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The Adinkra symbols used throughout this report ate seen throughout Ghana n daily hfe Duafe (Dua Afe) the wooden comb 1s a symbol
of femimne consideration patience prudence and fondness Osiane Ne Nsormma the moon and stars repiesents faithfulness fondness
and benevolence  The moon 1s often regarded as a symbol of femimmty and the moon and stats symbolize the interdependence of women
and men i marnage Nkvinkyinmie twistings stands for toughness selfless devotion to services and an ability to withstand difficulties
Each 1s indwative of the courage and commitment of Ghanaians wotking to improve women's health throughout Ghana (Source A F
Quarcoo 1994 The Language of Adinkra Symbols Legon Ghana Sebewie Ventuies)



Ipas Mission Statement

Ipas works globally to improve womens lives through a focus on teproductive health Our work 1s
based on the principle that every woman has a night to the highest attainable standard of health to safe
reproductive choices and to high quality health cate We concentrate on preventing unsafe abortion
improving treatment of its complications and reducing its consequences We strive to empower women
by increasing access to services that enhance ther reproductive and sexual health
Ipas technologies training, research and technical assistance

* support the development of women-centered reproductive health policies

» improve the quality and sustainability of services,

* ensute the long-term availability of reproductive health technologies and

* promote womens active involvement in improving health care
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Unsafe Abortion
Morbidity and Mortality Worldwide

, whvewr n osumited 385 000 women worldwide
die from complictions relted to pregniney nd
childbirth: most importanty unsafe bortion hem-

orthige obstricted hibor sepsts nd hvpertensive disor
ders ' Ninety nine pereent of the women e trom Southern
or developing countres a full 40 percent reside n Atrican
countries  Millions more suffer the short and long term
consequences of such complications mncluding mfection
infertility and chromce pan

Unsafe abortion contributes significantly to the morbidity
and mortality of reproductive age women throughout the
world Globally 13 to 14 percent of all pregnancy-related
deaths (75 000 to 80 000 women) are attributable to unsafe
abortion while in some countries this figure nises to as high
as 60 percent Women hving i Southern countries partic-
ularly throughout Afnica experence the greatest nsk of
death as well as short and long-term morbidity from unsafe
abortion Yet unsafe abortion 1s one of the most easily pre-
ventable and treatable causes of maternal mortality and
morbichty

Unsafe abortion refers to

“ the termunation of pregnancy performed or treated
by untrained or unskilled persons Regardless of
whether an abortion 1s spontaneous or induced,
subsequent events and the care recerved determme
whether the abortion 15 safe or unsafe ™

Rask of Death from Unsafe Abortion*

Africa 1m 150
Asia 1m 250
Latim America 1m 800
Northern countries 1m 3700

Postabortion Care (PAC)

Postabortion care (PAC) 1s an approach for reducing
mortahty and morbidity from unsafe abortion and for meet
g the reproductive health needs of women treated for
abortion complications It mvolves strengthemng the capac-
1ty of health systems to offer and sustan a set of integrated
reproductive health services

& emeigency treatment for comphcations of abortion
@ postabortion family planming counseling and services and

# links between emetgency treatment and other 1eproductive
health services

By delivering these services to every woman treated for
abortion complications health care providers offer women
life saving care counseling about famuly planning and 1f
desired methods that will enible her to meet her reproduc
uve intentions nd other reproductive he alth services need
ed by the womn such as STI screening ind treament All
women treated for abortion complications should le ne
health care facihties with a better understanding of thar
health and wavs to prevent an unw inted pregnaina ind
repeat 1bortion




Midwives and PAC*

Throughout the world physicians working i urban-based
secondary- and tertiary-level hospitals traditionally have
been the only providers authonzed, tramed, and equipped
to treat complications of unsafe abortion, including incom-
plete abortion Thus situation limits womens access to safe
and comprehensive emergency care given the financial
geographic and social barners they may face n reaching a
hospital and obtaiming services

In response mternational support has mcreased m recent
years for expanding the shills base of midwives who are
more accesstble than physicians ind who work n a wide
varety of settings o that they ¢n provide comprehenstve
PAC services to women mn need

The World Health Orginizanion (WHOY UNICEF ind the
International Confederation of Midwives (ICM) have 1ssued
stitements and guidelines that call for the mcreased partica
pation of mdwives n the provision ot PAC services ®
Authonzing ind equipping midwives with the skalls and
technology to treat stabilize and refer women who experi-
ence bortion complications can help to reduce the hugh
rites of woruon relted mortalin ind morbidity prevalent
n countries throughout the world In addinion to providing
life saving emergency care midwives re 1 4 key position
to offer postabortion famuly plannming informanon and
methods and can hink women to other appropnate repro
ductive health services

FoMudwif  reders to 1 professtonal muidwate/nurse mudwate who has extensive
medical or nursing tramung, and works in a hospial helth center or prvate
maternity home It does not refer to a traditional midwafe or birth attendant
who hns learned from experience and from other traditional midwives

Decentralizing and Integrating
PAC Services m Ghana’ ®°

Since the 1994 International Conference on Population and
Development (ICPD), governments and health systems
have begun to recognize the central role that unsafe abor-
tion plays i maternal mortality and morbidity Few how
ever have incorporated strategles to address unsafe abor-
tion mto their reproductive health policies and Safe

Motherhood Programmes Ghana 1s one of the first coun-
tries to do so
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In March 1995 the Minustry of Health (MOH) of Ghana
began to implement 1ts Safe Motherhood Programme m an
effort to reduce the high level of maternal mortality in the
country Data from the 1993 Demographic and Health
Survey and the MOH estimate the maternal mortality ratio
at 214-740 per 100 000 live births and WHO documents
the ifetime risk of maternal death for Ghanaian women as
Imilgwem!

Ghanaian law regarding abortion allows registered physi-
cians n government hospitals or certified private hospitals
and clhinics to legally mduce an abortion under a varety of
circumstances including rape ncest or nsk to the physical
or mental health of a woman “ Despite these provisions
many women throughout the country continue to suffer
the consequences of unsafely induced abortion

Complicions resulung from unsife tbortion re 1 prnman
cse of maternal mortility: One hospital based study
reported that ibout 22 percent of Al maternal deaths re
the result of unsafe bortion ind a 1994 commumnque
ssued by the Ghin Medical Assoation (GMA) states that
unsile ibortion 15 presently the single highest contnbutor
to our high maternal mortality rate !

