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ABSTRACT

This thesis reports the results of a randomised controlled intervention study carried out
between May and November 1993 in a major public hospital in the metropolitan area of
Fortaleza City, Ceara, Brazil. The objective was to investigate the impact of post-
abortion counselling on uptake of contraception and on subsequent pregnancy and

abortion.

The study population was a sample of women hospitalised with complications of
induced abortion which were identified during as larger hospital-based study on abortion.
The intervention was half an hour of contraceptive counselling prior to discharge at the
study site hospital. No contraceptive method was given. A total of 695 women were
enrolled into the study, 345 in the intervention group and 350 in the control group.
They were followed up at home at 2 weeks, 6 weeks, 4 months, 8 months and 1 year
after discharge. Data were collected by trained interviewers using a structured
questionnaire. Outcome measures of interest were; knowledge of contraceptive
methods, seeking contraceptive services, uptake of contraception, having unprotected

sexual intercourse, subsequent pregnancies and subsequent abortion.

The study results show that this particular mode of counselling (single shot hospital-
based post-abortion) increased the level of knowledge of some contraceptive methods,
but did not have any effect in changing behaviour such as seeking contraceptive services,
uptake of contraception or having unprotected sexual relationship. ~ As a consequence,

counselling did not show any impact on preventing another unwanted pregnancy and



induced abortion. Among 695 women, 165 (23.7%) became pregnant again before the
end of the 1 year follow-up; 81 (23.5%) in the intervention group and 84 (24.0%) in the
control group.  Of the 695 women, 42 (6.0%) had another abortion before the end of
the 1 year follow-up; 27 (7.8%) in the intervention group and 15 (4.3%) in the control
group. At 6 weeks visit, of the 662 women interviewed, 345 (52.1%) were using
contraceptive methods; 178 (53.8%) in the intervention group and 167 (50.5%) in the
control group. Women who were not using contraception after abortion tended to be

young, single or without a partner. ~ “Not having sexual intercourse” was the most

frequently cited reason for not using a contraceptive method during the follow-up period.

Suggestions were made on how a more effective intervention that might prove more

successful in responding to these women’ s needs for enhanced contraception can be

developed.
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CHAPTER 1 INTRODUCTION

1.1 Introduction

In the last few decades, great progress has been made towards enabling women
and couples to control the number of children they have (Kulcjuscki et al., 1996).
However, there remain many areas in developing countries where family planning
services are not available, or accessible, to those who need them most. The number of
women in developing countries who do not want additional children but who fail to use a
family planning method is estimated to be 120 million (Mehta, 1994). Such women are
at risk of unwanted pregnancy and induced abortion, and their associated complications.
Every year it is estimated that up to 53 million induced abortions take place throughout
the world (Henshaw and Morrow, 1990). About half of these abortions are illegal and of
these, most take place in developing countries (McLauren et al., 1991). It is also
estimated that between 100,000 and 200,000 deaths occur annually from complications
of unsafe induced abortion, again mostly in developing countries where induced abortion
is illegal (Fathalla, 1989). In Latin America, complications of illegal abortion are thought
to be the main cause of death in women between the ages of 15 and 39 years (Viel,
1982). Moreover, even if many women survive unsafe abortions, many continue to be
exposed to the risk of unwanted pregnancy and unsafe abortion if there is no access to
effective contraceptive services.

Benson and others argue that linking abortion care to counselling and family
planning services post-abortion may help women escape from the vicious circle of
repeated unwanted pregnancy and unsafe abortion (Benson et al, 1992). Such women, it
is argued, may be particularly receptive to using contraception. However, family

planning programmes have made relatively little effort world wide to reach women



during their post-abortion period. Moreover, despite the potential importance of post-
abortion family planning programmes, their effect, especially in developing countries,
has been little studied.

This study uses a randomised controlled trial design to examine the impact of a
hospital-based post-abortion counselling scheme on contraceptive uptake and on
preventing subsequent unwanted pregnancy. The ultimate aim of this type of research is
to provide information for health care personnel, at all levels, to develop an integrated
reproductive health programme enabling women, especially in the developing world, to
have children by choice and to avoid unnecessary deaths and suffering caused by

induced abortion.

1.2 Rationale

Targeting high-risk women (e.g. postpartum women) with contraceptive services
has been a successful strategy in family planning programmes (Ross et al., 1989; Ickis,
1987). However, there have been few programmes designed to reach women in the
post-abortion period (Benson et al., 1992). In part, this is due to the role of anti-abortion
politics in the United States. The United States is a major contributor to family
programmes in developing countries. However, instead of encouraging links between
abortion and family planning services to reduce abortion, US policies and funding
restrictions have forced disintegration of these services (McLaurin et al. 1993). They
also resulted in little research on post-abortion family planning being conducted in the
last decade.

Review of the few studies carried out in the last two decades on abortion services

and/or post-abortion family planning programmes (Aggarwal and Mati, 1980; Akhter



and Rider, 1984a; Akhter and Rider, 1984b; Bailey et al., 1988;, Bradley et al,, 1991,
Bulut, 1984; Chhabra et al., 1988; Dervisoglu and Bakirchi, 1989; Dhall and Harvey,
1984; Family Health International, 1982; Hardy and Herud, 1991; Harlow, 1996; 1975;
Koetsawang et al., 1978; Liskin et al., 1980; Mohamed ¢t al,, 1992; Profamilia and
Instituto Peruano del Aseguro Social, 1990; Ragab, 1973; Rushwan ¢t al,, 1978; Su and
Chow, 1976; Wachuku, 1993) finds that: the majority of women who are offered
contraception following an abortion accept it; contraceptive use improves after abortion;
and many women begin using more effective methods following abortion (Benson et al.,
1992).

Careful examination of the literature suggests, however, that in many settings,
the assumption has been made that post-abortion counselling is part of appropriate post-
abortion care, and consequently no evaluation of consequent contraceptive uptake has
been conducted. For example, studies in Zambia, Egypt, Zimbabwe and Brazil, aimed at
improving abortion care, report starting post-abortion family planning counselling
without any formative research or evaluation (Bradley et al.,1991; Huntington et al.,
1994; Mahomed et al., 1992; Pathfinder Fund, 1985; Darze and de Codes, 1984). A
study in Ohio, USA tried to evaluate the use of counselling to promote effective
contraceptive use after abortion using hospital data, but the findings were limited by
incomplete reporting (Hammerslough and Irizarry, 1986). In other settings, studies
report high levels of contraceptive acceptance following induced abortion. In an Indian
study, Chhabra and colleagues (1988) reported that 88 percent of women accepted
contraception. Another Indian study showed that 53% of women used contraception
after abortion (Pandey et al., 1989). Margolis et al. (1974) reported that 91% of women

used contraception at 6 months after abortion in Washington D.C. and Abrams (1985)



reported that in Boston, 77% of adolescent women use contraceptives at one year follow
up after abortion. Similarly Hardy and Herud (1975) report that in Chile, 67 and 55
percent of a health education intervention and control group respectively, accepted
contraception following admission for abortion complications. None of these studies
reports contraceptive prevalence prior to the abortion.

Other studies have used a before-and-after design to demonstrate increased
acceptance or use without elucidating the role of counselling. In three Sudanese
hospitals in 1974 and 1975, over 2,700 women hospitalised for abortion complications
were asked about contraceptive use before and after abortion; 9 percent had used
contraception before, compared with 46 percent afterwards, suggesting that the impact of
the abortion experience, combined with post-abortion counselling, increased acceptance
of contraception by nearly 40 percent (Rushwan et al., 1978). In Turkey, use of effective
methods (IUD, pill, or condom) increased from between 7-18 percent to between 43-66
percent, an increase of 36-48 percent (Bulut, 1984). In Taiwan (Su and Chow, 1976) the
impact was not as great: 33 percent of women were reported to be using a contraceptive
before induced abortion compared with 43% after induced abortion. None of these three
studies reported the timing or duration of the follow-up visit. In Canada, use of
contraceptive methods increased from 50% to 82.9% at 3 months after abortion
(Mackenzie, 1975).

