Safe International
il ualng o din

Baseline Study Report

On

The Impact of Unsafe Abortion on Maternal Mortality In Khartoum State

April 2008

BY
Dr.Bashir A. Bashir MRCOG

Assistant Prof. Consultant Obstetrician & Gynecologist



Table of Contents:

8.

9.

List of abbreviations
Acknowledgemens

Executive Summary

Hospital and community based study
Abortion 8 Overview

Resuls Hospital dBased Study
Results Comnunity-Based Study
Discussion

Conclusionsand recommendations

1Q Appendage

5

6

11

16

18

37

51

b

60



Abbreviations

AIDS

FGC

GBV

HIV

IEC

PLWA

PPFA-International®

RH

Sl

STI

VCT

VCCT

NAYA

MDGs

WHO

SFPA

UN

Kh

Acquired Immune Deficiency Syndrome
Female Genital Cutting
Gender Based Violence
Human Immunodeficiency Virus
Information, Education and Communication
People Living with AIDS
Planned Parenthood Federation of AméniEanational
Reproductive Health
Safe International
Sexually Transmitted Infection
Voluntary Counseling and Testing
Voluntary and Confidential Counseling and Testing
Network of Adolescent and Youth of Africa
MillenniumDevelopment Goals
World Health Organization
Sudan Family Planning Association
United Nation

Khartoum



Acknowledgmens

Special thanks are due to Hanan Satti who helped to conduct and report on focus group
discussions with youth, and to Eshrga Baldo who analyzed the data. The assistance and
advice of Safe International and PPFA staff was also invaluable. | am grateful to all data
collectors and the Directors of the five hospitals in Khartoum Sate who supported us during
the data collection process. We record our appreciation for the participation of different
stakeholders including religious leaders, community leaders, and service providers who
participated in the survey.

Safe International acknowledges the technical and financial support received from the Africa
Regional Office of Planned Parenthood Federation of America (PPFA) in the project
activities. We would like to express our gratitude to Planned Parenthood Federation of
America (PPFA) for sponsoring this survey and for selecting Safe International to conduct
the survey. In particular, we are thankful to Dr. Sarah Onyango, Africa Regional Director

(PPFA), Mrs. Joyce Kinaro, Senior Program Officer (PPFA, Africa Regional Office), and
Rhonda Schlangen Senior Research & Evaluation Manager (PPFA, New York Office) for
their continued cooperation and guidance throughout the survey.



Executive Summary

It is a recognized fact that both spontaneous and induced abortions can be unsafe and result in
maternal mortality and morbidity if not managed properly. It is often difficult to draw a clear line
between these two types of abortion. Some women with unwanted pregnancy may attempt to carry
out abortions themselves at home before coming to hospital with (spontaneous) abortion.

Recent estimates are that at least 15% of all pregnancies end in spontaneous abortion, and in many
countries unsafe abortion is the cause of as many as 50% of pregnancy-related deaths(Report of a
Technical Working Grougpril 12-15, 1992, Geneva, WHO, 1993). Although death is less likely with
spontaneous abortion than induced unsafe abortion, women who present with suspected
spontaneous abortion also require immediate care (Wolf M: Consequences and Prevention of Unsafe
Abortion: Report of Two Panels at the XIlIl World Congress of Gynecology aetli€dbdorth Carolinapas
1994).

Maternal mortality in Sudan is on the increase. The most recent available data estimates the
Maternal Mortality Ratio to be 1,107 per 100,000 live births, one of the highest in the world (Sudan
Household Health SurvegtHHS, 2007)

This study is an attempt to look into the issue of unsafe abortion and its impact on maternal
mortality in Khartoum State. As Khartoum resembles the country as a whole, conclusions from this
study will be expected to resemble practice in the whole country to a large extent.

The study was composed of two parts. The first part was a quantitative hospital based study
examining spontaneous and induced abortion in detail, including incidence, gestational age,
presentation, types, mode of treatment, intra and post-operative complications and the quality of
post-abortion care (PAC) provided. The study also included women coming to hospital with
complications of suspected self-induced abortion. It is important to note that all abortions were
recorded as spontaneous, whether they were suspected to be self-induced, truly spontaneous or
unknown. It is often difficult to differentiate between spontaneous and self-induced abortion, and
some women may report the latter as spontaneous to protect themselves.

The data was collected from 726 patients admitted to five tertiary referral hospitals in Khartoum
State over a 3 month period, between the ends of October 2007 and January 2008.



The issue of abortion is an extremely sensitive matter in Sudan and difficult to study in the
community for obvious reasons. It is hoped that this part of the study will provide an idea about the
incidence of abortions performed outside health facilities.

The second part was a community-based qualitative study aiming to examine the community
perceptions on abortion methods and morbidity. It was composed mainly of 3 parts, namely:

1-Focus group discussions (FGDs). These concentrated mainly on young university boys and girls
aged 20-25 years. There were a total of 35 of them, 24 females and 11 males. They were divided into
4 groups and the discussions were held in November 2007.

2-In-depth interviews with the community leaders. The number interviewed was 15, representing
leaders of communities from north and south Sudan, both Muslims and non-Muslims. There were 8
females and 7 males and interviews were held in January and March 2008.

A separate interview was held with a representative of the mid-level providers who were trained in
PAC. Twenty of them were trained and we attempted to know why they were not practicing some of
the components of PAC they were trained on, such as using the manual vacuum aspirator (MVA).

This comprehensive study presents detailed evidence on abortion practices inside hospitals and
some idea about abortion in the community.

Abortion in hospital

The incidence of abortion in the 5 major referral hospitals in Khartoum was found to be 14.82%
during the study period. This includes all women with spontaneous abortion, suspected self-induced
abortion and abortions induced legally inside the hospitals. This is comparable to the WHO quoted
international figure of 15% (Report of a Technical Working Growpril 12-15, 1992, Geneva, WHO, 1993).
The precise incidence of abortion in the community is not known and could not be assessed in this
study for obvious cultural and logistic difficulties.

Most women were of a low socio- economic status and the highest incidence was among the age
group 25-29 years with low or no education at all. Some women presented with complications of
abortion such as fever and abdominal pain. Twenty four women had induced abortion inside the
hospital, 19 for maternal disease and 5 for rape. The majority of women were married but a few
were widowed or divorced or un-married. Most of the women had had no previous abortions and
more than half had antenatal care with a medical doctor. Most of the pregnancies (86.9%) were
equal to or less than 12 weeks and abortions were incomplete and non-septic with less than 4%
septic abortions. It was noticeable that many women waited for a long time, sometimes up to 12
hours after reaching the hospital before they received definitive treatment. The majority of women
were treated by sharp curettage of the uterus and only a few received medical treatment
(Misoprostol) or manual vacuum aspiration (MVA). All the identified complications during surgery
and post-operatively occurred in the group treated with sharp curettage. The entire group treated
with sharp curettage had general anesthesia and some of them developed anesthetic complications.
No significant complications were noted in those treated medically or with MVA. Some women were
noted to have foreign bodies inside the uterus or other suspicious findings on vaginal examination
indicating that attempts were made to induce abortion before coming to hospital. The majority of
women were discharged from hospital in 2 hours or less after the procedure. This resulted in many
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women receiving sub-optimal or no PAC at all, including advice on possible complications of
treatment and contraception.

Abortion in the community

Views of young women and men

When the youth were interviewed, we intentionally asked them broadly about various aspects of
their lives and direct questions about abortion were few and left till the end of the discussion.

All the youth in the focus group discussions (FGDs) were not satisfied with the available health care
system, saying that it was either not available or too expensive to access. In their local communities,
they had a wide shortage and lack of many other social and political rights, and expressed concern
about the educational system. Pre-marital sexual relationships were said to be common and easy in
both urban and rural communities due in part to the increasing cost of marriage. This problem could
not be solved significantly by the government-created marriage funds. The youth mentioned that
they obtained the little knowledge they had about reproductive health (RH) from the media and
their peers with little or no contribution from their families or teachers. They all agreed that no
proper sex education was available in the school curricula. They were all aware that a girl could get
pregnant from first time sexual intercourse. They had knowledge about contraception and knew that
condoms for example protect against sexually transmitted diseases, but many were not using them.

Focus group participants mentioned that when an unintended pregnancy occurs, women they knew
of do not seek professional medical care. They try to abort themselves using various traditional
methods including herbs, seeds, chemicals and malaria medications. Some would engage in hard
sporting activities such as jogging, consume detergents or large amounts of pure honey or insert a
hard object inside the uterus. The discussion also covered areas of STDs, substance abuse, gender-
based violence, poverty and sex for money, sexual abuse and forced sex. This was intentional even
though the aim of the research was abortion in the community. Because of the sensitivity of the
issue, it was thought to be less offending if questions about abortion were included in a larger
discussion of various topics, without asking them directly about their views on abortion. Still, many
of the participants mentioned that unlawful sex and unwanted pregnancies, as they heard and knew
from their peers, were on the increase and constituted a major health problem.

Views of the community leaders

Information obtained from the interviewed community leaders was very interesting and useful in
that it gave us a good insight of various aspects of abortion in the community. This has helped us
greatly in making important and useful recommendations to the relevant authorities and policy
makers to improve the safety of abortion.

They mostly knew the difference between safe and unsafe abortion and none of them endorsed the
latter. They said that women who get pregnant unlawfully will initially seek help from traditional
providers or approach local midwives, no matter whether they were trained or not. They were all
aware that unsafe abortion is serious and could lead to death. They also knew that the law permits
abortion in certain situations such as rape and maternal disease. Some of them added indications
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such as maternal infection with HIV/AIDS and congenital deformity of the fetus. Some of the
participants regarded the abortion to be illegal if the husband did not agree to it and others said it
would be illegal if performed after the second trimester. They all confessed that abortion was
common in their communities and constitutes a serious social and medical problem.

Methods used for termination of illegal pregnancy were largely similar in northern and southern,
Muslim and non-Muslim communities with very few insignificant differences. They included
consuming blue powder, caster seeds, large amounts of aspirin, and injections of the anti-malarial
chloroquine.

Insertion of a foreign body inside the uterus was also common in both communities. This is usually
done by untrained midwives and included a wide range of objects, including local plants such as
Melokeya, Oshar and Jadaweya and 1.V line tubes. Apparently the choice of plant to be inserted
depends upon the local availability as women from the south insert different plants such as Hijleej,
Tamarind and Mahogany which are more abundant in their communities.

Most of the participants knew the complications of unsafe abortion. They said it could cause
bleeding, fever, weakness, infertility, shock and death.

Trained mid-level providers and delivery of PAC

Twenty mid-level providers were trained by the federal Ministry of Health in PAC over the last few
years since 2003. Ms A.A., their representative said that the law did not permit them to prescribe
contraception or use MVA. Part of their training was in counseling and infection prevention and this
they are practicing.

Suggestions for improvement and prevention of unsafe abortion

In order to address the issue of unsafe abortion and minimize maternal mortality from this cause,
the evaluators recommend government and non-governmental health care providers undertake the
following measures.

1 Increase the use of contraception through school and public education

It appears that most people know about contraception to some extent but not many are using it.
There is no doubt that effective contraception prevents many unwanted pregnancies and the
subsequent need for abortion.

Educational programs through schools and mass media should be introduced to provide accurate
information about the types and effectiveness of contraception. This should mainly target the most
vulnerable groups such as the youth and the under-privileged. Education should also include
methods of emergency contraception. It is most important that contraception become easily
available and affordable because it is pointless for the people to have adequate knowledge if they
cannot afford the cost.

1 Improvement of hospital management of abortion



There is a lot of room for improvement of hospital care. Women coming in with abortion should be
treated speedily as is the case for other emergencies. It was noticeable that women stayed for
unacceptably long times before they received treatment. This often results in unnecessary excessive
loss of blood and sometimes shock and more spread of infection in cases of sepsis. Other obstetrical
emergencies such as ante partum hemorrhage and surgical such as acute abdomen, are treated
promptly, sometimes in less than half an hour.

Modern and safer methods should be adopted in treatment. More than 86% of the abortions were
equal to or less than 12 weeks. Almost all were treated with sharp curettage under general
anesthesia. Medical termination using Misoprostol and Mifepristone should be used more
frequently as they are safe and require no anesthesia. One argument is that these medications may
be costly and the health authorities cannot cover their cost. This is not true as the total cost of one
operation may provide the medication for many patients, something which the health providers may
want to look into. The use of manual vacuum aspiration is equally safe and not expensive. Anti-
infection measures inside the hospitals need to be improved. Many women developed sepsis after
surgery. More staff need to be trained in infection control and protocols must be put in place and
strictly adhered to.

