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EXECUTNE SUMMARY 
A workshop on postabortlOn care operations research (pAC OR) conducted m hospItal 
settmgs was convened m September 1995 m Washmgton, DC PartIcIpants mcluded 
apprmamately 25 representatives from USAID, Cooperatmg AgencIes and other 
mternatlOnal agencies A key outcome of the workshop was the IdentIfication of the need 
for a set of core data collectIOn mstruments for use m PAC OR projects m VarIOUS 
countnes and settmgs Researchers also expressed a strong desrre for the opportumty to 
explore WIth therr colleagues the many methodologIcal challenges mherent m PAC OR 
In response, the INOP AL ill project entItled, "Techmcal support for the mternatlOnal 
postabortlOn care operatIons research program", was awarded to Ipas Later named 
"DATAPAC", thIs project was deSIgned to meet the followmg four, mterrelated, goals 

1 ArchIve ofP AC OR reports and publIcatIons, 
2 Secondary analyses ofP AC OR studIes, 
3 A set of standardIZed ("core") questIOnnaires, and, 
4 DissemmatlOn ofP AC OR resources 

An archIve was created at Ipas to store copIes of reports, publIcatIOns, presentations, 
protocols, blank questIonnaIres, and electrOnIC datasets from past PAC OR studIes The 
archIve currently has over 100 tItles Resources from the archIve were used as the baSIS 
for two comparative analyses ofP AC OR, mcludmg a review of cost and resource use 
studIes and also a reVIew of PAC OR m Latm Amenca (LAC) smce 1993 The cost 
studIes review was presented at the Annual Meetmg of the Amencan PublIc Health 
ASSOCiatIon (IndIanapolIs, November 1997) and also the Global PAC OR Meetmg (New 
York, January 1998), whIle the reVIew of PAC OR m the LAC wIll be a chapter m the 
forthcommg INOP AL ill Fmal Report In addItIon to these presentations and publIcatIons 
ofDATAP AC matenals, a DATAP AC webSIte (http //datapac tpas org) has also been 
developed Users of the webSIte can VIew resources from over 20 PAC OR studIes and 
also request copies of the lIsted Items 

In order to draw on the vast expenence and expertIse of researchers conductmg PAC OR, 
four TechnIcal Workmg Groups (TWGs) were formed WIth representatives from 15 
organIZatIOns based m AfrIca, AsIa, Latm Amenca, and the UnIted States These TWGs 
were responsible for revIewmg the core questionnaIres and other documents related to the 
DATAP AC Project Developed by Ipas and the PopulatIon CouncIl, seven core 
questlOnnarre mstruments and mstructlOn guIdes were reViewed by the TWGs, mcludmg 
an overview guIde, general mformatIon questIOnnaIre, case record reVIew form, cost 
study manual, patIent eXit mtervIew, observatIOn guIde, and mventory checkhst These 
modules were then translated mto Spamsh and pretested m three hospItals m Peru 
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INTRODUCTION 
ComplicatIons dunng pregnancy affect mIllions of women worldwIde each year, nearly 
600000 ofthese women dIe as a result I Women face many nsks dunng pregnancy and 
chIldbIrth, mcludmg abruptIO placentae, placenta preVia, preeclampsIa as well as 
complIcatIons such as hemorrhage and mfectIons ansmg from unsafe abortIon practIces 
Over 70000 women are estImated to dIe each year as a consequence of unsafe mduced 
abortIOn, and more women dIe m chIldbIrth, some of whom mIght have lIved If they had 
had access to safe abortIon Many more women suffer permanent mJunes, ChrOlllC paIn, 
and stenhty related to theIr unsafe abortIon procedures Unsafe mduced abortIOns are 
estImated to result m 13% of pregnancy-related deaths m developmg countnes, wIth the 
vast maJonty of deaths occumng m less developed countnes ThIS estImate clImbs to as 
much as 25% of all maternal deaths m some countnes 2 Most figures underestImate the 
Impact of unsafe abortIon because unsafe spontaneous abortIon estImates are not used 

Unsafe abortIOns occur m every country because mduced abortIon servIces are often 
Illegal, too expensIve, or otherwIse maccessible Women therefore tend to seek mduced 
abortIons from unskIlled and poorly eqUIpped proVIders ComplIcatIOns ansmg from 
spontaneous and unsafe abortIOns lead mIllIons of women around the world to 
emergency rooms each year seekmg PAC servIces PostabortIOn care IS defined as 

1) emergency treatment servIces for complIcatIOns of spontaneous or unsafely mduced 
abortIon, 

2) postabortIOn contraceptIve counselIng and method proVISIOn, and, 
3) lmks between emergency abortIon treatment servIces and comprehensIve 

reproductIve-health care 3 

In order to Improve PAC servIces and thereby help reduce the mCIdence of maternal 
morbIdIty and mortalIty, INOP AL ill has sponsored several operatIOns research (OR) 
studIes evaluatmg PAC quahty of care and costs A major component of the sub-contract 
between INOP AL ill and Ipas IS the development and ImplementatIOn of the DATAP AC 
project G1Ven the global mterest m PAC and the mitIatIOn of a number of OR projects by 
varIOUS agenCIes, DATAP AC IS a mechalllsm to proVIde guIdance to researchers on 
methodologIes, data collectIon and analysIs and tOPICS for mvestIgatIon 

DATAP AC' s objectIves under thiS subcontract were to 1) create an archIve ofP AC OR 
matenals (reports, publIcatIons, blank questIonnaIres, etc), 2) conduct secondary 
analyses of PAC OR completed to date, 3) develop standardIZed protocols and data 
collectIon mstruments for studymg PAC OR m a vanety settmgs, and, 4) dlssemmate the 
Items descnbed m ObjectIves #1-3 The development ofDATAPAC has been a team 
process coordmated by Ipas and broadly mvolvmg the PopulatIOn CouncIl, USAID, 
Cooperatmg AgenCies and other mternatIonal orgamzatIons DATAP AC was deSIgned to 
create a body of knowledge that IS useful to researchers, pohcymakers, admimstrators, 
mternatIonal donors, and others mterested m Improvmg the reproductIve health of women 
worldWide 
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OBJECTIVE #1: PAC OR ARCHIVE 
The first ObjectIve oftrus project was to gather resources relevant to PAC OR for 
mcluslOn m the DATAl? AC Arcruve After cullmg PAC OR matenals from the Ipas 
lIbrary, a search ofMEDLINE and POPLINE was conducted Key words mcluded 
"operatIons research", "postabomon care", "PAC", "OR", "mcomplete abortIOn", 
"mIssed abortIOn", and other related terms The reference lIsts from these artIcles where 
then searched by hand to IdentIfy any addItIonal PAC OR matenals not yet located 
Concurrently, a letter signed by George Brown and Forrest Greenslade was sent to 
numerous mdividuals and orgaruzatIons mvolved WIth research on PAC, contraceptIve 
counselmg, reproductIve health, and other related tOPICS Based on thIS effort, over 100 
reports, presentations, artIcles, and other matenals were submttted for mclUSlOn m the 
DATAP AC Arcruve (Annex 1) The archIve IS mamtamed m a Mlcrosoft Access database 
and currently mcludes over 100 Items from 17 countnes m AfrICa, AsIa, and Latm 
Amenca Some matenals are available m EnglIsh, SpanIsh, and Portuguese 

The arcruve pnmanly contams unpublIshed final reports and artIcles from non-peer­
reVIewed Journals One of the goals for thIS proj ect was to collect electrOnIc datasets to 
faCIlItate secondary analyses and perhaps comb me the data from several studies mto a 
smgle dataset To date, DATAPAC only has access to a few datasets The lack of 
electronIC data can probably be explamed by the followmg three factors 

1 For studIes already completed for some tIme, It IS lIkely that the mvestIgators no 
longer have access to any Epi-Info, Excel, SPSS, or other dataset files from the 
study Moreover, m some PAC OR studies the statistics were calculated by hand so 
that no electrOnIC datasets eXist for these studIes 

2 For studIes only recently completed, the researchers have not completed prunary 
analYSIS, and thus they may yet be prepared to submit theIr data for mclusion m 
DATAP AC In fact, we encouraged researchers to submtt theIr data only after they 
had finIshed all mtended analyses and had submItted any manuscnpts for 
publIcatIon Therefore, there mIght be a delay of months or years from the tIme data 
collection IS completed and the dataset IS ready for submIssIon to the DATAP AC 
Arcruve 

3 Fmally, shanng data IS still uncommon m most areas of health research, and some 
researchers have expressed mlsglvmgs about provldmg theIr datasets to DATAP AC 
One researcher noted an mablhty to gam permISSIon from Mllllstnes of Health to 
send the data out of country 

Of the datasets mcluded m the arcruve, all but one come from studIes conducted by Ipas 
As the number of datasets m the archive grows, It IS hoped that researchers Will be more 
wllhng to submtt theIr data as well 

OBJECTIVE #2: SECONDARY ANALYSES OF PAC OR 
The second ObjectIve oftrus project was to use the matenals m the DATAP AC Arcruve to 
produce secondary analyses of PAC OR studIes cof\ducted to date Therefore, two 
manuscnpts and one bnef report were produced and presented m a vanety of locatiOns 
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The first piece was a comparatIve analysIs of PAC OR cost and resource use studIes 
conducted m Mnca and Latm Amenca smce 1991 entItled, "Companng costs of 
postabortion care sefVlces across regIons The DATAPAC Project" (Kmg TDN, Benson J, 
Btlhngs D, et al) (Annex 2) ThIS was presented to over 75 people at the Annual Meetmg 
of the Amencan PublIc Health AssoclatlOn m November 1997 ThIS presentation was 
then expanded to mclude data from more studies and converted mto a manuscnpt m 
advance of the Global Meetmg on PAC Advances and Challenges m OperatIons 
Research and submItted m December 1997 (Kmg TDN, Benson J, Stem K) (Annex 3) 
The Global Meetmg on PAC actually took place m New York m January 1998, for wmch 
the comparative analYSIS was agam revised to mclude additIonal data from recently 
completed studIes (Annex 4) The comparative analYSIS of cost studIes currently mcludes 
data from 21 studIes and IS bemg finaltzed for submiSSion to a peer-reviewed journal In 
the Fall of 1998 A bnef summary of thIS article will also appear In the Population 
CouncIl pubhcatIonAlternailves In the August 1998 (Kmg TDN and Benson J) (Annex 
5) 

The second comparative analysIs summanzed data from all types of PAC OR conducted 
In Latin Amenca but was focused pnmanly on projects funded under INOP AL m 
(Annex 6) The reVIew, "PostabortlOn care m Latm Amenca A summary of operations 
research, 1993-1998" (Kmg TDN, Bllhngs DL, Fnedman AB, Benson J), Will serve as a 
chapter In the forthcoming INOP AL III Fmal Report ThIs analyses Included data from 
17 studIes from eIght countnes and mcluded the followmg themes clInIcal practIces, 
patIent counseling, contraceptIve servIces and costs and resource use ThIs manuscnpt 
WIll be revIsed to mclude more discusslOn of non-IN OPAL III studIes and submItted to a 
peer-revIewed Journal m the Fall of 1998 

Both of these secondary analyses were descnptIve m nature and contamed no mferentIaI 
statistIcal testmg Reports of PAC OR studIes traditIonally have not Included measures of 
dlsperslOn (standard deVIatIons, confidence mtervals, ranges, etc) which prevents any 
formal meta-analytic technIques being employed Further, as dIscussed under ObjectIve 
#1, DATAPAC has only obtamed a few electronIC datasets, and thus It IS Impossible to 
calculate measures of disperSion post hoc 

OBJECTIVE #3: CORE QUESTIONNAIRES 

DATAPAC Core Questlonnalre Series 

In additIon to faclhtatmg secondary analyses, the DATAP AC Archive also served as the 
baSIS for developmg standardIZed PAC OR data collectIOn Instruments The pnmary goal 
of developmg standardized, or "core", Instruments and protocols was to proVide guidance 
on desigrung and conductmg quantItative PAC OR studies It was also hoped that core 
Instruments would lead to more comparable and generalIzable research findings Data 
collectIon Instruments from the DATAP AC Archive thus were reVIewed to find common 
themes and questIOns and draft core Instruments were developed Although the ongmal 
scope of work for the DATAP AC Project called for four core Instruments, seven core 
Instruments and instructIOn guides were developed These core mstruments evolved Into 
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the DATAP AC Core QuestIOnnaire Serres (Annexes 7 and 8) 

The DATAP AC Core QuestlOnnarre Senes IS m modular form that currently mcludes 

OvervIew GUIDE TO USING THE DATAPAC CORE QUESTIONNAIRE SERIES FOR 
POSTABORTION CARE OPERATIONS RESEARCH A general guIde for desIgmng 
and ImplementIng PAC OR. 

Module 1 GUIDE TO USING THE GENERAL INFORMATION QUESTIONNAIRE FOR 
POSTABORTION CARE PATIENTS A bnef questIOnnaIre desIgned to umquely 
IdentIfy study partIcIpants and SItes 

Module 2 GUIDE TO USING THE CLINICAL CASE REpORT FORM FOR POSTABORTION 
CARE PATIENTS A questIOnnaIre for documentIng the chmcal presentatIon of 
PAC patIents and therr course of treatInent as recorded In patIent charts and other 
records 

Module 3 GUIDE TO ASSESSING RESOURCE USE IN THE PROVISION OF POSTABORTION 
CARE A senes of questIonnaIres deSIgned to document resource use and cost of 
prOVidIng PAC semces 

Module 4 GUIDE TO USING THE POSTABORTION CARE PATIENT EXIT INTERVIEW A 
questIonnarre for assessmg the qualIty of PAC semces from the patIent's 
perspectIve, IncludIng measures of paIn and understandIng of PAC counselmg 
messages 

Module 5 GUIDE TO OBSERVATION OF POSTABORTION CARE SERVICES An observatIon 
checkhst for asseSSIng the qualIty of PAC clImcal practIce Includmg ISsues such as 
InfectIon control, paIn management, and mformatIOn gIven to patIents 

Module 6 GUIDE TO USING THE POSTABORTION CARE SUPPLIES & EQUIPMENT 
CHECKLIST An Inventory of supphes and eqUIpment necessary for prOVidIng PAC 
servIces 

These mstruments and guIdes are quantItatIve m deSIgn and do not address qualitatIve 
research methodologIes such as open-ended mtemews or focus groups The General 
InformatIOn QuestIOnnaire (M:odule 1) IS the backbone of the senes, collectmg general 
mformatIon deSIgned to umquely IdentIfy study partlcIpants and SItes It IS mtended for 
use WIth all PAC OR studies that are deSIgned based on tlus senes For example, 
researchers desIgmng a PAC "Cost Study" could consult both the GUide to Assessmg 
Resource Use m the ProVIsIOn of PostabortlOn Care (Module 3) as well as the Guide to 
Usmg the General InformatIOn QuestIOnnaire for PostabortlOn Care Patients (Module 
1) The mstruments mcluded m the DATAPAC Core QuestlOnnarre Senes are meant to 
serve as templates and may need to be modIfied for each study to reflect differences m 
treatment practices and study SItes 

DATAPAC Techmcal Workmg Groups 

Once the draft core mstruments were completed, Techmcal Workmg Groups (TWGs) 
were created to reVIew and reVIse the core mstruments The TWGs were compnsed of 
over 30 members representmg 15 orgamzations mvolved m women's reproductIve health 
research The TWGs were dIVIded mto four groups-Chmcal, Cost and Resource Use, 

\ 
PatIent and ProVIder PerspectIves, and StatIstIcal-and each TWG was gIven 
responsIbIlIty for reVIeWIng one or more core mstruments (Table I) 
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Table 1 AssIgnment ofDATAP AC Core QuestionnaIre Modules to TWGs 

Module 
OvefV1ew 

1 
2 
3 
4 
5 
6 

1-- Techmcal Workmg Groups-------I I 
Chmcal Cost Perspectives Statistical 

Members of the TWGs were maIled drafts of the core mstruments for comment, and 
TWG meetmgs were held at Ipas m North Carolma (Cost and Resource Use, PatIent and 
Provider Perspectives) and also at the Population CouncIl m New York (ChOlcal) The 
purposes of these meetmgs were to address any unresolved Issues and to finahze the 
EnglIsh verSIons of each questIonnaIre Due to schedulmg conflicts, the StatIstIcal TWG 
was not able to meet and thus unresolved Issues concemmg the OvervIew and Module 1 
were dIscussed VIa teleconferencmg, mati, and e-maIl 

Pretestmg 

Once the core questIonnarres were revIewed and reVIsed m EnglIsh, they were translated 
mto SpanIsh for pretestmg m Peru The modules were pretested m three hospitals 10 

metropolItan LIma, Peru, mcludmg HospItal Carrion, Matemldad de LIma, and Mana 
Amahadora As the Guule for Assessing Resource Use In the ProVIsIOn of PAC Services 
(Module 3) was a reVISion of a methodology used at over 20 SItes m Latm Amenca and 
AfriCa, we deCIded not to pretest thIS module m Peru The breakdown of pretestmg IS 
presented m Table 2 In total, the vanous modules were admIOlstered 71 tImes 

Table 2 DATAP AC Core QuestIOnnaIre Pretestmg m Peru, by module and site 

DamelCamon 
Matenudad de Ltma 
Mana Auxthadora 
Total 

I-------Module--------I 
1 245 6 
4 5 326 
5 665 3 
6 644 6 
15 17 13 11 15 

Total 
20 
25 
26 
71 

IncorporatIon of findmgs from these pretests have been completed m the Enghsh and 
Spamsh versIons of the modules 

The modified project plan ongmally called for pretestmg the DATAP AC Modules m Latm 
Amenca, Afuca, and AsIa However, after diScussIons With Ian Askew (Drrector of 
Afuca ORffA), John Townsend (Drrectorof AsialNearEast ORffA), and Dale 
Huntmgton (populatIon CouncIl-Carro), we decIded to lImIt pretestmg to Peru Although 
suffiCIent funds were avaIlable from each of the ORffA projects for pretestmg, the 
Drrectors felt that there was msufficlent tIme to mount even modest projects m therr 
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regIons However, they also mdlcated that pretestmg could be accomphshed under 
FRONTIERS 

OBJECTIVE #4: DISSEMINATION 
In addItIon to the papers and presentatIons descnbed under ObjectIve #2, three other 
major dissemmation pIeces were completed as part of the scope of work for DATAP AC 

lOver 400 copIes (200 each m EnglIsh and Sparush) of the DATAP AC Core 
Questlonnarre Senes WIll be provlded to orgamzatlOns and mdlvlduals mterested m 
PAC OR (Annex 7 and 8) 

2 An abstract on the DATAP AC Project was accepted by the Amencan Pubhc Health 
ASSocIatIon for Its annual meetmg m November 1998 m Washmgton, DC The poster 
IS entItled, "StandardIzmg postabortton care operatIOns research The DATAP AC 
project" (Kmg TDN, Benson J, Stem K, Foreit J) (Annex 7) ThIS poster WIll help 
mtroduce Vlewers not only to DATAP AC but also to PAC OR m general 

3 DATAPAC WebsIte Phase 1 of the DATAPAC Webslte IS now onlIne at 
(http /Idatapac Ipas org) Phase 1 allows WorldWIde Web users to read an overvIew of 
the DATAP AC Project and VIew a lIst of avaIlable DATAP AC resources Users may 
then e-mall a request for coples ofP AC OR questIOnnaireS, reports, articles, and 
datasets Eventually, users wdl be able to download DATAP AC Core QuestlOnnalre 
Senes modules and other matenals directly from the webSIte Fmally, the webSIte 
SOlICItS feedback from users about ways to Improve the core questIOnnarres, the need 
for addItIonal translatIons or new modules, and other Issues related to the deSign, 
ImplementatIOn, and analysIs of PAC OR Smce commg onhne m July of 1998, the 
DATAPAC webSIte has logged over 100 VISItors to the SIte 

FUTURE DIRECTIONS 
As DATAP AC IS a resource for people mterested m PAC OR, there wIll hopefully be a 
need for DATAP AC as long as there IS a need to reduce maternal mortalIty associated 
WIth unsafe mduced and spontaneous abortIOns The followmg four steps are 
recommended m order for DATAP AC to better serve researchers, admirustrators, and 
pohcymakers 

