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ABSTRACT

Previous reports have already estimated the overall
number of abortions and the number of unsafe abortions
in Latin America. Conversely, there are few reliable data
from this region to inform public policies aiming to meet
women'’s needs. In this context, the Latin American Centre
of Perinatology (Centro Latinoamericano de Perinatologia
(CLAP)) created a network specialising in the care of
women in an abortion situation (CLAP MUSA-Network)

in an attempt to strengthen healthcare surveillance in
Latin America by using the Perinatal Information System
(Sistema Informatico Perinatal (SIP)). This system was
developed by the CLAP with a special module named SIP
Abortion (SIP-A), a data collection tool designed by Latin
American experts to be routinely used in cases of legal
and incomplete abortions. The SIP-A follows the standards
established by WHO, allowing investigators to systematise
information, generate local reports and monitor changes
after training and follow-up interventions based on
national guidelines. This network promotes collaborative
work between institutions to strengthen epidemiological
surveillance, cooperative investigation and development
of a critical mass of professionals skilled in sexual and
reproductive health. Currently, 29 sentinel centres from
13 countries jointly work exchanging information to
improve surveillance of healthcare indicators of women
in an abortion situation. Latin America was the first
region in the world to have a network of sentinel centres
that continuously monitors healthcare provision to these
women. Data collected by this network are already being
used to design, implement and evaluate public policies.

BACKGROUND

It is estimated that 32 out of 1000 women
have an abortion in Latin America per
year,’ and an unknown number of women
require treatment for incomplete abortion
at healthcare facilities. Comprehensive abor-
tion care includes the provision of informa-
tion, abortion management and care related

SUMMARY BOX

= In Latin America and the Caribbean, the legal con-
text for terminating a pregnancy is heterogeneous,
and in some countries, abortion is prohibited in any
situation.

= It is estimated that less than a quarter of abortions
that occur in the region can be considered safe.

= The Latin American Centre of Perinatology (Centro
Latinoamericano de Perinatologia (CLAP)) has taken
the leadership in strengthening systems to provide
information on the care of women in an abortion sit-
uation in Latin America and the Caribbean since the
creation of CLAP MUSA-Network.

= The CLAP MUSA-Network consists of several health
institutions that promote collaborative work to
strengthen epidemiological surveillance, coopera-
tive investigation and development of a critical mass
of professionals skilled in sexual and reproductive
health.

= Since its creation, the CLAP MUSA-Network has
encouraged the use of safe methods of uterine
evacuation and the use of long-acting reversible
contraceptives after abortion.

= The CLAP MUSA-Network is an interesting tool to
promote comprehensive abortion care and monitor
abortion-related services in Latin America and the
Caribbean.

to pregnancy loss/spontaneous abortion
and postabortion care.” Since 2003, WHO
has
to substantially reduce the risk of severe

published guidelines and standards
abortion-related complications or death.””
These normative documents emphasise the
role of healthcare professionals in ensuring
healthcare and human rights for women in an
abortion situation.? Recently, WHO updated
and replaced three previous guidelines on

abortion with a single document.”
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Unsafe abortion is the termination of a pregnancy by
persons lacking the necessary skills, with inappropriate
methods or in an environment lacking minimal medical
standards, which may result from the lack of women’s
access to effective contraceptive methods and legal abor-
tion services. It is estimated that only 23.5% of the abor-
tions taking place in Latin America are safe.” However,
accurate figures are difficult to obtain because of misclas-
sification and underreporting of abortions in legally
restricted contexts and of the constraining impact of
abortion stigma on women’s willingness to seek medical
care.”®

In Latin America, conditions for the provision of legal
abortion vary across countries. In some countries, abor-
tion is legally available at healthcare facilities, while in
other countries, it is permissible under some circum-
stances or strictly prohibited. In this region, unsafe abor-
tion is estimated to cause 1000 deaths and nearly 500000
hospitalisations per year, especially among vulnerable
women.” With respect to enabling legal frameworks,
some healthcare professionals show a lack of willingness
to provide legal abortion based on personal beliefs, thus
restricting women'’s rights and threatening their health.'’

