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ABSTRACT

Background: The magnitude of abortion in Kenya is high, with an estimated 464,690 abortions and
7,900 abortion-related deaths occurring annually. Most of these morbidities and mortalities are
preventable through access to quality post-abortal care (PAC) which involves: proper treatment of
complications of abortion, post-abortal counseling and provision of contraception. Despite the high
proportion of abortion in Kenya, there is very little literature on the services that post-abortal patients
receive in health facilities.

Objective: To assess whether post-abortal patients in Moi Teaching and Referral Hospital (MTRH) are
receiving PAC in line with IPAS’ elements.

Methodology: A facility-based, cross-sectional study was undertaken at the MTRH gynecological ward
from January-May 2014, among patients admitted with a diagnosis of abortion and their health care
providers. Patients were sampled consecutively while providers were purposively selected. A total of 316
patients and 20 providers were interviewed. Data was obtained from MTRH records to independently
calculate the abortion ratio. PAC services were assessed using International Projects Assistance Services’
(IPAS’) four essential elements: emergency treatment, counseling, contraceptive service and linkage to
other reproductive health services. Data was analyzed using STATA version 12. A descriptive analysis of
both patients and providers was performed and frequency distributions obtained. Bivariate and
multivariate associations between patients’ socio-demographic and reproductive characteristics were
assessed using the chi-squared test and logistic regression respectively. P-values were reported at 95%
significance level.

Results: The hospital based abortion ratio for MTRH during the study period was 9.5 abortions per 100
live births. Most (82%) patients were between 20 and 35 years old and were admitted with complaints of
first trimester per vaginal bleeding (76%). Thirty eight percent of post-abortal patients had unintended
pregnancies, and 25% had prior abortions. Using TPAS’ four essential elements for assessment, we
obtained the following results. Uterine evacuation was done mostly (89%) by manual vacuum aspiration
(MVA) whereas medical evacuation was not performed. Ceftriaxone and metronidazole (94%) were the
most common prophylactic antibiotics administered, while diclofenac (69%) was the most common
procedural analgesic given. The majority (74%) of patients reported the MVA procedure as being very
painful. The desired duration before the next pregnancy was two to five years, whereas the most common
contraceptive methods offered were pills (56%) and barrier methods (50%). Advice on resumption of
fertility was offered to only 35% of cases. Logistic regression showed a significant association between
“having an unintended pregnancy” and “having a previous abortion” (OR=0.4, p= 0.07) and “adoption of
a contraceptive method” and “religion” (OR 6.2, p=0.013). Only 60% of providers were trained on PAC.

Conclusion: The hospital-based abortion ratio of MTRH was low compared to other regions. Most
patients didn’t receive comprehensive IPAS-recommended PAC. There was appropriate use of MVA for
uterine evacuation however; prophylactic antibiotics given to post-abortal patients were inappropriate and
procedural analgesia inadequate. Advice on resumption of fertility was rarely given and most of the
contraceptives offered were the least effective methods, for the desired inter-pregnancy interval. A
limitation to this study was information and recall bias.

Recommendations: Health care providers involved in PAC should ensure the use of appropriate
prophylactic antibiotics and adequate procedural analgesia. Post-abortal fertility and contraceptive
counseling should emphasize the most effective methods to achieve the desired inter-pregnancy interval.
Quiality checks should be carried out to ensure adherence to IPAS recommendations for PAC.
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DEFINITION OF TERMS/OPERATIONAL DEFINITION OF TERMS
Abortion: The termination of a pregnancy resulting in the death of the embryo or fetus or the
expulsion of products of conception before viability, which is usually considered to be 28 weeks
of gestation in our setting.
There are several types of abortion:

1) Spontaneous abortion: Unprovoked intrauterine fetal death or spontaneous expulsion of
fetal and placental tissue before viability. Spontaneous abortion is often called a
“miscarriage” to differentiate it from induced abortion.

i) Threatened abortion: Vaginal bleeding with a live intrauterine gestation present on
ultrasound. This may or may not lead to an abortion.

iii) Inevitable abortion: Vaginal bleeding without expulsion of placental or fetal tissue
through the cervix, but with cervical dilatation. This will always lead to an abortion.

iv) Incomplete abortion: Expulsion of some, but not all, fetal and placental tissue.

v) Complete abortion: Spontaneous expulsion of all fetal and placental tissue from the
uterine cavity.

vi) Recurrent spontaneous abortion: The loss of three or more pregnancies before
viability.

vii) Septic abortion: Abortion with signs of infection.

