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Summary
Despite implementation of a number of safe motherhood initiatives, maternal death remains unacceptably high in Tanzania, most prominently in rural communities. It’s effect on the family and community is much more felt than any other death. Major determinants of high maternal morbidity and -mortality rates are spontaneous abortions and complications during abortions due to unsafe practices. Like many health statistics in Tanzania, abortion related maternal health statistics are not realistic and anecdotal evidence indicates much higher mortality and morbidity rates than officially documented. Unfortunately, Tanzania’s restrictive laws to safe abortion and cultural, religious and moral values have all contributed to ignore abortion related problems. 

This proposal aims for the establishment and monitoring of quality Post-Abortion Care (PAC) services at secondary level health care providers of public and non-government agencies in the Lake Zone. The proposal build on recent experiences from Kagera Regional Hospital. The programme will train, equip and supervise doctors, nurse midwives and clinical officers in quality PAC administration. Moreover, the programme hopes to influence the current prevailing public perceptions and taboos surrounding abortion and it’s complications and establish post-abortion complications as a major public health concern with regard to the current un-acceptable high rates of maternal deaths and -morbidity. The purpose of this programme is to contribute to reduced levels of maternal morbidity and mortality. 

The total budget proposed to cover the whole Lake Zone is estimated at TZS 107.979,000.00 This budget is sufficient to orient all health managers on PAC, to train about 320 health workers to safely administer Manual Vacuum Extraction and equip them with an essential toolkit. Finally, the budget caters for sufficient supervision visits to trainees to follow-up on initial training and to monitor outcome of programme.

Background

While about 25% of women will have at least one miscarriage during their reproductive life, about 15% of all pregnancies are estimated to end up with spontaneous abortion. Women with spontaneous abortion are often admitted in the hospital with the diagnosis of incomplete abortion. In addition to spontaneous abortions, many illegal abortions are taking place in hidden places often by unskilled persons and in environments lacking the minimal medical standards. Women resort to unsafe and dangerous methods often resulting in serious complications and high maternal deaths. In addition, long-term consequences such as chronic pelvic inflammatory diseases, tubal occlusion, ectopic pregnancy and secondary infertility are frequently observed. Obviously, it is clear that unsafe abortion is also a by-product of the failure to provide adequate contraception services for prevention of unwanted pregnancies.

As a result of the increasing magnitude and severe consequences of complication of abortions, the concept of PAC was developed at the International Conference for Population Development (ICPD 1994) in Cairo at 1994. PAC is acknowledged as a means to address maternal morbidity and -mortality associated with abortions and complications. PAC addresses a public health priority and is an important element of the safe motherhood initiative. 

The five main PAC service delivery strategies are:

1. Emergency treatment of abortions complications;

2. Post-abortion family counselling, referral and contraception services;

3. Linkage between emergency treatment and other reproductive health services (e.g. Infertility screening, cervical cancer detection, ante-natal care);

4. Screening and or treatment of sexual transmitted diseases;

5. Community involvement.

Problem Analysis

Tanzania has a persistent high maternal mortality rate for the past 10 years estimated to be 529 cases per 100.000 live births. Despite the established and ongoing reproductive health services this rate is not showing a downward trend. Poor access to health care facilities, lack of proper functioning referral system, inadequate capacities in terms of skilled personnel, poor interpersonal communication during the post-abortion treatment, limited IEC materials for key target groups (i.e. adolescents, women of reproductive age group), limited medical supplies and equipments, in-adequate health seeking behaviour, and social and cultural factors surrounding women and sexuality are the main contributing factors to this high maternal morbidity and -mortality in Tanzania. Unfortunately safe motherhood programme generally ignore unwanted pregnancies and unsafe abortions.
According to National statistics, unsafe abortion is one of the most important contributors to the high maternal mortality rate in Tanzania.  Reduction of maternal mortality remains therefore a major challenge for the health care system; policy makers, health managers and service providers alike. Women who commit induced abortion are, under the current Tanzania law, subject to police inquiries and, although this effectively doesn’t happen often, may be taken to court and charged under criminal offence.
 The current high rate of maternal deaths as a consequence of induced abortion observed in some hospitals and communities reflect some of the negative effects of this restrictive law to safe abortion. Lack of community involvement in addressing post-abortion care services, has been another obstacle to improve maternal health care and reduction of maternal morbidity and mortality.

There is little argument that the war to save mother’s life must be fought on two fronts. Emergency Obstetric Care (EOC) and PAC. While EOC has significantly contributed to prevent unnecessary deaths from ante- and post-partum haemorrhages, sepsis, (pre-)eclampsia and obstructed labour, PAC can address complications from unsafe abortion and spontaneous abortions in rural areas. Although PAC has gained international acclaim over the years, in Tanzania it is relatively new and only practiced in some hospitals despite the fact that emergency post-abortion care services are most needed everywhere, especially in rural areas. 

