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EXECUTIVE SUMMARY

Socid and hedth indicators for Senegal suggest a low modern contraceptive prevaence (8.1%)
and a high unmet need for family planning (33%), both of which contribute to high rates of
unintended pregnancy. Many of these unintended pregnancies end in abortion. Additiondly,
complications from unsafe abortions contribute to the country’s high maternd mortaity and take
a heavy toll on the lives of Senegaese women, particularly in rurd aress. According to Ministry
of Hedth (MOH) gatigtics for 1994 and 1995, the mgority of abortion complications, including
incomplete abortions, were reported at subregiona district-level hedth Stes.

To date, the mgority of efforts to expand postabortion care (PAC) sarvices have focused
primarily on tertiary-level facilities, mostly urban hospitdls. As a result of operations research
(OR) demondrating the impact of an integrated PAC modd on qudity of care, the MOH
proposed to introduce nationa standards of care for PAC services. Unknown was how these
protocols could be applied a lower reference levels (i.e, digrict hedth centers and below),
particularly outsde Dakar, where the mgority of PAC cases are not handled by doctors but by
mid-level providers who have not traditionally been trained to provide PAC trestment services.

In response to these needs, EngenderHedth, in collaboration with the MOH, conducted an OR
project to examine the feashility of introducing an integrated three-dlement modd of PAC
sarvicesin secondary- and primary-leve stesin two predominantly rurd regionsin Senegd.

The two-year project was carried out in sx digricts in the Fatick and Kaolack regions. The study
desgn conssed of three phases a preintervention assessment and basdine sudy, an
intervention phase, and a pogintervention assessment and evauation. The intervention sought to
improve the qudity of PAC savices incuding the management of abortion complications,
access to family planning counsdling and services, and better linkages to other reproductive
hedth (RH) services. Impact on services was assessed by comparing changes in PAC indicators
of qudity of care before and after the intervention.

Daa were collected using interviews with clients seeking PAC services as well as interviews
with hedlth personnd responsble for services. Facility observations and Ste datistics were aso
used to assess change. Basdine findings reveded that before the intervention few personnd were
trained to provide PAC services and that the services that were provided could be described as:

Poor in quality: Digitd curage* was the primary method used for PAC treatment. Due to the
limited avalability of aneshesa services, this method, normaly performed under generd
anesthesia, was provided with little or no pain control & most hedth centers and some hedlth
posts. Clients interviewed at basdline reported a great ded of pain and discomfort during the
procedure.

! Digital curageis amethod whereby the forefingers are used to manually explore the uterus and evacuate identified
contents.
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Poor in infection prevention (IP) practices. Knowledge of IP norms and protocols was
low. Practices for decontamination, deilizationhigh-levd disnfection (HLD), waste
management, and use of basic universad precautions were often incorrect, inconastent, or left
to untrained personnd.

Lacking in integration: RH counsding and sarvices, including family planning, were not a
routine part of PAC services. Clients were rarely counseed about the treatment they received
or RH sarvices. They often |eft the hedth dte without being informed of their immediate risk
of pregnancy, what to do in case of complications, how to prevent unwanted pregnancy, or
other important information. Clients interested in information or other RH sarvices were
generdly refered to another pat of the hedth center or to a hedth post for additiona
information and services.

Costly and inaccessible to clients: Treatment was often economicdly and physcdly
inaccessble to dients Treatment codts, including consultation fees, medications, laboratory
teds, and hospitdization, were found to be highly uneven and inconsgtently priced across
intervention sites. More important, treatment costs were perceived as a mgjor barrier to care
by many clients and some providers. Refards from hedth posts to higher-leve hedth
centers were problematic, given limited coordination and lack of transportation. Unable to
refer clients to hedth centers, untrained hedth post dtaff sometimes had little choice but to
provide on-site emergency treatment (usudly digital curage).

To address these issues, the intervention provided hedth personnd with: (1) training to improve
cinicd competence, counsding, infection prevention, and genera care; (2) technical assstance,
materids, and support to ad in overcoming chalenges, and (3) ongoing monitoring and
supervison. Postintervention, the following changes were noted in PAC services.

Improved quality of treatment services. While digitd curage was dill being used for
treatment, manua vacuum aspiraion (MVA) was used during the 14-month period to treat
57% (185/326) of first trimester cases a intervention dStes. Local anesthesa was amost
adways prescribed with MVA, resulting in Sgnificantly fewer clients reporting pain during
treetment. Newly introduced client medicad records fecilitated client care and follow-up.
Clinidans reported being satisfied with MVA for treetment and recognized its advantages
over digital curage.

Shorter duration of facility stays: Overnight stays a hedth centers were less common, and
the mean duration of these stays was significantly reduced from 1.3 to 0.4 days.

Enhanced integration of services: Clients interviewed a postassessment were more than
twice as likdy to report receiving information on family planning and dso more likdy to
have received information on other RH services. A choice of modern contraceptive methods
was aso avalable onste for clients. As a result, 20% of PAC dients left with a modern
contraceptive method; severa more left with referrds for follow-up RH services The
magority of clients aso reported that their pregnancy had been “wanted,” which suggests that
alarge number of PAC clients intended to become pregnant within one year.

Improved referral network: Integration within the referrd network aso resulted in a greater
number of cients referred from primary-level hedth posts to better-equipped secondary-leve
health posts for treatment and care.
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Better infection prevention practices: Hedth personnd were more aware of the benefits of
proper IP practices, and efforts were made to adhere to IP protocols.

Strengthened client-provider interaction: As a result of improved provider communication
ills, clients reported greater satifaction with services and were more likely to report
feding that the information they recelved was adequate.

Despite the higher standards of care achieved, deficiencies persisted in the following areas:

Counseling was not systematically offered or sufficiently comprehensive. Many dients left
the hedth faclity unaware of ther immediate risk of pregnancy following a firg trimester
abortion. Others reported not having received adequate information about their reproductive
hedth concerns. While more equipped to offer confidentid counsding services, severd dtes
neglected to protect client confidentiaity during care.

Clients experienced delays prior to consultation and treatment, mostly because of the
limited number of available doctors and midwives traned in MVA. Stock outs in essentid
and necessary medications, including antibiotics and local anesthesa, dso resulted in ddays
in recalving emergency treatment.

Infection prevention practices were inconsistent and ill below the naiond standards of
cae. This was paticulaly the case for indrument-processng practices and waste
management.

Economic and geographic barriers to access persisted. Despite a reduction in the average
out-of-pocket costs for PAC clients, trestment cods were ill found to be high, particularly
for clients treated with MVA. At some stes, MVA costs were more than double the cost of
digtd curage. Providers and clients dike perceived the high cost of MVA a a mgor
disadvantage of the method. Distance between hedlth posts and hedlth centers, coupled with
the lack of access to affordable transportation, remained a mgor limitation of the referra
system.