Medical abortion/ evacuation: Use of pharmacological agents to terminate a pregnancy or
cause expulsion of uterine contents prior to viability.
Patient/Client/Respondent: Any woman admitted to the Gynecological ward (Faraja) ward

with a diagnosis of abortion.
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Post-abortal care: Refers to a specific set of services offered to women experiencing
complications from spontaneous or induced abortions that aim at reducing morbidity and
mortality from incomplete and unsafe abortion.
Provider: Medical personnel involved in the provision of post-abortal care to a patient/client.
Refers to; doctor, clinical officer or nurse.
Reproductive age: Man/woman aged 15 to 49 years.
Safe abortion: “A procedure for terminating a pregnancy which is carried out both by persons’
having the necessary skills and in an environment having the requisite medical standards”
(World Health Organization, 1992). In countries where induced abortion is legal, most of them
are safe.
Standard operating procedures (SOP): Refers to hospital protocols developed for managing
various clinical conditions.
Surgical abortion: Use of surgical means to terminate a pregnancy or cause expulsion of uterine
contents. These include the following methods:

i) Dilatation and Curettage (D&C): A surgical technique for uterine evacuation of
retained products of conception in first trimester. It entails dilation (widening/opening) of
the cervix and surgical removal of uterine contents by scraping/ scooping (curettage).

i) Dilatation and Evacuation (D&E): A surgical technique for uterine evacuation of
retained products of conception. It entails dilation (widening/opening) of the cervix and
surgical evacuation of uterine contents, usually done after 12 weeks of gestation in the

second trimester.
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iii) Manual Vacuum Aspiration (MVA): A surgical technique used to empty the uterus in
the first trimester; which entails the use of a manually operated syringe with vacuum to
remove uterine contents.

Therapeutic abortion or Termination of pregnancy: Refers to the purposeful ending of an
intrauterine pregnancy at any gestational age where there is evidence of fetal cardiac activity
through: vacuum aspiration, dilation and curettage, dilation and evacuation or induction of labor.
Unsafe abortion: “Any procedure for terminating an unwanted pregnancy which is carried out
either by persons lacking the necessary skills or in an environment lacking the minimum medical
standards or both” (World Health Organization, 1992). Most unsafe abortions occur illegally, in

that the procedure does not meet legal requirements or is not legally permitted under the law.



CHAPTER 1: INTRODUCTION

This chapter covers the scientific definition of abortion and also provides a background of
abortion in relation to maternal morbidity and mortality. It introduces the concept of post —
abortal care (PAC), its history, evolution and elements. The chapter finally outlines the problem
statement.

1.1 Background

Abortion is defined as the termination of a pregnancy or the expulsion of products of
conception before viability, which is generally considered to be at 28 weeks of gestation in our
setting, resulting in the death of the embryo or fetus (Ministry of Public Health and Sanitation
and Ministry of Medical Services, 2004). Abortion can either be spontaneous or induced.
Spontaneous abortion is defined as unprovoked expulsion of fetal and placental tissue before 28
weeks gestational age and is often referred to as a “miscarriage”. Induced abortion, on the other
hand, is the intentional termination of pregnancy prior to viability, which may be legal or illegal
(Barreto et al., 1992).

The intentional termination of a pregnancy can also be safe or unsafe. The distinction
between the two is that safe abortion rarely has serious health consequences, while unsafe
abortion is a threat to a woman’s health and survival. The World Health Organization (WHO)
defines unsafe abortion as “any procedure for terminating an unwanted pregnancy, carried out
either by persons lacking the necessary skills or in an environment lacking the minimum medical
standards, or both” (World Health Organization, 2011). Safe abortion, on the other hand, is
defined as one that meets legal requirements in countries in which abortion is legally permitted
under a broad range of criteria (G Sedgh, Henshaw, Singh, Ahman, & Shah, 2007). Safe abortion

can also be defined as “a procedure for terminating a pregnancy carried out both by persons


http://www.statpac.com/research-papers/research-proposal.htm

having the necessary skills and in an environment having the requisite medical standards”
(World Health Organization, 1992).