1 WIth the emInent completton ofthe OR!TA projects In Afnca, ASIa, and LatIn 
Amenca (INOP AL llI), the number of resources pertment to DATAP AC IS expandmg 
rapIdly The DATAP AC ArchIve should contmue to grow to Include resources from 
these and other studIes as they are completed 

2 As the archIve grows, opportumties for addItIonal secondary analyses WIll arise, such 
as a comparative analYSIS of pattent eXlt mtervlews 

3 As researchers begIn to use the DATAP AC Core QuestIOnnaire Series to help deSIgn 
PAC OR studIes, comments on how to Improve or expand the senes wIll surface 
Already Ipas has received requests to add modules to the senes, IncludIng a guIde to 
conductmg PAC focus groups and open-ended mtervlews and a bnef (I-page) case 

\ 
record reVIew form (CRF) for ambulatory PAC patlents Other modules are also 
needed such as a proVIder mtefYlew, a questIOnnaIre for adnumstrators and 
pohcymakers, and data collectton Instruments for PAC servIces proVided outSide of 
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tertiary health centers 
4 Dlssemmatmg DATAPAC and PAC OR should contInue to be a top pnonty Both 

means can be achIeved by modestly Improvmg the websIte such as maktng more 
arcluved matenals avallable for downloadIng 

WIth the exceptIon of pretestIng each DATAPAC Core QuestIonnaIre Senes module m 
AfrIca and Asia, all of the objectives for the DATAPAC Project were eIther met or 
exceeded We now have a model for provIdmg PAC OR resources m multIple languages 
to health researchers and pohcymakers throughout the world 

REFERENCES 

1 World Heath OrgaDlWtlOn. New Estunates of Maternal Mortality Weekly EpidemiologICal Record 
13 (71) 97-104,29 March, 1996 
2 World Health OrgamzatIon AbortIon A tabulatIon of avatlable data on the frequency and mortalIty of 
unsafe abortIon. 2nd edttIon. WHOIFHEIMSMl93 13 Geneva, 1994 
3 Greenslade Fe, McKay H, WolfM, McLaunn K Post-abortIon care A women's health nuuatIve to 
combat unsafe abortIon. Advances m AbortIon Care 1994,4 1-4 
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APADATOS: 
ANNEX 1 

INOPALllI 
• 

Base de datos mtemaclonales sobre la 
Investlgaclon OperatIva en Atenclon 

Postaborto 
/pas Carrboro. Carolma del Norte 

Cada afio, las comphcaclOnes durante el embarazo afectan a mtllones de mUJeres en el 
Mundo entero Como resultado, aprmamadamente 600 000 de esas mUJeres mueren (1) 
La mUJer corre muchos nesgos durante el embarazo y el parto, entre ellos abruptio 
placentae, placenta preVia, la preeclampSia y las comphcaclones, tales como la 
hemorragia y las mfecclOnes, resultantes del aborto pract1cado en condiCiones 
madecuadas Se calcula que mas de 70 000 mUJeres mueren cada afio como consecuencia 
del aborto que ocurre en condICiones de nesgo (2) A mvel mundla1, se calcula que los 
abortos en conruclOnes de nesgo son responsables del 13% de las muertes relaclOnadas 
con el embarazo, la gran mayona de las muertes ocurre en los pruses en desarrollo (2) 

Para ayudar a tratar este asunto cntxco de la salud, la Agencia de los Estados Umdos para 
el Desarrollo IntemaclOnal (USAID), vanas fundaclOnes pnvadas y otras agenclas 
mtemacionaies han financlado mas de 30 estudlos de mvestlgaclOn operatlva (l0) en 
atenclOn postaborto (APA) a partir de 1990 en Afhca, Asia y Amenca Latma En estos 
esturuos se han mvesttgado formas para IIl8Xlm1Zar la calldad de los sefVlCIOS de AP A a 
la mtsma vez que se mtmnuzan los costos y recursos usados Los mdlVlduos y las 
agenctas partlClpantes en la 10 en AP A han convemdo en que 1) se neceslta una base 
centrahzada de datos sobre los estudlOs de AP A y 2) se debe desarrollar "cuesttonanos 
estandanzados" para usarse en los proyectos de 10 en AP A en vanos ambltos a mvel 
nac10nal Una base centraltzada de datos fac1htaria los anahS1S de la 10, tanto 
mtrareglOnales como mterregtonales, y el usa de "cuesbonanos estandanzados" llevana a 
resultados de mvesbgac10n que podnan compararse y generahzarse meJor 

En colaboract6n con la USAID, el 
Population CouncIl y otras organtzaClOnes, 
Ipas esta coordmando la creaC10n de los 
cuestlOnanos centrales y compdando datos 
y documentos de respaldo de todos los 
estud10s d1sporubles sobre la 10 en AP A 
Este proyecto es conoc1do como 
"AP Adatos" 

APAdatos puede usarse para dmglr 
anahSlS secundanos que mvestlguen 
preguntas tales como "i,Cual es la edad 
promedlo de las mUJeres que reelben 
serv1c10s de APA en MeXICO?" 0 "i,Como 
se comparan los costos de los seTVlClOS de 
AP A en Mnca, AsIa y Amenca Latma?" 
Ademas, AP Anatos proporclona a los 
mvestxgadores un medlO de difundir 

{, Que es APAdatos? 

AP Adatos es un proyecto cuyo obJetlvo es facdltar la 10 en 
AP A, aI ofrecer los slgwentes recursos (puede ser que 
algunos de estos no esten dIsporubles en espanol) 

• Base de datos de la 10 en APA Una base electroruca 
de datos para llevar a cabo anahSlS secundartos sobre 
los estudtos dtspombles en la 10 en AP A 

• Documentos de respaldo CopIaS de los protocolos, 
cuestlonanos en blanco, lDfonnes, pubhcaclOnes y otros 
documentos que resulten de los estudlOS lDclUldos en la 
base de datos 

• Cuestlonanos centrales Nuevos cuestlOnarlOS 
"estandanzados" sobre la 10 en AP A y protocolos en 
angles y espanol, anc1uso un anstrumento sobre el 
costo/utlhzaclOn de recursos, cuestlOnarlO para la 
paclente, entreVlsta con el profeslOnal de salud y gula 
para observar la prestaclon de servlclos Pueden usarse 
'1al. cual" 0 modtficarse segun sea necesano, cuando se 
elaboren nuevos estudlOS 



amphamente los resultados de su mvestIgaclOn que es benefico a los sIstemas de salud 
tanto locales como naclOnales, asl como a la comumdad mternaclOnal de salud 
reproductIva A fin de garantlZar el caracter confidenclal de las personas que partlclparon 
en los estudlOs ongmale'S, todos los tdentIficadores personales, tales como los nombres, 
los codlgos de IdentlficaclOn y las dlfecclones, tanto de las paclentes como de los 
profeslOnales de salud, se omltlran de la base de 
datos APAdatos 

CualqUler persona que este lIevando a cabo 
lllvestigaclOn operatlva en AP A puede entrar en 
contacto con rpas por teIefono, fax 0 correo 
electr6mco a fin de pedlr documentos 0 datos 
La utili dad de AP Adatos se medira por su 
extension Por 10 tanto, mstamos a toda persona 
que este dmgtendo mvestlgaclOn operatlva en 
AP A a que nos enVle sus datos y documentos de 
respaldo para que podamos mcIUlrlos en 
APAdatos 

Para mayor mformaclOn, por favor 
comumquese con 

Ad11Umstrador de APADatos 
Ipas 
POBox 999 
Carrboro, NC 27510-0999 EE UU 
datap-ag@J.llas org 
9199677052 (mternaclOnal) 
800 334 8446 (solo en los EE UU) 
9199290258 (fax) 

*APADatos esta finanCIada por la USAID baJo el contrato de INOPAL ill otorgado al 
PopulatIon CounCIl (Numero del contrato AID/CCP - 3030-C-OO-5007-OO) 
AP ADatos se adnnmstra baJo nn subcontrato con Jpas, Inc 

1 World Health OrgamzatIon New Estimates of Maternal Mortality, Weekly 
Epldemlologrcal Record, 13(71) 97-104,29 March 1996 

2 World Health OrgaruzatIon AbortIon A tabulation of avaIlable data on the 
frequency and mortaltty of unsafe abortIon, 2nd editIon WHOIFHEIMSMl93 13 
Geneva, 1994 
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Revised. 14 January 1998 

AvaIlable DATAPAC Resources 

Item # Title! Authors/DescnptlOn Country 
DATAPACC-ore Questionnaire Series and Manuals 

01-0001 Gwde for Usmg the General Informatton Questtonnarre for PostabortIon 
Care PatIents KIng IDN, Benson J, Stem K, et al Ipas Canboro, NC 
1998 Enghsh (Summer 1998) 

01-0002 Gwde to Assessmg Resource Use for the Treatment of Incomplete 
AbortIon Abernathy M. Hord C, NIcholson LA, et al Ipas Canboro, 
NC 1993 EnglIsh, Sparush, Portuguese (In reviSIOn) 

01-0003 Gwde to Usmg the Chrucal Case Record Form for PostabortIon Care 
PatIents !pas Carrboro NC 1998 Enghsh. (Summer 1998) 

01-0004 Gwde to Usmg the PostabortIon Care PatIent EXIt IntervIew Ipas 
Canboro, NC 1998 EnglIsh (Summer 1998) 

01-0005 Gwde to Assessmg Chrucal PractIce m the PrOVISIon of PostabortIon 
Care ObservatIon Gwde and ChecklIst Ipas Carrboro, NC 1998 
Enghsh(Summer 1998) 

/ / Other PAC Questionnaires 
02-0001 Several mstnunents used at the HospItal Cam6n m Ll111a, Peru Includes Peru 

Case Record Form, PatIent EXIt IntervIew, Cost Study questtonruures, 
and ObservatIon of Clmtcal ServIces Sparush. 

02-0002 PostabortIon FamIly Plannmg Study Includes EXIt IntervIew for Women Kenya 
who Came for Treatment of Incomplete AbortIon, IntervIew of Staff 
ProvidIng Treatment of Incomplete AbortIon ServIces, IntervIewer 
Gutdebook EnglIsh 

02-0004 Ghana Mothercare Apphed Research Project. Includes Commumty Ghana 
Leaders' IntervIew; Pohey Maker 1nteMew; InteMew WIth Women 
Treated for Incomplete AbortIon m DIstrIct HospItalS; Intervtew WIth 
Doctor s, Nurses, and MIdWIVes who Manage Incomplete AbortIon 
PatIents m DIstncts HOSPItals, IntervIew WIth SupervISOrs ofMIdWlves 
Based m Pubhc Sector Health Centers and Pnvate MaternIty Homes, 
IntervIew WIth MidWIves Based m PublIc Health Centers and Pnvate 
Materruty Homes EnglIsh. 

02-0005 EgyptIan FertIhty Care Soctety Includes CounselIng Husbands Study Egypt 
Ques1lonruure, lnteMew Schedule for PhYSICIans ProVIdIng PostabortIon 
ServIces, EXIt IntervIew for Women who Came for Treatment for 
Incomplete AbortIon, IntervIew Schedule for Nurses and SOCIal Worlcers 
ProvidIng Pl9960stabortton ServIces 

02-0006 PostabortIon Case Load Study Includes MedIcal Record Form. Egypt 

PAC RePQrts~ Pr~entati()ns and Publicati()DS / 
03-0001** StudyIng Unsafe AbortIon A PractIcal Gwde Maternal and Newborn 

Health/Safe Motherhood Umt DIVISIon of ReproductIve Health World 
Health Orgaruzatlon 1996 Geneva 

03-0002 Estunatmg Cost ofPostabortlon ServIces at AurelIo ValdlVleso General MeXICO 
HospItal Oaxaca, MeXICO BrambIla C. GracIa C. HeImburger A 
Presented at Global Meetmg on PostabortIon Care Advances and 
Challenges m OperatIons Research. New York 19-21 January 1998 

03-0003 Companng the cost of PostabortIon Care m Afnca and LatIn Amenca Afnca! 
The DataPAC PrOject Kmg T, Benson J. Stem K Presented at Global Latm 
MeetIng on PostabortIon Care Advances and Challenges m OperatIons Amenca 
Research. New York 19-21 January 1998 

*MedIa DefinItlon P=Paper, D=3 5" DIskette, W = DATAPAC webSIte 
**Denotes mformatIon for wluch we will dtrect you to another source 

Date Media· 

1998 P,D 

1993 P,D 

1998 P,D 

1998 P,D 

1998 P,D 

1997 P,D 

1996 P 

1996 P 

1996 P 

P 

/~ 

1996 P 

1998 P 

1998 P 



Item # TidelAuthorslDescnpbon 
03"()()()4 Creatmg Lmkages between Incomplete AbortIon Treatment and Fanuly 

PIaonmg ServIces m Kenya What Works Best? Solo I, Onude A, 
Makumt M. Btllmgs D, Aloo-Obunga C Presented at. Global Meetmg on 
PostabortIon Care Advances and Cballenges m Operabons Research. 
New York. 19-21Ianuary 1998 

03"()()()S Women's Expenence of Pam dunng PostabortIon Care m MeXICO 
Velazques 1, Billmgs D, perez 1 Presented at Global MeetIng on 
Postaboruon Care Advances and Cballenges m Opemoons Research 
New York 19-21 January 1998 

03-0006 ProvIder PractIces and PatIent PerspectIves m an Integrated Postaboruon 
Care Model In Peru. Benson I, Huyapaya V, Abernathy M, Nagahta I 
Presented at Global Meetmg on Postabortlon Care Advances and 
Challenges m ()pemtIons Research. New York. 19-21 Januarv 1998 

03"()()()7 ConductIng Follow-up WIth PostabortIon Women m Zunbabwe Some 
Pre1munaty Descnptlve Fmdmgs Johnson B. MblZVO M, Clupa10 T, 
Zawaua F Presented at Global MeetIng on PostabortIon Care Advances 
and Challenges m ~hons Research. New York. 19·21Ianuarv 1998 

03"()()()8 Commumty MIdWIves m Ghana Offer Comprehenslve PostabortIon Care 
Ankrnh V. AbabIO K. Billmgs D, Taylor I, Baud T, Ntow S Presented at 
Global MeetIng on PostabortIon Care Advances and Challenges m 
OnernnonsResearch. New York. 19-21 January 1998 

03"()()()9 IntroduCIng Improved PostabortIon Care m Egypt MovIng form a Pllot 
Study to Large Scale ExpansIon. Huntington D. Nawar L Presented at 
Global MeetIng on PostabortIon Care Advances and Challenges m 
'lnP.rnnons Research. New Yolk. 19-21 181lWl1Y 1998 

03-0010 Cost Effecbveness ofPostabortIon ServIces m Egypt Nawar L, 
HuntIngton D, Naguib M Presented at. Global MeetIng on PostabortIon 
Care Advances and Cballenges m OperatIons Research. New York. 19-
21 Ianuarv 1998 

03-0011 Effects of Husband Involvement on PostabortIon PatIents' Recovery and 
Use of ContraceptIon m Egypt. Abelel-Tawab N. Huntington D, Hassan 
E, YoussefH, Nawar L Presented at Global MeetIng on PostabortIon 
Care Advances and Cballenges m OperatIons Research. New York 19-
21 JanuaIY 1998 

03-0012 Evaluation of a Strategy for Improvwg the Quahty of Semces and 
Contraceptlve Acceptance m PostabortIon Penod m Three Pubhc Sector 
HospItals m Bohvm. Diaz 1, Loyaza M. Torrez de Yepez Y, Lom 0, 
Alverez F. Camacho V Presented at Global MeetIng on PostabortIon 
Care Advances and Challenges m OperatIons Research New York 19-
211anuary 1998 

03-0013 Improvmg PostabortIon Care m a Pubhc HospItal m Oaxaca, MeXICO 
Langer A, Garcia-Bamos C, Heunburger A, et at Presented at Global 
MeetIng on PostabortIon Care Advances and Challenges m OpemtIons 
Research. New York. 19-21 JanuaIY 1998 

03-0014 A DescnptIve Study of the PostabortIon Case Load m Egyptian 
Hospitals HuntIngton D, Nawar L, Hassan E, Yousseff II, Abdel-Tawab 
N Presented at Global Meeting on PostabortIon Care Advances and 
Challen,ges m Opemtlons Research. New York 19-21 Januruv 1998 

03-0016 Techrucal Report ofBasehne Phase An OperatIons Research Project to 
test an Integrated, HospItal-Based Model of Treatment for AbortIon 
comphcaoons and Debvery ofFamtly Planrung m Peru Benson J, 
Huapaya V, Abernathy M. Nagahata J INOP AL m (populatIon Counetl 
& Ipas) Unpublished. 

"'Media DefirutIon. P=Paper; D=3 5" DIskette, W = DATAPAC webSIte 
"''''Denotes mformatIon for wblch we will dtrect you to another source 

Rev/sed 14 January 1998 

Country Date Media'" 
Kenya 1998 P 

MeXICO 1998 P 

Peru 1998 P 

Zunbabwe 1998 P 

Ghana 1998 P 

Egypt 1998 P 

Egypt 1998 P 

Egypt 1998 P 

Bohvta 1998 P 

MeXICO 1998 P 

Egypt 1998 P 

Peru 1997 P 
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Item # Title! AuthorslDescnptlon 
03-0017 Health and econolDlc consequences of septIC lDduced abortIon. KonJe J, 

OblseasaD K, Ladlpo 0 htt J Gynceol Obstet 1992,37 193-7 
03-0018 PostabortIon Care SeMces lD Kenya Basehne Fmclmgs from an 

Operations Research Study ODllDde A, Makunu M, BlIhngs D, Solo J 
PopulatIon Counell New York. New York 

03-0019 ReduClDg Resources Use and hnprovmg Quality of Care With MV A. 
Johnson B, Benson J, Hawktns B Advances lD Abortlon Care 1992, 
2(2) 1-4 Ip<lS_ Canboro, NC 

03-0020 ReduCClOns de Costos Usando Ameu en el Tratamlento de Aborto 
mcompleto Un Estudlo Compartatlvo 

03-0021 Companng Costs of PostabortIon Care SeMces Across RegiOns The 
DataP AC Project Ktng roN, Benson J, Bllhngs D. et al Amencan 
Publlc Health AssocIatIon Annual Meettng, Indianapolls, IN 9-14 
November 1997 

03-0022 Fmal Techrucal Report of Baseltne Phase EstunatIng Cost of Post-
Abortlon SeMces General Hospltal ValdlVleso Oaxaca, MeXlco 
Bramblla C, Graaa C lNOPAL III. Unpubllshed 

03-0023 Cost and Resources UtilizatIon for the Treatment of htcomplete AbortlOn 
m Kenya and MeXlco Johnson B, Benson J, Bradley J Ordofiez A Soc 
SCl Med 1993 36(11) 1443-53 

03-0024 A bme and cost analysiS of the management of lDcomplete abortlon With 
manual vacuum aspll'atlon. Blumenthal P, Remsburg R htt J Gynecol 
Obstet 1994,45 261-7 

03-0025 Cost of Alterna11ve Treatments for Incomplete Abortlon. Johnson B, 
Benson J, Bradley J, et al World Bank Worlang Paper Washmgton, DC 
1993 

03-0026 Costos de 1a AtenCl6n Postaborto Hospltal Damel A Cam6n, Callao -
Peru Juarez L, Benson J, Huapaya V, et al Autosotenumento FmanClero 
de los SeMClOS de Salud Reproduct1va Conferencla RegIonal 

03-0027 A Cost-Benefit AnalysiS ofFust Tnmester Abortlon Procedures With 
Manual Vacuum Aspll'atlon and Uterme Curettage at MUDlClpal Hospltal 
Dr Arthur RlbelfO de Saboya Sao Paulo, S P, Brazll Rogers P !pas 
Unpubllshed 

03-0028 Results of a PlIot Project to Improve Postabortlon Care m Paraguay 
EvaluatIng Cost and Quallty of Care Abernathy M, Aqumo S, Chaparro 
J Unpubllshed. 

03-0029 Trammg Non-PhyslClan ProViders to Improve Postabortlon Care 
Baseltne Assessment ofPostabortlon Care SeMces lD Four DlstrIcts of 
Eastern RegiOn, Ghana. 

03-0030 ImproVlng the Counselmg and Med1cal Care of Post AbortIon Care 
Panents m Egypt 

03-0031 Postabortlon Case Load Study lD Egypuan Publlc Sector Hospltals final 
Report. 

