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Abstract:

To measure how much influence Paracervical Block as a local anaesthetic is compared
with the intracervical block in the management of pain, dilatation and curettage in
patients with an incomplete abortion. This study is an experimental study with a
randomized clinical trial design that compares the effectiveness of paracervical blocks
and intracervical blocks as local anaesthetics in the management of dilated pain and
curettage in patients with an incomplete abortion. There was no difference in age
distribution, education, parity and history of abortion between the two groups. There
was no significant difference in the mean systolic and diastolic blood pressures before
curettage, after curettage and 30 minutes after curettage in both groups. There was no
significant difference in the mean pulse frequency before curettage, after curettage and
30 minutes after curettage in the Paracervical Block group (p = 0.830), but there was a
significant difference in the intracervical block group (p = 0.032). There were no side
effects between the two groups. There was a difference in the degree of pain between
Paracervical Block and Intracervical Block as a local anaesthetic in the management
of pain during dilation and curettage procedures in patients with incomplete abortion
(p = 0.000). The paracervical block has shown greater effectiveness in pain
management during dilation and curettage procedures in incomplete abortion than the
intracervical block. Both techniques are safe to perform as local anaesthetics in
dilation and curettage in incomplete abortion.
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1. INTRODUCTION

Not all pregnancies can go well, of all conceptions only about 50-60% can pass 20
weeks of gestation, and 75% of abortions occur due to implantation failure [1]. The
cause of abortion itself is not fully known, according to Hempstock, about 40% of
cases of abortion have no known cause, especially recurrent abortions. Meanwhile,
other cases are associated with chromosomal abnormalities, endocrine factors,
infectious factors, immunological factors and uterine anatomical abnormalities [1; 2].
In Indonesia, it is estimated that there are 5 million pregnancies per year, of which
10% -15% (500,000 to 750,000) experience abortions every year. In all cases of
abortion Jauniaux and Burton found two-thirds of cases (66%) had placentation
defects.

Meanwhile, abnormalities of the placental villi in 50% -60% of abortion cases [1; 2;
3]. The principle of management of abortion is the emptying of the remaining
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conception from the uterine cavity, one way by dilatation and curettage. Pain in the
abortion occurs due to tissue damage in the uterine cavity and uterine contractions to
expel the product of conception. This pain increases or returns when the uterine cavity
is emptied [4; 5; 6].

Recent studies report, 97% of women feel pain ranging from mild to severe intensity
during and after the abortion. Measures to prevent or relieve pain associated with this
abortion can be done with general anaesthesia or local anaesthesia [7; 8]. General
anaesthesia causes loss of consciousness and loss of feeling and sensation. The use of
general anaesthesia, including intravenous anaesthesia, is widely used routinely in
abortion curettage, but general anaesthesia is closely associated with increased
bleeding, uterine trauma, and death, due to hypoventilation and respiratory depression.
A significantly higher incidence of bleeding, uterine perforation, intra-abdominal
bleeding, and wounds to the cervix under general anaesthesia than with local
anaesthetics [3; 9]. Survey conducted by the National Abortion Federation at clinics in
the United States found only 10% used general anaesthesia and 58% used local
anaesthetics with or without oral premedication and 32% used intravenous sedation
with local anaesthetics [10; 11].

The use of local anaesthetics such as paracervical block acts on the peripheral nerve
endings surrounding the cervix and cervical canal. In contrast, intracervical block acts
as a mechanical infiltration anaesthetic, thereby inhibiting nerve impulses, and this
action will significantly reduce pain due to cervical stretching or movements of the
cannula [11; 12]. Paracervical block used to be often used in association with pain
during one labour, but many reports suggest the occurrence of bradycardia in infants
although only temporarily. In incomplete abortion dilatation and curettage, a
paracervical block is ideal, although care must be taken not to pierce the blood vessels
so that the drug enters the blood circulation, whereas intracervical block is safer [4; 9;
11]. Based on the background above, the authors wish to conduct research to
determine the significant differences in the effectiveness of paracervical and
intracervical blocks in overcoming the pain of dilation and curettage in incomplete
abortion.

