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INTRODUCTION 

Health care systems around the world are facmg the problems of provIdmg qualIty care 

With mcreasmgly constramed resources Wlule modem practIces and dIagnOStiC tests have made 

pregnancy a much less nsky event than m the past, not all pregnanCIes have a favorable outcome 

Often times the pregnancy does not reach full term and a woman aborts the fetus spontaneously 

Spontaneous abortIOn IS a natural though unmtended event that occurs m 15% to 45% of all 

known pregnanCIes Abnormal products of conceptIOn are the overwhelmmg cause of 

spontaneous abortIon, also known as ffilscarnage Furthermore, the earlIer the gestatIOn, the more 

lIkely IS abortIOn It IS estimated that 75% of spontaneous abortIOns occur before 16 weeks of 

gestation - m some cases, before the woman was even aware that she was pregnant - and 

approXImately 60% occur before 12 weeks of gestation (Benson and Pemoll, 1994) 

One of the major causes of maternal mortalIty worldWide IS unsafe abortIOn 

ApprOXImately 200,000 women m developmg countnes die each year from complIcatIOns of 

mduced abortIOns, from an estimated 40-60 mIllIon mduced abortIOns yearly worldWide 

(Germam,1989) Some health care systems spend close to 60% oftherr obstetncs/gynecology 

budgets treatmg thIs problem (von Allmen, 1977) The standard of care requrres that unsafe 

abortIOn be treated m a hospItal/medIcal faCIlIty With adequately tramed personnel StudIes done 

at Kenyatta NatIOnal HOSPItal m NarrobI, show that 25% of all obstetnclgynecology hOSPItal 

admISSIOns were for cases of mcomplete abortIOn (Agarwal et al , 1982) GIVen the lugh level of 
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resources devoted to treatmg tlus condItion, It IS Imperative to research and develop cost­

effectIve methodologIes to provIde qualIty care 

Unsafe abortIOn performed by untramed and mexpenenced provIders and ItS resultmg 

complIcatIOns IS the fourth leadmg cause of maternal mortality m MeXICO (Secretana de Salud, 

MeXICO, 1992) The Alan Guttmacher InstItute calculated that at the begmnmg of the decade, 

there were over half a millIon cases of mduced abortIon per year m MeXICO alone Many 

authontIes feel that these statIstics underestImate the true pIcture, as many abortIOn-related 

deaths are attrIbuted to non-specIfic hemorrhage or mfectIOn 

SImIlar to the case mother developmg countnes, the costs associated WIth mcomplete 

abortIOn m MeXICO are extremely hIgh, and treatment for thIs condItion consumes the greatest 

amount of reproductIve health care resources after normal bIrths In addItIOn, women often 

harbor a psychologIcal burden of anxIety and gUllt that IS seldom measured For these reasons, 

mcomplete and unsafe abortIOn constItutes a senous publIc health problem m MeXICO 

Strengthemng the capacIty of health care mstItutIOns to provIde hIgh qualIty post-abortIOn care 

servIces that are cost-effectIve, accessIble and sustamable IS a major publIc health objectIve 

EvacuatIOn by dilatatIOn and curettage (D&C) IS stIll the standard of care for managmg 

mcomplete abortIOn m many developmg countnes (McLaurm et aI, 1991) Efforts to control 

costs and Improve qualIty of care have led to the development of the manual vacuum aspIratIOn 

(MV A) techmque as an advancement over the tradItIonal D&C method Research has shown that 

MV A IS more cost-effectIve than D&C Work to thIs effect has been undertaken m Kenya, 

ColombIa and MeXICO (Magottl et al, 1995, Johnson et ai, 1993, Careres et aI, 1981) The 

common findmg of these studIes were that outpatIent management usmg eIther MV A or D&C 
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resulted m shorter patIent stays, and hence lesser resource utIlIzatIOn, leadmg to decreased 

overall systemWIde costs It IS Important to note that these studIes dId not overtly address the 

Issue of qualIty of care receIved by patIents undergomg eIther D&C or the MV A procedure 

To Improve Its servIce delIvery model, the AurelIo Valdlvleso General HOSPItal m 

Oaxaca, WIth support from the ReproductIve Health Program of the PopulatIOn CouncIl and the 