Health decision-making requires reliable information
systems that fulfil the crucial roles of data generation,
compilation, synthesis, analysis and communication.' In
a complementary way, it is necessary to rely on data disag-
gregated by sex in order to address the challenges faced
by both men and women, since women’s reproductive
needs change throughout their lives. Epidemiological
data on abortion can be obtained from country-based
official statistics, surveys of women and scientific studies.
However, legal context and social stigma can negatively
influence the quality of the data obtained.® Furthermore,
the frequency of publication of abortion information is
fickle. Official statistics for each country can be published
annually, but data from surveys and scientific studies are
less frequent due to the costs involved. In Latin America,
there is no reliable or systematic information allowing us
to design, implement and evaluate public policies aimed
at meeting the needs of women in an abortion situa-
tion. Recent data suggest that only 45% of the countries
in the region have data available on abortion epidemi-
ology, which are often of limited usefulness as they lack
consistency and reliability.® To fill this gap, the network
of sentinel centres of the Latin American Centre of Peri-
natology (Centro Latinoamericano de Perinatologia
(CLAP)) specialising in the care of women in an abortion
situation (CLAP MUSA-Network) was created in 2015.

FUNCTIONING OF THE NETWORK

The CLAP has taken the leadership in strengthening
systems to provide information on the care of women
in an abortion situation in Latin America and the Carib-
bean since the creation of CLAP MUSA-Network in
2015. This network promotes collaborative work between
institutions to strengthen epidemiological surveillance,

cooperative investigation and development of a critical
mass of professionals skilled in sexual and reproductive
health. It started in 2015 with 29 sentinel centres located
in 12 countries. These institutions signed a collaboration
agreement with the CLAP defining the roles of each part.
The CLAP is responsible for coordinating and providing
technical support to promote investigation and main-
tenance of a surveillance repository. Sentinel centres
are responsible for entering data into the system and
ensuring their quality, for promoting the use of informa-
tion from this system in decision-making and for dissemi-
nating experiences that emerge from participating in the
CLAP MUSA-Network.

The CLAP MUSA-Network uses the Perinatal Informa-
tion System (Sistema Informatico Perinatal (SIP)), which
has a long-standing tradition in the region since its imple-
mentation in 1983. Recently, more automated versions
have been developed using different platforms for data
entry and analysis. The SIP comprises a set of instruments
originally designed for use in gynaecological, obstetric
and neonatal services.'?> The SIP Abortion (SIP-A) is an
instrument adapted from the SIP to be used in the CLAP
MUSA-Network as a data collection form on the care of
women in an abortion situation (abortion at any gesta-
tional age, miscarriage, ectopic and molar pregnancies).
Data collected by the SIP-A are anonymised, kept confi-
dential and never shared.

Four work stages were defined for the functioning of
the CLAP MUSA-Network: conceptualisation, initiation,
consolidation and total functioning (figure 1). In the two
first stages, a consensus was established between partic-
ipating institutions, all members agreed on the final
design of the SIP-A, sentinel centres were recruited, agree-
ments were signed and healthcare teams were trained
at the sentinel centres. In the consolidation stage, the
focus was on improving the quality of the data collected
at the sentinel centres to ensure that the data were reli-
able, comprehensive and accurate. This assignment was
performed by a data coordinating centre external to the
CLAP through monthly data control reports.”” Mean-
while, a process of healthcare quality improvement was
developed through the provision of monthly feedback
to each sentinel centre on the frequency of use of the
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Figure 1 Stages of implementation CLAP MUSA-Network.

2 Gomez Ponce de Leon R, et al. BMJ Global Health 2022;7:¢010059. doi:10.1136/bmjgh-2022-010059



a BMJ Global Health

c‘,e“\‘mel cengg, re

Figure 2 Structure of the CLAP MUSA-Network.

recommended practices according to WHO standards
and health outcomes (figure 2). Currently, the CLAP
MUSA-Network is in its total functioning stage.