Globally, it is estimated that 46 million induced abortions are performed annually, and
about 20 million of these are unsafe abortions, of which 95% occur in developing countries
(Corbett & Turner, 2003). Another report by WHO estimates that about 42 million pregnancies
are voluntarily terminated each year, where 22 million are safe and 20 million are unsafe (World
Health Organization, 2010). It has also been further estimated that one induced abortion takes
place for every three births (World Health Organization, 2012). Unsafe abortions contribute to
13% of all maternal deaths worldwide, and is a major contributor to the slow progress of
achieving the fifth Millennium Development Goal (MDG) for reducing maternal deaths by three
quarters by 2015 (G Sedgh et al., 2007). Table 1 shows the annual incidence of unsafe abortions
globally and regionally, and it is evident that the majority of unsafe abortions occur in

developing countries.

Table 1: Global and regional estimates of annual incidence of unsafe abortion in 2008. Adapted from WHO
(World Health Organization, 2012)

Region Number of unsafe Unsafe abortion rate Number of maternal

abortions (per 1000 women aged | deaths due to unsafe
15-44 years) abortion

World 21,600,000 14 47,000

Developed regions 360,000 1 90

Developing regions 21,200,000 16 46,800

Africa 6,190,000 28 29,000

Asia 10,780,000 11 17,000

Europe 360,000 2 90

Latin America and the Caribbean 4,230,000 31 1,100

Northern America Negligible Negligible Negligible

Oceania 18,000 8 100




The total number of unsafe abortions has increased from 20 million in 2003 to around 22
million in 2008 (World Health Organization, 2011). Approximately 47,000 pregnancy related
deaths are due to unsafe abortion, with five million women suffering disability as a result of
complications due to abortion (World Health Organization, 2011). Most mortalities and
morbidities resulting from such complications are preventable through access to contraception,
safe pregnancy termination services, and proper treatment of abortion-related complications.

In a report by the WHO, more than 150 million women of reproductive age in the
developing world have an unmet need for contraception, do not use an effective contraceptive
method or experience contraceptive failure (WHO, UNICEF, UNFPA, & World Bank, 2010).
Many of these women with unplanned or unwanted pregnancies may resort to clandestine unsafe
abortion as the only available means for terminating the pregnancy. In sub-Saharan Africa
overall, the rate of contraceptive use is 55%, with reports indicating that 37% of unmarried
women aged 15 to 24 years use contraceptives (Tripney, Bird, Kwan, & Kavanagh, 2011). In
comparison, the Kenya Demographic Health Survey (KDHS) 2008/09 reported that 17% of
births in Kenya are unintended, with only 46% of the population of married women using
contraception.

Post-abortal care (PAC) is a term commonly used by the international Reproductive
Health (RH) community to refer to a specific set of services for women experiencing
complications from spontaneous or induced abortions (ACOG Committee Opinion, 2009). Post-
abortal care (PAC) is an approach for reducing morbidity and mortality from incomplete and
unsafe abortion. The term “post-abortion care” was first articulated as a critical element of
women’s health initiatives in International Projects Assistance Services’ (IPAS) 1991 strategic

planning document (Corbett & Turner, 2003). This document encouraged “the integration of



post-abortal care and family planning services in health care systems” as a means of breaking the
cycle of repeat unwanted pregnancy and improving the overall health status of women in the
developing world (Corbett & Turner, 2003).

IPAS is an international Non-Governmental Organization (NGO) founded in 1973 with
the aim of ending preventable deaths from unsafe and incomplete abortion. They work to ensure
every woman obtains safe, respectful and comprehensive abortal and post-abortal care. IPAS as
an organization is funded and supported by many organizations such as the WHO, United
Nations (UN) and other global agencies in its endeavor to promote safe abortion (IPAS, 2015).