European Umon, Implemented a redeSIgned servIce model for women seekIng care for 

mcomplete abortIOn Pnor to the ImplementatIOn of the servIce model, the hOSPItal 

predommantly used the D&C techruque and dId not routmely offer famIly planmng counselmg 

andlor contraceptIve educatIon to the patIents 

The goal of the servIce model was to provIde hIgh qualIty care m a cost-efficIent manner 

for cases ofmcomplete abortIOns Integral components of thIs servIce model mcluded 

- preferentIal use of Manual Vacuum ASpIratIOn (MV A) 

- proVISIon of famIly planmng counselmg 

- easy aVaIlabIlIty of contraceptIve methods 

- aVaIlabIlIty of patIent educatIOnal matenal focused on femimne hygIene, contraceptIOn 

and post-abortIOn care 

The servIce model was developed m close consultatIOn WIth vanous servIce proVIders and 

was preceded by meetmgs, semmars and dIscussIOn groups so that all obstetnc/gynecology and 

hOSPItal personnel were fully conversant WIth It The Improved servIce model was expected to 

Improve qualIty of care and general patIent satIsfactIOn, leadmg to mcreased post-abortIOn 

contraceptIve use, WIth decreased expendItures 
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ThIs study assesses the cost and qualIty ImplIcatIOns of tIns new servIce model, With the 

explICIt rum ofquantlfymg the savmgs (If any) resultmg from the use of the MY A procedure 

Tills study IS umque because It IS an attempt to understand the complete costs of a post-abortIOn 

servIce model, Identlfymg areas where maxImal gams accrued, sImultaneously addressmg the 

Issue of patient care qualIty 
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METHODS 

STUDY SITE 

The Aureho Vaidivieso General HOspItal, sItuated m the capItal City of Oaxaca, IS the 

largest pubhc hOSPItal m the state of Oaxaca, one of the poorest and most rural states located In 

the south of MeXICO ThIs cIvIl hospital IS managed by the Mmistry of Health and serves the 

general publIc, the maJonty of whom come from poor socIOeconOmIC backgrounds I It also 

serves as a teachIng hospItal for the local medIcal school Most patients come eIther from the 

surroundmg urban areas or are referred from health centers In the largely Indigenous, rural areas 

of the Oaxaca valley In many cases, women must travel between three and eight hours to reach 

the hOSPital, approxImately four women arrive each day to seek emergency treatment for 

Incomplete or complIcated abortIOns Demand for servIces has grown dramatIcally In the last 

few years 

In February 1996 Valdlvleso HospItal IrutIated an Improvement process of ItS post-

abortIOn servIce WIth adVIce and support from the PopulatIOn CouncIl and the European Umon 

Pnor to the InterventIon, women who arnved at the hospItal emergency ward were usually 

treated With sharp curettage (D&C) under general anestheSia as the techmque for utenne 

evacuatIon, and discharged WIthIn 48 hours FamIly planrung counselIng was rare and 

contraceptIve methods were practIcally unavaIlable for the maJonty of post -abortIOn patients 

upon hospital dIscharge 

I In MeXICO almo ... t one-tlurd of the popUlation has no lllsurance (pnvate or soclallllsurance) for medical care and 
t11U~ receive Cale III pubhc lllstItutIons slll1llar to the ValdlvIeso Hospital 
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TECHNIQUE OF UTERINE EVACUATION & SERVICE MODEL 

Routme hospItal care prIOr to the InterventIOn 

PatIents usually presented to the emergency room and were evaluated by the resIdent 

physIcIan on call The WaitIng tIme to be eXamIned depended on the seventy of a woman's 

condItIOn, In general, dehvenes were gIven a hIgher pnonty than post-abortIOn cases 