03-0032 An Exploratory Study of the Psycho-socw Stress Assoclated With 
AbortIons m Egypt Fmal Report. Huntmgton D Nawar L Hady DA 

Electronic Datasets 
04-0001 HospItal Camon. Vanous datasets from Care Record Fonn reVlew. 

PatIent EXit InteMew. & Cost StudJ'JSPSS, EPI-InfO, Excel) 
04-0002 IMSS Postabortlon Care Study 
04-0003 PostabortIon Fam1ly Plannmg PrOject 

*Med1a Defirutlon P=Paper; D=3 5" Diskette, W = DATAPAC webslte 
**Denotes infomlatIon for which we will dJrect you to another source 

Revised 14 Janumy 1998 

Country Date Medla* 
Nlgena 1992 P 

Kenya 1997 P 

1992 P 

MeXlco 1993 P 

1997 P 

MeXlco 1997 P 

Kenya! 1993 P 
MeXlco 

US 1994 P 

Ecuador, 1993 P 
Kenya, 
MeX1CO 

Peru 1997 P 

Brazll 1995 P 

Paraguay 1996 P 

Ghana 1997 P 

Egypt 1995 P 

Egypt 1997 P 

Egypt 1995 P 

Peru 1997 D 

MeXlco 1997 D 
Kenya 1997 D 



Item # TI6e1~utborsnDescripnon 
04-0004 Cost-Benefit Study ofFust Tnmester Abortlon Procedures WIth Manual 

Vacuum Aspuatton and Utenne Curettage at MumClpa1 Hospital Dr 
Arthur RIbeIro de Saboya 

*MedIa DefinItion. P=Paper; D=3 S" Diskette. W = DATAPAC website 
··Denotes mformatlon for winch we will c:hrect you to another source 

Revised. 14 January 1998 

Country Date Medla* 
Braztl 1995 D 
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DATAP AC Order Form 
Please use the followmg order fonn to order any of the mforrnatlOn listed above We WIll be 
happy to send you one copy of any of the mforrnatlOn you request If you need any further 
assistance or If you have any contnbutlOns for DATAPAC, please contact us drrectly 

Your Name Date ---------------------------------------- ----------
Slipping Address _______________________________________________ __ 

Po.talCode Country 

PhoneIFaxlE-matl --------------------------------------------------
Item No Title Mecha type 

(pIck one) 
o paper 

- o chskette - ---
o paper 

- o chskette -- ---
o paper 

- o chskette -- ----
o paper 

- o chskette -- ----
o paper 

- o chskette -- ----

All orders are slipped VIa first class U S mad (Let us know If you have a Special request for I sbtppmg) Please contact us If you have any questions or comments Thank You! 
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DATAPAC 
clo Ipas 
POBox 999 
Carrboro, NC 27510-0999 
phone (919) 967-7052 
fax (919) 929-0258 
emall DATAP AC@lPas org 

, , 
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ANNEX 2 

Comparing Costs of Postabortion Care 
Services Across Regions: 
The DATAP AC Project 

King TDN,l Benson J,l Billings D,l Johnson BR,l Solo J,2 
Huapaya V,3 Fuentes J,4 Brambila C,5 & Abernathy Ml 

1 Ipas, USA, 2 The PopulatIon CouncIl, Kenya, 3 The PopulatIon CouncIl & PRISMA, Peru, 
4 IMSS, MeXICo, 5 The PopulatIon CouncIl, MexIco 

American Public Health Association Annual Meeting 
Indianapolis, Indiana 

12 November 1997 

I~~ 
• ..- 4#' 

INOPALID 



Introduction: Why do cost studies? 

- Improve quality of care 
-Improve efficiency 
-Potential major savings 
- Policy implications 

~ 

Ip~~ 
~ APHA, IndIanapolIs, 12 November 1997 



-------------------

Methods 1: Selection criteria 

eStudies using "Ipas" methodology 
• Patient observation 
• Patient selection criteria 

1. Incomplete abortion 
2. 12 or less weeks uterine size 
3. No other complications 

eDesigns: Pre/post & "Case-control" 

I~-"I 
APHA, Indlanapohs, 12 November 1997 

~ 
~ 



Methods 2: Key indicators 

1. Treatment duration 
• Pre & Post-procedure 
• Who is spending time with patient? 

2. Cost (in US$) 
• By labor, supplies, overhead 

~ 
Ip~~ 

" "d'y '"or- . 

APHA, IndIanapolIs, 12 November 1997 



-------------------

Results 1: Eligible PAC OR studies 

Year(s) Country Site(s) n Study Design 
1991 Ecuador 3 27 Case-control 
1991 Kenya 4 99 Mixed 
1991 Mexico 5 74 Mixed 

1991-92 Mexico 1 21 Pre/post 
1995 Brazil 1 16 Pre/post 

1996-97 Mexico 1 "'11 Pre/post 
1996-97 Kenya 3 31 Case-control 

1997 Peru 1 17 Pre/post 

~ 
APHA,Indlanapohs, 12 November 1997 



Results 2: Mean duration of treatment (hours) 

Mean 
Proced ure Sites Total n Duration Weighted 

{Range} Mean -
D&C 16 160 29.4 28.4 

(9.2-100.7) 
MVA 10 128 18.1 20.6 

(1.7-35.8) -- ... _---- ----

Difference 7.8 
0/0 -27.4% 

~lp~~ 
~ APHA,Indlanapohs, 12 November 1997 



-------------------

Results 3: Mean duration of treatment (hours) 

Total Mean Weighted 
Procedure Sites n Duration Mean 

Pre Post Pre Post 
D&C 13 140 13.8 16.5 11.5 17.4 
MVA 8 109 6.4 10.5 7.7 11.0 
Difference 7.4 6.0 3.8 6.4 

0/0 -52.3 -36.4 -32.9 -37.0 

lPllJ-
~ 

APHA,Indlanapohs, 12 November 1997 



Results 4: Mean costs by procedure (US$) 

Procedure Sites Total Mean Cost Weighted 
n {Range} Cost 

D&C 16 160 86.52 87.35 -

(3.06-235.90) 
MVA 10 128 13.85 10.75 

{2.94-65.73) 
_._- -.--

Difference 76.60 
% 

-87.7% 

~ 
Ip~~ ,..~ -.<. 

APHA, Indlanapohs, 12 November 1997 



-------------------
Results 5: Mean procedure & hospitalization costs 

Total Mean Cost Weighted 
Procedure Sites n (US$) Mean 

Pro Hosp Pro Hosp 
D&C 12 129 39.46 66.57 37.11 65.53 
MVA 7 99 7.58 5.19 5.44 3.67 
Difference 31.88 61.39 31.67 61.85 

0/0 -80.8 -92.2 -85.3 -94.4 

~ 
APHA, Indlanapohs, 12 November 1997 



~ 

Discussion 1: Comparing MVA & D&C 

• Generally, MV A use reduces: 
• Duration of patient treatment 
• Costs to facility & patient, particularly 

hospitalization costs 

• Adoption of MV A occasionally increases 
costs & duration of treatment - why? 

,1P~--
APHA, Indlanapolts, 12 November 1997 



-------------------< - • 
J 

~ 

Discussion 2: Study limitations 

• Small sample sizes and non-randomized 
designs impact validity & generalization 

• Minor differences in protocol implementation 

• Little data on integrating family planning & 
other reproductive health services with PAC 

1~~ 
APHA, Indlanapohs, 12 November 1997 
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Discussion 3: WhatisDATAPAC? 

• Database of studies 
e Library of reports & study documents -
• Standardized "core" instruments 

eHowto get more info onDATAPAC? 

.. -Je~- APHA, IndIanapolIs, 12 November 1997 
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--IIPAS 
DATAPAC 

International Database of 
OperatIOns Research on 

PostabortIOn Care 
INITIA'1'IVES 
IN WOMENS 

HEALTH Tunothy D N KIng, MSPH, Jame Benson. MPH 

ComphcatIons dunng pregnancy affect mIllIons of women worldwIde each year, nearly 
600000 of these women dIe as a result 1 Women face many rIsks dunng pregnancy and 
chIldbIrth, IncludIng abruptIO placentae, placenta preVia, preeclampsia as well as 
comphcatIons such as hemorrhage and InfectIOns arISIng from unsafe abortIOn practices 
Over 70 000 women are estImated to dIe each year as a consequence of unsafe abortIon 2 

WorldwIde, unsafe abortIOns are estImated to result In 13% of pregnancy-related deaths, 
wIth the vast majorIty of deaths occumng In less developed countrIes 2 

To help address thIs cntiCal health Issue, the Uruted States Agency for InternatIOnal 
Development (USAID), pnvate foundatIons, and other mternatIonal agencIes have funded 
over 30 postabortlon care (PAC) operatIons research (OR) studies smce 1990 m AfrIca, 
AsIa, and Latm Amenca PAC IS defined as 1) emergency treatment servIces for 
postabortlon comphcatlOns, 2) postabortlOn famIly plannmg counselIng and servIces, 
and, 3) hnks between emergency abortIon treatment and comprehensive reproductIve­
health care 3 These studies have Investigated ways to maxImIze the quahty of PAC services 
whIle mlmmlzIng the costs and resources used A consensus has emerged among 
mdlvlduals and agencies mvolved In PAC OR that 1) a centralIzed database of PAC 
studIes IS needed, and, 2) "core questionnaires" should be developed for use In PAC OR 
projects In varIOUS country settIngs A 
centralIzed database would faclhtate mter- and 
mtra-regIOnal OR analyses, whIle usmg "core • 
questIOnnaIres" would lead to more 
comparable and generalIzable research 
findmgs 

In collaboration With USAID, the PopulatIon 
CouncIl, and other organIzatIons, Ipas IS 
coordmatmg the development of core 
questIOnnaireS as well as compIhng data and 
supportmg documentatIon from all avaIlable 
PAC OR studIes ThIs project IS called 
"DATAPAC' 

DATAPAC can be used to conduct secondary 
analyses mvestlgatmg questIons such as 
"What IS the mean age of women receIvmg 

• 

• 

What IS DATAPAC? 
PAC OR database· An electroruc database 
for conductmg secondary analyses of 
avrulable PAC OR studIes 
Supportmg documentatIOn CopIes of 
protocols, blank questIonnaIreS, reports, 
publIcatIons and other documents resultmg 
from the studies contatned m the database 
Core questIonnaIres New "standardIZed" 
PAC OR questIOnnaIreS and protocols m 
EnglIsh and Sparush, mcludmg a 
cost/resource utIhzatIOn mstrument, 
patient questIOnnaire, proVider Interview, 
and servIce delIvery observatIOn guide 
For use "as IS", or may be modIfied as 
needed, when desIgnmg new studIes 

PAC servIces m MeXICO?" or, "How do the costs of PAC servIces compare m AfrIca, 
AsIa, and Latm Amenca?" In additIon, DATAPAC provIdes researchers a means to 
dISSemInate Widely the results of theIr research that IS beneficial to both to local and 
natIOnal healthcare systems as well as the Wider mternatIOnal reproductive health 

~\ 



commuruty In order to ensure the confidentialIty of those who particIpated 10 the ongmal 
studIes, all personalldennfiers such as names, 10 codes, and addresses for both patients and 
proViders wIll be deleted from the DATAPAC database 

CONTACf INFORMATION 
For more Information, please 
contact 
DATAPAC Administrator 
Ipas 
PO Box 999 
Carrboro, NC 27510-0999 USA 
datapaC@lpas org 
919 967 7052 (InternatIOnal) 
8003348446 (US only) 
9199290258 (fax) 

Anyone conduct1Og PAC OR research may contact Ipas by 
telephone, fax, or e-maIl to request documentation and/or 
datasets A webSite IS also bemg developed DATAPAC IS 
currently scheduled for release In January 1998, although 
some resources such as photocopies of data collectIOn 
Instruments are already avatlable The utlltty of DATAP AC 
WIll be related to Its comprehensIveness Therefore, we strongly 
encourage mvestlgators mvolved m PAC research to proVide 
theIr data and supportmg documentatIOn to Ipas so that they can 
be 10cluded 10 DATAPAC 

*DATAPAC IS funded by the USAID under the INOPAL ill contract awarded to the PopnIauon CouncIl 
(Contract number AID/CCP - 3030-C-00-5007-OO) DATAPAC IS admuustered under a subcontract to 
Ipas, Inc 

1 World Heath Orgaruzatlon. New Estnnates of Maternal Mortallty Weekly EpIdemIOlOgIcal Record 
13 (71) 97-104,29 March, 1996 
2 World Health Or~:zauon Abomon A tabulatton of aV3llable data on the frequency and mortalIty of 
UllSafe abomon, 2 ed1uon. WHOIFHEIMSMl93 13 Geneva, 1994 
3 GreellSlade FC, McKay H, WolfM, McLaunn K Post-abortIon care A women's health lUluauve to 
combat UllSafe abomon. Advances m Abomon Care 1994,4 1-4 

, 
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ABSTRACT 

ObjectIve To compare results of operations research studies conducted m Africa and 

Latm Amenca on the costs and resources used m the emergency treatment of mcomplete 

abortIOn The cost-effecttveness of sWltchmg from Sharp Curettage (SC) to Manual 

Vacuum Aspiration (MV A) to treat mcomplete abortIOn IS evaluated 

Methods Studies were mcluded If they mcorporated direct observatIOn of patients 

treated for mcomplete abortion and recrUIted women who were estimated at 12 weeks or 

less utenne size who had no other comphcattons (sepsIs, utenne perforatIOn, etc) 

Measures discussed m this analysIs mclude average length of patient stay (ALOS) and the 

costs (US$) of the MV A or SC and hospltahzatlOn 

Results Twenty-one studies met the mcluslon cntena, with the maJonty of data commg 

from MeXICO (n=9) and Kenya (n=7) Eleven of the studies were part of multI-site, case-

control deSigns, whtle the remammg studies were part of pre- and post-mterventIon 

studies These studies mcluded a total of296 patIents, 160 and 136 of whom were treated 

usmg SC and MV A, respectively Based on the full dataset (both case-control and pre-

and post-mterventlOn studies combmed), sWltchmg to MV A to treat mcomplete abortion 

reduced ALOS by an average of37 0% and costs to the chmc by 87 7% To partially 

control for unmeasured bias m these weighted averages, we did a subset analysIs of only 

pre- and post-mterventlon studies (n=43 for SC, n=50 for MY A), and found that usmg 

MY A lead to an approXImately 50% drop m both ALOS and treatment costs 

DISCUSSIon: Although all of the studies mcluded m thIs comparative analYSIS were non-
, 

randomized and very small, the pooled data mdlcate that sWitchmg to MV A results m 
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substantIally lower treatment costs and shorter ALOS It IS Important to note that the cost­

effectIveness of SWItchIng to MV A IS reduced or even elImInated when unaccompamed 

by adequate proVlder traInIng and reorgamzatIOn of servIce debvery More data need to 

be collected on out-of-pocket expenses to the patIent as well as the cost of provIdIng 

famIly plannmg and gynecologIc servIces when appropnate 

\ 
I 
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INTRODUCTION 

Emergency treatment of the consequences of unsafe abortIOns generates many "costs"­

costs to proViders, hospItals, and to socIety, m terms of the tremendous burden on the 

health care system that IS generated by an estImated 20 mIllIon unsafe abortIOns per year 

worldWIde I Iffact, some hospItals have estImated that more that one-half of theIr 

obstetnc and gynecology budgets are expended to provIde emergency treatment of 

mcomplete abortIons 2 Then, there are the costs to each patient--not only out-of-pocket 

expenses but also the "cost" of lost wages Fmally, there are the human "costs" of 

morbIdIty and mortalIty assocIated WIth unsafe abortIOn When researchers dISCUSS the 

cost of post abortIon care (PAC), however, we normally lImIt our scope to the hospItal's 

cost to treat mcomplete abortIon 

Several types of studIes have tradItIonally fallen under the rubnc of a "cost study" Some 

studIes have SImply noted any fees charged for treatmg mcomplete abortIOn and assumed 

thts IS eqUIvalent to the true cost of provldmg servIces Other studIes have mtervlewed 

proVIders and admInIstrators to record theIr Impressions on the costs oftreatmg 

mcomplete abortion 3 More sophisticated approaches mclude the WHOIP AHO 

Methodology4 and the Jpas "Guide to assessmg resource use m the treatment of 

mcomplete abortIon" S The WHOIPAHO methodology reqUIres a reVIew of the hospItal's 

financial, adminIstrative, and personnel records to estImate funds expended by the 

hospital related to the treatment of mcomplete abortion Also usmg a record reVIew to 

estimate costs of supplIes, salanes and overhead, th~ Ipas methodology further 

Incorporates direct observation of patients and theIr time spent InteractIng With proVIders 

5 
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to estImate the "cost-per-bed-mmute", WhICh IS then used to estImate the total cost to the 

hospItal for treatmg mcomplete abortIon WhIle one study reported that the WHOIP AHO 

and Ipas methodologIes YIelded comparable estImates of cost,6 the dIrect observatIOn of 

patIents mvolved m the Ipas methodology provIdes addItIonal data that can be used to 

reorgamze delIvery of postabortIOn care servIces 

Smce 1990, several studIes have been conducted usmg the Ipas methodology 2 6 11 These 

studIes typIcally sought to estImate the patIent's Average Length of Stay (ALOS) and the 

cost to the hospItal oftreatmg mcomplete abortIon The ultimate goal of these studIes was 

to demonstrate the cost-effectIveness of sWltchmg from the standard practIce of 

treatment, Sharp Curettage (SC), also called DIlatatIOn & Curettage (D&C), to Manual 

Vacuum AspIratIon (MY A) Manual Vacuum AspIratIon IS an equally effectIve and safer 

method of ute nne evacuatIon after a spontaneous or mcomplete mduced abortIon 12 Sharp 

Curettage IS routmely performed man operatmg theater upon heaVIly sedated or 

anaesthetIZed women whIle, m uncomplIcated cases, MY A may be admInIstered m an 

exammmg room on lIghtly sedated women 

METHODS 

A comparatIve analysIs of operatIons research studIes on the costs and resources used for 

the treatment of mcomplete abortIon was completed usmg data gleaned from publIshed 

and unpublIshed sources These sources mcluded one pubhshed, peer-revIewed Journal 

artIcle,2 WIth the remammg data excerpted from mtenm and final reports 6 10 

6 
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Several cntena were used to select cost studIes ehgIble for InclUSIOn In thIS comparatIve 

analYSIS Each study was completed SInce 1990 USIng the "Ipas Method" S ThIS 

methodology Includes dIrect observatIon of servIces from the tIme the patIent amves 

untIl she leaves the hospItal ParticIpant InclUSIOn cntena mcluded only those women 

reCeIVIng treatment for Incomplete abortIon of twelve weeks or less utenne SIze as 

determmed by bI-manual exam Women were excluded If presentIng WIth other 

complIcatIons (e g sepSIS, utenne perforatIon, shock, etc) The ratIonale for excludmg 

cases WIth other complIcations was that these cases, although rare, are expenSIve to treat 

so that mcludIng them would Inflate the cost estImates and therefore bIas the results In 

favor of the treatment group (MY A or SC) that happened to have the least number of 

complIcated cases 2 

One-half of the data sources used In thIS analYSIS descnbed multI-SIte studIes Forthe 

purpose of this analYSIS, each SIte In a multI-Site study constItutes one "study" In some 

studIes, some women were treated With MY A and others With SC, dependmg upon 

factors such as phYSICIan preference, utenne SIze, or the tIme a woman amved at the 

hospital 27 Three such studIes were excluded because they combIned data from SC and 

MY A patIents In theIr reports 7 Also, In one study, both MY A and Electnc Vacuum 

AspIration (BV A) were used to treat Incomplete abortIon 9 Where possIble, we Included 

only data collected from women treated With MY A dunng the post-InterventIon phase of 

the study 

In each study, data were collected as part of a rapId assessment by observIng a small 

sample of patients treated for Incomplete abortIOn, u~ually 10-15 women, from the time 
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they arnved at the hospital untll they were discharged and left Sample sizes were 

mtentlOnally small as studies that mvolve patient observatlOn are difficult and expensive 

to Implement Furthermore, anecdotal eVidence suggests that patients presentmg at each 

site With uncomphcated mcomplete abortlOns do not vary substantIally from one another 