Notwithstanding these deficiencies, the project demonstrated that quality PAC services could be
offered a lower-level hedth facilities Project findings atest to the benefits of expanding
exiging PAC programs in rurd settings and suggest that the advantages of such an expanson
outweigh the potentid disadvantages. Findings aso highlight the need for additiond research to
understand how referral networks could be strengthened to improve access to care and to better
define the role of hedth posts within the referrd network. Findly, the research suggests that
gmilar expanson efforts in other regions of the country could have a mgor impact on improving
the qudity of sarvices offered in rurd settings, ultimatey reducing maerna morbidity and
mortdity.

Taking Postabortion Care Services Where They Are Needed:
An Operations Research Project Testing PAC Expansion in Rural Senegal
viii



INTRODUCTION

BACKGROUND

Abortion complications continue to be a mgor cause of maternad mortdity around the world.
The World Hedth Organization (WHO) edimates that complications from abortion ae
responsible for dmost 14% of maternad deaths globdly (WHO, 1997). In Sub-Saharan Africa,
abortion complications represent an estimated 20 to 50% of maternd morbidity and mortdlity.
They are aso one of the mgjor reasons women seek emergency obstetric care (UNICEF, 1997).

Senegd’s maternd mortality ratio (1,200 for every 100,000 live births) is one of the highest in the
world (Population Reference Bureau, 2002a). Few data are available on causes of maternd
mortdity nationdly; however, the proportion of desths attributable to complications of abortion is
thought to be dgnificant. One dudy of reasons for emergency obstetric admissons at Centre
Hospitdier Universtaire (CHU) Le Dantec in Dakar found that amost one in five clients admitted
were for postabortion care (PAC) (CEFOREP and CHU Le Dantec, 1998).

The gap between the low modern contraceptive prevaence (8.1%) and the large need for birth
limiting and spacing (33%) (Senegd Demographic Hedth Survey 111, 1998) contributes to large
numbers of unintended pregnancies. In addition to poorly timed or unplanned pregnancies, the
socid sanctions againg childbirth outsde marriage often cause women to seek abortions. Yet
under Senegdese law, abortion is illega and only permitted to save a woman's life (Population
Reference Bureau, 2002b). Research conducted in Senegdl dso suggedts that materna morbidity
is dependent on the avalability and qudity of hedth care (L. de Bernis et d., 2000). Thus, in the
absence of preventive care (family planning, antenatd care, other), the incidence of miscariage
can be higher.

Nationd reproductive hedth (RH) service datidtics attest to the need for PAC services,
paticulaly in the modly rurd regions outsde Dakar. While regiond hospitas are responsble
for tetiay care and referds from encompassng hedth didricts, the mgority of reported
abortion complications are not from regiond hospitds but from subregiond or didrict-leve
fecilities, such as hedth centers and hedth posts. According to Minidry of Hedth (MOH)
satistics for 1995, 68% (3,643/5,357) of the total abortion cases reported for that year were from
didgrict-level dtes, only 33% were reported by regiond hospitas. The disproportionate volume
of cases a the didrict level was even more apparent in 1994, when 85% of the 5,403 reported
cases came from hedlth districts (MOH, 1994, 1995).

Until this project, the mgority of efforts to expand PAC sarvices had focused on improving the
quaity of services in reatively sophisticated urban hospitas, and mostly in Dakar. One example
is a 1998 operations research project conducted by the Centre de Formation et de Recherche en
Santé de Reproduction (CEFOREP) and CHU Le Dantec teaching hospita, in collaboration with
the Population Council and JHPIEGO (CEFOREP and CHU Le Dantec, 1998). The research
demondrated that integrating an expanded PAC model had a significant impact on the qudity of
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postabortzion sarvices. The project introduced an integrated three-dement modd of PAC that
included

1. Management of abortion complications, including the introduction of manua vacuum
agpiration (MVA) for the trestment of incomplete abortion

2. Family planning services and counsdling

3. Linkagesto other RH services

The 1998 project documented improvements in quality of PAC sarvices offered, including a 51%
use of MVA with locd anesthesa in lieu of dilation and curettage, a 50% reduction in average
treetment codts to clients, improved client-provider interactions, reduced hospitd stays, better
counseling and referrals, and greater uptake of modern contraception. These findings became a
maor impetus for developing nationd PAC standards of care. Consequently, the MOH PAC
Working Group was created and charged with adapting the findings into nationa PAC protocols
and norms to be disssminated throughout the country’'s 11 regions, including subregiona
didricts.

Before findizing the protocols, however, the MOH was interested in understanding how similar
qudity PAC services could be provided at secondary (didtrict hedth center) and primary (hedth
post) levels, where the mgjority of PAC services were being provided. The MOH aso recognized
the need to expand access to PAC sarvices by engaging midwives to provide more clinicad PAC
services, a task traditionaly entrusted to doctors. This was particularly important given the
recent decentrdization of the Senegdese hedth care system and the disproportionate unmet need
in rurd settings, where mid-leve providers care for the mgority of clients.

To address these uncertainties, EngenderHedth (then AVSC Internationd), in collaboration with
the MOH, proposed an OR project to examine how PAC services could be expanded to lower-
levd dgtes Funding for the project was provided by the Population Council’s Frontiers in
Reproductive Health and the David and Lucile Packard Foundation.

STUDY AIMS

The OR project’s long-term objective was to reduce the materna morbidity and mortdity due to
abortion complications by introducing and testing an intervention that expands PAC sarvices to
lower-leve hedth steswithin two regions of Senegd.

The intermediate objectives of the project were
To increase knowledge and improve provider kill in providing PAC services
To drengthen linkages between emergency treatment of abortion complications and referrd
to other reproductive hedlth services, including family planning

2 In 2002, the PAC Consortium, agroup of agencies working on the issue of postabortion care, adapted the original
three-element model to include five elements. The essential elements of PAC now consist of community and service
provider partnerships, counseling; treatment, contraceptive and family planning services, and reproductive and other
health services. See: "Essential elements of postabortion care: an expanded and updated model” (PAC Consortium -
September 2002).
Taking Postabortion Care Services Where They Are Needed:
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To improve the quaity of PAC sarvices a the regiond (including didtrict) level.

Specificaly, the research component of the project sought to (1) assess the exigting type and
qudity of PAC sarvices offered at the didtrict gtes, (2) test an intervention modd to improve the
qudity of exiding savices a lower-level hedth stes and (3) provide recommendations on
improving and implementing national PAC protocols.

Taking Postabortion Care Services Where They Are Needed:
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STUDY METHODOLOGY

STUDY SITES

The research was conducted in
the regions of Kaolack and
Fatick (Figure 1). Kaolack is one
of Senegd’s largest regions and
condsts of four hedth digricts,
each with its own hedth center.
Each didrict hedth center has
oversght of anywhere from
seven to 23 hedth pods In dl,
there were 59 hedth podts in the
region.

Hayar

<
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mMbar

SSuinguineo

S Gandiaye

JFoundiougnea=_iglia

Digrict hedth centers evacuate

emergency  cases  requiring % bl

specidized care to the Kaolack e Sen agal -
regiond hospita, which serves bl ™ erawan

dl four Of Kmla:k’s dISI’ICIS, |n j© 2002 MapQuest.com, Inc.'@2003£ﬁﬁ’50|uton58.‘(. mansalonke
addition to al seven didricts in Figure 1: Map of study regions

Fatick, where, a the start of the
sudy, there was no regional hospitd. All of Fatick’s hedth didtricts have a least one hedth
center and, together, are responsible for a totd of 51 mostly rural hedth pods. In addition,
severd hedth posts dso have outreach programs with community-based agents offering primary
hedth care sarvices in amdll villages.