Dunng the IrutIaI medIcal exam, there was no pnvacy for the patIent as the front of the 

small consultIng area was protected by only a thIn curtaIn and the back of the room was open, 

allowIng Visual access to hospItal personnel paSSIng by The attendIng resIdent took the medIcal 

hIstory, examIned the patIent, and recorded the observatIOns In the chrucal regIster There was 

httle InteractIon With the patIent dunng thIs routIne questIOrung, and often the phYSICIan 

addressed the patIent only to request that she undress and he on the eXamIrung table, wIth only a 

mIrumum explanatIOn of her medIcal sItuatIOn 

PatIents were then admItted and assIgned to one of eIght beds In a room In the OB/GYN 

ward Post-abortIOn patIents were supposed to be located wIth women requmng hysterectomIes 

or tubal hgatIOns, but due to a shortage of space, they often roomed WIth new mothers and theIr 

babIes Because the Dr Aureho Valdlvleso General HOSPItal serves as a teachIng hOSPItal, the 

medIcal reSIdents and Interns are generally responSIble for the patIent's dIagnosIs, surgIcal 

treatment and morutonng Interns were usually responsIble for takIng the patIent's medIcal 

hIstory, although thIs Vital step would often occur after the utenne evacuatIon procedure had 

been carned out The surgIcal procedure (D&C) was carned out In the surgtcal sUIte under 

general anaesthesIa 

Dunng the post-operatIve recovery penod, nurses would morutor the patIent's VItal 
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sIgns, but there was httle further InteractIOn Nurses dId not counsel the patIents about post­

procedure precautIOns or contraceptive method use Pnor to dIscharge, the nurse would Instruct 

the patIent m a perfunctIOnary manner about dIet, medIcatIOns and follow up appomtments 

Refined Service Debvery Model 

The ObjectIve of the servIce dehvery model was to Improve the post-abortIOn quahty of 

care while conservmg resources ThIS was done by 1) modIfymg hOSPItal procedures to reduce 

WaitIng tIme, to Improve paIn management and to ensure patIent pnvacy, 2) USIng the MY A 

techmque when IndIcated (mstead ofD&C), 3) provIdIng post-abortIOn contraceptIve 

counsehng and provIdIng educatIonal matenal and contraceptives to patIents 

Modification of hospital procedures As a result of workshops held WIth the 

gynecologIcal servIce staff, hOSPItal physIcIans and adrmmstrators, an Improved protocol for 

treatment and care of the Incomplete abortIOn patIent was Implemented All patients WIth a 

fundal heIght less than 12 cm would undergo utenne evacuatIOn USIng manual vacuum 

aspIratIOn All SurgICal operatIng rooms would functIOn 24 hours a day, seven days a week ThIS 

would enable post-abortIon patIents arnvmg at mght or dunng weekends to undergo MY A 

WIthout undue delay Farmly plannmg counsehng would become a mandatory component of 

post-abortIOn care servIces, and the famIly plannIng sefVlce was to be well stocked WIth 

hormonal contraceptIves, condoms, and IUDs, so as to supply a broader range of optIOns for the 

users Contraceptives were to be gIven to the patIent pnor to hOSPItal dIscharge 

A door was Installed m the consultmg room of the emergency ward to replace the 

curtaIn In addItIOn, the back door to the consultmg room was sealed off to provIde greater 
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pnvacy 

Improvement of patient treatment, mformatlOn and counselIng Workshops were 

conducted to (a) sensItIze provIders to the realItIes of women who expenence an abortlOn, wIth 

the mtentlOn of modlfymg theIr often negatIve attItudes towards these women and (b) to educate 

physICianS and nurses m the provIsIon of post-abortlOn counselmg mcludmg famIly planrung 

mformation 

These seSSlOns emphasIzed that all women be provIded mformatlOn dunng the post­

abortlOn penod about theIr almost ImmedIate return to fertIlIty and the possIbIlIty and nsks of 

gettmg pregnant before theIr next menstrual penod, safe methods to aVOId or postpone 

pregnancy for at least SIX months, and where to receIve famIly planrung servIces and methods 

on a regular basIs Furthermore, proVIders were mstructed m supportmg a woman s decislOn to 

use a contraceptIve method, helpmg IdentrfY whIch method was best sUlted for the patIent, and 

trammg her (and her partner, as the case may be) to use the method correctly It was repeatedly 

emphasIzed that the patIent be gIven the opporturuty to ask questlOns and express her concerns 