Therefore, the httle mformatlOn that would be gamed from larger sample sizes could not 

be JustIfied by the necessary study budget mcreases Data collectors recorded the amount 

of time (mmutes) patients spent With each type of provider (PhYSICian, nurse, student 

nurse, etc ), as well as the amount and type of eqUIpment, medicatIons, and suppbes used 

dunng the treatment of each patient In addItIOn, hospItal financial records were used to 

estImate hospltahzatlOn costs, or cost-per-bed-mmute, personnel costs and costs of drugs, 

suppbes, and eqUlpment 

The studies mcluded both pre- and post-interventIOn and case-control deSigns Pre- and 

post-mterventIon studIes generally mcluded basel me data collectIon of women treated 

With SC, an mterventlOn consIstmg oftrammg m MY A and Ideally reorgamzatIon of 

servIces, and then follow-up data collectIOn of women treated WIth MY A to measure the 

Impact of the mterventIOn Case-control studIes were defined as those that mcluded one 

or more "control" SItes usmg standard protocols for proVIsion of PAC services (SC used 

m the operatmg theater With heavy sedation) compared With a site or sites that have 

mtroduced the use of MY A m a procedure room With bght sedation (cases) 

Regardless of deSIgn, these studIes were focused on two mam outcomes - average length 

of stay (ALOS) and the cost to the hospItal or chmc for emergency treatment of 

8 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

DRAFT' Not for cItatIOn or dlssemmatlOn' 

mcomplete abortIon DuratIons were recorded m mmutes and then converted to decImal 

hours ALOS generally mcluded tIme from arnval untIl the patIent was dIscharged and 

left the hospItal and, dependmg upon the study, was sub-dIvIded mto waltmg tIme, 

procedure tlme, and recovery tIme, whIch were generally defined 

• Pre-procedure waltmg time tIme spent waItmg before bemg 

treated for mcomplete abortIon, 

• Procedure time tIme spent m the procedure area mcludmg the 

duratlon of the SC or MV A procedure Itself, and, 

• Post- procedure recovery time tlme spent m the hospItal from 

completIon of the treatment procedure untIl the women left the 

hospital 

Some studIes combmed the waltmg tIme and procedure tlme and reported 

the sum as "pre-procedure" duratIon 2 

The total cost oftreatmg the mcomplete abortIon generally mcluded the cost of the 

procedure coupled WIth the cost ofhospltahzatlOn, which were generally defined 

• Procedure costs amortlzed cost of the MV A or SC mstruments, and costs of 

re-stenlIzatIon supplIes, dIsposable supphes such as gauze, sedation and pam 

medIcatIOn, and, 

• HospltailzatlOn costs typIcally mcluded overhead costs, mcludmg patIent 

meals, lInens, utIlIties, and the cost of staff salarIes 
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HospItahzation costs Included estImates of "cost-per-bed-mInute", wluch take Into 

account hospItal overhead (costs of utIlItIes, lInens, patIent meals, general suppbes) and 

staff salanes Due to poor record keepIng, overhead costs were the most dIfficult to 

estImate and vaned the most from sIte to sIte Staff were usually dIvIded Into three 

categones 1) pnmary staff were those who performed the SC or MV A procedure, 2) 

secondary staff such as nurses and anestheslOloglsts who assisted the proViders, and, 3) 

tertIary staff such as kttchen and Jamtonal staff 2 The cost-per-bed-mInute estImates were 

multiphed by the observatIon of length of stay and then coupled wIth procedure costs to 

estImate the total cost to the facIlIty for treatmg mcomplete abortIOn Data on the cost to 

the patIent for emergency treatment of Incomplete abortIOn, wluch mIght Include patIent 

fees, transportatIOn costs, and out-of-pocket suppbes and medIcatIOns charges, were 

rarely documented In these studies and therefore not reflected In thIS analYSIs 

FInally, In a subset analYSIS, we estImated ALOS and cost usmg only those data collected 

as part of pre-and post-InterventIOn studIes ThIS was done for several reasons, mcludmg 

1) to aVOId potentIal bIases mherent m case-control desIgns, 2) to control for dIfferences 

m the "buymg power" of the US dollar In dIfferent geographIC locatIons, and, 3) to 

control for dIfferences m the exchange rates on vanous currencies agamst the US$ from 

1991 through 1997 As none of the studIes reported estImates of data dIsperSIOn (1 e 

varIances, standard deVIatIon, confidence mtervals, etc) around the mam measures of 

effect, we were not able to pool the data and conduct a standard meta-analYSIS Therefore, 

throughout thIS analYSIS, changes In ALOS and costs are reported as weIghted averages 

10 
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and percentage dIfferences, wIthout any statIstIcal testIng of the dIfferences between 

outcomes 

RESULTS 

Selected Studies 

Based on the study selection cntena, 21 studIes were Included In thIS analysIs (Table 1) 

These studIes were conducted In MeXICO (9), Kenya (7), and Ecuador (3), With one study 

each In BrazIl and Peru StudIes ranged In sample SIze from 3 to 45 partIcIpants, and a 

total of296 women partIcIpated In the studIes Included In thIS analYSIS (mean sample SIze 

= 14 1,95% CI 99-183) Sample SIzes tended to be slIghtly larger In MY A studIes, wIth 

an average 13 6 women compared wIth 100 women In SC studIes (p = n s) Most (81%) 

of the studIes were part of multI-sIte studIes, wIth only four studIes fOCUSIng on a sIngle 

SIte (peru, MeXIco1, BrazIl, Mexlc02) StudIes were spltt nearly equally between case-

control and pre- and post-InterventIOn deSigns, 52 and 48 percent, respectively 

Average Length of Stay (ALOS) 

Although ALOS IS typically subdIVIded Into pre-procedure, procedure, and post-

procedure duratIons, very few studIes reported the procedure tImes separately Those that 

dId reported that the MY A procedure took on average slIghtly less than twenty mInutes, 10 

whIle the SC procedures averaged approximately ten mInutes longer 8 10 As the procedure 

time IS relatively short and does not typically vary for uncomplIcated cases, we wIll focus 

on pre- and post-procedure duratIOns 10 the remamder of thIs sectIOn It therefore follows 

that ALOS IS not equal to the sum of pre- and post-procedure durations for two reasons 
\ 

1) ALOS Includes the procedure time, as well as pre- and post-procedure times, and, 2) 
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some studIes reported only ALOS wIthout dlsaggregatmg the results mto pre- and post-

procedure waltmg tImes Therefore, more data were aVaIlable for estImatmg ALOS than 

Its aggregates As ALOS among those patIents for whom pre- and post-procedure waItIng 

tImes were also reported (n=249) dId not vary substantIally from those studIes reportmg 

only ALOS (n=288), the ALOS reported here was calculated from the full dataset 

(n=288) 

Overall, ALOS was almost one-thIrd longer for patIents treated WIth SC than wIth MY A 

(Table 2) ThIS dIfference was shared proportIonately by longer average waltmg tImes for 

SC patIents before the procedure (3 8 hours, or 32 9% less tIme for MY A patIents) as 

well as longer recovery tImes post procedure (6 4 hours, or 3700/0 less tIme for MY A 

patIents) For both patIents treated wIth SC and wIth MV A, approxImately one-thIrd of 

ALOS was spent waItmg for treatment, and two-thtrds of the ALOS was spent m 

recovery and waltmg to be dIscharged 

Cost to Treat Incomplete AbortIOn 

As patIents who were treated usmg MY A spent, on average, less tIme m the hospItal, It IS 

not surpnsmg that the cost oftreatmg mcomplete abortIon tends to be lower for facIlItIes 

that treat mcomplete abortIOn wIth MY A (Table 3) For SC patIents, treatment of 

mcomplete abortIOn averaged approxImately US$ 87, wIth approXImately one-thIrd of 

costs attnbutable to the cost of the SC procedure Itself and the remammg two-thtrds 

gomg towards hospItalIzatIOn In contrast, the cost oftreatmg mcomplete abortIon with 

MY A averaged less than US$ 11, WIth 60% and 40% of the costs bemg accounted for by 
\ 

the procedure and hospItalIzatIon, respectIvely Based on data from the full dataset 
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(n=296), use ofMV A reduced the cost oftreatmg mcomplete abortIon to the faclhty by, 

on average, 88% Trus substantial savmgs may be attnbuted equally to the reduced costs 

of the procedure Itself (85% reductIOn) as well as the post-procedure hospitalIzation (94% 

reductIon) when replacmg treatment ofmcomplete abortion wIth MV A 

Pre- and Post-InterventIOn Studies 

In a subset analysIs, we analyzed ALOS and total costs usmg only those data collected as 

part of pre-and post-mterventIon studIes FIVe studIes were located which reported both 

basehne (SC) and follow-up (MV A) data from the same SIte 29 10 From these studIes, 85 

and 93 patIents were avatlable for the analysIs of ALOS and costs, respectIvely Overall, 

sWltcrung to MY A reduced ALOS by approximately one-half (range 24 5-76 3%) (Table 

4) SImIlar results were found for cost ofmcomplete abOrtIOn, where sWItcrung to MYA 

reduced costs by 43 6% (range 226-69 1%) (Table 5) Reported data were msufficient to 

dlsaggregate the cost and ALOS estimates further 

DISCUSSION 

Overall, pooled data from over twenty studIes m five countnes mdicate that sWltcrung 

from SC to MY A to treat mcomplete abortIon results m substantIally reduced ALOS and 

costs As some studIes have reported that as much as 60% of a hospItal's total obstetnc 

and gynecologIc budget IS spent treatmg the complIcations of unsafe abortIOn, 2 adoptmg 

MV A can free up a tremendous amount of scarce resources that can then be spent 

Improvmg other services 
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It IS Important to note, however, that the cost-effectIveness of sWItchIng to MY A IS 

subverted when unaccompamed by adequate provIder traInIng and reorgamzatIOn of 

servIce delIvery For example, two reports have documented Instances where MY A has 

been less cost-effectIve than SC for the treatment ofuncomphcated Incomplete 

abortIOn 711 In one Instance, a case-control study (n=14 MY A, n=13 SC) In Ecuador 

reported that costs were actually 27% higher at the two MY A sites (cases) than the SC 

SIte (control) 11 The second Instance mvolves baselIne data (follow-up data not yet 

publIshed) from two SC SItes (n=15) and one MY A SIte (n=16) m Kenya 7 In prelImInary 

analysIs on Just the baselIne data, the MY A SIte reported 31 % greater costs than the 

weIghted average of the two SC SItes Both of these studIes were case-control m deSIgn 

WIth sample SIzes too small (n=27 and 31) to allow statIstIcal control of covanates It IS 

therefore ImpOSSIble to determme statistIcally whether the dIfferences In costs were due 

to use of MY A or SC, or due to other factors unrelated to the treatment procedure 

However, regardless of the potentIal Impact of bIas on the results of these two studIes, 

anecdotal reports suggested that costs and ALOS Increased because the hospItals 

SWItched to MY A WIthout reorganizIng delIvery of servIces In the Ecuadonan example, 

MY A at one SIte was proVIded on an outpatient baSIS and ALOS was reduced to under 

two hours l At the other MY A Site, women were reqUIred to Watt for 105 hours on 

average for a phYSICian's approval for dIscharge, whIch normally came the mornIng after 

the procedure In thIS study, SImply SWItchIng to MY A Without updatIng hospital 

dIscharge pohcles resulted In no net benefit m terms of ALOS and costs In the Kenyan 

example, the site where women were treated With MY A had only one MY A lot 7 
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Researchers reported that, due to the madequate supply ofMV A eqUIpment, women were 

reqUIred to walt longer penods for treatment, which agam mflated ALOS and 

subsequently treatment costs The cntIcal need to reorganIZe servtces was further 

Illummated by pre- and post-mterventIon studies m Kenya 2 In two hospitals, movmg the 

treatment procedure from the operatmg theater (SC) to a treatment room on the 

gynecology ward (MY A) was the mam factor contnbutmg to the reduction of pre­

procedure walt tlmes--54 5% less at one site and 88 1% less at the other for MV A 

patients ThIs findmg has been rephcated m a study m the Untted States where, mamly 

due to movmg treatment from the operatmg room (EVA) to the emergency room or labor 

ward (MY A), ALOS and costs were reduced by 70 6% and 41 1%, respectively 13 

Several factors eXist whIch could bIas the results reported here At least one of the studles 

recruIted women who were greater than 12 weeks utenne slze,6 and one study mcluded 

both women who were treated With MV A or Electnc Vacuum AspIration (EVA) dunng 

the post-mterventIOn data collection phase 9 In the former study, there was a tendency for 

women treated With SC to have greater utenne SIzes (p< 05), and women treated With SC 

were excluded from the follow-up data collectIon Anecdotally, nsks of comphcatIOns 

and costs seem to nse WIth advancmg gestation, so that the true cost oftreatmg patients 

WIth MV A may have been underestimated In the later case, EVA was on average more 

expenSive than MV A, so that combmmg the treatment groups lead to an underestimate of 

the benefit of the SWItchmg to MY A Overall, given the number of studies and 

partICipants In the pooled dataset, we thmk It unhkely that these potentIal sources of bias 

could have a major Impact on the findmgs of the an~lysls 

15 
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More generally, none ofthe studIes we located randomIzed study sItes to case or control 

sItes, nor were women randomIzed Into treatment groups In sIngle-sIte studies 

UltImately, as has been dIscussed regardIng the effectIveness offamtly planntng 

programs, 14 the absence of true expenmental deSIgns WIth randomIzatIOn casts doubt on 

the mterpretatlOn of much of the research conducted on the cost-effectiveness oftreatmg 

Incomplete abortIOn WIth eIther SC or MV A Although randomIzatIOn IS the best method 

to counter selectIOn bIas, as adoptmg MV A Ideally Includes a complete reorganIZatIon of 

servIce delIvery, It IS untenable to randomIze women mto treatment groups In most 

settmgs Therefore, the best alternatIve to randomIzatIOn IS to deSIgn a study WIth 

suffiCIent sample SIze to statIstIcally control for any covanates However, sample SIzes 

were small and based entIrely upon conventence, and thus sample SIzes were madequate 

(mean = 14 1) to IdentIfy or evaluate covanates Even With the nsk of bias from non­

randomIzatIOn and large vanances of the mam effect measures due to small sample SIzes, 

the very large dIfferences In ALOS and total costs (Tables 2-5) suggest that bIas alone 

could not account for the benefits the studIes m our analYSIS have reported when 

sWItchmg to MV A SImIlarly, gIven the average 50% drop m ALOS and costs m these 

quasI-expenmentally deSIgned studIes, It IS lIkely that, had randomIzed cost studIes been 

conducted, the cost-effectIveness of adoptIng MV A would have been borne out 

Some questIOns have been raIsed about the stnct pattent selectIOn cntena used m these 

studIes, espeCially the exclUSIon of women presentmg With major complIcatIons such as 

sepsIs Although septIc abortIon IS relatively unco~mon m hospitals, women With 

16 
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mfectlOn do present and vacuum aspiratlOn has been effectIve m treatmg these women 15 

It follows that, although treatmg women presentmg wIth major comphcatlOns from an 

unsafely mduced abortlOn are more expenSIve to treat, the use ofMV A would contmue to 

be the most cost-effective means of ute nne evacuatlOn 

Based on the reVIew of these reports on the cost oftreatmg mcomplete abortlOn, we have 

several recommendatlOns for future cost and resource use research Although we were 

able to locate over 20 studIes, we found httle data from Afncan countnes other than 

Kenya, and no data from ASIa Whlle It IS hkely that MV A would be more cost-effective 

m almost all settmgs, cost and resource use studies have proven to be an excellent tool to 

help mform pohcymakers and guIde the reorgamzatIon of servIces that IS needed to 

mlmmlze the cost of treatmg mcomplete abortion whIle mamtalmng or Improvmg 

sefVlces WIth few exceptions,6 
7 data are also lackmg on the costs of addmg famIly 

planmng counsehng to postabortlOn care servIces, and no studies have explored the costs 

assocIated with refemng women for other gynecologic services such as Pap smear 

screenmg or testmg for sexually transmitted mfectIons Fmally, few studies have sought 

to estimate the costs to the patIent 67 Out-of-pocket expenses IS certamly a great deterrent 

to women seekmg adequate care for comphcatlOns arlsmg from unsafe abortion 

In regards to study methodology, we would also lIke to present the followmg 

recommendatIons for future research Researchers seem to be movmg away from the 

case-control deSIgn to the pre- and post-mtervention deSIgn (Table 1), and tlus IS 

advisable tn order to reduce the nsk of bias Due to case-loads, the difficulty offieldtng 
\ 

studies With dIrect patient observation, and the funds requIred to conduct cost research, It 

17 
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IS hkely that cost and resource use studIes wIll necessanly remam small Therefore, 

sample SIzes WIll be too small to Justify statistical testmg Nevertheless, researchers 

should begm to report vanances and confidence mtervals for their effect measures 

Fmally, we recommend that, m order to better protect the women who partIcIpate m these 

studies, researchers request wntten rather than verbal consent before enrollIng women m 

any postabortlon care research 

18 
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Table 1 ElIgIble cost and tIme-monon studIes, by year, country, deSIgn and status 

Year Country N DesIgn Status Source 

1997 Peru 17 PreIPost Ongomg Benson et al 

1996 Kenya 1 11 PreIPost Ongomg Ommdeetal 

1996 Kenya2 4 PreIPost Ongomg Ommdeetal 

1996 Kenya3 16 Pre/Post Ongomg Ommde etal 

1996 MeXIco 1 11a PreIPost Ongomg BrambIla & Garcia 

1995 Braztl 16b Pre/PostC Complete Rogers 

1992 MeXIco2 21 PreIPost Complete Quarto 

1991 Ecuadorl 13 Case-control Complete Johnson et al (1992) 

1991 Ecuador2 11 Case-control Complete Johnson et al (1992) 

1991 Ecuador3 3 Case-control Complete Johnson et al (1992) 

1991 MeXIco3 16 Case-control Complete Johnson et al (1993) 

1991 MeXIc04 12 Case-control Complete Johnson et al (1993) 

1991 MeXIco5 11 Case-control Complete Johnson et al (1993) 

1991 MeXIco6 4 Case-control Complete Johnson et al (1993) 

1991 MeXIco7 15 Case-control Complete Johnson et al (1993) 

1991 MeXIco8 3 Case-control Complete Johnson et al (1993) 

1991 MeXIco9 13 Pre/PostC Complete Johnson et al (1993) 

1991 Kenya4 27 PreIPost Complete Johnson et al (1993) 

1991 KenyaS 16 PreIPost Complete Johnson et al (1993) 

1991 Kenya6 11 Case-control Complete Johnson et al (1993) 

1991 Kenya7 45 Case-control Complete Johnson et al (1993) 

a n vaned by observanon stanon 

bIncluded both MY A and EVA cases 

C MY A and SC were petfonned concurrently 
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Table 2 Weighted average length of stay (ALOS) and range, by procedure (decimal hours) 

AWS (decimal hours) 

D&C [range] MVA [range] 

Category (n) (n) Difference (%) 

Pre-procedure 11 5 [3 0-90 2] 77 [12-11 6] 38(329) 

(140) (109) 

Post-procedure 174[37-296] 11 0 [0 5-24 0] 64(370) 

(140) (109) 

ALOS* 284 [92-1007] 206 [1 7-35 8] 78 (27 4) 

(160) (128) 

*Note ALOS does not equal the sum of pre- and post-procedure costs because they were 

calculated from dtfferent datasets 



Table 3 WeIghted average cost to treat Incomplete abortIon and range, by procedure (US$), 

All cost studIes 

Procedure Costs (US$) 

D&C [range] MVA [range] 

Category (n) (n) Difference (%) 

Procedure 3711 [226-70 17] 5 44 [1 98-36 02] 3167 (853) 

(129) (99) 

HospltahzatlOn 65 53 [0 11-18674] 367 [0 06-29 71] 61 85 (944) 

(129) (99) 

Total Cost* 87 35 [3 06-23 90] 10 75 [2 94-65 73] 7660 (87 7) 

(160) (128) 

*Note Total Cost does not equal the sum of procedure and hOsPItalIzatIon costs because they 

were calculated from drfferent datasets 
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Table 4 Mean ALOS (decImal hours) for treatment ofmcomplete abortIon from studIes wIth 

pre- and post-mterventlOn desIgns, by procedure 

Pre-mtervenilon Post-mterventlOn 
(D&C) (MVA) 

Site n ALOS n ALOS DIfference 
Year (%) 

Brazll* 1995 5 383 3 99 284(741) 

MeXlco2 1992 11 35 1 10 265 86(245) 

Kenya4 1991 17 409 10 207 202(494) 

KenyaS 1991 5 1007 11 239 768 (76 3) 

MeXlco9* 1991 5 206 8 114 92 (44 9) 

Weighted % dlfference-+ 499% 

*These sItes collected data from MY A and SC patIents concurrently 



Table 5 Mean cost of treatment (US$) ofmcomplete abortIOn from studIes WIth pre- and 

post-mterventIon desIgns, by procedure 

Pre-mtervention Post-mterventIOn 
(D&C) (MVA) 

SIte Year n Total cost n Total cost DIfference 
(US$) (US$) (%) 

Brazda 1995 5 7838 11 2420b 54 18 (691) 

MeXlco2 1992 11 2427 10 1753 674 (278) 

Kenya4 1991 17 399 10 309 090 (226) 

KenyaS 1991 5 1525 11 524 10 01 (656) 

MeXlC09a 1991 5 14325 8 6573 7752 (541) 

Weighted % difference ~ 436% 

aThese SItes collected data from MY A and SC patIents concurrently 

b ThIs cost estImate mcludes data from three MY A patIents and eIght BV A patIents 
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Comparing the Cost of Postabortion 
Care in Africa and Latin America: 
The DataPAC Project 

KIng TDN, l Benson J, l Stem K2 
l/paS 1ThePopulatron CourlCll 

Global Meetmg on Postabortton Care Advances and Challenges 
New York 19-21 Januruy 1998 

iI 
- II INOPALJU 

Introduction 1: What IS a "cost study"? 