According to nationd norms, hedth posts are not equipped to offer trestment services. In
abortion complication cases, hedth posts should stabilize and evacuate PAC clients to the nearest
district-levdl hedth center or regiond hospitd for care. In redity, many rurd PAC clients do not
have the means or access to hedth centers, thus, untrained hedth post staff, mosly traditiond
birth attendants, often found themselves providing emergency treatment services.

The research was conducted in six rurd digtricts in the iegions of Kaolack and Fatick (Table 1).
Three didrict hedth centers and two corresponding health posts were sdected as intervention
gtes from each of the two regions, for a total of 18 stes. Sites were selected by the MOH and
EngenderHedth based on a variety of factors, including volume of PAC services, qudity of
exiging services, feadbility of expandon of services and interest among providers and
adminigtrators.

Taking Postabortion Care Services Where They Are Needed:
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Table 1: Study sitesby region and district

Region  District District health center Health posts

Kaolack Kaolack Kasnack Dialegne, Ndoffane
Kaffrine Kaffrine Birkilane, Malem Hoddar
Kounghuel Koungheul Sdy, Lour

Fatick Fatick Fatick Tataguine, Diakhao
Dioffior Dioffior Samba Dia, Fimea
Gossass Gossass Mbar, Colobane

STUDY PHASES

The OR project was conducted in three phases a preintervention assessment phase, an
intervention phase, and a podintervention assessment and evaduation phase to determine the
intervention’ simpact on qudity of care.

Phase|: Preintervention Assessment (December 2000—June 2001)
During this phase, an initid assessment of al hedth centers and hedth posts in the two regions
was conducted by the MOH and EngenderHedth to sdect the most gppropriate intervention
gtes. Later, a basdine needs assessment led by CEFOREP was conducted a sdlected
intervention dtes to evauate the quaity of PAC sarvices and inform the intervention process.
Basdline data were collected between February and April 2000 using the following methods:
Provider interviews to assess knowledge and attitudes about PAC and to learn about issues
affecting access and avalability of PAC savices. All providers offering PAC and family
planning sarvices a intervention gStes, including doctors, midwives, nurses, traditiond birth
attendants, and counselors, were interviewed.
Client exit interviews to assess ther experiences with PAC sarvices receved a hedth
centers, including emergency trestment, counsding, and referrals.
Health center assessments to determine the availability and condition of Ste resources,
including equipment and supplies necessary for providing integrated PAC sarvices. Infection
prevention practices were aso examined.

Additiondly, CEFOREP conducted a series of semi-dructured key informant interviews and
community focus groups to inform the project desgn and gauge the leve of loca support around
PAC sarvices.

To introduce the project and leverage additional nationd and loca support for the intervention,
basdine findings were disseminated for planning and discusson a& a one-day workshop with
stakeholders at the end of Phase .

Taking Postabortion Care Services Where They Are Needed:
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Phasell: Intervention (July 2001-August 2002)

Basdine findings and formative research results permitted EngenderHedth to desgn and
introduce the intervention modd of integrated PAC sarvices. The intervention was based on the
three-dlement model tested in tertiary care Stes, the same mode adapted for the draft nationa
PAC protocols. This modd was dightly adapted to local needs and available resources at district
dgtes The intervention incduded PAC dinicd and counsding training, PAC counsding
workshops, whole-dgte training for hedth center personnd in EngenderHedth's dlient-oriented
provider-effident (COPE) methodology, infection prevention training, contraceptive technology
update and counsding workshop, management information systems support, and quarterly
upervison vigts.

PAC clinical and counseling training,
conducted in June and again in July 2001. A
totd of 12 digdrict hedth center dinicians
(five doctors and seven midwives) who
routindly offered PAC sarvices (modly digitd
curage®) received dlinica training & CHU Le
Dantec in Dakar, incuding traning in MVA
techniques and infection prevention. As
previoudy noted, hedth posts were not
equipped to peform MVA per naiond norms
and protocols. Thus, the clinicd component of
this intervention focused on didrict hedth
centers. Trained hedth center providers
received MVA certification _frc_)m districts of Dioffior, Koungheul, Fatick,
EngenderHedth and the MOH. Each didtrict K affrine, K asnack, and Gossans
hedth center was provided with a complete (June 25-July 6, 2001)

MVA darter kit to begin offering services.

T T e R 18

Figure2: PAC clinical training
participants and trainersfrom

PAC counseling workshops, E——
which were hdd at the regiond T—
hogpitd  in  Kadlack in f
September 2001 and attended
by 36 doctors and mid-leve
providers  from  intervention
hedth centers and hedth podts.
Three consultants and  three
midwives, who had been
traned a PAC regiond
trainers, led the workshop. The
training focused on improving - o i

the content and qudity of Figure 3: PAC cIinicaJ_trginingof doctors_and midwives_from
health districts of Dioffior, Gossass, Fatick, and Kaffrine

(July 16-17, 2001)

3 Digital curage is amethod whereby the foretingers are used to manually explore the uterus and evacuate identitied
contents.
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counsding information exchanged between PAC providers and their clients.

Wholesite training for health center personnel in EngenderHealth’s COPE methodol ogy
COPE is a reproductive hedth sdlf-assessment tool used for monitoring, evaduating, and
improving qudity of services (EngenderHedth 2002). COPE invites the saff, the people
most knowledgesble about the facility, to evduae ther sarvices objectivdy, identify
problems, and try to develop workable solutions. Usng COPE foders site ownership of both
the problems and the solutions. EngenderHedlth, as the technica support provider, supported
gtes in the devdopment and implementation of their COPE action plans. Follow-up was aso
done a hedth posts where COPE had dready been introduced in 1998 under another
EngenderHedth project. Action plans for hedth posts were reviewed and updated to include
seps necessary for integrating PAC sarvices. Action plans and site progress were reviewed
during quarterly supervison vists.

Infection prevention (IP) training, conducted with al ste staff at each hedth center over a
two-day period. Solutions for identified IP gaps were dso
included in COPE action plans, Ste progress was monitored
and technicd as3dance provided during dl quaterly
supervison vists

Contraceptive technology update and counseling workshop.
To reinforce family planning knowledge and improve provider
competencies in addressng the second dement of PAC (the |
provison of family planning services and referras), a one-day
contraceptive technology update and counsdling workshop was
conducted with the participation of 10 midwives from the sx
hedth centers and one nurse from each of the 12 hedth podts.
Hedth center and hedth post providers were jointly trained to
facilitate did ogue between Sites.

Management information systems support. Prior to the Figure4: Providers
intervention, PAC dients were liged only in maternity receiving PAC
regigers and with minima information. Individud ~dient clinical training
medica records did not exist for PAC clients. PAC registers

and client medica records were introduced
to manage PAC dient information.
Providers and hedth personnd were dso
trained in medical record keeping to
maintain the newly introduced system.

