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Background Objective

Post-abortion care (PAC) is considered an essential, life-saving such care®. Ensuring the availability, readiness, and functionality To assess the current capacity of health
" : : _ e : : : )

healjch ser\{lce . [t encompasses a comprehensive package of of PAC services within health faC|.l|t|.es is crucial for addréssmg systems to provide PAC services and

services tailored to meet the needs of women who have these unmet needs®. However, limited and outdated evidence report chanees in this capacity over time

undergone spontaneous or induced abortions. It includes both exists regarding healthcare facilities' current status and capacity P & i P y .

curative and preventive elements. More than 20 million women in to provide PAC, particularly in limited-resource settings. across seven LMICs in three regions.

the Low-and Middle-Income Countries (LMICs) require PAC
services following unsafe abortions, yet only 6% of them receive

Method Results

. . Figure-1: Capacity to provide Basic PAC Figure-2: Capacity to provide Comprehensive PAC
. Analysed secondary data from Service Provision Assessment (SPA) e Hapasy To provics Besie TS EpAEy T prOvER FOmPTEREEE

surveys between 2015 and 2022.

« Across three regions in seven LMICs [Afghanistan, Bangladesh, Nepal,
The Democratic Republic of Congo (DRC), Ethiopia, Senegal and Haiti].

« Included 2,951 primary facilities and 473 referral facilities offering
normal delivery services.

« Evaluated primary facilities for basic PAC, while referral facilities for
comprehensive PAC.

Most Restrictive* Most Restrictive*

Less Restrictive** Less Restrictive**

« Used Signal Function approach to assess PAC capacity across Lcast Restrictive"®s Least Restrictive*"*
‘ Acl3l.
countries*=": *All indicators. **Excluding staff with delivery ability for 24 hr per day, 7 days per week. *All indicators. **Excluding staff with caesarean ability for 24 hr per day, 7 days per week.
***Excluding staff with delivery ability for 24 hr per day, 7 days per week, and referral ability, ***Excluding undertake major abdominal surgery ability and staff with caesarean ability
including availability of short-acting, long-acting, or permanent family planning methods. for 24 hr per day, 7 days per week.
Signal functions (Expected functions for all facilities)
Not to scale
. S
1. Remove retained prOd ucts of conce ptlon Table-1: Status of signal functions to provide basic PAC services among Table-2: Status of signal functions to provide comprehensive PAC services
2 Administer pa renteral antibiotics* primary facilities offering delivery services in seven LMICs, 2015-2022 among referral facilities offering delivery services in seven LMICs, 2015-2022
3. Administer parenteral uterotonics® Caribbean Sub-Saharan Africa | South Asia SrliEn | SHSSEEnGHE | S
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planning method at time of survey** ? | SO etconception(og) | 97 T8 T9 | &2 o1 & 82
1. Removal of retained products of 84 39 40 63 86 74 71 o o
conception (%) 2. Administer parenteral antibiotics (%) 92 99 69 95 99 9 100
2. Administer parenteral 84 98 31 79 94 77 g4 3. Administer parenteral uterotonics (%) 92 97 75 | 99 99 100 98
antibiotics (%)
3. Administer parenteral 51 =5 o %G - - o 4. Administer intravenous fluids (%) | 100 94 78 93 926 100 100
Basic post-abortion care Comprehensive post-abortion care uterotonics (%) o )
4. Administer intravenous fluids (%) | 199 45 58 81 97 94 96 5-Modern short-?::lt:(g):lasr:‘lllgiral;{\en(l(;og) 90 74 70 80 95 75 59
6. Communicate with 6. Administer a blood transfusion* 5. Modern short-acting family %0 o 59 . o o o 6.Ablood transfusion (%) | 78 54 59 | 93 87 29 38
Sl sk planning methods available (%)
referral facilities 7. Undertake major abdominal surgery 9 65 58 | o8 - - -
2 2 6.C i i with (proxied by provision of caesarean section) (%)
1. Unde.rta ke ma jor gbdommal surgery A o cate e 93 8 1 51 48 17 -
7. Has vehicle with fuel (proxied by provision of caesarean 5 Proviedaticastone onEactie |l e | s0 s 100 o
. : : 0, reversible rami anning metnhod or
to transport patients SeCtlon)* 7-Vehicle with fuel for referral (%) | 91 13 48 | 16 88 70 o permanent methodyaI: time o%survey (%)
needing referral** 8. Staff.capable; of}mdert.aking 95 48 58 96 93 99 82 9. Has s{affcapable of doing caesarean
8. Provided at least one long-acting e s e o R L
8. Has staff capable of reversible family planning method**
undertaking normal or permanent method at gnntime of [ ] Belowsow [ ] 50%to80% [ 80%to100% [ ] Below70% [ ] 70%to90% [ 90%to 100%
deliveries on duty or survey
who are on call for 24
9. Has staff capable of doing caesarean
hr pi r day, 7 days per sections On% utv or who agre on call 24 hr Figure-3: Trends in capacity to provide basic PAC services in primary facilities across seven LMICs.
e y are 00 « In terms of basic PAC services in
per day, 7 days per week . o .
primary facilities, the capacity
s of Senegal (from 16% in 2015 to
\o . o o
5 0 -
*Assessed on the basis of facility reporting if they had ever provided the service. - 38%in 2019; p=0.001) and Haiti
: Lt - : . . . op O i O i
**Assessed on the basis of the availability and validity or functionality of a given item g 50 ® Afghanistan (from 12%in 2013 to 19% in
(drug or equipment) at the time of survey. ***Assumed that staff who were capable of § Sencgal 2018; p=0.007) increased.
doing caesarean sections were also capable of doing normal deliveries, and therefore o © Ethiopia
. . . . . s 25
did not include this factor in comprehensive capability. Haiti « The capacity of Bangladesh
o &g Democratic Republicof Congo ® Nepal decreased (from 4% in 2014 to
0 Banglades . .
0] * pH=
2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 1% in 2017; p=0.016) over time.
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« There are substantial gaps in the capacity to provide basic and comprehensive PAC References:
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