In order to remforce the pomts made dunng dIScussIons and workshops, posters 

encapsulatmg the salIent pomts were posted throughout the hospItal PatIent brochures were 

pnnted and made avaIlable m waItmg and consultmg rooms 

DATA COLLECTION AND ANALYSES 

Cost Analyses 

Cost analyses was based on the approach developed by IPAS (Abernathy et ai, 1993) 

FIxed direct costs were estImated from mformatlon provIded by hospItal adrrurustrators These 
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officIals furnIshed mformatIOn on the salanes and average costs of hospItal resource use 

Vanable costs were estImated by closely followmg mdIVldual cases of mcomplete or 

comphcated abortIOn from the tIme of adffilssion to hOSPItal dIscharge ("shadow observatIon") 

These were patIents WIth mcomplete abortIOn, abortIOn m progress or a case of dead and 

retamed fetus, who were adffiltied to the gynecology floor through the emergency ward Cases 

of dysfunctIOnal bleedmg, threatened abortIOn, and abortIOns WIth comphcatIOns such as utenne 

perforatIOns and sepSIS, and cases that were referred to the hospItal from medIcal offices or other 

referral sources were excluded 2 To ensure these observatIOns captured normal vanatIOns m 

staffing and caseload, these observatIOns were conducted over a ffilmmum ten-day penod 

Tramed nurses usmg checkhsts noted the matenal resources (medIcal mstruments, drugs, 

dIsposable supphes, etc) used, tIme data were noted by observmg time spent by patIents m each 

department or sectIOn and time devoted by hospItal personnel m provIdmg dIrect patIent care 

IndIrect costs were not mcluded m the analyses 3 

Eleven cases were observed m tills manner dunng a 20 day penod m January 1996 to 

estimate pre-mterventIOn costs Post-mterventIon costs were estImated by shadow observmg 

twenty-five patIents m July 1997 Costs were noted m MeXican pesos and m order to adjust for 

2The<;e patient::. were excluded because these are not the typIcal patients seen by the hospital on a routme basIS 
the<;e few ca<;es would have biased the mean costs greatly m theIr dIrection Also the re<;ources used to treat 
complications would have been nearly IdenticalrrrespectIve of the evacuation procedure used (D&C or MVA) 

3Indirect co:-.ts mclude the depreCiation ofmfrastructure and capital goods such as vehicles medical and non­
medical eqwpment mstruments etc and state and central level admmistratIve costs These were not mcluded 
because there IS no reliable accountmg mformatIon aVailable at the central or state levels to ascertam tlIese costs and 
al..,o became from a policy perspective these are outsIde the control of hospital directors and admIll1strators 
Moreover they would have been m all probabIlity equal m the pre- and po:-.t-mterventIon penod 
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inflatIon, all costs are reported In constant January 1997 US dollars 4 Cost categones reported In 

the analyses are listed below 

HospltahzatlOn Total yearly hospItal expendItures for 1995 and 1996 were abstracted 

from the hospItal's accounting system to ascertain hospItalizatIOn costs Budget Items Included 

salanes of medIcal and adffilmstrative staff, medIcal suppbes, Instruments and servIces, food 

servIces, maintenance and servIces and general servIces These costs were pro-rated and 

adjusted for censable beds and occupancy rate, to estImate the cost per bed/day of use 

Staff These costs were estImated by pro-rating average salanes and benefits for the tIme 

spent (In mInutes) by specIfic provIders In provIdIng dIrect care to the patIent TIme spent by 

specIfic provIders (physIcIans, nurses, and adffilmstratIve/support staff) at each statIon was 

explIcItly noted In the shadow observatIons TIme of personnel attentIon refers to the time spent 

by the proVIder In dIrect care of the patIent For analytIcal purposes, thIs category excludes costs 

of famIly planning counsebng, WhICh IS consIdered an InterventIOn cost 

Instruments and supphes SpecIfic quantItIes of each resource consumed were noted In 

the shadow observations Consumable resources noted Included medIcal Instruments, eqUIpment 

and supplies, medICIneS, stenhzatIOn matenals and contraceptIves Costs of consumables are 

calculated on the baSIS ofumt purchase pnce for the hospItal TransportatIon costs are Included, 

but storage costs are excluded In thIs calculatIOn 5 

Family plannmg services SInce proVIsIon offamdy planrung servIces was an 

4InflatIon m MeXICO was 52% m 1995 27% m 1996 and 8 7% dunng the first tnmester of 1997 