IPAS listed post-abortal family planning and other reproductive health care as essential
elements of a framework for providing quality abortion care in 1991 (IPAS, 1991). In 1993,
Engender Health, IPAS, the International Planned Parenthood Federation (IPPF), the John
Hopkins Program for International Education in Gynecology and Obstetrics (JHPIEGO) and
Pathfinder International formed the Post-abortion Care Consortium, to educate the reproductive
health community about the consequences of unsafe abortion and promote post-abortion care as
an effective public health strategy (Corbett & Turner, 2003) . In 1998, IPAS and the PRIME
project published a framework for quality of PAC (Corbett & Turner, 2003). In 2002, IPAS
enlarged their model to include two steps that highlight the importance of reproductive health
counseling and partnerships between the community and providers to make reproductive services
more comprehensive. The PAC consortium's five essential elements for quality PAC are:
community and service provider partnerships for prevention, counseling, emergency treatment,
contraceptive and family planning services, and linkage to other reproductive and health services
(IPAS, 1991). Appropriate care for post-abortal patients includes comprehensive family planning

services in order to prevent repeat abortions and unintended pregnancies. A report by the



Population Information Program showed that an effective post-abortal care plan ensures that
women receive care that is complete, appropriate, and prompt ("CAP") (Population Reports,
1997).

A WHO technical working group in 1991, identified vacuum aspiration as an essential
element of care at the first referral level (Corbett, 2003). Manual Vacuum Aspiration (MVA) is
an accessible and low-cost method that enables mid-level providers and other health
professionals in primary-level facilities that do not have operating theaters, general anesthesia or
electricity to offer uterine evacuation on-site to prevent delays in care, which can cause further
complications of hemorrhage and infection (Corbett, 2003).

Despite the high proportion of abortion in sub-Saharan Africa and a high maternal
mortality rate, there is very little literature on the management of post-abortal patients in African
health facilities. A study that was done in Senegal found that the introduction of PAC services
improved community education and contributed to a doubling in the number of women receiving
improved healthcare. PAC also increased contraceptive use and substantially reduced unintended
pregnancies and unsafe abortions (Thiam, Suh, & Moreira, 2006).

In recognition of the high number of patients admitted with post-abortal complications,
Moi Teaching and Referral Hospital (MTRH) developed Standard Operating Procedures/
Protocols (SOP) to streamline the management of post-abortal cases in the facility. The protocol
was largely derived from the IPAS recommendations, which is a known authority in post-abortal
care and is both recognized and supported by the WHO. These protocols were developed by a
team of both university and hospital Reproductive Health consultants. During development of
the protocol, IPAS recommendations were adopted and operationalized into actions/ activities

that could be offered to post-abortal patients. It is worth noting that despite localizing IPAS



recommendations to fit our setting, the elements that guided the protocol development were from
IPAS.

It is with this background of a high incidence of post-abortal complications, a high
maternal mortality rate due to abortions, and the known benefits of comprehensive post-abortal
care, that this study seeks to assess whether post-abortal patients at MTRH, are receiving PAC
services in line with IPAS’ essential elements.

1.2 Problem statement

Globally, the incidence of unintended pregnancies is about six million annually, the
majority of which occur in developing countries due to low use of contraception (World Health
Organization, 2010). Women not using contraception account for about two thirds of unintended
pregnancies in developing countries (Tripney et al., 2011). Reports have further shown that in
Kenya, 49% of pregnancies are unintended (Population Reference Bureau, 2013). These women
with unintended pregnancies may resort to clandestine unsafe abortion as the only available
means for terminating the pregnancy.

A study done by the Ministry of Health (MOH) in conjunction with other NGOs
estimated that in the year 2012, 464,690 abortions occurred in Kenya. It was also estimated in
the same study that 157,762 women received care in Kenyan health facilities for complications
of induced and spontaneous abortion, 76% of which were estimated to have been induced
(Ministry of Health, 2013). Another study done in Kenyatta National Hospital (KNH) attributed
up to 60% of total gynecological emergency admissions to abortion complications (Aggarwal &
Mati, 1980) with 62% of total abortion admissions determined to have been “induced” or “likely
to have been induced” (Aggrawal & Mati, 1982). Unsafe abortion is a major cause of morbidity

and mortality in Kenya, with an estimated case fatality rate of 266 deaths per 100,000 unsafe



abortions (Aggarwal & Mati, 1980; Ministry of Health, 2013). These three studies document a
high mortality rate of approximately two to three deaths per 1000 abortion admissions.

Post-abortal complications contribute up to 50% of all admission to the gynecological
ward at MTRH (MTRH Records, 2014). These patients suffer from complications of retained
products of conception, bleeding, infection, internal organ injury and even more long term
complications of infertility and chronic pelvic pain. As mentioned earlier, these patients are
predisposed to significant morbidity and mortality.