1 Improved postabortion care( P&)

Women should stay in hospital long enough after the procedure to receive advice on potential
complications and their signs. They should be counseled about contraception and asked to come for
further follow-up after one week or earlier if they develop any complications. It is a fact that there is
a shortage in hospital beds and that may be the reason why women are discharged so early after the
procedure. Women can stay a little longer, up to 6 hours for example, before discharge. This will not
constitute any significant burden on hospital beds and, more importantly, will allow women to
receive adequate PAC.

i Decrease demand for unsafe abortion

Unsafe abortion is a major cause of maternal mortality. In Sudan, the law permits termination of
pregnancy in the cases of rape and ill maternal health. Women should be made aware of this
constitutional right. The restrictions on abortion are not governed by religious teachings only - many
other cultural factors and traditions play important roles and these must be addressed in any
attempt to provide safe abortion.

1 Related policy changes

Health authorities should undertake all the necessary efforts to make safe abortion available and
easily accessible within the law. This will prevent a lot of health, social and financial problems which
could result from unsafe abortion. A significant reduction in bed occupancy in hospitals can be
achieved by providing safe abortion/PAC through MVA at the lower/primary level by mid-level
providers. This is especially true if mid-level providers could be allowed to provide the procedure in
rural areas where doctor/patient ratio is very high.

Hospital and Community cBased Study




Introduction

Approximately 46 million pregnancies end in induced abortion annually worldwide. Twenty million

of these abortions are unsafe. According to the WHO, unsafe abortion is responsible for 13% of
maternal deaths world-wide (Safe Abortion: Technical and Policy Guidance for Health Systems. WHO,
Geneva, 2003).

The maternal mortality rate in Sudan, like many third world countries, is very high. The most recent
available data estimate the Maternal Mortality Ratio to be 1,107 per 100,000 live births, one of the
highest in the world (Sudan Household Health Survey, SHHS, 2007)

Recent estimates are that at least 15% of all pregnancies end in spontaneous abortion, and in many
countries unsafe abortion is the cause of as many as 50% of pregnancy-related deaths(Report of a
Technical Working Groupgpril 12-15, 1992, Geneva, WHO, 1993). Although death is less likely with
spontaneous abortion than induced unsafe abortion, women who present with suspected
spontaneous abortion also require immediate care( Wolf M: Consequences and Prevention of Unsafe
Abortion: Report of Two Panels at the Xlll Wdalwhgress of Gynecology and Obstetrics, North
Carolina, IPAS, 1994).

Unsafe abortion will be expected to have increased in Sudan, because of the increasing poverty and
displacement resulting from the on-going civil wars for the last 50 years. Although accurate data on
the impact of unsafe abortion on maternal health is lacking, WHO (WHO, 1994b) estimates that:
1 99% of all maternal deaths occur in the developing world.
1 68,000 women die each year as a result of complications following unsafe abortion. This
represents about 13% of all pregnancy- related deaths.
1 Worldwide, 1 in 10 pregnancies ends in unsafe abortion.
1 In low-income countries, women have an average of one unsafe abortion during their
reproductive lives.
1 Two in 5 unsafe abortions occur among women under age 25, and about 1 in 7 women who
have unsafe abortions are under 20.
1 In countries of sub- Saharan Africa unsafe abortions are responsible for as much as 50% of
maternal deaths.
1 In Africa, about one-quarter of the unsafe abortions are among teenagers (age 15 to 19), a

higher proportion than in any other world region.

The law in Sudan permits induction of abortion only to save the woman's life, or in cases of rape.
Traditions, religious beliefs and laws have resulted into abortion being seen as a social stigma which
deserves punishment for both the woman and her health care-provider. Women will therefore
resort to unsafe measures, with the resultant increase in both maternal mortality and morbidity.

In Sudan, by law, every procedure for abortion (evacuation of the uterus) must be performed in
governmental and non-governmental hospitals under supervision of a qualified Doctor. This applies
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to both spontaneous and induced abortion when the law permits. Women with high income may
elect to go to private hospitals.

Rationale

To our knowledge, no study has been performed in Sudan to date, to address the issue of unsafe
abortion.

One study addressed the issue of age and abortion globally including Africa (Regionaldifferences in

Age Pattern of unsafebmrtion. Suggest need for tailored intervention, Deborah Mesce, October
2005. Population Reference Bureau PR&mepage on the internet)in Africa, this study concluded

that 60% of unsafe abortions occur among women less than 25 years of age. The socio-demographic
pattern of abortion in Sudan is not quite clear. In a multi-ethnic country with differing religions and
cultural behaviors, and many years of civil war and internal displacement, the situation may be
different compared to other countries. Among other things, this study will provide answers to this
question.

It was felt that it would be more appropriate to conduct, as a beginning, a combined hospital and
community based study of abortion. A quantitative study in the 5 major referral hospitals in
Khartoum State was conducted to address incidence of abortion, methods used, complications
encountered and time taken from the onset of abortion to receiving treatment. The quality of post-
abortion cares (PAC) provided inside the hospitals was also addressed. Obviously, mainly women
presenting with spontaneous abortion or complications of abortion were studied here.

The community-based part of the study addressed the knowledge/attitudes of youth and
community leaders towards abortion through in-depth interviews with the community leaders and
focus group discussions (FGDs) with the youth. The fact that abortion is such a sensitive issue in this
country did, to some extent, not make it easy to ask about and obtain all the information required.

We also intended to assess the input of trained mid-level providers in the provision of post abortion
care by direct interviews.

We aim to use the results of this study to increase awareness of health providers towards abortion.
We will also emphasize the importance of conducting proper post abortion care (PAC) inside the
hospitals. Information gathered from the community will give us a general idea about the practices
regarding abortion outside the health care facilities.

Objectives

In order to develop an evidence base about abortion in Sudan that can be used to develop program
interventions, to inform service providers and other stake holders about the extent of the problem,
and engage service providers in efforts to improve the situation of unsafe abortion in Sudan, the
study is organized around the following research objectives:

1. Determine the incidence of spontaneous abortion among women aged 15-49 years admitted to
any one of the 5 referral hospitals in Khartoum during the study period.
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2. Determine the incidence of unsafe abortion among the women admitted to the 5 referral
hospitals in Khartoum. This includes women going to any one of the above hospitals with
complications during the study period.

3. Document the common complications of abortion among women admitted to the five hospitals
during the study period.

4. Determine the common abortion methods used by doctors legally qualified to supervise the
abortion and assess their appropriate use/quality.

5. Measure time taken to come to hospital since onset of abortion until the woman received
treatment as an indication of access to safe abortion.

6- Assess the common abortion practices in the community and how the youth (most vulnerable)
and opinion leaders feel about abortion in order to identify barriers to safe abortion.

Methodology

The study was composed of two parts. The first part was a hospital based study of all women coming
in with spontaneous abortion, complications of abortion occurring outside hospital and women
undergoing induced abortion inside the hospital. The second part was a community based study. An
idea of the perceptions and practices of abortion in the community was obtained through focus
group discussions with the youth and in-depth interviews with community leaders. A separate
interview was held with one of the trained health care providers.

1. Hospital-based study

A questionnaire was designed for the hospital-based study by a small committee to address the
above issues. It was filled in by doctors involved in the treatment provided inside the hospital. The
last section concerning quality of care and counseling provided was filled in by the doctor with the
help of the woman. Both pre-testing and field testing techniques were used to test the survey
process such as expert review, and observational interviews using a sample of 50 clients. Data was
collected over a three month period, from 27th of October 2007 ¢ 31of February 2008 (copy
attached). Ethical issues were integrated into the methodology and are explained in the subsequent
section.

2. Community-based study

Questionnaires were also prepared for both focus group discussions and in-depth interviews and
these were conducted as described below under inclusion criteria (copies attached). A total of 35
youth divided in 4 groups were interviewed in November 2007. In-depth interviews were held with
19 community leaders between January and March 2008.

A separate interview was held with a mid-level care provider who, among 20 others, was trained on
post-abortion care (PAC).

There were no incentives for the participants to respond to the questionnaire and it was filled in on
a voluntary basis.
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The hospital-based study was conducted in the following 5 following main governmental referral
hospitals in Khartoum State.

1-Khartoum Teaching Hospital.
2-Academy Charity Hospital.
3-Ibrahim Malik Hospital.
4-Bashair Hospital.

5-Turkey hospital.

The practice in these hospitals regarding abortion was studied and suggestions for improvement
made. Follow-up will then be made after some time to see if the suggested improvements were
adopted.

Inclusion criteria

All women aged 15-49 years of age attending any one of the above hospitals during this period with
abortion or post abortion complications were included in the study.

Focus group discussions were held with boys and girls aged 18-25 years from NAYA, SFPA, and
University of Ahfad.

In-depth interviews were held with selected opinion leaders from Mayo and Soba areas, two of the
most under privileged areas in Khartoum. These two areas contain large camps where internally
displaced people live. The interviewees were a mixture of people from north and south Sudan, both
Muslims and non-Muslims.

An interview was also held with the representative of the trained mid-level providers to see if they
were practicing PAC, and if not, why.

Data analysis

Data from the hospital-based quantitative study was analyzed using SPSS (Statistical Package for
Social Science).

Concerning focus group discussions, qualitative analysis methods were used with the support of
Focus group analysis guide ( Focus Group Analysis Guideguide for HIV community planning group
members written by Tyson Dudley& Nikita Phillgsiversity of TexaSouthwestern Medical Center
at Dallag.

Similarly, qualitative analysis methods were used with the in-depth interviews held with community
leaders and mid-level care providers.

Ethical consideration

Verbal consent was taken from all the patients.

Hospital administrations were all notified and their consent obtained.
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Verbal consent of those participating in the interviews and focus group discussions was also
obtained.

Guidelines for interviews and focus group discussions were prepared and the target population
defined. Data collectors were all trained and instructed to maintain confidentiality. Training included
information about the sensitivity of the issue and the fact that women may not be willing to admit
having undergone an induced abortion.

The interviews were conducted in a safe and secure place convenient to the clients to ensure
confidentiality. All the clients were informed that their identities and any information they
volunteered will not be disclosed. There was no language difficulty as all people in the study areas
understood and spoke Arabic.

Abortion-an Overview

Spontaneous Abortion (Miscarriage)

Spontaneous miscarriage sometimes also named early pregnancy loss is a frustrating experience to
both the physician and the patient. It is the most common complication of human gestation,
occurring in at least 75% of all women trying to conceive (John C PetrozzaAugust 29, 2006. Internet
article from medicine froiVeb Med.Most of these are un-recognized and 15-20% of those that are
recognized are spontaneous. Approximately 1-5% of the couples trying to conceive will have 2-3
consecutive miscarriages, also called recurrent abortion.

Miscarriage is defined as the loss of pregnancy before 24 weeks gestation or with a fetal weight of
less than 500 grams. The risk of an abortion increases with each successive abortion.

The etiology of early pregnancy loss is largely unknown, varied, often multi-factorial and
controversial. It is common among women of low socio-economic status. The most common causes
include genetic factors, uterine anomalies and auto-immune diseases, infections, environmental and
endocrine factors and hematological disorders.

Management includes a careful history taking and the relevant investigations ordered, bearing in
mind the causative factors mentioned above.

An abortion may be complete or incomplete, missed, threatened or inevitable. When infection sets
in following an abortion, it becomes septic. This is a grave and life-threatening situation which must
be treated promptly.

Threatened and complete abortion usually requires no treatment apart from routine observation.
However, missed, incomplete and septic abortions must be treated. For incomplete abortion,
treatment depends on the period of gestation and could either be medical or surgical. For
pregnancies up to 12 completed weeks from the last menstrual period either medical methods using
a combination of Mifepristone and Misoprostol or vacuum aspiration manual or electric could be

14



chosen. Surgical intervention in the form of uterine curettage should only be considered if these
methods fail.

Pregnancies beyond 12 weeks are usually better treated by the medical methods mentioned above.
However, dilatation and curettage can be used, preferably by experienced professionals. Adequate
measures to prevent infection must be taken while performing any one these procedures. When the
abortion becomes septic, aggressive treatment with intra-venous antibiotics must be initiated
immediately, followed by evacuation of the uterus if necessary. Sepsis is a major contributor to
abortion related mortality.

Induced Abortion

Induction of abortion is usually governed by rules and regulations world-wide. In the developed
world, the rules are not as strict as they are in most third world countries where abortion is
permitted in very few circumstances. This has resulted in fewer deaths from abortion in the
developed world as the procedure is normally carried out under safe conditions by experienced
professionals.