Table 1.1 summarises the published literature of the above studies. Many of the
designs used in these studies are flawed. Intervention studies that measure impact need
to use a controlled, randomised design with an adequate sample size (Loevinsohn, 1990).
Moreover, if the intervention involves health education, the methodological quality of

the study is improved by examining objective changes in behaviour and describing the



educational intervention used in detail (Loevinsohn, 1990). Some studies (Bradley et al.
1991) merely describe offering counselling and do not measure any outcome. Two of
the above studies used acceptance of contraceptives as an endpoint of evaluation and did
not confirm use of the method or subsequent pregnancy (Hardy and Herud, 1975;
Chhabra et al., 1988). Two other studies (Su and Chow, 1976; Rushwan ¢t al. 1978)
compared acceptance of contraceptive methods before and after induced abortion, which
is not an appropriate design to evaluate post-abortion counselling since the induced
abortion event itself can increase the acceptance of contraceptive method.

Only four studies (Bulut, 1984; Hardy and Herud, 1975; Andolsek and Pretnar,
1982; Mati, 1993) used a control group when testing the intervention. Hardy and Herud
(1975) reported that contraceptive acceptance rates were significantly higher among
women who received the educational programme than among a control group of women
who did not, but do not report contraceptive use before intervention. Bulut (1984) does
compare usage before and after the induced abortion but is hampered by very small
sample sizes. The other two studies used more appropriate designs but were
unpublished and were not identified at the time this Brazilian research was initiated.
Andolsek and Pretnar (1982) used a control group and report choice of contraceptives
and the discontinuation rate at 6 months after intervention. Mati (1993) carried out a
multicentre study to examine the effect of post-abortion counselling on contraceptive
acceptance and use and the incidence of repeat pregnancy and abortion. The study was
conducted in Kenya, Zimbabwe, Zambia, Mexico and Nigeria and involved 3,385
women hospitalised for abortion services. In this study, the study population comprised
women with both spontaneous and induced abortion and the post-abortion counselling

protocol was not standardised.



In summary, none of the published studies used an adequate design to explore
the utility of post-abortion counselling for increasing contraceptive uptake and
pregnancy avoidance among women with induced abortion. Since post-abortion
counselling appears to be a logistically feasible way to reach women who most need
contraceptive services and who may be at a critical point in their lives vis a vis to
adoption of family planning methods, it has become a well considered orthodoxy
although its impact is not yet proven. Policy makers and donors are encouraged to
emphasise to the provision of post-abortion family planning counselling as an integral
part of all safe motherhood initiatives (Verme et al., 1996; McLaurin et al., 1995; Wolf
and Benson, 1994; Wilson, 1994) and local governments are enthusiastic (Asser, 1993;
Ekwempu_et al., 1993). This study examines whether these assumptions on the effects

of post-abortion counselling are warranted.

1.3 Objectives

This thesis focuses on the impact of post-abortion counselling on contraceptive
uptake and on preventing subsequent unwanted pregnancy in Fortaleza, Northeast Brazil.
The design and methods of the study are intended to meet two basic objectives:

1. to evaluate the impact of post-abortion counselling on the uptake
and choice of contraception and on the subsequent risk of
pregnancy and/or abortion;

2. to characterise those women who do not take up contraceptives

after induced abortion.



1.4 Background

1.4.1 Study Site

Brazil is the fifth largest country in the world in area, with the sixth largest
population (over 150 million). It has the tenth largest economy in the world, mainly
sustained by the wealthy South. In contrast, the North and Northeast of Brazil are
impoverished.

The state of Ceara, located in the Northeast of Brazil, is one of the poorest states
in the country. Ceara has 6.7 million inhabitants, which is more than most Central
American states, including El Salvador, Costa Rica, Honduras and Nicaragua (UNICEF,
1992). Cears is an increasingly urban state, with approximately two thirds of population
living in areas designated as urban, one third living in five municipalities located in the
metropolitan area of Greater Fortaleza (the capital city of the state) (Schmidt-Rahmer,
1990).

Cear4’s population is also very poor. About 60% of all families live in poverty,
earning not more than half the legal minimum wage per capita (about US$100 per
month), and 25% earn a quarter or less of the minimum wage per capita. These incomes
are far from adequate for food, shelter, clothing and other routine amenities. More than
79% of the population live in households without adequate sanitary facilities and/or
piped water. Thirty percent of the adult population is illiterate (Schmidt-Rahmer, 1990).

The infant mortality rate, estimated at 95 per thousand in 1986, was among the
highest in Brazil. However, there have been great improvements over the past decade.
Between 1986 and 1989, Cearé reduced its infant death rate by one third, cut child

deaths by diarrhoeal disease by half, boosted immunisation levels by up to 40% and



reduced child malnutrition by one third (UNICEF, 1992). Nonetheless, perinatal
problems remain a major cause of infant mortality, partly reflecting the poor pregnancy
and delivery care provided (McAuliffe ¢t al., 1995).

In 1995, the maternal mortality ratio in Ceara was estimated at 107/100,000 live
births (Secretaria da Saide do Estado do Ceara, 1996). Among the maternal deaths
registered, 87.3% were identified as direct maternal deaths. Eclampsia, haemorrhage
and abortion accounted for almost 90% of all direct maternal deaths. Abortion alone

contributed 7% (Secretaria da Satide do Estado do Cear4, 1996).

1.4.2 Induced Abortion in Fortaleza

According to Brazilian law, induced abortion is allowed only when necessary to
save a woman's life or when pregnancy has occurred following rape (Rezende, 1981).
But, as in other Latin American countries, induced abortion is carried out widely despite
this law (Paxman et al., 1993). Local data suggest that induced abortion has increased in
Fortaleza. In 1991, Federal University attached Assis Chateaubriand Teaching
Maternity Hospital (Maternidade Escola Assis Chateaubriand - MEAC) admitted an
average of 200 cases of abortion per month, an increase of about 55 percent over 1990.
These abortion admissions represent around 30 percent of total admissions, and were not
accompanied by any significant increase in the hospital's operative capacity. In MEAC,
abortions contributed 10 percent of maternal deaths (Sa and Maia, 1990). The Cesar Cals
General Hospital of the State of Ceara Health Secretariat (HGCC), another large public
maternity hospital, admitted an average of 130 abortion cases per month from September

to November 1991, representing approximately 25 percent of obstetric admissions.



One possible reason for the observed increase in abortion admissions is the use
of abortifacients obtained from private pharmacies to induce abortion. Coelho and
colleagues used a mystery client technique to visit pharmacies and request treatment for
unwanted pregnancy. It was found that an abortifacient was offered in 121 of 190 visits
for unwanted pregnancy (64%), with misoprostol (‘Cytotec’) most frequently offered (99
visits). The average "treatment” with misoprostol cost only $5-6, in the context of a
minimum monthly wage of $75 at the time of the study (Coelho et al.,1991).

The increase in abortion admissions, coupled with a report of an unusual
congenital malformation in five babies exposed to misoprostol early in pregnancy during
unsuccessful abortion attempts (Fonseca et al.,1992), has meant that studying the bio-
psychosocial determinants of induced abortion and recommending effective means to
reduce unwanted pregnancy has became a major concern of the State of Ceara Health

Secretariat.