Quarterly supervision visits to monitor
progress and provide technicad and
materia support to intervention Stes were
conducted by EngenderHedth’'s medicd
consultant dong with representatives of the
MOH. Communicaion and  ongoing

Figure5: Postintervention evaluation team

An Operations Research Project Testi in Kaolack for data collection
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technical support were aso done by telephone and by additional Site vidts.

PhaseI11: Postinter vention Assessment (September 2002-December 2002)

To evduate the intervention's impact on qudity of care and respond to the research questions of
this project, interviews were conducted with providers a dl 18 intervention sStes. Trained
researchers aso conducted client exit interviews at didrict hedth centers during a one-month
period to assess client experiences with PAC sarvices 14 months after the mode’s introduction.
Additiondly, hedth center regigers (both PAC and maternity registers) were reviewed for PAC
sarvice datidics for the 14 months prior to and after the intervention’s introduction. To assess IP
practices, inventory, medicd record keeping, e€ic., EngenderHedth's medicd consultant
conducted Site observations.

STUDY SAMPLING

Providers and clients interviewed during basdline and 14 months postintervention were sdlected
usng purpossful sampling. All providers (doctors, midwives, nurses, traditiond birth attendants,
counsglors, etc.) providing PAC sarvices a hedth centers and heath posts were gproached for
verbd informed consent to participate in the research. Interviews were conducted in ether
French or Wolof, depending on the provider's preference. A total of 104 providers (ranging from
one to 11 per Ste) were interviewed at basdine. At podintervention assessment, 76 providers
(ranging from one to 22 per dte) were interviewed. The loss of provider respondents at
postintervention assessment was attributable to several provider absences and some transfers.
Individud provider preintervention and postintervention responses were not maiched; aggregate
responses were compared.

Smilarly, dl dlients discharged after receiving PAC sarvices were administered verbd informed
consent in Wolof, as documented by interviewers, to determine if they wished to participate in
the research. Consenting clients were interviewed a hedth centers and hedth posts for basding
however, given the limited volume of clinicd cases presenting a each hedth post, only hedth
center clients were interviewed at postintervention assessment. For this reason, data presented in
this report are based only on client interviews conducted a hedth center facilities. Client
samples from basdine and podtintervention assessment were assumed to be independent for the
purpose of this research. A total of 48 clients were interviewed a basdine, and 55 were
interviewed a podintervention assessment. Additionaly, aggregate service ddidics were
collected on dl clients recaeving PAC savices a hedth centers between June 2000 and
September 2002.
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MAJOR FINDINGS

CHARACTERISTICSOF PAC CLIENTS

The mean ages of PAC dients interviewed a hedth centers were 254 for preintervention and
26.5 for pogtintervention. The youngest client interviewed was 15, and the oldest was 45 years of
age. Clients reported beginning childbearing a an average age of 18 (prentervention) and 17.2
(postintervention) and having had an average of 4.5 pregnancies and three living children. Table
2 detalls a breskdown of client socio-demographic characteristics, including age, ethnicity,
religion, and education for both sudy samples. Data reved that the vast mgority of clients were
married monogamoudy or in a polygamous union. Wolof, Serere, and Pulaar were the most
common ethnicities noted for clients in the two Study regions, with a higher representation of
Pulaar and fewer Serere clients & pogintervention. The vast mgority of clients were Mudim.
Clients were mogt likely to have had little or no forma education (Koranic or primary school or
less) and to not work outside the home.

Table 2: Socio-demographic characteristics of PAC clientsinterviewed
Preintervention (%) Postinter vention (%)

(n=48) (n=55)

Age Group

15-24 20 (41.7) 22 (415)

25-35 22 (45.8) 18 (34.0)

35+ 6 (12.5) 13 (24.5)
Marital Status’

Married (monogamous) 25 (521) 31 (57.4)

Married (polygamous) 18 (37.5 22 (40.7)

Sngle 2(42 1(19)

Divorced/Separated 3(6.2 0(0.0
Ethnicity

Wolof 17 (35.4) 22 (41.5)

Serere 21 (43.8) 13 (24.5)

Pulaar 5(104) 12 (22.6)

Other 5 (10.4) 6 (11.4)
Religion”

Mudim 45 (93.7) 52 (98.1)

Catholic 3(6.3) 1(1.9)
Education Level ™

No Education 18 (37.5) 17 (32.1)

Primary 14 (29.2) 7(13.2)

Secondary or Higher 5(104) 7(13.2)

Koranic/Arabic 10 (20.8) 21 (39.6)

Other 1(21) 1(1.9)

" n= 1 missing values(post) "~ n=2 missing values (post)
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When asked about their primary reasons for seeking medical care, clients reported experiencing
vaious symptoms of an incomplete abortion, most notably vagind bleeding (85% pre and 98%
post)) and pelvic pain (83% pre and 90% post). Additionaly, pogtintervention clients were more
likdy to report experiencing symptoms of infection, including fever and chills (49% post
compared to 8% pre) and dizziness (40% post compared to 12.5% pre). Client medica records
reveded tha the vast mgjority of PAC cases (95%) were recorded as spontaneous abortions.
While the number of induced abortion cases is mogt likey greater than what is documented,
under-reporting is not surprising given the illegd datus of abortion in Senegd. For mogt clients,
the reference abortion was reported to be ther first; however, dmost one-third of preintervention
and 30% of pogtintervention clients reported at least one prior abortion or miscarriage.

When asked about the nature of the
pre_gn_ancy the_y hed just logt, the Figure 6: Nature of pregnancy endingin abortion
post) reported that it had been a
“wanted” pregnancy; less than one

in three dients reported that the 1:(())_

pregnancy had been “unwanted”

(Figure 6). The most common €07 ™ Unwanted
reeons for not wanting the 40 1 67 72 B Wanted
pregnancy were insufficient birth 20 1

spacing (73% pre, 50% post) and . .

desire to limit births (9% pre, 25% Pre (n=47) Post (n=54)
post). This, coupled with the
finding that 41% of preintervention
clients and 58% of podintervention clients dso reported a history of one or more unwanted
pregnancy, spesks to the unmet need for family planning among PAC dients This need was
most apparent for the 67% of postintervention and 63% of preintervention clients who reported
not wishing to become pregnant again for at least one year.

Per cent

However, this unmet need for family planning is far from universd. While few preintervention
clients dsated that they wanted to become pregnant after treatment, dmost one in four
podtintervention clients reported that they wanted to become pregnant shortly after recovery or
within one year. Preintervention clients were more likdy (23% compared to 7%) to date that the
timing of ther next pregnancy depended on the “will of God.” This reported desire to become
pregnant shortly after trestment is an important finding, particularly given the large number of
wanted pregnancies ending as a result of complications. Familid and societa pressures to
replace a lost pregnancy were mentioned by some clients during interviews and seem to merit
further research.