Despite the adoption PAC, challenges still exists in ensuring women receive care that is
complete, appropriate and prompt. A study done by the Guttmacher institute in 2014 looking at
ongoing challenges of implementing PAC in the developing world found that post-abortal care in
developing countries still remains “incomplete, inferior and sub-optimal” for many women in
low resource settings (Sneha, 2014). There is also very little literature on quality of PAC that

patients receive in health facilities in Kenya and Africa at large.



CHAPTER 2: LITERATURE REVIEW

This chapter reviews literature on abortion and post-abortal care (PAC). It describes global and
regional incidences of abortion, the effects of unsafe abortion and IPAS’ essential elements of
post-abortal care. It further goes on to elaborate demographic and obstetric characteristics of
women seeking PAC and explains the role of health care providers in provision PAC. Finally,
the chapter describes on an adopted theoretical framework for assessing post-abortal care
Services.
2.1 Introduction

Worldwide there are about 210 million pregnancies that occur annually (Singh S, Wulf
D, Hussain R, Bankole A, & G, 2009). About 130 million of these women will deliver a live
infant, leaving the remaining 80 million pregnancies to end in stillbirth, spontaneous or induced
abortion (World Health Organization, 2005). In 2008, the global abortion rate (the number of
abortions per 1,000 women of reproductive age) was 29 per 1,000 women, while the abortion
ratio (number of abortions per 100 live births) was 32 per 100 live births (Guttmacher Insitute,
2012b). The abortion ratio in developing countries was much lower than that in developed
countries (31 vs. 44), due to higher fertility and birth rates in the developing countries
(Guttmacher Insitute, 2012b).

It is estimated that 19-20 million unsafe abortions take place every year (Grimes et al.,
2006; World Health Organization, 2007). The global incidence of unsafe abortion is about 14 per
1000 women aged 15-44 years, with the highest average rates of about 30 per 1000 women in
Eastern Africa and South America (World Health Organization, 2007). Figure 1 below shows

incidence of unsafe abortion per region.
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Figure 1: Percentage of unsafe abortions by region, 2008. Adapted from (G. Sedgh et al., 2012)

Abortion is also a leading cause of maternal morbidity and mortality in Kenya. It has
been reported that unsafe abortion account for about 33% of maternal deaths in Kenya, with
5000 women dying annually from complications arising from unsafe abortions (Kenya Human
Rights Commission and Reproductive Health Rights Alliance, 2010). The rate of unsafe abortion
in Kenya is 36 per 1000 women of reproductive age (Guttmacher Insitute, 2012a). A study done
by the Kenyan MOH in 2012, estimated an induced abortion rate of 48 abortions per 1000
women of reproductive age, and an induced abortion ratio of 30 abortions per 100 live births
(Ministry of Health, 2013).

2.2 Effects of unsafe abortion

Research has shown that approximately one of four women who have unsafe abortions
will have a complication that is severe and may even lead to death (World Health Organization,
1992). It has been estimated that every year in developing countries five million women are
admitted to the hospital as a result of complications related to an abortion, whether spontaneous

or induced (World Health Organization, 2007). The WHO estimates that 47,000 women, mostly
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in developing countries, die each year from untreated or inadequately treated abortion
complications, representing 13% of all pregnancy-related deaths (World Health Organization,
2007). Research has further shown that unsafe abortion leads to loss of productive life, resulting
from both illness and death (A. Singh, Darroch, Vlasso, & Nadeau, 2003). Some of the long-term
complications of abortions include chronic pelvic pain, pelvic inflammatory disease, tubal
occlusion, fistula, and secondary infertility (S. Singh, 2006). Most mortalities and morbidities
resulting from such complications are preventable through access to contraception, safe
pregnancy termination services, and proper treatment of abortion-related complications (Kapp,
Whyte, Tang, Jackson, & Brahmi, 2013).
2.3 Barriers to safe abortion

A study done in 2010 in 197 countries demonstrated that legal restrictions on abortions
do not lower the incidence of abortion, but rather, increase the risk of unsafe abortion (World
Health Organization, 2010). In most developing countries there are laws that prohibit or forbid
induced abortion. Induced abortion in Kenya was illegal until 2010, when the new constitution
was promulgated (Laws of Kenya, 2010). In this new constitution a law on abortion was enacted
which states that “Abortion is not permitted unless, in the opinion of a trained health
professional, there is need for emergency treatment, or the life or health of the mother is in
danger.” This enactment, though still restrictive, provides a legal foundation for women’s access
to safe abortion services (Ministry of Health, 2013).