2. LITERATURE REVIEW

Abortion is the end of a pregnancy before the fetus can live outside the womb, or
before the pregnancy is 20 weeks (counting from the first day of the last menstrual
period), or the fetus weighs less than 500 grams [1]. Several other definitions of
abortion, among others, abortion as the termination of pregnancy before the
gestational age reaches 16 weeks in which placentation has not been completed [1;
13]. Eastman stated that abortion is a condition in which a pregnancy is terminated
when the fetus is unable to survive alone outside the uterus, weighing between 400-
1000 grams or when gestational age is less than 28 weeks [1; 13]. In 1977 WHO
defined abortion as the release of the fetus. From a uterus weighing less than 500 g, or
20-22 weeks' gestation [13; 14].
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In Indonesia, it is estimated that spontaneous abortion occurs in about 10-15% of
pregnancies. According to official WHO data, abortion is reported to occur in 10% of
all pregnancies. More than 80% of spontaneous abortions occur in the first trimester of
pregnancy, and this rate decreases markedly after that [15; 16]. At least half of
spontaneous abortions that occur in the first trimester are due to chromosomal
abnormalities, and these causes are markedly decreased after that. If the first abortion
is due to a chromosomal abnormality, the probability of a second abortion for the same
reason increases to 80% [17; 18]. Chromosomal abnormalities more often cause
spontaneous abortion experienced in the first trimester of pregnancy (50-60%),
followed by endocrine factors (10-15%), incompetent cervical factors (8-15%),
immunology and infections (3-5%), as well as uterine abnormalities (1-3%) [19; 20].
A spontaneous abortion that occurs in the second trimester is more often caused by
maternal factors such as increased parity, increasing maternal age, poor maternal
general and nutritional conditions, trauma factors, toxic factors and other conditions
[18; 21]. The clinical-stage of abortion is divided into 4 parts, such as: a) Imminent
Abortion (Threatened Abortion); b) Inevitable Abortion; c) Complete Abortion, and d)
Complete Abortion [1; 12; 13; 14].

Management of Incomplete Abortion - In incomplete abortion, the excretion of the
remaining products of conception must be done immediately, with dilation and
curettage measures. This procedure is a series of processes that release tissue adhering
to the wall of the uterine cavity. One way is to dilate the cervix with fresh plugs and
release the tissue with a curette spoon that is inserted into the uterine cavity. The
curette spoon will remove the tissue using a systematic scraping technique [22].
Curettage techniques can be done using a sharp curettage spoon or suction curettage.
The Sims speculum was inserted, and antiseptic with povidone-iodine was placed on
the cervix, then the anterior cervix was clamped with a tenaculum. If necessary,
dilation of the cervix with Hegar plugs can be performed until a curette spoon or
suction cannula of the desired diameter can be inserted. Before the curettage spoon or
cannula is inserted to perform curettage, conduct a sondage to measure the depth of
the uterus and the inclination of the uterine cavity, then the curette spoon or cannula is
moved towards the fundus and back towards the cervical ostium, this is done rotating
clockwise to cover the entire surface of the uterine cavity. Uterine perforation may
occur, so it is best if this procedure is done by holding a Hegar spark plug or a curette
spoon using only the thumb and index finger. The curettage procedure can lead to
complications such as uterine perforation, cervical laceration, bleeding, and infection
[23].

Pain is an experience of unpleasant feelings and emotions related to actual or potential
damage to tissue. Every human being responds to pain through previous experiences
in his life [24; 25]. Pain in the organs of the pelvic area, especially in the genital tract
area, is transmitted through the sympathetic nervous system and partly through the
parasympathetic system. The action of the sympathetic nerves causes contraction and
vasoconstriction. On the other hand, the action of the parasympathetic nerves prevents
contraction and causes vasodilation. Hence its effect on the uterus, namely the
sympathetic nerve maintains uterine tone, whereas the parasympathetic nerve prevents
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uterine contractions, thus inhibiting uterine tone [26; 27]. The effects of these two
types of innervation cause intermittent uterine contractions. The series of sympathetic
nerves in the pelvic region consists of three sequences, namely the sacral chain, the
superior hypogastric plexus and the inferior hypogastric plexus [11; 25; 27]. The
sympathetic nervous system enters the pelvic cavity as the superior hypogastric plexus
(presacral nerve) and through the promontory continues downward as the inferior
hypogastric nerve (inferior hypogastric plexus) and Frankenhauser's plexus
(uterovaginal plexus) [28; 29]. Pain that is transmitted through the superior
hypogastric plexus is transmitted through the lower thoracic, and lumbar chains, to
then be transmitted through the spinal nerves to the brain. The superior hypogastric
plexus receives most of the duct pain from the internal genital tract, especially the
uterus and cervix [30; 31].