1.5 Structure of the Thesis

The thesis consists of 6 chapters. Chapter 1 provides an outline, and the context
and objectives of the thesis. Chapter 2 consists of a description of the study design and
methods used. The next three chapters focus on the results of the study. Chapter 3
discusses the study population, Chapter 4 examines the impact of post-abortion
counselling on contraceptive uptake and subsequent pregnancy and abortion, and
Chapter 5 describes determinants of contraceptive use in this population. The main
findings are discussed in Chapter 6, and recommendations are made regarding their

implications for preventing unwanted pregnancy and abortion.
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CHAPTER2 METHODS

2.1 The Study Design

A randomised controlled intervention study was used to evaluate the impact of
post-abortion counselling on uptake of contraception and subsequent pregnancy and
abortion, and to address the differences between this and previous research in this field.
The study population was a sub-sample of women hospitalised with complications of
induced abortion. The intervention was half an hour of contraceptive counselling prior
to discharge at the study site hospital. A random sample of women given counselling
formed the intervention group, while those discharged without counselling formed the
control group. The women recruited were followed up at home at 2 weeks, 6 weeks, 4

months, 8 months and 1 year after discharge.

2.1.1 A Hospital-based Study - Sampling Frame for the Study
This intervention study was carried out as a part of a larger research project on
induced abortion which consisted of three methodologically distinct approaches:
¢)) An ethnographic study of induced abortion (Nations et al. 1997).
) A descriptive hospital-based study of mortality and morbidity related to
abortion (Fonseca et al. 1996; Misago et al. 1998).
3) A randomised controlled intervention study among women with induced
abortion to evaluate the impact of contraceptive counselling on the

uptake of contraception and subsequent pregnancy and abortion.



The author of the dissertation (C. Misago) was principal invetigator for all three
projects, with overall responsibility for designing the research (study 2 used a standard
WHO/HRP methodlology), and implementing the fieldwork.  Analysis of the
ethnographic study (study 1) was done with input from an anthropologist (M. Nations)
among others; analysis of the hospital-based study (study 2) was done with input from
W. Fonseca and others. Study 3 was entirely designed, implemented and analysed as
part of the Ph.D process with input from the Ph.D supervisor (O. Campbell) and forms
the basis for this thesis.

The hospital-based study (study 2) was used to determine the determinants and
medical characteristics of induced abortion and provide a source of women to be
enrolled in the intervention study.

The hospital-based study was conducted in two hospitals (MEAC and HGCC)
which are the main public maternity hospitals in Fortaleza and mainly serve the urban
poor. All women admitted to the two hospitals with a diagnosis of pregnancy loss from
1st October 1992 until 30 November 1993 were included. A total of 4,416 cases were
interviewed during the study period. Fifty seven women (1.3%) were excluded,
including 7 cases identified as therapeutic abortion, 21 cases diagnosed as non-
pregnancy related complications, 17 cases diagnosed as pregnancy-related complications
and 12 cases who left the hospital with a continuing pregnancy.

Data were collected by interviewers from hospital records and patient case
histories using a structured questionnaire (Appendix I). Patients were interviewed about
their socio-demographic backgrounds, reproductive histories, contraceptive practices,
and characteristics of the abortion, including a detailed description of methods employed

for inducing abortion. Interviewers also recorded detailed information about the woman's
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hospital experience including medical complications, hospital duration, and treatment.
All cases were re-evaluated based on pre-established medical criteria and interview
responses, and were classified into the following four categories, according to the WHO
re-classification scheme (HRP/WHO, 1987): (1) "certainly" induced abortion when
the woman admitted to terminating her pregnancy or signs were found on clinical
examination of intervention such as cervical laceration, perforation or foreign bodies in
the vagina or uterus; (2) "probably" induced abortion when the woman did not report
any attempt to terminate pregnancy but had signs of abortion accompanied by sepsis or
peritonitis, and stated that the pregnancy was unplanned (either that she was using a
contraceptive method during the cycle of conception or she was not using a
contraceptive method because of reasons other than desired pregnancy); (3) "'possibly"
induced abortion if only one of the conditions listed under "2" above was present and
(4) All other cases were classified as '"spontaneous' abortions. Standardised, pre-
coded questions were used for most variables.

Re-evaluation of 4,359 abortion cases using the WHO classification method is
presented in Table 2.1. According to the reclassification, 48% of abortions were
certainly induced, 40% were possibly induced, and 12% were spontaneous. In most
cases (2,074 if 2,084) classified as certainly induced, women themselves have admitted
attempting to terminate pregnancy. Only 10 cases were classified as certainly induced
abortion from evidence of trauma or foreign body in the genital tract although the
women stated they had experienced spontaneous abortion. There were no cases
classified as probably induced abortion. In the five cases of sepsis and/or peritonitis, the
women admitted having induced abortion and were, therefore, classified as certainly

induced abortion. The 1,760 women classified as possibly induced were so labelled



because they stated their pregnancy was unplanned. The intervention study population
was sampled from all induced abortion cases (“certainly” and “possibly” induced
abortion).

The methods used to induce abortion among the 2,083 study women classified as
having certainly induced abortion are presented in Table 2.2. Two thirds (66%) of the
women reported inducing abortion with misoprostol alone or with another method.
About one third (34%) of the women reported inducing abortion with other methods

which included herbal medication, intramuscular injections and foreign body insertion.

2.1.2 Study Sample Size

The intervention study was carried out in HGCC. Women with a diagnosis of
having induced abortion ("certainly" or "possibly" induced abortion) were included. The
sample size was chosen in order to demonstrate a 10% difference in contraceptive uptake
between a group of women who received contraceptive counselling after induced
abortion treatment and a group of women who did not. Where p, is the women would
use contraceptive methods after induced abortion without any counselling and p, is the

percent of women would use contraceptive methods after post-abortion counselling.

The formula used was;

(utv)? 2p(1-p)
=
(P -p) 2

where p=(p,-p,) /2




u=1.96(percentage point of the normal distribution
corresponding to the significance level = 5
percent)
v=1.28(One-sided percentage point of the normal
distribution corresponding to 100 percent - the
power=90 percent)
The resulting sample size required 268 in each group and was increased by 20 percent to
allow for loss and refusal (Kirkwood, 1988).
Between 15 May 1993 and 14 December a total of 345 women in the

intervention group and 350 women in the control group were recruited.

2.1.3 Selection of Intervention and Control Group

Randomisation was achieved by giving contraceptive counselling to all induced
abortion cases ("certainly" and "possibly" induced cases) identified in the above
mentioned hospital-based study on alternate weeks. Women with spontaneous abortion
were excluded. Every week, 25 women were selected from among those women for
inclusion. In the first week, a day of the week was chosen randomly and then from this
starting point 25 women were chosen from the list of eligible women for inclusion. The
following week selection took place from the following day of the week, and the next
week from the next day of the week. The intervention group consisted of those women
who received contraceptive counselling, and the control group consisted of women who
did not receive contraceptive counselling. For logistic reasons, the study was restricted

to women living in the metropolitan areas of the city.



