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ABSTRACT

Background: In South Africa, the implementation of the Choice on Termination of Pregnancy
Act depends on the availability of willing, competent and responsive health care providers.
However, there is a dearth of scholarly studies on the psychosocial issues faced by these

providers, their coping strategies, and the availability of organisational support systems.

Objective: The aim of this PhD was to investigate the psychosocial issues and coping strategies
of health care providers at termination of pregnancy (TOP) services in two South African
provinces. The specific objectives were to: explore health care providers’ individual
experiences of TOP provision, their workload and organisational factors that influence TOP
provision; determine the coping strategies used by these health care providers; determine the
mechanisms that exist within the organisation to help TOP providers cope with their work; and
determine the views of managers on psychosocial support and/or programmes for TOP service

providers.

Methods: During 2014 - 2015, a cross sectional, convergent parallel mixed methods study was
conducted at all designated TOP facilities in Gauteng and North West Provinces. The methods
combined the completion of a facility checklist; indepth interviews with 30 TOP providers; a
survey of 103 TOP providers; a survey among 50 managers of TOP services or facilities, as
well as indepth interviews with these managers. STATA® 13 and Microsoft Excel were used
for guantitative data analysis, while Interpretative Phenomenological Analysis was used to
analyse the qualitative data. The computer software, MAXQDA® 12 was used to support the

qualitative data analysis.

Results: Only 77% of the 61 designated facilities on the national database were providing TOP
services (Gauteng =28/32; North West = 19/29), and an additional four facilities not on the
database were providing TOP services. Hence the total number of studied facilities was 51.

The TOP provider survey obtained a response rate of 98%. The majority of TOP providers



were female (82%), professional nurses (70.9%), with a mean age of 43.4 (SD = 8.7). The
overall compassion satisfaction score among TOP providers was high at 42 (SD = 5.5). The
predictors of compassion satisfaction were finding work stimulating, the belief in making a
difference, positive relationships with other nurses and years of TOP service (p<0.05). Burnout
mean scores were average at 33 (SD =4.0), with the belief in helping women to make informed
choices a marginally significant predictor of burnout. The overall secondary traumatic stress
(STS) mean score was average at 23 (SD = 6.8). Significant predictors of STS scores were
finding work stimulating, the belief in women’s rights, the belief in allowing women to make
informed choices, age and gender. TOP providers reported both positive coping strategies
(support seeking, self -control, professionalism and belief systems), and negative coping

strategies (silence and concealing emotions, work avoidance).

In Gauteng only two hospitals (12.5%), and in North West, only one hospital (10%) reported
the availability of dedicated psychosocial support programmes. The majority of managers
interviewed reported indifference or ambivalence about the availability of psychosocial

programmes for TOP providers.

Conclusion: The psychosocial issues of TOP providers need prioritisation through supportive
management, positive practice environments, and the development and implementation of
effective and sustainable employee wellness programmes that enhance compassion satisfaction

and reduce burnout and STS among these providers.

Key words: abortion, termination of pregnancy; health care provider; compassion satisfaction,

compassion fatigue; coping; South Africa.
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FOREWORD

I am a nurse midwife and a trained psychiatric nurse with extensive experience in sexual and
reproductive health, operational research and management of HIV programmes. At the start
of my career | worked at a mental health hospital, and then proceeded to work at the
government district health office overseeing mental health and sexual and reproductive health
programmes. Between 2004 and 2007, | was employed in positions that included
responsibilities for policy development, implementation, monitoring and quality improvement
on sexual and reproductive health, sexual assault and HIV at the National Department of
Health. Following government service, my subsequent employment was with various non-
governmental organisations. From 2007 to 2011, | was at the Population Council where 1
managed the sexual and reproductive health, prevention of gender-based violence programmes
and engagement of traditional leaders’ programmes. From August 2011 until July 2014, |
worked as a project manager at Marie Stopes, a private organisation that provides termination
of pregnancy (TOP) services at a fee. Following Marie Stopes, | worked at mothers2mothers
with the primary focus on women’s empowerment on the integration of HIV programme into
sexual and reproductive health until 2016. Currently | work at BroadReach as a technical
advisor on the prevention of mother to child HIV transmission, and integrated sexual and

reproductive health services.

My experience of the burden of caring in sexual and reproductive health services made me
realise the need for psychological support for health professionals, specifically at programme
implementation level. The lack of such support sparked my interest in the “Care of the Carer”
programme. | initially wanted to focus on caring for mental health professionals, until I worked

at Marie Stopes.

As a practising Catholic, working at Marie Stopes, | experienced a lot of ambivalence. At the
same time, as an experienced public health practitioner, I understand the contribution of safe
TOP services to the reduction of maternal mortality. As a manager in the field 1 got to
understand the need for support interventions for TOP service providers. In my day-to-day
interactions with TOP providers at the coalface, it made me want to have an in-depth
understanding of what psychosocial issues these providers face or experience, the availability

or necessity of support programmes, especially in public health facilities in South Africa, which
XV



provides health care to the majority of South Africans. It is against this background that I was
keen to do a PhD and examine the psychosocial issues and coping strategies among termination

of pregnancy providers.

My PhD journey

With extensive support from my supervisor, this thesis is a culmination of years of research,
struggles and extensive efforts in the two South African provinces of Gauteng and North West.
My PhD journey started in November 2011 when 1 first registered in the School of Public
Health at the University of the Witwatersrand (WITS). At the time, | was working for the
Population Council managing the sexual and reproductive health programme. The Council paid
for my tuition in 2011 and allowed me to attend the bi-weekly academic seminars that were
held as a prerequisite for the PhD programme at WITS. The academic seminars helped me to
conceptualise my PhD and allowed me the opportunity to engage with other students. However,
it took 6 months to find a supervisor for my studies, the reason given at the time was that it was
difficult to find a person who had the time to supervise me. However, | did not make any
progress at that time with the allocated supervisor- this made me feel like the start of a struggle
with my chosen topic. It took two years from first registration until 2013, and a new Head of
the School of Public Health who was willing to take me on as a PhD student. My new
supervisor enabled me to (1) have a PhD topic (2) get ethics approval (3), obtain funding, and
(4) start with data collection. | was doing my PhD part time, and | was mostly self-funded since
2012. Managing work demands and changing jobs three times since first registration have
impacted on my academic progress.

Touch points during my PhD journey

Access to the facilities for approval and data collection was difficult, especially in Gauteng
Province. In one district, the manager took months to respond to the request for a meeting
despite submission of all the relevant documents. | managed finally to obtain a facility approval
form which facilitated access at the facilities. Two hospitals gave me such a hard and wasted
time that my PhD supervisor had to intervene by contacting the chief executive officer and the
relevant provincial manager responsible for the community health centre. There was success

at the hospital, and none at the community health centre where the facility manager was rude,

XVi



and blatantly refused any of the staff to participate, except for a doctor who willingly

participated in the provider survey.

Locating TOP service units in the field was difficult. Upon asking for directions, | was often
met with “brusque” responses from different staff at the facilities. Some would point me in an
unclear direction; | would sometimes ask more than one person before I could find the unit as
there was no signage or clear directions. At most facilities, the TOP unit was located in the
antenatal care area, mother and child unit, or gynaecology and obstetrics unit, with a shared
waiting area. | felt awkward waiting for the TOP provider, | could only imagine the experiences
or feelings of women seeking terminations. In some instances, the TOP provider would walk
past the waiting area with used instruments to access the sluice room. Surely this cannot be a

sensitive practice for both the provider and the women?

Several people who were influential in the provision of TOP services declined to be
interviewed. Others were honest in saying they did not like talking about abortion. There were
times where personally | felt stigmatised and isolated. Some individuals who participated in
the meeting discussion and interviews appeared hostile. | could only imagine and feel for the

TOP service providers who work in this “stigmatised programme”.

Some managers met with the researcher, but were guarded and brief in their responses. Another
manager in North West briefly listened to the research topic, and brusquely called on another
manager to take over. Yes, he did give the go-ahead but said he did not want to get involved in
anything to do with TOP services for personal reasons. This was an executive manager of a
hospital. A similar response was given at another hospital in Gauteng. The head of a
gynaecology department at one large hospital said that no doctor provided TOP services at the
hospital, and it was only provided by nurses. This was a standard response from the hospitals,

despite the fact that they were referral hospitals for primary health care facilities.

My PhD thesis was finally submitted in October 2018, and will be available to contribute to
the body of knowledge on termination of pregnancy. | hope that my experiences will encourage

other people to persevere.
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CHAPTER 1: BACKGROUND AND CONTEXT

1.1 Introduction
Abortion or termination of pregnancy (TOP) is the ending of a pregnancy due to the removal

of an embryo or fetus before it is able to survive outside the uterus (1). Although abortion
could be spontaneous (also called miscarriage) or induced (2, 3), the term abortion is often used

to refer to those terminations that are induced (3).

My PhD thesis focuses on the psychosocial issues experienced by, and coping strategies of,
health care providers who perform abortions in accordance with South Africa’s Choice on
Termination of Pregnancy Act (CTOPA) (Act No 92 of 1996) (4), as amended in 2008. CTOPA
was amended to revise a definition, empower the provincial Member of the Executive Council
to approve facilities where TOP may take place, to exempt 24 -hour maternity facilities to seek
approval to provide TOP under certain circumstances, and to provide for the recording of
information and submission of statistics. The CTOPA defines TOP as “the separation and
expulsion, by medical or surgical means, of the contents of the uterus of a pregnant woman”
(4), page 4. Medical abortion means that medication is administered to terminate the pregnancy
whereas surgical abortion could include both administration of medication and a surgical

procedure.

| use abortion and TOP interchangeably in this thesis. My thesis brings together three strands
at conceptual and methodological levels: firstly, the discourse on abortion; secondly, the health
care system that enables abortions to be performed safely and in which health care
professionals’ function; thirdly, the health care professionals that provide abortion services as
they constitute the core focus of my thesis. Hence, this chapter aims to summarise the context,
and background to my PhD research by highlighting each of these overlapping, and inter-
dependent strands. In the next section of the chapter (1.2), | have summarised the scholarly
literature on the different perspectives and viewpoints on abortion. In section 1.3, | have
provided a brief overview of CTOPA and of the South African health system with particular
focus on TOP provision in the public health sector. In section 1.4, the importance of health

professionals or TOP providers, the core focus of my PhD, is discussed. This is followed by
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the problem statement and the rationale for the research in Section 1.5. The concluding sections
contain the research guestions, aim, and objectives (Section 1.6) and the structure and outline

of the remainder of the thesis (Section 1.7).

1.2 Perspectives and viewpoints on abortion

On 12 July 2018, the Sowetan newspaper in Johannesburg, South Africa, carried a story under
the heading: “Half of SA’s 700-a-day abortions illegal” (5) . The newspaper article illustrates
that despite the CTOPA’s enabling legal framework, abortion remains a contested topic in
South Africa and there is a myriad of issues faced by women who seek abortion (5). These
issues include: stigma; poor quality of care in the public health sector; scarcity of willing and
competent TOP providers; unresponsive and judgemental health professionals; and

unscrupulous individuals who are neither competent nor permitted by law to perform abortions.

There is a considerable body of literature on abortion, and the paradigms that influence the
subject (3, 6-9). It is beyond the scope of this thesis to critique these theories. In this section,
four perspectives, namely the moral; legal; reproductive justice; and health perspectives are
summarised, and a critique is provided (where relevant). Although these different perspectives

cannot be seen in isolation of one other, each is presented separately for the sake of clarity.

1.2.1 Moral perspective

The notion of moral is concerned with “the principles of right and wrong behaviour or the code
of behaviour that is considered right or acceptable in a particular society” (10), page 54. At the
core of the moral perspective on abortion are questions of life and death, right and wrong,
religious beliefs, and human relationships with their God (11-13). Although there are
differences across the various religions, the vast majority view abortion as morally wrong
because it involves the intentional destruction of a life considered to start at conception (14-
17).

Both Jews and early Christians prohibited abortion on religious grounds, informed by moral
principles and the value of human life (14). In some instances the practical addition to the
population was another reason for discouraging the TOP (14). In Islam, the word “abortion”

does not appear in the Qur’an, but Muslim authorities consider abortion as “an act of interfering
2



with God'’s role as the creator of life and death” (18), page 886. The Dalai Lama is quoted as

saying that from a Buddhist point of view, abortion is negative and an act of killing (19).

However, the moral argument faces difficulty when there are medical indications for the
abortion or to save the life of the mother (7, 15, 20, 21). In almost all major religions, there are
different views even in these medically indicated cases (12, 22-24). Some argue that it depends
on the intentions of those carrying out the abortion and that abortion is permissible when it is
done with compassion, kindness and respect for life, while others are against abortion

regardless of the context or circumstances (25-29).

In South Africa, the moral perspective also came to the fore around the promulgation of the
CTOPA (Act No.2 of 1996). The Act was challenged by the United Christian Action Group,
the Christian Lawyers' Association, and Christians for Truth who argued that it was an
infringement of the fetus’ constitutional right to life. They requested the court to set aside the
CTOPA (30). The then Minister of Health, the Reproductive Rights Alliance, and the
Commission on Gender Equality opposed the court action, and the Constitutional court ruled
in favour of the CTOPA implementation (30).

1.2.2 Legal perspective

Worldwide, the legality of abortion has changed substantially between 1950 and 2018 because
of a range of factors that include demographic changes, advocacy for women’s rights, religion,
scientific and medical developments, changing regimens and systems (26, 31-37). This is
because a political regime could either facilitate abortion through the passage of more liberal
laws or restrict women’s access by enacting additional restrictions. The legal definition of
induced abortion is safe abortion permitted by law and performed by a licenced physician, or
an appropriately licenced mid-level practitioner acting under the supervision of a licenced

physician, with the intention of terminating a pregnancy” (3), page 235.

In 1994, 179 governments made a global commitment to prevent unsafe abortion and liberalise
their abortion laws by signing the Cairo International Conference on Population and
Development Programme of Action (38). However, there are wide variations in abortion laws
among regions, and countries (39). The Centre for Reproductive Rights in the United States of
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America produces annual maps (Figurel.1), with four categories of abortion laws: Category 1
includes those countries where abortion is prohibited or only permitted to save the woman’s
life; Category Il includes countries where abortion is permitted to preserve health; Category Il
includes countries where abortion is permitted on socio economic grounds; and Category IV

are those countries where abortion is unrestricted or permitted for a wide range of reasons (39).

However, the categorisation does not reflect country-level implementation which is influenced

by resource availability, women’s access to abortion services, understanding or commitment

to women’s rights, health professionals’ interpretation of the law, culture and societal norms
(37, 39-41).

COUNTRY ICON KEY

COUNTRY COLOR KEY

y  TOSAVE THE WOMAN'S LIFE OR
PROHIBITED ALTOGETHER

et ' THE WORLD'’S
UNAVAILASLE | RIGHTS ABU RTI 0 N LAWS

Figure 1.1: Map highlighting the legal status on abortion in different countries.

Source: Centre for Reproductive Rights (2019), USA. www.worldabortionlaws.com

As can be seen from Figure 1.1, the majority of the countries in the Global North and Central
and Eastern Asia and Oceania have liberal abortion laws, as they permit abortion either

without restriction as to reason or on broad grounds, such as for socioeconomic reasons (39).


http://www.worldabortionlaws.com/

The exceptions are Poland, Malta, and the Republic of Korea, that continue to have very
restrictive abortion laws (29, 39, 42, 43).

In contrast to the Global North, the majority of countries in the Global South, notably in Africa,
South America, the Middle East, and southern Asia have restrictive abortion laws. In sub-
Saharan Africa, South Africa and Mozambique are the exception with liberal abortion laws
(39). In Kenya, the 2010 Constitution permits abortion when the life or health of the woman
is in danger although there is ambiguity on the meaning or interpretation of abortion “to protect
the health of a woman” (41). In Malawi, abortion can only be done to save a woman’s life, with
a 7 to 14-year imprisonment as punishment should abortion be performed for any other reason
(44). The penal code of abortion in Tanzania permits abortion to save a woman’s life, but lacks
clarity on its legality to preserve the woman’s physical or mental health, and whether more
than one provider needs to give authorisation (45). Rwanda’s penal code restricts abortion to
protect a woman’s physical health or to save her life, including pregnancy from rape, incest or
forced marriage (20). Abortion outside these conditions is a criminal and punishable offence
(20).

In South Africa, the CTOPA transformed the legal framework for abortion that was limited to
certain medical indications and that was defined by race and class, thereby enabling improved

access to abortion for all women in the country (46). This is elaborated below.

1.2.3 Reproductive justice perspective

Reproductive justice refers to an approach that links sexuality, health, and human rights to
social justice movements, thus placing abortion and reproductive health issues in the larger
context of the well-being and health of women, families and communities (47). Globally,
reproductive justice has gained increased attention following the Cairo International
Conference on Population and Development (Cairo ICPD) in 1994 (48). This conference was
a victory for women’s movements as it put the spotlight on the intersection between women’s
rights as human rights, choice and health. However, the existence of reproductive rights does

not mean that women are able to exercise those rights (48).



In 1995, the Programme of Action of the Cairo ICPD called for governments to review
restrictive abortion laws to ensure that women were able to access abortion safely, and with
access to quality services for management of abortion complications (49). However, as can be
seen from Figure 1.1, wide variations in abortion laws among regions and countries remain.
Notwithstanding a worldwide decline in unsafe abortions (50), these remain a challenge
contributing to estimated millions of maternal deaths globally (51).

1.2.4 Health perspective

The health perspective is concerned with reducing maternal mortality due to unsafe abortions.
Globally, it is estimated that around 25 million unsafe abortions take place every year (51).
Approximately eight million or a third of these unsafe abortions were performed under unsafe
conditions by untrained persons using dangerous and invasive methods (52). The majority of
unsafe abortions (97%) occurred in low and middle-income countries (LMICs) in Asia, Africa,
and South America (53).