Communuts leaders 1o recognize that unsafe abortion has
1senous impact on women's helth 15 well 3 on the well
being of fimilies 1nd communitics One leder noted dur-
g m interview for the research summanzed 1n this report
thit when 1woman dies from unsife bortion economic
wtnvaties that the women do n the community will come
to 1standsull ind if the commumty depends on them the

community will suffer

Grven the prevailing situaton the Mmustry of Health of
Ghana recognizes unsafe abortion as a major public health
1ssue that needs to be addressed so that Ghanaian women
do not contnue to die from comphcations that can be
treated and even prevented Ghanas National Safe
Motherhood Task Force guidelines outline activities to mnte-
grate PAC mto reproductive health traimng and services

In domg so PAC 1s defined as one of an array of key repro-

ductive health services that providers need to offer women
The country's 1996 National Reproductive Health Service
Policy and Standards includes PAC as a key component of
reproductive health services that must be made more acces-
sible to women throughout the country In this same docu-
ment decentrahzation of services by provider and facihty
type 1s a key strategy 1dentified as one way to improve
women's access to emergency care and postabortion family
planming services Midwives are defined as appropnate
providers of PAC ncluding treating wormen with mcom-
plete abortion with manual vacuum aspiration (MVA) *
The Policy and Standards therefore recognize midwives
important role as health care providers to the Ghanaian
population particularly the rural population which repre-
sents over 60 percent of Ghana's residents

Community Leaders Consulted about the
Impact of Unsafe Abortion m therr Communities

Deaconess Pentecost Church
Assemblyman
Ankobeahene
Magayia
Tnbunal Chair
Treasurer of Red Cross Society
Chuef Lingust
Kromtihene
Market Queen
Dustrict Pastor
Education Welfare Officer
Organizer 31st December Women’s Movement
President, AME Zion Women's Fellowship
Queen Mother
Mushm Commurnty Leader
Vice-President, Market Women Association
Chair Local Council of Churches

* MVA 15 safer and equally effective as sharp curettage (SC) n the treatment of
mncomplete abortion [t 1s a low cost technology that does not depend on the
avalability of electncity or operating room facihues thus making 1t accessible
to providers working mn lower resource primary care setuings WHO has rec
omumended that MVA be available at the pnimary level as part of a comprehen
sive effort to reduce maternal mortality 17



Operations Research
Midwives and PAC m Ghana
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Dr Hennetta Odo-Agyarko, MOH Ghana, on a
supervisory visit to midwives in a health center

Within this supportive policy context the operations
research (OR) project "Training Non-Physician Providers to
Improve Postabortion Care" was mitiated m early 1996

The objectives of this project were to
# Document the need for as well as the benefits and
challenges of decentrahzing the provision of PAC
services to primary-level facilities where many
tramned mudwives practice

4 Demonstrate whether postabortion care provided by
tramed midwives m such primary-level facihties
a) Improves access to emergency life-saving
care

b) improves hnkages between the emergency
treatment of incomplete abortion and the
provision of postabortion famly planning

c) 15 acceptable to women health care
providers community leaders and pohcy -
makers nd

d) 15 safe and feasible within the Ghanaian
context grnen the exasting health nfrastructure

# Develop 4 systemic model for implementing the
Minustry of Health's groundbre iking reproductive
health pohcy on PAC

An important outcome of this project was to produce
results that would guide the Mirnustry of Health and the
Ghana Registered Midwives Association m their work to
make PAC services more available to women throughout
Ghana

Figure 1 1llustrates the key steps taken throughout the OR

project  Data were collected throughout the project using
(see Table 1)

# Structured Interviews policymakers physicians
midwives supervisors women treated for mcomplete
abortion community leaders

4 Logbook Reviews 1 district hospitals matermity
homes and health centers to determine the caseload
of women treated for incomplete abortion

@ Cost Assessment of PAC Services to Patients

# Pre- and Post-Traming Test of Midwives'
Knowledge of PAC

@ Skills Assessment of Tramed Midwives

4 Monitormg/Support Reports of Midwives'
Practices



Figure 1 Key Steps m the OR Project

Baseline Assessment of Existing
Postabortion Care Services

Eastern Region
2 Traming Districts East Alim and Kwahu South

2 Control Districts Manya Krobo and Binm South

January - June 1996

1

INTERVENTION

Intensive traning of midwives and doctors in
comprehensive postabortion care services

Training was accompanied by general
improvements in service delivery The majority
of midwives selected to participate in this project practiced in
private maternity homes or public health centers, while some
worked at the district hospitals The physicians trained worked at
the district hospitals where most women who have severe
abortion complications are referred

Four trainings held in May, July, August 1996

Monitoring/Support Visits
(January 1997 - October 1998)
Refresher Training
(May 1997)
Community education
(August 1996 - ongoing)

5

Post-Intervention Assessment and
Evaluation of Services

Eastern Region
2 Traning Districts East Akem and Kwahu South

2 Control Districts Manya Krobo and Birim South

February 1997 - july 1998




Table 1 Data Collection Instruments Utihized and Sample Sizes

Instrument Pre-Intervention (n) Post-intervention (n)
Interview women treated in district 29 59
hospitals

Interview women treated by midwives in N/A 78
health centers and maternity homes™

Interview physicians in district hospitals I 8
Interview midwives in district hospitals 3l 19
Interview midwives in public health 50 43
centers and private maternity homes

Interview midwife supervisors 13 14
Interview community leaders 20 39
Interview policymakers 9 9
Inventory review supplies and 50 43

infrastructure of health centers and
maternity homes

Logbook reviews abortion complication 6 district hospitals Al sites (district hospitals, health

caseloads In training and control districts Jan-Nov 1995 centers, maternity homes) included
in the study

Logbook reviews number of women N/A All sites (district hospitals, health

provided with PAC services (using MVA) in centers, maternity homes) included

training districts in the study in traning districts

PAC knowledge test All midwives trained in PAC (40) were administered the test pre- and imme-
diately post-training 34 midwives in the control districts took the test during
their baseline interview Eight months post-training, 25 midwives in the train-
ing districts and |8 midwives In the control districts re-took the test

Slalls Assessment randomly selected N/A 10

sub-sample of trained midwives

Monitoring/ support visits to trained N/A 6 visits to each trained midwife
midwives

Self-administered questionaire about N/A 23 trained midwives
midwives' experiences with PAC