• NotJust costs 
• Tune and motion studIes 
• Observation of clmical servIces 

201uUIl)' 1998 DataPAC 

ANNEX 4 
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Introduction 2: Why do cost studies? 

• PotentIal major savIngs 
• Improve efficiency 

• Improve quahty of care 
• Larger pohcy tmphcatlons 

20 January 1998 DataPAC 

Methods 1: Selection criteria 

• StudIes uSIng "Ipas" methodology 
- PatIent observatIOn 
- PatIent selectIOn cntena 

• Incomplete abortlon 
• 12 weeks or less utenne Slze 
• No other major comphcatlOns 

• DesIgns PrelPost & "Case-control" 

20 January 1998 DataPAC 
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Methods 2: Key lndlcators 

• Average length of stay (ALOS) 
- Pre- & post-procedure 

• Costs (In US$) 
- Personnel, supplIes, overhead 

20 January 1998 DataPAC 

Results 1: Elzgible PAC OR studles 

Yea!1s) Country Site{s) n Design 
1997 Peru 1 34 PreIPost 

1996-97 Kenya 3 31 Case-control 
1996-97 MexIco 1 36 PreIPost 

1995 Braztl 1 16 PreIPost 
1994 Egypt 2 8S PreIPost 

1991-92 MeXIco 1 21 PreIPost 
1991 MexIco 5 74 Mixed 
1991 Kenya 4 99 Mixed 
1991 Ecuador 3 27 Case-control 

20 January 1998 DataPAC ~-
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Results 2: ALOS (hours) 

Pro· Mean Weighted 
cedure Sites Total n (Range) Mean 

SC 18 210 262 248 
(92-1007) 

MVA 14 205 160 175 
(1 7-35 8} 

Drfforence ·7:3 
% -295 

20 January 1998 DataPAC 

Results 3: ALOS by treatment phase (hours) 

Pro- SItes Total n Mean ALOS Weighted 
cedure Mean 

Pre Post Pre Post 
SC 15 190 123 159 91 164 

MVA 12 186 54 93 61 98 
Difference -69 -66 -3.0 -6.7 

% -563 -414 -331 -40.6 

201anuary 1998 DataPAC 

/ 
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Results 4: Mean costs (US$) 

Pro- Mean $ Weighted 
cedure Sites Total n (Range) Mean $ 

SC 18 210 8210 7322 
(3 06-264 27) 

MVA 14 213 2455 2851 
~2 94-132 89l 
Difference -44.71 

(%) (-611 %) 

20 January 1998 DataPAC 
/j?--

Results 5: Mean procedure & hospltalzzahon costs (US$) 

Pro- SItes Total n Mean Cost Weighted 
cedure Mean 

Proc Hos2 Proc Hos2 
SC 14 179 3777 5980 3132 5047 

MVA 11 176 1344 1335 1456 1676 
Difference -2433 -4645 -16.76 -33.71 

% -64 4 -777 -535 -66.8 

20 January 1998 DataPAC 
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Results 6: ALOSfrom studies With prelpost designs (hours) 

Site Year Seen) MVA(n) % Difference 
Peru 97 333(17) 64(17) -808 
MeXICO 1 96-97 299(11) 201(25) -329 
BrazIl 95 383(5) 99 (3) -741 
Egypt! 94 185(35) 129(23) -304 
Egypt2 94 94(15) 35(12) -63 1 
MeXIco2 92 351(11) 265(10) -245 
Kenya4 91 409(17) 207(10) -494 
KenyaS 91 1007(5) 239(11) -763 
MeXIco9 91 206 (5} 114 (8} -449 

Weighted mean % difJerence=> -485 

20 January J 998 DataPAC 

/p~ 

Results 6: ALOS from studies With prelpost deSigns (hours) 

m~------------------------------~ 

-r-------~--------------~====~~ 
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20 January 1998 DataPAC 
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Results 7: Mean costsfrom studies WIth pre/post deSIgns (US$) 
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20 January 1998 DataPAC 

Results 7: Mean costsfrom studies WIth pre/post deSIgns (US$) 
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Results 7: Costsavmgs when switchmgtoMVA based on data from 

stuches With pre/post deSigns (%) 

10~--------------------------------

20Janwuy 1998 DataPAC 

Results 7: Mean costsfrom studies With pre/post deSIgns (US$) 

Site 
Peru 
MeXIco 1 
BrazIl 
Egypt! 
Egypt2 
MeXlco2 
Kenya4 
KenyaS 
MeXlco9 

20Janwuy 1998 

Year SC (n) MY A (n) % Dlfference 
97 11873 (17) 45 16 (17) -620 

96-97 264 27 (11) 13289 (25) -49 7 
95 7838 (5) 2420 (11) -69 1 
94 1438 (35) 1761 (23) 225 
94 7 00 (15) 9 59 (12) 37 0 
92 2427 (11) 1753 (10) -278 
91 399 (17) 309 (10) -226 
91 15 25 (5) 5 24 (11) -65 6 
91 143 25 (5) 65 73 (8) -54 1 

Weighted mean % dz.fference=> -22 8 

DataPAC 

8 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

Discussion 1: Comparing MVA & SC 

• Generally, MY A use reduces 
-ALOS 
- Costs to facIlIty 

- Costs to patIents? 

• Reorganization of services key 
• MV A use sometimes Increases costs -­

Why? 

20 Janwuy 1998 DataPAC 

Discussion 2: Study hmltatlons 

• Small sample sIZes and non-randomized 
designs 

• Drfferences m protocol Implementation 
• Little data on Integratmg FP & other 

reproductive health services, Costs to 
patients 

20Janwuy 1998 DataPAC 
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Discussion 3: Recommendations 

• Larger studies? True expenmental designs? 

• More ngorous analysIs and reportIng 
• PrelPost desIgns better 
• Control for mflatIon 
• More dlssemmatlon -- DataPACf 

20 January 1998 DataPAC 
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Hospitals Reduce Costs by hnproving Postabortion Care 
by Tim Khlg and Janie Benson 

The costs of unsafe abortlon U\ terms of ltlatemal 

rnorolcitty and mortnllty ~ rcL."lt!.vely VI. ell docu 

menl.ed, but tht" financm.l (ost of treJll.lIIg the COI'l.':>C'­

quences of un we ahomon (e g. ulcornplete aborflon, mfec­

tIon., bleedmg, phYSlc:d b:auma) is an f'\Sue llttle researched 

untIl recently In many dev-eloping countnes, Incomplete 

abortIon lS typIcally treated u\ a hospltal operatIng room 

USIng :"hrup curettage (')(" also calIed D&C) P c.LI:lcnts are 

often ane!:>'i:hctized or hcaVlly ~atcd Bnd Me thel'ef()re usu­

ally reqlllred to sw.y ovc~t to rccovt>r heiore dL.o;charge 

However, data show that TA sa:f('!l" than and .3.!:. e11'cctlvt" 

as D&C for the treatmenl C) mcompl("(e abol'tlCln 

U::.mg .:l cost "t:udy mttUlodolog,y developed by Tpas, 2.3 

sludtes m '!>"lX couolncs m Afnca and l",ltrn Anwnw. tw.Vl~ 

docw'nentcd hO::'-Pltal co::.u. for mall:' UldIl 400 women prt~ 

sentmg Wlth u\c()mplet.e .martlon. These studl(.s ll1volved 

.. '("11'1<.,' 

obse.rvmg pOf>1:aborilon c.a.rE" 6eIVI.c!;'.b proVldffi to women 

from the tune they am" cd at the hospital wltd Uley were dIs­

charged., .md documented Ute amount of tlmc spe.nl WIth 

proVIder.:. and the costs of supphes and mcdJ.c.ab.ollS used 

dunng treatment and rCCOVE'ty Nme of these ~1:Udtes were 

I)ro- and post-mtetvenb.on m deslgn C data on D&C dIld MVA 

patient::. were collected at the same SIte), wlule the nomam­

mg studIes were concurn'nt<:ontrol m destgn (da:k1. werE" 

compan:d. between site.s llSing D&c and ::.rtes usu:tg MVA) 

l\.1'-\l()1 .fil\d.mg~ 

An analY&!b of tlle data from all 2~~ sturu("b sugge<>1.:" that, 

when compared WIth WOIn("n tr~{'d wllh D&C (n=210), 

WOl'lll:'n trea1.ed WIth MVA (0:::::213) had a one-thnd lower 

a\'~mgc IN\gth of ')f.ay (25 5 hours V('fbUS 17 5 hotl.r'5 

reopccovely) The mCdJ<ln co.;;! of treatlIlg lH(..omple-{e 

.lbol'oon pcrpaof'nt was US$78 81 tor- D&C, and $8 50 f{)r 



sWItched to MVA, the mean 

Fxgure 1 Average Length of Stay (ALOS) m Hours by procedure eost oftre.atmg lncornplete 

abortton actually mereased 

by 22 percent and 36 per­

cent at the SItes 

Prc-proced.ure 

ALOSZ 

30 20 10 o 10 20 30 
Hours 

:",,"D&C t MVA 

The mean cost increas­

es were partlally attnbumd 

to subslantJ..al unprove­

ments In the quahty of ser~ 

VIces, mcludmg pa1J.ent 

counselIng, but were pn 

manly due to the fact that 

MVA cannulae were not 

ste.nhzed and reused as 

they are In mostsettmgs In *ALOS does not equal the sum of pre- and post procedW"e hours because they were 
calculated from dJ.fferent datasets 

fact, prOVIders In tl'us study 

some1J.mes used more U\art 

MVA paf.lents, or 89 percent lower medIan costs for 

women treated Wlth MV A To control for potentIal b135 

mherent In small concun-ent-(:ontrol study designs, a sul>­

set analysIS of the rune pre- and post-mtcIVentJ.on stucUes 

(n-248) showed that sWltChmg to MVA sIglutiC&ltly 

reduced the averagE' length of stay from 36 to 15 hours 

per pa1lent. Medtan costs per pattent also fell 27 pE'reenl, 

from US$2427 to $1761 Generally, researchers found 

that the hulk of PAC co .. ts, regardless of whpther MVA or 

D&C was used., could be attnbuted to salanes and costs 

associated W1U\ m-pa.I:J.ent, overtllghL stays Researcher::. 

also noted that MVA tralrung .md reorganization of ser­

VIces were c;'ntIcal to reducmg the pa.I:J.ent stays and costs 

The unpoJ"bnce of reorganl71,ng SC1Vlces c..an best bc 

illustrated. by two studies whpr(" treatr.ng incOLtlpletc abor­

bon cm.t more when usmg MVA than when u. .... mg D&C In 

pre-and po')t-lI1tcrvenIlOIll:otl1rucs at two ho:;'pi taJs In Egypl, 

although the aVC1"3.ge p.wpnt stay fell wht"n these hOSPII41'5 

one cannula. p(>r procedure In another study; a concurrent 

control study In Ecuador, patIents recelVlIlg MVA at one slte 

were deLnncd on average 10 6 hou~ after thel.l'procedures, 

even though they had not been heavily sedated and there­

fore could have been safely discharged much earlIer TIlesc 

U'leffiClcnt uses of MVA and case management procedures 

document the cnllcal unportmce of trammg and reorgam­

za1Jon of servlc..es In ordE;'.r to realIze the potentIal cost-sav­

mgs assocmted WIth flus techruque. 

Most studIes havc demonstrated that adoptmg MVA, 

along with ch.anges m organUc1tJ.on of SetVlces such as 

treatmg Incomplete ahortton on an outpa.tJ.cnt basIS When 

medlc.a11y appropnate, has Improvcd the qualIty of 

postabomon care wtule rE;'ducmg resource use and costs 

Replacmg SC WIth MVA has been shown to slgrullcantly 

reduce p'!itents averoge length of stay (see Figure 1)1 

allowU'lg women to return home or to work booner and 

reducmg the OV~n"rowdmg tl\at plaguE'S nI.my ObstetrIC, 

and gynecology ward., RedUCing resource U5e for 

postabortlon <..cUC seIVl('~ allows overburdenE'd !:oWf and 

lmuted reo50urces to be reallocated to oUler seIVlces 

Although dala collected thus far demonstrate the advan­

tagp.$ of MVA, many I~ues remam unstudIed 

Po~tabortJ.on care SClVlcec; also indude postabortlon fam 

lIy plaru1lng c..ounscllng and referrnl to oUler rcprodllCllvc 
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by Barbara .TanowItz l"annly J IC'alrh JntCl n:HJonal 
( v 

Itng and ~cnson find that sWItchmg from D&C 
to MY A reduced medIan co~ts per patIent by 27 
percen.t. in one group of patlents They 
'attP-bute much of the co~t dIfference to short-

t er hosPItal stays for MVApatlents But a key 
, aSsumptlOn underlYIng their condUSLOn IS that 

> I' l-

pverl'lead resourc.es are used In propOli:.lon to 
the Jength of tune that the patIent ~(.ays 111 the 

,-I' ).~ 

'l\QSJ?llaL It 15 Just as 'reasonable, l1owever, to 
}:I.s§ume tgalapatIenl uses the SaID.<' <trnount of 
these overhead resources no matter how long 

,she stays'in the hOSPItal For example l pd.per­
work 1S complct()d for patIents at the tIme of 
,check-In and check-ouL, and bed hnens aH' 

cllanged Just on( e Therefore, a shorter IE>ngth 
of stay does not necessarily lCd.d to IJtOpor~ 
tlOllally lower costs 

.... ~ ".;: .... 
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111 ma,IV II aJ.,<;, 111dilLl1 nq 1'Cfili('I1W 01 '''I t r'lll 'titltfi 

rOlnllum HJ T(,(lHtl Oh Gill ,,(J,rJ~ 

I heAlth SeI'!,-lC 1."'.5 In addli:ton, decC'ntralumg health "'{,rvIce:. 
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from urb.m hOSPital'S to he.l.lth cente~ IS becouung more 

conunon TIle co ... l and efficacy of lhcse f lU.l.s of PAC 

have bN'O lIttle investigated aHhou?h Ip<ts 15 currently 

conduc..tmg studlcs that "l.dclre::. ... t.hC'.se I...,*,ues m (Jhana 

21mbahwe, Mf"XICO "l.nd PPlU O\enll, whllt>' many 

research and pro~la.mrnatlc l ....... UCS 1f"r11run Ie) be fully 

< , 

Moreover, ~Q,.st of the cost saVl~gs h.ave 1\<;> 
financIal lmpact because they ar(" opPortUnity 

.... ..... t~ 

costs, ,m that staff tIme and other hOSPltru ~ 
resources are 'freed up to' ~prO'vide bther ser~ 
VIces If there Jr.e other productive uses [of. " 
these resource~ tor e:xampl~ lffiprq~g patient 
counsobng, tlus 15 an Important cost saVing i6 ' 
hOSl'ItaLc; However, )not all {)pst~tJics :md gyrtG'-

....( ..... ~ ~ 

cology wards are fully 1.Jtll.1zed Tkus~ short.er 
h.ospItal 'btayC{, Pl~y <'free up resour~es( that go 
unused because~g~low patlent demand 

... " ~ ... 

Fma11~ hOSPIt~tl admiIustrators may be most , 
concerned With" the t1nan~lal impl1cab.ons .of 
sWltchmg from>·,P&C to MV A rn1ey wllilt to 
lmow more about what happen$, to expendl­
tures for dmgs and other sUpphes,<wluch are 

) , ' 
under then control ~,. " 
~ ~ t~o+·lf.~dcrt,.,(, L4(} r,..e~~~ c. f,v< 
iJ;, t ,-,::-L..ot1 1-.. ~ '--l I,.,d ..>.- fi&t-Q' 's. - .l!.1 !~l C' tr e.u U y 

I I 

E'lqllOled, use of MVA present'.:<{-ah>oppdrturuty to sub- J 
-<.c Io!.r 

stallWcilly Improve the qualIty of postahoruon CMC whIle \ 

reducmg costs of seI'Vlces Iii 

"tourci?''' 
Johnson B R , et al 199,~ UCost ... of altE;'rnattve trea.tmpnls 

for mcomplete abortlon n World Bank Workmg PapPT 

Waslul\gton, DC 

Ku\g, T, J Benson, and K Stem 1998 "Companng thE' 

co~t of po~tahort.zon C3l'P 111 Aln<. <1 and LatIn Amenca 
The DataPAC ProJect" P.:qJcr presented at the Global 
Meetmg on Post.aborLlon ('arc Advances and 
Challengl:'-s In Opcranons Re6earch, 19-21 January, 

Now York 
Ndwar, L, D HuntIngton, and M Nagwb 1998 "Cost­

effechvene .. ~ of pObtabortlOn S(>fVIces m Egypt" 
Paper presented <it thp Global Meetmg on 
PostabortlOll ('"lre Advance') and (hallengcs 11\ 

OperatIons Res.E'"arch 19-21 JdIlUary, New York 

TIm I<1ng L'> Research A~'>OClalc:. and Jan1..e Br:m<lon /...., 

DtreCLOr of Health SYO;fmns Rcsearrll at lpa.s, an l71,oor­

tlatwtL(l.l, nonprofit T(7nodurtw( health orqan/.zalto7t 
rli(lt lnanlifactUl/t,> and <leUs MVA t'TI'ltl-u.m.('17ts 



Resources 

PopulatIon Connell A'l/I.~ded 

l SAID C()operatlvc Agreement 

The Popu1atlon CouncIl h~ beE>n 

awarded a five-y«:>ar $60 rnIlhon 

cooperatIVe agreement by the Unlled 

Slates Agency for InternatIOnal Deve10pment to 

Improve family planrung and reproductlve health ser­

VIces m sub-Saharan AfrIea, AsJ.a, the Near East, Latm 

Amanea, and the fortnf'r SOVIet UruoIL The new project, 

"Frontiers in Rcproductl'lTe Health," uses OR to nnprovc 

clIents' access to carE" and enha.nce the quahty and sus 

tmnabIhty of rcproductr.vE> health se[Vlces The COlUlCil s 

partners are Fanuly Health Intematr.onal (FIll) and 

TulanE> UruVf'!'l-'1ty School of Pubhc Health.. 