The 2015 Sustainable Development Goals (SDGs) underscore safe, legal abortion to ensure
universal access to sexual and reproductive health (SRH) services (target 3.7) in order to
prevent avoidable maternal deaths (54). Post abortion family planning has been found to be an
integral service that can strengthen national programmes to avert avoidable maternal deaths
(55, 56). Strengthened health systems are a prerequisite to the provision of comprehensive
abortion services through improved access, choice and quality care (57). These in turn are

dependent on skilled, competent and willing health care providers.

In summary, | have simplified the moral, legal, reproductive justice and health perspectives on
abortion. These perspectives are interrelated, but they highlight the complexities of abortion
provision that is influenced by individual and/or communal notion of morality, rights and
justice. The psychosocial issues and coping strategies of TOP providers cannot be examined in
isolation of, and without understanding, these perspectives on abortion.



1.3 CTOPA and the South African health system
1.3.1 Brief overview of CTOPA

In South Africa, CTOPA permits abortion without restriction and for a wide range of reasons
(4). The Act replaced the Abortion and Sterilisation Act (Act No.2 of 1975), which was very
restrictive: abortion was only legal if the life of the woman was in danger; or if the woman
would suffer permanent mental damage, which had to be assessed by a state-employed
psychiatrist; in cases of proven fetal abnormalities; or in cases of rape or incest (58). Even if
these conditions were met, the woman had to obtain certificates from two doctors before
receiving treatment from a third, unrelated doctor (58). Hence, the Abortion and Sterilisation
Act primarily served the white minority population who had the knowledge about these

conditions or who could afford access to trained providers (30, 35).

The gestational restrictions in CTOPA are among the most liberal in Africa (59). CTOPA
allows a woman abortion on request up to 12 weeks of gestation, and from 13 through to 20
weeks’ gestation if the pregnancy poses a risk to the woman’s mental or physical health or
affects the woman’s social and economic situation (4). After 20 weeks of gestation, the
pregnancy can only be terminated if a medical practitioner, after consultation with another
medical practitioner or a registered midwife, is of the opinion that the continued pregnancy
would: endanger the woman's life; result in severe malformation of the fetus; or pose a risk of

injury to the fetus; or the pregnancy has been the result of rape (4).

1.3.2 The South African health system and TOP provision

The South African Constitution lists health services as a concurrent functional area of national
and provincial government (60). There is a large private health sector in the country that
accounts for half of the health care spending, but serves only 16% of the population (61). The
private health sector is not the focus of my thesis, and hence this section provides a brief
overview of TOP provision in the public health sector.

The Bill of Rights in section 27 of the Constitution obliges government to ensure the rights of
all citizens to have access to health care services, including reproductive health services (60).
Each province has a network of hospitals, that includes regional, district and specialised

hospitals. Although there are ten central hospitals, these are seen as national assets, linked to
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health science faculties(62). Each province also has a network of primary health care (PHC)

facilities, that consists of community health centre, day clinics, and mobile clinics.

In South Africa, TOP is provided at designated public health facilities. These facilities consist
of both hospitals, and community health centres, and are certified by the National Department
of Health (NDoH) as facilities that meet the requirements to provide TOP services that include
first and/or second trimester, including post abortion care in terms of section 3 of the CTOPA,
whether as stand-alone or as integrated SRH services (4). The pregnancy gestation and post
abortion care is not the focus on my thesis, hence these will only be referred to in the context
of the psychosocial issues of TOP providers.

It has been very difficult to determine the number of designated facilities in South Africa. Even
the relevant manager in the NDoH could not provide information of the number of designated
facilities providing TOP services. Nonetheless, as at 31 July 2018, there were an estimated 197
designated TOP facilities in the South African public health sector (63).

1.4 The importance of human resources for health in TOP provision

There is global recognition that the health targets of the SDGs, including universal health
coverage (UHC), cannot be achieved without adequate numbers of motivated, competent,
empowered and equitably distributed human resources for health (HRH) (64). Similarly, the
United Nations strategy for women’s, children’s and adolescent’s health, 2016-2030
underscores the importance of competent and willing health care providers to the provision of
safe abortion and post-abortion care (65). Despite this recognition that HRH are critical to the
achievement of health goals and the performance of health systems, there is under-investment
in HRH (64). Importantly, there is a global HRH crisis, characterised by health professional
shortages, skills imbalances, inadequate performance, and poor human resource management
and support systems (64). Similarly, the HRH crisis in South Africa manifests itself as
leadership and management failures, staff shortages, inequities between urban and rural areas,
and between public and private health sectors, inadequate human resource information systems,

and many unresponsive health care providers (66).



This HRH crisis is even more acute in the case of TOP, given the stigmatised nature of abortion
provision, and refusal of the majority health care providers to be associated with it (67). Other
factors that influence the HRH crisis in TOP provision include the category of health care
provider (which might enhance or restrict access), psychosocial issues faced by willing
providers and management and support systems (the latter two constituting the focus of this
PhD). My definition of psychosocial issues is both the psychological aspects (e.g. compassion
satisfaction, perceived stress, burnout, frustration, as well as social issues (e.g. peer or
management support) that influence the quality of work life of TOP providers, and hence

abortion service provision.

The category of TOP provider (Table 1.1) in turn is influenced by the level of income of a
country, legislation (which influences both abortion provision as well as health professional

scope of practice), actual scope of practice, and the willingness of health workers (68).



Table 1.1: Categories of providers for termination of pregnancy in different countries

*Medical ¢Surgical

Country

Category of provider

Medical and/or surgical abortion

Post-abortion
care

High income countries (developed)

Sweden *Midwives Not stated
®Physicians explicitly
France *Midwives Not stated
®Physicians explicitly
United Kingdom *®Physicians (nurse if prescribed by Not stated
physicians) explicitly
United States *Nurse-midwives, nurse practitioners, and Not stated
physician assistants/ advanced practice explicitly
clinicians
PPhysicians
Low and middle - income countries (developing)
Cambodia *$Qualified doctors, midwife or medical Not stated
assistants explicitly
Bangladesh dFemale paramedics Not stated
explicitly
Vietnam ®Nurse practitioners and physician assistants Not stated
explicitly
Myanmar dMidwives Midwives
Mozambique ®Surgical technicians Not stated
explicitly
Kenya dPMidwives Midwives
Uganda dPMidwives Midwives
Zambia ®Nurses and Midwives Nurses and
Midwives
Ghana dPMidwives Midwives

South Africa

*®Physicians, *TOP trained nurses and
midwives

Trained nurses and
midwives

Compiled from multiple sources: (4, 69-73)

There is a dearth of studies on HRH and TOP provision in South Africa. The few studies that
are available tend to focus on the negative attitudes of providers to abortion, including
conscientious objection, their lack of training on or knowledge of CTOPA and its enabling
provisions (74-77), and how these aspects hinder women’s access to abortion. In light of the

global emphasis on universal access to SRH services (65), and South Africa’s efforts towards




UHC (78), a scholarly focus on the health care providers that enable women’s access to

abortion services in the public sector of South Africa is crucial.

1.5  Study rationale

Notwithstanding the enabling provision of CTOPA, it is estimated that fewer than 50 percent
of licensed facilities are providing abortion services (67). Although these access gaps could be
explained by a combination of factors, my assumption is that it reflects primarily an HRH crisis
in TOP provision, specifically a failure to address the psychosocial needs of existing health
care providers who are willing to provide abortion services. Given my own journey as a public
health professional, where | witnessed the burden of care experienced by TOP providers, |
asked myself several critical questions. What are the psycho-social issues that are experienced
by TOP providers, which if addressed, could lead to a bigger number of health professionals
willing to provide these services? Are there individual and/or organisational issues that
facilitate or constrain TOP provision? What meaning do TOP providers attach to their work?
Do they cope with their work? How do they cope with their abortion provision? What support

mechanisms are in place to address TOP provider psycho-social needs?

Hence, the rationale for my PhD was premised on the following:
a. There is a dearth of studies that explore the psychosocial issues that health care
providers of TOP services face or experience in the public health sector in South Africa
b. The generation of new knowledge on:
I.  The professional quality of life experienced by TOP providers
ii.  Coping strategies used by TOP health care providers
iii.  Support mechanisms available in the health care system.
c. Contribute directly to health policy or health system improvements targeted at HRH for
TOP provision, and indirectly to strategies needed to enhance access to abortion

services for women.

1.6  Study aim and objectives
The aim of the study was to investigate the psychosocial issues and coping strategies of health

care providers at TOP services in two South African provinces, thereby contributing to the
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establishment of a more supportive work environment, and the retention of existing health care

providers.

The specific study objectives were to:

1.  Explore psychosocial issues faced by health care providers of TOP services in terms of:

a.
b.

Individual experiences of TOP provision, and their reasons for providing TOP
Work characteristics e.g. workload, type of TOP procedure performed, positive
aspects of work, and challenges experienced

Professional quality of life of TOP providers, specifically notions of compassion
satisfaction and/or compassion fatigue

Organisational factors e.g. management support, peer support, and availability of

infrastructure and resources

2.  Determine the coping strategies used by health care providers of TOP services.

3. Determine the mechanisms that exist within the organisation to help TOP providers cope

with their work, including the availability of psychosocial support programmes

4.  Determine the views of managers on psychosocial support and/or programmes for TOP

providers

1.7

Structure of integrating narrative

Chapter 1 introduces abortion as a globally contested topic, and the various abortion

perspectives as a backdrop to the focus on HRH and abortion provision. The chapter provides

an overview of CTOPA and the importance of HRH and TOP, and outlines the aim and

objectives of my PhD.

Chapter 2 reviews and critiques the relevant literature on the psychosocial issues and coping

strategies of TOP providers.

Chapter 3 describes the methods that were used in the PhD study.

Chapters 4 to 7 present the study findings under the following headings:

Chapter 4: Factors influencing the provision of termination of pregnancy services.
(Published in Global Health Action in 2017)
Chapter 5. Compassion satisfaction, burnout and secondary traumatic stress among
termination of pregnancy providers. (Published in the Journal of Obstetrics and
Gynaecology Research in 2018)
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Chapter 6: Coping strategies of termination of pregnancy health care providers.
(Accepted for publication by Culture, Health and Sexuality)
Chapter 7: Availability, reported utilisation of, and management perspectives on
psychosocial support programmes for termination of pregnancy providers.
Chapter 8 provides an integrated discussion and conclusion and brings together all the
elements of the PhD thesis, including recommendations for health policy and practice. The

chapter concludes with proposals for future research.
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CHAPTER 2: LITERATURE REVIEW

2.1 Introduction

In this chapter, | review and critique the literature relevant to my PhD, I identify the gaps, and

highlight which aspects my PhD will address. The definition of terms is contained in Section

2.2. Insection 2.3, | review and critique the literature on psychosocial issues among termination

of pregnancy (TOP) providers. Section 2. 4 reviews literature on coping strategies among TOP

providers. Section 2. 5 reviews literature on psychosocial support programmes among TOP

providers.

2.2  Definition of terms

Abortion

Burnout

Compassion fatigue

Compassion
satisfaction
Conscientious objection

Coping strategies

Courtesy stigma

Termination of a pregnancy, whether spontaneous (79), or induced
(80), occurring before 22 weeks of gestation.

A component of compassion fatigue characterised by feelings of
unhappiness, disconnectedness and insensitivity to the work
environment. It can include exhaustion, feelings of being
overwhelmed, bogged down, being “out-0f-touch” with the person
he or she wants to be, while having no sustaining beliefs (81).

The negative aspects of providing care which include feelings of
being overwhelmed by the work or feelings of fear associated with
the work (81).

The positive feelings a person derives from helping or caring for
others (81).

The refusal on moral or religious grounds to participate in abortion
service provision. (4).

The cognitive and behavioural strategies that individuals engage in
when faced with stress (82).

The stigma or public disapproval of those people who are

associated with a stigmatised condition, person or group (83).
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Designated facility

Health care provider

Induced abortion

Legitimacy paradox

Professional Quality of
Life

Psychosocial issues

Secondary Traumatic

Stress

Termination of
pregnancy
Unsafe abortion

A standalone or an integrated sexual and reproductive health care
facility that is certified by the national Department of Health to
provide TOP services, in terms of section 3 of the CTOPA (4).

A medical doctor or professional nurse with at least four years of
training.

A procedure permitted by law and performed by a licenced
physician, or an appropriately licenced mid-level practitioner
acting under the supervision of a licenced physician, with the
intention of terminating a pregnancy (3), page 235.

Refers to the contradiction that in public discourse abortion
providers are seen as dangerous, deviant or illegitimate health
practitioners, yet in practice they are highly skilled and competent
professionals who have provided safe abortion care to women (84).
The quality one feels in relation to work as a health care provider
(81).

Both the psychological aspects, such as compassion satisfaction,
perceived stress, burnout, frustration, as well as social issues, such
as peer or management support that influence the quality of work
life of TOP providers, and hence abortion service provision.

An element of compassion fatigue that is characterised by
preoccupation with thoughts of people one has helped. It includes
an inability to sleep, forgetting important things, and an inability to
separate private and work life (81).

The separation and expulsion, by medical or surgical means, of the
contents of the uterus of a pregnant woman (4).

Any procedure with the purpose of terminating a pregnancy that is
performed by persons lacking the proper skills and/or that is

performed in an unhygienic, non-medical setting (55).

2.3 Psychosocial issues faced by TOP providers
There is a substantial body of literature on the psychosocial issues affecting women accessing

abortion care (85-91). The feminist movement has played a big role in liberalising abortion laws,
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emphasising women’s rights, ethical standards of care, the necessity for health care resources,
and the importance of training to ensure the competencies of health professionals (39, 67, 92-
95). WHO continues to underscore the role of health workers in safe abortion care, in order to
reduce maternal deaths (68, 96).

Across the world, the discourse on abortion and health care providers has been largely negative,
focusing on those providers who are refusing to deliver abortion and other sexual and
reproductive health (SRH) services (67, 74, 95, 97, 98). This is because the behaviour and
action of these health professionals have dire consequences for the women who seek abortion,
especially those who are poor, the majority of whom are in LMICs (67, 99). Hence, there is a
significant body of literature on the negative attitudes of health care workers and the reasons
they do not provide or cease provision of termination of pregnancy (TOP) services (70, 74, 77,
97, 100-107).

Health care providers are core to the successful provision of safe abortion care (67, 68, 96,
108), hence the importance of a scholarly focus on the psychosocial issues that they face or
experience. The positive emotions experienced from helping others, also known as compassion
satisfaction, have been studied among health professionals (109-112). However, there is a
dearth of studies on compassion satisfaction among TOP providers. A study in the United
States among TOP providers found that there was a direct correlation between compassion
satisfaction and perceptions or experiences of stigma (113). I could not find empirical studies
in South Africa, or in other LMICs that have focused on compassion satisfaction among

abortion providers.

Studies on the negative aspects of helping individuals who experience suffering, trauma or
stress-known as compassion fatigue, burnout, vicarious trauma, secondary traumatic stress- are
plentiful (114-119). However, compassion fatigue and burnout among TOP providers have
been studied mostly in high income countries (113, 120, 121) and there has been little scholarly
attention on compassion fatigue among TOP providers in an African setting. This is a
knowledge gap that my PhD will begin to address.
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Some studies have focused on the relationship between moral reason and willingness of health
professionals to provide abortion services. Studies in different country settings have found that
health professionals expressed strong views, and either refused to provide the TOP services or
limited their involvement to counselling of women before or after the procedure or the
provision of general nursing care duties (30, 75, 92, 122-127). Other studies have found that
providers may remain silent or censor their views on second trimester abortion for fear that
they would be labelled as anti-abortionists. This self-censorship has both negative personal or
psychological health consequences (128-130). At the same time, the silence prevents
judgemental attitudes from others, while inadvertently preserving the belief that TOP is
illegitimate and substandard to other sexual and reproductive health services (84, 131, 132).

The phenomenon of legitimacy paradox, where highly trained and compassionate physicians
are portrayed as illegitimate, deviant or substandard providers, also impact on the well-being
of TOP providers (84, 129, 131). These providers deal with the paradox in different and
complex ways, ranging from reports of professional ambivalence (70, 94, 133), conscientious
objection (105, 106, 122, 134), and/or blaming the woman for seeking the service (135, 136).

Numerous studies have elucidated TOP providers’ experiences of marginalisation, harassment,
threats, violence, victimisation and condemnation (101, 137-139). A constant threat from many
studies is provider reports of real and perceived stigma, characterised by labels, rejection and/or
stereotypes at individual, institutional and community levels (26, 70, 140-142). In some
instances, societal condemnation has resulted in violence, arrests, attacks at the homes of health
professionals, and there have been instances in the USA of murders of doctors who provide
abortions (143-146). The range of abortion laws that allow states to decide how abortion
services are implemented also contribute to the condemnation, hence these TOP providers have
legitimate concerns about their safety in abortion provision (147-149).

Furthermore, these negative experiences often result in adverse consequences for providers.
One study found that medical practitioners who provided abortion services were excluded from
promotions, with ongoing rejection and labelling of these providers by their peers and
managers (102). A 2006 study among 30 physicians in the USA found that a combination of

unsupportive policies, envisaged strained relationships with managers and co-workers, and fear
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of violence and stigma (129) led to their decision not to integrate TOP into their medical
practice. The negative experiences are made worse by prejudice from colleagues, managers
and the community for reasons that vary from poor knowledge of the benefits of the safe TOP
services, and moral and religious beliefs. A systematic review that focused on developed
countries has found that these experiences take their toll on the health and well-being of TOP
providers, resulting in poor mental health, stress, burnout, frustration, and compromised service

provision (138).

There is an emerging body of literature on abortion providers in LMICs, notably in sub-Saharan
Africa (101, 137). Similar to the contestations on abortion services globally, in South Africa,
studies on the implementation of CTOPA have focused primarily on the negative attitudes of
health care providers, their conscientious objection and refusal to provide TOP services (75,
150), amidst the challenges of staff shortages, lack of information or training on CTOPA,
stigma, poor access to facilities especially in rural areas, that create various barriers to the
implementation of CTOPA (126, 151). These studies were not focused on TOP provider
psychosocial issues, and this set these studies apart from my PhD, which focused on TOP
providers. A study conducted in 2000 found that the few willing health care providers felt
alienated and unsupported and may have burnout from the negative attitudes towards them
(124). However, the study did not measure burnout and was conducted almost two decades

ago.