In the developing world the situation is sadly different, as more and more abortions are performed
illegally and under very adverse conditions. New estimates are that 50 million abortions are induced
each year in the developing countries. Approximately 20 million of these are un-safe, either because
of the conditions or the lack of trained providers. Globally, 600,000 women die each year from
pregnancy related conditions, and 99% of these deaths occur in developing countries. Un-safe

abortion accounts for 13% of these deaths (Suzanne R Trupin, July 12,2006. Internet article, from

medicine from WebMD).

Where effective contraceptive methods are available and widely used the total abortion rate
declines sharply. Even if all contraceptive users used the method perfectly, there would still be

nearly 6 million accidental pregnancies annually (SafeAbortion: Technical and Policy Guidance for

Health Systesmi WHO, Geneva, 2003)nwanted pregnancies will therefore occur in spite of
adequate contraceptive use and such women will seek termination.

The majority of countries world-wide permit abortiontosavea ¢ 2 Y yQa f AFSd al ye

allow abortion for various reasons including preservation of physical and mental health, rape or
incest and if the fetus is malformed. However, many women who are legally entitled may not realize
this fact and assume that abortion is invariably forbidden all the time.

Abortion becomes unsafe when the procedure is carried out by un-skilled persons or in an
environment lacking the minimal medical standards. Almost all the deaths and complications from
unsafe abortion are preventable. In the developed world, where abortion is considered to be safe,
the infection rate is less than 1% and mortalities fewer than 1 in 100,000. In the developing world on
the other hand, the risk of death following complications of unsafe abortion is several hundred times
higher. Complications resulting from unsafe abortion are also high and can result in serious
consequences such as infertility.

15

2 {0



Management of induced abortion generally follows the same principles as spontaneous abortion
outlined above. Safe abortion services, as provided by law, need to be available. They should be
provided by well-trained health personnel, in a suitable environment and with the appropriate
equipment and procedures.

Results

1- Hospital-Based Survey

A. Socio-demographic characteristics

Table (1)

Age at first marriage and first birth

No. Minimum | Maximum Mean Std. Deviation
Age 726 15.0 49.0 27.940 6.2580
Age at first marriage

726 10.0 40.0 20.762 3.5421
(AFM)
Age at first birth 726 14.0 35.0 21.221 2.7635

It is clear that some girls were married as early as age 10 and gave birth at age 14 years. Early
marriage is deeply rooted in the culture of this society and, although the cases studied here are few,

the issue may certainly be much bigger and indeed deserves to be addressed.

Table (2)

Age distribution of women

Age group Frequency Percent Cumulative Percent
15¢ 19 47 6.5 6.5
20¢24 186 25.6 321
25¢29 200 27.5 59.6
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30Gg34 142 19.6 79.2
35¢39 121 16.7 95.9
40 44 26 3.6 99.4
45 ¢ 49 4 0.6 100.0
Total 726 100.0

Spontaneous miscarriage occurs most frequently among the age group 25 ¢ 29 years representing
27.5 % of the total sample, followed by the age group 20-024 years (25.6%) The lowest rate is in the
age group 45 ¢ 49 representing only 0.6 %.

Table (3)

Education level

Frequency Percent
Illiterate 151 20.8
Basic 260 35.8
Secondary 269 37.1
University 46 6.3
Total 726 100.0

This table illustrates the relationship between abortion and level of education.. The highest
incidence (56.6%) was among those who had no or very little (basic) education. University graduates
had the lowest rate (6.3%), indicating an inverse relationship between the level of education and the

risk of abortion.
Table (4)

Patient employment

17



Status Frequency | Percent
Employed 49 6.7
Unemployed 641 88.3
Skilled Manual 10 1.4
Un- skilled manual 19 2.6
Self employed (Business owner) 7 1.0
Total 726 100.0

The majority of women (88.3%) who had a spontaneous abortion in this study were un-employed.
The risk of abortion decreases as one gets a job and is lowest among those who are business owners.
Un-employment presumably indicates a low socio-economic status and this explains the higher

incidence of abortion among the un-employed group.
Table (5)

Marital status

Marital status Frequency | Percent
Single 6 0.8
Married 712 98.1
Widowed 1 0.1
Divorced 7 1.0
Total 726 100.0

Although the majority of women under study (98.1%) were married, it is interesting to note that 14
of the patients had abortions while they were single, widowed or divorced. Although it is possible to
explain the occurrence of pregnancy and abortion in the group of those widowed and divorced who

may have become pregnant before the divorce or the death of their husbands, one has to assume
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that the single women must have got pregnant outside of wedlock. Sexual relationship and
pregnancy outside marriage is against the traditional teaching of Islam, the religion of the majority in
this country. It is also not endorsed by the local culture and traditions. Based on social norms, one
may conclude that they came to seek hospital care following complications of abortions which were

induced initially outside the hospital.

Table (6)

Number of previous abortions

Frequency Percent
No previous abortion 426 58.7
1¢2 284 39.1
3 or more 16 2.2
Total 726 100.0

This table shows that 39.1 % of the studied group had 1 ¢ 2 previous abortions and 2.2% had 3 or
more abortions. It should not be implied that the incidence of recurrent abortion, defined as 3 or
more consecutive abortions is 2.2%, as not all the abortions were consecutive. It is noticeable that

the risk of abortion does not increase with the number of previous abortions.

Table (7)

Follow -up during pregnancy according to health provider

Frequency | Percent

Valid  No follow-up 264 36.4

Doctor 420 57.9

Trained Health Worker

39 5.4
(Midwife)
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Traditional Birth
attendant

Total 726 100.0

From this table it is clear that a significant number of women (36.4%) received no antenatal care at
all for the first pregnancy. The remainder were seen during pregnancy; mostly by a medical doctor
(36.4%), trained midwife (5.4%) and lees than 1% by a traditional birth attendant. It is difficult to
imagine the situation regarding antenatal care in rural areas when it is obvious from this study that
more than 60% of the women in the capital of the country did not see a doctor at the beginning of
their pregnancies. Many maternal problems that could contribute to abortion like infections and
fetal anomalies would be identified and appropriate management plans put in place if pregnant
women saw a doctor at the beginning of pregnancy. However, the majority (86.9%) of these women
had their abortion at equal or less than 12 weeks gestation, which for some, may be too early to
decide to start their antenatal care. Others may have had logistic or financial reasons that stood in
their way. This is a very important issue and needs a further closer look.

B.Common complications

Table (8)

Percentage distribution of types of abortion

Frequency Percent
Complete Septic 24 33
Complete non septic 36 4.9
Incomplete septic 28 3.9
Incomplete non septic 577 79.5
Missed abortion 47 6.5
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Induced abortion 24 3.3

Total 726 100.0

Most of the women and indeed the majority (80.9%) had incomplete non-septic abortions. However,
septic abortion was seen in 52 women, with a frequency of 7.2%. Septic abortion was defined as an

abortion associated with fever, abnormal vaginal discharge and pelvic tenderness.
Table (9)

Duration of pregnancy

Frequency Percent
Less than or equal to 12 weeks | 631 86.9
More than 12 weeks 95 131
100.0
Total 726

This table shows that the majority (86.9%) of all the pregnancies were equal or less than 12 weeks

when the abortion, spontaneous or induced occurred.

Table (10)

Presenting complaints

Frequency Percent

Vaginal bleeding 547 75.3
Fever 14 1.9
Abdominal pain 9 1.2
Vaginal bleeding and fever 22 3.0

Vaginal bleeding and abdominal
) 109 15.0
pain
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Fever and abdominal pain 25 3.4

Total 726 100.0

In this study, fever was taken as a temperature of 38 degrees Celsius or more.

This table illustrates, as expected, that the majority of women (75.3%) presented in the hospital with
vaginal bleeding which is the most common complaint with abortion. Abdominal pain is also
common with abortion. However, 61 women (8.3%) had fever alone or in association with other

complaints. Presumably most if not all of these women had septic abortions.

Table (11)
Blood loss
Frequency Percent
Mild 552 76.0
Moderate 151 20.8
Severe 23 3.2
Total 726 100.0

The majority of women had mild vaginal bleeding upon arrival. Bleeding upon arrival was described
as moderate to severe in 24% of the participants. The terms mild, moderate and severe cannot be
quantified but moderate and severe clearly indicate a significant degree of blood loss that needs

immediate attention.
Table (12)

Blood transfusion

Frequency Percent

Yes 37 5.3
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No 663 94.7

Total 700 100.0

Although the majority of (94%) of the studied sample did not require a blood transfusion, 37 women

(5.3 %) did. These are mostly those who had severe bleeding upon arrival to hospital.

Table (13)

Correlation between blood pressure and pulse

Pressure
Low blood
pressure Normal blood
<90/60 pressure Total

Pulse>90  Count 5 213 218
% 2.3% 97.7%| 100.0%
Pulse <90 Count 2 506 508
% 0.4% 99.6%| 100.0%
Total Count 7 719 726
% 1.0% 99.0%| 100.0%

Tachycardia (pulse rate more than 90 beats per minute) and hypotension (blood pressure less than
90/60 mmHg) were taken as indicators of hypovolemia secondary to blood loss. The above table
shows that 5 cases (2.3%) of the study group had both low blood pressure and high pulse rate,

indicating hypovolemia.

Table (14)
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Time spent in the hospital before the procedure in hours

Hours Frequency Percent
1c4 568 78.2
5¢8 105 14.5
9¢12 53 7.3
Total 726 100%

The majority of women (78.2%) had the procedure done in 4 or less hours. However, about 22% of
them waited 5 hours or more, with some waiting up to 12 hours. Although not recorded, longer
times may have been spent from the onset of abortion till arrival to the hospital. This is clearly less
than optimal and reflects than abortion is not treated as an emergency similar to other surgical
conditions. Typically, women coming with abortion are left till the end of the day when all the

elective operating lists have finished before they receive treatment, usually in groups.

C. Different methods used in treatment of abortion

Table (15)

Indications of abortion

Type of abortion Frequency Percent
Spontaneous 702 96.7
Induced

Maternal Disease 19 2.6
Rape 5 0.7
Total 726 100.0
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This table shows that 19 women had induced abortion for maternal disease and 5 for rape,
representing 3.3% of the studied sample. This finding indicates that some women understand and
utilize their rights within the law. However, this does not indicate awareness of the whole
community. Many other women will not be aware of this right and more will need to done to
improve awareness.

Table (16)

Type of treatment received

Treatment Frequency | Percent
Conservative medical management 35 4.8
Misoprostol 26 3.6
Sharp curettage 633 87.2
MVA 32 4.4
Total 726 100.0

This table represents a detailed analysis of the methods of treatment received. It shows that surgical
treatment in the form of sharp curettage is the most common method used representing 87.2 %
while medical termination using misoprostol is the least common method with a frequency of 3.6 %
only. Manual vacuum aspiration was used in a small number (4.4%). Conservative medical treatment

refers to those who required no evacuation and were treated with antibiotics, analgesics, etc. only.

D. Intra-operative and anesthetic complications

Table (17)

25



Amount of blood lost during surgical treatment using sharp curettage

Frequency Percent
Mild 552 76.0
Moderate 151 20.8
Severe 23 3.2
Total 726 100.0

This table clearly emphasizes that curettage is associated with significant blood loss. Twenty four
percent of the patients had moderate to severe bleeding during surgery, a fairly high percentage.

Such significant blood loss was not seen with the MVA as will be seen later.

Table (18)

Type of anesthesia used

Frequency Percent
None 79 10.9
Local 2 0.3
General 645 88.8
Total 726 100.0
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The majority of those who were treated surgically (88.8%) had general anesthesia. With the manual
vacuum aspiration (MVA), only 0.3 % had local and 10.9 % required no anesthetic. This illustrates

another advantage of the MVA over routine sharp curettage.

Table (19)

Recovery from anesthesia

Recovery from anesthesia Frequency | Percent

Smooth 633 99.2
Not smooth 5 0.8
Total 638 100.0

The above table shows that 99.2 % of the patients recovered smoothly from anesthesia while 5
(0.8%) patients developed some degree of anesthetic complication and their recovery was not
smooth. Although not a high number, those complications could have been avoided if methods not

requiring general anesthesia, such as the MVA, were used.