FrontteI"\l will usc OR not only to foster tite develop­

ment of new reproductive health pohcle::. but also to 

demonstrate how these pollClc,s can be nnplemented at 

the commwuty level '1 he program will develop lnnova· 

tlve 501uoon5 to St"lVlce dehvelY problems, commuru­

cate research results to pohrymakers and progrdlTl man· 

agers, and lmproVe managers' abtlIty to solve problems 

by bwldmg OR c:.apaelty 111 local orgaruzatJons Fronl:J.e.rs 

will consohdate the Council's three reglOnal ORlfA pro­

Jed.s mto a global program (.0 study common problenlS 

lIt dlfferent CQntexts 

For further mformatlon ple~e cont.act Fronlters at~ 

4301 COCUlecl:J.cut Ave, N W, SUitt" 280, Waslungttm, 

DC 20008, Tel (l02) 2',7--9400, Fax (202) 237-8410 

bub,><"nbe to tile OR l~-l\1ad NNWO'tk, 

a \'\ c)rld,nd(" h!>UOl "<" ttl (J()l)ul,d;~on, 

f.amllJ. pl.lnl1lng, ~uuJ i"t_Pl odnclJ'\,~ ll€'th ft 

The Operut.tons Research F..-Matl Netwolk 1.0:; an automat­

ed clcctrnruc m:ubng system l1u~.l tra.llstnlf!:, c-mrul me'Y­

hage5 from the Popula'.Ion Councll in Nt.w YOlk to OVE'( 

500 subscnbers 111 the Ututed States, AfrIca, AsIa and til 
Near Cast, and Latm Amenca and thE' Canbbean 

Subscnbers to thL':. llstserve, used for OR lnfonnanon dI: 

~emmabon, mclude USAID/w, USAID Mlsslons, program 

adnunlstratoJ;b, rese-.archers, and pohcyrnakelS 

Art Imittttloll t.() Pat"tlclpal( In tile 

DataPAC Pl':'Oj(1ct 

Consensus 1S bUJldmg among rcse<U'Chers and pohcy 

makers that matcnals from postabortlon care studlE'S_ 

sho\11d be eomplled mto a sUlgle database m order to 

fclcIhta.t.e comparanve and other secondary analyses and 

to p("oVlde a resource for researchers dE>.51grung new 

studies Ipas, an mternaoonal, nonprofit orgaruzatJon 

that addre~scs global reproductlve health ISSues, 15 

coordJnatmg the dcvelopmellt of Da.(aPAC m collahora.- _ 

tlOn WIth the Populatlon Council, USAlD, and othE'f _ 
5' 

orgamzatloIL~ DataPA~ mclude an elcctroruc data 

base of PAC -;tudie'i, supportmg documentaoon (e g I 

questLOnnmfCS, protocolb, publIcatIol\s)t and ~ 

core ql1csttonnrure,; for U'ie m. future PAC studles 

IntmeSled collca.gut"~ arE' UlVlted to partIcIpate m 

the DataPAC project Only through mclu,)lOn of.a.ll PAC 

d.lI:a and docurhcntat.l.on WIll DataPAC become c1 com­

prchen61ve and useful resource For further mfonnatIon _ 

on hoV\- to contnbute to or IDle Dd.taPAC, cont:u .. t TIm 

King at Jpas, PO Box 099, Carrboro, NC 27510"()90Q 

reI (919) 0677052 or (800) 314-8446, I"ax OHO) q29-

025b, ftJ..mall dclt.apac..@lPa.., org b(L \ll.l'IT" ~ 

~ \ fits t 0Cf.r t».-1\t~ fN16S fR ~ 
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ABSTRACT 
Results from operatIons research studIes can Inform pohcymakers and ehcIt change well 
beyond the SIte or SItes where data were collected WillIe the full Impact of the 17 studIes 
conducted m Latm Amenca reVIewed here has yet to be mamfested, the ImmedIate 
effects of research on postabortIon care sefVlces at each study SIte have been documented 
In terms of changes m chmcal practice, relatively modest mterventIons have resulted m 
75-90 percent of ehgible patients bemg treated Wlth manual vacuum asprratIon SImtlar 
gams m mfectIon preventIon practices and pam management have not been reported­
nevertheless, data mdicate that targeted mterventIons deSIgned from basehne findmgs 
have Improved these components of chmcal servIces as well StudIes m MeXlco and Peru 
documented marked Improvements m counselIng to patIents about hygIene, warrung 
SIgns, resumptlOn of actIVIties, and contraceptIve chOlces Data from Guatemala, MeXlco, 
Paraguay, and Peru have shown that It IS mdeed pOSSIble to mtegrate contraceptIve 
counselmg and emergency treatment of mcomplete abortlOn These studIes also reported 
that substantIal mcreases m the frequency of contraceptIve acceptance were feaSIble 
Fmally, data from several cost and resource use studIes showed that, m most settmgs, 
reorganIZmg servIces by movmg treatment from the operatmg theater to a procedure 
room and reclassIfymg treatment of mcomplete abortlOn as an outpatIent procedure 
substantIally reduced the costs of postabortlOn care servIces both to the facIhty and to the 
patIent 
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INTRODUCTION 
Each year an estImated 585,000 women worldwIde dIe from complIcatIOns related to 
pregnancy and chIldbIrth, most Importantly unsafe abortIOn, hemorrhage, obstructed 
labor, sepSIS, and hypertenSIve dIsorders (World Health OrgamzatIOn, 1996a) Nmety­
mne percent of the women are from the Southern HemIsphere or developmg countnes 
MIllIons more suffer the short and long-term consequences of such complIcatIOns, 
mcludmg mfectIOn, mfertIlIty, and chromc pam Unsafe abortIOn refers to the termmatIOn 
of pregnancy performed or treated by unskIlled proVIders as well as the madequate 
treatment of spontaneous abortIon (World Health OrganIZatIOn, 1994) It contnbutes 
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 attnbutable to unsafe abortIon whIle m some settmgs thIS figure nses to as 
hIgh as 60 percent (AbouZahr, 1996, World Health OrganIZatIOn, 1994, Tmker and 
Koblmsky, 1993) 

The pattern IS the same throughout Latm Amenca, where unsafe abortIOn accounts for 24 
percent of all maternal deaths (World Health OrganIZatIOn, 1994) An estImated 800,000 
women seek treatment for abortIOn complIcatIOns each year at pubhc hospItals 
throughout the regIOn (Smgh and Wulf, 1994) However, most mortahty and morbIdIty 
figures underestImate the Impact of unsafe abortIOn on women's health smce they tend 
exclude women suffenng from complIcatIOns related to spontaneous abortIOn and do not 
mclude women who do not present themselves to formal publIc health servIces and 

Smce the 1994 InternatIOnal Conference on PopulatIOn and Development (ICPD), the 
postabortIOn care (PAC) model has been WIdely recognIzed as an acceptable strategy for 
Improvmg servIces proVIded to patIents WIth complIcatIons from spontaneous or unsafely 
mduced abortIOn WIth the goals of breakmg the cycle of repeat abortIOns and helpmg to 
reduce maternal morbIdIty and mortalIty PostabortIOn care mcorporates three mterrelated 
and essentIal servIces for all patIents treated for abortIOn complIcatIOns, mcludmg 

1) emergency treatment servIces for complIcatIons of spontaneous or unsafely 
mduced abortIOn, 

2) postabortlon contraceptIve counselmg and method provlSlon, and, 
3) lmks between emergency abortIOn treatment servIces and comprehensIve 

reproductive-health care (Greenslade, et al , 1994) 

ImplementatIon ofP AC servIces throughout Latm Amenca has taken place at a steady 
pace smce 1993 and numerous lessons have been learned from the vaned expenences of 
patlents, proVIders and pohcymakers OperatIOns research (OR) projects sponsored by the 
UnIted States Agency for InternatIOnal DevelopmentlINOP AL III contract, as well as 
several other fundmg agenCIes mcludmg the Bergstrom FoundatIOn, European UnIon, and 
the World Bank, have evaluated PAC m terms of resource use and qualIty, avaIlabIlIty, 
and acceSSIbIlIty of servIces These OR studIes have been partIcularly useful m engagmg 
health systems m a process to IdentIfy the strengths and challenges of provIdmg qualIty 
PAC servIces Overall, OR studIes have facIhtated the development of PAC servIce 
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delIvery models that can be modIfied accordmg to the needs of provIders and patients and 
replIcated from settmg to settmg 

In thIs chapter, we hIghlIght the mne PAC OR studIes conducted m Latm Amenca 
funded under the INOP AL ill Non-INOP AL III studIes are also revIewed where relevant 
to the followmg themes 

1) cbmcal practices, 
2) counselmg provIded to PAC patIents, mcludmg the qualIty of the patIent-provIder 

mteractIOns, 
3) postabortion contraceptIve counselmg and method proVIsIon, and, 
4) costs and resources used m the provlSlon ofP AC servIces 

Clinical PractIces refers to the protocols and procedures followed when treatmg 
mcomplete abortion arlSlng from spontaneous or unsafely-mduced abortion, mcludmg the 
specIfic procedure used for utenne evacuation (generally sharp curettage (SC) versus 
manual vacuum aspIratIOn (MV A)), mfectIon preventIOn, and pam management ClImcal 
practices also addresses the orgamzatIOn of servIces, notmg whether patIents are treated 
on an mpattent or outpatient baSIS and whether the procedure IS performed m an operatmg 
theater or a procedure room The InformatIOn versus Counselmg sectIOn exammes 
whether proViders Identify the concerns of postabortion patients and appropnately mform 
them about therr dIagnosIs, treatment, and proper care after leaVIng the faCIlIty The 
section on Post abortIOn ContraceptIOn outImes the ways m whIch a patient's 
reproductive needs and mtenttons are addressed Fmally, we present a summary of 
findmgs regardmg the Costs and Sustamablllty ofprovldmg emergency services for 
mcomplete abortIOn Most studies reVIewed m thIs chapter address each of these four 
themes ThIS review generally IS based on mformatlOn from published and unpublIshed 
reports, although we contacted study mvesttgators for supplemental mformatIOn when 
feaSible 

METHODS 
In general, OR studies are mtended to measure the effect of an mterventIon (FIsher, et al , 
1991), although some studies reviewed here were cross-sectIOnal assessments deSigned to 
gauge the feaSibilIty (Physical, econOmIC, SOCial, andlor pohttcal) of future PAC 
mterventtons (Fnedman, et al, 1998b, Orellana, et al, 1996) Table 1 descnbes a 
selectIOn of rune PAC OR studies funded under INOP AL III that have been completed m 
Latm Amenca smce 1993, although many other PAC OR studIes have also been 
conducted (Dlaz, et al, 1998, Langer, et al, 1997, Abernathy, et al, 1996, Orellana, et 
al, 1996, Rogers, 1995, Johnson, et al, 1993a, Johnson, et al, 1993b, Cuarto, 1993) 
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Table 1 Selected INOP AL III PAC OR studIes In LatIn AmerIca, by country 
Country Year(s) Sites n* DescriptIOn 
BohVIa8 1998 12 64 Basehne assessment of current PAC servIces m 3 regtons (4 clues) 

Honduras" 

Menco· 

1997-98 

1997 

1995-97 
1997-98 

1997 

1996 

1996-98 

1996-98 

4 

1 

1 
6 

4 

1 

1 

1 

64 

100 

36 
803 

70 

15 

34 

204 

Measured avrulablhty, accesslblhty, and quality of care, Wlth 
addltlonal data on cost and resource use collected at four sHes 
OpmlOn survey of 64 pohcymakers', proVlders', and 
adlll1ll1strators' Vlews of MY A, factors contnbutmg to maternal 
mortahty and mori)1dlty, and feasiblhty of mtroducmg MY A m 
BohVla 
Assessment of current PAC servIceS, pauent perceptlons, and 
contraceptIve counselmg 
Cost and resource-use study of MY A and SC m Oaxaca 
StatlC-group companson study m MeXICO City evaluated safety and 
effectIveness of chrucal techruque, IEe, pam control, cost and 
resource use, and postaboruon fatruly planrung m SIX IMSS 
hospitals 
Basehne assessment of quality and costs of PAC serviceS pnor to 
the mtroducuon of MY A Sites mcIude four of the largest regIOnal 
ISSSTE hospitals ** 
Focus groups (n=6) and key mformant mtervIews (n=7) Wlth 
pauents, vanous proVlders, and admmlstrauve staff 
Pre-post mtervenuon cost and resource-use study of MY A and SC, 
mcludmg measures of patlent out -of-pocket expenses and future 
sustamabihty of modlfied PAC protocols 
Pre-post mterventlon study measurmg quality of care, chmcal 
competence, mfectlon preventlon, pam management, IEC, and 
contraceptIVe counsehng 

* n represents number of patlents except where othefWlse noted under "Descnptlon" ** INOP AL III­
funded baselme OR of A VSC mterventlon project 
a Fnedman, et al, 1998a, "Fnedman, et al, 1998b, "Medma and Mendoza Guuerrez, 1998, dBramblla, et 
a1 , 1998a, "Fuentes Velasquez, et a1, 1998, tBrambda, et al ,1998b, BGarate, et al, 1997, hBenson, et al , 
1998 

Study deSIgns were generally non- and quasI-expenmental and all utIlIzed non­
randomIzed convemence samples of proVIders or patIents (Benson, et al, 1998, 
BrambIla, et al ,1998a, Dlaz, et aI, 1998, Fuentes Velasquez, et aI, 1998, Langer, et al, 
1997, Abernathy, et al , 1996, Rogers, 1995, Cuarto, 1993) It IS unclear whether sample 
SIze and power calculatIOns were conSIdered In the study deSIgns as few authors 
addressed these Issues In theIr reports Two studIes Involved repeat assessments a study 
In three publIc hospItals In BolIVia whIch featured Independent-samples repeat 
assessments at approXimately SIX, 12 and 18 months post dIscharge, and the MeXICO CIty­
InstItuto MeXIcano de Seguro SOCIal (IMSS) study, whIch featured a statIc-group 
comparIson deSIgn and follow-up of patIents at 1 week and 6 months post-procedure 
(DIaz, et al, 1998, Fuentes Velasquez, et al, 1998) A mIxture of qualItatIve and 
quantItatIve methods were employed Data collectIon Instruments used Included 
structured and semI-structured questIOnnaIres, logbook reVIews, case record forms, and 
observatIon checklIsts, whIle results from focus group IntervIews of patIents and facIlIty 
staffwere reported In one study In Peru (Garate, et ai, 1997) Cost and resource use 
studIes tYPIcally Incorporated observatIOns of patients from arnval to dIscharge (tIme­
motIon studIes) and Included only patIents presentmg WIth Incomplete abortIOn, 
unaccompamed by other complIcatIons such as septIcemIa or uterIne perforatIOn 
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(Benson, et al, 1998, Bramblla, et al, 1998, BrambIla, et al 1998b, Fnedman, et al, 
1998a, Fuentes Velasquez, et al , 1998, Abernathy, et al , 1996, Rogers, 1995, Johnson, 
et al, 1993a, Johnson, et al, 1993b, Cuarto, 1993) Cost and resource use study 
methodologies have been thoroughly descnbed elsewhere (Abernathy, et ai, 1993, KIng, 
et al, 1998a) 

Data analysIs often consIsted of SImple and stratified means and frequencIes WIth 
qualItative mterpretations of chmcal sIgmficance A few studIes reported T -tests and Cm­
squares (Benson, et al, 1998, Fnedman, et al, 1998a, Langer, et al, 1997), and at least 
one study report mcluded regressIOn analyses (Langer, et al, 1997) The mterpretation of 
InferentIal statistIcs In these studIes IS dIfficult to gauge consldenng the lack of reported 
sample-sIze or power calculatIons A comprehensIVe reVIew of PAC OR methodology IS 
beyond the scope oftrus chapter, but several resources eXist that proVide a more complete 
treatment of the subject (KIng, et al, 1998b, World Health OrgamzatIon, 1996b, FIsher, 
et ai, 1991) 

To ensure protectIOn of human subjects, all INOP AL III study protocols were reviewed 
by the PopulatIon CouncIl's Etmcs ReVIew CommIttee and many protocols were further 
revIewed by medIcal commIttees at each study SIte As the reports revIewed here 
generally do not dISCUSS protocol reVIew procedures, It IS unknown whether every study 
In Table 1 underwent a formal reVIew process to address etmcaiissues Anecdotally, 
most If not all researchers relIed on verbal Informed consent when recrUitIng patIents and 
proViders Into the studIes 

As WIth any research, each of the studIes descnbed here had strengths and weaknesses In 
deSIgn, ImplementatIOn, and analYSIS A reVIew of the reports shows that some common 
traits eXist across all PAC OR In LatIn Amenca to date Perhaps the greatest strength of 
these OR projects IS the breadth and depth of the Issues they address Each major 
substantIve area of PAC OR -- clImcal practices, mc, contraceptIve counselIng, and 
costs and resource use - was examIned In multIple settIngs and countnes From a 
methodologtcal VIewpOInt, most studIes employed a pre-post Intervention deSIgn, 
arguably a better deSIgn than static-group comparison for evaluatIng the Impact of an 
InterventIOn (FIsher, et al, 1991) However, some methodological weaknesses were 
exhibited throughout several studIes Few reports addressed sample-Size or power 
calculatIOns to help vahdate InferentIal statIstIcs when they were used AddItIOnally, few 
studies attempted to collect any InfOrmatIOn about patients who refused to or could not 
partICipate In the study, thereby presentmg a potentIal source of bias 

RESULTS AND DISCUSSION 
Postabortton care OR studies m Latm Amenca, both INOP AL ill and other studies, have 
consistently reported sundar results across the four areas hlghhghted for diSCUSSion m 
thIs paper We w111 diSCUSS study results With respect to these four categones 

Most studies Included a PAC InterventIon component The key elements of a PAC 
InterventIon typIcally mcluded some or all of the fo110WIng 1) consensus-buIldmg among 
polIcymakers, admtmstrators, and prOViders, 2) reorganIZation of sefVlces, 3) m-servlce 
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PAC trammg for provIders, and, 4) workshops for adrmmstrators and servIce staff to 
onent them to new PAC servIces Reorgamzatlon of services refers to mOVIng treatment 
for patIents with uncomplIcated mcomplete abortIons from the operatmg theater to a 
procedure room and reclasslfymg PAC as an outpatIent service In-servtce trammg 
generally mcluded use of MY A, mfectlOn preventIon, pam management, dlscussmg 
patIent-provIder mteractlOns, and postabortlOn contraceptIve counselIng and method 
provISIon 

G'nlCm Practices 

Most PAC OR studIes, partIcularly when an mterventlOn IS mvolved, have a component 
documenting changes In clImcal practices ClImcal practices refer to the ImplementatIOn 
of protocols followed by faCIlIty staffwhen treating patIents presenting wIth Incomplete 
abortion The major component of clImcal practIces IS the speCific technIque used SC or 
MY A (and m one study, electnc vacuum aspIratIOn (EVA» (Rogers, 1995) Treatment 
protocols should also address mfectIon preventIon, pam control, and orgamzatIon of 
faCIlIty servIces 

Treatment Techmque 
A number of studIes have documented that MY A IS safer than and as effectIve as SC 
when used for treatmg mcomplete abortIon at 12 weeks or less utenne SIze (Barrd, et al, 
1995) Consequently, a goal of many of the OR studIes m Latm AmerIca was to 
demonstrate ways m whIch MY A could be mtroduced mto a health care faCIlIty or system 
to replace SC for the emergency treatment of mcomplete abortIOn 

Overall, the pre-post mterventton studIes demonstrated that, m most settmgs, MY A can 
be successfully mcorporated mto PAC services With the support of clImcal and 
adIDlmstratIve staff In both Oaxaca, MeXICO and Peru, SC was used m 100 percent of 
cases before the PAC InterventIOn, willIe In the post-InterventIon phase, 78 percent and 
over 90 percent of approprIate cases were treated With MY A m Oaxaca and Peru, 
respectively (Benson, et al, 1998, Langer, et al, 1997) In the Peru study, mtroductlon of 
MY A was an mtegral component of the reorgamzatlOn of sefV1ces, where treatment for 
mcomplete abortion procedure was moved from the operatmg theater to a PAC procedure 
room located In the obstetncs-gynecology emergency room A growmg body of eVIdence 
suggests reorgantzatIon of servIces IS a CrItIcal component m ImprOVIng emergency 
treatment for mcomplete abortIon (Benson, et al, 1998, DIaz, et al, 1998, Johnson, et al, 
1993b) 