5Storage costs are ... ubsumed m the yearly hospItal expendItures and thus are mcluded under the hospltahzahon 
costs 
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Important element of the servtce debvery model, Its cost was estimated separately Observers 

registered the times of Imttatlon and termmatton of all family planmng mformatton or 

counselmg, and noted the number and type of contraceptIves provIded to each patIent Costs 

were then estImated by pro-ratIng the average salary and benefits of the provIder (PhysIcIan or 

nurse) for the time spent per patient, and determtmng the purchase pnce of the contraceptIve 

from the hospItal admtnIstratlOn records 

InterventIOn costs It IS vItal for pobcy makers to know beforehand what a proposed 

mterventton IS gomg to cost, so that these can be mcluded In a cost-benefit analyses of the 

proposed mterventton KeepIng tills In mInd, we estImated the start-up costs for the servIce 

delIvery model separately InterventIon costs mcluded dIrect project costs (project management, 

costs of traImng seSSIOns, travel costs, etc) suppbes proVIded by IP AS (eqUipment Includmg 

MV A synnges, pnnted matenals, etc ), and hospItal costs (cost of personnel tIme for trammg, 

follow up meetIngs, supervIsIon and morutonng) These InterventIOn start up costs were be 

amortized over tIme 

Quality of Care 

In addition to the shadow observatIOns to estImate costs (VIde supra), surveys were 

conducted to assess the servIce model's Impact on qualIty of care A baselme (pre-mterventlon) 

survey was conducted from July 1995 to January 1996 Data were collected for all patIents 

admItted for mcomplete abortIOn m tills penod Cntena for mcluston were all patIents WIth 

mcomplete abortIOn, abortIOn m progress or a case of dead and retaIned fetus, who were 

admitted to the gynecology floor through the emergency ward One hundred and tillrty two 

11 



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

patIents were mcluded m tlus survey The survey excluded cases of dysfunctIOnal bleedmg, 

threatened abortIon, and abortIOns wIth complIcatIons such as utenne perforatIOns and sepSIS, 

and cases that were referred to the hospItal from medIcal offices or other referral sources 

The questIOnnaire ascertamed basIc socIOdemograpluc mformatIOn, surgIcal procedure 

receIved, details of pam management, degree of mformatIon proVIded to patIent, level of 

patIent-proVIder mteractIOn, and detaIls about the famIly planrung counselIng seSSIOn Tlus 

questIOnnaire was supplemented wIth chmcal mformatIOn obtained from the patIent's medIcal 

records 

The post-mterventIOn survey of207 patIents was conducted from January to June 1997, 

usmg the same mstrument 
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RESULTS 

Sample Characterzstlcs 

Women m the pre- and post-mterventIOn groups shared sImIlar socIOdemographic 

characterIstIcs The average age was 26 years m both groups, and nearly 75% lIved permanently 

wIth theIr spouses SlIghtly more than three-fifths came from urban areas Most women were 

housewIves and economIcally dependent on theIr partners 6 

Length of stay 

FIgure 1 delIneates the mean length of patIent stay per statIOn m the pre- and post­

mterventIOn perIod Pre-mterventIOn, the average Wait was apprmamately 8 7 hours to undergo 

D&C, whtle post-mterventIOn the mean walt to undergo MY A was 5 8 hours Once the patIent 

was released from the operatIve sUIte, patIents waIted approXimately 17 9 hours to be 

dIscharged ThIs was reduced to 11 1 hours m the post-mterventIOn perIod There was not a 

sigruficant change m the operatIve tIme (26 6 mInutes for D&C vs 30 7 mInutes for the MY A 

procedure) Overall, there was a 35% reductIon m the average total length of stay per patIent 