Medulla spinalis — — —=
T10

/T
/ /12
1/ AL
1/ 2
fl /,'_ L3
/
i [ Le
Rr. communicantes - | Il e
~ocdlf f s1
N f s2 %,
[ I‘ S3\
R. interganglionaris . _ ‘H\ (| \S&\\ _~ Radices
~ },‘{ SR\ \ | ~  anteriores
(N T (S2-8§)
Plexus ovaricus - ¥y Sk “'\\/V""
Plexus hypogastricus —. & ',?{ \ \ /
superior Q \ M A E
Ganglia trunci — _ AN - \* \‘, ‘
sympathici p atanl YNR i\
A. ovarica — __ N4 ¥I> “
N | "W
\ ||}
N. hypogastricus — _ _ ¥ ‘*\\;'\L Wi
. P, '\ ; Tuba uterina [Salpinx]
== - \ ’ e
) 4,/’ \; [ > — Ovarium

£ " X \)Y 7 Wl e o
/ 4 ’ 4 _ 1 ] . P
f § o - T : I \\ e ’, Z % ‘:5
@ = \};u L g "
j - p— - < ]

LN il B~~~ } &)
N S i \ - ) b
e N S AN
" -7 AR i
Plexus hypogastricus inferior O\ N
Plexus uterovaginalis* ~ o “A
\ A\ % = ——— N.sacralis [S1
N. vaginalis —— 1 — @\ ]
=SS — — Ganglia pelvica
- s:!r;glia pe{;‘u_:a, > \*;:;5 W Radix parasympathica
. ix mpathica ~ S Nn. spl
[Nn. splanchnic! pelvici)-* ,_‘\‘h\ \\\ ) [Nn. splanchnici pelvici]
Clitoris ——Z 8N, 'ié\)g\ /

— ——— Plexus sacralis

Labium minus pudendi — — /7~~~ N. pudendus

(Introitus vaginae) — —uit 27~ —— Nn. labiales posteriores

Figure 1 Uterus and Vaginal Innervation (Green Sympathetic Nervous System,
Yellow Parasympathetic Nervous System) [28]

The parasympathetic nervous system is located in the pelvis on the left and right of the
sacral os, which originates from the sacral nerve chains 2, 3 and 4, which then become
the splanchnic nerves (nerves erigente) and join the Frankenhauser plexus. The
Frankenhauser plexus consists of large and small ganglions located primarily at the
base of the Sacro uterine ligament. In the Frankenhauser plexus, sympathetic and
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parasympathetic fibres can be found. Paracervical block (PCB) is a local anaesthetic
procedure by injecting an anaesthetic drug into the right and left lateral vaginal fornix
into the paracervical tissue [32]. Many nerve block methods for pain management can
be chosen, such as paracervical block, caudal block, lumbar sympathetic block, spinal
block, epidural block T10 to L1 segment, T10 to L1 paravertebral block, 2, 3, 4 sacral
nerve fibre blocks and pudendal block. PCB anaesthesia, blocking sensory nerve fibres
as high as thoracic 10,11,12 and lumbar 1 [33; 34]. In curettage without paracervical
block, will stimulate pain where the pain impulses follow the sensory nerve fibres
accompanying the sympathetic nerve endings, through the paracervical region, inferior
hypogastric plexus and superior hypogastric plexus to enter the lower lumbar and
thoracic sympathetic chains to the ramus junction. Nerves T10, T11, T12 and L1,
where they enter the dorsal spinal cord [31; 32; 33; 35].