Researchers have not routInely evaluated procedure-related comphcatIons, but the StudIes 
that have reported these data tend to show that frequency of procedure-related 
comphcattons for MY A was the same or lower when compared to SC, usually less than 
one percent (Fuentes Velasquez, et al, 1998, Langer, et al, 1997, Abernathy, et al, 
1996) However, estImates of procedural compltcattons should be Interpreted cautiously 
as m emergency settmgs It JS often dIfficult to dIstmgmsh between InJunes and InfectIOns 
ansmg from the ongmal mduced or spontaneous abprtlOn from those ansmg from the 
utenne evacuation procedure 
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In most pubhc health facllittes and systems m Latm Amenca, SC With general anesthesIa 
or heavy sedatton IS the standard protocol used for utenne evacuatton as It IS taught m 
most medIcal schools and used m most teachmg hospItals Although numerous studles 
have documented the advantages of reorgamzmg servIces and usmg MY A mstead SC for 
ehglble patients, conSIderable barrIers eXlst to the mtroductlOn of the PAC model With 
MY A for the emergency treatment of mcomplete abortion Many provIders perceIved SC 
to be an effiCIent and safe techmque for treatment of mcomplete abortion and therefore 
were resIstant to adoptmg a new technology Moreover, some researchers have reported 
that proViders preferred to treat patients with SC under general anestheSIa because the 
patIents were unconsclOUS, thus savmg the proVlder from havmg to mteract With the 
patIent at all dunng the procedure However, many proVlders and policymakers have used 
the results ofP AC OR to overcome these barrIers and have accepted the PAC model 
usmg MY A For example, a semI-structured mtefVlew ofproVlders, hOSPItal 
admtmstrators, and pohcy-makers m BolIVIa reported that 89 percent supported pIlot­
testmg PAC wIth MY A (Fnedman, et al, 1998b) In Latm Amenca, the data show that 
the PAC model can be successfully mtroduced, but only when politIcal, mstItutlOnal, and 
SOCial support are present 

Infection PreventIOn 
In addItion to changmg the treatment techmque for utenne evacuatIon, evaluatmg related 
practIces such as mfectlon prevention and pam management protocols was an Important 
feature of several studIes (Benson, et al, 1998, Fnedman, et al, 1998a, Fuentes 
Velasquez, et al, 1998, Medma and Mendoza GutIerrez, 1998, Langer, et al, 1997) 
InfectIon preventlOn mcludes use ofumversal precautlOns such as hand-washmg, use of 
gloves, decontammatlon and hIgh-level dlsmfection or stenhzatlOn of medIcal 
mstruments, and appropnate dIsposal ofblohazardous waste 

Appropnate mfectlon prevention protocols are well estabhshed (TietJen, et al, 1992), yet 
studies umversally report that mfectlOn preventlOn practices are madequate Only the 
Peru project reported drrectly observmg mfectIon control practIces and, willIe practices 
Improved somewhat after the mterventIon, tills area remamed problemattc (Benson, et al , 
1998) Anecdotal reports from other studIes suggest that mfectlOn prevention practIces 
conSIstently dId not adhere to mternatIonall y accepted protocols 

Pam Management 
Several studIes exammed patients' perceptions ofphyslCal pam and pam management 
throughout the PAC process (Benson, et al, 1998, Fnedman, et al, 1998a, Fuentes 
Velasquez, et al, 1998, Medma and Mendoza Gutierrez, 1998, Langer, et al, 1997, 
Garate, et al, 1997) It lS lmportant to note that pam measurement lS very subjective and 
thus compansons across studles m wmch patlent populatlOns are qUIte dIfferent must be 
made carefully Most studIes m tms reView focused on measunng the mtensity of pam 
felt by patients throughout therr care by aslang them to rate pam usmg an II-pomt scale, 
where zero represented "'no pam" and ten represented the "'worst pam ever expenenced" 
or the ''worst pam Imagmable" The MeXlco Clty-UvfSS study expanded evaluation of 
pam to mclude patients' descnptlons of the 10catIori and type of pam they felt as well as 
therr emotlonal state throughout the process of care (Fuentes Velasquez, et al, 1998) In 
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all cases, data on patIents' perceptIons of pam were collected dunng an mtervlew 
conducted pnor to dIscharge from the hospItal such that patIents were asked to recall the 
pam expenenced at different stages dunng theIr stay m the hospItal 

Overall, patIents reported decreases m pam mtenslty from the tIme of entry to the tIme of 
dIscharge from the faCIlIty Interestmgly, m the Mexlco-IMSS study patients treated With 
MY A reported a more rapid declIne m pam mtenslty than dId patIents treated With SC, 
presumably due to differences m bemg treated With suctIOn versus a sharp curette In the 
IMSS hospitals, patIents treated With MY A were gIven paracervlcal blocks In contrast to 
the MeXlco Clty-IMSS study, patIents treated With SC and MV A m Peru reported equally 
low levels of post-procedure pam In Peru, potentIal differences between the two 
techmques may have been masked by extenSIve use of heavy sedatIon for MV A patIents 

Pam management protocols refer not only to those used dunng the procedure but also to 
those employed m the pre- and post-procedure penods Pam should be managed 
accordmg to generalIzed protocols that are apphed to each patIent accordmg to her 
speCIfic needs In general, use of hght sedation and supportive mteraction WIth the 
proVIder poses fewer health nsks to the woman, whIle adequately managmg her paIn, 
than does the use of heavy sedatIOn or general anesthesIa As noted m MargolIs et al 
(1993), "the objective of pam management IS to ensure that the woman suffers the 
mmimum of anxIety and dIscomfort as well as the least nsk to her health" AchIevmg thIS 
balance IS the challenge of every health care proVIder 

Data on pam management m the revIewed studIes were gathered through observatIon and 
reVIew of case record forms StudIes typIcally reported pam medIcatIons m classes 
(general or local anestheSIa, lIght or heavy sedatIon, analgeSIa) rather than the actual 
medIcatIons, doses, and routes proVIded Pam management practIces tended to be 
uruformly madequate dunng the pre- and post-procedure penods, where proViders rarely 
asked patIents about therr pam and rarely or never prOVided pam medicatIOns In the 
MeXICO Clty-IMSS and Peru studIes, 60 and 88 percent of patIents reported feelIng pam 
as they Waited to enter the procedure room, respectIvely, yet none received analgeSIa to 
relIeve theIr dISCOmfOrt (Benson, et al, 1998, Fuentes Velasquez, et al, 1998) Tills may 
be related to several factors, mcludmg patients' reluctance to verbally express theIr pam 
andproVIders' tradItIonal focus on controllmg pain dunng the utenne evacuatIon 
procedure With lIttle to no attentIon paId to the pam patIents may experIence before or 
after the procedure One exceptIon was reported m the Oaxaca, MeXICO study where, 
even dUrIng the pre-mterventIon stage, 93 percent of patIents waltmg for the procedure 
were asked whether they were m pam and 26 percent received analgeSia (Langer, et al , 
1997) 

Although proViders m Peru reported that pam management was madequate, particularly 
willIe patients were waItmg to be treated (Garate, et a1, 1997), patients m the Peru study 
reported decreasmg levels of pam mtenslty between the waltmg room and the recovery 
area (Benson, et al, 1998) These pain estimates were stmllar to those reported m the 
MeXICO City-IMSS study, although the patIents m the IMSS study appeared to report 
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htgher levels of pam at the time of the patient eXIt mtervlew relative to the patients m the 
Peru data (Table 2) (Fuentes Velasquez, et al, 1998) 

Table 2 Mean mtenslty of pam reported by patients Peru and MeXICO Clty-IMSS* 
I Peru I I Menco-IMSS-----I 

Vanable SC MV A SC Standard SC PAC MV A PAC 
(n=102) (n=102) (n=282) (n=270) (n=251) 

Pre-procedure 5 8 4 2 6 5 6 4 
Post-procedure 1 0** 1 4** 5 0 5 0 
*Pam mteDSlty reported on a LIkert-type scale from 0 (no pam) to 10 (worst pam) 
**p< 05 when comparmg the reportmg of pam mtenSIty pre- versus post-procedure 

61 
37 

Also, m the Peru study, patient reports of pam mtenslty dunng the pre-procedure wrutmg 
penod were slgruficantly lower, 5 8 and 4 2 for pre- and post-mterventlon, respectively 
(p< 05) ProViders theonzed that reduced wrutmg times before the procedure (52 hours 
and 2 9 hours for the pre- and post-mterventIon, respectively) and proportIOnally more 
contact time with staff may have mfluenced the patIents' recall of pam mtensity at the 
eXIt mtervlew 

As expected, MY A patients who received lIght sedation and/or local anesthesia reported 
procedural pam versus SC patients who were heavdy sedated or unconscIous dunng the 
procedure and therefore were less lIkely to report procedural pam (Medma and Mendoza 
Gutierrez, 1998, Benson, et al, 1998) The moderate levels of pam mtenslty reported by 
patIents treated WIth MY A m Peru and Honduras support greater efforts to ensure that 
patients expenence minImal pam whtle aVOIdmg mcreased nsks of complIcatIOns 
associated With heavy sedation and general anestheSia 

As noted earlIer, most of the INOP AL OR studies mvolved an mterventIOn component 
that mcluded mtroducmg MY A as an alternative to SC for elIgIble patients ProViders, m 
general, were already tramed and famIliar With usmg SC under general anestheSIa or 
heavy sedation whtle few had m-depth expenence utIhzmg MY A m combmatlon WIth 
local anestheSIa, hght sedatIOn, and/or supportive counselIng dunng the procedure In the 
Honduras study, 43 percent of patients were put under general anestheSia or sedated to 
the pomt of unconsCIOusness dunng the procedure even though an unreported proportion 
of these patients were treated WIth MV A and most lIkely did not reqUIre thts pam control 
regimen (Medma and Mendoza Gutierrez, 1998) Slmtlarly, m Peru, even after an 
mterventlon that mcluded a component on pam management m addItIon to MV A 
trrurung, 75 percent ofMV A patients contmued to be heaVily sedated (Benson, et al , 
1998) Perhaps the most substantial Improvements m pam management dunng the utenne 
evacuation procedure were reported m the MeXIco-Oaxaca study, where the frequency of 
general anesthesia fell from 91 to 30 percent, whtle use ofparacervlcal blocks rose from 
one to 59 percent when companng pre- and post-mterventIon data (Langer, et ai, 1997) 

Modlfymg pam management practices to move away from general anestheSia or heavy 
\ 

sedation to I1ght sedatIOn and analgesia reqUIres that phYSICIans, nurses, and 
anesthesIologists take on new support roles dunng the procedure If pam IS to be managed 
adequately Patients' varymg reports of pam dunng the MV A procedure mdlcate that 
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providers should contmue to strengthen their skl1ls m Identlfymg With the needs of the 
patient, offenng feedback that relaxes the patient, and provldmg a combmatlon of local 
anesthesia, analgeSICS and/or anxlOlytlcs that Wlll effectively manage patient's pam 

Information versus Counselmg 

Two mtegral components for ensunng quahty of PAC services are 1) patient mformatlon 
and counsehng, and, 2) mteractlOn between health care providers and patients 
(Greenslade, et al, 1998) Both must be approached m ways that onent patients to their 
health status, make them feel respected and supported, and provide them With the 
opporturuty to have therr questions adequately addressed If patlents leave the health 
facllIty WIth fewer doubts about theIr health, a sense that the provIders are there to help 
rather than chastise, and slalls In how to care for themselves after the abortlOn 
expenence, then they wIll be more hkely to return for follow-up services 

However, providers m general have not emphaSized the need to Identify With the 
expectations and concerns ofP AC patients nor have they focused on high quahty 
counsehng, rather than mformatlOn proVISlOn, as Important to the overall servICes offered 
to patients "CounselIng" IS defined as a process of mteractlOn between the provider and 
patIent through whICh the patient IS able to understand her conditlOn and to make 
declSlons accordmg to her needs and expectatlOns ThiS dIffers from mformatlOn 
provlslOn whereby such needs and expectatlOns may not be taken mto account as the 
provider drrects a pre-structured message to the patient Counseling for PAC patients 
should mclude mformatlon on patient's health status, chmcal procedure, pOSSIble post­
procedural comphcations, recommendatlOns regard 109 hygIene, and return to routme 
actlvltles 

Patients amvmg at health facllities With abortlOn complIcatlOns traditlonally have been 
chastlsed, stIgmatized, and relegated as less Important than other patients (DIaz, et al , 
1998, Garate, et al, 1997, Rance, 1993) Although patients perceIved as haVing had an 
Induced abortion have been smgled-out for harassment, such as bemg charged more for 
services, anecdotal reports suggested that patients presentmg With spontaneous abortIons 
often fared no better Introducmg counselIng Into a model of PAC servIces, therefore, IS 
groundbrealang for many prOViders and health care systems and presents challenges to 
those unaccustomed to Incorporatmg the actlOns and demeanor necessary to proVIde 
patients WIth comprehensIve care 

In two of the studies reViewed 10 thIs chapter (MeXico-Oaxaca and Peru), trrumng 
mterventions were Implemented In order to Improve counsel 109 (Benson, et al , 1998, 
Langer, et al, 1997) In the thIrd study (MeXIco City-IMSS), eXIstmg models of care that 
Incorporated counsehng were compared to the standard model of care that SImply 
presents patients WIth InformatlOn (Fuentes Velasquez, et al, 1998) 

Results from the studIes reViewed 10 thIs chapter vary somewhat In terms of the Impact of 
the mtervention Introduced In MeXico-Oaxaca, the,trrumng of hospItal staff, 10 particular 
nurses and SOCial workers, had a strong pOSItive effect on the mterpersonal 
commumcatlon processes between medical staff and the postabortlon patients For 
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example, the percentage of patlents receIvmg mformatlOn about theIr health status before 
entenng the procedure room mcreased from 68 to 87 percent (p< 05) as dId the 
percentage of patlents who knew the name of the doctor performmg the procedure (pre 
17%, post 74%, p< 05) Whtle VIrtually no patIents receIved mformatIOn about post­
procedural recovery, potential problems, and where to seek care m case of problems 
dunng the baselIne phase, one-half of all patIents were told about pOSSIble complicatlons 
and where to go after the mtervention (Langer, et al , 1997) ProVIders themselves noted a 
change m theIr own attItudes after partIcipatmg m workshops focused on mterpersonal 
relatlOns As one noted, "We can do It If we set our mmds to It because our excuse has 
always been the lack oftlme It IS pOSSIble to chat wIth the patIent and gIve her 
mformatlon m only a couple of mmutes, whIle we are gettmg ready to perform a 
procedure" (Langer, et ai, 1997) 

In additlon to observmg patlent counselIng, the Peru study also asked patIents to recall 
counselmg they receIved (Benson, et al , 1998) Results were somewhat mIxed m the 
post-mterventIOn phase as a sIgmficantly greater percentage of patIents recalled receIvmg 
mformatIOn about when to return to her daily actIVities and when theIr menstrual penod 
would return after the mterventlOn (p< 05) Fewer patIents, however, recalled bemg told 
of the need for personal hygIene, SIgns of possIble post-procedural complicatlOns, and the 
need to delay sexual mtercourse SupervIsors of the new postabortlOn servIces attnbuted 
the defiCIts to the staff's perceptlOn that the ambulatory patients assessed m the post­
mterventlOn phase needed less comprehenSIve mformation than dId patlents m the pre­
mterventlOn phase who were hospItahzed and seen as more "Ill" (Benson, et ai, 1998) 
Some results from the PAC study m Honduras were promlSlng m that, before any PAC 
mterventIon, 80 percent of patIents were told about theIr return to fertIlIty, when theIr 
menstrual penod would return, and when to resume normal lIfe actlvitles Almost no 
patIents m the Honduras study, however, were able to IdentIfy the SIgns and symptoms of 
pOSSIble post-procedural complIcatlOns (Medma and Mendoza GutIerrez, 1998) 

In the MeXICO City-IMSS project, patIents treated m models where counselmg was a 
standard part of servIces (MY A PAC, SC PAC) reported greater confidence m hospItal 
staff, perceIved that staff Identlfied theIr concerns, and felt that staff helped them to 
address theIr concerns, than dId patIents treated m the SC Standard model of care where 
only mmimal mformatlon was proVIded Patlents treated WIth PAC models also receIved 
more mformatlon about theIr health status than dId patIents treated m the SC Standard 
model of care A sIgmficantly hIgher proportlOn of patIents treated With MY A receIved 
mformatlOn about the utenne evacuatlOn procedure than dId those treated WIth SC (53 % 
were suffiCIently mformed vs 10% and 3%, p< 05) Disappomtmg was the overa1110w 
proportlOn ofpattents (2%- 41% across all three models) who receIved mformatlOn about 
pOSSIble post-procedural comphcatlOns and return to nOrn1al lIfe actiVItIes DespIte the 
low figures, the PAC models that mcluded counsehng generally showed better results 
than dId the SC Standard model that dId not mclude counselmg as part of the standard 
package of servIces 

Overall, hIgh-qualIty counsehng to patlents treated for abortIon complIcatlOns presents 
challenges for servIce prOViders unaccustomed to IdentIfymg WIth patlents' concerns and 
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needs and provldmg them wIth mformatIon to help aVOId future health problems 
PostabortIOn care trammg workshops and follow-up supervIsIon should contmue to stress 
counselIng so that provIders can understand Its Importance, recogmze that It does not 
reqUIre a great deal of addItional tIme WIth a patIent, and become more profiCIent In 
proVIdIng adequate counselIng throughout the postabortion care process 

Postabortzon ContraceptIOn 

Postabortion contraceptIve counselIng IS one of the three central components of the PAC 
model of servIces that should be delIvered to all patIents amvmg at health faCIlItIes WIth 
abortIOn complIcatIOns (Greenslade, et aI, 1994) PatIents should be gIven adequate 
counsehng about methods that meet their needs and expectatlOns so that they make a 
fully mformed chOIce about acceptmg or contmumg contraceptIve use PatIents 
presentmg WIth complIcatIOns from spontaneous abortIOns may also deSIre a way to delay 
future pregnancIes Regardless of the cause of the abortIOn, patIents should not return to 
theIr homes WIthout a thorough understandmg of the rapId return to fertIlIty and the 
benefits, rIsks, and secondary effects of a range of contraceptIve methods As data show 
that patients often do not return for referral appomtments, both new and current 
contraceptIve users should receIve a method before leavmg the area where they were 
treated for mcomplete abortIOn (Solo, et al, 1998) 

In Peru, obstetrlces proVIded contraceptIve counselIng Obstetrlces, also called matronas 
m some LatIn AmerIcan countrIes, are umversity-tramed mIdWIves who complete a five­
year theoretIcal and practIcal traImng program and proVIde the bulk of reproductIve 
health servIces m some countrIes In MeXICO and Honduras, phYSICIans actually treatmg 
the woman for Incomplete abortIOn and SOCIal workers were the mam cadre of proVIders 
offerIng contraceptIve servIces, mcludmg counselIng Overall, health care proVIders who 
Included contraceptIve counselIng m the repertOIre of servIces offered to patIents found 
that addItIOnal tIme was not added eIther to theIr mteractIOns WIth patIents or to the 
length of the patIent's stay In the hospItal Instead, they used theIr tIme WIth the patient 
more effiCIently to offer an Important servIce (Benson, et al , 1998, BrambIla, et al , 
1998a, Fuentes Velasquez, et al , 1998) 

FacilItIes m BolIVIa, Honduras, MeXICO (excludmg IMSS facIlItIes), and Peru generally 
dId "not mclude contraceptIve counselIng and method proVISIon as part of the standard 
serVices offered to patIents after theIr treatment for mcomplete abortIon (Benson, et al , 
1998, DIaz, et al , 1998, MedIna and Mendoza GutIerrez, 1998, Langer, et aI, 1997) In 
fact, It IS common throughout the world that emergency treatment servIces are not lInked 
to contraceptIve servIces such that patIents often leave the health faCIlIty WIthout 
InfOrmatIOn and a contraceptive method to help them aVOId or delay future pregnancIes If 
they so deSIre Reasons can mclude the phYSIcal and admInIstratIve separatIon between 
the ward or area where emergency treatment servIces are proVIded and on-SIte famIly 
planmng clImcs, lImIted accessIbIhty to contraceptIve methods for staff not workmg m 
the famIly planmng clImc, mtmmal staff knowledge about postabortIOn contraceptIOn, 
and In general the lower pnorIty gIven to postabortlon patIents 
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When emergency treatment services were hnked exphcltly to postabortlon contraceptive 
counsehng and method proVlSIOn, a slgruficantly greater proportion of patients were 
presented Wlth a range of methods, received mformatlOn about them, and actually 
received a contraceptive method before leaVlng the hospital (Table 3) Note that the SC 
PAC model was left out of the table so that the MeXICO Clty-IMSS study could be 
compared directly with the other studies m wruch pre-mterventlOn IS similar to SC 
Standard services and post-mterventlOn IS Slffillar to MV A PAC services The SC PAC 
model found that 77 percent of patIents recelved a contraceptlve method pnor to therr 
dlscharge from the hospital, a figure comparable to the MV A PAC model of 63 percent 
(p=n s) This findmg suggests that mcorporatmg contraceptive counselmg mto PAC 
services IS more Important than the chmcal techmque used for utenne evacuation when 
evaluatmg contraceptive acceptance (Fuentes Velasquez, et ai, 1998) 