Despite this new law, there are still numerous cases of unsafe abortions presenting to
hospitals. It is also culturally unacceptable and socially stigmatizing to induce an
abortion/terminate a pregnancy in most parts of the world, hence most young women with

unintended pregnancies resort to unsafe abortions to terminate their unwanted pregnancies.
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Clandestine induction of abortion is attempted by insertion of foreign objects into the vagina and
cervix, drug overdose, herbal remedies, ingestion of harmful substances among others and
contributes to a high number of unsafe abortions in Kenya.

In most developing countries, despite the availability of emergency obstetric care, poor
infrastructure and lack of access to emergency health care makes it difficult to access these
services. This is compounded by the limited resources and limited access to skilled medical care,
especially among the rural, poor, uneducated and young women. This vulnerable population is
thus at greatest risk of suffering from the complications of unsafe abortion. The lack of adequate
training on PAC, inadequate staff, and inadequate supplies and equipment also hampers
implementation of essential PAC. Stigmatization of women with abortion complications by
healthcare providers, communities and governments contributes to the high number of unsafe
abortions and causes a delay in seeking or being offered appropriate and adequate post-abortal
care services.

The cost of a termination of pregnancy (TOP), even when medically indicated and legally
permissible, is expensive and restrictive. Estimates show that a TOP costs about Ksh. 150-12,000
per person (Guttmacher Insitute, 2012a). This is in a setting where more than half of the
population lives on less than Ksh 90 per day.

2.4 Essential elements of Post-Abortal Care (PAC)

Post-abortal care refers to a specific set of services offered to women experiencing
complications from incomplete or unsafe abortions. It is an approach for reducing maternal
morbidity and mortality, and for improving women's sexual and reproductive health and lives.

The PAC consortium's five essential elements of PAC are shown in the Table 2 below.
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Table 2: IPAS' essential elements of post-abortal care. Adapted from IPAS (IPAS, 2015)

Essential elements of post-abortal care

Counseling To identify and respond to women's emotional and physical
health needs and other concerns.

Treatment Treatment of incomplete and unsafe abortion and their
potentially life-threatening complications.

Contraceptive and family planning services To help women prevent an unwanted pregnancy and
practice birth spacing.

Reproductive and other health services These are preferably provided on-site or via referrals to
other accessible facilities in providers' networks.

Community and service provider partnerships To mobilize resources to prevent unwanted pregnancies
and unsafe abortions and ensure timely care for abortion
complications, as well as ensure health services meet
community expectations and needs.

It is recommended that effective counseling for women who are experiencing incomplete
abortion and possible complications should permeate every component of the service, from first
contact between the woman and provider to the last contact and cover more than family planning
and contraception (IPAS, 2015). The aim of counseling as an essential element is to support
women emotionally, ensure women receive information about their medical condition, test
results, treatment plan, treatment options and follow-up care.

Emergency treatment is an essential and critical element of post-abortal care. In many
cases an incomplete abortion will have to be treated by uterine evacuation. Treatment also
involves standard infection precautions, informed consent, appropriate pain management,
sensitive physical and verbal patient contact and follow-up care (IPAS, 2015).

Contraceptive and family planning services involve providing post-abortal patients with
access to a wide range of contraceptive methods to prevent unintended pregnancy and practice
birth spacing (IPAS, 2015). Use of an appropriate contraceptive is an effective strategy for
preventing future unwanted pregnancies and unsafe abortion, and helps women achieve their
reproductive goals. Depending on the woman’s choice, the appropriate options are given and

referral is warranted in cases where the options are not available at the facility. Reproductive and
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other health services’ counseling is also provided to ensure all the needs of the clients are met at
the facility, and referrals given for services not available at the time.
2.5 Surgical and medical management of abortion

Abortion was practiced in ancient civilisations and it has been described that dilators,
curettes and even a rudimentary suction apparatus existed. The modern curette, which originated
from the French verb, curer, ‘to cleanse’ was developed in France in 1723. It is reported that
during the last quarter of the 19" century, the German physician Alfred Hegar developed the
dilators that now bear his name and dilatation and curettage (D&C) became widely practised as a
method for evacuation of the uterus (Hamoda & Templeton, 2010).