Between 2011 and 2012, Harries et al conducted a qualitative study among 19 abortion
providers and managers in the Western Cape Province of South Africa to obtain perspectives
on the availability of second trimester abortion services and recommendations for improved
access (93). However, the Western Cape is quite different from the rest of South Africa, and
the sample included a small group of providers. Although it provides useful insights, it cannot
be generalised to the rest of the country. My PhD study is extensive, focusing on two South
African provinces, all the TOP designated health facilities in these provinces, and using a

combination of qualitative and quantitative methods.
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2.4  Coping strategies of TOP providers
The notion of coping, or the cognitive and behavioural strategies that individuals engage in

when faced with stress (82), is important to explore within the context of the moral and social
conflicts surrounding abortion provision and the health care providers who enable such
provision. Coping strategies can be either positive and/ or negative. Positive coping strategies,
also known as problem-focused coping, refer to efforts aimed at managing or solving the
problem causing the distress. These include information gathering strategies, decision making,
planning, conflict resolution, or directing efforts to obtain knowledge, skills and tools (82).
Negative or maladaptive coping strategies are linked to emotion-focused responses that attempt
to maintain affective equilibrium and include escape, avoidance, emotional outbursts or

ruminations which may heighten stress or lead to greater dysfunction (152).

There is significant body of literature on coping strategies used by health professionals (153-
155), especially those who work in mental health services (156, 157), critical care (158-160)
or emergency services (161-163), where there are high levels of occupational stress because of

life and death situations.

In high income countries, there is an emerging body of literature on the coping strategies used
by TOP service providers (128, 132, 164-166). These studies have found that the reported
coping strategies of TOP providers were self-preservation, silence, viewing TOP as a technical
or clinical procedure, 'switching off', suppression of emotions, or distancing themselves
emotionally and physically from the procedure (121, 128, 167, 168). Researchers in the USA
found that health care providers gave different accounts of their experiences: some recounted
the emotional burden of service provision, the difficulties of unconditional acceptance of
women seeking abortion and not judging them, while others indicated that the compassion
satisfaction they experienced from caring for women and increasing years of experience
assisted them to cope with abortion provision (130, 166). Also in the USA, Freedman found
that training of all staff, even if they did not provide abortion, facilitated better coping among
TOP providers, because training normalised the otherwise highly contested procedure (141).
A 2011 study in the USA found that abortion providers used avoidance as a way of coping in
order to resist or alter the negative attitudes about being a TOP provider, and to deal with
courtesy stigma (169). In Canada, a small study conducted among nurses found that those

nurses who cared for women after the procedure coped well, because there were high levels of
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collegial support for these nurses (170), while another study among Canadian doctors found

they resigned as TOP providers due to their experiences of stigma and harassment (138).

Stigma and violence or fear thereof often result in TOP providers not talking about their

work, and this silence and self-censorship are their ways of coping and protecting the pro-
choice movement (130, 171). Several studies found that a supportive practice environment
and collegial support enhanced the positive coping strategies of TOP providers (172-174).

The knowledge gaps on coping and TOP providers are more pronounced in LMICs (101). A
study among 36 health workers in Ghana found that they concealed the correct diagnosis and
misclassified abortion cases to avoid being labelled and judged by colleagues (101). In South
Africa, there is a dearth of studies on coping strategies among TOP providers. The few studies
that have been done found that collegial support assisted the few doctors that provided second
trimester abortions (175).

My PhD study makes an important scholarly contribution by focusing explicitly on the coping

strategies of TOP providers in two South African provinces.

2.5 Psychosocial support programmes for TOP service providers
The WHO has pointed out that the availability of health workers is insufficient on its own, and

that health workers need to be supported by the health system as a whole (64). Although one
of the key strategies of the 2030 HRH strategy is to strengthen the institutional environment
for health workforce retention and performance management, there are few practical details on
how to achieve this (64). Global federations of professional associations and the Global Health
Workforce Alliance have argued that positive practice environments (PPESs) are critical both
for patient safety and the wellbeing of health workers (176, 177). These organisations have
provided detailed guidelines for such PPEs, including: professional recognition, management

practices, education, supportive structures, and occupational health and safety (176, 177)

Although a range of support programmes have been developed for health professionals in

mental health services (178-181), there is a dearth of studies on psychosocial support
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programmes or PPEs for TOP providers. The Providers Share Workshop (PSW) is one of a few
psychosocial programmes found to be preferred by abortion providers (172), because they
created a safe space to discuss work experiences, assisted with enhancing their compassion
satisfaction, and reduced abortion stigma over time (113). Veage et al found that values
clarification workshops, which focus on personal values, moral dilemmas and saving women’s
lives, may enhance the meaning of TOP providers” work, increasing wellbeing and reducing
staff burnout (182). Other scholars have also argued for the prioritisation of psychosocial
support programmes in the TOP environment (165), although the nature and details of such

programme are lacking.

In the context of LMICs with resource constraints the knowledge gaps are huge. A five country
case study has found that the expansion of abortion services was influenced by health systems
factors such as workloads and incentives, training, supervision and support, supplies, referral
systems, and monitoring and evaluation (103). Strategies used, with varying success, included
values clarification workshops, health worker rotation, access to emotional support for health
workers, the incorporation of abortion care services into pre-service curricula, and in-service
training strategies. However, the study did not focus on the availability and nature of

psychosocial support programmes (103).

In South Africa, the initial implementation of the CTOPA after its promulgation was associated
with values clarification workshops. There have been a few qualitative studies that looked at
challenges in second trimester provision and provider attitudes to abortion provision.
Recommendations included the provision of clinical and psychosocial support programmes to
motivate and attract TOP providers, specifically financial compensation for providers, ongoing

training, values clarification, emotional support, and team building (75, 93).

| could not find any published South African studies that have examined the available
psychosocial support programmes for TOP providers, and the narratives of managers on
whether and what type of programme should be available to TOP providers. Hence, my study
is one of the first to examine these issues, in tandem with exploring psychosocial issues, and

coping strategies of abortion providers.
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CHAPTER 3: METHODOLOGY

3.1 Introduction

This chapter describes the approach and methods used in my PhD study, which combined
qualitative and quantitative research methods to explore the psychosocial issues and coping
strategies of termination of pregnancy (TOP) providers. The use of mixed methods enabled me
to complement the strengths of qualitative methods, such as the ability to obtain rich narratives
and in-depth information from TOP providers, and of quantitative methods that enabled the
empirical measurement of compassion satisfaction and compassion fatigue among TOP
providers (183, 184).

Section 3.2 presents the conceptual framework of the study, and describes the linkages of the
framework to the study objectives, the data collection methods and the research outputs.
Section 3.3 describes the cross-cutting methodological elements (study setting, study
population, ethical considerations). In section 3.4, | present the components of the mixed
methods study. This is followed by the description of the quantitative component (section 3.5)
and then the qualitative component (Section 3.6). Section 3.7 describes the integration of
qualitative and quantitative findings. Section 3.8 describes the potential sources of bias and
limitations and how these were addressed. The concluding section 3.8 highlights the strengths
of my PhD study.

3.2  Conceptual framework

The conceptual framework for this PhD study (Figure 3.1) draws on the WHO’s health systems
strengthening framework (185), the job demands-control-support (JDCS) model (186) and the
professional quality of life model of compassion satisfaction, (CS) and compassion fatigue
(CF) (81).
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3.2.1 Brief overview of frameworks

The WHO Framework defines six building blocks of a health system: leadership and
governance, service delivery: human resources (health workforce); finances; medical products,
vaccines and technology; and information (185). Although there are limitations of the
framework, these building blocks are useful in promoting a common, global understanding of
what a health system is and the essential elements needed to improve the performance of health
systems (185). The WHO Framework is relevant for my PhD because the TOP providers

function within South Africa’s health care system.

The JDCS model, originally proposed by Karasek in 1979 (187), is one of the most widely
studied models of occupational stress (186, 188). The JDCS model proposes that job
demands (workload, time pressure, effort, difficulty), job control (decision-making authority,
freedom to organise work, competence) and support (supervisor, management or social
support) are key work characteristics that predict health workforce outcomes in both negative
terms (e.g. stress, illness) and positive terms (motivation, job satisfaction, productivity, and
ability to cope) (186, 188, 189). The JDCS model is relevant for my PhD because it focuses

on psychosocial issues and the coping strategies of TOP providers.

The professional quality of life (PRoQOL) model of compassion satisfaction, (CS) and
compassion fatigue was developed in 1990, and is used extensively in the caring professions
such as medicine, nursing, social work, psychology, emergency medicine to measure the
positive and negative effects of helping others (81). Other advantages are the tool is available
free of charge and has been shown to have good validity and reliability (81). PRoQOL consists
of three subscales: compassion satisfaction which is the pleasure a provider derives from doing
his/her work with a high score denoting compassion satisfaction, burnout which is related to
feelings of hopelessness, not coping with work or carrying tasks ineffectively, and compassion
fatigue/secondary trauma scales which is work-related secondary exposure to traumatic events
(81). The PRoQOL maodel is relevant for my PhD because it focuses on the caring professions,

namely TOP health care providers.
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3.2.2 Description of my conceptual framework

Figure 3.1 shows the conceptual framework for my PhD. The left side of my conceptual
framework illustrates that the six building blocks, as proposed by WHO, are essential to the
provision of TOP and for a well- functioning health care system, in which TOP providers are

located.

In my conceptual framework, I hypothesise that there are multiple relationships among the
health system building blocks and the three sub-components of job characteristics: job demands
or job control; management or supervisor support, and collegial support. A well-functioning
health system is more likely to reduce workload of TOP providers or could lessen the pressures
associated with the difficulties of TOP provision, given the stigma associated with abortion.
On the other hand, staff shortages or infrastructure difficulties are more likely to increase job
demands of TOP providers. A well-functioning health system is also more likely to ensure
competent TOP providers, who have some flexibility to organise their work, thus giving them
some job control. A well-functioning health system is also likely to ensure management support
for health care providers, and encourage team work, so that there is collegial support.

On the extreme right of my conceptual frameworks are the health workforce outcomes, which
could be either positive (compassion satisfaction, positive coping strategies) or negative
(burnout, secondary traumatic stress, negative coping strategies). These outcomes are mediated

by the six building blocks and job characteristics of TOP provision.
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Figure 3.1: PhD Conceptual Framework. Adapted from: Health systems strengthening framework (WHO 2007); Job Demands-Control-Support
model (Luchman et al 2013); Professional Quality of life model of compassion satisfaction and compassion fatigue (Stamm 2010)



3.2.3 Aligning conceptual framework and PhD methodology

The table below illustrates the alignment of the study objectives, methods, and data collection instruments, while Table 3.3 shows an overview of

the mixed methods study.

Table 3.1: Alignment of objectives, conceptual framework, methods, data collection and research outputs

Objective Elements of Methods Data collection Research outputs
conceptual framework
1. Explore  TOP service | e Health system building | ¢  Facility visits o Facility checklist o ‘Iam all alone’: factors
provider psychosocial issues, blocks e  Observation e  Fieldwork notes and influencing the provision of
specifically: individual | ¢«  Job demands e  Semi-structured reflection termination of pregnancy
experiences  of  TOP | ¢  Job control interviews with TOP | ¢  Semi structured interview services in two South African
provision, ~workload and | ¢ Management support providers guide provinces
organisational factors that | Collegial support Chapter 4
Influence TOP provision e Professional quality of life: | ¢  TOP Provider survey | e Self-administered e Compassion satisfaction,
compassion satisfaction & professional quality of life burnout and secondary traumatic
compassion fatigue (PRoQOL) questionnaire stress among termination of
pregnancy providers in two
South African provinces
Chapter 5
2. Determine  the  coping | ¢ Job demands e  Semi-structured e Semi-structured interview | e  Resilience or detachment?
strategies used by health care | «  Job control interview with TOP guide Coping strategies of termination
providers of TOP services e Management support providers of pregnancy health care
e  Collegial support providers in two South African

provinces
Chapter 6
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Objective

Elements of
conceptual framework

Methods

Data collection

Research outputs

3. Determine the mechanisms that
exist within the organisation to
help termination of pregnancy
health care providers cope with
their work

4. Determine the views of
managers  on  psychosocial
support and/or programmes for
termination of pregnancy service
providers

Health system building
blocks

Job demands

Job control

Management support

Collegial support

e  Self-administered

questionnaire
completed by facility
managers

e  Semi-structured

interview with facility
manager

e  Self-administered

questionnaire  combined
with semi-structured
interview guide

e Ambivalence, indifference or
support: Availability, reported
utilisation and management
perspectives on psychosocial
support programmes for
termination of pregnancy
providers in two South African
provinces

Chapter 7
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3.3  Cross-cutting methodological elements
3.3.1 Ethical considerations

| obtained ethics approval for my PhD study from the University of the Witwatersrand
Human Research Ethics Committee (HREC) (medical) in June 2014 (M 1405443), before
commencing the research (Appendix 1). Study permission was also obtained from the
relevant provincial health authorities: Gauteng Province (Appendix 2), the District Research
Committees of Ekurhuleni (Appendix 3) and Sedibeng (Appendix 4); and North West
Province (Appendix 5). In North West and Tshwane districts, the district health authorities
accepted the provincial approvals, and advised the researcher to engage the facility executive

managers.

At each institution, the chief executive officer or community health centre manager also
provided study approval by email, verbal or written form (see appendices 6 to 11). Other
facilities requested an introductory meeting prior to the study approval, and these were held
with the relevant manager to explain the study. At two hospitals in Gauteng, a presentation
was made at the medical officers” weekly clinical meetings, in order to encourage

participation by doctors.

In line with the standard ethical principles, | ensured the voluntary participation of TOP
providers, and informed consent was obtained. Anonymity and confidentiality were
maintained. | am an experienced psychiatric nurse: | dealt with each study participant with
compassion, | was able to allay the participants’ anxiety, and offered referral for
psychosocial support to the participants’ own counsellors, as and when needed. I ensured
that written information was provided to all study participants. My contact details, those of
the HREC and my supervisor were provided to all study participants in case of any questions
or requests for further information. The steps that were taken to ensure and maintain an

ethical approach to the study are listed in Table 3.2 below.
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Table 3.2: Summary of steps taken to ensure an ethical approach to the study

Ethical approval was obtained from the University’s Human Research Ethics Committee
(Medical)

Study approval was obtained from all health care authorities and health facility managers

Information sheet was provided to all study participants prior to the survey or interviews

Voluntary participation was emphasised

Eligible participants provided informed consent

Research tools did not contain information that identified respondents

All participants were treated with respect

Confidentiality was maintained throughout the study. Interviews were conducted in a
private area, the data that were collected through the tools were kept on a password

protected computer

Participants were given the name and contact details of the principal investigator,

supervisor and Chair of HREC

As an experienced psychiatric nurse, | dealt with participants with compassion, allayed
their anxiety and offered referral for psychosocial support as necessary

Questions raised by participants and health authorities were addressed

3.3.2 Study setting

The study was conducted at designated TOP facilities in Gauteng and North West provinces
of South Africa, as defined in Chapter 4 (Table 4.1). The study provinces and districts are
shown on the map of South Africa (Figure 3. 2).
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Figure 3.2: Study provinces and districts shown on map of South Africa
Source: Map created by Ms N. Ndlovu, Researcher at the Health Systems Trust.

Gauteng North West

DC48: West Rand District Municipality DC37: Bojanala Platinum District Municipality

DC42: Sedibeng District Municipality DC38: Ngaka Modiri Molema District Municipality

EKU: Ekurhuleni Metropolitan Municipality DC39: Dr Ruth Segomotsi Mompati District Municipality
TSH: Tshwane Metropolitan Municipality DC40: Dr Kenneth Kaunda District Municipality
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The selection of the two provinces was influenced by a combination of factors: urban
Gauteng combined with a mixed urban-rural North West setting, logistical factors (e.g. travel
distance, number of facilities) and budgetary constraints. The approval from the provincial
health departments to participate in the study in these two provinces also influenced the study

selection.

Gauteng is a highly urbanised and populous province with an estimated population of 14.7
million, accounting for 25.4% of the total South African population (190). It is the economic
powerhouse of South Africa contributing one third to the gross domestic product (GDP).
During the study period, Gauteng had five municipalities: City of Johannesburg; City of
Tshwane; Ekurhuleni Metro; Sedibeng; and the West Rand.

North West is located to the west of Gauteng. The population of North West is estimated at
3.9 million (190). Mining is the main economic activity that contributes 50% to the
province’s GDP, and 6.5% to the country’s GDP (190). At the time of the study, North West
had four district municipalities: Ngaka Modiri Molema, Bojanala Platinum, Dr Ruth

Segomotsi Mompati and Dr Kenneth Kaunda.

3.3.3 Sampling Frame

The sampling frame consisted of all public health facilities (hospitals and clinics) in Gauteng
and North West provinces that are designated by the national Department of Health (DoH)
to provide TOP services. | obtained a 2014 list of these designated TOP facilities from the
national DoH. At the time of the study, 61 facilities were designated: 37 in Gauteng Province
and 24 in North West Province. This national list was compared with the 2014 list from the
provincial database from each of the study provinces. The different data set required visits
to all facilities to verify whether facility designation meant actual TOP provision. A

consolidated list was generated, and this constituted the final sampling frame.
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3.3.4 Study population

The population of interest was all doctors and professional nurses (i.e. nurses with four years
of training) providing TOP services. Staff not directly involved in TOP services (e.g.
enrolled nurses, administrators and general assistants) working in the selected facilities were

excluded.

3.4  Components of the mixed methods study

The use of mixed methods was appropriate for my PhD because it allowed me to consider
multiple viewpoints, and perspectives, given the complexity of and contestations
surrounding TOP. | used a convergent parallel mixed method study design (191), where |
collected quantitative data, and at the same time conducted interviews to obtain qualitative

data, and then analysed and compared the findings after the completion of the fieldwork.

The mixed methods design is shown in Table 3.3.