This block reduces pain caused by uterine contractions and cervical stretching. The
key is to block the transmission originating from the inferior hypogastric plexus
known as the ganglion of the Frankenhauser plexus (uterovaginal plexus) which lies
just lateral to the border of the cervix and uterus [34; 35]. The use of local
anaesthetics, although considered safe compared to general anaesthesia, also carries a
risk of death, and is associated with post-abortion and convulsion febrile, when a toxic
dose of> 25 ml 2% lidocaine without epinephrine is administered via paracervical or
pudendal blocks [36; 37]. Berger's Joint Program for Study of Abortion (JPSA) study
reported that the incidence of seizures in abortion with local anaesthesia was 7 out of
19, 792 abortions using suction curettage or 3.5 per 10,000 abortions. Another study, 3
of 11,747 abortions with dilatation and second-trimester evacuation using the local
anaesthetic lidocaine [38; 39]. Because of the risk of toxicity from paracervical block
anaesthesia, the CDC in 1976 confirmed and determined that the maximum safe dose
of lidocaine for preventing toxicity in the blood was 90-100 mg. Under these
conditions, the total injection of lidocaine with a concentration of 1% (1g /100 ml =
10g /10 ml) was 10 ml, introduced as a protocol. After this regulation was introduced
and implemented, no more convulsions were reported [40; 41; 42].

In the lithotomy position, apply antiseptic to the perineum and vagina. Using a Sims
speculum, place two fingers of the right hand and point them directly toward the
lateral fornix of the right vagina. Insert the lowa Trumpet without a needle into the
lateral fornix of the right vagina, and allow it to enter as far as the lowa Trumpet can
be inserted so that the tip can adhere to the mucosa of the farthest lateral vaginal
fornix. Point the lowa Trumpet so that it can reach the 3 o'clock position. lowa
Trumpet to direct the needle and the depth of needle insertion to reduce the risk of
injury to the vagina. When the lowa Trumpet is in position, insert the needle through
the lowa Trumpet. The tip of the needle passes 5 mm from the tip of the Lowa
Trumpet and reaches the paracervical tissue. Before injection, perform an aspiration to
ensure that blood vessel is not involved. Then slowly inject 2.5 ml of local anaesthetic.
Repeat the above procedure at the 5 o'clock position. Then the action is transferred to
the reverse side. Change the hand used, so that the left-hand lies in the vagina when
injecting into the patient's left side. Repeat the procedure, injecting 2.5 ml of local
anesthetic at the 7 and 9 o'clock positions [43; 44; 45; 46].
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Intracervical block (ICB) is a local anaesthetic procedure by injecting an anaesthetic
directly into the cervix [11; 47]. In contrast to Paracervical Block, which acts by
blocking peripheral nerves, intracervical block acts as an infiltrative anaesthetic by
inflating the tissue, causing mechanical disturbances in nerve impulses [11]. In the
lithotomy position, apply antiseptic to the perineum and vagina. Using a Sims
speculum, point the syringe so that it reaches the cervix at 3 o'clock with a depth of
25-35 mm. Before injection, perform an aspiration to ensure that blood vessel is not
involved. Then slowly inject 2.5 ml of local anaesthetic. Repeat the above procedure
at 6, 9 and 12 o'clock positions [11; 45].

3. METHOD

This study is an experimental study with a randomized clinical trial design which was
conducted to measure how much influence Paracervical Block as a local anaesthetic in
the management of dilatation and curettage pain in patients with incomplete abortion,
compared to the effect of the intracervical block as a local anaesthetic in the treatment.
Pain in dilation and curettage in patients with an incomplete abortion. This research
was conducted and will be carried out by researchers at several teaching hospitals in
the Obstetrics and Gynecology Division FK4JSU, including RSUP H. Adam Malik,
RS. Haji Medan, RS. PTPN Il Tobacco Deli Medan, RS. Sundari, RS. KESDAM Tk. Il
BB Medan and Pirngadi Hospital Medan. The research time is planned to start in
October 2019 until the number of samples is met. The populations in this study were
all patients diagnosed with incomplete abortion, and a curettage would be performed
at RSUP H. Adam Malik, RS. Haji Medan, RS. PTPN Il Tobacco Deli Medan, RS.
Sundari, RS. KESDAM Tk. Il BB Medan, Pirngadi Hospital Medan and willing to take
part in the research. So the estimated sample size for each group is 29.93 = 30 people.