Taking Postabortion Care Services Where They Are Needed:
An Operations Research Project Testing PAC Expansion in Rural Senegal
10



AVAILABILITY OF INTEGRATED SERVICES
PAC Element #1: Emergency Treatment of Complications of Abortions
Expansion of PAC Services to Include MVA
Treatment: Prior to the introduction of MVA, digita
curage was the primay mehod used for uterine
evacuation. Unlike regiond tetiary care facilities that
depend on dilation and curettage (D&C) for trestment

in the absence of MVA, hedth centers had come to

ry on this low-resource but risky method. As 1
previoudy mentioned, digitd curage is a method —
whereby the forefingers are used to manudly explore  Figure7: MVA equipment for use
the uterus and evacuate identified contents, dlearly with local anesthesia

introducing grest risk of infection. Additiondly, it was ~ (Pnotograph courtesy of Ipas: from presentation
found thet only one out of the sx hedth centers was Addressing Unsefe Abortior’)

even equipped to provide generd anesthesa, which is generdly required for use with digita
curage or with D&C. Even a that one dte, digitd curage was the more commonly performed
trestment prei ntervention.

Provider interviews reveded that 68% (71/104) of hedth personne had never received any
formd traning in PAC, incuding treatment or counsding. Basdine findings dso suggested that
while only midwives and physcians could perform digitd curage, many untrained providers
such as nurses, nurses aides, and traditiona birth attendants were sometimes dso providing the
treatment in the common absence of atrained provider in rurd regions.

As a reault of the intervention, those respongble for
providing emergency obdetric care a hedth centers,
including sx of nine midwives and dl but one doctor,
were traned in  the management of abortion
complications and cetified to provide MVA.
Additiondly, over hdf (37/73) of the personnd providing
PAC counsding (midwives nurses, traditiond birth
attendants, and socid assgtants) reported receiving
traning in PAC oounsding, induding family planning
and other RH counsdling. At least one nurse or traditiona
birth atendant from each hedth post had dso

participated in contraceptive technology updates. Figure8: Trained midwife
receiving MVA certificate from
PAC datistics collected from maternity and PAC PAC clinical trainers

regigers showed an overdl incresse in pogintervention

PAC cases managed by intervention Stes. Between August 2001 and September 2002, 460
clients received PAC a intervention hedth centers, a 23% increase over the previous 14 months
(Table 3). Seventy percent of PAC dients were firg trimester cases and thus digible for
treetment with MVA. Of these dients 57% benefited from treatment with MVA under loca
aneshesa in lieu of digitd curage or D&C without aneshesa In the absence of an MVA-
trained provider or in cases where the gestationd age was greater than 14 weeks, digital curage
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was reported as the method used to treat 52% (237/460) of al PAC clients and dmost one-third
(103/326) of MVA-digible cases during the intervention period. D&C was only used to trest
four clients, dl without anesthesa In the presence of severe complications, including cases in
which the cervix was closed during an incomplete abortion, clients were referred to the regiond
hospital in Kaolack (10% or 34/326). Asde from severe complications of abortions, the most
common reason (10/34) for referrds to the regiond hospitd were for diagnoss of a molar
pregnancy. Of dl cases referred, only one client's medica record was found a the regiond
hospita; thus, treatment received and outcome of referrd were not determinable because of gaps
in record keeping.

Table3: MVA usefor PAC treatment

Preintervention Postintervention
June 2000—-July 2001 August 2001-September 2002
Total PAC clients treated 373 460
Total < 14 weeks gestation® 266 326
% MVA (< 14 wks) 0% (0/266) 57% (185/326)

8 Eligible for treatment with MV A

As shown in Figure 9, there were differences noted between the two regions in the speed and
degree of integration of MVA into the scope of PAC sarvices. These vaidions in integrating the
method and overcoming chalenges to MVA use were most gpparent a the site leve, but
regiond differences were aso notable. Fatick hedth centers tended to be dower in the
integration of MVA than their counterparts in Kaolack, who were not only quicker but aso more
consstent in their use of the method.

Clients were mogt likely to have been | Figure 9: Percent of PAC clients treated with

trested with MVA in the fird nine MVA by region

months  after the method was 100

introduced. On average, dmost 64% of 90 1

clients recaving PAC sarvices during 80 1

this initid period were treated with 70 1

MVA. The use of MVA declined over < 607

the find quater of the intervention. S 50

This decline dso coincides with the S 40 ¥ KoaakRegion

proect's find quately supervisory 30 1 Fatick Region

vigt (April 2002), but it dso fdls 20 1 e Both Regions

during a period when many MVA- 10

traned dinicians were disent from 0 . . ;
ther hedth dtes for mandatory Aug-Oct 2001 Nov-Jan 2002 Feb-Apr 2002 May-July 2002
paticipaion  in  naiond hedth

campaigns.
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Figure 10: Provider perceptions of advantages of PAC treatments (n=29)
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Provider Perceptions of PAC Treatment Techniques: Almost 14 months after traning,
cinicians offering PAC treatment perceived MVA to have a number of important benefits over
digita curage. All clinical providers interviewed a podintervention assessment (n=29) indicated
that they were ether very satisfied (35%) or satisfied (65%) with MVA. Satisfaction with digita
curage was condderably lower; few providers reported strong satisfaction, with 48% dating they
were “somewhat saisfied” and 17% daing they were “not satified” with digitd curage. The
less invasve and traumatic nature of MVA, lower associated risk of morbidity, and its higher
success rate for complete evacuation were among the most noted advantages of MVA (Figure
10). Both MVA and digitd curage were percelved as easy to use, however, the lower cost of
digitd curage was the main advantage perceived by some providers. Others mentioned the ease
of uterine exploration during the tretment usng digitad curage as an advantage over MVA.
Disadvantages of digitd curage included the risk of infection (55%), hemorrhaging (55%),
mucousa trauma (38%), and its panful nature when peformed without genera anesthesia
(72%). Only a few providers cited perceived risks of MVA, such as hemorrhaging and infection.
However, the cost of MVA, its panful nature when performed without local anesthesia, and
limited but necessary resources (i.e, MVA traning and equipment) for providing the treatment
were each cited by one-third or less of clinicians as disadvantages.

PAC Element #2: Family Planning Counsdling and Services

The integration of family planning counsding services resulted in increesed access to family
planning information and informed method choice. Condoms, pills, injectables, and implants
were all dfered by dl hedth centers. Prior to the intervention, only 38% of PAC clients reported
receiving family planning counsding (Figure 11). PAC dlients who wished to use a contraceptive
method were usudly referred to the family planning unit of the same hedth center or to a hedth
post.

As a result of integration of family planning services, seven in 10 dients interviewed a
podtintervention assessment benefited from family planning counsding. Hedth center ddidics
showed that 20% (84/420) of dl PAC clients left the intervention dte with a modern
contraceptive method. Providers adso remarked that registers did not account for many clients

Taking Postabortion Care Services Where They Are Needed:
An Operations Research Project Testing PAC Expansion in Rural Senegal
13



Figure 11: Quality of PAC counseling: client reports
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that may have wanted to use a family planning method but needed to consult with their partner or
family prior to sdection. These clients would most likely have visted the nearest hedth post or
accesed care a the family planning unit of the hedth center; they were less likdy to have
returned to the emergency obgtetric care section for follow-up, where consultation fees were
higher. Additionaly, medicd records were not integrated across hedth dtes or even within
hedth centers across sarvices This made tracking poddischarge users of family planning
methods dmost impossible.