Table 3.3: Overview of PhD mixed methods study components

Convergent Parallel Mixed Methods Design

Quantitative component Qualitative component

Completion of checklist Facility visits, observation at TOP facilities
and taking detailed fieldnotes

TOP provider survey Indepth interviews with TOP providers

Survey  of psychosocial support | Indepth interviews with TOP providers
programmes

Data analysis happened both concurrently and sequentially

3.5  Quantitative component
3.5.1 Completion of facility checklist

| developed a facility checklist for use during the facility site visits to verify the provision of
TOP services at each of the designated facilities, and determine the number and category of
the TOP provider at each facility. At each facility, | verified with the chief executive officer
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(in case of a hospital), and the operational manager (in case of the community health centre)
whether TOP service was provided at the time. Facilities that did not provide TOP were then
removed from the list, and those that were not on the list, but providing TOP were added to
the list of facilities to be visited for possible inclusion in the study. I also obtained the reasons
for not providing TOP. This information was captured on a spreadsheet to complement other
data collection methods of my PhD. | used Microsoft Excel to analyse the information on

TOP provision. Further details are provided in Chapter 4.

3.5.2 TOP provider
a. Self-administered professional quality of life (PRoQOL) questionnaire

Following an extensive literature review, the PROQOL questionnaire was adapted and used
in its original form (81), with additional questions on socio -demographic information and

possible reasons for working as TOP provider (Appendix14).

The PRoQOL tool consists of 30 questions and includes three subscales on compassion
satisfaction, burnout, and secondary traumatic stress. PRoOQOL scores are pre-determined in
the following way: a score of 22 or less denotes a low level, 23-41 an average level and 42
or above denotes a higher level. Additional questions were included: socio-demographics
such as age, gender, TOP experience, etc., and a Likert scale to explore possible reasons for
working as a TOP health care provider, staying in the current job, and provider interest in
psychosocial support programme. An open- ended question was included to allow TOP
providers to add any comments about psychosocial issues and coping strategies and any
other issues related to their job.

b. Data collection

At each designated facility, all the TOP providers were given an information sheet

(Appendix 16), and invited to participate in the survey. Following informed consent, the
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TOP provider was requested to complete the self-administered questionnaire (Appendix 14).

The questionnaire took 15 minutes to complete.

c. Data analysis

STATA® 13 was used for data analysis. Both descriptive and inferential statistics were
performed. Individual participant scores were allocated as per PRoQOL instruction (81),
and mean scores and standard deviation were calculated. We further analysed for factors
associated with each score through multiple linear regression model. Further details on the

TOP provider survey are contained in Chapter 5 of the thesis.

3.5.3 Survey of psychosocial support programmes

The purpose of the survey among managers of the designated facilities or of TOP providers
was to obtain information on the availability and utilisation of psychosocial support
programmes (see appendix 21). A combined structured questionnaire and interview schedule
was developed that consisted of two portions: a self-administered questionnaire that elicited
information on the number of TOP providers at the facility, number of health care providers
trained on TOP provision, average number of patients seen per day at the facility, type of
TOP procedure done (whether medical or surgical), maximum gestational age for TOP
provided at the facility. The questionnaire also obtained information on the availability of a
support programme or support mechanism to TOP providers, whether TOP providers used
the programme, how often the programme was available to TOP providers, and who
provided the programme. The self- administered questionnaire took around 10 minutes to
complete. The self-administered questionnaire was analysed using Microsoft Excel.

The second portion consisted of an interview schedule (see below and Appendix 21).

Chapter 7 of this thesis contains further information on the survey among managers.

3.5.4 Data management and quality assurance

Table 3.4 summarises the data management and quality assurance used for the quantitative

component of my PhD.
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Table 3.4: Data management and quality assurance

TOP provider survey

e Each file was assigned specific codes according to the province and hospital

e Cleaning of data set, addressing errors and missing values

e Capturing of data on Micro Excel spreadsheet to perform basic descriptive
analysis

e Developing coding sheets on all responses for all items, and ensuring that skip
patterns (where applicable) were followed

e Dependable data capturer was contracted to do double data entry to ensure
accuracy

e Labelling of all the variables before importing them into STATA for analysis

Survey of psychosocial support programmes
e Capturing of data on Micro Excel spreadsheet to perform basic descriptive

analysis

3.5.,5 Pilot study

A pilot study to pre- test all study instruments was conducted towards the end of 2014. The
pilot study was conducted in three non-sampled facilities that were not designated to provide
TOP but with similar characteristics to those from the actual study sample. The purpose of
the pilot study was to test the study instruments, determine feasibility of the study including
logistics, time taken, and possible challenges during the study. The instruments did not

require any changes.

During the pilot, I discovered that having approval from the province, the district, and the
chief executive officer or the facility manager, did not guarantee access to a functional
designated facility or TOP providers for participation. In addition to a lot of patience, |
realised that 1 would need to do more than one visit to a facility for recruitment. | estimated
two days for data collection at each facility, with an additional day for North West because

it is further away from Gauteng.
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3.5.6 Internal consistency and reliability of study instruments

Following the piloting of the facility checklist, PRoQOL and the survey of psychosocial
programmes, Cronbach’s alpha coefficients were computed to determine the validity and
reliability of the PRoQOL. The Cronbach alpha obtained had moderate internal consistency
at 0.77 (192).

3.6 Qualitative component

Denzin et al described qualitative research as “a set of interpretive material practices that
turn the world into a series of representations, including fieldnotes, interviews, memos to
self, and recordings” (193). The qualitative component of my PhD helped to clarify, explain
and add depth to the quantitative information obtained through the self-administered
questionnaires and the checklist. The methods used in the qualitative component of my thesis

are summarised below, with further details in Chapters 4, 6 and 7.

3.6.1 Observation at TOP facilities and detailed fieldnotes

During the site visits which | personally conducted at all designated facilities, | made detailed
fieldnotes, and | observed the dynamics of TOP provision at each facility, the location and
space of the TOP unit within the facility, communication between TOP providers and other
staff members, including facility managers and/or the managers of reproductive health
services. The findings have been included in the discussion sections of Chapter 4 to 6, and

the different settings for TOP provision are shown as Appendix 24.

3.6.2 In-depth interviews with TOP providers

a. Selection and recruitment
| selected health care providers purposively in the order in which the facilities were visited

during fieldwork. This means that | set up appointments at the different facilities depending

on the availability of the individual facility managers, rather than in a random manner. Once
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an appointment was secured, | completed all the study components at the facility. Hence |

recruited and interviewed the TOP providers at the first 30 facilities visited.

b. Development of the interview schedules
A semi-structured interview schedule was developed to obtain qualitative information that

would add depth and possibly explain some of the findings of the self -administered
questionnaire (Appendix 20). The interview questions focused on the TOP provider’
perceptions of their work; psychosocial issues they faced in the workplace; coping strategies;
availability of support mechanisms in the workplace; and possible interventions or
recommendations, whether directed at the TOP providers, their managers or the health

system.

c. Data collection
The 30 TOP providers were provided with an information sheet explaining the voluntary

nature of participating in the interviews. Following informed consent, interviews were
conducted with these selected TOP providers. | assured participants of confidentiality and
anonymity. The interviews lasted for 40 minutes, with a time range of 30 to 60 minutes.
Where necessary, probes and clarification of responses was used. The information sheet,
consent form, and the interview schedule are attached as Appendices 18 to 20. The
interviews were tape recorded with informed consent. In addition, |1 wrote down the
fieldnotes, my observations, and impressions immediately after the interviews, on a

spreadsheet designed for this purpose.

3.6.3 In-depth interviews with managers of facilities or TOP services

a. Selection and Recruitment
All managers at the final sample of designated facilities were invited to participate in the

study. These included the facility managers (in case of the community health centre), or the

managers responsible for sexual reproductive health services (in case of a hospital).
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b. Development of the interview schedules
The first part of the combined questionnaire and interview schedule consisted of the

quantitative data on the TOP facility staffing and client load, and the second portion
consisted of the semi-structured questions (Appendix 21).

The questions focused on the strengths and weaknesses of the support programme (where
available), the areas that needed improvement, their thoughts on a psychosocial programme
for TOP providers, what the programme should entail, who should provide it, their role in
the provision of psychosocial support for TOP providers, their opinion on the elements to be
included in the recommendations for a psychosocial programme. Participants were asked to

give any additional comments about psychosocial support to TOP providers.

c. Data collection

All managers were provided with an information sheet explaining the voluntary nature of
the study, as well as assurance on anonymity and confidentiality. Following informed
consent, interviews were conducted with the relevant managers. Each interview lasted an
average of 35 minutes, with each interview ranging between 30 to 60 minutes depending on
the responses of facility managers. Where necessary, probes and clarification of responses
was used. The interview schedule, consent form, and the information sheet are attached as
Appendices 21 to 23.

The interviews were tape recorded with informed consent. In addition, the fieldnotes,
observations, and impressions were written immediately after the interviews, while still fresh

in my mind.

3.6.4 Data management and analysis

Each recorded interview was transcribed verbatim by an experienced transcriber. The
principal researcher (MT) coded the transcripts to uphold participants’ anonymity and to
ensure confidentiality. She consolidated the transcripts into one file for ease of analysis. An
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extensive data cleaning was done where transcripts were checked against the original
recordings with corrections made as applicable. For reliability in qualitative data analysis,
two other researchers (the supervisor and another researcher) read through four transcripts
independently, and developed a set of codes, and avoided applying pre - existing codes to
the data (194). Once the codes were allocated we met to reach consensus on the codes and

themes.

| used Interpretative Phenomenological Analysis, an approach of qualitative enquiry that
focuses on the detailed analysis of each individual interview, and seeks to explore how
individuals make sense of their major life experiences (195) to analyse the TOP provider
and management interviews. | used the agreed upon codes and themes to analyse all the
interviews. | merged the codes and themes into one consolidated code book, and used
MAXQDA® 12 to complement the manual process of data analysis. The process of sifting
and analysis of the data took approximately six months. Additional information about semi-
structured interviews for TOP providers and facility managers are presented in Chapters 4,
6and 7.

3.6.5 Reliability and validity

In qualitative research, appropriateness of the tools, process and data; and consistency of the
processes and the results are a prerequisite (196). Appropriateness was achieved through the
verification of and site visits at the designated facilities; inclusion of facilities and providers
working in TOP provision; and engagement of the managers at the facilities. The rigorous
data analysis included verbatim transcription of recorded interviews, recording and

reflecting on the detailed fieldnotes and observations during the facility visits.

3.7 Integration of qualitative and quantitative findings

The integration of quantitative and qualitative findings was the final step of my PhD.
Triangulation was used to increase the credibility and validity of my study results. Data
from different research methods can be integrated at several stages in the research process,
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namely at data collection, analysis, interpretation or a combination of places (197). In this
study, triangulation was done both at the stage of data collection and at analysis. The themes
obtained from the qualitative data were compared to the quantitative findings, in order to
check the consistency of the evidence on the psychosocial issues faced by TOP providers.
This was done by comparing findings from the TOP provider survey (Chapter 5), with the
three qualitative studies (Chapters 4, 6 and 7). An iterative process of examining the findings,
checking inconsistencies, and linking the findings to the original study objectives was done.
Lastly, the triangulated findings were reviewed in light of the existing literature. The

concluding chapter of this thesis integrates the findings and presents the recommendations.

3.8 Potential bias, limitations and amelioration
This section describes the PhD study’s bias (198), limitations, strengths and steps taken to

address these.

3.8.1 Possible study bias

a. Selection bias

The possible selection bias was the inclusion of certain facilities only, with characteristics
that differ from the universe of TOP facilities in the two provinces. However, this bias did
not arise in my study because | chose all designated facilities in Gauteng and North West
Provinces. The survey was done among all TOP providers at the designated facilities in the
two provinces. | obtained a 98% response rate which is excellent. Hence, sampling or

selection bias did not arise in the survey.

The managers’ survey and interviews covered 50/51 TOP facilities and captured the views

of the majority of managers.

The in -depth interviews with 30 providers were done in the order in which facilities were
visited for fieldwork, rather than in a random manner. This could have introduced some form
of selection bias because the views of TOP providers at these facilities might differ from
those at other facilities. However, this potential bias was offset by the survey which captured
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the universe of TOP providers in the two provinces, and my visits and field observations at

every single facility.

b. Observation bias

Observation bias occurs when two or more interviewers are used for data collection, or when
questions are asked differently during each interview. In my study, | took responsibility for
all the interviews and survey administration. | used the same interview schedule and posed

the questions in the same way. Hence there were no inter -observer variations.

C. Social desirability bias

Social desirability bias (199) occurs when participants give responses that they think the
researcher wants to hear. Although this type of bias can never be eliminated, | used a
combination of self - administered questionnaires (which allowed for privacy in responses),
and in — depth interviews which | conducted. 1 combined the survey and interviews with
visits to every TOP facility, completed a facility checklist and took detailed fieldnotes. The
mixed methods allowed me to pick up inconsistencies and contradictions, thus minimising

the impact of social desirability bias.

3.8.2 Study limitations

a. Inclusion of two provinces

Budgetary and logical constraints prevented me from focusing on more than two provinces.
Nonetheless, this study met all the requirements of a PhD in terms of scale and scope. A
combination of the urban populous Gauteng, and a mixed urban— rural North West gave me
the opportunity to explore psychosocial issues of TOP providers in both a relatively well-
resourced, and under-resourced geographical settings.
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In addition, Gauteng Province is the economic powerhouse of South Africa and any

developments influence those not only in the country, but also in other African countries.

b. Cross-sectional nature of the study

This was a cross sectional study that analysed the psychosocial issues and coping strategies
of TOP providers in two South African provinces during 2014 and 2015. Hence the results
represent the perspectives and views of TOP providers at a point in time. Some information
may have changed between data collection and the time of writing this thesis. Although cross
sectional studies are relatively cheap and they provide a general description of how the study
population views the issues under investigation at a point in time, they do not allow the
researcher to establish causal relationships between different exposures (e.g. health systems
constraints, lack of management support) and outcomes (e.g. compassion satisfaction and
compassion fatigue among TOP providers) (198, 200). However, my PhD study has

numerous strengths, summarised in the next section.

3.8.3 Strengths of the study

My PhD study has numerous strengths. Firstly, I visited every designated TOP health facility
personally, and was able to verify whether facility designation meant actual TOP provision.
| discovered the discrepancies between the national and provincial health department
databases, and the shortcomings of the existing national database. | also got a first-hand
account of the health care system and organisational issues faced by TOP providers, and that

influence provision. | experienced the courtesy stigma of conducting research on abortion.

Secondly, this is one of the first comprehensive studies that generated new knowledge on
the professional quality of life experienced by TOP providers, their coping strategies, and
the support mechanisms available in the health system. The measurement of compassion
satisfaction, burnout and secondary traumatic stress has provided baseline information that
could be used for future studies. Combined with indepth qualitative methods, | have been
able to generate rich data from TOP providers, who have been hitherto been neglected in the

discourse on improving access to SRH services. Thirdly, the utilisation of various research
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methods has enhanced the credibility of the research findings. The tools used in my study

could be adapted by other researchers in South Africa, as well as in other LMICs.

Fourthly, this study is one of the few studies in South Africa, and in an African setting that
explored the perspectives of managers on the availability of psychosocial support
programmes for TOP providers. The study has provided rich data on how these managers
might enhance or constrain the ability of the health care system to support TOP providers.

The narratives of managers in turn affect the provision of safe abortion services.

Lastly, the study has generated policy-relevant knowledge that can guide health system
improvements for abortion and other SRH services. Such improvements are likely to benefit
both the health professionals who provide TOP (through better support mechanisms, staff
retention, etc.), and the women seeking abortion.
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CHAPTER 4: FACTORS INFLUENCING THE PROVISION OF
TERMINATION OF PREGNANCY SERVICES

4.1 Introduction?

Globally efforts to achieve gender equality and to reduce high levels of maternal mortality
were given renewed impetus with Millennium Development Goals 3 (gender) and 5
(maternal mortality) (201). The target for MDG 5 was to achieve a 75% reduction of the
maternal mortality ratio (MMR) between 1990 and 2015 (201). Notwithstanding
encouraging progress on the reduction of maternal mortality by the end of 2015, millions of
women continue to die from unsafe abortion, the majority in low and middle - income
countries (99). The 2015 Sustainable Development Goals (SDGs) emphasise the importance
of universal access to sexual and reproductive health care services in order to prevent
avoidable maternal deaths (54). Maternal deaths could be averted significantly by addressing
unmet family planning needs, and improving access to safe abortion or termination of

pregnancy (TOP) services (55, 202).

It has been estimated that the proportion of all unsafe abortions has increased between 1995
and 2008 (203), while the World Health Organization (WHO) has estimated that worldwide,
around 22 million unsafe abortions take place every year, thus contributing to the global
burden of maternal mortality and morbidity (68). An adequately skilled and motivated health
workforce remains the most important strategy to ensure women’s access to sexual and

reproductive health services and a reduction of avoidable maternal deaths (68).

& This chapter is based on the published paper: Teffo ME, Rispel LC. ‘I am all alone’:
Factors influencing the provision of termination of pregnancy services in two South
African provinces. Global Health Action. 2017.
https://doi.org/10.1080/16549716.2017.1347369
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In South Africa, the Choice of Termination of Pregnancy Act (CTOPA) was promulgated in
1996, and amended in 2008, in recognition of women’s reproductive rights, and to contribute
to an improvement in woman’s health and a reduction in maternal mortality from illegal
abortions (4). A 2000 evaluation on the implementation of the CTOPA found that within the
first three years of the promulgation of the Act, more than 40 000 women had benefited from
the improved access to TOP services (204). However, maternal mortality in South Africa
remains unacceptably high at an estimated 155 per 100 000 live births in 2013 (205).
Difficulties in access to safe TOP services add to HIV and obstetric causes of maternal
mortality (206). The factors that have influenced access to TOP services include: negative
attitudes towards TOP services and the staff who provide TOP services; poor infrastructure;
staff shortages and lack of support programmes for the few health care providers in existing
TOP services (74, 93).