Table (20)

Intra-operative complications with sharp curettage

Frequency Percent
No complications 648 98.9
Heavy bleeding 9 1.35
Shock 6 0.9
Cervical trauma 1 0.15
Uterine perforation 1 0.15
Total 665 100.0
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Of the 17 women who developed intra-operative complications with sharp curettage, the majority,
(9) had heavy bleeding and 6 developed shock. Two women had genital tract trauma, with 1 uterine
perforation and 1 cervical trauma. We would have seen more of these complications if the sample
size was bigger. Indeed, as some of the uterine perforations pass un-noticed, fewer of them will be
expected to be recorded. It is worth noting that none of these complications was seen with use of
the manual vacuum aspirator (MVA). The MVA is known to be safe and is recommended by the
WHO for treatment of abortions under 12 weeks gestation. It is worth noting that more than 86% of

the hospital abortions in this study were less than 12 weeks gestation.

E. Post-operative complications

Table (21)

Complications after sharp curettage

Frequency Percent
No complications 570 85.71
Fever 16 2.40
Pain 65 9.77
Excessive bleeding 4 0.60
Fever and pain 10 1.50
Total 665 100.0

Although pain is not, strictly speaking, a complication, it is an unpleasant symptom that must be
prevented or treated. Sixty five women (9.77%) had pain. It is evident from this table that adequate
post-operative analgesia was not provided. Other complications, including fever and excessive
bleeding occurred less frequently, 2.4% and 0.6% respectively. The 16 patients, 2.4% who had post
operative fever presumably developed sepsis during the procedure. This finding raises the question
of the safety of abortion procedures within the hospitals. Again, it is interesting to note that none of

these post-operative complications occurred with the use of the MVA.

F. Induced abortion
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Table (22)

Foreign body noticed inside cervix

Frequency

Percent

Yes

No

Total

722

726

0.6

99.4

100.0

Various objects such as the stems of some herbs and trees, IV line tubes and many others are used

to induce abortion outside hospitals (see interviews with community leaders). Four of the women in

the study group were noticed to have a foreign body inside the uterus. This indicates that unsafe

abortion was attempted before they came to hospital.

Table (23)

Other suspicious finding on PV

Frequency Percent
Yes 16 2.2
No 710 97.8
Total 726 100.0

Another 16 (2.2% of the sample) had suspicious findings on vaginal examination such as uncommon

powders, abnormal discharge or genital tears that may imply a prior attempt of unsafe abortion.

G. -Post- abortion care (PAC) and client satisfaction

Table (24)

Duration of post-operative hospital stay

Frequency

Percent

Less than 6 hours

587

80.9
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6 ¢ 12 hours 99 13.6
More than 12 40 5.5
hours
Total 726 100.0

The majority of patients (80.9%) stayed less than 6 hours in the hospital after surgery, while only 99
patients (13.6%) stayed between 6 and 12 hours. Our observation is that, in many hospitals, most
women are discharged in less than 2 hours after evacuation. The majority of women who were
discharged earlier than 6 hours have probably not received any post abortion care (PAC). Forty

women (5.5 %) spent more than 12 hours with some of them reaching up to 72 hours. These last

groups are those who developed complications.

Table (25)

Patient satisfaction

1. Follow up visit after one week offered? Answer Percent
Yes 354 48.8
No 372 51.2
Total 726 100%
2. Was the staff friendly, respectful and caring? Yes 596 82.1
No 130 17.9
Total 726 100 %
3. Did the provider explain everything so that you could Yes 557 76.7
understand?
No 169 23.3
Total 726 100 %
4. Did you have privacy when talking with staff and also Yes 594 81.8
during procedure?
No 132 18.2
Total 726 100 %
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5. Did you have a chance to have all your questions Yes 535 73.7
answered?

No 191 26.3

Total 726 100
6. Was the amount of time you spent waiting for Yes 370 51
procedure acceptable?

No 356 49

Total 726 100 %
7. Was the amount of time you spent in the procedure Yes 710 97.8
room acceptable?

No 16 2.2

Total 726 100 %
8. Was a contraceptive method provided to you after the Yes 89 12.3
procedure?

No 637 87.7

Total 726 100 %
9. Did providers encourage clients to ask questions and Yes 335 46.1
respond to clients questions accordingly?

No 391 53.9

Total 726 100 %
10.DidpNP OA RS NA R A inéedigiohcerns&n8 | Yes 333 45.9
fears in a through and sympathetic manner?

No 393 54.1

Total 726 100 %
11. Did providers help the client make decisions regarding | Yes 258 35.5
methods, treatments etc.?

No 468 64.5

Total 726 100 %
12. Did providers tell the client to return if she has any Yes 301 41.5
concerns or complications

No 425 58.5

Total 726 100 %
13. Did providers provide information about all FP Yes 256 35.3
methods, describing benefits and risks?

No 470 46.7
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Total 726 100 %

This table shows in detail women satisfaction about the care they received. In general, the PAC
offered was less than satisfactory in many areas. The discrepancy seen in these numbers is because
the majority of women did not stay long enough after the procedure to be offered PAC as most of
them were discharged in less than 6 hours. O f those who had stayed, the majority (51.2%) were not
offered a follow-up visit and 87.7% were not offered contraception. Forty nine percent stayed too
long awaiting treatment and were dissatisfied.

2-Community- based study

1- Focus-group discussions (FGDs)

These FGDs concentrated mainly on youth students ages 20- 25, who are still at school or just
graduated. Participants were recruited from four different community based organizations within
Khartoum State by direct contacts. Safe international was initially responsible for recruiting and
informing participants about the focus groups by contacting and following up with telephone calls to

confirm attendance.
The four focus groups were held between November 5" and November 8", 2007. The following

table provides the community organization, time and date of focus group and the number of

participants.

Table 1: Focus Group Schedule and Participants

Community org. Focus Group Date Time Number of

Participants

Network for Adolescent & Youth | 11.05.07 1:15-4 pm 12 mixed (7
of Africa(NAYA) Females)
Safe International 11.07.07 1lam-12:35pm 6 Female
Sudan Family Planning 11.08.07 11:45am- 1:30pm 9 mixed (5
Association- Khartoum State Females)

Branch (SFPA-Kh)

SFPA- Kh. 11.08.07 1:40- 2:45pm 8 mixed (6

Females)
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Data collection methods and procedures:

The co-facilitator from Safe International provided an overview of the FG sessions purpose and
objectives and Safe International programmes and areas of focus. The future plans of the
organization were also shared with them. Following this brief introduction, the facilitator started
with introducing herself to the participants, followed by presentation of the ground rules. Next, an
oral explanation of participant privacy and confidentiality was provided. Specifically, participants

were told that:

1). Their participation was voluntary.
2) If possible we would take photos for the group.
3) Names would not be included in any documents developed from the focus group discussion.

Participants were encouraged to be open about their ideas and feelings.

Following this overview, the facilitator began the discussion using a structured Focus Group Guide

organized around six primary areas:

1) General well being

2) School, work and activities

3) Relationships and marriage

4) Health and sexuality

5) Sexually transmitted infections ( STls) and HIV/AIDS
)

6) Gender based violence.

Multiple questioning techniques were used to introduce the questions. The facilitator and assistant

used notes taking strategy and direct observations to record responses.

Major Findings:

Youth general well being:

Sudan is known for its strong family values and conservative and patriarchal culture, which, for the
most part, benefit young people and protect their well- being. Moreover, the lack of citizen activism
and political representation in the country prevent young people from participating in policy

decisions affecting their well- being.
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All the groups said that their basic needs were not met at any level or were met but not
satisfactorily, like in other countries (especially education). All the participants were not satisfied
with the available services, specially the health care services (either very expensive or not available
at all), and with clear shortages of water and adequate sanitation. They all agreed that these basic

needs are human rights and should be covered by the government

Some participants said that boys in their communities are luckier in satisfying their basic needs
0SOldzaS> Ay a2 Yb&ys conte Yirdt, fesheSidllyIn eQudafiot, dadtia i medical care.
This is because it is thought that boys could support the family more than girls who should be

prepared for marriage and may move away at any time.

5

lack of medical checking before marriage. Uncircumcised girls are socially stigmatized. A wide range
of concerns also mentioned included medical fitness, poverty, security in general, unemployment,
civil service, political situation in Sudan, intergenerational communication and finding a suitable
partner. Red lines within the family are clearly drawn when it comes to sex education, norms and
customs, and watching the free satellite channels. Social relations and family obligations are a big
burden and freedom of expression is lacking® . SOl dza S 2 F | f f feeliskf&Siditkeir

communities.

School, work and activities:

Education is a human right. In Sudan, universal education of children and women is accorded high
priority and is a national goal. The Comprehensive National Strategy for 1992-2002 set the goal of

education for all by the year 2000 (through pre-school, basic, formal, and adult education systems).

Illiteracy is considered a major constraint affecting the Sudan's development. The educational

system in the country is geared towards preparing students to serve in the public sector.

At £ GKS 3 NP dzLJA Qschdokavddhds Bhld qualityibfSeyuéatiRalthough some of them
couf RY Qi O2 y i A dGelz8 fanhilyi ecohdMB @aSoyfsiiand some had to work to help in
educating their siblings. Nowadays girls are more likely to be attending school than boys in terms of
numbers because boys think more about investing their time in making a living faster than they do
about continuing their education. Most of those who join the work force at early ages work in
marginalized jobs e.g. laborers (building, farming, factory), drivers or concierges, sales and marketing
person, etc (those lucky enough to have some capital in hand can start private businesses e.g. food

or drinks shop, bookshop, communication and perfumes etc. Those with any skill that can be used
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e.g. handcrafts, mechanic, secretary, housekeeper do so. To quote one participant:. Someyouth

have beerured irto prostitution and drugs or theft gangs by theeers and leave school because of

the lots of money they gain from this waik.

Poverty now affects more and more families in Sudan. Most of the families cannot afford high
education costs for their children and expect financial assistance, especially from boys after high
school. llliteracy and poverty go hand in hand. Some participants mentioned that they knew some
people their age who could not join school due to the family economic situation and they had to

work to assist their families to educate their younger siblings.

Most of the youth boys play football at local clubs. About 6 of the participants were members in
local clubs (sport, social or cultural group) and some girls joined coffee group at their areas and most
of these groups developed more into Koran learning groups (Khalwa). All the participants agreed
that the Sudanese youth prefer watching sports to participating in them due to culture restrictions

especially young girls.

Most of the participants said that they will allocate their free time to sleep, free reading, watching
TV, joining social and cultural clubs (discussion and learning groups), hanging out with friends just for
fun, practicing sports (swimming at pool or at the River Nile) , going jogging or passing time at

internet cafes.

Relationships and marriage:

Families are the main social security system for the elderly, sick, or disabled; they also provide

economic refuge for children and youth, the unemployed and other dependents. In Sudanese

culture, parents are responsibf S F2NJ OKAf RNBYy ¢Sttt Ayia2 (K23

reciprocate by taking responsibility for the care of their aging parents. Marriage is thus both an
individual and a family matter. Premarital sexual activity is common in many parts of the world and

is reported to be on the rise in all regions.

In Sudan it is easy for youth boys to find romantic relationships in their communities. In rural areas,
access to girls is not complicated because both sexes are in the working force in these areas and they
can meet easily. Also in urban communities it is very easy to start a romantic relationship due to

easy and cheap communication means especially with cell phones and the privacy youth have now.

Early marriage in rural areas is very common but divorce is also increasing due to immaturity,
especially boys (age of marriage is less than 20 years) and lack of financial independence. Marriage

between relatives is particularly high in Sudan especially in the rural areas.
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The marriage costs in urban areas of Sudan are significantly higher than in rural communities. The
dowry is customary according to Islamic laws (sharia), although a decisive percentage of the

population live under the national poverty line.

The rising cost of marriage has resulted in the youth entering into urfi marriage (common-law
marriages that are unregistered and generally secretive) as well as men marrying women who are

older and financially secure.

In response to these developments, the government created the Marriage Fund in the early 1990s.
The fundQ goal was to lighten the economic burden of marriage on young couples and to encourage
young people to marry with very simple and clear criterion. Along with establishing the Marriage
Fund, the government launched a campaign aimed at persuading fathers of prospective brides to

accept smaller dowries and less elaborate gifts and ceremonies.

Health and sexuality:

Health facilities frequently fail to provide young adults with specialized reproductive health
information, counseling and services. Cultural taboos are major obstacles to informed discussions
about sexual and reproductive health issues, particularly with regard to young people. Premarital
sexual relationships are forbidden, and talking about them or about sexuality in general is often
O2yaARSNBR (o022 ¢KS aAiAftSyOS aasSvya Ay LI
before marriage and the belief that talking openly about sexual and reproductive health might

encourage unmarried youth to have premarital sex.

The youth participants Listed their main health concerns as HIV/AIDS, drugs addiction among young
people, psychological disorders, RH problems and related services available for youth, spread of

cancers and smoking even among youth girls.