The mean tIme spent m dIrect patIent care by type of provIder m the pre-mterventlon and 

post-mterventIOn phases IS shown m Table 1 Total pre-surgery (tIme from admISSIOn to D&C) 

nursmg tIme decreased by nearly 30 mInutes (9282 mInutes pre-mterventIOn vs 63 84 mmutes 

post-mterventIOn), whIle physIcIan tIme decreased by approxImately 13 mInutes In the surgIcal 

sUIte, physICian tIme decreased by 24 mInutes, whIle nursmg time mcreased by approXimately 

10 mmutes m the post-mterventIOn perIod In the post-surgIcal recovery phase (D&C ttll 

6Data not o;;hown Detalls can be obtamed from the authors upon request 
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Pre-surgery 

Surgery 

Post-surgery 

TABLE 1 
MEAN PER-PATIENT TillE OF ATTENTION 

BY SERVICE PROVIDER (MINUTES) 

Nurses Doctors 

Pre-mte[Y~ntlQn Post- Pre-mt~[Y~ntlQn PQ::lt-mt~[YentlQn 

(D&C) mte[yentlQn (D&C) (MVA) 
(MVA) 

9282 6384 8809 75 12 

22 18 32 12 8027 56 16 

7482 45 12 2555 18 16 
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dIscharge from hospItal), nursmg tIme decreased by nearly 30 mtnutes, physICian tIme 

decreased by seven mtnutes, compared to the pre-mterventIOn penod 

Cost of treatzng patIents 

FIgure 2 shows the average cost oftreatmg a patIent m the pre- mterventIOn and post­

mterventIOn phases The average total cost oftreatmg a post-abortIOn patIent m the pre­

mterventIon phase (usmg D&C as the procedure of chOIce) was $264 47 ThIS decreased by 

nearly 32% to $18022 when the Improved servIce delivery model was Implemented SubstantIal 

reductIOns took place m the categones of hOspItahzatIOn, staff and mstrument & supply costs, 

whIle costs for famtly plannmg servIces mcreased As expected, there was substantIal 

mtervention cost m the post-mterventIOn penod Table 2 descnbes these changes m greater 

detaIl 

HospitalizatIOn On a dollar baSIS, the largest reductIon occurred m the costs assocIated 

WIth hospItalIzatIon Pre-mtervention hospItalIzatIOn costs were $150 77, and these decreased 

by nearly $65 (43%) m the post-mterventIOn penod to $85 89 

Staff Staffing costs decreased by 33%, from $21 70 m the pre-mterventIOn penod to 

$14 50 m the post-mterventIOn penod Nurses constItute the bulk of the personnel costs both m 

the pre- and post-mterventIOn penods, although there was a reductIon m theIr costs from $12 70 

to $9 30 

Instruments and supplies Costs ofmstruments and supplIes decreased from $91 80 m 

the pre-mtervention phase to $32 50 m the post-mterventIOn phase, a reductIOn of nearly 65% 

($5930) ReductIOns occurred across all categones - mstruments (89%), supplIes (52%), 
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medicmes (68%) and stenlIzatIOn matenals (60%) 

Family plannmg servIces Costs of famIly planmng servIces mcreased from $0 20 to 

$2 90, wIth mcreases m both the staff ($0 20 pre-mterventIOn to $1 60 post-mterventIOn) and 

contraceptIve costs (zero pre-mterventIOn to $1 30 post-mterventIOn) 

InterventIOn costs The amortIzed mterventIOn cost per patIent was $44 43 ThIs 

represented project costs ($266,532), supplIes provIded by IPAS ($3,000) and hOSPItal expenses 

(cost of personnel tIme for trrumng, follow-up meetmgs and supervIsIOn, valued at $7,641) 7 

Qualzty of care 

Results of mdicatmg qualIty of care are shown m Table 3 There was no dIfference 

between the pre- and post-mterventIOn groups With regards to pam management Nearly equal 

percentages of women were gIVen analgesIcs pre- and post-surgery m the two groups 