The vacuum-suction aspiration machine was introduced in the mid-20" century by James
Young Simpson. Vacuum aspiration was then refined and used in China, Japan and Eastern
Europe before eventually being introduced into clinical practice in Britain and the US in the late
1960s (Hamoda & Templeton, 2010). Karman introduced the principle of Manual Vacuum
Aspiration (MVA) with the use of the Karman cannula. Since then, the procedure has mainly
been used in areas with limited resources where it offers an option to provide safe, relatively
cheap, effective abortion, and allows the procedure to be performed in outpatient settings
(Hamoda & Templeton, 2010).

There is evidence that surgical termination of pregnancy is a very safe procedure,
especially when performed in the first trimester of pregnancy (Blakrishnan, 2010). Vacuum
aspiration had the lowest complication rate for all surgical methods, whereas sharp curettage had
a major complication rate that was two times higher than vacuum aspiration (Say, Kulier,

Gulmezoglu, & Campana, 2002).
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In order to reduce barriers to treatment for women with abortion complications, vacuum
aspiration has been recommended as the appropriate surgical technique for uterine evacuation for
gestations up to 15 weeks (Royal College of Obstetricians and Gynaecologists, 2004). Vacuum
aspiration has a typical effectiveness rate of more than 98% and when compared to sharp
curettage, is associated with lower rates of the four most common complications of uterine
evacuation (Corbett & Turner, 2003).

Medical abortion is an effective alternative to surgery in the first trimester and with high
reported acceptability. Furthermore, a report highlighted the value women place on having a
choice in the method of abortion (Hamoda & Templeton, 2010).

Post-abortal and procedural pain can be managed in various ways such as: para-cervical
block (PCV), non-steroidal anti-inflammatory drugs (NSAIDS), opiod analgesics and
intravenous or inhaled anesthesia (Kapp et al., 2013). A para-cervical block is the standard
technique used to administer local anaesthesia to the cervix (Hamoda & Templeton, 2010). It
involves injection of local anesthetic at four sites around the cervix, to numb nearby nerves
(Tangsiriwatthana T, 2013). A para-cervical block is the IPAS recommended analgesia for
MVA.

2.6 Demographic and obstetric characteristics of women seeking post-abortal care

In Myanmar, a study on PAC showed that the majority of women were aged 20-34 years
(75%), were married, and 84% had at least one prior pregnancy. They were also of low
socioeconomic status and the contraceptive prevalence rate was 34% (Ba-Thike, 1997). In
Singapore, women who underwent abortion were mostly employed (55%), had secondary level
education (94%), and had a first trimester termination (82%) (Lim, Wong, Yong, & Singh,

2012). A study in Vietnam showed that 75% of the women used contraceptives, 64% had
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secondary level education and 92% of women said they were treated respectfully by hospital
staff (Nguyen, Gammeltoft, & Rasch, 2007).

In a study based in Mozambique, most women were married, had a least one prior
pregnancy (86%) and were of low socio-economic status (86%). In a study done in Nigeria,
women who sought abortion were below 20 years (16%), nulliparous (20%), with university
level of education (20%) and reported to have used contraceptives (22%) (Bankole et al., 2008;
G Sedgh et al., 2006).

A study done in Kenya reported that 70% of women seeking PAC were not using any
method of contraception and that 43% of births were unwanted or mistimed. MVA and EVA
were the most common methods (65%) used to manage to these cases (Ministry of Health,
2013). In the same study majority of women seeking PAC were aged 20-24 years, were married
(64%), unemployed (42%), with secondary education (36%), protestant (64%), had at least one
child (71%), and over 40% of them sought PAC after the first 12 weeks of pregnancy (Ministry
of Health, 2013).