Cost assessment of MVA/SC and N/A 3 district hospitals
postabortion family planning services 12 health centers
training districts |8 maternity homes

*Interviews were arranged by the attending midwife



Major Findmgs

Victonia Darkwah a mudwife trained m PAC
n front of her health center

Profile of Women Treated for Incomplete

Abortion m District Hospitals, Health Centers,

and Maternity Homes

Table 2 outlines the characteristics of women treated for
mncomplete abortion m the facilines included n the study
dunng the field periods Women seelung care i district
hospitals were shghtly younger than those seeking care in
pnimary level facilities a greater percentage were age 20 or
less (25% vs 14%) and single These women also had on
average one less child than did women treated in health
centers and matermty homes Both had a similar mean
number of abortions and the majority of women in both

groups expressed their destre to have more children A
lower percentage of women treated 1n district hospitals
were earning mcome  although those that did engaged n
similar mcome-generation activities as wornen treated m
health centers and maternity homes

Overall most women sought care from a health care facihiy
because of vaginal bleeding or abdominal crampig  In
some cases both symptoms appeared The majonty of
wormen treated for mcomplete abortion had a uterine size
equivalent to 12 weeks or less women whose uterine size
was greater than 12 weeks were treated only at district hos
pitals Given that midwives practicing in health centers
and maternity homes were trained to use MVA to tret
incomplete abortion for uterne sizes of 12 weeks or less
these data provide one indication that thev are complving
with established treatment protocols Lastly very few
women were using a contraceptive method at the time
when they became pregnant with the current pregnancy
that ended m abortion although sigrificantly more women
treated at district hospitals were using a method than
wormen treated at health centers and maternity homes



Table 2 Profile of Women Treated for Incomplete Abortion in District Hospatals,
Health Centers, and Matermity Homes*

Profile District Hospitals (n=88) Health Centers and
Maternity Homes (n=78)
Age (mean) 262 287
Age 20 or less (%) 250 140
Level of Education (%)
None 159 77
Primary 295 295
Secondary 261 77
Post-Secondary 23 26
Other 262 526
Religion (%)
Pentecostal 454 385
Protestant 261 2095
Catholic 102 38
Mushm 34 64
Other 104 192
None 45 26
Ethnicity/Tribal Identity (%)
Alan 545 74
Ga-Adangbe 216 51
Ewe 170 64
Hausa 23 38
Other 46 103
Currently Earn Income (% yes) 693 846
Main Activity to Earn Income (%)
Trading 330 410
Farming 159 128
Other 511 462
Mantal Status (%)
Married 364 603
Co-habitating 375 218
Single/never married 239 90
Number of Children (mean) 25 35
Number of Abortions (mean)** 18 15
Desire to have more children (% yes) 739 718
Main Reason(s) for Seeking Care (%)***
Vaginal bleeding 86 4 974
Abdominal cramping 716 628
Fever and/or chills 159 38
Utermne Size (# of weeks) 6-20 6-12
Uterine Size 12 Weeks or Less (%) 784 1000

Use of Contraceptive Method at Time of
Pregnancy Ending m Current Abortion (% yes) 148 51

"Data Sources District hospitals patient exat mterviews i traming and control sites pre and post intervention Health centers and maternuty homes patent
exit IEerviews In training sites post ntervention only

**Refers to both spontaneous and mduced abortion and mcludes current abortion

¥ **Panent could name more than one reason



Midwaves roleplay counseling and assessment skills at a
PAC traiming session in 1996

Profile of Midwives Included mn the Project

The midwives who participated 1n the project n both the
traming and control districts worked 1n private maternity
homes pubhc health centers or publc district hosputals
They ranged 1 age from 43 to 50 years old and had been
practicing as midwives for an average of 18 years Less than
hlf of all the mudwies had recened Life Saving Skills
(LSS) tramnuing prior to the PAC project * proportions were
comparable for those working in pnmary-level facithues
(42%) and distnict hospitals (35%) Interestngly almost all
of the midwi es working 1n health centers and maternuty
homes (80%) had pnor famuly planning traiming compared
to only 15 percent of midwives working in distrnct hospi-
tals Traming was highly correlated with GRMA member-
ship which facilitates mudwives' access to ongoing traiming
(See Figure 2) The differing level of training and skall in
providing famuly planning services had an mmpact on the

provision of postabortion family planning services to
patients

Health Facilities Where Midwives Worked

The baseline assessment phase of the project documented
that midwn es working in health centers and matermty
homes had the necessary infrastructure supplies and
equipment to be able to provide safe emergency care servic-
es as well as postabortion family planming services MVA
lats were provided to the midwives subsequent to their
trarming and certification  Most midwives had a varets of
contraceptive methods in stock most commonly condoms
(91%) spermucide (94%) combined oral contraceptives
(94%) and mjectables (97%)

Figure 2 Profile of Midwives Based in Health
Centers, Matermity Homes and District
Hospitals Traming and Control Districts
Baseline Assessment

80
FP
Training I5
| Health
Centers
& Maternity
42 Homes
LSS District
Traning Hosprtals
35
- - ’ " |70
GRMA
Memb
ember 16
| | | | | | J
0 10 20 30 40 50 &0 70 80
Percent
Yes

Sample Sizes Health Center (HC) and Maternity Home (MH)=50
District Hospital (DH)=26




health fachtes

The content of the program ncluded patent assessment
and stabilization postabortion family planning infection
prevention, pan management referral logistical manage-
ment of services and treatment of ncomplete abortion
with MVA among other topics

The doctors and mudwives in the project were tramed
together which helped them gain an appreciation of each
others' shlls and fostered discussion regarding referral and
counter-referral svstems between primarv level facihties and
district hospitals

Through lectures videos discussions role-plays practice
on a pelvic model and clinical practice at the hospital the
muidwives and doctors became competent i providing

Dr Joseph Taylor on a monitoring/suppott visit with a
private midwife in her matermty home

women with emergency treatment for incomplete

abortion using MVA as well as postabortion family planmng
services Each participant was certified and given MVA
mstruments only after she or he demonstrated chmical com-
petence as assessed by the physician and midwife tram-

ers * Because the number of women with incomplete
abortion armving at the traming hospital during the course
varied and was at times quite low some participants had to
return to the tramng center for additional chinical practice
before being certified

Trainng

Competency-based PAC trainmgs were held n 1996 dunng
four one-week-long sessions A total of 40 midwives and
four doctors from three public district hospitals 13 publhc
health centers and 16 private maternity homes in East
Akim and Kwahu South participated  Through the joint
trainmgs providers working in both the private and public
sectors came together to leam and share expenences This
later facilitated the strengtherung of referral inkages
between levels of care as well as between public and private

Table 3 Mean Scores Pre- and Post-Tramning Test for Training and Control Group Midwives® !