There were sIgmficant dIfferences m the two groups WIth regard to mformatIOn provIded 

to patIents, the physIcIan-patIent mteractIOn and famIly planmng counselmg PatIents were more 

lIkely to be mformed about theIr diagnostIc results, surgIcal procedures, and post-operatIve 

progress m the post-mtervention phase, and patIents were more satIsfied With the mformatIOn 

proVIded PhysICianS were more lIkely to mtroduce themselves and address the patIent by her 

name m the post-mterventIOn penod, thus mcreasmg the patIent's confidence m her treatmg 

physICIan 

PatIents were also more lIkely to receIve famIly plannmg counselIng m the post-

7Further detaIls can be obtamed from the authors Bnefly the cost ($277 175) was amortIZed over a 10 year penod 
and costs for the 15 month mterventlon penod were calculated These were then dIVIded by the total number of 
post-abortIon cases treated m the 15 month penod 
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TABLE 3 

QUALITY OF POST-ABORTION CARE 

Pam management 

receIved pre-surgery pam treatment 

receIved post-surgery pam treatment 

InformatIOn provIded 

patIent was mformed about diagnostic result 

patIent was mformed about surgIcal 
procedure 

patIent was Informed about post-surgIcal 
progress 

patIent was satIsfied WIth InformatIOn 
receIved 

PatIent-physICian mteraction 

phYSICian mtroduced self to patIent 

phYSICIan addressed patIent by name 

patIent felt confidence m her phYSICIan 

FamIly planrung counselIng 

patIent receIved famIly plannmg counselIng 

patIent dIscussed preferred method 

patIent accepted method pnor to dIscharge 

* denote~ p < 0 05 
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Pre-mterventIOn 
(D&C, n=132) 

267% 

977% 

683% 

832% 

198% 

176% 

261% 

591% 

524% 

424% 

571% 

288% 

Post­
mtervention 

(MVA n=207) 

257% 

96% 

873%* 

873%* 

626%* 

725%* 

51%* 

848%* 

736%* 

855%* 

81 7%* 

57%* 
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mterventIOn phase ProvIders were more hkely to dISCUSS theIr preferences wIth them, and 

patIents had a hIgher hkehhood of acceptmg a method of their chOice pnor to hospItal 

dIscharge 
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DISCUSSION 

The results of tills study showed that the Improved servIce delIvery model acilleved 

sIgmficant cost savmgs and sImultaneously Improved qualIty of care sImultaneously for patIents 

undergomg post-abortIOn treatment There was a 35% reductIOn In the length of stay m the 

hospItal, a figure comparable to that reported m lIterature Johnson et al found that the average 

duratIOn of stay m Kenyan hOSPItal for patients undergomg D&C ranged from 40 9 to 100 7 

hours, whIle the average stay for MV A patients ranged from 18 8 to 23 9 hours (Johnson et al , 

1993) In the same study, average stay form D&C patIents m MeXICO ranged from 11 7 to 29 9 

hours, and the stay for MV A patients for the lone hospItal performmg MV A m theIr sample was 

11 4 hours In a report from Tanzama, hospItal stay for MV A patients was 41 % less for MV A 

patIents than for D&C patIents (Magottl et ai, 1995) In tills study, Vaidivieso HospItal had an 

average length of stay of 27 04 hours for D&C patIents, and only 17 42 hours for MY A patIents, 

a reductIOn of nearly 35% 

It IS ImperatIve to understand the factors behmd tills sIgmficant reductIOn, for It IS easy 

to be mIslead mto thmkmg that tills reductIOn IS due to the mtroductIOn of the MY A process 

alone Wlnle It IS mcontrovertible that MV A does reduce post-surgIcal recovery time as the 

procedure does not use general anaesthesIa, reductIOn In pre-operatIve waItmg tIme was largely 

due to the polIcy ofkeepmg the SurgICal SUItes operatmg 24 hours a day, thus ellmmatmg the 

Wait that these cases had to undergo m the past The other notable change post-mterventIOn was 

the Increase m the time spent m ultrasound diagnostICS Tills mcreased from 8 mmutes pre­

mtervention to nearly 39 mmutes post-mterventIOn, an mdicatIOn of perhaps the mcreased 

attentIOn bemg paId to Improvmg patIent care qualIty 
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ReportIng theIr results In May 1991 US dollars, Johnson et al found that the average 

per-patIent cost ofD&C In MexIcan hospItals vaned from $79 to $235, and the cost of MY A 

was $65 73, a dIfference of 17-72% They reported that hospItabzation accounted for the largest 

proportIOn of average cost per patIent, and personnel costs were the second greatest contnbutors 