There is a significant body of literature on abortion, which remains a hotly contested and
debated issue (92, 207). Research on abortion has focused on: the legal and ethical standards
for protecting women’s human rights (92, 95, 207); global and regional estimates of the
incidence of unsafe abortion and associated mortality (55, 203) the relationship between
induced abortion and adverse psychological outcomes among women undergoing the
procedure (88); conscientious objection and health care providers’ attitudes towards TOP
services (77, 95); and strategies to reduce the incidence of unintended pregnancy and unsafe
abortion (208). Studies among health care providers have reported feelings of anxiety,
professional ambivalence and conscientious objection, experiences of courtesy stigma and
discrimination, violence or fear of violence, often resulting in health care providers not
talking about their work or not advocating for the provision of TOP services, and fear of
being labelled or rejected (70, 84, 209). These negative emotions or experiences are
exacerbated by health system deficiencies, insufficient or lack of peer support, lack of
understanding of consequences of stigma for abortion providers, potential risks of the

procedure and request for abortion from women with advanced pregnancies (138, 210)

In South Africa, studies conducted since the implementation of CTOPA have reported on
the progress made in providing TOP services, notably the increase in the number of
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designated facilities and staff capacity building, as well as the ongoing challenges of
negative provider attitudes (126, 204, 211). However, there has been insufficient scholarly

focus on the psychosocial issues faced by health care providers of abortion services .

In light of the importance of health care providers to improving women’s access to safe
abortion services, the objectives of this paper are threefold: to determine the proportion of
designated TOP facilities in the public sector that actually provide these services; explore
the factors that influence the provision of TOP services; and explore the work experiences
of TOP providers at designated facilities in two South African provinces. The research forms
part of a larger doctoral study on psychosocial issues experienced and coping strategies used

by health professionals that provide TOP services.

4.2 Methods
4.2.1 Study setting

The study was carried out at designated TOP facilities in Gauteng (GP), an urban province
and North West (NW), a mixed rural- urban province. These two provinces were selected
because of geographical proximity to the researchers, logistical considerations and budgetary

constraints.

4.2.2 Study design
During 2014 and 2015, we conducted a cross-sectional study that used a combination of

methods: site visits to and observation of all designated TOP facilities in two GP and NW,
using a checklist; surveys among TOP service providers and facility managers, and in-depth

interviews with a sub-set of TOP service providers.

In this paper, we only focus on the site visits to, and observation of, all designated TOP

facilities and the in-depth interviews with TOP service providers
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4.2.3 Sampling, study population and recruitment
The sampling frame consisted of all public health facilities (hospitals and clinics) in Gauteng

and North West Provinces that are designated by the national Department of Health (DoH)
to provide termination of pregnancy (TOP) services, whether as stand-alone or as integrated
sexual and reproductive health services, were included in the study. We obtained a 2014 list
of these designated TOP facilities from the national DoH, which was compared with the
2014 list from the provincial data base from each of the study provinces. A designated
facility is defined as one that meets the requirements to provide TOP services in terms of
section 3 of the CTOPA, and is certified as such by the national DOH in terms of the CTOPA
(4). In each province, we verified the provincial data base by interviewing the overall

manager responsible for all sexual and reproductive health services.

The population of interest was all TOP health care providers, defined as professional nurses
(with four years of training) or medical doctors (practitioners), whether full time or part time,
providing TOP services in the public health sector at the designated facilities in the two

provinces.

We selected a sub-set of 30 TOP service providers from the designated facilities that
included a mix of GP and NW hospitals and clinics, for in-depth interviews, using a

purposive sampling technique.

4.2.4 Ethical considerations
The University of the Witwatersrand’s Human Research Ethics Committee (Medical)

provided ethics approval for the study. The relevant provincial health authorities, including
hospital and health centre managers also provided study approval. We adhered to standard
ethical requirements including participant informed consent, detailed study information

sheets, voluntary participation, and maintaining confidentiality of information.
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4.2.5 Data collection
We designed a spreadsheet/ facility checklist for the site visit and observation with the

following details: province identification number, name of the district, facility number,
health care provider identity number, whether TOP services were provided, and the
number and category (professional nurse or doctor) of TOP providers at each facility.

The principal researcher visited each of the designated facilities between July 2014 and
August 2015. In addition to the information on the spreadsheet, the principal researcher took
detailed fieldnotes. In those instances where TOP services were not provided at a designated
facility, the researcher recorded the stated reasons for non-provision. The researcher also
ascertained whether there were any facilities that were not on the original list of designated
facilities, but that were providing TOP services. These additional facilities were also visited,

and detailed fieldnotes were recorded.

We designed a semi-structured interview schedule to explore the work experiences of TOP
providers and their perspectives on the factors that influence TOP provision. The questions
focused on: perceptions of their work as TOP providers, including rewarding and
challenging aspects; psychosocial issues faced in the workplace, coping strategies,
availability of support mechanisms in the work-place, the factors that influence TOP

provision; and their recommendations for change.

The principal researcher invited the selected TOP providers to participate in the interview,
and gave each person an information sheet and consent form. She explained the voluntary
nature of the study, informed participants that no names would be used during the interview,
and assured them of confidentiality, and anonymity. Following informed consent, the
researcher conducted semi-structured interviews with these TOP providers in English, which

is the official business language of South Africa.

Each interview lasted around 40 minutes, although the length of time ranged from 30 minutes
to 60 minutes. The researcher also took detailed notes during the interview and wrote a

synopsis summarising the interview after each interview.
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4.3. Data analysis
The information from the site visits was collected on a Microsoft Excel spreadsheet, and this

programme was used to analyse the data from the site visits. We transcribed the recorded
interviews verbatim. Data cleaning took one month and consisted of an iterative process of
checking the transcribed interviews against the original recordings, correcting the text,
checking the recordings again and making final corrections. Prior to analysis, an audit of
provider interviews was done, and each provider was allocated a code number to ensure
confidentiality of information. The coded interviews were consolidated into one file for ease
of analysis. Three issues of trustworthiness demand attention in qualitative research:
reliability (researchers should at least strive to enable a future investigator to repeat the
study), conformability (researchers must take steps to demonstrate that findings emerge from
the data and not their own predispositions), and credibility (investigators attempt to
demonstrate that a true picture of the phenomenon under scrutiny is being presented) (212).
To ensure reliability, trustworthiness, and credibility, two other researchers (one a medical
anthropologist and the other the research supervisor of the principal investigator)
participated in the development of the themes by reading four diverse transcripts. Each
researcher examined the meaning of the words of participants, and developed a set of codes,
rather than using a pre-existing theory to identify codes that could be applied to the data
(213, 214). We held a meeting of the three researchers, to discuss the codes, and to reach
agreement on the codes and themes, namely the recurring patterns of meaning (ideas,
thoughts, and feelings) that emerged throughout the provider interviews. The principal
investigator merged the codes and themes into one consolidated code book, prior to
analysing the data using MAXQDA® 12.

4.4 Results
4.4.1 Provision of TOP services by designated facilities

In 2014, the number of designated TOP facilities in the two provinces was 61. Fourteen of
designated facilities did not provide TOP services, while we found four facilities in North

West Province that were not on the national data-base, but providing TOP services. Hence
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the total number of facilities that were providing TOP services was 51 (Table 4.1). In general,
| found two models of TOP provision: as part of sexual and reproductive health services or

as stand — alone facilities. Further details are provided in Appendix 24.

Table 4.1: TOP service provision in Gauteng and North West Provinces

Indicator Gauteng | North West | Total

Facilities designated to provide TOP 32 (52%) | 29 (48%) 61 (100%)
services according to national database
Facilities designated but NOT providing 4 (28.6%) | 10 (71.4%) 14 (100%)

TOP services

Facilities not on national database, but 0 4 (100%) 4 (100%)
providing TOP services

Facilities providing TOP services 28 (55%) | 23 (45%) 51 (100%)
Type of facility providing TOP services

- Hospital 16 (57%) | 10 (43%) 26 (100%)

- Community health centre 12 (43%) | 13 (57%) 25 (100%)
Proportion of designated facilities that 28/32 19/29 47161 (77%)
provide TOP services (87.5%) (65.5%)

As can be seen from Table 4.1, 28/32 (87.5%) of designated facilities in Gauteng Province,
and 19/29 (65.5%) of designated facilities in North West Province, provided TOP services.
This means that 77% of the original designated facilities on the national database provided
TOP services. If the four TOP facilities in North West are included, the proportion of

designated facilities providing TOP services increases to 83.6%.

4.4.2 Reported reasons for non-provision of TOP services

There were three reported reasons by the 14 facilities that did not provide TOP services in
the two provinces: human resource challenges, health system deficiencies, and lack of

management support.
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The human resource challenges included: TOP provider resignation or retirement, and not
been replaced by other staff; and allocation of nurses to other health programmes, or sending
them for training to support other programmes (such as primary health care), because TOP
services were not considered to be a priority. Health system deficiencies included the lack
of equipment such as sonar machines or manual vacuum extractors, and lack of space to
provide services. The lack of management support for TOP services meant that managers
were often reluctant to recruit staff or procure equipment or supplies for TOP service
provision. During the field work to the 51 facilities, the principal researcher personally
observed the lack of management interest and support at the health care facilities. Some
managers did not know when TOP services were provided, how many clients on average
were seen per day, the type of psychosocial support TOP providers get if any, and the
difference between first and second trimester protocols. In some instances the animosity
between the manager and TOP provider was evident, and verbalised by providers or

managers.

4.4.3 Profile of TOP service providers interviewed

A total of 30 TOP providers were interviewed, 12 in Gauteng and 18 in North West Province.
All the respondents were professional nurses, the majority were female (26/30=86.6%), with
a mean age of 45.8 years. The TOP provision experience of participants ranged from 1 to 13

years.

4.4.4  Work experiences and perspectives of health care providers on TOP service

provision
Although inter-related, five major themes emerged from the interviews with TOP providers:

rewarding aspects of the job, relationships with colleagues, unsupportive management, lack
of an enabling environment, and the emotional impact of TOP provision. The themes and
sub-themes are shown in Table 4.2 and reported on separately for the sake of clarity.
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Table 4.2: Themes emerging from the interviews

Theme Sub-theme

Rewarding aspects of the | e  Preventing complications

e Preventing teenage or unwanted pregnancy

e Providing professional help to prevent complications
and reduce client stress

e Understanding people’s problems

e Duty to provide TOP

Negative relationships e Name calling and stigmatisation

Colleagues negative attitudes

Unsupportive colleagues

Being undermined by other colleagues

Refusal to provide TOP services despite being trained

Lack of medical doctor support

TOP services not prioritised

No interest from management

Lack of support

No appreciation or rewards for work done

No debriefing or support services provided

Lack of equipment e.g. sonar machines

Lack of medication

Lack of space

Large workload

Staff shortages

Loneliness of TOP provider

Emotional trauma/traumatic experience

Feeling demoralised

job

with colleagues

Unsupportive

management

Lack of enabling

environment

Emotional burden of TOP

provision

445 Rewarding aspects of the job
The majority of the providers considered it their professional duty and responsibility to

provide TOP services. In response to the question on the rewarding aspects of their work,
participants reported that they get satisfaction from their ability to understand and respond
sensitively to women’s health care needs, prevent teenage or unwanted pregnancies, ensure
access to safe services and prevent complications of backstreet abortions, such as
septicaemia, hysterectomy and even death. The sense of meaning that TOP providers attach
to their work is reflected in the two quotes, one from each of the study provinces, below:
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Seeing our young and black sisters dying from doing backstreet abortion, | decided to join
TOP and help them to do medical TOP in a professional manner... That is how I developed
the love for TOP; it was so | could help these young ones... Secondly some kids at schools
have their future doomed by unwanted teenage pregnancies or staying at home with
unwanted babies; they could have aborted the babies and continued with their studies and
have babies later on after completing their education...or when they are being financially

stable and mentally mature and ready. (Respondent 11, North West Province).

Helping children that come for TOP who are mostly rape survivors... Again helping parents
make a choice for their young and immature children...One cannot help but want to spare
the girl the pain and suffering especially when she refuses abortion saying she wants to

keep the baby to play with her. (Respondent 20, Gauteng Province).

4.4.6  Negative relationships with colleagues
The second major theme that emerged was the negative relationships with colleagues. The

study participants reported judgemental attitudes from their colleagues, labelling, and being
called names such as “murderers, killers, baby killers”. They reported that their colleagues
often mock them asked how they (TOP providers) are able to sleep at night. The quotes
below are illustrative of TOP provider narratives.

We get labelled as killers as we get associated with all sorts of bad to say the least... The
patient comes to seek service and they will just say to (name) those are your people, they
(other colleagues) do not want anything to do with them (women requesting abortion). We
also get judged and people think that I am promoting promiscuity by doing TOP...
(Respondent 12, North West Province).

... For a long time I was called an undertaker, a killer amongst other things... (Respondent
14, North West Province).

The problem starts when we knock off at 4pm and colleagues in the ward must take care of
these patients... they get upset because they are not “killers”. They say ‘I am not going to

touch them because I am not a killer’... (Respondent 27, Gauteng Province).
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In some instances, participants reported that their colleagues discouraged clients from
obtaining TOP services and refuse to support it, or to provide services even though they
might have received approximately two weeks of theoretical and practical TOP training.
They reported that many of their colleagues were unsupportive, undermined their work and
made sarcastic comments about them. Their colleagues also say that “TOP is a deterrent to
family planning service provision”. This attitude and lack of understanding of TOP processes
often resulted in conflict and strained relationships between TOP providers and their other
nursing colleagues, and one indicated that she gets no support ‘from my colleagues,

especially not in this ward, oh here | am in hell.” (Respondent 27, Gauteng Province)

Others said the following:

Ahhhaaa... there is no appreciation from colleagues at all, we get nicknames, you will
never get assistance and that is why | am always there alone, there is totally no appreciation
from colleagues. (Respondent 13, North West).

When you're alone and having to turn away patients; that is just not right because the
patient has nothing to do with staff shortages and it is so unfair for the patients.

(Respondent 20, Gauteng Province).

The TOP service providers reported that medical support for TOP services was inadequate,
and that there were few doctors available to assist with emergencies. Some doctors, despite
being trained, refused to be called TOP providers, and sometimes shifted their responsibility
of managing complications and second trimester TOPs to the nurse provider. At some
facilities doctors would send patients from pillar to post, and even refer patients to a referral
facility that does not provide TOP. In North West province, one doctor refused to do a sonar,
saying they (women requesting abortion) should have prevented the pregnancies if they did
not want babies. The study participants indicated that they often had to “fight” before they
could get a facility manager or doctor to respond.
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4.4.7  Unsupportive management
The third major theme that emerged from the interviews was unsupportive facility

management. Participants reported that hospital or community health centre managers
showed little appreciation for the work that they were doing, or an interest in knowing about
TOP. Providers reported that they were often left all alone “in their little corner” and nobody
cared about them. Providers were frustrated that managers were supposed to support them,
but instead these managers did not visit the TOP units, they did not address interpersonal
relationship issues affecting TOP service provision, and did not take time to find out whether

the few TOP providers were coping with the job.

While some providers attended one debriefing sessions at the end of the year, some reported
that they never had any debriefing sessions in the preceding years. The study participants
reported that the facility managers only visited the unit when they (managers) wanted
statistics, followed up on a complaint or showed visitors around. One of the TOP providers
reported that a Gauteng facility manager was overheard saying that ‘if TOP units were shut

down, nobody would die, and other patients would use that space’.

Participants reported that they are often called upon to relieve in other wards or unit, because
TOP services are not prioritised. The unsupportive management and lack of prioritisation

of TOP services in turn increase the stress and workload of existing TOP providers.

My major issue is that as an advanced midwife, |1 work at all units in the facility especially
labour ward and relieve the operational manager... Additionally I am the only one trained
to insert and remove IUCD and Implants. My hands are full... In case of an emergency 1
am expected to leave the TOP unit and run. | become confused as | am expected to be

everywhere... TOP is not prioritised anyway. (Respondent 29, North West Province).

I am all alone, it is just me. It is difficult because I play a dual role as both the provider
and the manager ... I work within a structure that is not well equipped... my colleagues are
judgemental and look down on me as a TOP provider... Sometimes you come across
situations whereby you really should consider leaving the client but then again if you leave
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her you realise that the person is going through a lot and you may have to recommend that
she carries the pregnancy to full term and take the baby for adoption and other options...
but then if she doesn't want to, you cannot deny her the service. There is no social worker

or psychologist at the hospital to support clients. (Respondent 5, North West Province).

The Department (of Health) needs to realise that TOP is one of their services... We didn’t
initiate this service, it was initiated by the department because there was a need but now it
is like it addresses our need and we have to see to finish... Patients come for a service

whether or not there is a provider. (Respondent 15, North West Province).

4.4.8 Lack of an enabling environment
Participants reported on the lack of an enabling environment that ranged from the

unavailability of medication, malfunctioning or unavailable equipment especially sonar
machines, lack of working space, staff shortages, all which increase workload. The lack of
medication in turn affects the women that request TOP services, as they have to return to the
facility, as shown by the quote below:

The problem is when we don’t have medication because there are those times where you
get that Misoprostol is finished and then people will have to go back because we don’t have

medication. (Respondent 6, North West Province).
TOP providers also complained about equipment, and one said:

...honestly we lack equipment and even the beds malfunction when it comes to adjusting

them up and down. Some of these beds are very old... (Respondent 22, Gauteng Province).

TOP providers reported that they were expected to share work space and/or sonar machines
with other units, and in some instances they had to take clients to other units to do sonars.
The lack of equipment impacts on client privacy and confidentiality, as illustrated by the

quote below:
Lack of equipment and supplies and having to move with patient to maternity for sonar.
When we get there everybody already knows what they have come for. There is no privacy
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at all... I also have to carry instruments from theatre to wash at the TOP unit. If only

management can give me what | want, for once. (Respondent 28, Gauteng Province).

The lack of equipment also resulted in more time spent in preparations rather than the actual
service provision, and resentful colleagues who felt that their work was delayed by sharing
the sonar machine. They reported that sometimes TOP clients would be postponed until

antenatal care and postnatal care patients were seen.