2.1.4 Definition of Intervention and Outcome

The intervention was a 30 minute counselling session on contraceptive choice.
Two nurses with previous experience in health education and family planning were
trained to provide counselling to women in the intervention group before hospital
discharge. Counsellors were trained to use a problem-solving approach tailored to the
individual as a means of increasing the possibility of accepting an effective method.
Counselling was carried out in a private room. The counsellors' sympathetic and
friendly approach was designed to reduce the distance and barriers between counsellor
and patient. The counsellor sat at the same eye level, and avoided having barriers such
as a desk between them. For the first five to ten minutes the counsellor listened to the
woman's experience, (e.g. why she was not using any method, what her experience of
induced abortion was, etc.,) in order to establish a personal and trusting relationship and
to understand the woman’s problems. For the next 20 minutes the counsellor explained
reversible temporary methods available locally (condom, intra uterine device-IUD,
injection, pill, diaphragm and rhythm method), showing and letting the woman handle
each method and giving some suggestions as to the method which might suit the
woman's needs. For the last five minutes, the counsellor explained where methods could
be obtained free of charge or at a low price, and answered any questions. No
contraceptive method was given. Women were strongly advised to return for the routine
45th day check-up at the hospital, when contraceptive services would also be available.
They were also advised to avoid sexual intercourse before the 45th day and to use a
condom before resumption of menstruation.

There are several reasons why a strategy of provision of contraceptive methods

was not adopted in our post-abortion counselling. First, contraceptive methods are not



always readily available from public health facilities in Fortaleza. Thus, in this study,
the counselling effort was intended to focus on counselling and providing information on
choices, not on the provision of methods. This also enabled the design to look at the
effect of counselling per se, rather than the effects of counselling plus provision.
Secondly, women’s acceptance on contraceptive methods immediately post-abortion
may rely on emotional response to the abortion itself. Rather than being convinced of
the importance of contracepting, women may simply accept the method such as IUD as
another punitive element of abortion experience.

Outcome measures of interest are; knowledge of contraceptive methods, seeking
contraceptive services, risk taking behaviour (having unprotected sexual intercourse),
uptake of contraceptives, subsequent pregnancies and subsequent abortions.

All variables were measured by questionnaire rather than by observation or
testing. Knowledge of contraceptive methods was defined by asking the woman
whether she has ever heard of the methods. Uptake of contraceptives was defined by

asking whether she was using any contraceptive method at the time of the interview.

2.1.5 Data Collected
Women were visited at home at specified times after discharge: at 2 weeks, 6 weeks,
4 months, 8 months and 1 year. Data were collected by trained interviewers using a
structured questionnaire (Appendix II). The data collected included:
1. Length of disability after hospital discharge.
2. Present condition of health: bleeding, vaginal discharge, pain, fever,
headache, weakness (fraquesa in local language), nausea or vomiting,

anxiety (angustia, ansiedade or nervosismo in local language),



hospitalisation, visit to health personnel, drug use, menstruation,
resumption of sexual activity, pregnancy, any other problems.

3. Uptake of contraception: knowledge of contraceptive methods, source of
supply, utilisation of contraceptive methods, satisfaction with methods
used, duration and timing of contraception, reasons for not using
contraceptive methods.

4. Occurrence of subsequent pregnancy and abortion.

2.2 Field Work
2.2.1 Field Work Team

An office was set up in the Department of Community Medicine, Federal
University of Ceard to co-ordinate research. A research co-ordinator was recruited
locally, and worked exclusively for the project. She was a university-trained public
health nurse with some experience in epidemiological field research and was in charge
of data collection, management, and day to day supervision of interviewers.

Six interviewers were carefully selected, trained and closely supervised. Two
worked throughout the field work period and others worked during a part of the field
work. All interviewers were university-trained nurses or social workers having previous
field experience in epidemiological research, good communication skills and showing
strong interest in the subject. They worked exclusively for the study. We aimed to
establish confidence and rapport with women with abortions. Because of the sensitive
nature of the study, sympathetic and skilful female interviewers were selected. An
interview manual was prepared to supply detailed instructions for interviewers. This

included procedures for filling in the questionnaires and coding.
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Ten percent of questionnaires randomly selected each week were repeated by
another interviewer to control quality. A social worker with previous experience in
community based research was selected for this work.

Meetings between the research staff, the research co-ordinator and interviewers
were held once a week in order to review progress and to discuss any problems

encountered.

2.2.2 Procedures

In the typical interaction with each woman, the field work involved ten different
procedures. These procedures are summarised in the Fig. 2.1.

Firstly, the interviewer in the hospital-based study administered a questionnaire
to all women hospitalised as having an abortion complication at the study centre hospital,
HGCC. Before each interview, the nature of the study was explained and consent to
participate in the study was obtained. Women were also informed that there was a
possibility they would be chosen to participate in a follow-up study which involved 5
home visits. Detailed information on the women's residence was collected.

All the abortion cases were classified according to pre-established criteria (see
2.1.1).  All "certainly + possibly induced abortion" cases were randomly allocated to
contraceptive counselling. All women in the intervention weeks were counselled. 25
women from among these were selected and enrolled in the intervention study. Women
with counselling form the intervention group and women without counselling form the

control group.
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An interviewer then visited the women at 2 weeks, 6 weeks, 4 months, 8 months
and 1 year. At the first visit, the women were informed about the follow-up study

(intervention study) scheme and encouraged to remain in the study until the last visit.

2.2.3. Ethical Considerations
Before the interview, the nature of the study was explained to the subject, and
informed consent was obtained verbally before the initial interview. During home visits,
special attention was paid to protect women's privacy, and interviewers were advised not
to identify themselves as working for the research project when the woman was not at
home. When the interviewer did not find the research subject at home, she presented
herself as the woman's colleague or friend and returned another day. Because of the
sensitive nature of the study, the reports remained confidential and every effort was
made to make them anonymous. After completion of data collection for the women in
the study, information that would allow them to be identified individually was removed
from the questionnaire.
It should be noted that the study centre did not provide any contraceptive advice
or counselling routinely at the time of the study, nor is such counselling part of common

practice in Brazil.

2.2.4 Follow-up Pattern
A total of 695 women were enrolled into the study, 345 in the intervention group
and 350 in the control group. In the intervention group, 298 women (86.4%) remained

in the study for the full year while in the control group, the figure was 290 women
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(82.9%). Completeness rates at the last follow-up were similar in both groups (p=0.20
see Table 2.3).

The number of interviews and losses to follow-up at each visit are presented in
Table 2.4. "Initial total" presents the total number of women expected at each visit (sum
of those interviewed in the previous visit and those temporarily absent). These women
were categorised in three groups. Women found at the home visit and successfully
interviewed were shown as "Total numbers interviewed". Women who were not found
at the home visit, but who would be back by the next visit, were categorised as
"Temporarily absent”". Women who could not be followed up were categorised as "lost
to follow-up". Between 3-5% of women were lost at each visit. Reasons for "lost to
follow-up" were summarised in Table 2.5.

i week -

In the intervention group, 329 (95.4%) of the 345 women who enrolled, were
seen at the first follow-up. Three women (0.8%) were travelling at the time of the visit.
The thirteen women who could not be interviewed included eleven women who were not
be found at the addresses given and two women who were unwilling to participate in the
follow-up study.

In the control group, 339 (96%) of the 350 women enrolled, were interviewed at
the first follow-up. Eleven women could not be interviewed, of whom ten were not

found and one refused to participate in the study.

A total of 332 women should have been available for the second follow-up in the

intervention group. 329 women were interviewed at the first visit and three women who



were temporarily absent at the first follow-up were supposed to be back for this visit. Of
the 332 women enrolled 330 (99.4%) women were interviewed and two women (0.6%)
were lost to follow-up. One of these two women became ineligible to be followed-up
since she had moved out of the metropolitan area of Fortaleza. The interviewer could
not find the other two women at her address.

In the control group, of the 339 enrolled for the second follow-up, 332 women
(97.9%) were interviewed. One woman (0.3%) was temporarily absent. Among six
women (1.8%) lost to follow-up, four women moved away from the metropolitan area of
Fortaleza, one woman refused to participate in the study and one woman was not found

at her address.