Post-test at Training Post-test 7-8 months
Pre-test Course (for tramning post-training®
group only)
Tramning group 187 327 277
Control group 176 N/IA 167
“Total score possible 43 points ®Prior to refresher training

* MVA mstruments were not purchased with the USAID/MotherCare grant but were donated through the PAC Consoraum draw down account

10



The traming program was successful 1n mcreasing partici-
pants knowledge as measured by a pre- and post-training
test Seven to eight months after their traming the knowl-
edge scores of midwives n the traiming group remained sig-
nuficantly higher than the scores of the control group md-
wives (See Table 3)

Trunmng was approached as a process rather than as a one-
time event 1nd continued dunng the monitorng/support
visits at which tme midwives asked the trainers questions
to gun further clficinon on 1ssues of concern A refresh
er trumung workshop was held 1n May 1997 in which 32 of
the onginally truned prowiders partcipited This workshop
ddressed res that needed to be strengthened as noted
dunng the monitoring/support visits

In June 1993 1 skills sscssment with 1 randomly selected
sub simple of truncd midwives w s undertiken by 1
physicin experienced in PAC but unrelated to the project
nd 1nurse who plwed the role of 1 patent Results indi-
cuted that overill the shalls of midwives remamed strong
n Al wrevs including il assessment of the patient uter
Ine evacuation Infection control practices pain manage-

ment and postabortion family planmng

Providing PAC Services

After being trained the mudwives and doctors recerved
MVA mstruments to be used 1n the facilities m which they
worked as well as reference materials and logbooks in
which MVA cases were recorded Over the subsequent two
years some participants treated a number of women
others did not treat any patients

From July 1996 through July 1998 a total of 323 women
were treated for incomplete abortion with MVA by one of
the mudwaves or doctors tramed through this project in the
districts of East Akim and Kwahu South Midwives i pri-
vate matermty homes provided treatment to 139 women
mudwives n health centers provided treatment to 77 of 78
wornen treated there (one treated by a doctor) and md-
wives provided some or all of the treatment in 39 of 106

-11-

Figure 3 Percent of Total MVA Procedures
Performed m Selected Matermty Homes,
Health Centers and District Hospatals
East Akim and Kwahu South
July 1996 - July 1998

District
Hospitals
33%

Health
Centers
24%

Maternity
Homes

Sample sizes Total N=323
MH=139 HC=78 DH=106

cases treated with MVA at chstrict hospitals while 67
women were treated by physicians alone Overall 67 per-
cent of all the women treated for incomplete abortion with
MVA 1n the study sites were directly managed by midwives
n primary level facthties—public health centers or private
maternity homes (Figure 3) Among the 323 women
treated with MVA no procedure-related complications were
recorded No mudwives in the control districts provided
emergency care services using MVA

Physicians working m district hosputals noted that by
authornzmg and trammg mdwives n the same hospital to
treat women who armnve with mcomplete abortion their
own workload has become more manageable




Postabortion Fammly Planming

Postabortion famuly planning 1s an integral part of postabor-
tion care Postabortion family planning offers a woman the
chance to break the cycle of unwanted pregnancy and
unsafe abortion by helping her to prevent pregnancy 1f she
so chooses Given that a womans fertility returns within
the first weeks after an abortion and given that most mod-
emn family planning methods can safely be provided to
women treated for mcomplete abortion (unless there are
specific mjunes or contramndications) there 1s mternational
consensus that postabortion family planning should be a
prionty for country programs * Services must also be sensi-
tive to the fact that some women suffering from incomplete
abortion may have had a spontaneous abortion and may
have lost a wanted pregnancy

Prior to this project postabortion family planning services
were not offered systematically in any of the sites in the
four study districts ' When women treated for abortion

Figure 4 Percent of Patients Treated with MVA
Recerving Famuly Planning Services by Facility
East Akim and Kwahu South
July 1996 - July 1998

100 - 92
8i
7 D Methods
80 70
D Counsel
60 55
407 35
0r |
I
|
| |
AT Y
District Health Maternity
Hospitals Centers Homes

Sample sizes District Hospital (DH)=105 Health Centers
(HC)=77 Maternity Homes (MH)=131
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complications n the district hospitals were asked whether
anyone in the hospital had spoken with them personally
about famly planning 90 percent said "no" and no woman
left the hospital with a contraceptive method Yet 90 per-
cent of the women noted that they would have liked to
have received information about family planming 93 per-
cent thought that their partners should also receive such
mnformation and 83 percent noted that they thought that
women treated for abortion complications would like to
recerve a method before leaving the hospital

The traming course mcluded informauon on family plan-
ning methods and their use postabortion and participants
role-played counseling on family planning After provider
traming most of the 323 women treated for incomplete
abortion with MVA by providers at the sites in Fast Akim
and Kwahu South recerved famly planning services More
than 90 percent of women treated i matermty homes
recerved famuly planning counseling and 55 percent
recerved a method at the time of ther treatment More than
three quarters of women treated 1n public health centers
were counseled on family planning and 70 percent left
with a method At district hosputals shghtly more than 80
percent of women were counseled and 35 percent recerved
a method (Figure 4) * Given womens low prevalence of
contraceptive use prior to their postabortion care future
work should examine the extent to which women continue
to use their methods according to their reproductive mten-
uons after leaving the health care facility

It should be noted that even after the operations research
project 1n district hospitals famuly planning methods are
stll not oftered systematically on the ward to women after
the MVA procedure In part this 1s due to the fact that

“The traming I had m postabortion care has teally
helped and yimproved my skills on the job as a rmd-

wife with the traming m PAC I can counsel my chents
better on family planming and not only with postabor- |
tion cases, but with all women who come to me for care |
as a nudwife and need counseling on family plannmg ” 1

Tiamed midwife

|



many of the midwives trained mn PAC did not have prior
famuly planning trammng and felt that they needed to
strengthen thetr skalls before offening methods to women
(See Figure 2) Methods continue to be offered to women
through the family planning chnics on the hospital
premises