2.7 The role of providers in PAC services

Health care providers’ knowledge, attitude and training on PAC are important in ensuring
safe undertaking of procedures and offering appropriate medication. Providers’ knowledge on
uterine evacuation procedures and contraception is essential in order to offer correct counseling
to patients seeking PAC. A study in the United States found that lack of accurate knowledge by
providers on contraception, affected their ability to provide this information to their patients and
hence impact their ability to prevent unintended pregnancies (Dehlendorf, Levy, Ruskin, &

Steinauer, 2010).
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Inappropriate attitudes of healthcare providers, communities and governments towards
women with abortion complications, cause a delay in seeking or being offered appropriate and
comprehensive post-abortal care. In a Mozambique study, most women seeking abortion services
were of low socioeconomic status (86%) and reported long waiting times (mean of 3.7 hours
from admission to treatment). From the same study few women reported being given pain
medication and less than half of the women received any follow-up information. Providers in-
service training was less than comprehensive for majority of respondents (Gallo et al., 2004).

2.8 Theoretical framework for assessment of post-abortal services

The theoretical framework that was adopted for this study was modified from a model
that was used on interpersonal communication (Negri, Brown, Hernandez, Rosenbaum, & Roter,
1997). In the framework shown in the Figure 2 below, post-abortal care utilization is determined
by the environment in which the care is given. Socio-demographic factors such as age, sex,
occupation, religion and mother’s reproductive status affect the utilization of post-abortal
services and ultimate outcomes. Some of the characteristics may be beyond the provider’s
control.

However, process and proficiency factors that may be influenced by providers, such as
patient comfort, cleanliness, degree of privacy, providers’ knowledge, training, experience,
adherence to protocols and attitude, can enhance or limit the use of PAC services. If the above
provider and patient factors are improved, the intermediate outcomes are: effective diagnosis and
treatment of post-abortal patients, greater symptom relief, better utilization of services and
enhanced awareness and confidence for both the provider and patient. In the long-term there is
improved quality of life, reduction in morbidity and mortality, and an overall decreased loss to

productivity.
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Socio-demographic Factors Reproductive Factors

Age Parity

Sex Gestation

Education Previous abortion
Occupation Timing of pregnancy
Religion Family planning

Process Behayiours

Commumication
behaviours

Information giving
Counselling

Facilitating patient input

Praficiency behaviours
Meeting chinical criteria
Prowiding approgmate
diagnosis and treatment

Adhening o recommensded
protocols (IPAS/MTRH)
Prowvider training,
knowledge, experience and
attitwde

<~

Immediate outcomes

Patieriis

Satisfaction
Comprehensionrecall
Agreement on problems
and recommendation and
treatment procedures

Providers
Successful procedure
Satisfaction

Intermediate outeomes
Compliance

Utilization

Competence

Confidence

N
_l/

Long-term soteomes

Symptom resolution
Physiological status
Functional stutus
Crality of life
Societal costs
Morbidity

Mortality

Theoretical framewaork for evaluating post abortal care at MTRH. Adapted fram Negri et al

Figure 2: Theoretical framework for evaluating post-abortal at care at MTRH. Adapted from (Negri et al.,
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CHAPTER 3: STUDY JUSTIFICATION, RESEARCH QUESTION AND OBJECTIVES

This chapter will outline the justification of the study, research question and study objectives.
3.1 Justification of the study

In order to significantly reduce maternal mortality, exemplified in Millennium
Development Goal (MDG) number five, women should have access to quality services,
especially in the management of post-abortal complications. Adherence to clinical protocols,
emergency management and establishing services in outpatient areas to decrease waiting time,
are some of the interventions that have significantly reduced the number of complications related
to abortion. Linking women to counseling and family planning services to prevent unintended
pregnancies can also significantly reduce further morbidity and mortality.

There is also very little literature on PAC service provision in health facilities in Kenya,
yet complications of induced and unsafe abortion are major contributors to maternal mortality. It
iS thus necessary to assess whether women who suffer from post-abortal complications are being
treated and counseled appropriately. In a Ugandan study, it was reported that only 46% of health
units were able to handle complications of abortion and some of the problems cited were:
inadequate infrastructure, inadequate skills and insufficient equipment and supplies in most
health facilities (Mbonye, 2000).

In 2010, MTRH developed a protocol for the management of patients with abortion and
abortion-related complications (MTRH RH Protocol No: 27, Appendix 11). This was done after
a review of both the Kenya National Post-Abortion Care Curriculum (A MOH manual developed
in collaboration with IPAS and the WHO in 2003) and the WHO “Safe Abortion: Technical and
Policy Guidance for Health Systems” publication. The protocol was developed taking into

consideration availability of local resources (i.e. equipment and technical expertise). It is w