" Third (4 hs) follow-

The biggest number of lost to follow-up (total number of 28 women) was
observed on the third visit. In the intervention group, 318 women (96.4%) were
interviewed among 330 enrolled for this visit. One woman (0.3%) was temporarily
absent. Eleven women (3.3%) were lost at this visit, five of them had moved out
Fortaleza and six of them could not be found. In the control group, 333 women were
enrolled (332 women from the previous follow-up plus one woman temporarily absent at
the previous follow-up). Of these 333 women, 315 women (94.6%) were interviewed.
One woman (0.3%) was temporarily away. The 17 women (5.1%) who were lost to
follow-up consisted of 8 women who moved out of Fortaleza, 7 women who were not
found, one woman who was unwilling to continue and one woman who had died. The

reported cause of death was lymphoma.
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D. Fourth (8 months) follow-up

In the intervention group, 319 women (318 women interviewed at the previous
visit plus one woman temporarily absent at the previous visit) were enrolled and 307
(96.2%) of them were interviewed. One woman (0.3%) was temporarily absent. Eleven
of them were lost at this visit. Of these eleven women lost, six of them moved out of
Fortaleza and five of them were no longer found at their addresses.

In the control group, of the 316 women enrolled (315 women interviewed at the
previous visit plus one woman temporarily absent at the previous visit), 300 women
(94.6%) were interviewed at this visit. Two women (0.7%) were temporarily absent.
Fourteen women were lost to follow-up. Among them, eight women moved out of
Fortaleza and six were not found.

E. Last (1 year) follow-up

In the intervention group, 308 women (307 women interviewed at the previous
visit and one woman temporarily absent at the previous visit) were enrolled and 298
women (96.8%) were interviewed. Ten women were lost at the last visit; six of them
had moved from Fortaleza and four of them were not found.

In the control group, 302 women (300 women interviewed at the previous visit
and two women temporarily absent at the previous visit) were enrolled. Of these 302
women, 290 women were interviewed and twelve women were lost at the last follow-up.
Among the twelve women lost, nine had moved from Fortaleza and 3 were not found at

their addresses.

Overall, coverage rates were almost identical in the intervention and control

groups, and reasons for loss to follow-up were broadly similar. Almost half of the loss



to follow-up were women who had "moved" away from the metropolitan area of

Fortaleza.

2.3 Data Entry And Analysis

Standardised, pre-coded questions were used for most variables. Detailed
instructions for editing and coding questionnaires (including a coding manual) were
prepared. Editing was designed to ensure that the data contained in the questionnaires
was complete, accurate and consistent. All answers were recorded in the form as
required by the coding instructions.

Questionnaire data were entered onto an IBM-compatible micro-computer using
EPI-Info version 6. The accuracy of data was assured by double data entry and by using
the VALIDATE program of EPI-Info version 6. Data was cleaned and edited using EPI-
Info version 6.

The planned analysis procedures included several different stages: A) Simple
tabulation of all related variables, B) Bivariate survival analysis, C) Multivariate survival

analysis. These are detailed below.

l. socio-demographic characteristics;

2. reproductive history related characteristics;

3. abortion episode characteristics;

5. morbidity pattern after abortion;

6. uptake of contraception before and after abortion;
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7. subsequent pregnancy and abortion.

Statistical methods used included chi-square and t tests (Kirkwood 1988).

Originally, survival analysis methods were used in situations when the critical

end-point is death. But the methods of survival analysis can be applied to events other
than deaths, such as in a study of the duration of breast-feeding where the terminal event
might be the completion of weaning (Kirkwood, 1988). In this study, the “survival time"
was defined as the time from first hospital admission for treatment of incomplete
abortion to the time each of the following events occurred; menstruation, sexual activity,
uptake of a modern contraceptive method, visit to a family planning service, subsequent
pregnancy, subsequent abortion, unprotected intercourse.

One of the objectives in using survival analysis was to describe, in detail, the
pattern of the "survival event" in the study population over the follow-up period, rather
than just compare proportions at final outcome. The Kaplan Meier method was used to
examine the relationship between intervention status and to the length of each "survival
event". The log-rank test was used to test for equality of survival curves across strata.

Another important feature of using survival analysis was that data can be
censored: for some subjects follow-up was not complete so the event was not observed
to happen. In this study, for the each "event", the women did not experience the "event"
or women lost to follow-up were treated as censored.

For the first resumption of menstruation, first resumption of sexual activities,

first uptake of contraceptives and first visit to health services, the time of the "event" was



based on the exact dates these events happened. If a woman did not remember the exact
dates, the interviewer talked with her and guessed the most approximate date (For
example, "Was it before or after Camival?). If women could not guess the date and only
remember the month, the 15th of the month was taken as the time of the "event".

In situations such as first subsequent pregnancy and abortion, the time of the
"event” was not known precisely. These events were dated within the follow-up
intervals. These were called interval-censored and since the length of interval was
relatively short compared with the total length of the study, the data were analysed as if

each event occurred at the midpoint of its interval (Armitage and Berry, 1994).

Multivariate survival analysis was planned to control for the effects of several

variables using proportional hazards regression. However, this was not used since the
bivariate survival analysis showed no effect of contraceptive counselling on the related

outcome events.
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Table 2.1 Distribution of 4,359 women admitted for abortion-related complications
according to type of abortion.

Type of abortion Number of cases (%)

Certainly induced 2,084 (48)
Probably induced 0
Possibly induced 1,760 (40)
Spontaneous 515 (12)

Total 4,359 (100)




Table 2.2 Distribution of 2,074 certainly induced cases according to
women's own statement of method used to induce abortion.

Method Number (%) of women
Misoprostol
Alone 607 (29)
Plus other methods* 762 (37)
Other methods* 705 (34)
* includes herbal medication, other drugs, injections, foreign body

insertion, etc.

30



Table 2.3 Total number of women enrolled, lost to follow-up and
followed up until end of the study.

Intervention group(%) Control group (%)  Total (%)

Initial enrolment 345 (100.0) 350(100.0) 695 (100.0)
Total lost to follow-up 47 (13.6) 60 (17.1) 107 (15.4)
Followed-up till end 298 (86.4) 290 (82.9) 588 (84.6)

A chi-square test carried out on those lost to follow-up compared to those followed to

the end of the two groups.
x2 = 1.65

p=0.20
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Table 2.4

2 weeks follow-up

Number of interviews and lost to follow-up at each visit.

Intervention group(%)  Control group (%) Total (%)
Initial total 345 (100.0) 350 (100.0) 695 (100.0)
Lost to follow-up 13  (3.8) 11 3.1 24  (3.5)
Temporarily absent 3 (0.8) 0 (© 3 (04)
Total interviewed 329 (95.4) 339 (96.9) 668 (96.1)
6 weeks follow-up
Intervention group(%)  Control group (%) Total (%)
[nitial total 332 (100.0) 339 (100.0) 671 (100.0)
Lost to follow-up 2 (0.6) 6 (1.8) 8 (1.2)
Temporarily absent 0 ©0) 1 (0.3) 1 (0.1)
Total interviewed 330 (994) 332 (97.9) 662 (98.7)
4 months follow-up
Intervention group(%)  Control group (%) Total (%)
Initial total 330 (100.0) 333 (100.0) 663 (100.0)
Lost to follow-up i1 (3.3) 17 (5.1) 28 (4.2)
Temporarily absent 1 (03) 1 (0.3) 2 (03)
Total interviewed 318 (96.4) 315 (94.6) 633 (95.5)
8 months follow-up
Intervention group(%)  Control group (%) Total (%)
Initial total 319 (100.0) 316 (100.0) 635 (100.0)
Lost to follow-up 11 (3.5) 14 44 25 (3.9
Temporarily absent 1 0.3) AR (1Y) 3 (0.5)
Total interviewed 307 (96.4) 300 (94.6) 607 (95.6)
1 year follow-up
Intervention group (%)  Control group (%) Total (%)
Initial total 308 (100.0) 302 (100.0) 610 (100.0)
Lost to follow-up 10 (32) 12 (4.0) 22 (3.6)
Temporarily absent 0 0) 0 0) 0 ()]
Total interviewed 298 (96.8) 290 (96.0) 588 (96.4)
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Table 2.5 Reasons for "lost to follow-up".

