pain control is to ensure that the women suffer the 

minimum of anxiety and discomfort as well as the least risk to her 

health22. Findings in our study showed that pentazocine and 

diazepam was the commonest method of analgesics at 48.8%.  This 

differs from other studies by Tekle et al were paracervical block 

with lignocaine is widely used to ease cervical pain during MVA22 

and in Isa et al where intramuscular pentazocine (30mg) was used 

alone in 96.4%7 and in combination with intramuscular 

paracetamol in 3.6%7 to achieve sedation during the procedure. 

This was also a common practice noted in a study by Kulliman et 

al29 and Mutihir et al30 where intramuscular pentazocine was 

utilized to achieve sedation in 60.3%29 and 85.3%30 respectively. 

Also Mac Isaac et al noted that paracervical block combined with 

oral non- steroidal anti- inflammatory agents provides satisfactory 

pain relief for most women undergoing manual vacuum 

aspiration32.  Alternatively, some women, especially those who are 

anxious, may prefer intravenous sedation analgesia as noted by 

Dalton et al33. However there is no clear consensus as to whether 

intravenous sedation analgesia is clinically helpful33. 

Minor complication arising from surgical uterine evacuation has 

been reported in 0.7-2% of cases4,17. Findings from our study noted 

pain as the commonest complication at 68.0%, followed by 

bleeding at 11.8%.  Other complications noted in the study include 

infection (10.6%), incomplete uterine evacuation (7.6%) and 

uterine perforation at 0.6%. However, 1.4% 0f the patient had no 

form of complications noted. This was similar to Tekle et al 

findings that noted pain as commonest complication of MVA22. 

But differs from other varied studies by Millingos et al, Greenslade 

et al and Ojiyi et al that noted incomplete evacuation(4.89%), 

incomplete evacuation (2-3%) and genital tract bleeding (46.4%) 

as the commonest complication of MVA4,20,31 respectively. 

Conclusion 

MVA is an effective alternative to conventional suction curettage, 

avoiding general anaesthesia and need for access to theatre20. 

Complications such as uterine perforation, bleeding and retained 

products of conception are minimal20. Thus, safe, easily performed 

and possibly cost effective procedure, with advantage for both 

patient and the health care system7,20. Because the office based 

treatment reduces cost for both client and the health system, makes 

it possible for the women to avoid operating suite, substantially 

decreases waiting time and enables women to return home 

sooner.33  
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