Respondents complained about staff shortages and about working alone. In some instances,
women have to wait for abortions until the TOP providers returned from sick leave, which
was stressful and they indicated that it increased provider workload. Inadequate management
support and delayed or non- supply of essential equipment were adding to the perceptions of

a disabling environment.

There is just too much that goes in TOP service... we are the only 2 providers, when the
patient comes through we have to conduct sonar to examine the gestation... only when the
patient qualifies do we then counsel, do observations only then book the patient... On the
day of admission, you do the same procedure and initiate TOP with pills... you have to
prepare or do the procedure and provide post abortion care... while you attend to other

issues in between. Phew! (Provider 19, Gauteng).

4.4.9 Emotional burden of TOP provision
Notwithstanding the rewarding aspects of TOP service provision, and the desire to make a

difference, participants reported that the strained relationship with colleagues, unsupportive
management and lack of an enabling environment take an emotional toll on them. An

overwhelming negative emotion expressed was one of “loneliness”.

...unfortunately people are not interested in knowing what we do ... we are just left all alone
in our little corner and nobody cares about us and what we do. (Respondent 12, North West

Province).
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Participants reported that the constant reminders by colleagues and comments that “TOP is
a dirty job and providers are killers” were traumatic. At times the participants reported that
they experience contradictory feelings of lack of interest or regret that they are TOP

providers.

More people must be trained because this is stressful... we volunteer to come to this
department but after some time you feel as if you have made a mistake, you think you need
a break but then again no one will come ...(hence) you are forced to stay in the TOP

department. (Respondent 18, Gauteng Province).

I am no longer interested to work in this department. Truly speaking it is stressful and there
IS no appreciation or no incentive like OSD (occupation specific dispensation, a public

health sector financial incentive) or additional money. (Respondent 25, Gauteng Province).

The study participants reported examples of TOP providers who have left because they could
not handle the stigma and discrimination from other colleagues and managers. In addition,
some study participants said that the lack of understanding from colleagues, the lack of
management support and the emotional experience result in “abnormal coping mechanisms”
such as staying away from work without authority, request to be transferred to other
departments, dreading to go to work on some days, or not wanting to listen to anybody’s

story.

Normally I stay away from work, I request some days off but if they don’t give me those
days off... I will just stay by myself and maybe go to the doctor and just to relax... because
| have asked them at least once in a month to go for debriefing sessions whether either a
psychologist or someone...but they don’t allow that but I have been going there by myself.
(Respondent 16, North West Province).
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The providers reported that they were disturbed by manual vacuum aspiration which is quite
mechanical, the associated pain women experience during the procedure, the dangers of
doing the procedure with a possibility of uterine rupture or subsequent death, and the fact
that the procedure makes them see the limbs, hands and arms of dead foetuses which they
find very traumatic. They narrated loss of sleep because of the traumatic experience, and the
inability to share their feelings with colleagues made it more difficult. At the same time, the
majority of providers indicated that they keep their emotions to themselves for fear of

judgement or prejudice.

1 have to introduce the cannula right into the cervix, that’s when the woman starts to feel
more pain when I am doing the aspiration and I don’t know if I am damaging her inside
and when they are in pain that’s when it affects me the most. (Respondent 16, North West

Province).

Sometimes we get burnout ...you feel like resigning... or if not resigning you feel like going
on leave for a very long time. If I can make an example, last week | was talking to my
colleague telling her that I had a bad dream... This week I dreamt of doing the procedure
which is not nice, we sleep knowing that we are doing TOP but we don’t want to wake up

to it you know... (Respondent 18, Gauteng Province).

4.5 Discussion
This empirical study was conducted to explore TOP service provision by designated

facilities, the factors that influence the provision of such services, and the work experiences

and perceptions of TOP providers in two South African Provinces.

This study found that around 77% of designated facilities (or 84% when four from North
West were included) in the two provinces were providing TOP. At face value, it is
encouraging that the majority of designated facilities in the two provinces actually provided
TOP services, as intended. More designated facilities were providing TOP services in the

urban province of Gauteng (87%), compared to the mixed urban-rural province of North
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West (65.5%). The higher proportion of functional TOP facilities in Gauteng is supported
by information from the District Health Information System. In 2014, 18 465 TOPs were
done in Gauteng Province, compared to 8 294 in North West Province (215). The differences
could be due to the ease of geographical access and better financial and human resource

availability in urban Gauteng (216).

We found that 14 designated facilities in the two provinces or almost one quarter (23%) of
the total number of designated TOP facilities (14/61) were not providing TOP services at the
time of the study, with the majority of these in North West Province. A 2015 rapid review
found that fewer than half of government designated facilities provide abortion services,
because of conscientious objection by health care providers (211). However, our study that
used a combination of site visits, observation, and in-depth interviews with health care
providers, found that a complex set of overlapping factors influenced the provision of TOP
services in Gauteng and North West Provinces. In essence these factors were: lack of an
enabling environment because of the many health system deficiencies, and human resource

challenges, exacerbated by the lack of management support for TOP services.

Although the CTOPA in South Africa provides an enabling legal framework for safe
abortion services, study participants complained about a range of health system problems,
including the lack of equipment, lack of medication, and lack of space. WHO has pointed
out that access to safe abortion services are dependent on the availability of services, the
manner in which they are delivered, well-equipped facilities and trained health care
providers (79). Other studies have also found that health system deficiencies hinder safe
abortion services. A 2015 systematic review to analyse factors that influence first-trimester
abortion services for women in high income countries found that despite supportive
legislation, insufficient hospital resources, particularly in rural areas were a major barrier to
care and contributed to inequities in quality and access to TOP services (138). Studies in low
and middle - income countries found inadequate health care and infrastructure, unavailability
of medical abortion including restricted laws and high cost were barriers to access TOP
services despite the feasibility, effectiveness and acceptability of medical abortion in low
resource settings (217, 218).
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An enabling environment which includes infrastructure, availability of medicines and
equipment, has quality of care and lower cost benefits (219, 220) and is essential for safe
abortion care. South Africa’s progressive abortion legislation necessitates that provincial
health authorities ensure that systems are in place for procurement and distribution of all
medical equipment, drugs and supplies necessary for the safe delivery of TOP services.

WHO has pointed out that the lack of trained health care providers is one of the most critical
barriers to safe abortion care (221). A 2015 systematic review on factors influencing the
provision of TOP services in high countries, that found that lack of trained providers were
an obstacle to safe abortion care (138). In our study, professional nurses were the primary
TOP providers. It has been pointed out that the implementation of the CTOPA in South
Africa would not have been possible without the extensive support and involvement of a
small group of committed nurses (108). Our study participants complained of excessive
workload and staff shortages. Other South African studies have also found a severe shortage
of willing TOP providers (74, 75). These shortages were exacerbated by lack of management

support observed and reported in the majority of designated facilities.

The provincial health authorities, together with health facility managers have the
responsibility of ensuring resource availability, staff support and supervision, and
procurement of needed equipment and medication (205). They are also responsible for
protecting the rights of women seeking TOP services and ensuring quality of care is
provided. They must oversee and enforce accountability by doctors and nurses towards their
professional and ethical responsibilities on TOP provision, with consequences if their duties

are neglected.

An overwhelming feeling expressed by TOP providers was one of loneliness, and lack of
support from their nursing and medical colleagues. These TOP providers reported the heavy
burden of care provision, which they felt even when off- duty. They lamented the unrealistic
expectations from facility managers to assist with nursing duties in other units. Their

experiences of stigma and discrimination added to the health system barriers to TOP service
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provision. All these factors combined to take a huge emotional toll on TOP service providers,
despite their accounts of the rewarding aspects of the job. They reported that their
willingness to become TOP providers and commitment to safe abortion care were met with
judgmental attitudes from their colleagues, labelling and name calling such as murderers,
killers, baby killers. These provider experiences of courtesy stigma, or stigma by association,
increased their feelings of loneliness, and often resulted in conflict and strained relationships
between TOP providers and other nurses. The refusal of other colleagues to provide TOP or
to refer women to access TOP services added to provider loneliness. Furthermore, the non-
responsiveness of doctors to provide clinical or referral support, and from managers for

equipment, additional staff or medication, left many of the few TOP providers despondent.

There is evidence on the loneliness experienced by women who choose TOP (88, 222). Many
authors have reported on the problems of conscientious objection and the unwillingness of
doctors or midwives to provide TOP services (77). Similarly in South Africa, scholars have
highlighted the access barriers experienced by women seeking safe abortions (77, 211, 223).
However, there is a dearth of studies in South Africa on the loneliness or the psychosocial

issues experienced by providers of TOP services.

In this study, participants gave a moving account of their experiences of courtesy stigma
from their colleagues and health facility managers. The sociologist Goffman coined the term
“courtesy stigma” and defined it as the stigma or public disapproval of those people who are
merely associated with a stigmatised disease, person or group (83). In the case of abortion,
courtesy stigma is the name-calling or discrediting of individuals (in this case health care
providers) as a result of their with women who request or are in need of abortion or TOP
services (144). In Ghana, a 2016 study also found that courtesy stigma resulted in health care
provider reluctance to provide TOP (209). In the United States, Harris et al have advanced
the concept of courtesy stigma, by describing both the negative stereotypes of abortion
providers and the multiple levels in which providers experience stigma, as well as
developing tools to measure abortion stigma (172). Importantly, abortion provider
stigmatisation has implications for the psychosocial well-being of TOP providers,
availability of scarce human resources, and patient safety, and health policy (84).
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The solutions to the problems reported by study participants require decisive actions from
South African policy-makers, health service managers and gender activists. Similar to efforts
to combat HIV stigma and discrimination (224), strategies should include social mobilisation

programmes and advocacy for women'’s rights in the health sector and in society at large.

There are limitations of this study, which was undertaken among a sub-sample of 30 TOP
service providers in two South African provinces. The cross-sectional nature of the study

means that we obtained the views and perceptions of the providers at a point in time.

Nonetheless, this study is novel in conducting multi-site visits to 61 TOP facilities to
determine whether designation means actual provision. The triangulation of data from the
site visits, observation, combined with the narratives and perspectives of TOP service
providers gives unique insights into TOP service provision. This provides an opportunity to
revisit and address TOP service provision needs, and to ensure that the enabling provisions
of CTOPA in South Africa are implemented. Another matter requiring attention is the re-
introduction of value clarification workshops and training of healthcare workers on CTOPA,
women’s rights, and the ethical duties and responsibilities of health professionals. Lastly,
the study findings suggest the need for employee wellness programmes that take into account

the psychosocial needs of TOP providers.

46  Conclusion

South Africa has an enabling legal environment for the provision of TOP services. The study
finding that three quarters of designated facilities were functional as TOP facilities is
encouraging. At the same time, this study highlighted the multiple, and overlapping barriers
to TOP service provision, that included health system deficiencies, human resource
challenges, lack of prioritisation and insufficient management support. The experiences of
courtesy stigma and feelings of loneliness further threaten safe abortion services by a few

willing and committed health workers. Although strengthening health systems and human
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resources is important, supportive management and prioritisation of TOP services are critical

elements of an enabling health policy environment.
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CHAPTER 5: COMPASSION SATISFACTION, BURNOUT AND
SECONDARY TRAUMATIC STRESS AMONG TERMINATION OF
PREGNANCY PROVIDERS

5.1 Introduction®
The global quest for universal access to sexual and reproductive health care services,

including safe abortion services (54) necessitates a skilled, compassionate and motivated
health workforce (68) that is sensitive to women’s needs. The availability of trained and
willing health care providers remains the most important determinant of safe abortion or

termination of pregnancy (TOP) services (68).

South Africa has enabling legislation in the form of the Choice of Termination of Pregnancy
Act (CTOPA) to ensure access to safe abortion services (218). However, it has been
estimated that 50% of abortions in South Africa continue to occur outside of designated
health facilities, and that the majority of government-designated facilities do not provide
abortion services (211). Difficulties in access to safe TOP services include: negative attitudes
by other staff members and the community towards TOP services and the staff who provide
TOP services; staff shortages including skilled TOP providers (75), and lack of an enabling

environment, including insufficient management support (79, 225).

The notion of “compassion satisfaction” has been well described in the literature, and refers
to the positive feelings a person derives from helping or caring for others (109). In contrast,

compassion fatigue, first described by Joinson in 1992, refers to the negative aspect of

helping people who experience suffering, trauma or stress (115). Many different terms are
used to describe the negative aspects of helping people who experience suffering, trauma or

stress namely compassion fatigue (CF), vicarious trauma, or secondary traumatic stress

b This chapter is based on a published paper: Teffo ME, Levin J, and Rispel LC.
Compassion satisfaction, burnout and secondary traumatic stress among termination of
pregnancy providers in two South African provinces. Journal of Obstetrics and
Gynaecology Research. 2018. https://doi.org/10.1111/j0g.13665
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(STS). In this study, the terms compassion fatigue and secondary traumatic stress will be

used interchangeably.

Compassion fatigue has both individual and organisational implications. At the individual
level, compassion fatigue includes possible mental and/or physical illness, as well as
interpersonal conflicts (114, 115). At an organisational level, compassion fatigue contributes
to higher rates of absenteeism, higher staff turnover rates, and lower morale and productivity
(116). These individual and organisational consequences in turn influence the quality of

patient care, and the responsiveness of the health system to women’s needs (117).

There is a significant body of literature describing compassion fatigue among front-line
health care professionals, namely nurses, social workers, clinical psychologists,
psychiatrists, case managers and mental health workers (115, 226). Compassion fatigue and
burnout are often used interchangeably. However, while compassion fatigue has far reaching
effects that are not easily reversible, burnout is linked to environmental stressors with a quick
resolve once the stressor is removed (115). Several studies conducted in high income
countries also focused on compassion satisfaction, burnout and compassion fatigue among
midwives, emergency response or aid workers (118, 119). In the United States, Potter et al
highlighted the importance of burnout and compassion fatigue among oncology nurses
(227), while Martin et al studied compassion satisfaction and burnout among TOP providers
(113).

The predictors of compassion satisfaction and compassion fatigue are complex. Although
the research methods and study populations differ, the factors that influence compassion
satisfaction or fatigue include type of profession (109), type of patients cared for (115),
health system problems (228), personal issues such as previous experience of trauma,
demographic characteristics, geographical setting, with staff in rural areas experiencing

greater levels of trauma (229), and stigma in the case of TOP providers (113).

Despite the importance of trained health care providers to the provision of safe abortion
services, there has been insufficient scholarly focus on the psychosocial issues faced by
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health care providers of abortion services, especially in low and middle-income countries
(108). Given the importance of health care providers to improving women’s access to safe
abortion services, this paper explores the notions of compassion satisfaction, burnout and
compassion fatigue among TOP service providers in two South African provinces. This is
important to inform health workforce management strategies and to contribute to the creation
of positive practice environments. The research forms part of a larger doctoral study on
psychosocial issues experienced and coping strategies used by health professionals that

provide TOP services.

5.2 Materials and methods
The study was approved by the University of the Witwatersrand’s Human Research Ethics

Committee (Medical) and the relevant provincial health authorities including health facility
managers. We adhered to standard ethical requirements including participant informed

consent, study information sheets and maintaining confidentiality of information.

This was a cross-sectional study conducted during 2014 and 2015 among TOP service
providers at designated TOP facilities in Gauteng, a densely populated urban province, and
North West, a mixed rural-urban province (230). These provinces were selected because of
geographical proximity to the researchers, logistical considerations and budgetary
constraints. Although there are several tools that measure compassion satisfaction and/or
compassion fatigue, or related terms such as burnout, vicarious trauma, or secondary
traumatic stress (202), the professional quality of life (PRoQOL) tool is the most commonly
used measure of the positive and negative effects of helping others, it is available free of

charge and has been shown to have good validity and reliability (81).

PRoQOL consists of three subscales: compassion satisfaction which is the pleasure a
provider derives from doing his/her work with a high score denoting compassion
satisfaction, burnout which is related to feelings of hopelessness, not coping with work or
carrying tasks ineffectively, and secondary traumatic stress scales which is work-related

secondary exposure to traumatic events (81). For each of the sub-scales, a score of 22 or less
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denotes a low level, 23-41 an average level and 42 or above denotes a higher level. The
PRoQOL has been in use since 1995, and there have been several revisions, with PRoQOL
5 being the latest available version (81).

All public health facilities (hospitals and clinics) in Gauteng and North West provinces that
were designated to provide termination of pregnancy (TOP) services were included in the
study. We obtained a 2014 list of these designated TOP facilities from the national
department of health, which was compared with the provincial data base from each of the

study provinces. The details of these TOP facilities are described elsewhere (225).

The principal researcher visited each of the designated facilities between July 2014 and
August 2015. All TOP service providers constituted the population of interest. A TOP
service provider was defined as a medical doctor or a professional nurse with four years of
nurse training, and additional training in TOP service provision. Some of the nurse TOP
providers also functioned as facility managers. The exclusion criteria were staff not directly
involved in TOP services (e.g. enrolled nurses, administrators and general assistants)

working in the selected facilities, and designated facilities that do not provide TOP services.

All the managers of the selected TOP facilities were contacted between July 2014 and
September 2015 to solicit their participation and to plan the date for fieldwork. At each TOP
facility, an introductory meeting was held with the manager to explain the study. At some
facilities, a presentation was made at the medical officers’ weekly clinical meetings. After
obtaining informed consent, a self-administered PRoOQOL questionnaire was given to each
TOP provider for completion. The PRoQOL was used in its original form, but expanded to
include demographic factors (age, sex, marital status, etc.) and a set of questions using a
Likert scale to determine possible reasons for working as a TOP health care provider. Each

questionnaire took around 15 minutes to complete.
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5.3. Validity and reliability
After piloting, to determine validity and reliability of the PROQOL instrument, Cronbach’s

alpha (CA) coefficient was used to assess the reliability of the scale and 0.77 was obtained
signifying that it had moderate internal consistency (192). The lowest CA was 0.66.

5.4 Data analysis
We analysed the data using STATA® 13. A descriptive analysis of socio-demographic

characteristics was conducted, using frequency tabulations and summary measures.