(Johnson et ai, 1993) In our study, the cost (m January 1997 US dollars) of treatIng patIents 

WIth D&C was $264 47 and we achIeved a 32% reductIOn wIth the IntroductIOn of the Improved 

servIce delIvery model to $180 22 Assummg an annual case load to 600 post-abortIon cases, 

these costs translate to potential cost saVIngs of $50,550 per year 

The bulk of these dollar savmgs anse from the decreased length of stay In the hospItal 

SubstantIal savmgs were also achIeved In reducIng the Instruments and suppbes used m the 

servIce dehvery model ReductIons were noted across all categones The cost of supplIes 

decreased because fewer glucose solutIOns, surgeon gloves and elastic bandages were used m 

the MY A procedure WhIle there reductIOn m medICIneS was essentially due to decreased use of 

Xylocame and Cytotec tablets, there was a sIgmficant Increase In the use of Teopental These 

reflect the dIfferent anaesthetic reqUIrements of the MY A procedure as compared to D&C The 

reductIOn In the cost of mstruments was due to the fact that the cost of MY A synnges was 

considered to be part of the InterventIon costs, and was subsumed under that category StudIes 

have shown that the average total patIent cost attnbutable to MY A mstruments and re­

stenlIzatIOn averages 1 % m MeXIco and 9-16% m Kenya (Johnson et ai, 1993) 

WhIle staffing costs decreased post-mterventIon, these do not constItute a major bulk of 

total costs WhIle nurSIng costs were more than physIcIan costs, these dId not constItute more 

than 6% of the total costs, both pre- and post-mtervention ThIs findIng was also reported from 
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research m Tanzarua (Magottl et al, 1995) 

As expected, costs for fanuly planrung servIces mcreased ThIs was due m equal 

measure to the tIme spent by the provIder counsehng the patient and also m the provIsIOn of 

contraceptIves, but overall, cost of these servIces accounted for only 1 6% of the total cost 

ThIS study explicItly quantified the costs of mterventIOn, as policy makers need thIs 

mformatIOn to make cost-effectIveness Judgements when mtroducmg sImIlar programs m theIr 

health care facilities WhIle IPAS provIded supplies free or at low cost (such as traImng 

materIals, pamphlets, leaflets and posters, etc) we attempted to quantIfy these and mclude them 

m our calculatIOns We also mcluded direct project costs (salary oftrammg personnel, traImng 

expenses, etc) and costs of hOSpItal personnel mvolved m varIOUS workshops Many studIes do 

not take mto account of this Important cost and do not address it explicItly We feel It is of 

utmost Importance to discuss these costs up-front, as they constitute a major component ($44 43 

per patient or nearly 25%) ofthe average per- patIent cost for the MY A sefVlce delivery model 

An important element that thIs study focuses on IS the Issue of quality followmg the 

ImplementatIOn of the model PreVIOUS studies have addressed only cost Issues, to the total 

exclusion of qUalIty of care provIded From our data we were able to uneqUivocally state that 

quality of care improved followmg the ImplementatIOn of the sefVlce delivery model 

SIgmficant Improvements were noted m the patient-physician mteractIOn and mformatIOn 

exchange ThIs engenders greater trust between the proVider and the patIent, and leads to 

mcreased complIance wIth provIder recommendatIOns and advIce ThIS was eVIdenced from the 

sIgmficantly mcreased acceptance of fanuly plannmg methods by patIents prIor to dIscharge 
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CONCLUSION 

Our results demonstrate that It IS emmently feasIble to acmeve cost savmgs wIthout 

compromIsmg quahty of care m post-abortlOn patIents Future research wIll demonstrate wether 

these findmgs stand the test of tIme and also If the model IS apphcable to other facIlIties m Latm 

Amenca ThIS servIce dehvery model can serve as a template for siffillar programs mother 

speciahties It must be borne m ffilnd that the success of such a program depends not only on 

mtroductlOn of the Improved surgIcal/medIcal procedure, but also on concurrent refinement of 

patient management protocols Last but not the least, wholehearted support from health facIhty 

management and proVIders IS a CruCIal, but oft neglected, mgredlent 
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