PAC was introduced in Kagera Region in 2003 after findings that 31.2 % of all gynaecological cases admitted in the Regional Hospital were incomplete abortions. PAC comprised of three components namely:
1. Manual Vacuum Aspiration for treatment incomplete of abortion (MVA);

2. Counselling;

3. Contraceptive services and treatment of sexually transmitted infections (STI). 
MVA during the first trimester of a pregnancy (under local anaesthesia) has been demonstrated to reduce the health risks of the patient, lower the hospital’s costs and lead to quicker recovery than the current widely applied practice of surgical evacuation of incomplete abortion by use of metal curettage (refer also to Malawi experiences). Curretage is an invasive procedure and associated with different complications such as uterus perforation and anaesthetic complications. Moreover, the procedure is expensive in terms of cost and personnel and in most cases, this support is not available in rural health centres and dispensaries forcing women with incomplete abortions to travel long distances with significant risks for additional complications such as anaemia, shock and severe sepsis.

Table: 
Kagera Regional hospital:

Post-abortion complication and associated maternal deaths: 2000- 2005
	Year
	Total abortions
	Incomplete abortions
	Septic abortions
	Deaths associated with abortions/complications

	2000
	154
	112
	28
	14

	2001
	192
	168
	32
	2

	2002
	242
	198
	43
	1

	2003
	346
	309
	35
	2

	2004
	293
	233
	55
	6


One of the key issues addressed in counselling was to understand whether the abortion was spontaneous or induced; and if induced, what method was used. Out of the total number of incomplete abortions, 50% were due to unsafe abortion and 48% was due to spontaneous abortions. Most commonly used for self-induced abortions were vaginal insertion of various local herbs and cassava stalks and drinking local herbs juices (manioc stalk, lemon bark, castor oil roots, eiyabya leaves,  kakurura leaves, kashwagara leaves).
Intervention strategies and design

Based on the Kagera experience and expertise, it is proposed that PAC will be introduced in all hospitals in the lake Zone and that medical staff will be trained and equipped to safely administer PAC. The programme has two phases as follows:
1. The preparation, pre-intervention phase:  A baseline assessments will be carried out to establish the collaboration with 41 hospitals in the lake zone to provide PAC services and to assess demand for PAC services among communities served. In addition, a systematic advocacy programme will be run to ensure support and acceptance of Nurse Midwives as PAC providers.  This will be achieved through sensitization of Regional- and District health managers and Hospital managers. Moreover health managers need to be sensitised to provide support, supervision and supplies to PAC practitioners; doctors, clinical officers and nurse midwives, and to accommodate accurate referrals.
2. The intervention components: Capacity building through training and supportive supervision of selected service providers for establishment of PAC services in their facilities will be carried out coupled with provision of MVA kits to all 41 hospitals. A system for monitoring quality of PAC care and immediate outcomes at facility levels will be initiated in collaboration with trained PAC service providers. Finally this phase will evaluate results to come to an informed decision on possible expansion of PAC services in Lake Zone and additional training of other health cadre at the primary health care levels.
Outcomes

The immediate outcome of this proposal is the establishment and monitoring of quality PAC services at secondary level health care providers of public and non-government agencies in the Lake Zone through trained, well equipped and properly supervised doctors, nurse midwives and clinical officers. Moreover, the programme might influence the current prevailing public perceptions and taboos surrounding abortion and its complications and establish these issues as a major public health concern with regard to the current un-acceptable high rates of maternal deaths and -morbidity. The purpose of this programme is to contribute to reduced levels of maternal morbidity and mortality. The main assumption is that health managers of both public and private agencies will accept and allow PAC service to take place in their units. 
Summary Activity Plan
As PAC is new to most of the Lake Zone health managers, a one day information meeting of 144 health managers of Regions and Districts will be organised. Orientation will focus on advocacy of post-abortion care and all the advantages and specifics of PAC as opposed to the current prevailing practices. The importance of defining the magnitude of unsafe induced abortion and its complications are the first step towards allocating resources to PAC and sustaining this initiative beyond the initial programme phase.