SITUATIONAL ANALYSIS

Since the beginning of its creation in 2015, the CLAP
MUSA-Network has already had 37 participating sentinel
centres. The total number of cases accumulated until
August 2021 was 120080. The CLAP continuously anal-
yses the specific needs for improving the data reported
by each sentinel centre, and specific action plans are
developed for each country. Figure 3 clearly shows the
continued expansion in the number of cases included
and the strengthening of the CLAP MUSA-Network.

The CLAP aims to build installed capacity in sentinel
centres through the acquisition of knowledge, skills and
resources that will allow these centres to fully operate
independently from CLAP. Sentinel centres are expected
to be able to individually analyse their strengths and
weaknesses and to provide the best possible care. One of
the principles of the CLAP MUSA-Network is the ethical
duty to strengthen public health surveillance in order to
support public health decision-making."*

120080
CLAP MUSA Network sentinel

center = 37

99509
Number of accumulated cases of
women in abortion situations =
120,080

D —

CLAP MUSA NETWORK Started 23771
LY T
PN
6106
1598

2015 2016 2017 2018 2019 2020 2021
Figure 3 Evolution overtime of the CLAP MUSA- Network.
Building a regional data base. CLAP, Centro Latinoamericano
de Perinatologia.

A challenge reported by sentinel centres is the use of
appropriate abortion methods, namely misoprostol or
manual vacuum aspiration (MVA), rather than curet-
tage. It is essential to rely on professionals skilled in the
use of MVA and medications whose training in these
abortion methods has started preferably during profes-
sional education. This may be seen by sentinel centres as
an opportunity to improve the training of medical resi-
dents who rotate through different services during their
training. Recently, a review of the available evidence on
family planning in Latin America and the Caribbean
identified that short-acting reversible contraceptives
(SARCs) are the most commonly used methods. Long-
acting reversible contraceptives (LARCs) are indepen-
dent of direct user compliance and, therefore, have a
lower failure rate than SARCs; however, in 13 of the 23
countries studied, the use of LARCs was <6%. Further-
more, in countries with greater social inequalities, the
use of LARCs was greater among women of higher socio-
economic status. The pentup demand for the use of
contraceptive methods increases the risk of unwanted
pregnancies and, consequently, the risk of unsafe
abortions."”

Women who start contraceptive methods soon after
the expulsion of products of conception have lower rates
of unwanted pregnancies and subsequent abortions
compared with women who delay starting contracep-
tives.'® However, women often have to wait for days until
a new medical appointment is scheduled for counselling
and establishment of a contraceptive method after abor-
tion."” This practice represents an unnecessary risk, since
itis estimated that in 85% of women ovulation can return
in the first month after abortion, even before they have
an episode of menstruation.'® ?

ACTIONS FOR IMPROVEMENT IN THE LOCAL CONTEXT

EviSIP: ‘using evidence for decision-making’ in 2019

The use of innovative efforts is critical to reduce the risk
of abortion-related morbidity, including increasing access
to contraception.”” The main goal of the CLAP MUSA-
Network is to combine encouragement to adopt the
best clinical practices and knowledge generation. This
became clear after completion of the first EviSIP: ‘using
evidence for decision-making’ in 2019. This event was
conducted using innovative methodology and brought
together representatives from each sentinel centre and
mentors, who were chosen based on their previous
research experience in the context of WHO and Pan
American Health Organisation to analyse local data and
to propose changes in the locoregional context through
the production of scientific articles. The event included
a distance mentoring process, which ended with a face-
to-face meeting held in Montevideo/Uruguay.”' Below,
we detail the publications resulting from data collected
by the CLAP MUSA-Network and analysed after the first
EviSIP held in 2019 (tables 1 and 2).
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Table 1

EviSIP 2019 —postabortion complications and use of safe methods of uterine evacuation

Country/Hospital/Number of women Objectives

Main findings

Brazil/lUNICAMP/305-474 women??24

To evaluate the factors associated
with abortion complications and the
effects of the participation in the
CLAP MUSA-Network on the use of

» Approximately 30% of women became
pregnant despite contraceptive use and
at least one complication was observed in
7.5% of women.

safer methods of uterine evacuation » The factors associated with complications

Chile/Hospital San Borja Arriaran/554
women®

were higher gestational age and abortions
resulting from contraceptive failure.