All the participants said that if they had any health problem, they would talk to their mothers, family
members (especially siblings) and lastly they may consult a friend. All the participants agreed that no
one (boy or girl) would ever try to consult his/her boy/girl friend. Very few girls mentioned that they
would talk to the mothers only. The first action they would think about is how to get money to see
the doctor and get medication and probably after consultation they may decide to see a doctor or

traditional healer or maybe just get the medication without seeing a doctor.

Very few of the participants (4) mentioned that they had members of their families who were

doctors. It is worth mentioning here that there are no family doctors as such in the whole country.
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All the participants said that they did not know any specialized health center for youth/ adolescents

in their communities.

Most of the youth participants had learned about sex from their peers at primary school especially
boys and then learned about the human reproductive system and health education from national
school curricula. All agreed that there was no proper sex education and even the little information
that existed was not properly delivered as the teachers were unprepared or too embarrassed to
teach them. Some participants reported that they learned about sex from media, books, family
member (most of the boys mentioned the uncle), internet and new technologies or from parents at

home.

All the participants reported that they were very interested in learning more about sex from the

right channels.

The participants agreed that girls weree more likely to wait until marriage to have sex because they
abided more by culture and cared more about their virginity, but also girls could be attracted to sex
through their peers or family members at early ages. Most of the youth boys had sex at early ages
just because they needed to experience and test their sexual abilities and to prove to their peers and
adults that they weree entering manhood. Still some parthA OA LJ- yia RARY QG I OOSLII 32
the wedlock or before marriage according to religious rules and personal values (abstinence until

marriage).

w O2YY2RAOGAS& IINB QAT 0fS Ay LKINYI®anda o0 dzi
some of the youth were afraid to be arrested by police because of their age. They are also more
likely to obtain services from informal sources such as shops, and traditional health practitioners
(cheap services). All participants mentioned that they knew and used condoms in their sexual life to
avoid STIs and pregnancy. All the participants knew for certain that a girl could get pregnant from
the first time she has sex or if she has it just only once. They mentioned modern and natural
contraceptive to avoid pregnancy. Also they verified some traditional ways to avoid pregnancy such
as some herbs and plants, and fruits of some trees. Youth girls in rural areas were at especially high
risk of getting pregnant and contracting STIs because they often did not use condoms, and lacked
the information on how to protect themselves in relation to HIV/AIDS transmission. This led to a lot

of births out of wedlock, STls including HIV/AIDS and unsafe abortion.

In case of unintended pregnancy, girls in Sudan generally use different methods to abort themselves

So3d &a2YS KSNbBa& I yR (i NBnEds@r taheSBIRiA mebigh® Th&yNBzA (1 & = R
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engage in hard sporting activities such as jumping or jogging, drink detergents, drink high quantities

of pure honey or insert hard objects inside the reproductive system.

STIs and HIV/AIDS:

According to the World Health Organization estimates young people ages 15 to 24 have the highest
infection rates of sexually transmitted infections (STls), including HIV/AIDS, and teenage women are
becoming infected at twice the rate of teenage men. In Sudan there is no data on HIV prevalence
rate in young people (15-24), but the national HIV prevalence rate is 1.6 (15-49) (Sudanese National
AIDS Prograin

Serious risks and consequences accompany increased premarital sex, particularly when young

people do not have access to adequate reproductive health services and information.

All the youth participants had adequate knowledge of AIDS and they did believe that HIV/AIDS
existed and is a reality. They mentioned that a person can get AIDS by the following ways: sexual
intercourse, blood transmission, sharing the use of sharp objects, sharing injections and from
mother to child. All the participants were not worried of getting the AIDS virus because they had the
concrete information and they knew how to protect themselves. They normally established
discussion with their peers. Some of the participants said they could identify AIDS patients at the last

stages from just a look. Similarly, from their voluntary work experience, they knew a lot about AIDS.

All the participants knew about other STIs such as Gonorrhea, Syphilis, Chancroid, Chlamydia,
Genital warts, herpes, Hepatitis B, Vaginitis - conditions that you could not be identified by simply

looking at a person who had them.

To avoid STIs the youth participants agreed that one should behave well and try to get the proper
information from the right source. Many of them especially girls, mentioned that they never sought
care if they experienced STls because they would feel embarrassed to be seen at RH clinics, or get
worried about lack of privacy and confidentiality. Girls were afraid of medical procedures such as

pelvic examinations (especially unmarried girls) and felt ashamed to talk about having abusive sex.

LY LI NIAOALIYGA O2YYdzy wérd \arii bmm6ilyNBe® alztl yidre réaly R | f
problems among young people. Recently, studies showed that a high percentage of girls at university
level had been addicted to drugs and alcohol due to many complicated reasons. Those addicted

youth had no community resources available to help or to treat them.

Gender based violence:
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Since girls are more likely than boys to be subjected to sexual violence, girls are at a higher risk of

becoming infected with HIV and other STIs at much younger ages.

Sexual exploitation of children and adolescents is a multibillion-dollar illegal industry, according to
UNICEF. Some young people become prostitutes in order to make money. In many places young
people are lured or forced into prostitution. Similarly, poverty leads many young women in sub-

Saharan Africa and elsewhere into sexual relationships with older men.

Most of the youth participants confirmed that they knew and heard of some youth who have sex
outside marriage, usually at early ages and between same sexes and for money (especially among

dzy A OSNEAGE FIANI AaQ addzRSydaoo

Recently we read in the newspapers about a lot of incidences of sexual abuse from neighbors,
relatives, teachers or strangers. All of the participants thought that rape is a serious and big problem
that should be considered as a discriminatory practice and was a serious crime at all levels. In some
countries, including Sudan, rape ends normally with killing for family honor. They all thought that
some Sudanese families, when they experienced a case of rape, would suppress the issue and
discuss it within a very small circle of relatives just to look for a secretive solution because they were

socially stigmatized.

The participants mentioned that there are a lot of health services they would like to have and be
available for all youth and young people, These include youth specialized centers, pre- marriage
testing centers and awareness campaigns. They also wanted easily accessible health care services,
communication services centers (internet, libraries and computers), sex education curricula and
AIDS-VCTs especially for pregnant young women. They demanded to be integrated into youth health
services, making use of the existing community system to raise the awareness about their demands

and stronger partnership with well established institutions.

2-Community leaders interviews

Interviewees Background

The number of participants interviewed was fifteen. They represented six categories from the

community: one trained midwife, five health visitors, i K NBS f 2 Ol f O2YYdzyAiie O2YY
three sultans (tribal leaders), one nurse and one teacher. Ten Muslim participants were recruited

from two different community areas within Khartoum State and five Christians originally from

southern Sudan now residing in Khartoum. Participants were recruited by direct personal contact.

Interviews were held in three days. The following table shows the community areas, number of

participants, date and time of interviews.

Table 1: Interview Schedule
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Community No. of participants Date Time

Areas

Family Planning | 4 Monday, January 14", | 11:30 am - 02:30 pm
Association(Abu 2008

Hamama)

Eltaweedat 6 Sunday, January 20" | 11:30 am ¢ 02:30 pm
District  Health 2008

Center

Mayo Internally | 5 Monday, March 17", | 10:30 am -01:30 pm

Displaced Camp 2008

(IDPs)

Of the 15 community leaders interviewed, there were 8 females (53.3%) and 7 males (46.7%). Their
ages varied between 35 and 45 years. Regarding their level of education, almost all of graduated
from secondary schools, except for four who were illiterate. All interviewees were actual leaders in
their own small communities, regardless of their actual professions.

Methodology

Information was gathered by means of probing and structured interviews with the aid of self-
administered questionnaires.

The questionnaire was designed to cover the personal information as well as information concerning
safe abortion in general and in Sudan in particular. Moreover, it covered related issues, like legality
of safe abortion in Sudan, frequency, consequences and complications of abortion. Information was
also obtained regarding methods followed to obviate a pregnancy, rightness to have an abortion and
eventually, views around whom to decide whether a woman should have an abortion. Interviewees
were interviewed individually and each interview took about 15 minutes.

The interviewer initially provided an overview of Safe International programs and then introduced
herself. She proceeded to more in-depth discussion about abortion and health hazards resulting
from unsafe abortion.

l'd GKS 0S3IAYyYAYTI 2F GKS AYGSNWASE:S GKS AyGaSNBAS
rights towards undergoing the interview, like refusing to answer when feeling not like answering and
so forth. In addition, confidentiality and privacy was provided. Participants were informed that their
names would not be included in any document and their permission obtained to take some photos

with them. They were also encouraged to share their ideas and opinions openly.
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After making these points clear, the interviewer began the interviews. Multiple questioning
approach was used to introduce questions and make them more understandable. The interviewer
took notes to record responses.

t I NJi A Gioldedyedioudd abortion

Most of the participants mentioned that safe abortion was the one performed by health experts,
such as professional doctors or trained midwives. They discouraged any abortion carried out by
individuals not belonging to the health cadres mentioned above.

Safe abortion they said, is the type of abortion performed by a modern provider, whether a
professional doctor or a trained midwife or any other person in the same field. Women in Sudan
usually go to midwives whether trained or not, especially those who became pregnant outside of
wedlock. They find it easier to approach the traditional providers. They say that going to midwives is
more comfortable. They pay and in return abort secretly, but when they go to doctors they will be
insulted and eventually abused. So they prefer being treated by untrained providers rather than
going to doctors. Some interviewees claimed that safe abortion is the type of abortion done for the

A 7
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Others added that safe abortion could be a solution for unlawful pregnancies or pregnancies
resulting from rape.

Regarding legality of abortion in Sudan, the majority said that it is illegal except in few situations.
They stated that abortion in Sudan is allowed only for married women who have serious health
problems, unmarried women who became pregnant after rape, when the fetus is deformed, or if the
mother got pregnant from somebody that the family did not like. This particularly happens within
southern communities, and will lead later on to tribal conflicts and ever-lasting stigma. They also
added that they knew about legality of abortion from the radio, newspapers, non-governmental
organizations (NGOs) representatives and from religious preaches introduced by sultans.

Case Studies
_Female aged 40.

, 54 LQ@Y®S KSINR FyR aSSy Ylyeée 2F GKS
abortion complications seemed to be resulting from the use of herbs, inadequacy,
inaccessibility and unaffordability of proper care. Complications of abortion start from
severe abdominal pain, severe bleeding which leads to anemia, then septicemia and
ultimately to DEATH. Those who do not die from abortion usually become infertile or
develop some kind of diseases in their uterus, like cancers for instance.

_Female aged 36

You see, everything forbidden is desired. So people should be enlightened about such health
AdadzSa | yR GKI G Q&hedichtioprogiaB BoreledpNRickdKd b&os
unlawful pregnancy, because woman can do whatever to get rid of it without paying
attention to their own well-being. Moreover, the community should look at the different
problems (e.g. socio-economic or psychological problems) that women encounter and try to
find reasonable solutions before unwanted incidents occur.
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_ Male aged 38.

If the girl is fond of sex and plays sex with boys from other tribes, her family will force her to
abort the pregnancy or she will be killed because this pregnancy will later cause non-
stoppable conflicts between both tribes.

-Male age 40.

| know that abortion is legal under certain conditions. It is legal when the girl or woman is

pregnant after rape or if the girl or woman is suffering from diseases like coronary heart
diseases, HV\! L5{ X ({ARYSe& FlIAfdz2NE IyR &2 FT2NIK® L R
legal.

NN

_Male aged 36.

Concerning the conditions under which abortion was regarded as legal, all the participants

agreed upon the following: if abortion was performed within the first 18 weeks of
LINS3IylyOes NBadzZ GSR FNRBY AyOSaildzzdza NBE I GA2y.
risk, like if she was infected with HIV\ AIDS, coronary heart diseases, renal failure or she had

acute bleeding, or if she was expecting a deformed child. So, they mentioned that any of the

stated causes could be permissible reason for a woman to abort the pregnancy.

On the other hand, abortion in Sudan was regarded illegal by some interviewees in cases like
when the act was performed secretly between the woman and the midwife without the
husband consenting. Some interviewees also considered that it would be illegal if it was
performed after the second trimester. Others added that abortion became illegal if
pregnancy resulted from unlawful relations or unlawful marriage. Participants confessed
that abortion in their communities was quite common and is becoming a serious social
problem. Moreover, they altogether disagreed upon giving the right to the woman to have
an abortion by herself, unless if she was not married. They think that this right should go to
her husband. These were mainly Muslims and they think so from the Islamic religion point of
view.