Access to PAC services

There are a number of ways to define a womans access to
postabortion care services The geographic availability
financial cost and time required of services and the level of
comfort women have with health care providers are all
important elements of access that can be improved by
decentralizing PAC services to primary-level facilities

Distance

“Abortion care should be made available as close to peo-
ple’s homes as possible and should be carried out by the
least specrahized personnel who are adequately trained to
perform it safely and well

WHO 1995

While district hospitals serve the wes m which they we
locwed nd should be prepued to traw comphicited cases
referred there halth centers wd matermuity homes tend to
be located outside of urban arcas  They are distnbuted
throughout districts so that women seeking care have to
travel relatively shorter distances to reach them This means
that less ime and money 1s spent by women and their fam-
thes Thus 1s especially important for women for whom
delays 1n accessing treatment may be life-threatening

Closer proxamuty to womens homes also means that they
can be closer to their families and 1n particular their

t be V tc
the area where I am
i working 1s about 50 mles away from the nearest
* hospital where a doctor 1s

| these women where they hve

Tramned midwife
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children a reason expressed by many women m the studv
for preferring to seek care from a midwife in a health center
or matermity home

Cost

The cost of services vanes widely In general health centers
charge less for PAC services than do district hospitals and
matermuty homes Matermity homes however often offer
the greatest flexibility in payment options such as accept-
ing payment after the procedure n installments or m-kind
and by offering shding scale fees The mean cost of MVA
services at the health centers was 12 225 cedis the mean at
the maternity homes was 21 183 cedis and the mean cost
of services at the district hospitals m the project was 20 900
cedis for treatment with MVA and 22 975 for treatment
with sharp curettage Prior to the project women were
being charged 38 193 cedis for treatment with sharp curet-
tage at district hosputals *

“She dhd ?6% well” She saw me promptly and did not
even want to charge me because I am a widow If I had
gone to the district hospital the transport cost alone
would have been more than the 7,000 cedis she ]
collected from me ”

{ Patient treated by nudwife m a maternity home

Waiting Time to Recerve Services

and Total Time Spent in Facility

Women being treated with MVA are also attended to more
quickly than they were prior to the project At matermty
homes and health centers women are treated almost
immediately and are typically discharged after a short rest
Estimates given by patients mdicate that the mean length of

total stay 1s 1bout 90 minutes  In contrast the ume that

women 1re required to w ut before being treated in district
hospitals 15 over two times (3 5 hours) that of women's
total length of sty n pnmary level fralities



Soawal Factors

Cultural and social access are important factors in making
healthcare services accessible to women Women treated by
midwives indicate that they were comfortable talkmg with
the mudwives about their problems Midwives who work n
the communities n which they live may have an estab-
lished and ongoing relationship with local women and
women may find them easier to commumncate with than
providers who are based mn urban hospitals

“[The rmdwife] 1s the only orie i the willage ‘who takes
care of all of us so we all come to her whenever we are
| sick”

|
|

Patient treated by midwife in a maternity home
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Why do women visit nmdwives for
postabortion care?
# They have confidence m nudwives
4 Proximity

# They know that their health condition
1s beyond the skill of the TBA

# The midwife offers various payment
options

#® Privacy and confidentiality

4 The nudwife offers prompt attention
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Creating Effective Referral Systems

The creation of effective referral systems among tramned
providers and their facihities 1s essential to a safe and sus-
tamable PAC program m which saving womens lives 1s the
immediate goal Personal contact and discussion among
providers during the PAC tramimng was one strategy
employed 1n this project to develop and strengthen referral
mechanisms

In many cases wormen experiencing mcomplete abortion
arrived at matermty homes and health centers where mid-
wives were able to treat them effectinely However women
also arrived who had complications beyond the skill level
of the midwife In these cases midwives stabilized the
woman and referred her to the nearest district hospital with
which the midwife had an established relationship n part
due to the jomt physician-mdwife PAC trammg  In most
cases midwives accompanied the woman to the hospital to
ensure that she armved there safely Transportation and
communication are among the most important challenges
faced by midwives dunng emergency referrals since few
have their own vehicles and phone service 1s not always
available either in the primary level facilities or in the
district hospitals

One midwife with her own maternity home recounts her
expertence of how important referral was for a womans
emergency treatment and counter referral for famuly plan-
ning services

Late one mght I was awakened by a young woman m
need of medical care at my maternity home She had
been bleeding for thiee days after giving herself an
herbal enema and nserting a stick mnto her uterus
She had abdommal cramps and profuse bleeding and
het brother and semor sister could not get a lorry to
transport her to the nearest hospital 15 km away 1
chagnosed her with incomplete abortion and treated
her with MVA  Because of her high temper ature and
the distance of her house I kept her at my matermty



home Around 6 30 am after having breakfast and
some tea, she began to have severe diarrhea and col-
lapsed Knowing that I had done MVA correctly I did
not panic and rather connected another IV ine and
took her to the hospital At the hospital we met a
doctor who was also a participant in the PAC course
He quuckly examined her and noted that there was no
perforation of the uterus After about two hours she
responded to treatment She was discharged three
days later and was referied for postabortion famly
planming at my climic  The patient was very grateful
to me and the doctor for saving her life, otherwise she
would have died of bleeding

In one mteresting case the referral actually worked in the
oppostte direction

Dr Odot-Agyarko head of the MCH/FP Diviston of
the Ministry of Health tells of one woman she learned
of durmg a supervisory visit

“One time I went to the region and went round with
the coordinator I visited about four of the midwives
and 1t was nteresting how there was one stance
where the doctor m one particular hospital was not
available and the nurse i chairge of the matermty
(unt) had a patient who was bleeding through the
vagma and she knew that nearby we had traned this
private midwife m the use of MVA And so she
referted this chent to the private mdwife and the pr-
vate mudwife took up the client and then managed
her 27

Effective referral and counter-referral systems are essential
to ensuring that women with complications receive prompt
care by providers traned and in facilities equipped to do so
as well as follow-up care once women return to their
homes Findings from this project emphasize that while
strong links have been made among the providers who
were tramed together in PAC transportation and commuru-
cation among different levels of the health system need to
be further facilitated
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In addinion this project did not address the important 1ssue
of strengthening referral systems between community-
based providers such as tradiional birth attendants (TBAs)
and mudwives mn primary level facihties so that women with
abortion complications receive emergency attention without
delay