» High rate of use of curettage and a
dual method for uterine evacuation
(misoprostol and curettage).

» After the implementation of the CLAP
MUSA-Network, there was an increase in
use of MVA; however, medical abortion
remained little used.

To describe the characteristics and  » 13% had complications (40% had
to compare several variables of

bleeding and 30% had sepsis).

interest between patients with and ~ » Complications were more common in

without complications

Chile/Hospital San José/1343 women?®

women with unplanned pregnancies and
in those with incomplete abortion.

» Women undergoing curettage had a four
times higher rate of complications than
women undergoing MVA.

To describe the creation of a sexual » An increase was observed in the use of
and reproductive health unit after
joining the CLAP MUSA-Network

WHO-recommended methods of uterine
evacuation, from 75.1% to 84.25%, owing
to the increased use of medications.

» There was a decrease in the use of
non-recommended methods of uterine
evacuation.

CLAP, Centro Latinoamericano de Perinatologia; MVA, manual vacuum aspiration.

Postabortion complications and use of safe methods of uterine
evacuation
In Brazil, Cavalari et al published the results of a cross-
sectional study aiming to evaluate factors associated with
the presence of abortion-related complications after the
implementation of the CLAP MUSA-Network in their
institution (table 1). The authors identified that the
factors associated with the presence of complications
were higher gestational age and abortions resulting from
contraceptive failure. It is noteworthy that approximately
30% of women became pregnant despite contraceptive
use.”” In the same publication, the authors reported an
approximate 90% rate of need for a uterine evacuation
procedure, with a high rate of use of curettage and a dual
method for uterine evacuation (misoprostol and curet-
tage). Aiming to analyse the effects of participation in
the CLAP MUSA-Network on the use of safer methods,
this same sentinel centre performed trend analyses of
the use of MVA and medical abortion among 474 women
and reported an increased use of MVA; medical abortion,
however, remained less used.

In Chile, Solar et al conducted a cross-sectional study
to describe the characteristics of women in an abortion
situation who had undergone surgical intervention,

in addition to comparing variables of interest between
patients with and without complications. Complications
were more common in women with unplanned pregnan-
cies and in those with incomplete abortion. Notably, the
authors reported that women undergoing curettage had
a four times higher rate of complications than women
undergoing MVA.%

Rubio et al described the creation of a sexual and
reproductive health unit in a Chilean hospital after
joining the CLAP MUSA-Network. The authors analysed
data from 1343 women. The analysis was divided into two
periods: ‘initial period’, from June 2016 to June 2017,
when healthcare professionals were trained to use WHO-
recommended uterine evacuation methods; and ‘consol-
idation period’, from July 2017 to June 2019, when an
improvement was expected in quality-of-care indicators.
Indeed, an increase was observed in the use of WHO-
recommended methods, owing to the increased use of
medications. In addition, there was a decrease in the
use of non-recommended by WHO uterine evacuation
methods. No differences were observed in the number
of Complications.26
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Table 2 EviSIP 2019 —postabortion contraception

Country/Hospital/Number of

women Objectives Main findings
Chile/Hospital San José/1343 To analyse the rates of immediate » A significant increase in immediate
women?® postabortion contraception after the postabortion contraception was observed

implementation of the CLAP MUSA-

between the initial period (66.8%)

Network and the consolidation period (76.8%)
of the implementation of the CLAP
MUSA-Network.
Brazil/UNICAMP/382 women?’ To analyse the rates of immediate » Significant increase in the rates of

postabortion contraception after the
implementation of the CLAP MUSA-

Network

immediate postabortion contraception due
to the increased use of injectables, such
as DMP.

» Low start of contraceptives in women
undergoing legal abortion (mostly due to
sexual violence).