Intervention group

Reason 2 weeks 6 weeks 4 months 8 months 1year  Total
Could not find* 11 1 6 5 4 27
Refused 2 0 0 0 0 2
Moved** 0 1 5 6 6 18
Total 13 2 11 11 10 47
Control group
Reason 2 weeks 6 weeks 4 months 8 months 1 year Total
Could not find 10 1 7 6 3 27
Died*** 0 0 1 0 0 1
Refused 1 1 1 0 0 3
Moved 0 4 8 8 9 29
Total 11 6 17 14 12 60

*Could not find- The interviewer could not find the woman. No information as to

where she had gone.
*Moved - Woman had moved from the metropolitan area of Fortaleza.

***Reported cause of death was Lymphoma.
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CHAPTER 3. STUDY POPULATION CHARACTERISTICS

This chapter describes the characteristics of women enrolled for the intervention study.

3.1 Socio-demographic Characteristics

Selected socio-demographic characteristics of women who enrolled in the study
are shown in Table 3.1. The women were recruited from the Cesar Cals General
Hospital of the State of the Ceard Health Secretariat and were primarily of low socio-
economic status. Overall, more than half (5§9.6%) of the women were 20 to 29 years old,
and 19.9% were aged less than 20 years old. Mean age was 25 years old (S.D.=6.2).
Very few women were illiterate (4.9%), but 73.4% had only primary schooling. The
majority of the women (89.8%) identified themselves as Catholic. Most women (61.5%)
lived alone or were not in a stable union. The most commonly reported occupation of
the women was housewife” (36.3%), and 7.5% of women reported their occupation as
"student".

There were no statistically significant differences between intervention and

control groups in the measured variables.

32 Prior Pregnancy Outcomes

The distribution of women enrolled in the study by prior pregnancy outcome is
shown in Table 3.2. Of the 695 women enrolled, 69.9% of them had previously been
pregnant. This implies that the remaining 30.1% of the women enrolled had their first
pregnancy ended by induced abortion. About 36% had experienced no previous live
births and 29.4% had experienced one live birth. Almost 30% (28.8%) of women

reported two to four prior live births. By contrast, only 5.5% were found to have had five
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or more live births. Approximately 18% of women reported a history of previous
induced abortion while 16.5% reported a previous spontaneous abortion.

Of the women enrolled, over one third (35.8%) did not have living children. Of
the reminder, 31.1% had only one child, and 33% of them had two or more children.
Among all the women enrolled, almost one in ten (9.9%) had experienced the death of a
child. Women in the control group had slightly more live births than those in the
intervention group (65.6% had more than one live birth vs.62.6%). Women in the
intervention group had more previous induced abortion episodes than women in the
control group (6.7% had more than 2 induced abortions vs 4.3%).

Once again there were no statistically significant differences between the two

groups.

33 Abortion Episode Characteristics

Current abortion episode characteristics of women enrolled are shown in Table
3.3. The mean gestational age at the time of abortion was 11.5 weeks (S.D.=4.1). Most
women (63.5%) had not used any contraceptive method at the time of the index
conception. According to the WHO abortion classification scheme, (see 2.1.1) 58.3% of
the women were classified as having "certainly induced" abortion and 41.7% of them
were classified as having "possibly induced" abortion. Approximately 40% of the
women enrolled reported using misoprostol (Cyfotec) (see 1.4.2).

Comparing the intervention and control group, more women in the intervention
group (40%) used misoprostol than in the control group (33%) though the difference is

of borderline statistical significance (p=0.07).
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3.4 Resumption of Menstruation and Sexual Activity

Of the 695 women included in the analysis, 650 (93.5%) had resumed
menstruation during the one year follow-up period, but almost seven percent of women
(6.5%) did not start menstruation. At 2 weeks, the post-abortion amenorrhoea rate was
approximately 97% in the intervention group and 98% in the control group. This rate
goes down to 23% in the intervention group and 17% in the control group at 42 days.
The results of the Kaplan Meier survival analysis are shown in Figure 3.1. The log rank
test shows difference between the counselling group and the control group was not
significant (p=0.26).

Most of the women enrolled (82%) had their first sexual intercourse by 4 months
after the curettage. At the 2 weeks visit, 14.1% of women in the intervention group and
17.7% of those in the control group had their first sexual intercourse after curettage.
Survival analysis results are presented in Figure 3.2. The log rank test shows no
statistically significant difference between the intervention and the control group

(p=0.96).

3.5  Morbidity Pattern after Curettage.
All morbidity related results from the follow-up visits were plotted against time
after curettage in weeks (Fig.3.3). At each visit, the women enrolled were asked whether

they had experienced any symptoms related to the abortion/curettage in the past 2 weeks.

Detailed description of the morbidity pattern after curettage from the comparison

of the intervention and the control group at each visit is summarised in Table 3.4. At the
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first follow-up visit (approximately 2 weeks after the curettage), a high morbidity pattern
was reported. Almost all the women (92.5)% reported at least one problem.
Approximately 65% of women were still experiencing bleeding, 55% of them had
abdominal pain and almost 50% of them had vaginal discharge. This high morbidity
pattern declines with time, except for the slight increase of vaginal discharge, from the
first visit to the second visit (45.7% to 48.8%). Women in the intervention group
reported all symptoms more often than those in the control group at the first visit,

though the difference was not statistically significant.

A. Bleeding

At the 2 weeks visit, almost two thirds of the women (63.3%) suffered from
bleeding. This declined sharply at 6 weeks from 63.3% to 13.4% and continue declining
at the following visits (5.8% at 4 month visit, 0.9% at 8 month visit and 0.9% at 1 year
visit). It was observed that at the 4 month visit more women in the intervention group
were bleeding (7.2%) than women in the control group (4.4%). This difference was not

statistically significant (p=0.13).

B. Abnormal vaginal discharge

Abnormal vaginal discharge due to curettage was reported by almost half of the
women (45.7%) interviewed at the first follow-up. The number of women who reported
abnormal vaginal discharge increased by 3% at the second follow-up (48.8%). This is
the only observed increase against time during follow-up. This was possibly due to the
fact that women were more able to observe vaginal discharge once bleeding stopped.

The number of women reporting abnormal vaginal discharge was always higher than the
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number of women reporting other symptoms during the rest of the follow-up visits
(34.1% at 4 months, 18.5% at 8 months and 6.5% at 1 year, respectively).

More women in the intervention group reported abnormal vaginal discharge at
the first visit (50.8%) than in the control group (45.7%). By contrast, more women in
the control group (51.8%) had abnormal vaginal discharge than in the intervention group
(45.8%) at the second follow-up, though all the differences at the five follow-ups are not

statistically significant.

~ Abdominal pai

At the 2 weeks follow-up, more than half of the women (56.1%) reported
abdominal pain, and almost 40% (36.9%) still suffered from abdominal pain 6 weeks
after curettage. After two visits, abdominal pain was the second most common
morbidity reported amongst women (29.5% at 4 months visit, 16.6% at 8 months visit).
Only 7.1 % of the women reported abdominal pain at the last visit. This was the highest
morbidity reported at the last follow-up.