Yet the low levd of client avareness of the immediate return of fertility and risk of pregnancy
dmogst immediately after an abortion reveds dgnificant gaps in the pogtintervention counsding.
Only 12% of dients interviewed knew that they ran the risk of becoming pregnant amost
immediatdy after a firgt trimester abortion; an inggnificant change from the 10% documented a
basdine. Issues with client confidentidity, particularly during counsding, were dso noted at the
podtintervention assessment & four of the sx hedth centers While a greater number of clients
reported having privacy during examination and treatment (83% compared to 69% at basdine),
cient confidentidity was not aways respected during counsding. Despite efforts to create a
facility area where dients could be counsded confidentidly for family planing and RH
sarvices, podintervention assessment findings reveded that a the mgority of hedth centers,
PAC dients were dill receving counsding in hdlways and waiting rooms or, not uncommonly,
in the presence of other dients.

PAC Element #3: Reproductive Health Counseling and Linkages

In addition to greater access to family planning methods and information, podtintervention PAC
clients interviewed reported being more informed of avalable RH sarvices and treatments
received. They aso reported being more satisfied with the information they received (Figure 11)
and feding that they were treated with respect. Clients were more than twice as likey (51% post
compared to 23% pre) to report that the treatment they received was clearly explained to them
during postintervention care.

Clients were dso much more likey to report having received information about possble
complications and what to do in case they experienced any problems after discharge from the
hedth center. Despite fewer clients reporting that they had opportunities to ask questions of their
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providers, postintervention assessment clients were dill more likdy to report that the counsding
and information they received was sufficient.

Providers offering PAC sarvices were dso respongble for providing a range of other RH
services incduding antenatd care, infertility services family planing, sexudly transmitted
infection (STI) services, vaccinations, and specidty adolescent hedth services. Almost one in
two dlients reported receiving RH counsding podtintervention, only a dight increase from the
44% who reported 0 a basdine In addition to family planning counsding, these clients were
counsded in a range of RH issues, including HIV/STI prevention. However, it was aso found
that most PAC providers were ill referring dlients for dl other non-family planning services
including various screenings, tests, and treatments. Again, such referrds were not possible to
track because of the limited integration of information sysems.

PAIN MANAGEMENT
Pan management for PAC clients is an important aspect of quaity of care. Prior to the
introduction of MVA, pan control during uterine evacuation was limited to psychologicd
support and, occasiondly, prescribed pan medicaions after trestment. The overwhdming
mgority  of  preintervention

PAC dients including those Figure 12: Degree of pain experienced
recelving sarvices a the one during treatment
Site equipped to provide generd Post (n=51)

anesthesa, did not benefit from =
pretrestment pain control. Strong Pain —;
Basdine data reveded that only
8% of dl PAC clients reported
recaving medicaion for pan Minimal/No Pain

control prior to treatment; an o 10 o 3 4 50 60 7o
additional 58% were given pan
medication, but only after
treatment. As such, 65% of basdine respondents reported feding “strong pain” during treatment
(Figure 12).

Moderate Pain

Per cent

As a result of provider training in pan management and the introduction of MVA for use with
locd anestheda, dients were much less likdy to report feding pan during trestment. The
mgority of podintervention assessment dients reported “minima” or “moderate pan.” Only
four in 10 reported feding “strong pain” during their treetment. Those reporting strong pain were
overwhdmingly those trested with digita curage.

PAC regiser daa dso show amost universa prescription of loca anesthesa with MVA
treetment. Clearly, not al clients would have been able to fill those prescriptions. However,
podtintervention assessment interviews confirmed that the magority (74%) of clients did benefit
from locd anesthesaduring treatment.
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CLIENT WAITING TIME AND HOSPITALIZATION

The emergency nature of PAC sarvices cdls for immediate attention from a trained provider to
manage any potentid complications without delay. This often depends on provider availability,
paticulaly in Stes where only a few providers are traned and/or available to offer certain
emergency obgetrica services, such as MVA. As Table 4 shows, client waiting time and time
prior to evacudion actudly increased podintervention. While the mgority of both pre- and
podtintervention clients reported thet they were consulted immediatdy or within 15 minutes of
their arivd a the hedth center, podintervention clients were more likdy to report a waiting
time longer than the recommended 15 minutes.

Data suggest that while dients treated with MVA bendfited from a safer and less panful
treatment, they were aso more likely to experience delays in receiving care and treatment.
Almog dl clients who ieported having to wait two to 24 hours for uterine evacugtion were those
trested with MVA. The increased waiting time was usudly due to a combination of factors. Firs,
clients trested with MVA were often required to wait for one of the two providers trained in the
method, whereas clients treated with digital curage were more likdy to receive immediate
treetment from any available provider, including, occasondly, untraned providers. Second, a
prescription package, including xylocaine (for loca anesthesa), needed to be purchased by
MVA dients Since digita curage was rarely done under anesthesia, it could be performed more
readily than MVA and with fewer precursors to care. Severd providers remarked on the delays
in PAC sarvices. One provider articulated a solution to this concern, which was dso expressed
by severd of her peers. She stated that there was a need to consider “training more personnel to
provide arange of PAC treatment servicesin order to reduce client waiting times.”

Table4: Client waiting timesprior to consultation and treatment

Preintervention Postintervention
Time beforeinitial consultation n=48 % n=53 %
Immediate 11 22.9 16 30.2
Within 15 minutes 2 45.8 16 30.2
16 to 30 minutes 9 18.8 7 13.2
Over 30 minutes 6 125 14 26.4
Time befor e uterine evacuation n=48 % n=51 %
Immediate 18 375 10 19.6
Within 1 hour 21 43.7 17 333
1to 2 hours 5 10.4 10 19.6
Over 2 hours 2 4.2 14 275
Didn't recall 2 4.2 0 0

Despite ddlays in recelving trestment, pogtintervention PAC clients were less likely to be kept

overnight at hedth facilities The overdl percentage of dients saying overnight a hedth

fadlities decreased from 77% a preintervention to 40% a podintervention. Overnight stays
Taking Postabortion Care Services Where They Are Needed:
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were adso more often noted for clients treated with digital curage (dmost 50% d clients treated
with curage) than for MVA dients (36% of MVA-treated clients). It is important to note that
providers aso remarked that overnight stays were often necessary in these rurd settings because
of limited transportation and long disances traveled for care. On the whole, clients benefited
from shorter facility stays as a result of the intervention, with mean duration decreasing from 1.3
days to 04 days The podintervention mean was only dightly higher for dlients trested with
digital curage than for those treated with MVA.

INFECTION PREVENTION

Basdine findings suggested that IP practices would be a mgor chdlenge to integrating and
expanding PAC sarvices a the hedth didrict level. Findings reveded that efforts would be
needed not only to equip dtes with supplies and IP skills but to impress the importance and
benefits of IP practices on dl intervention ste gaff. Many sSte personne had never been trained
in IP but were found to be responsble for many important IP procedures, such as insrument
processing, induding high-level disinfection (HLD) and waste disposdl.