» LARCs still little used.

Honduras/Hospital Leonardo Martinez To determine the rate of LARC » 85% of adolescents reported not having

de San Pedro

Sula; Hospital Dr Roberto Suazo
Coérdova; Hospital de area de Puerto
Cortés; Hospital Enrique Aguilar
Cerrato/1117 adolescents?®

use among adolescents receiving
postabortion care in four sentinel
centres of the CLAP MUSA-Network » 72.4% of adolescents received counselling

used any contraceptive before the
abortion.

on the different types of contraceptives
that can be used in the postabortion
period, of whom 5.5% chose to use an
intrauterine device and 6.88% opted for
a subdermal implant. DMP was the most
requested method (64.4%).

» Having received counselling had a positive
effect on the possibility of choosing a
LARC.

» The contraceptive method was effectively
delivered only to 53.1% of the women who
requested it.

Honduras/Hospital Dr Roberto Suazo To describe the factors associated with  » Among adolescents, 50% had unplanned

Coérdova/684 women?®
abortion

the choice of a contraceptive after an

pregnancies, highlighting the fact that
approximately 90% of them did not use
any type of contraceptive method before
becoming pregnant.

» Half of the women chose to start a
contraceptive method after abortion, with
DMP being the most frequent (40%) one.

» LARCs were initiated in only approximately
8% of women.

CLAP, Centro Latinoamericano de Perinatologia; DMP, depot medroxyprogesterone acetate; LARC, long-acting reversible contraceptive.

Postabortion contraception

In the same article published by Rubio et a/, the rates of
immediate postabortion contraception were analysed
(table 2). A significant increase was observed between
the initial period (66.8%) and the consolidation period
(76.8%), which can be viewed as further evidence of the
beneficial effects of participation in a network to promote
good clinical practices.”® In Brazil, Veiga-Junior et al
conducted a study to evaluate the initiation of contracep-
tive use before hospital discharge after the beginning of
the hospital’s participation in the CLAP MUSA-Network.
Although LARCs remained less used in the institution, the
authors identified a significant increase in the initiation

of contraceptive use before hospital discharge due to the
increased use of injectables. A finding that deserves to be
highlighted in this study is the lower start of contracep-
tives in women undergoing legal abortion (mostly due to
sexual violence) 2

In Honduras, Bustillo et al conducted a study to deter-
mine the rate of LARC use among adolescents receiving
postabortion care in four sentinel centres of the CLAP
MUSA-Network. Data from adolescents treated at four
hospitals in the country from January 2017 to July 2019
were analysed. Careful counselling on the different types
of contraceptives that can be used in the postabortion
period is essential. In this study, 72.4% of adolescents
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received counselling, of whom 5.5% chose to use an intra-
uterine device and 6.88% opted for a subdermal implant.
Depot medroxyprogesterone acetate (DMP) was the most
requested method (64.4%); however, having received
counselling had a positive effect on the possibility of
choosing a LARC. A negative finding was that the contra-
ceptive method was effectively delivered only to 53.1%
of the women who requested it, showing a repressed
demand in relation to the use of contraceptives.” Castro
and Paz conducted a study of women receiving care in
another sentinel centre participating in the CLAP MUSA-
Network in Honduras. Data from women admitted for
spontaneous abortion were analysed. Half of the women
chose to start a contraceptive method after abortion,
with DMP being the most frequent (40%) one. LARCs
were initiated in only approximately 8% of women.*
It is essential that counselling on the use of LARCs be
provided more effectively. In addition, LARCs should
be available at healthcare facilities and provided free of
charge to the population.®®*’