There is no statistically significant difference in the number of women who had
abdominal pain in the intervention group and the control group at each visit, though
more women in the control group (32.1%) reported abdominal pain than those in the

intervention group (27.0%) after 4 months from curettage.

D, Fever
Fever was reported by 10.2% of the women at the 2 weeks visit. This went
down to 1.5% at the 6 weeks visit and stayed around 1% during the remainder of the

follow-up period. At the first visit, more women in the intervention group (12.5%)
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reported fever than in the control group (8.0%) though this was not statistically
significant. After the second visit very few women reported fever and eventually one

woman in each group had fever at the 1 year follow-up.

E. Headache

Almost half of the women (43.0%) interviewed at the 2 weeks follow-up
mentioned they had headaches related to the abortion/curettage procedure. At the 6
weeks visit, approximately a quarter (22.5%) of the women were still having headaches.
This went down to 10.6% at the 4 months visit, 7.1% at the 8 months visit and 2.0% at
the 1 year visit.

Except for the 6 weeks visit, the proportion of women having headaches at each

visit was slightly higher among women in the intervention group than in the control

group.

F. Weakness

More than one third of the women (38.9%) reported weakness at the 2 weeks
visit. Almost 20% at the 6 weeks visit (16.9%), 7.0% at the 4 months visit, 2.8% at the 8
months visit and 0.7% at the 1 year visit reported weakness.

At the 4 month visit, more women in the control group (9.5%) reported weakness
than in the intervention group (4.4%) and the difference was statistically significant
(p<0.05). The differences between the two groups in other visits were not statistically

significant.
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G. Nausea

Nausea was mentioned by a small proportion of women during the follow-up
period. Approximately six percent of women (5.8%) at the 2 weeks visit reported
nausea, followed by 3.6% at the 6 weeks visit, 1.9% at the 4 months visit, 1.2% at the 8
months visit and 0.5% at the 1 year visit. There is no statistically significant difference

in reporting nausea between the intervention group and the control group.

H. Anxiety

Anxiety due to the current abortion experience was expressed by almost a quarter
of women (26%) at the 2 weeks visit. At the 6 weeks visit, the number of women
reporting anxiety decreased to half of those at the first visit (10.3%), 5.8% at the 4
months visit, 1.8% at the 8 months visit and 1.2% at the 1 year visit.

Comparing the intervention and the control group, more women in the control
group (7.9%) reported anxiety than in the intervention group (3.8%) at the 4 month visit
and the difference was statistically significant (p<0.05). There was no statistically
significant difference between the intervention group and the control group in other

visits.

3.6 Summary

In summary, there is no statistically significant difference in study population
characteristics between the intervention and control groups. The randomisation
procedure appears to have successfully provided intervention and control groups that

were extremely similar at baseline with respect to socio-demographic characteristics,
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prior pregnancy outcomes, abortion episode characteristics, resumption of menstruation
and sexual activities, and morbidity pattern after curettage.

Most of the women enrolled for the intervention study tended to be young
(approximately 60% of them were in their twenties) and single (60% of them were not in
a stable union). Most of them were of low parity, had primary schooling and were not
using an effective method of contraception at the time of conception.  Self-
administration of medicines (mainly misoprostol) played an important role in
terminating pregnancy. At the 6 weeks follow-up, most women had already resumed
menstruation and returned to having a sexual relationship. High post-abortion morbidity
was reported at the 2 weeks follow-up and more than half of women still suffered from

symptoms related to the index abortion at the 4 months follow-up.
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Table 3 1 Socio demographic characteristics of women sclected for the
follow up study.
latervention group Coatrol group Total
N 345 (%) N 350 (%) N 695

Age (years)
<19 74 (21 4) 64 (181) 138 (199)
20 24 116 (33 6) 10 (31 4) 226 (325)
2529 81 (24 1) 10Ss (00) 188 (27 1)
30 14 38 (11 0) 41 (117 79 (i1 4)
15+ 4 (99) 0 (86) 64 (92)
p value p—0 44
Mean age mean(+S D) 24 616 4 29 0+6 1 250462
Marital status
Single 144 (41 7) 138 (36 6) 279 (40 1)
Marned/Stable union 169 (49 0) 185 (528) 354 (S)0)
Separated/divorced/widow 32 (93) 0 (86) 62 (89)
p value p-0as
Education (ycars)
No schooling 19 (59 IS (43) 4 (49)
-4 years 105 (304) 123 (35 1) 228 (328)
5-8 years 147 (42 6) 135 (38 6) 282 (40 6)
8+ 74 (21 4) 77 (220) ISt 217
p value p—049
Occupation
Housewife 120 (34 8) 132(377) 252 (363)
House maid 39 (113) 42(120) 81 (117)
Other scrvice 61 (177 42(120) 103 (14 8)
Student 29 (84) 23 (66) 52 (75)
Business 32 . (93) 36(103) 68 (98)
Dress maker 20 (58) 30 (86) SO (72
Indusiry/construction 13 (38) It 32 24 (1 4)
unemployed/dependent I (90) 4 97) 65 (94)
p value p 0w
Rceligion
Roman catholic 306 (887) 318 (%09) 624 (898)
Others 14 (40 17 (48 31 (49)
None 25 (12 15 4 40 (58)
palue p—01l
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Table 32

Prior pregnancy outcomes of women selected for the follow-up study

Intervention group Control group Total
N 345( %) N 350 (%) N 695 (%)
Fyer pregnant
Yes 236 (68 4) 250 (71 4) 486 (69 9)
No 109 (31 6) 100 (28 6) 209 (301)
p value p 038
Panty (live birth)
0 129 (37 4) 124 (35 4) 253 (36 4)
! 101 (29 3) 103 (29 4) 204 (29 4)
24 96 (27 8) 104 (29.7) 200 (28 8)
S+ 19 (59) 19 (54) 38 (55)
p value p-094
Induced abortion
0 280 (812) 287 (82 0) 567 (81 6)
| 42 (122) 48 (137) 90 (129)
2+ 23 (67) 15 (43) 38 (59
p value p-034
Spontaneous abortion
0 283 (820) 297 (849) 580 (835)
1 49 (14.2) 42 (12.0) 91 (13 1)
2+ 13 (3.8) I @3.1) 24 (3.5)
p-value n=0 60
No of chidren alive
0 127 (36 8) 122 (349) 249 (358)
1 103 (29.9) 113 (323) 216 (31 1)
24 99 (287) 97 (27 7) 196 (28 2)
S+ 16 (46) 18 (51 34 (49)
p value p—0 88
No of children dicd
0 321 (930) 312 (89 1) 633 (911)
| 17 (49 22 (63) 39 (56)
24+ 7 20) 16 (4 0) 23 (3
p valuc p—012
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Table 3.3 Abortion episode characteristics of women selected for

the follow up.