Commumty Education®

Community education was emphasized by health care
providers and community leaders as an aspect that 1s
important to preventing unsafe abortion Leaders' sugges
tions mncluded mtensive community education about famly
planning to avoid unwanted pregnancy as well as attention
throughout pregnancy so that problems associated with
spontaneous abortion could be detected Leaders placed
special emphasis on educating young people and creating
opportumties for them particularly young women so that
the problems of unwanted pregnancy could be avoided

Immediately after their traming mudwives began to con-
duct commumty education activities as did MOH District
Health Education Officers Both mudwives and the Health
Education Officers spoke with women 1n churches mar-
kets and professional orgamzations and addressed commu-
mty members during durbars about the dangers of unsafe
abortion and the fact that many mdwives were trained and
have the knowledge and skalls to offer PAC services



Impact of PAC
Intervention on Midwives

The mudwives 1n the project found that the ability to pro-
vide PAC services was very meningful to them  as health
e professionals and as women Midwives also reported
that offerng PAC services raised their profile ind crecibiliny
in theirr communities in the provision of other reproductive
health services

The testimony of one privite midwife tramed mn the
program 1llustrates these pomnts

As a midwife, the PAC program has helped me to
improve upon nry skills It has also made a lot of
women who prior to the rendering of these services
were not chents of my home start visiting the home
after hearing of successful cases that have been han-
dled by me In addition, it has made most of my
chents confide m me As a midwife and also a
Ghanaian woman, I am proud that this traing has
enabled me to save the lives of teenagers n the com-
munity who came to my home with induced abortion
After treating them I gave them devices that save
them from unexpected pregnancy As a midwife, the
knowledge acquired as a result of the PAC traiming
has led people to me who hitherto would not have
come to me

{
|
t
f
b
b

|

i

“Swnce my tmmm:g, I have been ighly respected by the
people mn the commumty where I live, because prior to
my traiming they weie rushed to nearby hospitals *

Traned mdwife

i
|
|
|

1
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Dy ayr works with a midwife durmg a
monitoning/support visit

Broad-based Support for
Trammg Midwives m PAC

Throughout the project mnterviews were conducted with a
broad range of stakeholders mcluding women who were
treated for incomplete abortion mdwives midwafe super-
visors physicians m district hospitals communty leaders
and national-level policymakers to assess their attitudes
about traming midwives to provide PAC services In gener-
al they reported that trammng and equipping midwives to
treat abortion complications and provide postabortion fami-
ly planning services saves womens lives saves women
money on transportation and services and reduces physi-
awms workload in district hospitals These stakeholders
also recognized the need for continued support and 1dent
fied the tollowing challenges strengthening midwives abih
ty to refer comphcated cases to district hospitals s quickly
as possible ensunng that mudwives only use MVA equip
ment for the treatment of incomplete abortion and

strengtheming family planmng traiming as part of PAC
traming



Conclusions

Health care professionals and pohcymakers in Ghana have
taken groundbreaking steps 1 their work to improve the
reproductive health of Ghanalan women Traiing md-
wives 1 PAC 1s one 1mportant strategy being implemented
ensuring that women suffering the effects of unsafe abortion
are able to have easier access to life-saving care as well as
famuly planning services that will help to break the cycle of
unwarted pregnancies

The model presented on page 20 outlines the major com-
ponents of the successful PAC pilot program n Eastern
Region Ghana

Findings from this operations research project highlight the
benefits and challenges of decentralizing the provision of
PAC services to primary level facihties where mudwives
practice We have demonstrated that by traning midwives
to deliver PAC Services womens access to life-saving care 1s
improved 1s are linkages between emergency treatment
services and the provision of postabortion famly planning
services Tramng midwives to provide PAC services in pri
mary level faciliies 1s acceptable to a wide range of stake-
holders and the services that they provide are safe and fea-
sible given the existing health infrastructure 1n Ghana

General Lessons Learned from the Project
@ Operations research 1s a strategy that can be used to
incorporate the perspectises of policymakers physi-
clans midwives and women mto new policies proto-
cols and traiming programs

€ Training nudwives i postabortion care 1s a feasible and
1cceptable strategy for decentralizing PAC services
especially when supportive reproductive health policies
and standards are n place
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¢ Linking providers and facilities from both the private
and public sectors 1s a feasible and constructive strate-
gy for improving womens access to emergency care
and postabortion family planning services

® Jont traming of midwives working at the pnmary level
and physicians working at district hospitals strength
ened referral mechansms between the two levels of
care

@ Collaborative links with the district hospitals provnided
midwives with the opporturity to gain additional
supervised clinical practice beyond the traming
Sesslons

4 Monitoring/support visits designed to encourage suc-
cesses and address challenges provided participants
with ongomng feedback about the quality of the services
they offer and enabled them to express their needs for
further training

4 Midwves found that by engaging in commumty educa
tion activities they raised general awareness on the
1ssue of unsafe abortion and as a result they were
sought out by more women who needed treatment for
abortion complications

Spectfic Challenges
¢ Creating opportunities for midwives to engage n
refresher traming particularly for those who do not
treat any postabortion patients for more than six
months

4 Developig mechanisms for ongoing monitoring and
supervision of newly tramed providers

4 Providing opportunities for mdwives to develop and
upgrade their skills in the provision of family planning
services mcluding such services for postabortion
patients

4 Improving transportation and comrmunication among
facthties to ensure prompt care for women with abor-
tion complications



@ Ensunng easy access to replacement MVA kaits and
parts

# Incorporating the third element of PAC—linkages to
other reproducuve health services—nto training and

service delivery

Next Steps
Safe Motherhood m Ghana

Ghanas commitment to Improve womens access to repro-
ductive health services mcluding PAC 1s strong Important
actvities that build upon and expand the lessons learned
from the operations research project presented n this
report are currently underway

The Mirustry of Health in Ghana has an established goal of
mproving the availability and quality of Safe Motherhood
chmical shalls including LSS and PAC through a double
pronged strategy of decentralization and ntegration with
other reproductive health services  The Ghana Regstered
Midwives Association 1s commutted to improving and
expanding the skalls of 1ts member midwites m hoth the
private and public sectors Throughout 1999 both the
MOH and GRMA are working with PRIME techmical part-
ners INTRAH Ipas and the Amencan College of Nurse
Midwives (ACNM) on an imtiative to strengthen the capad-
ty to provide hugh quality integrated Safe Motherhood sert-
1ces ncluding LSS and PAC n three regions Eastern
Region Brong Ahafo Region and Ashant Region