The basdine assessment reveded that handwashing and use of gloves were highly incongstent
across gtes. Decontamination and Sterilization/HLD practices were often lacking, or done but not
per protocol. Medicd waste management and disposal were dso problematic issues for most
gtes, dl of which did not have access to a proper incinerator. Prior to the intervention, it was
even discovered that some Stes were disposng of medical waste and sharps no differently than
generd waste. At one dte, medicd waste had been easly accessble to locd resdents who
recovered the used medica supplies, including sharps, for resde in the loca market.

During the intervention period, on-dte training, COPE exercises, and ongoing supervison were
dl used to achieve notable improvements in accordance with minima sandards of IP. Despite
some continued deficiencies, great progress was made by dmost dl hedth centersin this area.

Podtintervention, it was noted that providers had made a great effort to improve the quaity and
consstency of IP practices, especidly in areas where they had the capacity to do so (i.e, where
externd resources were not required). For example, handwashing and use of gloves were much
more common, paticulaly as providers redized the importance of this smple effort in
protecting themselves as wdl as their clients. Supplies for HLD were more reedily avalable and
used. Providers and hedth ste personne were dso more knowledgeable of proper infection
prevention procedures, including the parameters of HLD and decontamination, abeit with some
continued gaps in peformance. Waste management efforts were more inditutiondized, and
amog dl sites had built or gained access to a temporary incinerator. Only one hedth center had
succeeded in acquiring ameta incinerator with proper ventilation.

EMERGENCY PREPAREDNESS, SAFETY, AND CONFIDENTIALITY

With few additiond resources and many dSructurd and organizationd chalenges, most hedth
centers succeeded in improving their ability to triage and manage emergency cases. The basdine
assessment reveded that many of the facilities faced dructura chdlenges. For example, lighting
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was inadequate in most dtes, and many did not have separate procedure rooms to provide
confidentidity during counsding and treaiment. It was aso noted and reterated in Al
supervisory reports that the one hedth center receiving the grestest volume of PAC clients was
practicdly in ruins, posng severe safety concerns for clients and gaff. Almogt al dtes were dso
lacking in necessary emergency medications, equipment, and supplies needed for the immediate
management of emergency complications.

During the fird few months of the intervention, Stes received support from ther individud
governing hedth committees to restructure their facilities and create a least one procedure room
and a confidentidl counsding area. Fadilities continued using these desgnated PAC zones,
however, it was noted that even podintervention, client confidentidity and comfort were not
consgently respected, particularly when dtes were presented with multiple emergency obstetric
cases all at once.

Lighting and overdl deanliness improved a dl dtes as did the avalability of certain emergency
medications and supplies, however, many stes were dill forced to depend on their hedth center
pharmacy for purchasing emergency medications. Despite the Bamako Initiativeé's (UNICEF
1988) efforts to make essentid medicaions available to populations in need, many of the
medications needed for PAC (antibiotics, andgesics, anesthetics, others) were more often than
not out of sock a regiond and digrict hedth facilities. Therefore, clients were often given a
prescription for medications that they needed to purchase from the separate hedth center
pharmacy or a locd pharmacy prior to receiving emergency trestment. As data suggested, this
often resulted in longer waiting times prior to evacuation and trandated into greater out-of-
pocket costs for clients.

ACCESSTO PAC SERVICES

Treatment Costs

The average treatment codts, including the consultation fee, required laboratory tedts,
medications, and facility stay, decreased by an average of 1,600 CFA as a result of the
intervention. The average cost was reduced from approximately 8,900 CFA (approximatdy US
$14) to 7,300 CFA (US $11). This decrease was attributable to severa factors, including fewer
prescribed medications,* shorter fadility stays, and reduced consultation fees for some services.

The cost of PAC sarvices varied greatly by treatment type and by hedth center, despite
EngenderHedlth’'s drong recommendation that governing hedth committees dandardize and
decrease PAC treatment costs (Table 5). It appears that in the absence of sufficient regiond or
nationad funds for PAC expanson, Stes had to recoup some of the costs of expanding PAC
sarvices. This resulted in increased trestment costs for some dlients, mogtly those trested with
MVA, but some savings for those treated with digita curage. Podtintervention, clients treated with
digitd curage were on average paying dmost haf (4,500 CFA) of the prentervention cost for the
same trestment. On the other hand, clients recelving MVA trestment were paying an average of
10,100 CFA or gproximately US $15. While this difference is partly due to variation in higher

* |t was determined during baseline that many providers were prescribing many costly medications unnecessary for
digital curage clients. This list of prescribed essential drugs was streamlined to reduce coststo clients.
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consultation fees, it is mogtly attributable to higher costs of medications required for trestment with
MVA, such as antibiotics and locd anesthesa For some dlients, the cost of medications aone was
greater than the combined costs of treatment and facility Stay.

Table5: Postintervention PAC treatment costs* by site
(650 CFA ~$1 USD)

Health center Digital curage MVA

Consultation Required Consultation Required
fee medications fee medications
Fatick 3,000 3,000 3,000 3,000
Gossass 1,500 3,500 1,500 3,500
Dioffior 2,000 2,500 2,000 2,500
Kasnack 3,000 1,500 5,000 5,000
Kaffrine 1,500 3,000 1,500 4,000
Koungheul 1,500 2,000 3,000 5,000
*in CFA

When asked how sarvices could be improved, the mgority of clients interviewed a the
postintervention assessment mentioned the need to address the burden of high PAC treatment
codts. Clients reiterated that “trestment and medications should be given to indigent dients or at
leest reduced in cost.” As one client aticulated the problem, “I find mysdf in the impossble
Stuation of having to buy al these medications that were prescribed to me. I've pught some but
the rest I'll have to wait and see when | can buy them.” Another client stated that the costs of
medication were “inaccessble to many” and tha “if one does not have the financid means, they
risk death.”

Physical Accessto Services

Clierts and providers cited both Figure 13: Transportion used to get to
the cost of transportation and health facility

physica access to services as two

of the mgor bariers to accessing 100% 7

cae. While this dinic-based 80% - ® other
intervention  did ot directly o e

address transportation resources,
it did examine this important
aspect of access in order to
undergland its impact on services. 0%
Some efforts were made during
the project to encourage hedth
posts and hedth centers to
increase preparedness for emergency cases by encouraging increased didogue among dtes to
better coordinate emergency care and follow-up, including transportation for emergency cases.
While the intervention succeeded in more than doubling the number of referrds to hedth centers

40% 1 O public transportation

20% 1 family car

horse cart

Pre (n=48) Post (n=54)
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from hedth posts (31% postintervention compared to 13% a basdine), it could not adequately
address barriers to physical access.