Intervention group  Control group Total
N=345 (%) N-350 (%) N-695(%)
Mcan gestational age 1in wecks 11 8+4.1 112140 I1St4.1
(meantS D.)
Contraceptive use at the month of
conception
yes 119 (34.5) 135 (38 6) 254 (36 5)
no 226 (65.5) 215 (61 4) 441 (63 5)
p-valuc p=0206
Abortion classification
“Cenainly” induced 203 (588) 202 (57 7) 405 (58 3)
“Possibly” induced 142 (41.2) 148 (42 3) 290 (41 7)
p-valuc p=076
Usc of Cytotec
yes 138 (400) 117 (33 4) 255 36 7)
no 207 (60 0) 233 (66 6) 440 (63 3)
p-value p=007
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Table 3 4 Morbidity Pattern after curettage from the comparison of intervention
and control group at each visit

2 weeks visit

Morbidity in past 2weeks  Intervention group  Control group  Total p value
N=329 (%) N=339 (%) N-668 (%)

Any morbidity (at least 1) 307 (925) 313 (92.3) 620 (92 4) 0.95
Bleeding 208 (632) 215 (63.4) 423 (63 3) 096
Vaginal discharge 167 (50 8) 155 (45.7) 322 (457) 019
Abdomunal pain 187 (56 8) 188 (55.5) 375 (56 1) 072
Fever 41 (125) 27 (80) 68 (102) 006
Hcadache 150 (456) 137 (40 4) 287 (43 0) 018
Weakness 139 (422) 121 (35.7) 260 (389) 008
Nausea 21 (64) 18 (5.3) 39 (58) 055
Anxiety 88 (26 7) 86 (25.4) 174 (26 0) 068

6 weeks visit

Morbidity in past 2weeks  Intervention group  Control group  Total p value
N=330 (%) N=332 (%) N=662 (%)

Any morbidity (at least 1) 237 (71 8) 251,(75.6) 488 (73 7) 027
Bleeding 48 (14.5) 41 (12.3) 89 (13 4) 041
Vaginal discharge 151 (458) 172 (51.8) 323 (4838) 012
Abdominal pain 116 (352) 128 (38.6) 244 (36 9) 0.36
Fever 6 (18) 4 (1.2) 10 (15) 0.52
Headache 73 (22.1) 76 (22.9) 149 (22.5) 0.81
Weakness 57 (173) 55 (16.6) 112 (16.9) 081
Nausea I (3.3) 13 (3.9 24 (36) 069
Anxiety 33 (10.0) 35 (10.5) 68 (103) 0.81

4 months visit

Morbidity in past 2weeks  Intervention group  Control group  Total p value
N=318 (%) N=315 (%) N=633 (%)
Any morbidity (at least 1) 171 (53.8) 170 (54.0) 341 (539) 09
Bleeding 23 (72) 14 (44) 37 (58) 013
Vagal discharge 115 (362) 101 (32.1) 216 (34 1) 028
Abdominal pain 86 (270) 101 (32.1) 187 (295) 017
Fever 4 (13) 4 (13) 8 (13) 099
Headache 37 (11.6) 30 (9.5) 67 (106) 039
Weakness 14 (44) 30 (9.5) 44 (70) 00!
Nausca 1 (03) S (1.6) 6 (19) 010
Anxiety 12 (3.8) 25 (1.9) 37 (58) 003
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8 months visit

Morbudity 1n past 2wecks  Intervention group  Control group  Total p value
N 307 (%) N 300 (%) N 607 (%)

Any morbidily (at least 1) 95 (309) 79 (263) 174 (287) 021
Blecding 3 (10) 2 07) 5 (08) i
Vaginal discharge 62 (202) S0 (167) 112 (185) 026
Abdominal pain 54 (176) 47 (157) 101 (166) 052
Fever 2 (07) 2 (07) 4 (07) 098
Headache 26 (8.5) 17 (57) 43 (71) 018
Weakness 8 (2.6) 9 (30) 17 (28) 077
Nausea 4 (13) 3 (10) 7 (2 073
Anxicly 5 (16) 6 (20) I (18) 073
1 year visit

Morbidity in past 2wecks  Intervention group  Control group  Total p value

N=298 (%) N=290 (%) N=588 (%)

Any morbidity (at least 1) 44 (148) 35 (121) 79 (134) 034
Bleeding 2 (0.7) 3 (10) 5 (09) 063
Vaginal discharge 20 (67) 18 (62) 38 (65) 080
Abdominal pain 24 (81) 18 (62) 42 (71) 038
Fever I (03) R 2 (03) 098
Ileadache 8 27 4 (14) 12 (20) 026
Weakness 2 (07) 2 (07) 4 07 098
Nausea 1 (03) 2 (07 3 (09) 055
Anxiety S U7 2 (0.7 7 (1.2) 027
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“igure 3.1 Survival analysis for first resumption of menstruation
(Cumulative probabilities of non-resumption of menstruation, by intervention status)

Probability of non-resumption of menstruation
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gure 3.2 Survival analysis for first resumption of sexual activity
(Cumulative probabilities of non resumption of sexual activity)

Probability of non-resumption of sexual activity
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Figure 3.3 Morbidity Pattern of Women after Curettage until One Year

(Results from follow-up visits at 2weeks, Bweeks, 4months, 8months and tyear)

70

60

50

40

30

20

Percentage of women experiencing the event in past 2 weeks

~ Bleeding
——\Vaginal discharge
> Abdominal pain
= Fever

> Headache

+ Weakness

- Nausea

= Anxiety

50



CHAPTER4 IMPACT OF COUNSELLING ON CONTRACEPTIVE

UPTAKE AND SUBSEQUENT PREGNANCY AND

ABORTION

4.1 Impact of Counselling on Contraceptive Knowledge and Use
4.1.1 Impact on Knowledge

At the first follow-up visit (2 weeks after hospital discharge), each woman
enrolled for the study was asked whether she had ever heard of the following
contraceptive methods; oral contraceptive pill, condom, injection, IUD, rhythm method,
withdrawal, diaphragm, spermicide, female sterilisation, vasectomy,.

The results are summarised in Table 4.1.

A. _ Oral contraceptives

The pill appeared to be the best known contraceptive method among women
enrolled in the study. Most women interviewed (99.4%) had heard of oral
contraceptives. The proportion of women reporting knowledge of oral contraceptives

was similar in the intervention (99.1%) and control (99.7%) groups (p=0.30).

B. Condoms

Almost all of the women interviewed (96.3%) had already heard about condoms.
Slightly more women in the intervention group (97.6%) knew this method than in the
control group (95.0%), though the difference is not statistically significant at the 4%

level(p=0.08).
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C.__ Injectables

It is known that once-a-month injectables are one of the popular contraceptive
methods sold at pharmacies. Most of the women (90.7%) knew about the method and
the proportion of women who had heard of injectables was similar in the intervention

and control groups (90.0% and 91.4%, respectively).

D. IUD
Knowledge of the IUD was considerably lower among women in the control
group than in the intervention group (71.3% and 91.2% respectively) and the difference

between the two groups was statistically significant (p<0.001).

E. Rhythm method
The rhythm method was also well known among the women interviewed
(84.3%). There was no significant difference in knowledge of the rhythm method

between the intervention (82.7%) and control (85.8%) group (p=0.28).

E. Withdrawal

Approximately 70% of all women (69.3%) reported that they knew about

withdrawal. The proportion was similar in the intervention and control group (p=0.83).

G.  Diaphragms
Most of the women in the intervention group (80.9%) knew about diaphragms.

By contrast, only 24.0% of women in the control group reported that they heard of

diaphragms (p<0.001).
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H S i
The proportion of women who knew about spermicide was significantly higher

in the intervention group (80.3%) than the control group (27.2%) (p<0.001).

L Female Sterilisati
Most of the women interviewed (78.4%) knew about female sterilisation. The
proportion of women reporting knowledge of female sterilisation was similar in the

intervention (78.2%) and control (78.4%) groups (p=0.87).

J. _ Vasectomy

Almost half of all the women (44.8%) had heard of vasectomy. More women in
the intervention group (48.2%) reported knowledge of vasectomy than in the control

group (41.4%), though the difference was not statistically significant (p=0.08).

4.1.2 Impact on Contraceptive Uptake

Table 4.2 and Figure 4.1. show contraceptive use at each visit, including
condoms, oral contraceptive pill, [UD, diaphragm, spermicide, injection, vasectomy,
female sterilisation, rhythm method, withdrawal, and other method