The analysis was performed using statistical tests with a significance level of p <0.05.
The statistical tests used in this study were the Chi-Square test, One Way Anova test,
and independent T-test. Chi-Square test was used to assess age distribution, education
level, parity, history of abortion, and to assess the distribution of pain degrees during
dilation and curettage procedures. The One Way Anova test was used to assess the
distribution of mean systolic blood pressure, diastolic blood pressure, and pulse rate
during dilation and curettage procedures. Independent T-test was used to assess the
ratio of mean systolic blood pressure, diastolic blood pressure, and pulse rate 30
minutes after the dilation and curettage procedure between local anaesthesia
Paracervical Block and Intracervical Block. The research data were processed and
analyzed using the statistical program SPSS ver. 15. This research was conducted on
research subjects who have met the research criteria. In this regard, research subjects
are asked for free consent in the form of informed consent, which explains the aims
and objectives of the research and the advantages and disadvantages of participating in
research. If there is a side effect on the research subject, treatment will be immediately
carried out at the expense of the researcher. The FK-UKI Health Research Ethics
Committee has approved the research proposal with No.60/Research Ethics/FK
UKI/2019.
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4. RESULT AND DISCUSSION

This study was divided into two groups, namely the Paraservical Block group and the
intracervical group, each of which consisted of 30 people. With randomization, 30
people were included in the group that received Paracervical Block local anaesthesia,
and 30 people were included in the group that received intracervical block local
anaesthesia. During the dilation and curettage procedures, the time varies with the
fastest time from 15 minutes to the longest 25 minutes. The research results are as
follows:

Table 1 Distribution of Age, Education Level, Parity and Abortion History of
Incomplete Abortion Patients who were Treated with Dilatation and Curettage
with Paracervical Block and Intracervical Block Anesthesia

Characteristics Paraservical Block Intraservical Block Total Value of
N; (30) % N, (30) % N3 (30) | % p*
. Age (year)
> 20 2 6,7 0 0 2 3,3 0,105
21-35 25 83,3 21 70 46 76,7
> 35 3 10 9 30 12 20
. Education
Primary 0 0 0 0 0 0 0,735
Junior High School 3 10 5 16,7 8 13,3
Senior High School 21 70 20 66,7 41 98,3
Higher Education 6 20 5 16,7 11 18,3
. Parity
0-1 17 56,7 14 46,7 31 51,7 0,394
2-4 12 40 16 53,3 28 46,7
>5 1 3,3 0 0 1 1,7
. History of Abortus
0 19 63,3 17 56,7 36 60 0,206
1 11 36,7 10 33,3 21 35
>2 0 0 0 10 3 5,0

* Chi-Square test

The results of the largest age group in this study were 46 people (76.7%). By using the
Chi-Square test, the value of p = 0.105 was obtained. It means that the age distribution
of the two groups Paracervical Block and Intracervical Block did not show a
significant difference (p> 0.05). The result of the highest education group in this study
was SMA as many as 41 people (68.3%). By using the Chi-Square test, the value of p
= 0.735 was obtained. It means that the level of education in the two groups of
Paracervical Block and Intracervical Block did not show a significant difference (p>
0.05). The most parity group result in this study was the group with a parity of 0-1 as
many as 31 people (51.7%). By using the Chi-Square test, the value of p = 0.394 was
obtained. It means that the parity of the two groups Paracervical Block and
Intracervical Block did not show a significant difference (p > 0.05). The group result
with the highest history of abortion was the group with abortion history 0 as many as
36 people (60.0%). By using the Chi-Square test, the p-value was obtained = 0.206. It
means that the history of abortion between the two groups Paracervical Block and
Intracervical Block did not show a significant difference (p > 0.05).
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Table 2 Distribution of Mean Systolic Blood Pressure during Dilatation and
Curettage Procedures in Incomplete Abortion Patients with Paracervical Block
and Intracervical Block Before Curettage, After Curettage and 30 Minutes After
Curettage

Mean Systolic Blood Pressure
30 Minutes after Value
Local Anestession Group Before Curettage After Curettage Curettage of
mean mean mean p*
mmHg) | % | (mHg | ° | (mmHg) | 5B
Praservical block (n; =30) 112,90 9,665 113,90 11,862 113,67 8,503 0,923
Intraservical block (n, =30) 113,47 9,926 118,60 10,197 115,03 6,228 0,081