Activities include traiming the MOHs Regional Resource
Teams (RRTs)* GRMA regional tramers/supervisors
physicians ind midwives from private and public sector
hospitals and primary health care faclities and physicians
and nurses from the Planned Parenthood Association of
Ghana (PPAG) °©

" RKTs hwne hoon estiblished mcach of Chns ten regons Exchiis compo od
ot hve o an pul Tic sceror senvace provider tiduding, phy ns ind nud
wive  who e re ponsible for taming nd superasing, repraductve and
maternal hedth services Overdll th v v responsible tor mpl menuing, the
nattmal RH senvace pohaes standards nd protocol ind Sate Motherhood
protocol i thew respectine regons

The overall goal of these ongomg activities 1s to improve
the availability of a wider range of integrated services in
prmmary level facihties

General Recommendations

Tramning
@ Train all mudwres in PAC skalls

@ Develop systems to ensure that in-service refresher
traimng takes place once a year so that midwives and
physicians can discuss case studies update therr skalls
and knowledge and learn from one another

® Encourage networhing among providers so that they
can support one another when they return to their
facilities

4 Add PAC to the truning curriculum of all mudwifery
schools

Medical Instruments and Supphes
4 Facilitate access to MVA lats and replacement parts
through the Mimstry of Health GRMA GSMF and
other distributors so that services can be continued
without mterruption

Record-Keeping
4 Ensure that ccurate record keeping 1s maintaned m all
facihties so that advances made and problems encoun-
tered can be documented and addressed



Monitormg, Support and Supervision
4 Maintain a regular schedule of monitonng/support visits
durng which emphasis 1s placed on strengthening the
skills learned during tramming to ensure provider com-
petency A structured checkhst should accompany the
supervisor so that all essential points are covered dur-
ing the visit

Postabortion Family Planming Services
# Ensure that all women treated for abortion complica-
tons recetve famlv planning services before they leave
the health care facihty These services should meet the
reproductive needs and desires of the woman

# Tramn all mudwives to deliver family planning services
particularly those midwives who have not had previ
ous famuly planning shills training so that they can
offer counseling to all postabortion patients and
methods to those who wish to delay their next

pregnancy

Maintaming Quality Standards
# Create mechanmisms and opportuniiies for mudwives
who have not treated a woman with mcomplete abor-
tion for at least six months to participate mn the MVA
procedure 1n order to gan additional chnical practice

Decentralizing Services to the Commumnty Level
® Systematcally and strategically mvolve TBAs at the
communty level in activities ncluding recognizing
signs and symptoms of abortion complications history
taking resuscitation referral famuly planming counsel-
ing and services and community education

@ Strengthen hinkages between TBAs at the commuruty
level and midwives workung in health centers and

maternity homes so that women with abortion comph-
cations have immediate access to emergency care serv-

1ces as well as to follow-up care
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@ Conduct operations research to assess the most effective
ways to mnvolve TBAs m 1denufying complications sta
bilizing women and refernng them to the next level of
care m a imely manner

Community Education
@ Conduct mtensive community education so that
wormen and their famihies know how to avoid unsafe
abortion can recognize the danger signs and symp
toms for which professional health services should be
sought and are aware of the services that ridwnves
have to offer in such emergency cases

4 Develop educational matenals that are appropriate to
the commumnities m which they will be presented and
used Health educators and midwives should utlize
local languages concepts and 1mages m the matenals
they develop

# Integrate information about unsafe abortion mnto the
larger packet of educational services developed
through the Safe Motherhood Programmes

Ghanatan policymakers and healthcare providers have
taken bold and mnovative steps toward addressing the
1ssue of unsafe abortion i their country Their mitative
should serve as a model for healthcare systems throughout
the world as one way to ensure that women have ready
access to the basic reproductive health services that can
save their Iives



Model of Improving Access to Postabortion Care
Decentralization of Services in Ghana

c Midwives interested

Supportive coz;::]t::;% Physician in expanding their
MOH POIICY midwives’ practlce Advocates {_7" role as reproductlve
‘} \(%/7/\\ , /K\‘y health care providers
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Monitoring/
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Community
education
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Ongoing dialogue
about importance of
decentralizing PAC
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Ensure adequate
mfrastructure in
facilities

Improved Access
for Women to
High Quality
PAC Services
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The following matenials were produced from this
operations research project

* Postabortion Care Traimng Curniculum for Midwives

e Tramning Midwives to Improve Postabortion Care n
Ghana Overhead presentation and notes

e Ababio K and TL Baird Working to Reduce Maternal
Mortality Midwifery Today No 45 Spring 1998

e Baird TL DL Billings B Demuyakor Commurty
Education Efforts Enhance Postabortion Care Program in
Ghana submitted to the American Journal of Pubhc
Health

e Billngs DL Training Midwives to Improve Postabortion
Care A Study Tour it Ghana October 12-19 1997
February 1998 Report funded by USAID/REDSO/ESA
USAID/Bureau for Africa POLICY Project

* Billings DL TL Bawrd V Anhrah JE Taylor K Ababio S
Ntow Traming Midwives to Improve Postabortion Care 1n
Ghana MotherCare Matters Vol 6 No 4 October
1997—Special Ecition

¢ Billngs DL TL Baird V Ankrah JE Taylor K Ababio S
Ntow Midwives in Ghana Offer Comprehensive
Postabortion Care  Forthcoming i 1999 volume on
Operations Research on Postabortion Care Ed Dale
Huntington Population Council

* Brookman-Amussah E JE Taylor TL Baird DL Billings H
Odoi-Agyarko KPP Ababio F Quarcoporme
Decentralizing Postabortion Care in Afnca A Call to
Action  Afncan Journal of Reproductive Health March
1999

e MOH GRMA IPAS Tramning Non-Physician Providers
to Improve Postabortion Care Baseline Assessment of
Postabortion Care Services m Four Districts of Eastern
Region Ghana January 1997 NC Ipas
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* Otsea K TL Baird DL Billings JE Taylor Midwives
Deliver Postabortion Care Services in Ghana  Dialogue
Vol 1 No 1 June 1997 NC Ipas