Methods used for terminating unwanted pregnancies in Northern Sudan reported by
community leaders

The methods mentioned below, to a large extent, represent the practice in the whole country. The
leaders interviewed were carefully selected to represent population from the north and south and
from Muslim and non-Muslim faith.

9 Blue powder: Women add water to blue powder and drink it in great amounts. Blue was
admitted by most participants as not healthy. It can cause, they said, appendicitis and other
complications.

 Oral intake of castor seeds, i.e., women swallows castor seeds with some water like tablets.
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Oral intake of aspirin in large amounts. This could be toxic and cause death.

Insertion of a foreign body into the uterus. This is usually done by untrained midwives who
actually have no scruples about committing such crimes. Inserted bodies or objects mentioned
include the IV line tube. It is inserted inside the uterus to seek its way until it reaches the nostril
of the fetus and by this way the performer gets rid of the pregnancy. This of course subjects the
mother to very serious health hazards later on. Another thing inserted is the latex of some
herbs, like elosharherb or its stems. The stem of Jews mellow (Melokeya is also often inserted
into the uterus to effect a termination.

Chloroquine injection was also used.

Another method used, was by the seeds of a herb locally called jidaweeyaor aufaina These
seeds are ground, boiled with some water and drunk like tea. It was said to have an obnoxious
smell, but is very quick in aborting. It was also believed to make adults fat and waste away
youngsters at the same time.

Methods used for terminating unwanted pregnancies in _Southern Sudan reported by

community leaders

1
1

1
1

Hijleej (laloohtrees): Hijleej ®eds are ground. Water is added to them and then drunk. They
said that one concentrated cup is enough to get rid of the pregnancy.

Tamarind leaves: Tamarind leaves are dried .Water is added and the solution drunk. Also one
concentrated cup is said to be enough.

Match powder: Match powder is adder to water and drunk

Blue powder is drunk with the addition of some water.

Mahogany trees: The outer part of the mahogany stem is ground until it becomes a powder
and some water is added to it and then drunk.

Injection of some herbs into the uterus.

Antibiotics are also consumed for abortion. They said that for a 2 month pregnancy 5 tablets
are swallowed, but for a 4 month only 3 tablets are enough. No specific antibiotic was named.

Panadol (Paracetamol) is also used .These tablets are soaked in water and drunk when totally
dissolved. They said that 6 tablets were enough for aborting any pregnancy.

Insertion of catheter line tube inside the uterus.

Insertion of intravenous line tube inside the uterus.

Complications

-Female aged 36omplications resulting from induced abortion that are common
include bleeding, shock, fever, prolapsed uterus, inflammation, weakness and infertility. If
complications go worse it will lead eventually to DEATH.
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With regard to the complications of abortion, all the participations confessed that the consequences
2T dzyal FS Fo2NIA2y YAIKEG fSFER G2 &SNR2dz
to death.

pu

At the end of the interview, participants were asked about who should be taking the decision of
having an abortion and they all agreed that the decision should be taken by the husband, wife and
doctor if the expectant mother was married. If the mother was not married, then the decision
should go to her, her sponsor and the doctor.

_Male aged 35I think that the decision concerning abortion should be taken by doctors
ONLY, because they are the only ones that could perform abortion safely.

3-Mid-level LINR @ AirfRef/ishR &

Background

Twenty nurses were trained on post-abortion care and the use of MVA kits in the past few years.
They are all postgraduates. Some of them are diploma-holders; others are bachelor and master
degree holders. Their ages varied between 30and 40 years. Currently, they work as midwives, nurse
clinicians and/or administrators. Although a few of them are practicing some aspects of PAC such as
counseling, contraception and infection control, none of them is currently allowed to use the MVA.
It was not practically possible to bring them all for interview for various reasons and, therefore, one
of them, Ms A.A., was interviewed. She spoke for all of them and we believe what she said honestly
represents the present state of affairs regarding this issue.

Place and nature of training

The training was done in many governmental hospitals as well as private hospitals. It mainly focused
on infection control, processing of equipments, counseling, family planning services and the use of
MVA. These services are introduced in labor rooms, in theatres and post -abortion care (PAC) clinics
inside the hospitals.

Are they practicing PAC?

Despite the training in this area, mid-level providers are not allowed to use the MVA in Sudan as the
law of the country does not permit them to use it. These nurses are calling for highlighting their role
in this area specifically. They are quite aware that maternal mortality and morbidity rates from
unsafe abortion will always be escalating if their role is not activated and addressed. These mid-level
providers are eager, enthusiastic and willing to work in very remote areas and villages as compared
to the high ¢level providers.

Discussion

An unsafe abortion is defined as a procedure for terminating an unwanted pregnancy either by
persons lacking the necessary skills or in an environment lacking the minimum medical standards or
both (Safe Abortion: Technical and policy guide for health systems, WHO, Geneya, 2003

At the special session of the United Nations General Assembly in June 1999, Governments agreed
i K linicircamstances where abortion is not against the lagalth systems should train and equip
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health-service providers and should take other measures to ensure that such abortion is safe and
F 0O0SaaAofSd® ! RRAGAZ2YIf YSIadNBa akKz2dzZ R 6S Gl 1Sy

Recent estimates are that at least 15% of all pregnancies end in spontaneous abortion, and in many
countries unsafe abortion is the cause of as many as 50% of pregnancy-related deaths(Report of a
Technical Working Groyppril 12-15, 1992, Geneva, WHO, 1993). Although death is less likely with
spontaneous abortion than induced unsafe abortion, women who present with suspected
spontaneous abortion also need immediate care( Wolf M: Consequences and Prevention of Unsafe
Abortion: Report of Two Panels at the Xlll World Congress of Gynecology andic3bstetrth
Carolina, IPAS, 1994).

The World Health Organization estimates that 46 million pregnancies end in induced abortion
annually world-wide. About 20 millions of these are estimated to be unsafe and 13% of pregnancy-
related deaths are due to complications of unsafe abortion (Safe AbortionTechnical and Policy
Guidance fdrealth systems, WHO, Gengva

During the three months period of this study, there were 5140 deliveries in the 5 hospitals and 726

abortions, 24 induced and the remainder spontaneous, giving an incidence of abortion of 14.82% in

hospitals. This is fairly comparable to the international estimates as mentioned above. We do not

know the exact incidence of abortion in the community where the incidence could probably be

similar. It is believed that, in countries like Sudan where hospital beds for termination of pregnancy

FNE Ay akK2NI &adzlllX e FyR |02NIA2ya FNB AyRdzOSR
AYSOAGEIroES YR GKNBIGSYSRE I 0 2dddiehoRinfldced dbbrfioh I A S
(Rushwan HM et al, Incomplete abortion in Khartoum: a second look. POPLINE Document Number:
002211. Source citation: In: Rushwan HM. Clinical and epidemiological aspects of incomplete
abortion in Khartoum. Doctoral dissertatiomilersity of Khartoum, 1976. Appendix-2)1

The demographic patterns of unsafe abortion are important for providing effective interventions to
prevent unsafe abortion and provide effective post-abortion care. The incidence of unsafe abortion
is known to be high in low socio-economic groups, with a high incidence of complications. In this
study, the incidence of abortion was found to be high among women with little or no education and
un-employed women. The most at-risk age group according to this study is 25 to 29 followed by 20-
24 years. One study addressed the issue of age and abortion globally including Africa (Regional
differences irage pattern of unsafe abortion. Suggest need for tailored intervention, Deborah Mesce,
October 2005. Population Refereri8ereau PRB homepage on the internét)vas concluded that
60% of unsafe abortions occur among women less than 25 years of age in Africa. This age difference
could be partly explained by the fact that our study was conducted in hospitals and addressed
mainly spontaneous abortion.

The risk of abortion generally increases with the extremes of age. Unsafe abortion in particular is

more common in younger women. Over 40% of unsafe abortions among adolescents in the
developing world occur in Africa, mostly under the age of 25 years (Regional differences iage
pattern of unsafe abortion. Suggest need for tailored intervention, Deborah Mesce, October 2005.
Population Reference Bureau PRB homepage on the internet).

In this study there were few girls who married early, at 10 years in one case. Compared with levels
20 years ago, early marriage has declined in much of Asia and sub- Saharan Africa; however, girls are
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still marrying at a young age in some countries(Alan VGuttchher InSEitutev (AGI),’ Iqto a Nevy World A
Yazy3d 22YSyQa { SEdz f FYR wWSLINRRdAzZOUA DS [ ADSa 6bSg
In Sudan, the law permits induction of abortion in very limited situations. It is only permitted in cases

where continuation of the pregnancy constitutes a significant medical risk to the mother, and in

cases of rape or incest. With such tight regulations, many abortions will be expected to be
performed outside the health facilities. Because of the tight restrictions imposed by the law, most of

the abortions are performed with the utmost secrecy by unexperienced personnel in very unhygienic

and unsafe surroundings. Complications of unsafe abortion therefore, including maternal mortality

and morbidity will be high. Unsafe abortion also leads to serious long-term complications such as

infertility. In this study, no maternal mortality was encountered. This is because the study was
conducted within central hospitals which have the necessary basic equipment and no similar data

was available from the community. Still, a wide range of abortion morbidity was discovered inside

the hospitals, including sepsis and hemorrhage. These are fatal complications of abortion and a lot of

women who cannot access medical care will be expected to die of these complications in rural areas.

The risk of death following complications of unsafe abortion is several hundred times higher than

when the procedure is performed professionally under safe conditions. Although the overall rates of

abortion are similar in the developed and developing world, unsafe abortion is concentrated in the
developing world. For example in 2003, 97% of all unsafe abortions occurred in developing world

(Sedgh et al, Induced abortion: estimated rates and trends worldwide. Lancet. 2007 Oct 13;
370(9595):133815

The situation regarding legality of abortion is not the same in all countries. Most developed
countries allow termination of pregnancy for a wide range of indications and all countries world-
wide agree upon termination to save maternal life and in cases of rape. However, awareness among
women about their right to have an abortion within the law is not high. In our study about 3% of
women were induced for maternal disease and rape.

In South Africa for example, the Choice of Termination of Pregnancy Act was passed in 1997
providing abortion on demand for a variety of cases. Still, the majority (56%) of the population
believe abortion is wrong in all case (Abortion in South Africalnternet article from Wikipedia, the
free encyclopedia)This means that easing the laws on abortion alone is not enough and other
cultural beliefs and traditions must be addressed. Women need to be educated about their right to
have abortion within the law. Cultural and other issues preventing women exercising this right
should be addressed patiently and sensitively.

In most parts of the world, unsafe abortion as a cause of maternal death cannot be confirmed or is
concealed. A ban by law is one thing. Reality is another. Women determined to end their
pregnancies will find a way, sometimes with devastating consequences.

Sudan has been in a state of ongoing civil wars for the last 50 years. This has resulted in large
numbers of the population being internally displaced. Many of those have resided in the capital city,
Khartoum and other major cities and many still live in war-affected zones. A natural outcome of
these conditions is a considerable rise of poverty and illiteracy. Such conditions are optimal for the
practice of all unsafe health habits including unsafe abortion and occasionally rape in war zones.
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Around one in twenty rape cases will result in unwanted pregnancy. Many others result in desertion

by husbands and/or chronic illness such as chronic pelvic inflammatory disease, HIV and sexually

transmitted diseases. Statistics on rape suggest that between one-third and two-thirds of rape

victims worldwide are 15-years-old oryounger ([ ® | SAaS S | f ®X dG9yRAYy3I +£A
Population Reports, Series L, No. 11 (Baltimore, MD: Johns Hopkins University, 2000)

Women refuse to report forced sex for fear of abandonment, isolation and stigma. Between October

2004 and February 2005, five hundred women and girls who had been raped were treated in Darfur
(Abortion care needs in Darfur and Chad, by Tamara Fetters, from Forced Migration Review issue
25,University of Oxfordd3 May 2006)This is not surprising because of the civil war and internal
displacement occurring in the region. These women are in some way lucky because medical care,

including that provided by NGOs is available and accessible locally.

A hospital based study conducted at Alfashir hospital, Darfur, Sudan, between 2003-2005 found a
high maternal mortality in Darfur, with a ratio of 640/100,000 live births. The most common cause

was septicemia following obstructed labor or abortion- related sepsis (A A Haggaz et al, High
maternal mortality in Darfur, Sudan. Internationaurnal of Gynecology and Obstetrics. Volume 98,
issue23, Pages 25253 September 2007

The maternal mortality rate in Sudan is much higher than in many third world countries. The most
recent available data estimate the Maternal Mortality Ratio to be 1,107 per 100,000 live births, one

of the highest in the world (Sudan Household Health Survey, SHHS, 2004 )national levels of
maternal mortality in Sub-Saharan Africa most likely vary from 250-700 per 100,000 live births
(Boerma T., The Magnitude of the Maternal MortaRyblem in subSaharan Africa. Soc Sci Med.
1987; 246)551).