* One Way Anova test

The results showed that the mean systolic BP before curettage was 112.90 (SB =
9.665), the mean systolic BP after curettage was 113.90 (SB = 11.862), and the mean
systolic BP 30 minutes after curettage was 113.67 (SB = 8,503). ). By using the One
Way ANOVA statistical test, there was no significant difference in the mean systolic
BP during the dilation and curettage procedure with Paracervical Block anaesthetic
where the value of p = 0.923 (p> 0.05). The results showed that the mean systolic BP
before curettage was 113.47 (SB = 9.926), the mean systolic BP after curettage was
118.60 (SB = 10.197), and the mean systolic BP 30 minutes after curettage was 115.03
(SB = 6.228). ). By using the One Way ANOVA statistical test, there was no
significant difference in the mean systolic BP during the dilation and curettage
procedure with intracervical block local anaesthesia where the value of p = 0.081 (p >
0.05). Comparison of the mean systolic BP 30 minutes after curettage between
Paracervical Block and intracervical block using the T-independent statistical test, the
results showed that there was no significant difference in the mean systolic BP 30
minutes after curettage between the two groups of local anaesthetics used where the p-
value = 0.480 (p > 0.05).

Table 3 Distribution of Mean Diastolic Blood Pressure during Dilatation and
Curettage Procedures in Incomplete Abortion Patients with Paracervical Block
and Intracervical Block Before Curettage, After Curettage and 30 Minutes After
Curettage

Mean Systolic Blood Pressure
30 Minutes after
Local Anestession Group Before Curettage After Curettage Curettage Vz;lfue
mean mean mean .
(mmHg) SB (mmHg) SB (mmHg) SB P
Praservical block (n; =30) 75,53 7,956 73,77 8,897 73,67 6,149 0,923
Intraservical block (n, =30) 74,67 7,150 78,63 8,471 75,83 5,305 0,090

* One Way Anova test

The results showed that the mean Diastolic BP before curettage was 75.53 (SB =
7.956), the mean Diastolic BP after curettage was 73.77 (SB = 8.897), and the mean
Diastolic BP 30 minutes after curettage was 73.67 (SB = 6.149). ). By using the One
Way ANOVA statistical test, there was no significant difference in the mean Diastolic
BP during the dilation and curettage procedure with Paracervical Block local
anaesthesia where the value of p = 0.923 (p> 0.05). The results showed that the mean
Diastolic BP before curettage was 74.67 (SB = 7.150), the mean Diastolic BP after
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curettage was 78.63 (SB = 8.471), and the mean Diastolic BP 30 minutes after
curettage was 75.83 (SB = 5.305). By using the One Way ANOVA statistical test,
there was no significant difference in the mean Diastolic BP during the dilation and
curettage procedure with Paracervical Block local anaesthesia where the value of p =
0.090 (p> 0.05). Comparison of the mean Diastolic BP 30 minutes after curettage
between Paracervical Block and Intracervical Block using the T-independent statistical
test, the results showed that there was no significant difference in the mean Diastolic
BP 30 minutes after curettage between the two groups of local anaesthesia used where
the p-value = 0.149 ( p> 0.05).

Table 4 Distribution of Mean Pulse Frequency during Dilation and Curettage
Procedures in Incomplete Abortion Patients with Paracervical Block and
Intracervical Block Before Curettage, After Curettage and 30 Minutes After
Curettage

Mean Systolic Blood Pressure
30 Minutes after
Local Anestession Group Before Curettage After Curettage Curettage Vz;lfue
mean mean mean .
(mmHg) SB (mmHg) SB (mmHg) SB P
Praservical block (n; =30) 87,43 14,175 88,90 11,862 87,13 9,449 | 0,830
Intraservical block (n, =30) 86,53 5,244 89,70 7,207 85,53 6,318 | 0,032