* Taylor ] T Baird D Billings K Ababio Tramning
Midwives n Postabortion Care International Support for
Programs and Policies  Proceedings from The First World

Congress on Maternal Mortality Marrakesh Morocco
March 8-14 1997 Monduzz: Editore 1997

* UN Radio Program Unsafe Abortion in Ghana
Written produced and narrated by Annella Wynyard

* Winn Reynolds H Assessing the Impact of a
Postabortion Care Tramming Program on Midwives
Knowledge m Ghana Masters Thesis School of Public
Health Department of Health Behavior and Health
Education Unuversity of North Carolma at Chapel Hill
1998 Thesis advisor Dr Karl Bauman Reader Dr
Deborah Billings
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‘World Health Orgamzation 1996 Revised 1990 Estimates of Maternal Mortality
A New Approach by WHO and UNICEF  Geneva World Health Organizaton

*World Health Orgamzation 1997 Abortion A Tabulation of Avarlable
Information >rd Ed Geneva World Health Organizanon

*World Health Organization 1995  Complications of Abortion Technical and
Managenal Guidelines for Prevention and Treatment Geneva World Health
Organization

World Health Orgamzation 1994 Aborton Tabulation of 4ailable Data on the
Frequency and Mortahty of Unsafe Abortion 2nd Ed Geneva World Health
Organization

For more information on PAC see Greenslade FC McKay H Wolf M and
Mclaunn K 1994 Post Abortion Care A Womens Health Ininatnve to
Combat Unsafe Abortion Advances i Abortion Care 4(1) North Carolina TPAS

Taylor ] Baird T Billings D Ababio K 1997 Traming Midwaves
Postabortion Care International Support for Programs and Policies " In
Wemstein D and Chervenak Feds  The Fust World Congress on Matermal
Mortahty Marrabesh (Morowco) March 8 14 1997 ltaly Monduza Editore

Bard TL Billings DL Taylor JE 1997  Promotng Integration and
Decentralization of Postabortion Care and Farmly Planning in Ghana  Paper
presented at the 1997 meeting of the American Public Health Association
Indianapohs IN

*Greenslade FC Jansen WH 1998  Postabortion Care Services An Update
from PRIME ' Resources for Women s Health Vol 1(2) North Carolna Ipas

Salter C Johnston HB Hengen N 1997 ' Care for Postabortion
Complications Saving Women's Lives  Population Reports Series L(10)
Baltmore Johns Hopkins School of Public Health Population Information
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' Ghana Staustical Service (GSS) and Macro International Inc (MI) 1994
Ghana Demographic and Health Survey 1993 Calverton MD Gbb and MI

" National Reproductve Health Service Policy and Standards 1996 Ghana
Minustry of Health

' World Health Orgamzanon 1996 Revised 1990 Estimates of Maternal
Mortality A New Approach by WHO and UNICEF Geneva World Health
Organization

© See Criminal Code (Amendment) Law 1985 PN D CL 102 The Gazette
(Accra Tema Ghana Publishing Corporation)

"* Deganus Amonn S 1993 'Unsafe Abortion and the Safe Motherhood
Iniiative m Sub Saharan Afnica  Presented at the Medical Womens International
Association Congress Nairobi Kenya

' Ghana Medical Association Commumique 1994 Position resolved at the 36th
Annual General Conference Kofondua

' Excerpts from interviews conducted with commurty leaders in the Fastern
Region distncts of East Akim Birmm South Manya Krobo and Kwahu South
during the operations research project

' Baird TL Gringle RE Greenslade FC 1995 MVA n the Treatment of
Incomplete Abortion. Chucal and Programmatic Experience North Carolina [PAS

" World Health Orgamization 1995 Complications of Abortion Techmical and
Managenal Guidelines for Prevention and Tieatment  Geneva World Health
Organization

! Operations research (OR) has five basic steps problem idenufication and diag
nosis strategy selection strategy experimentation and evaluation mformation
disseminanon and nformaton utihzation Fisher A Lang] Stoeckel ] and
Townsend ] 1991 Handbook for Family Planning Operations Research Design
Second Ediion  New York Population Council

* Lfe Saving Skalls (L55) 15 a competency based tramng program developed by
ACNM The skills included  are those skills which allow midwives to recog
nize and respond to emergencies The main goal of 1SS 1 to help midwives
prevent maternal and mfant mortality and morbidity by 1denufying and taking
necessary ction when problems occur in pregnancy labor delivery and the
early postpartum penod ~ See Marshall MA and Buffington S 1998 Life
Saving Skills Manual for Midwives 3rd Ed - Washmgron DC Amencan College of
Nurse Midwives

! For more detailed analysis see Winn Revnolds H 1998 "Assessing the Impact
of a Postabortion Care Traming Program on Midwives knowledge in Ghana'
Masters Thests School of Public Health Department of Health Behavior and
Health Educanon University of North Carolma at Chapel Hill

Module 5 Postabortion Care of the Reproductive Health Traming for Prnmary
Providers series was used for the skills assessment  See Winkler | Verbeist
1997 'Postabortion Care Services Module 5 in PRIME Reproductive Health
Traming for Pnmary Providers A SourceBook for Curnculum Development  Chapel
Hill NC INTRAH

> World Health Orgamzation 1997 Post Abortion Famuly Planning A Prachcal
Gutde for Programme Managers Geneva World Health Organization

* Data obtamned from MVA logbooks mantained m facthues  Women's repro
ductive desires and mtentions were not recorded m the loghooks so we can not
state what proportion of women recen ed the method they desired

World Health Organization 1995  Comphications of Abortion Techmcal and
Managenal Guidelines for Prevention and Treatment  Geneva World Health
Organization

¢ At the time of this report $1 00 = 2 300 cedis  The cost includes relevant
service fees such as consuliation 1n patient bed fee procedure ar theater fee
anesthesia medications (antibiotics analgesics haematemcs 1V flwd and oxyto
aics) and supplies (gloves anuseptics wotton wool and gauze)

? UN Radio Program 1998  Unsafe Abortion in Ghana  Whitten produced
and narrated by Annella Wynyard

* See Baird TL Billings DL Demuyakor B "Community Education Efforts
Enhance Postabortion Care Program in Ghana ' Submutted to American Journal
of Publi Hedlth

* For more details see project proposal Decentralizing and Integrating Life
Saving Skalls and Postabortion Care through the Sale Motherhood Program n
Ghana 1998 INTRAH Ipas ACNM
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