For each participant, the scores for each of the sub-scales of compassion satisfaction, burnout
and secondary traumatic stress were allocated according to the instructions on the PRoQOL
questionnaire (81). The mean scores and standard deviation (SD) for each sub-scale were
then calculated for all the study participants. The ProQOL instructions suggest categorising
participants into three categories for each sub-scale namely low, average and high. However,
because of the non-discriminatory nature of these categories, in this analysis we have used
the actual scores on each sub-scale in order to increase the statistical power to detect

associations among the explanatory variables.

Separate multiple linear regression models were fitted to find factors associated with each
score, namely compassion satisfaction, burnout and secondary traumatic stress). The
potential explanatory variables considered were: province, sex, age, marital status, number
of children, professional category, years of TOP service, training in TOP, self-perception of
religiosity, religious type, type of facility, including the ten questions on the reasons for
working as a TOP provider. Model selection was carried out using backward elimination,
with a 15% significance level for inclusion. This level was selected to take account of
possible confounders (231). We then checked for interaction between pairs of variables
included in the final model.
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5.5 Results

5.5.1 Demographic characteristics

We recruited 105 TOP providers, 103 agreed to participate in the study (Gauteng = 70;
North West = 33) at 51 facilities, resulting in a 98% response rate.

Table 5. 1: Socio-demographic characteristics of participants n = 100
Characteristic Gauteng North West Total
Sample size 70 33 103
Mean age (standard deviation) 46.5 (10.4) 43.4 (8.6) 43.4 (8.71)
Sex
Male (%) 12 (17.2) 7(21.2) 19 (18.5)
Female (%) 58 (82.9) 26 (78.8) 84 (81.6)
Age group (years)
24- 39 (%) 17 (24.3) 13 (39.4) 30 (29.1)
40 - 49 (%) 23(32.9) 10 (30.3) 33(32.0)
50 - 64 (%) 29 (41.4) 8(24.2) 37 (35.9)
Missing (%) 1(1.4) 2 (6.1) 3(2.9)
Marital status (%0)
Married (%) 34 (48.6) 15 (45.5) 49 (47.6)
Living together (%) 4 (5.7) 2(6.1) 6 (5.8)
Single (%) 17 (24.3) 13 (39.4) 30(29.1)
Divorced/separated (%) 9 (12.9) 2(6.1) 11 (10.7)
Widowed (%) 6 (8.6) 1(3.0) 7(6.8)
Median number of children (IQR) 3(2-3) 3(2-4) 3(2-3)
Professional category
Professional nurse (%) 45 (64.3) 28 (84.9) 73 (70.9)
Doctor (%) 20 (28.6) 2 (6.1) 22 (21.4)
Manager (%) 5(7.1) 3(9.1) 8 (7.8)
Median years at TOP service (IQR) 4 (3-5) 3(2-4) 4(2-4)
TOP trained
No 3(4.3) 0(0.0) 3(2.9)
Yes 67 (95.7) 33 (100.0) 100 (97.1)
Consider self as religious
No (%) 9(12.9) 2(6.1) 11 (10.7)
Yes (%) 61 (87.1) 31 (93.9) 92 (89.3)
Religious type
Christian (%) 63 (90.0) 29 (87.9) 92 (89.3)
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African indigenous —based (%) 1(1.4) 2 (6.1) 3(2.9)

Others (%) 2(2.9) 1(3.0) 3(2.9)

Missing 4 (5.71) 1(3.03) 5 (4.85)
Type of facility

Community Health Centre 21 (30.0) 17 (51.5) 38 (36.9)

Hospital 49 (70.0) 16 (48.5) 65 (63.1)

Table 5.1 shows the social and demographic characteristics of study participants. The mean
age of participants was 43.4 (SD=8.7). The majority of participants were nurses (70.9%),
female (82%), married (47.6%) and 63% were working in hospitals. The median number of
children per participant was 3. All participants in the North West province (100%) reported
that they received training to provide TOP, while 95.7% of participants in Gauteng reported
that they received training.

5.5.2 Reasons for working as a TOP health care provider

Table 5.2 shows the mean scores for participants’ reported reasons for working as a TOP
provider. The highest mean scores were obtained for the statements on helping clients make
informed choices; feeling strongly about women’s health; belief in making a difference; and
feeling strongly about women’s rights. The lowest scores were obtained for quality of

supervision and the availability of an employee wellness programme.

Table 5. 2: Reason for working as a TOP provider (n = 100)

Reason Mean score
Helping clients make informed choices 6.8
Feeling strongly about women’s health 6.9
Belief in making a difference 6.7
Feeling strongly about women’s rights 6.7
Enjoying relationship with other nurses 6.0
Enjoying relationship with doctors 5.9
Finding work stimulating 55
Getting feedback on quality of work 5.0
Quality of supervision 4.7
Employee wellness programme available 4.3
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5.5.3 Mean scores for compassion satisfaction, burnout and secondary traumatic stress
by socio — demographic factors
Table 5.3 shows the mean scores for the compassion satisfaction, burnout and secondary
traumatic stress by socio — demographic characteristics. The overall mean score for
compassion satisfaction was 42 (SD 5.5), which PRoQOL denotes as high. Compassion
satisfaction scores were similar in Gauteng and North West provinces, and for males and
females. Compassion satisfaction scores increased with an increased number of children.
Providers with managerial responsibilities had higher compassion satisfaction scores with a
mean score of 47 (SD 1.9) compared with doctors (mean 42; SD 4.8) and nurses (mean 41,
SD 5.7). Compassion satisfaction scores were not different between participants who

considered themselves religious and those who did not, and by type of health facility.

PRoQOL burnout mean scores were average and seemed consistent across all categories.
Participants with four or more children had lower burnout with mean score of 30 (SD 2.4),
compared with those with one child (mean 33; SD 3.5), two children (mean 33; SD 4.7), and
three children (mean 33; SD 3.4). Burnout scores were higher among participants who were
TOP trained with mean of 33 (SD 4.0), compared to those that were not TOP trained (mean
30; SD 4.7).

The overall PRoQOL secondary traumatic mean score was average with a mean of 23 (SD
6.8). Widowed participants showed the highest secondary traumatic stress mean score of 30
(SD 10.99), compared to other groups. Participants with four or more children showed the
lowest secondary traumatic stress mean score of 17 (SD 5.2), compared to those with no

children with a mean score of 26 (SD 7.5).

Participants with two or more years of TOP service showed a higher secondary traumatic
mean score compared to those with one year of TOP service provision. Secondary traumatic
stress mean scores were comparable for religious and non — religious participants and by

type of health facility (hospital or community health centre).

72



Predictors of compassion satisfaction, burnout and secondary traumatic stress

Table 5. 3: Mean scores of compassion satisfaction, burnout and secondary traumatic stress by

socio-demographic factors (n =102)

compassion burnout secondary traumatic
satisfaction stress
Variable Level n mean SD mean SD mean SD
Overall score 42 55 33 4.0 23 6.8
Province Gauteng 70 42 52 33 4.0 23 7.0
North West 32 42 6.0 34 39 24 6.7
Sex Male 19 42 3.7 33 35 22 6.3
Female 83 42 5.8 33 41 24 6.9
Age group (years) 24 -39 29 40 6.1 32 3.9 22 6.3
40 - 49 33 41 5.0 34 35 25 6.7
50 -64 37 43 5.1 33 43 23 74
Marital status Married 48 42 5.7 33 4.1 23 7.2
Living together 6 44 2.4 32 4.8 21 4.9
Single 30 41 5.6 33 35 23 5.7
Divorced/separated 11 43 3.9 33 3.9 21 34
Widowed 7 41 7.7 34 53 30 10.99
Child No 10 40 6.7 33 35 24 6.6
Yes 92 42 53 33 4.1 23 7.0
Number of children 0 11 40 6.4 33 3.4 26 7.5
1 24 41 5.6 33 35 24 7.4
2 44 42 5.4 33 4.7 24 6.5
3 16 43 49 33 34 23 6.4
>4 6 46 34 30 2.4 17 5.2
Professional category Professional nurse 73 41 5.7 33 4.1 24 7.0
Doctor 21 42 4.8 33 34 23 6.1
Manager 8 47 1.9 34 5.0 20 7.3)
TOP service (years) 1 10 44 4.2 32 3.7 20 35
2-3 36 41 5.7 32 3.7 24 75
4 32 41 5.4 34 4.1 24 5.7
5 or more 22 43 5.0 34 4.1 24 8.0
TOP trained No 3 37 4.2 30 4.7 23 13.6
Yes 99 42 54 33 4.0 23 6.7
Religious No 11 42 52 32 3.9 22 8.5
Yes 91 42 55 33 4.0 24 6.7
Type of facility Community Health 38 42 6.0 34 3.8 24 6.7
Centre
Hospital 64 42 51 33 4.1 23 7.0
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Table 5. 4 summarises the results of the models for compassion satisfaction (5.4a), burnout

(5.4b) and secondary traumatic stress (5.4c).

For compassion satisfaction, factors found to be significant at 5% level were finding work
stimulating, belief in making a difference, enjoying relationship with nurses and years of
TOP service. In addition, province and sex were significant, with a significant interaction
between these two variables. The compassion satisfaction score increased by 3.72 for every
unit increase for TOP provider belief in making a difference. Similarly, a unit increase in
finding work stimulating resulted in an increase of 1.03 in compassion satisfaction, and a
unit increase in enjoying relationship with other nurses resulted in an increase of 1.02 in
compassion satisfaction. For service providers who had two or more years of TOP service,

the compassion satisfaction score was lower than for those who had worked for one year.
There were gender differences between the two provinces, with higher compassion

satisfaction scores for females in Gauteng compared to males, while in North West, females

had lower compassion satisfaction scores than males (Table 5.4a).
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Table 5. 4 (a): Predictors of compassion satisfaction score
Coefficient | (95% CI) p
Variable
Province & sex North West male 0 baseline 0.037 *
North West female -5.88 -9.94; -1.83
Gauteng male -4.47 -9.08; 0.14
Gauteng female 6.25 1.34;11.16
Professional category Nurse 0 0 0.14 | NS
Doctor 0.32 -2.50; 3.15
Manager 3.23 -0.004; 6.45
TOP service (years) 1 0 0 0.023 *
2-3 -3.99 -6.86; -1.11
4 -4.66 -7.64; -1.67
5 or more -3.29 -6.35; -0.23
Feeling strongly about women’s rights | Per unit increase -0.99 -2.34;0.36 | 0.149 | NS
Find work stimulating Per unit increase 1.03 0.42; 1.65 0.001 *
Belief in making a difference Per unit increase 3.72 2.31;5.12 | <0.001 | ***
Enjoy relationship with other nurses Per unit increase 1.02 0.31;1.72 0.005 *
NS: Non-significant, *p <0.05, **p< 0.01, ***p< 0.001
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Table 5. 4 (b): Predictors of burnout score

Variable Coefficient | (95% CI) p
Province North West 0 0 0.114 | NS
Gauteng -1.45 -3.24;0.35
Age group (years) 24 -39 0 baseline 0.11 | NS
40 - 49 1.96 -0.13;4.04
50 - 64 0.085 -1.95;2.12
Belief in allowing informed choices | Per unit increase 1.84 -0.037;3.72 | 0.055 | NS

NS: Non-significant, *p <0.05, **p< 0.01, ***p< 0.001

The only factor that was marginally significant in predicting burnout was the belief in

helping women to make informed choices (Table 5.4b).

The significant predictors of secondary traumatic stress scores were finding work

stimulating, belief in women’s rights, belief in allowing informed choices, age and sex

(Table 5.4c) For each unit increase in finding work stimulating, secondary traumatic stress

score decreased by 2.17, and a unit increase in the belief in women’s rights, the secondary

traumatic stress decreased by 3.17. For every unit increase in provider belief to allow for

informed choices, secondary traumatic stress scores increased by 3.91. The scores for

secondary traumatic stress increased by 4.31 and 4.18 when the providers were female and

aged 40 -49 years respectively.
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Table 5.4 (c): Predictors of secondary traumatic stress score
Variable Coefficient (95% CI) p
Province North West 0 baseline 0.062 | NS
Gauteng -2.81 0.15; 5.76
Sex Male 0 baseline 0.02 *
Female 431 0.70; 7.92
Age group (years) 24 -39 0 baseline 0.019 *
40 -49 4.18 0.87; 7.49
50 - 64 -0.04 3.37; 3.46
Belief in allowing informed choices Per unit increase 3.91 0.90; 6.93 0.011 *
Belief in women’s rights Per unit increase -3.17 0.95; 5.39 0.006 *
Find work stimulating Per unit increase -2.17 1.11; 3.23 <0.001 | ***
Getting feedback on quality of work Per unit increase 0.88 -0.005; 1.77 | 0.051 | NS
NS: Non-significant, *p <0.05, **p< 0.01, ***p< 0.001

5.6 Discussion
Our study is one of a few empirical studies in an African setting that used PRoQOL to

examine compassion satisfaction, burnout and secondary traumatic stress among TOP

providers in two South African provinces.

Our study found that the majority of TOP providers were middle-aged, female nurses, who
were working in hospitals. In both provinces, the majority of providers indicated that they
had received TOP training, and this is encouraging. The WHO’s technical guidelines on safe
abortion care underscores the importance of training to ensure competent providers who are
able to provide high quality care that is responsive to women’s needs (232). Similar to other
studies, this study found that the mean age of participants was 43 years, suggesting that TOP
provision in these two provinces is dependent on an ageing nursing workforce. This is of
concern, and needs to be addressed by health policy makers to ensure long term sustainability
of TOP services (233).
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Our study found that the predictors of compassion satisfaction were: finding work
stimulating, belief in making a difference, and collegial relationships with other nurses. We
could not find other studies that have examined the relationship between compassion
satisfaction and the philosophical reasons for working as TOP service providers. A study in
the United States found that abortion providers reported higher compassion satisfaction
scores compared to other health care providers, but that abortion stigma was a significant

predictor of lower compassion satisfaction (113).

The finding that those health care providers with less than one year TOP service experience
had higher compassion satisfaction could suggest a “dose response” relationship, between
length of service and compassion satisfaction. It could be that those providers with more

years of service experience more negative effects of TOP provision.

In this study, overall PROQOL burnout scores of TOP providers were average. This is
surprising as the in-depth interviews with a sub-sample of these providers found that they
reported a heavy burden of care provision, felt lonely and experienced courtesy stigma from
other colleagues and their managers (225). Hence, the average burnout scores in this survey
could also be related to the TOP providers’ interpretation of the questions in the PRoOQOL
tool, and/or social desirability bias. Our study found that the only factor that predicted

burnout marginally was the belief in helping women to make informed choices.

A Danish study found that midwives strongly supported women’s rights to choose, but were
conflicted about the fetus’ right to live, and this influenced their levels of burnout (234),
while a study in Japan (116) found high levels of secondary traumatic stress among
midwives who believed the aborted fetus was viable and those that struggled with their
emotions during TOP provision. We did not ask these providers about their views on the
unborn baby, which could contribute to their burnout scores. The finding suggests that these
TOP providers internalise their passion for women’s rights, and that this may predispose

them to burnout.
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In this study, overall PROQOL secondary traumatic stress scores of TOP providers were
average. The study found that being a TOP provider in Gauteng, a belief in women’s rights
and finding the work stimulating were protective factors (Table 5.4c). The greater
availability of resources in the urban province of Gauteng could explain why this is a
protective factor. WHO has pointed out that upholding human rights and the needs of women
are critical requirements for safe abortion care (232). In contrast being female, aged 40-49
years and the belief in helping women make informed choices increased the secondary
traumatic stress scores. These could be because female providers and those aged 40-49 years
identify with women who seek TOP, and combined with the emotional burden of TOP
provision (225), this influence their secondary traumatic stress levels. These findings are

different to a study in Australia that found high anxiety levels among younger nurses (235).

The overall high compassion, average burnout and average secondary traumatic stress scores
found in our study could be explained by a possible cohort effect. This means that those
providers with low compassion satisfaction and high burnout and secondary traumatic stress
levels have left the TOP services. Our study findings are contrary to the findings from studies
conducted among TOP providers in the United States of America, using the PRoQOL
instrument. This US study found lower compassion satisfaction, higher burnout and higher
compassion fatigue among TOP providers (113), and these scores were strongly related to
stigma. We did not measure stigma in the survey, and this could explain the difference in
findings. However, the findings in the quantitative study contradict those in the qualitative
study among a sample of TOP provides who reported on the feelings of loneliness and the

courtesy stigma experienced by these providers (225).

The cross-sectional nature of the study is a limitation, as it measures providers’ responses to
the PROQOL questions at a point in time. In addition, providers might have given socially
desirable answers, even though the questionnaire was self-administered. The PRoQOL
instrument has not been validated in an African context, and has not been used among TOP
providers, and this might also explain our findings. In addition, the limited range of the
scores on the PRoQOL scale makes it difficult to differentiate between the scores and
categories.
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Nonetheless, there are numerous strengths of this study. This study provides empirical
evidence on compassion satisfaction, burnout and secondary traumatic stress among TOP
providers in the South African context, and has generated new knowledge on the predictors
of these phenomena. The self-administered questionnaire allowed participants the
opportunity for truthful responses. The 98% response rate among TOP providers in the two
provinces is a major strength of this study.

The focus on TOP providers and the predictors of compassion satisfaction, burnout and
secondary traumatic stress provide unique insights into the psychosocial issues faced by TOP
providers, and possible levers for intervention. The study findings suggest that health policy
makers and managers should endeavour to provide employee assistance programmes that

enhance compassion satisfaction, and reduce burnout and secondary traumatic stress.
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CHAPTER 6: COPING STRATEGIES AMONG TERMINATION OF
PREGNANCY HEALTH CARE PROVIDERS

6.1 Introduction®

The availability and equitable distribution of competent, motivated and empowered human
resources for health (HRH) are at the centre of global efforts to achieve universal health
coverage (UHC) (236). Similarly, the United Nations global strategy for women’s,
children’s and adolescent’s health, 2016-2030, has emphasised the criticality of HRH to
saving the lives and improving the well-being of women and children (65). A key goal of
the global strategy is to ensure safe abortion and post-abortion care through health system
enablers, which include competent health care providers (65). This is because competent and
willing health care providers are the most important determinant of safe abortion or
termination of pregnancy services (68). However, the psychosocial well-being of providers
is critical to the provision of responsive and respectful abortion services. Hence the World
Health Organization has underscored the importance of positive practice environments for
health care providers to ensure effective and quality service delivery. Such positive practice
environments include manageable workloads, supportive supervision, and occupational

health, safety and wellness programmes (68, 177, 236).