The exact contribution of unsafe abortion to this high maternal mortality ratio is not precisely
defined, but must presumably be very significant. In the hospital-based part of the study, no
maternal mortality was identified but the range of maternal morbidity was great. Upon admission to
hospital, 8.3% of the women had fever indicating sepsis. Another 2.4% developed fever after
curettage, indicating that the infection was acquired during the procedure. The obvious conclusion
from these findings is that, many of the abortions conducted in the community, where facilities are
un-comparable to hospitals, will be unsafe.

In Latin America, clandestine abortion is the commonest cause of maternal death (M.H.Baldo,
Reflections on maternal mortality in two decades, La Revue de Santé de la Mediterranean Orientale,
Vol.6, No.4, 2000 The situation of unsafe abortion is not different in many African countries. In
Mozambique a maternal mortality audit identified 106 cases of maternal death in Maputo, 9% of

which were due to septic abortion (Granja AC et alAvoidability of maternal death in Mozambique:
Audit and retrospecti risk assessment in 106 consecutive cases Afr J Health Sci. 2086; J{B

4):37.).

In a district in Northern Ghana, Mills S et al found that the most common cause of maternal
mortality were abortion related deaths ( Mills S et al, maternal mortalitgecline in the Kassena
Nankana district of Northern GhanslaternalChild Health J.2007 Oct 23 Epub ahead of print).
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In Nigeria, unsafe abortion is a major contributor to maternal mortality, with induced unsafe
abortion constituting the main bulk. Out of 93 pregnancy- related deaths, there were 11 abortion C
related deaths (11.8%). Of these, 9 (81.8%) were induced abortions and the remainder complicated
spontaneous abortions (Nwogulkogo EEEzegwui HU.J Obstet.Gynaecolog 200714@(8):853-7.).
The authors recommended that improving access to family planning and reproductive health
services may reduce abortion-related maternal deaths.

It is more logical and cost effective to prevent unsafe abortion than to treat its consequences.
Contraception is an effective measure of preventing unwanted pregnancy and subsequent need for
abortion when used properly. Internationally, overall abortion rates are similar in developed and
developing countries, but unsafe abortion is concentrated in developing countries. Sedgh G et al
mentioned that in 2003, 48% of all abortions worldwide were unsafe, and more than 97% of all
unsafe abortions were in the developing world. They concluded that, ensuring the need for
contraception is met and that all abortions are safe, will reduce maternal mortality substantially
(Sedgh et al, Induced abortion: estimated rates and tremdsiwide. Lancet 200 7oct 13;370
9595:133845.).

In our study almost 50% of the women were not counseled about contraception before discharge
from hospital. This was partly because they were discharged too soon. Rushwan H. et al studied
contraceptive practice after women had undergone spontaneous abortion in the capitals of two
Muslim countries, Sudan and Indonesia. Although it could not be determined which of the abortions
were spontaneous and which were induced, they found that the rate of uptake of contraception
which was initially low, increased by a third in both cities when contraceptive counseling was
provided ( Rushwan H et al, Contraceptive practice aftesmen had undergone spontaneous
abortion in Indonesia and Sudan. Int J Gynaecol Obstet. 19(B);2819.).

The lack of safety in the management of abortion sometimes results from the financial inability to
provide safer methods. The WHO recommends that all terminations before 12 completed weeks
from the last menstrual period be carried out either medically or by the manual vacuum aspirator
(MVA). Most of the women in this study underwent evacuation of the uterus using formal sharp
curettage and very few received medical treatment or MVA, even though more than 86% were equal
or less than 12 weeks gestation. It was therefore not surprising to notice a large range of
complications including heavy bleeding and genital trauma. As the procedure is usually carried out
under general anesthesia, it was not surprising that some patients developed anesthetic
complications. None of these complications was seen in those treated with MVA.

In a recent study in Bangladesh, Chowdhury ME et al found that abortion related maternal mortality

fell sharply since 1990. Among other factors, they concluded that termination of pregnancy using the
manual vacuum aspirator was clearly important (Chowdhury ME et al, determinants of reduction in
maternal mortality in Matlab, Bangladesh: &0-year cohort study. Lancet. 200@ct 13
370(9595):13268.).

A large number of women in the study group waited a long time after they reached hospital before
they received care. This may be partly explained by the local culture where abortion is not given
priority among other emergencies.
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Delay in seeking care can occur in 3 ways; making the decision to seek care, delay in reaching the
facility and delay in receiving care after the woman gets there. Raising community awareness and
identifying high-risk women for hospital care may be ineffective if the facility is inaccessible, the
condition of the roads is bad and the actual distance to the health facility is too long. However, it
cannot be excusable for care to be delayed after the woman reaches the hospital. Mid-level health
providers can help greatly in this issue, where medical doctors may be in short.

Buor D. and Bream K. carried out an analysis of the determinants of maternal mortality in sub-
Saharan Africa. In view of the high cost of training physicians, they recommended that middle-level
health personnel may offer an affordable alternative to handling emergency obstetrical cases to
address the shortage of physicians ( Buor D, Bream K. An analysis of the determinants of maternal
mortality in subSahaan Africa. 3 2 Y S yAd€alkh(Larchmj. 20040ct;13(8):92638.)

The majority of women in this study were discharged very soon after the procedure, sometimes in
less than 2 hours. In some cases this may be due to shortage of hospital beds. Such an early
discharge will not allow women to receive a proper post-abortion care (PAC). In fact most of them
were unsatisfied with the PAC they received. This may be due to the short stay or lack of staff or
both.

The importance of PAC cannot be over-emphasized. The WHO recommends that women should be
counseled following abortion (Safe Abortion: technical and Policy Guidance for health systems, WHO,
Geneva, 2008 They should be offered contraception, advised about the potential complications and

asked to report to the hospital if they developed any problems occur. They should also be offered
follow-up after the procedure.

The community-based part of the study addressed the concerns of the youth and opinions of
community leaders about abortion practices.

The youth complained about lack of sexual education among many other shortcomings of the heath
services. Ages 15 to 24 (defined by the UN as youth group) represent a period in life when one
makes the transition from the dependence of childhood to the independence. It is also a period
during which a number of social, economic, biological, and demographic events occur that set the
stage for adult life, such as marriage and entrance into the job market.

The importance of sexuality education for youth is thus extremely important. It has long been

hampered by adult concerns that knowledge will promote promiscuity among unmarried teens. This

is certainly incorrect. Worldwide reviews of studies by the World Health Organization and United

Nations conclude that sexuality education does not encourage early sexual activity, but can delay

first intercourse and lead to more consistent contraceptive use and safer sex practices(UNAIDS,

Impact of HIV and Sexual Health Education on the Sexual Behavior of Young People: A Review Update
(Gereva: UNAIDS, 1997).

It was also evident that RH service, including contraceptive advice and its availability to this age
group was inadequate. From what they had heard, unlawful sex and unsafe abortion was a
significant problem in their communities. Many of them mentioned that, when a girl gets pregnant
outside marriage, she does not go to hospital and would seek traditional treatment.
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It was evident from the community- f S | Re&nfddsiéns that unsafe abortion is on the increase in
their communities. Many women with unwanted pregnancies resort to traditional unsafe methods
which were largely similar in different communities from north and south, both among Muslims and
non-Muslims. Many attributed this to the fact that the woman and her family prefer that the
pregnancy not be disclosed. Others mentioned that safe abortion services were either not available
to them or too expensive.a Y& G6SNB I 6 NB lo2dzi 62YSyQa
and some were not. Some had cultural and not religious reasons to refuse abortion and many had
both.

They all agreed that unsafe abortion is serious a problem in their communities that needs to be
urgently addressed. What they said we believe represents the situation in the whole country as they
were carefully selected from different religious and ethnic backgrounds.

Conclusions and recommendations

Recommendations to healtlcare providers

1- Both spontaneous and induced abortion can be unsafe, whether occurring in the community
or treated in hospital, if adequate measures to guard against infection are not followed.
Safe abortion services must be made available and easily accessible to women who need
them. The staff who deliver this service must be trained adequately in infection prevention
and control and protocols must be prepared and strictly adhered to.

2- Unsafe abortion is more common among low socio-economic groups and age groups 20-29
years. More attention should be focused on these categories of women. Some women seem
to know about their right of having an abortion within the law. However, more needs to be
done to increase community awareness about these rights.

3- Most abortions are carried out using traditional sharp curettage. Health care providers must
be encouraged and trained to treat abortions less than 12 weeks gestation medically or
using the MVA. Surgical abortion using the MVA is very safe, cheap and requires no general
anesthesia. It should be utilized more frequently by doctors after adequate training. Mid-
level providers should also be trained and permitted to use the equipment within the law.

4- Many women with abortion who can access medical facilities wait for long periods before
they receive treatment. This results in unnecessary blood loss and increased risk of infection.
Women who are treated in hospital are discharged too soon after the procedure. This may
be due to shortage of hospital beds and/or the assumption that abortion is not as serious as
other surgical emergencies. This attitude deprives women of their right to receive PAC and
should be changed. Many women do not receive adequate PAC. Women should be properly
counseled by trained personnel, offered contraception and advised about the complications
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of treatment by doctors and trained mid-level providers. This may be better achieved by
establishing separate early pregnancy assessment units in hospitals.

Recommendations to policynakers

1-

_Maternal mortality is increasing in Sudan with a ratio of more than 1100/100,000 live births.
The increase is not uniform, with the war-affected zones making the highest contributions.
The contribution of unsafe abortion to this high mortality is not known and is expected to be
substantial. More work and studies, difficult as it may be, need to be done to address this
issue. This is extremely important for the success of any measures that may be taken in the
future to prevent unsafe abortion.

The laws should be amended to allow trained mid-level providers to use the MVA within the
law. This is especially true in rural areas and will guarantee safer abortions and decrease
demand on hospital beds. Because Sudan is a very large country with no modern roads and
very difficult access to hospitals, training of local care providers should be considered.

Unsafe abortion is a common problem in all communities in Sudan, regardless of the ethnic
or religious back-ground. Awareness about the serious complications of unsafe abortion is
fairly high among most communities. However, safe abortion services are lacking, and most
women resort to traditional unsafe methods when they want to get rid of an unwanted
pregnancy. Safe abortion services must be made available within the law and easily
accessible to all women. Women should understand about their right to have abortion
within the law and cultural and other beliefs that stand in their way must be addressed.
Many women in rural areas may not be able to reach hospitals because of bad roads and
long distances to nearest health facility. More needs to be done to make safe abortion
available in local communities by providing trained personnel from the same community,
the necessary equipment, and improving road conditions and transportation

More measures could be adopted to improve awareness among the youth and community
at large. These should include premarital counseling, integration of sexual and RH services
for young people into existing PHC services, greater engagement of the government and civil
society to improve the educational and job opportunities for them and involvement of
young people in the designing of sexual and RH programs to guarantee sustainability.
National policies that concern youth RH needs should be clarified and widely disseminated
to providers and policymakers.

The youth and under-privileged are the most vulnerable groups. We recommend that there
should be health clinics that offer youth- friendly services, including contraception, in and
out of clinics by specialized and trained health providers. Using mass media, popular
entertainment programs and peer education will help in raising awareness among the youth.
Developing a comprehensive sex education curricula at early stages (stage 3) and sex
education programs that most easily reach young people through school and other
institutions where they meet, will be very helpful. Parallel programs for parents are helpful
in fostering intergenerational communication.
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Appendages

1- Hospital dbased questionnaire

Republic of Sudan
Safe International

Impact of Unsafe Abortion on Maternal Mortality in Khartoum State

Identification

1.Locality X X X X X X X®OKXPXeXHospital NI Y'S X X X ® d8XUpba XRU@dd dzNB 'y I mz |

4. Hospital Type 1.Fedral

Interviewer data

LName X X X X X X X X X @ X X X Xoccupatioh® XK E X X X X X X X X )

3. Telephone number X X X X X X ® ® © e X X X O X & XSindturggXdX X ¢ ¢
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ivate data:

XX XXX X X dPihoxedNurabdr X X ® ®dResidende X X X X X X & XAgeX @ n Yars.