* One Way Anova test

The results showed that in local anaesthesia, the mean pulse frequency before
curettage was 87.43 (SB = 14.175), the mean pulse frequency after curettage was
88.90 (SB = 11.862), and the average pulse rate 30 minutes after curettage was 87.13
(SB =9.449 ). By using the One Way ANOVA statistical test, there was no significant
difference in the mean pulse frequency during the dilation and curettage procedure
with Paracervical Block local anaesthesia where the value of p = 0.830 (p> 0.05). The
results showed that in local anaesthesia, the mean pulse frequency before curettage
was 86.53 (SB = 5,244), the mean pulse frequency after curettage was 89.70 (SB =
7.207), and the mean pulse rate 30 minutes after curettage was 85.53 (SB = 6.318). By
using the One Way ANOVA statistical test, there was a significant difference in the
mean pulse frequency during the dilation and curettage procedure with Paracervical
Block local anaesthesia where the value of p = 0.032 (p <0.05). Comparison of the
mean pulse frequency 30 minutes after curettage between the paracervical block and
intracervical block using the independent T statistical test, the results showed that
there was no significant difference in the mean pulse frequency 30 minutes after
curettage between the two groups of local anaesthesia used where the p-value = 0.444
(p>0.05).
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Table 5 Distribution of Side Effects during Dilation and Curettage Procedures in
Incomplete Abortion Patients with Paracervical Block and Intracervical Block

. Praservical block Intraservical block
Side Effects 1130 % (30 %
No Side Effects 30 100 30 100
With Side Effects 0 0 0 0
Total 30 100 30 100

*Chi-Square Test

The results showed that both Paracervical Block and Intracervical Block were not
found to have any side effects during the dilation and curettage procedures. In the
study, Agostinl et al. Stated that no cardiovascular and central nervous system
disorders were found in manual vacuum aspiration for abortion using Paracervical
Block [32]. In the study, Mankowski et al. stated that there was no significant
difference in side effects in the two groups. The Paracervical Block group had one
person (0.75%) of vasovagal episodes, and one person (0.75%) had nausea and
vomiting in the Intracervical Block group. There was no bleeding and toxic events
[11]. In Allen et al.'s study, 6.66% of anxiety/anxiety was observed in abortions using
local anaesthesia (51), whereas Mankowski et al.'s study found 10.6% when using
Paracervical Block and Intra-Cervical Block [11].

Table 6 Distribution of Pain Degree during Dilation and Curettage Procedures in
Incompatible Abortion Patients with Paracervical Bioc and Intracervical Block

Degree Of Pain Praservical block Intraservical block Valu*e of
; ny(30 % n2(30 % P
Light 30 100 17 56,7
Moderate 0 0 13 433
Weight 0 0 0 0 0,000
Total 30 100 30 100

*Chi-Square Test

The results showed that the degree of mild pain was mostly found in the two groups of
local anaesthetics during the dilation and curettage procedure, wherein the
Paracervical Block group there were all 30 people (100%). In contrast, in the
intracervical block group, there were 17 people (56.7%), The degree of pain was
moderate in local anaesthesia in Intra cervical block as many as 13 people (43.3%).
There was no severe degree of pain in the two groups of local anaesthetics in either
Paracervical Block or Intracervical Block. By using the Chi-Square statistical test,
there was a significant difference in the degree of pain during the dilation and
curettage procedure between local anaesthesia Paracervical Block and intracervical
block where the value of p = 0.000 (p <0.05).
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5. CONCLUSION

There was no significant difference in the mean systolic and diastolic BP during the
dilatation and curettage procedures with local anaesthesia with paracervical block and
intracervical block. There was no significant difference in the mean pulse frequency
during dilatation and curettage procedures with Paracervical Block local anaesthesia.
There was a significant difference in the mean pulse frequency during dilation and
curettage procedures with intracervical block local anaesthesia. There were no side
effects during the dilatation and curettage procedures with local anaesthesia.
Paracervical Block or Intracervical Block. There was no significant difference in the
mean systolic BP, diastolic BP and pulse frequency at 30 minutes after curettage
between the two groups of local anaesthetics used. There is a significant difference in
the degree of pain between Paracervical Block and Intracervical Block as a local
anaesthetic in the management of pain during dilation and curettage procedures in
patients with an incomplete abortion. Local anaesthesia Paracervical block and
intracervical block can be used in the management of pain during dilation and
curettage procedures in patients with incompatible abortion. Paracervical block and
intracervical block local anaesthesia can be used as a standard procedure for dilatation
and curettage in incompatible abortion patients.
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