EviSIP ‘using evidence for decision-making’ in 2021

The COVID-19 pandemic has led to changes in the struc-
ture of care for women experiencing abortion in several
countries, with the need to prioritise resources to meet
the growing demand for care of cases complicated by
the novel coronavirus infection.” Outside the health-
care facilities, there was a reduction in the number of
consultations available in primary healthcare units and a
reduction in the availability of public transport in some
countries. In addition, due to stay-at-home orders, many
people were advised to seek medical care only in urgent
and emergency cases, which may lead to a delay in diag-
nosis and proper treatment.” Inside the healthcare facil-
ities, there was a reduction in the physical space available
for hospitalisation due to the increased distance between
beds and a reduction in the availability of intensive care
unit beds.*? In view of this scenario, EviSIP 2021 was
recently held entirely online. Among several research
questions, one was common to different participating
centres: How will changes resulting from the COVID-19
pandemic affect the quality of care provided to women
in an abortion situation? More specifically, how will the
‘three delays’™ affect different outcomes, such as the
incidence of potentially life-threatening conditions and
severe maternal outcomes? Sentinel centres are currently
in the final stages of analysis of their data, and we should
soon have answers to these questions.

CONCLUSION

The main challenge of Latin America and the Carib-
bean is reducing inequalities. This is reflected in the fact
that international commitments, such as the Sustainable
Development Goals (SDGs), should apply to all individ-
uals rather than simply aiming to comply with a national
average. In this respect, the agenda set forth by the SDGs

may serve as beacon that leads the way to cross-sectoral
work aimed atimproving health conditions for all people.

Through the collection and continuous monitoring
of data since 2015, the CLAP MUSA-Network was able
to identify problematic situations in some of its sentinel
centres. Regarding comprehensive abortion care,
outdated methods of uterine evacuation such as the use
of sharp curettage have been discouraged and increas-
ingly replaced by MVA or medical abortion. The training
of health providers in the use of uterine evacuation
methods recommended by WHO is always encouraged
in the CLAP MUSA-Network meetings. In the future, it
is intended to increase the incentive for these trainings,
both for public and private providers. Sentinel centres
have emphasised the need to incorporate contraceptive
methods to reduce unintended pregnancy especially by
encouraging the use of LARCs immediately after abor-
tion.”* One of the articles produced with data from the
CLAP MUSA-Network identified that contraceptive coun-
selling may be difficult for women who have been victims
of sexual violence.”” Individualised multidisciplinary care
is essential so that these women do not continue to be
exposed to the risk of unwanted pregnancy.

Two great achievements of the CLAP MUSA-Network
should also be mentioned: giving prominence to the
healthcare status of women in an abortion situation and
overcoming prejudices that hinder healthcare provi-
sion to this population, especially where abortion is
illegal. The use of systems such as the SIP-A by the CLAP
MUSA-Network to systematically collect data on women
in an abortion situation is a way to promote a common
language between and within countries. Additionally, the
CLAP MUSA-Network has helped healthcare providers to
overcome their own prejudices towards the treatment of
women who present with the decision to have an abor-
tion or with an incomplete abortion.

Recently, WHO published its new ‘abortion care guide-
line’, updating and replacing previous publications on
the topic. According to this new guideline, the concept
of ‘quality of abortion care’ is fundamental and defines
that care for a patient in an abortion situation must
be effective, efficient, accessible, acceptable/patient
centred, equitable and safe. Efforts must be made to
ensure that this guideline is effectively disseminated and
implemented widely in health systems. Monitoring and
evaluation of abortion-related services remains weak in
most national health systems (OMS). With the aim of
improving this problem, WHO is also developing a quality
abortion care monitoring and evaluation framework
based on WHO’s monitoring and evaluation of health
systems strengthening: an operational framework.” A set
of abortion care indicators is under development and will
be published soon.” The CLAP MUSA-Network, an inter-
national cooperation of countries with different legisla-
tion regarding abortion but speaking the same language
through SIP-A, is a very interesting tool to promote and
disseminate the new WHO guideline and also monitor
and evaluate abortion-related services in Latin America
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and the Caribbean. Continuous surveillance of quality
indicators in postabortion care, based on the best stan-
dards established by WHO, and increased autonomy of
each health institution to use their own epidemiological
data to improve their routine practices and promote
continuing medical education can help reduce abortion-
related morbidity and improve the care provided to the
population.
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