. Single 2. Married 3. Widowed 4. Divorced 6.Age at first marriage Years

M® [ AGSNIF GS Hd . arxo odPd{ SO2Yy RI NEB

mployed 2. Unemployed 3. Skilled Manual 4.Unskilled manual. 5. Self employed (business owner)

onnm® [ AGSNI 4GS H®. | &A0 od { SO2YyRI NE
tion: 1. Employed 2. Unemployed 3. Skilled Manual 4.Un skilled manual. 5. Self employed (business owner).
production:

en birth ? Yes No 2. Have you ever given a birth to a baby who was born alive but later died? Yes No

’ 4. Age at first birth 5.Duration of pregnancy Months 6. Did you visit any one for a check on this pregnancy? Yes

tor 2.Trained health worker / Midwife 3.Traditional birth attendant

your last menstrual period start ?1. Days 2. Months 3.  Years 9. Have you had any abortion before? Yes no 10.If ye
een circumcised? Yes No

ieard about contraceptives? Yes No 13. Have you ever used it? Yes No 14. What is the last type of method you used -

3. Injections 4. Jelly /diaphragm/ foam 5. Condom 6. Periodic Spacing 7. Withdrawal 8.0ther6 { t 9/ L C

itient History
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laints: Please tick the suitable space which describes the patient situation :

2.Fever

0d! GR2YAYI §

LI Ay

Patient temperatureX X X3® fulseX X X kK YA Blodd pNB & & dZNB X X X ®

. 1.Complete septic

iced inside cervix

2.Complete non septic

Other suspicious findings on PV (SPECIFY)

yspital Intervention :

dical Management

vative Medical Management: 1. No drugs

vail A S aSRAOI ¢

| Treatment: 1. Sharp Curettage

3.Incomplete septic

2. Medical abortion 3. Surgical abortion.

2. Manual Vacuum Aspiratory

192NIA2YY MO ¢@&LIs

4. Incomplete non septic.

2. Oral antibiotics 3. Inject able antibiotics

2T RNHzA dza S

3. Electrical Suction

ia Used: 1. None 2. Local 3. Regional 4. General

testhesiaxm @ { Y22 (i K H® b2 {Y220K
omplications: Did the patient suffer from any of the following complications? Heavy bleeding . Shock
ion Cervical trauma Uterine perforation

Lost 1. Mild 2. Moderate 3. Severe

lood transfusion? Yes No 10.Duration of staying in the hospital 1.Days 2. Months

rone Week :

R

K

6{ LISOAT

o9
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2. Suffering from vaginal bleeding 3. Abdominal pain 4. Abnormal vaginal discharge 5. Fever

IENT SATISFACTIONS &COUNSELLING OFFRED

ndly, respectful and caring? Yes No 2. Did you have privacy when talking with staff and also during procedure? Yes N
explain every thing so that you could understand? Yes No 4. Did you have a chance to answer all your questions? Yes N
me you spent waiting for procedure was Minutes /Hours. 6. Was the amount of time you spent waiting for procedure acceptable
me you spent in the procedure room was Minutes.8. Was the amount of time you spent in the procedure room acceptable? Yes
of pain you experienced during the procedure acceptable? Yes No 10. Did you have any complication after the procedure?

LAY 0PIEOSE A XEKXXDOPPRIPWI b2 20 KSNI O2wvex K

otive method provided to you after the procedure?1. Condom 2. Pills 3. Injection 4.1UD 5. Female sterilization

] 6ALISOATFTREOXXXXXXXX
2 dzNJF 3S Ot ASyidGa G2 a1l ljdzSadAaz2ya yR NBaLRyR (2 GA&KISA f RS

ympathetic manner ? Yes No 14. Providers provide information about all FP methods, describing benefits and risks? Yes
lient make decisions regarding methods, treatments, etc.? Yes No 16. Providers tell the client to return if s/he has any conc
No

2- Focus Group Discussion Guide for Youth

Date Facilitator
Sex Number of participants Age range
INTRODUCTION : | am interested in learning about some of hib@lth needs of

adolescents/youth living in your community. | would like to ask your permission to ask you
guestions about health care and other issues related to health care. You are not required to
answer any questions. However, your answers edgtifiential. The information will help us

to learn more about the health and well being of young people in the community and to
advocate for improved services and assistance. | expect our conversation to last about one and
ahalf to two hours.

About your general well being
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T

T
)l

Do you have everything you need for basic survival (food, water, and shelter, and clothing,
medical care)?

What are the main health problems young people are facing in your community today?
What are the biggest heath fears amantgyeeople in your community today?

About school, work and activities

)l
T
)l

1
1

Do all of you attend school?

Do girls and boys attend school in equal numbers? If not, how is attendance different and
why is it different?

Do you know girls/boys who do not attendhaal? What are some of the reasons why
girls/boys would not go to school or would stop going?

Do you work or know young people who work? What kinds of work do they do?

What activities are available to boys/girls? What are the kinds of things that yourdo
free time? Are you a member of a local club or group?

About relationships and marriage

What age do people usually marry? Is there a traditional marriage ceremony? What is it?

About health and sexuality

1
1

T

= =4 4 A

What particular health concerns de/ioys have?

If you had a health problem, what would you do first? Would you have a doctor to go to?
Who else would you see?

Are there any centers that are just for adolescents/youth? Have you ever visited a center that
is specifically targeted fauth? If yes, what attracts you to the center?

What if the problem concerned your sexual or reproductive health? What would you do?
Would you go to see someone? Who would it be? Would there be people you could talk to
about it? Who?

How did you lear about sex? Do you learn about reproductive health issues in school? If
so, what kind of things do you learn? Do you learn things outside of school? Where? Are
you interested in learning more?

Are condoms available to young people? If so, from where?

Are young people using them? Do girls use them? Do boys use them? If not, why not?

If the partners do not want pregnancy what do they do?

Can a woman get pregnant the first time she has sex? Can a woman get pregnant if she has
sex only once?

What ae the ways one can avoid getting pregnant? What are the modern ways? Are there
traditional ways? Where would you go to get contraceptives? Anyplace else? Do you have
to buy them? Is it difficult or easy to get contraceptives? Why? Do you thimdsthatt

your friends are protecting themselves/their partners from becoming pregnant?

Sometimes girls are pregnant but they don't want to be. What do girls do when they are
pregnant but do not want to be? Modern ways? Traditional ways?

About STIs and HIV/AIDS

)l
il

Have you heard of AIDS? Do you believe it exists?
Tell me all of the ways in which you believe a person can get AIDS?
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Are girls/boys worried about getting AIDS? Do you think your friends are at risk of getting
the AIDS virus?

Do you know of anyoneith AIDS? Do you know anyone who died of AIDS?

What can be done to prevent AIDS?

Do you know of any infections one can get through sexual intercourse? What kinds?

HIV/AIDS, Gonorrhea, Syphilis, Chancroid, Chlamydia, Genital warts, herpes, Hepatitis B,
aginitis, Other?)

Is there anything a girl/boy can do to avoid getting STIs? What?
Can you tell by looking that another person has a STI?
What do girls/boys do if they think they have an STI? Do they see a health worker?

Is there a drug problem in yaommunity? Which drugs? Intravenous? Alcohol abuse
Other? What can do young people do if they have a problem? Are there community
resources for them?

About gender based violence

= =4 -4

= =4 4 A

Do you know of girls/boys who have sex for money, protection or food?

With whom do they have sex? What do you know and think about this kind of situation?

Do you know of girls/lboys who were forced to have sex with others (relatives, teachers,
others in position of authority

What do you think rape is?

If a girl/boy was raped hes who would she/he tell; who would she/he go to for help?

What services are available if a girl/woman has been beaten?

Are there healths services that you would like to have that are not available to you? What are
they? Which are the most important?

3- Community opinion leadersinterview guide
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Introduction before beginning the interview
(Please read this first and explain the contents to the client).
Namaste!!!l lam...... ... | work in Safe Internationdh&adam.

0 We ar e conducting this interview to assess
community.We hope that you can help us by agreeing to let me interview you today. Your name will not
be recorded.

You have the right to refuse to be irimwed or answer any question that you do not feel like answering.
Your participation or refusal to participate in this interview will not affect the services you receive in any
way. The interview will take aboutl®0minutes and all the information w#l kept completely
confidential. You can terminate the interview at any point.

Shall | begin the interview?

,,,,,,,

,,,,,,,

No eeéeéeéeéee?

oL IL_IL ]

SECTION B: BACKGROUND

B.4 | What is the highest grade you Rl | | i ter ateééééeél
completed? _

Nonf or mal educati?2

Primary (35) 3

Lower secondary-®) compl 4

Secondary{80) compl el5

//////

Intermedia e and above¢7
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B.5

What religion do you follow?

Musl i mééeeeéeééeecec

Christianéééeéceé

Ot her (specify)é

3

B.6

B.9

What is your main occupation?

Agriculture.
Landless peasaagfriculture labour
Teacle r .

Service holder
(GO/Corporation/NGO/INGO) é

Service holder (
Contactorbr ok er éé ééé
Businesséé. . ééééé
Empl oyee in fact

Unskilled | abour

Soci al wor ker é éé
Stuknt éééééééééeé.

,,,,,,

,,,,,,,

. 01

02

03

04

05

06

07

08

09

10

11

12

13

14

B.10

What is your marital status?

Never marri edééé

Married ééééeéeeéecéece

» Sec E

SECTION A: KNOWLEDGE ABOUT ABORTION

Q.N.

Questions

Coding Categories

Goto
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Q.N. Questions Coding Categories Goto
F.1 | What is safe abortion? Performed by tr néed 1
We | | equi pped c ni c 2
(Multiple response possible)) Usi ng her bal me cin 3
Done by TBAéééeéééeeée 4
Causes no adver im 5
Dondt knowéeéeééeééeeée 6
No responseéééééeéééé 7
F.2 | Is abortionlegal in Sudan? | Y e s €.é.é 1
No 2
Don't know éééééééé. 3 |FD
F.3 | Where did you learn that Radi o0ééééééééééé 01
abortion is legal in our
country? TVééeéeeéeeeéeeeeeeé 02
Newspaper/ magaz eéé 03
(Multiple response possible) H€ @1 t hwor kéeerée.e.€ é € 04
TBAéééééeeeeéé 05
Chemi st ééeééeéeéeéeeéeeéeé. 06
Pamphlet/brochurgdo st er é é é é 07
NGO representativeéé 08
Friendsééééeeeeeeece 09
Ot hers (specify)éééé 10
F.4 | What are the conditonsundf Any reason up t 12 1
which abortion is legal?
Up to 18 weeks of pregnancy if the pregnanc
results from rape or incest.................... 5
(Multiple responseiybes Any time during pregnancy if the life of moths
is at risk or if the foetus is deformed
Don't Knowééééééé. 3
Others( speci fy)éééeéeéeéeé 4
5
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ON.

Questions

Coding Categories

Goto

F.5 | On what grounds is abortion| If done without the consent
illegal in our country? of pregnant woman. . é
Abortion on basis of sex
determination...........cccceevveeeeeerinnnnne.
Other condition & duration
(Multiple response possible)
stated by the | aw. éé
Don't knowéééééeéeée.
Others (SPecCify)......cccccevvnnee.
F.6 How common is abortionin [ Qui t e commonééééécéé.
this community? _
Quite uncommonééécéé.
Rareéééeéécéeée. é.
Dondt &ééénvé&. . éé
F.7 | Doyouthinkthatawoman |Ye s .
should have the right to havq
an abortion? No.
Don't know ééééeéééé.
SECTION G: SAFE ABORTION SERVICES
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G.7 | Do you know \uat are the different | Herbal preparation inserted into
waysSudanese womene to terminatel v agi naé ééééée é e éé
a pregnancy? ] S 1
I njectioneéécéeeccecé )
Insert foreign objects into the uteru
(Multiple response possibley | 8
D&Ceeeééeeéeéece. 4
MVAéééeééeeéeeée. .
Dondt knoweééééeée 5
No responseééécecé
7
Eating raw vegetables
8
Consulting faitimealers
9
Used of medicine
10
Ot hers (specify)
12
G.8 | Have you heard any of the Deat héééééeééééeéeé 1
complications of abortion after L
performing abortion in your loigglor | S€&nt to jail eeee 2
? .
anywhere else? Fever/ abdominal 3
Excessive bl eedi 4
(Multiple response possible) Prolapsed uterus 5
I nfertilityééééé ba
Dondt knowéeéeéééeé 6
No responseééeééeé 7
Others (specijyé ¢ é ¢ é ¢ é é 8
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G.11

Who do you think should decide
whether a woman should have an
abortion?

Husband
Wi f e.

Bot h.

No response.
Doctors.............

Others (specify)

,,,,,,,,,

I n | awséééééeééé
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