After initial orientation of health managers, the actual training of 210 health staff from 41 hospitals in Lake Zone will start. A total of 210 health staff will be trained consisting of 118 Nurse Midwives, 41 Doctors and 41 clinical officers. The 4 Regional hospitals will be used as training centre for training session per Region. A facilitating team comprised of consultant expertise in PAC from Kagera Regional Hospital and Temeke Hospital shall conduct 10 training sessions; 3 in Mwanza region, 3 in Kagera region, 2 in Shinyanga and 2 in Mara region. Each training session will have a duration of  6 days comprised of  theoretical sessions (40%) and  practicals (60%).
The training subjects are as follows:
1. Diagnosis and treatment of incomplete abortion using MVA;

2. PAFP services including counselling;

3. Pain control and management;

4. Infection prevention and control;

5. Timely and appropriate referral practices;

6. STI/HIV prevention and management;

7. Record keeping and reporting;

8. Provider and client rights in whole process of PAC services.

Each trainee shall develop practical skills to administer MVA, to properly use the MVA toolkit and to prepare these kits for re-use. Trainees will observe and perform MVA procedures and protocols under expert supervision and will be assisted to diagnose and management patients with a variety of post-abortion complications. Hospital teams shall develop facility action plans to properly plan, budget and manage PAC. Each facility shall be supplied with 5 MVA toolkits and sufficient copies of standard check lists for proper record keeping. The programme caters for three follow-up visits to trained staffs at their respective health facilities by the facilitating PAC expert team complemented with a responsible RHMT representative.  
Summary of Budget
The total cost of the programme is estimated at TZS 107.979,000.00 It is suggested to transfer this total amounts into various instalments as it is expected that budget revisions might be relevant while implementing the programme.

A breakdown of the total budget along main budget lines is as follows:

1. Advocacy and orientation of Health Managers:

TZS
18,770,000.00
2. Procurement of MVA kits:



TZS
13,750,000.00
3. Training of PAC providers per region:
a. Mwanza Region:



TZS
19,546,000.00

b. Mara Region:




TZS
14,686,000.00

c. Shinyanga Region:



TZS
12,246,000.00

d. Kagera Region:



TZS
22,381,000.00
4. Monitoring & Reporting:




TZS
 6,600,000.00
ANNEX: Hospitals in Lake Zone Regions 
	Region
	Districts
	Hospitals in district.

	Kagera region
	 Karagwe
	Nyakahanga DDH

Isingiro hospital

Nyakaiga hospital

	
	 Bukoba (Rural)
	Mugana DDH

Kagera Sugar hospital

	
	 Bukoba(Urban)
	Kagera Regional hospital

	
	 Muleba.
	Rubya DDH

Ndolage hospital

Kagondo hospital

	
	 Biharamulo
	Biharamulo DDH

Chato hospital

	
	 Ngara.
	Murugwanza DDH

Rulenge hospital

	Mwanza region
	 Nyamagana
	Bugando Medical Centre

Mwananchi Hospital

Butimba hospital

	
	 Ilemera
	Sekou-ture regional hospital

K602(Military Hospital)

	
	Geita
	Geita district hospital

	
	 Sengerema
	Sengerema DDH

	
	 Misungwi
	Misungwi district hospital

Bukumbi hospital

	
	 Kwimba
	Sumve hospital

Ngudu district hospital

	
	 Magu
	Magu district hospital

Mkula hospital.

	
	 Ukerewe
	Nansio district hospital

	Mara region
	 Musoma(u)
	Musoma regional hospital

	
	 Musoma (rural)
	Butiama hospital

	
	Bunda
	Bunda DDH

Kibara hospital 

	
	Serengeti
	Nyerere DDH

	
	Tarime
	Tarime district hospital

	
	
	Shirat hospital

	Shinyanga region
	Shinyang(u)
	Shinyanga Regional hospital

Kolandoto hospital

	
	Shinyanga (R)
	

	
	 Kahama
	Kahama district hospital

	
	 Maswa
	Maswa district hospital

	
	 Bariadi
	Bariadi district hospital

	
	 Meatu
	Meatu district hospital

	
	 Kishafu
	Mwadui hospital


ANNEX: Supervisory tasks to be performed during the follow up visits.
· Assessment of the extent of implementation of PAC action plans;
· Assistance to trained staffs to re-enforce skills needed to perform MVA skills;
· Practical on site case management and problem solving;
· Monitoring of PAC infection prevention practices;
· Guidance of staffs on how to use the standard check lists for record keeping (integration in Mthua);
· Guidance to nurse midwives to make arrangements with referral facilities for proper follow-up of patients;

· Identification of facilitating and limiting factors for initiating PAC sources and documentation of trained Nurse-Midwives perceptions of the benefits of training;

· Documentation of data on PAC caseload and profile of PAC patients (age, education, marital status, diagnosis, etc.) using standard checklists;
· Collection of monthly reports compiled by trained staffs on PAC services output (Number of patients seen with abortion complications, number provided with emergency MVA, number counselled for and provided with a FP method, number of referrals, etc.);
· Follow-up with hospital management and regional & district health management on all relevant issues.
� 	Penal code no.16, 1964. 





PAGE  
7