Podtintervention clients were much more likely to report having used paid public transportation
or a taxi to get to the hedth center for treatment (Figure 13). Although it continued to be the
most commonly used method of transportation, fewer (30% compared to 50%) pogtintervention
clients reported usng the emergency charrette, or horse cart, to get to rurd hedth centers
(Figure 14). With more referrds to hedth centers and during certain periods, avalamllty of the
cat could be quite limited, B

leving women little choice
other than use of other pad
transportation.  Depending  on
distance and road access, for
some women, paying for public
or private transportation could
have been a better and more
economical dternative to the
cat. In addition to the horse
cat being highly uncomfortable |
foo a woman expeiencing

emergency complications, . .

dients were sometimes | © 3

expected to pay as much as : -
10,000 CFA for this Figure 14: Ambulatory horse cart used to evacuate
trangportation service. This cost PAC clientsto higher-level health facilities

was sometimes greater than the

combined cost of trestment and

fadlity day. During interviews, severd dients commented on ther frudraions with having to
travel so far to access emergency care. They told interviewers that they did not understand why
services coud not be avalable to them at closer hedth posts. “Nurses a hedth posts should be
traned s0 tha dients don't have to travd s0 far and ded with dl the problems of public
trangportation.” In the words of another client, “Hedlth posts should be equipped to better handle
cae” One solution proposed was to “provide hedth posts with the necessary medications and
supplies and then send a doctor at least two or three times a week.” Clearly, transportation and
associated costs were amagjor chalenge for clients seeking care.
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CONCLUSIONS AND RECOMMENDATIONS

CONCLUSIONS

Provider commitment, coupled with technicd support from EngenderHedth and the MOH,
produced meaningful changes in dl three dements of the integrated PAC modd as a result of the
intervention. Findings demondrate improvements in basdine indicators, which showed poor
access to and qudity of PAC services, including a lack of integration of services, limited and
often panful trestment of abortion complications, limited provider training, and poor counsding
and IP.

Improvements were noted in the management of abortion complications and linkages to family
planning and other RH information and sarvices. The intervention modd of integrated PAC
services, including the use of MVA with locd anesthesa for treatment, was successfully
implemented in dl sx didrict hedth centers. Provider competence and comfort with MVA
resulted in the method's use to trest the mgority of fird trimester abortions. The expanson
resulted in better pain management and reduced duration of facility stays.

The project dso resulted in grester client access to family planning and other RH counsding, for
both on-dte savices and by referrd. Counsding and family planning method avalability were
more systematic; however, gaps continued to exist. These gaps may explain the lower rate of
contraceptive uptake documented (compared to OR findings from PAC expanson conducted at
Le Dantec Hospitd in Dakar); however, it is dso important to condder that a dgnificant
proportion of PAC clients reported that their pregnancies had been desired or that they were
interested in becoming pregnant within a yeer.

Improvements in qudity of care indicators were aso documented. Infection Prevention (IP)
knowledge and practices improved as a result of traning, COPE exercises, and ongoing
supervison.  Improvements were noted in dl aspects of [P, incduding handwashing,
decontamination, HLD, and medicd waste management. Despite improvements, there remained
a need for continued improvements that could only be facilitated by ongoing Ste supervison and
procurement of resources and materias, including autoclaves and incinerators for proper IP.

More comprehensive record-kesping systems, incuding PAC regisers and individud dient
medica records, were inditutiondized. Referrds were dso reinforced as an important aspect of
care, however, the mechaniams for referrds and client follow-up remained difficult without an
integrated system to track client care, both within and between hedlth facilities

Indicators suggest improvements in the qudity of dient-provider interactions, greater access to
cae, and higher client satisfaction with services received. Despite progress, deficiencies in the
quaity of, and access to, PAC services reman to be addressed. For example, while a dight
decrease in dients out-of-pocket cost was documented after the intervention, economic and
geographic bariers to care continued to be ther mgor concerns. Counsding was not yet
systematic and poor pain control remained a mgor chdlenge for those receiving digitd curage
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without generd aneshesa The limited number of avalable midwives and physcians trained in
MVA dso contributed to delaysin clients receiving timely trestment and care.

Also important to highlight is the impact of regiond ownership of the expanson process. This
resulted in both provider accountability and resourcefulness in the face of chdlenges.
Intervention Stes were able to overcome a grest number of chalenges in ther efforts to improve
PAC sarvices for their clients. Provider buy-in and engagement facilitated the inditutiondization
of many of the changes mentioned in this report. For this very reason, EngenderHedth was
intentiona in its role as a catalys and technical resource in the expansion process, recognizing
that sugtainability was an important dimension that could only begin to be addressed through
early and ongoing engagement of locd partners.

RECOMMENDATIONS
To further reinforce the progress made and ensure viability of this effort to decentralize care and
decreae the morbidity and mortdity associated with abortion complications, severd
recommendations can be made regarding next steps:.
Tran dl midwives and physcians providing emergency obgetric services in the integrated
PAC modd to increase the number of providers equipped to handle postabortion cases in an
efficent manner.

Coordinate regiond efforts to provide dternative solutions for addressng the shortages in
subsdized essentid medications at didtrict facilities.

Address the cost differences in treatment options as well as differences between fees charged
at hedlth facilities. Consder a et regiond fee for the service charge for curage and MVA.

Continue providing refresher training and programmatic technicd asssance to address
ongoing chdlenges to improving the standard of PAC, paticularly in IP, pan management,
counsding, and referrds.

Introduce national PAC protocols and standards of care as part of RH care services offered a
dl leves of the hedlth care pyramid.

Engage decison makers and opinion leaders to advocate for PAC needs a the didrict,
regiona, and nationd levd to ensure sudtainability, ongoing support, and responsveness to
rural needs.

Implement information, education, and communication campagns to inform communities of
the availability of services and facilitate accessto care.

Findings dso highlight the need to better define and expand the role of hedth pods. Hedth
posts could greetly benefit from being better equipped to handle emergency cases on ste or
by a drengthened referrd mechanism, paticulaly given the documented geographic and
financid barriersto care.

The sding-up of PAC expandon efforts suggested in the find recommendation seems
inevitable given the large need in rurd aress and exiding physcd and financid bariers to
accessng PAC savices a didrict hedth dtes or regiona hospitdls. Comprehensive  client
follow-up after discharge from hedth centers or the regionad hospital appears to be chalenging
because of the current lack of integration and limited communication between dtes. Addressng
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communication and integration a the multiple levels of the referrd pyramid seems to be an
esentid but missng link. Untrained midwives and traditional birth attendants at hedth pods
reported sometimes providing ontdte emergency dinica sarvices, incduding digita  curage, in
the adbsence of means for emergency referrd to higher-level sites. Some of these providers are
midwives, others are traditiona hirth atendants with little formd training in PAC. In some
ingances, midwives from hedth pogs found themsdves referring clients to hedth centers, where
they were received and treated by a less qudlified provider. In an effort to address these gaps,
EngenderHedth will congder piloting a demondration project in one of the study didricts to
determine how grester capacity can be created at the hedth post level, with better coordination
and support from hedlth centers.

Despite the need to continue to improve on progress dready achieved, the results demonsrate
that quaity PAC sarvices can be safdy and efficiently offered a lower-levd hedth fadilities
Operations research findings attest to the benefits of expanding exising PAC programs in rurd
setings and suggest that advantages of such an expanson outweigh the risks. The research
suggeds that gmilar expandon efforts could improve the qudity of care avalable to rurd
women, ultimately reducing materna morbidity and mortdity in Senegd.
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