Table 3 Percentage of postabortlOn patients recelvmg a contraceptive method before 
discharge from the facIlity Data from four studles* 

LocatIOn of Study Pre-InterventIOn % Post-InterventIOn % 
(n) (n) 

Honduras N/A 580 
(100) 

Oaxaca, MeXICO 295 597** 
(136) (207) 

Peru 20 588** 
(102) (102) 

SC Standard MVAPAC 
MeXICO Clty-IMSS 365 633** 

(282) (251) 
*Pre- and post-mterventlOn m Peru and Oaxaca, MeXICO, MV A PAC model and SC Standard model m 
MeXICO CIty, Post-mterventton data only avrulable from Honduras study 
** p<O 05 

The MeXICO Clty-IMSS project was umque m that It mcluded a component that exaffilned 
the prevalence of contraceptive use over time Patients treated for mcomplete abortlon 
were asked to return to the hospital at 7-days post-discharge for a follow-up exam and 
mtervlew Patients who agreed to participate but dId not return to the hospital were 
mtervlewed by phone or m person m therr homes, after provIdmg mformed consent to the 
mtervlewer Patients completmg the 7-day follow-up mtefVlew were then asked to 
partICipate m a 6-month follow-up mtervlew conducted m therr homes or by phone 
(Fuentes Velasquez, et al, 1998) It should be noted that folloWlng patients over tlme IS 
difficult and, slmllar to other PAC OR follow-up studies (Johnson, et al 1998), the 
MeXICO Clty-IMSS study reported hlgh loss-to-follow-up rates HIgh loss-to-follow-up 
may Introduce bIas Into contraceptIve contInuatIon rates, as researchers have no means to 
determme whether patIents who drop out of a study contInue to use a method or not 

Both the frequency of acceptance and contInuatIOn of all methods were slgruficantly 
hlgher In models where counselIng was mcluded as, part of the standard sefVIces offered 
to patlents (Table 4) A greater proportlon of patients received a method when treated m 
models where counselIng was part of the standard sefVlces (MY A PAC 63%, SC PAC 
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77%, SC Standard 33%) Of those who receIved a method at dIscharge, a hIgh 
proportIOn contInued to use the method at 7 -days (89-92%) At 6 months, however, a 
hIgher percentage of patIents treated m the MY A PAC model were stIll USIng therr 
method relative to those treated In the SC PAC and SC Standard models Overall, the 
MY A PAC model was the most effectIve model m tenns of contraceptIve contInUatIOn 
rates 

Table 4 Prevalence of any contraceptIve use over time among patIents acceptmg 
contraceptIOn before dIscharge MeXICO City-IMSS study 

TIme of IntervIew 

7 days 
6 months 

MVAPAC SCPAC 
(n=61) * 

% 

91 8 
836 

(n=95) * 
% 

874 
663 

SC standard 
(n=37) * 

% 
892 
568 

*Sample SIZeS (n) equaled number of patIents acceptIng any method of the total sample of those completIng 
all three mternews dtscharge, 7-days, 6-months 

WhIle the MeXICO City-IMSS study followed patIents through SIX months post-dIscharge 
to assess contraceptIOn contInuatIon rates, a study m three publIc hospItals In BolIVia 
repeated measures at approXimately 12 and 18 months to assess whether Increases In 
contraceptIve acceptance rates were sustaInable By mtegratmg contraceptIve counselIng 
Into emergency treatment servIces, contraceptive acceptance rose from 0-10 percent In 
the three hospItals to approxImately 20-70 percent and remaIned stable more than one­
year later (DIaz, et al, 1998) 

One problem With the standard method for calculatmg the frequency of contraceptIve 
acceptance IS that the method does not account for the actual number of women who 
desrre a method For example, If a hypothetIcal 100 patIents were treated for Incomplete 
abortIOn and 60 accepted a contraceptIve method, then contraceptIve acceptance 
tradItIonally would be calculated as 6011 00, or 60% However, let us assume that a 
number of the 40 non-acceptors eIther already were USIng another method (5 patIents) or 
desrred to become pregnant agaIn In the near future (15 patients) ThIs leaves a total of80 
patIents as potentIal contraceptIve acceptors A more meanIngful estImate of the 
effectIveness of postabortIon contraceptIve sefV1ces would then be the number of 
acceptors dIVIded by the total number of patIents desmng contraceptIon In our 
hypothetical example, the proportion of patIents desmng contraceptIon who receIved a 
method would be 60/80, or 75%, as opposed to the 60% estimate of contraceptIve 
acceptance when calculated m the standard practice In effect, not accountIng for current 
contraceptIve use or a deSIre for an ImmedIate pregnancy when evaluatIng contraceptIve 
acceptance has resulted In an underestImate of the effectIveness of post abortIon 
contraceptIve method proVISIon 

Overal~ each of the studIes revIewed In thIs chapter found that systematically hnkIng 
contraceptIve servIces With the emergency treatment of Incomplete abortIOn was VItal to 
ensunng that patIents left the hOSPItal With InfOrmatIon about how to prevent or delay 
another pregnancy Reports also suggest that PAC traInmg must emphasIZe that method 
prOVISion should always take place tn accordance With the needs and consent of each 
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patient When such servIces were offered, more patients left the hospItal WIth a 
contraceptive method and contmued to use the method over tIme Nevertheless, 
mtegratlOn of contraceptive servIces mto emergency care treatment was challengmg m 
Honduras and Oaxaca, MeXICO as staff responsIbIlIties for contraceptlOn servIces outsIde 
the outpatIent cbmc were not well-defined and contraceptive commodIties were not 
usually kept m the same area where emergency servIces were offered (Medma and 
Mendoza GutIerrez, 1998, Langer, et al , 1997) An exceptlOn to thIS was m Peru, where 
the mterventlOn mcluded movmg contraceptives to the obstetnc emergency room 
(Benson, et al, 1998) 

Costs and Sustamablltty 

Costs and Average Length of Stay 

Nme studIes, four of WhICh were sponsored by INOPAL III, are reViewed that mcluded a 
component to estimate the total average cost to the faCIlIty of treatmg PAC patients m 
BohvIa, MeXICO, and Peru (Benson, et al , 1998, BrambIla, et ai, 1998, Fnedman, et al , 
1998, Fuentes Velasquez, et al, 1998) Unfortunately, results from the BohvIa cost study 
were not aVailable at the time of he wntmg of thIS chapter Results from these studies 
showed that sWItchmg to MY A whtle concurrently reorgamzmg servIces tends to reduce 
patients' average length of stay (ALOS) and treatment costs to the facIhty substantially 
(Table 5) (Kmg, et ai, 1998c) 

Table 5 WeIghted means of AI,OS and faCIlIty costs based on data from BrazIl, Ecuador, 
MeXICO, and Peru MY A versus SC* 
Vanable SC [range] 

ALOS (hours) 

Costs ($US) 

(n) 
25 0 [9 2-38 3] 

(123) 
118 27 [3 06-264 27] 

(123) 

MVA [range] 
(n) 

149 [1 7-268] 
(77) 

60 19 [3 66-132 89] 
(85) 

Difference 
(% decrease) 

101 hours 
(-404%) 
$5808 

(-491%) 

*Based on data from studies reportmg ALOS, costs, and sample SizeS (Rogers, 1995, Johnson, et a1, 
1993a, Brambtla, et a1, 1998a, Johnson, et a1, 1993b, Cuarto, 1993, Benson, et a1, 1998) 

WeIghted means were calculated m order to gIve more weight to studies With larger 
sample SIzes However, the means, weIghted means, and medians typically vaned by 
10% or less for most measures of cost and ALOS (data not shown) Overall, based on 
data from both INOPAL III and non-INOPAL III cost studies m Latm Amenca, 
mtroducmg MY A as part of a reorgamzmg servIces reduced ALOS and facihty costs by 
approxImately 40-50 percent each However, reportmg means obscures Important 
anomahes III the data Whtle the maJonty of studIes reported marked decreases III ALOS 
and costs when MY A was used to treat Illcomplete abortlOn (Benson, et a1, 1998, 
BrambIla, et aI, 1998a, Abernathy, et a1, 1996, Rogers, 1995, Johnson, et aI, 1993b, 
Cuarto, 1993), not all data agreed (Fuentes Velasquez, et aI, 1998, Johnson, et ai, 
1993a) A 1993 study m Ecuador showed that facIlItIes that SWitched to MY A whlle 
contmumg to treat PAC patients under general anestheSia m an operatmg theater actually 
had SimIlar ALOS and costs than facIhtIes that contmued usmg SC under the same 
condItIons (Johnson, et a1, 1993a) Alternately, the MeXlco-IMSS found that, when SC IS 
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performed on an outpatIent baSIs, sWItchmg to outpatIent MY A generates no addItional 
savmgs over SC (Fuentes Velasquez, et al, 1998) 

These data show that reorgaruzation of servIces rather than changmg the clImcal 
technique alone IS the key for reducmg patient stays and costs to the facIlIty Improvmg 
the quality of PAC sefVlces reqUires much more than new technologies but also 
comprehensIve trammg, management support, and Improved servIce delIvery 
orgaruzatIon However, anecdotal reports suggest that many providers and admimstrators 
belIeve that adoptmg MY A facIlItates concurrent changes such as makmg treatment of 
lncomplete abortIOn an outpatIent servIce Only two studIes reported attempts to make SC 
an outpatIent sefV1ce or to mtegrate contraceptIve counselIng with SC treatment servIces 
(DIaZ, et al, 1998, Fuentes Velasquez, et al, 1998) 

The cost study m Oaxaca, MeXICO also estImated the cost of the mterventIOn Itself, where 
tralmng and mcreasmg resources for patIent counselIng cost an average of $44 43 per 
pattent, or nearly 25% of the total average cost oftreatmg a PAC patIent ($18022) 
(BrambIla, et al, 1998) The cost of Improvmg PAC servIces IS an Important pIece of 
mformatIOn for admmlstrators, and future cost studIes would benefit from also estImatmg 
mterventlon expenses However, when companng cost from the pre- and post­
mtervention phases of a study, the cost of the mterventIOn should not be mcluded m the 
estimates of the average total costs after the mterventIOn As It IS lIkely ImpossIble to 
accurately estimate the cost of the ongmal mcomplete abortIOn traImng provIders 
receIved m medIcal school, mcludmg trammg and other related costs of a PAC 
mterventIon results m an underestImate of the finanCIal benefit of reorganIZmg servICes 
Hence, the mterventIons costs reported by BrambIla et al (1998) were excluded m the 
cost compansons m Table 5 above 

One of the shortcommgs of many PAC cost studIes has been a narrow focus on costs to 
the facIltty Certamly facIlity costs are a key component of sustamable servIces, but 
patIent fees and other out-of-pocket expenses play an Important role m whether patients 
seek professIOnal PAC servIces when needed As reorgamzmg servIces can substantially 
reduce costs to the factlitIeS, m some cases admlmstrators have passed these savmgs on to 
the patIents by reducmg fees For example, m Paraguay, MY A patients were estimated to 
have 75 percent lower out-of-pocket expenses than theIr SC counterparts (Abernathy, et 
al , 1996) In the Peru study, when the dIrector of the emergency room was presented 
WIth data showmg that SC patients cost an average ofUS$ 119 to treat compared WIth 
$45 for MY A patients, she cut patIent fees m half for ambulatory patients (from 
approXImately US$32 to $16) (Benson, et al, 1998) Logbook data from the Peru hospital 
showed that these Improvements have been sustamed In the SIX months after the study 
was completed, MY A use for appropnate cases remamed over 90 percent and patient fees 
contmued to be lower than before the mterventIOn was Implemented 

Lowenng costs IS an Important component to makmg PAC servIces sustamable both m 
mdividual facIhtIes and throughout health systems However, sustrunabIhty often requIres 
much more than financial resources A framework fur creatmg stable PAC programs 
descnbes four components for sustrunabIltty 1) polIcy development, 2) resource 
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allocatIon, 3) health system mfrastructure, and, 4) techmcal competence (potts, et al , 
1997) Most researchers mclude only dIScussIons ofpomts 2-4 m theIr final reports and 
presentatIons However, policy development IS the first step m bUIldmg sustamable PAC 
programs and thus most PAC OR projects mcluded a polIcy development component 
(Benson, et aI, 1998, Abernathy, et aI, 1996) Two studIes m Bohvla serve as examples 
for the use of PAC OR as a means offurthenng policy development m the area of unsafe 
abortIOn (Fnedman, et ai, 1998a, Fnedman, et aI, 1998b) An opmIOn survey of 
proVIders, admimstrators, and natIOnal-level health authontIes was requested by the 
BolIVIan Mimstry of Health (MOR) as a tool m theIr efforts to Improve PAC servIces 
Data establIshed that, despIte a conservatIve enVIronment, demand eXIsted for Improved 
servIces for the treatment of mcomplete abortion, WIth 89 percent of mterviewees 
supportmg a pIlot-test of PAC WIth MY A (Fnedman, et ai, 1998b) At the behest of the 
MOR, a baselme study was conducted at 12 facIhties to document the eXIstmg 
avaIlabIlIty, accessIbIhty, cost and qualIty of mcomplete abortIOn servIces m order to 
evaluate the need for a PAC mterventIon Overall, results generally suggested that 
eXIstmg servIces were poor and underutIhzed (Fnedman, et al, 1998a) An mdlfect 
outcome of these two studIes has been an mcreased wIllIngness on the part of health 
authontIes to dISCUSS the problem of morbIdIty and mortahty related to abortIOn, bnngmg 
PAC to hIgher levels ofvlSlbilIty than had been preVIOusly permISSIble 

IMPACT 
Results from OR studIes can mform pohcymakers and elICIt change well beyond the sIte 
or sItes where data were collected or mterventIOns mtroduced WhIle the full Impact of 
the research descnbed here has yet to be mamfested, Immediate effects of OR on PAC 
servIces at the study sItes have been documented by each study dIscussed m thIS chapter 
In terms of changes m clImcal practIce, relatIvely modest mterventIOns have resulted m 
75-90 percent ofappropnate cases bemg treated WIth a safer technIque, MY A SImIlarly 
ImpreSSive gams m mfectIOn preventIOn and pam management have not been 
documented Nevertheless, data mdicated that targeted mterventIOns deSIgned from 
baselme findmgs have helped Improve these components of clImcal servIces StudIes m 
MeXICO and Peru documented marked Improvements m counselmg about hygIene, 
warnmg SIgns, and resumptIOn of actIVItIes, as well as contraceptIve counselmg Data 
from BolIVia, Guatemala, MeXICO, Paraguay, and Peru show that It IS mdeed pOSSIble to 
mtegrate contraceptIve counsehng and emergency treatment of mcomplete abortIOn 
These studIes also reported that substantIally mcreasmg contraceptive acceptance IS 
feaSIble Fmally, data from several cost and resource use studIes showed that, m most 
settmgs, reorgamzmg servIces and adoptmg MV A substantially reduced the costs of PAC 
servIces both to the facIhty and to the patIent It IS Important to note that PAC OR data 
from Latm Amenca have been corroborated by studIes mother reglOns In January 1998 
meetmg m New York CIty brought together PAC researchers from AfrICa, ASIa, and 
Latm Amenca A commonahty of expenence was eVIdent -- PAC sefVlces were generally 
poor at most facIlItIes but could be Improved WIth taIlored mterventlOns 

WhIle Latm Amencan research and projects from other regIons share many SImIlarItIes, 
INOP AL ill projects nevertheless have advanced the development of PAC OR 
methodology For example, the Peru study was among the most sophIsticated studIes to 

19 



date m Latm Amenca mvestlgatmg the advantages and dIsadvantages of mtegratmg 
contraceptIve counselmg wIth outpatient, emergency treatment of mcomplete abortIOn 
The study showed that mtegratmg servIces results In better contraceptIve counselmg and 
method proVISIOn, shorter stays, and much lower costs The study m IMSS hospitals m 
MeXICO City was the most comprehensive reVIew of patIent perceptIons of pam and pam 
management protocols, reportmg that patients treated With MV A "expenenced a more 
rapid and profound decrease m theIr perceptIon of pam " The IMSS study was also the 
first detaIled evaluatIon of mcorporatmg the PAC model mto SC services and was the 
only study m Latm Amenca to follow patIents over tIme Although nearly 30 studIes 
have used the Ipas methodology to estImate costs assocIated WIth the provIsIon of PAC 
services (Kmg, et aI, 1998c), the cost and resource use study m Oaxaca, MeXICO 
mtroduced an "effiCiency ratto" mto the analYSIS, deSIgned to gauge the effiCIency of 
proVider mteractIOns WIth patIents Also, the study m Oaxaca was the only !NOP AL III 
study estImate costs associated WIth the mterventlOn Itself 

WhIle most !NOP AL III studIes have only recently completed the data collectIOn and 
analYSIS phase, some PAC OR studIes have already had Impacts at regIonal and national 
levels In Paraguay, a small qualIty of care and cost study was the baSIS for Implementmg 
a natIOnal PAC program (Abernathy, et al, 1996) After several years of negotiatIOns, 
two !NOP AL ill research projects m BolIVIa are gUldmg the MInIStry of Health towards 
Improvmg PAC servIces m publIc health facIlIties The pOSSIbIlIty ofusmg the PAC 
model to reduce resource use and faCIlIty cost assocIated WIth emergency treatment of 
Incomplete abortIOn has contnbuted to the BolIVIan government's wIllIngness to 
Introduce coverage Into ItS natIOnal baSIC health msurance plan for treatment of 
complIcatIons of "hemorrhage dunng the first half of pregnancy" Overall, PAC OR 
studIes In aggregate have helped to transform perceptIOns about abortIOn-related Issues 
and fostered an openness m addressmg the Issues of abortIOn and maternal morbIdIty and 
mortalIty (Benson, 1998) 

Future DirectIOns 
WhIle INOP AL ill research projects have helped to answer many questIons about PAC 
programs, many Issues remaIn VIrtually unexplored Some Issues for future research 
mIght mclude the follOWIng 

• The long-term sustamabIhty of Improvements denved from PAC programs withm the 
health facllitIes and systems 

• Integratmg the thIrd component of PAC, lmkages of other reproductIve health 
servIces WIth emergency treatment servIces 

• Integratmg the PAC model mto SC servIces when adoptmg MV A IS not feaSIble 
• ContInuatIOn of postabortlon contraceptIon over tIme accordmg to the reproductIve 

mtentIOns of the patIent 
• DecentralIzatIOn of PAC servIces to faCIlIties that have not been preVIOusly evaluated 

by PAC OR studIes, mcludmg pnmary and secondary-level health faCIlIties and 
pnvate facIhtIes 

• SpeCIalIzed populatIons such as adolescents, patients WIth sexually transmItted 
mfectIons, and rural populatIons 

20 

I 
I 
I 
I 
I 
I 

-

I 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

• Men as partners, provIders and pohcymakers 
• Scahng-up of PAC programs from the faclhty level to the system or natlOnallevel 
• How to address etrucallssues m PAC OR 

Fmally, dlssemmatmg results ofP AC OR m Latm Amenca to key audIences IS cntlcal m 
order for the results to lead to mformed pohcy and programmatlc deCISIons 
Dissemmatlon should always begm WIth presentatlons to the staff at the study faclhty or 
facilltles before gomg on to Wider audIences However, PAC OR results can have 
benefits well beyond the natIonal or even reglOnallevel, and thus researchers should 
attempt to present findmgs m Journal artIcles, conferences, and other venues WIth a 
reglOnal or mternatlonal audIence Also, results from studIes are mcreasmgly bemg 
"pubhshed" electromcally VIa "hstservs" and the World WIde Web Web sItes that may be 
mterested m postmg a bnef summary of the findmgs mclude Ipas's webSIte dedicated to 
PAC OR projects (http IIdatapac Ipas org) and the Populatlon Counctl's ORffechmcal 
ASSIstance SIte (http I/www popcounctl org), and the hst IS grOWing dally Patlents, 
proVIders, and pohcymakers throughout the world should benefit from ImpreSSIve 
accomphshments of PAC OR m Latm Amenca 
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