Health care providers, regardless of practice setting, are exposed to numerous occupational
or work-related stressors (237, 238). Occupational stress is influenced by factors intrinsic to
the job, the actual tasks performed, interpersonal relationships, and organisational structure
and climate (239). Existing evidence suggests that occupational stress is exacerbated for
termination of pregnancy providers, who also face courtesy stigma, namely, the stigma or
public disapproval of those people who are associated with a stigmatised condition, person

or group (83). In the USA, studies have found that stigma intersects with discrimination,

¢ This chapter is based on the paper: Resilience or detachment: Coping strategies among
termination of pregnancy health care providers in two South African provinces. Culture,
Health and Sexuality paper (In press)
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harassment and physical violence, thus adding to the stress of health care providers (84).
Other stressors include lack of support from their peers and management, and numerous
health system constraints, especially in low and middle-income countries (79, 129, 225,
240). These negative experiences take their toll on the health and well-being of termination
of pregnancy providers, resulting in poor mental health, stress, burnout, frustration, and
compromised service provision (138).

There is also emerging evidence in South Africa of the stress experienced by termination of
pregnancy providers, who are doctors, and especially trained registered nurses and
midwives. The Choice on Termination of Pregnancy Act (CTOPA) makes provision for
trained nurses to provide abortion during the first 12 weeks of pregnancy, whereas doctors
can provide both firstand second trimester abortion services (4). A 2017 study on the factors
influencing the provision of termination of pregnancy services, found that providers reported
intense loneliness, courtesy stigma, a heavy burden of care provision, and lack of support
from their colleagues and management (225). Termination of pregnancy service providers
also suffered from compassion fatigue, which in turn was influenced by their beliefs, age
and gender (240). Occupational stress has negative consequences for individual health care
providers and for the health care system, including availability and access to termination of

pregnancy services, thus affecting the achievement of health goals (238, 241).

The notion of coping, or the cognitive and behavioural strategies that individuals engage in
when faced with stress (82), is important to explore within the context of the health care
providers who enable such provision, in order to prevent or mitigate occupational stress.
There is significant body of literature on coping strategies used by health professionals (153,
154), especially those who work in mental health services (156, 157), critical care (160) or
emergency services (162, 163), where there are high levels of occupational stress because of

life and death situations.

In high income countries, there is an emerging body of literature on the coping strategies

used by termination of pregnancy service providers, given the contested and stressful nature
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of abortion provision (128, 132, 164-166). The reported coping strategies of termination of
pregnancy providers included self-preservation, silence, viewing abortion as a technical or
clinical procedure, 'switching off', suppression of emotions, or distancing themselves from
the procedure (121, 128, 167, 168). Some US health care providers recounted the emotional
burden of service provision, while others coped because of the compassion satisfaction they
experienced from caring for women (130, 166). A 2011 USA study found that abortion
providers used avoidance as a coping mechanism in order to resist or alter the negative
attitudes about abortion provision, and to deal with courtesy stigma (169). In Canada, a small
study found that nurses who cared for women after the abortion procedure coped well,
because of high levels of collegial support (170), whereas another found that some Canadian

doctors resigned because of their experiences of stigma and harassment (138).

The knowledge gaps on coping and termination of pregnancy providers are more pronounced
in low and middle - income countries (101). A study among Ghanaian health workers found
that they concealed the diagnosis and misclassified abortion cases to avoid labelling and
judgement by colleagues (101). In South Africa, there is a dearth of studies on coping
strategies among termination of pregnancy providers. One study found that collegial support
enhanced the coping strategies of the few doctors who provided second trimester abortions
(175). In the light of the criticality of motivated and responsive health care providers to the
delivery of safe abortion services for women, this study explored the coping strategies of
termination of pregnancy providers in two South African provinces, thereby contributing to
the discourse on resilient health systems and human resources for health.

6.2 Methods

6.2.1 Recruitment and sampling

We conducted the study in the public sector in Gauteng and North West provinces of South
Africa during 2014 and 2015. Gauteng is a highly urbanised and populous province with
an estimated population of 14.7 million, accounting for one quarter of the total South
African population and one third of the Gross Domestic Product (190).

North West is a rural-urban province, with an estimated population of 3.9 million and

contributing around 6.5% to the country’s GDP (190). The population of interest in the two
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provinces was termination of pregnancy providers in designated public health care
facilities. The details of these facilities are described elsewhere (225), but consist of
hospitals or community health centres. whether stand — alone or as part of integrated

sexual and reproductive health services, that meets the CTOPA (4).

We selected 30 termination of pregnancy providers purposively (Gauteng=12; North West
=18), in the order in which the facilities were visited for fieldwork. These providers were
part of a larger sample of termination of pregnancy providers, defined as those professional
nurses or doctors working at all the designated health care facilities in the two provinces,
who had received formal termination of pregnancy training and were providing abortion
services in terms of the CTOPA. (4).

6.2.2 Ethical considerations
The Human Research Ethics Committee of the University of the Witwatersrand in

Johannesburg, South Africa provided ethical approval. We also obtained permission to
conduct the study from Gauteng and North West provincial health departments, and the
hospital and health centre managers. We provided detailed information on the rationale and
the purpose of the study to all participants. We adhered to standard ethical procedures,
including voluntary participation, informed consent, participants’ ability to terminate the
interview at any point, confidentiality, and anonymity of responses. The principal researcher
(MT) is an experienced mental health nurse, who established rapport with the participants
prior to the interview, conducted the interview in a private setting, asked the questions in an
open and non — judgemental manner, and listened attentively to ensure that the participants’

responses were not influenced in any way.

6.2.3 Data collection
We developed the interview guide in English, which is the official business language of

South Africa. The questions focused on: providers’ experiences of abortion provision;
whether and which aspects of the termination of pregnancy procedure affected them most;

the meaning they attach to their work, how they deal with or manage their emotions as
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health care providers, their coping strategies, and availability of workplace support
mechanism. MT interviewed each of the selected providers after explaining the study in a
private setting available within the health care facility. Each interview, recorded digitally,
took between 45-60 minutes, but the duration varied depending on the providers’
responses. The consent forms and digital recordings were kept on a password-protected

computer.

6.2.4 Data analysis
The individual interviews were transcribed verbatim. The principal investigator verified the

interviews for correctness by cross checking with the original recordings. We used
interpretative phenomenological analysis to analyse the interviews (213, 214). The first step
in the analysis was to read the participants’ own words and phrases and without preconceived
notions or classification. This means that we reflected on our own preconceptions about the
data, and we tried to suspend these preconceptions and only focused on the words reflecting
the experiences of the termination of pregnancy providers. We coded the transcripts in
detail, with the focus shifting back and forth from the reported experiences of the
participants, to our interpretation of the meaning of those experiences (213). We examined
the language used by each provider in the light of the following questions: what were the
providers’ lived experiences with termination of pregnancy provision; how did they make
sense of the services they provide; and how did they explain their coping mechanisms?
Information collected from the individual interviews was then grouped into thematic

categories.

To ensure reliability, two researchers - an anthropologist with reproductive health

research experience and the doctoral supervisor (LR) participated in the development of the
themes by reading five interviews independently from the principal researcher in order to
establish inter-coder agreement (242, 243). The team met to discuss the themes generated
independently, and to reach agreement on the themes and sub-themes. Once agreement was
reached on the themes, MT developed a codebook, and used the computer software,
MAXQDA® 12 to support the data analysis.
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6.3 Results

All 30 invited termination of pregnancy providers participated in the interview representing
a 100% response rate (Gauteng = 12; North West = 18). All the participants were
professional nurses, and 82% were female. The mean age of participants was 45.8 years (SD
= 8.8), with a range of 28 to 62 years. The number of years of experience in termination of
pregnancy provision ranged from one to 13 years, with an average of 3.6 years. The majority
of facilities (95%) at which the selected study participants worked provided first trimester
termination of pregnancy services, while the remainder (5%) provided both first and second

trimester abortion services.

Although inter-related and not mutually exclusive, the four major themes that

emerged from the interviews were: silence and concealing emotions; seeking support;
detachment; and belief systems. The themes are shown in Table 1 and presented separately
for the sake of clarity.

Table 6.1: Themes emerging "from TOP provider interviews

Theme Sub-theme
Silence or concealing . Self-control
emotions . Concealing emotions
. Not sharing feelings
. Silence about being a termination of pregnancy provider
. Silence to avoid sharing bad things
Seeking support . Support from colleagues
o Management support
o Support from family and friends
o Using debriefing sessions (where available)
Detachment or|e Feelings of numbness
disengagement . Staying away from work
. Reluctance to go to work
. Losing patience with women who seek termination of pregnancy
Belief systems . Women'’s reason for obtaining termination of pregnancy
. Praying for help
. Belief in God’s will and support
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6.3.1 Silence and concealing emotions
Termination of pregnancy providers reported self-control, concealing emotions, not sharing

feelings and silence as coping strategies. They explained that their self-control and
concealing emotions were because of the need for professionalism and provider-client
confidentiality given the sensitive nature of their work. They were of the opinion that
concealing their viewpoints about women seeking abortion, and/or their experiences of
termination of pregnancy provision from friends and family demonstrated their respect for
women’s reproductive choices. The silence about being a termination of pregnancy provider
was also because of the difficulty of discussing abortion with their friends and families,
especially their in-laws and their children.

I do not tell people that | am a TOP Provider, it is not easy. At home they do not know what
I am doing here. | have been here for 13 years but nobody at home knows exactly what it
is that | do. (Respondent 17, Gauteng Province).

The fear of being judged and of being stigmatised was another reason for their silence.

No one knows. | do not want to be judged outside work as well. (Respondent 25 Gauteng

Province).

No one else knows, they just know that I work at a woman'’s clinic in the hospital. I do not

tell anyone because | am afraid of stigma. (Respondent 5 North West Province).

In those instances where they discussed their work with family and friends, the study
participants omitted the details about the nature of their work. Prejudice and fear of stigma
from colleagues and collegial refusal to engage with the subject of abortion influenced the
decision of those providers to conceal their emotions. On the few occasions when these

providers expressed their psychosocial needs, these were down-played or met with sarcasm.
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Some colleagues do not even understand what we go through. They would ask us why we
continue providing the service if it stresses us so much. They (other colleagues) say that

nobody is forcing us to continue doing TOP... (Respondent 18 North West Province).

Despite the pressure experienced due to their colleagues’ negative attitudes and lack of
space, termination of pregnancy providers highlighted their own resilience. One gave an
example of creating a working area to provide termination of pregnancy services after the

original area was allocated for tuberculosis services.

They (managers) allocated TOP area for multi-drug resistance TB (tuberculosis), thinking
I would be frustrated. | quietly created a working space for TOP and moved on.

(Respondent 5 North West Province).

Termination of pregnancy providers reported that they ignored the rude interruptions in their
consulting rooms, and the shouting from colleagues about ‘your patients crowding the
waiting area’. Some reported that on some occasions the women offered support to them as

providers by asking them how they were feeling during the consultation.

At the same time, these providers expressed the emotional burden and psychological strain
experienced because of their silence and self-censure. They recounted how they kept their
feelings inside, often pushing these emotions to the back of their minds, and trying to focus

their energy on pleasant activities, but being haunted by the same feelings at a later stage.

I don’t discuss TOP; I just keep them in.... I am avoiding (people’s) views ... [ already told
you that I just always swallow it and I don’t know if | am going to crash one day, but I just
take each day as it comes. (Respondent 6 North West Province).

This emotional burden was exacerbated because providers were obliged to relieve other
nurses in the maternity section, or to provide both termination of pregnancy and maternity
services while on duty. Some providers reported that they cry occasionally, whether in the

bathroom at work or at home, and that makes them feel better. Others reported dreaming
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about doing the procedure, saying ‘it is not nice’, while another provider said: ‘We sleep
knowing that we provide TOP, but we do not want to wake up to it.” (Respondent 28 Gauteng

Province).

6.3.2 Seeking support

Seeking support as a coping strategy took several forms, including seeking support from
colleagues, management, family and friends, and using debriefing sessions, where available.
Some created supportive opportunities such as sharing a meal, or spending time together. In
rare instances where there would be more than one termination of pregnancy provider at a
health facility, working as a team was a source of support. The freedom to talk about their
work without fear of judgement or prejudice helped them to cope with the stress of

termination of pregnancy provision.

I rely on my colleagues (termination of pregnancy providers) for support... we use each
other to debrief in most cases ... the support that we as TOP providers give to each other
in order to help women make their decisions is helpful. (Respondent 10 North West

Province).

We support each other as providers. ...we meet every 3 months; this is how we get support
otherwise there is just nothing... (Respondent 18 Gauteng Province).

Additionally, seven of the 30 providers served as both providers and facility managers, and

this dual role enabled them to be a source of support.

As both a manager and provider, | am not perfect, but | strive to make my co-workers feel
at ease. | make them feel comfortable. We support each other. (Respondent 29 Gauteng

Province).

In a few facilities, there were employee wellness programmes, but these were considered
ineffective because the person responsible was not skilled in managing termination of

pregnancy psychosocial problems, and the debriefing meetings tended to focus on the
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performance of individual facilities (e.g. termination of pregnancy statistics), rather than on

the psychosocial issues. One provider from Gauteng said the following:

As far as | understand debriefing, it should address the emotions of us providers. But here,
the session is more on how we facilitate the TOP programme... on how best we can
implement TOP, it is more operational support. It does not address our psychosocial

support issues. (Respondent 30 Gauteng Province).

In those health facilities where debriefing sessions were provided by a psychologist or social
worker, study participants reported that they avoided these institutional debriefing sessions
because they were of the opinion that confidentiality was compromised, and they feared
prejudice from other colleagues. Instead, these termination of pregnancy service providers
reported that they opted for their own private debriefing sessions at their own cost. They also
avoided perinatal meetings since their work focused on termination of pregnancies, whereas

the focus of these meetings were on saving babies.

6.3.3 Detachment or disengagement
Some termination of pregnancy providers reported that they experienced feelings of

numbness because they have been providing services for a long time. They indicated that
they treated women’s requests for terminations similar to the care of those women who
needed uterine evacuations or with miscarriages, in order to cope. The provision of
integrated sexual and reproductive health services that included family planning, cervical
cancer screening, assisted coping because these served as a helpful emotional deterrent from

termination of pregnancy provision and the collegial prejudice.

Providers’ feelings of numbness were exacerbated by the reported negative, at times abusive
attitudes by seemingly desperate women, especially with requests for terminations when the
gestational age of the pregnancy was above 20 weeks. The providers reported that these
women would cry uncontrollably, shout and yell at them. One provider said that she was
forced to show these women the sonar, to see how big the baby was in utero, and that it was
not possible to do the termination.
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Sometimes patients above 20 weeks (of pregnancy) insist on TOP despite the social worker
intervention and options given like adoption. | end up showing them the baby on the sonar
to make them understand why TOP cannot be done... I know it is wrong, but it was out of

frustration. (Respondent 5 North West Province).

This provider acknowledged that is was wrong, but felt she had no other choice. A provider
in Gauteng reported scolding a patient known to her that came for ‘repeat TOP’. She refused
to conduct the TOP and insisted that the woman must keep the pregnancy as a lesson.

TOP patients are liars. You tell them one thing, they do a different thing. This family friend
was here for the first time, she was done (TOP). She came again... I told her no, TOP is
not a method of contraception. Does it mean every time you fall pregnant you will have
TOP done? You must make up your mind now this time you are going to deliver this

baby...and she delivered. (Respondent 30 Gauteng Province).

During the interview, the provider reported that she regrets the treatment of this woman

who she knows, even though the baby has reportedly brought much happiness to the family
concerned. Some providers reported that sometimes they would walk away from the women
for a period of time “to cool down” and then continue with the “service” afterwards. This
was to avoid saying negative things. However, termination of pregnancy providers reported
that the women who were unable to obtain terminations complained about ‘bad service’ from
the providers. These complaints added to their feelings of stress, compounded by lack of
understanding or support from managers. At the same time, some providers felt that the

repeat termination of pregnancy clients were ‘abusing TOP services’ and one said:

I find cases of women who come for repeated abortion are abusing the service, it seems
they use TOP as a method of contraception. It is disturbing. | talk to them and find myself
repeatedly asking why they come for so many TOPs. This | do despite the fact that they
have a right to do TOP as many times as they wish. (Respondent 9 North West Province).
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Interviewees reported reluctance to go to work on some occasions, with a feeling

that they did not want to hear any woman’s story on that particular day. In some instances,
providers reported that they coped by staying away from work and made certain there was
no contact during their time away from work, having no interaction with family and friends

except watching television, reading a book or listening to music in the bedroom.

I just have fun and forget a little bit about work, about those women (seeking termination
of pregnancy), | just switch off my cell phone. | switch off the number that is known to

everyone until such a time that I go back to work. (Respondent 16 North West Province).

However, these providers indicated that staying away from work were short-lived, because

when they got back to work, they did not feel any better.

6.3.4 Belief systems
A fourth theme related to belief systems and included the providers’ views on the reasons

that women requested a termination of pregnancy, and locating their work within a spiritual
context, such as praying for help, and adhering to the belief that their involvement in
termination of pregnancy provision was God’s will. These termination of pregnancy
providers were cognisant of different social or economic circumstances faced by women and
that led to the request for terminations. Unplanned pregnancies because of abusive
relationships were considered legitimate, and made it easier to cope. In rare instances where
women decided to continue with the pregnancy after the mandatory one-on-one counselling,
the termination of pregnancy providers expressed relief, even though they emphasised in the

interview that that they ‘respected the final choice and decision of the client’.

A few providers believed that termination of pregnancy provision was a calling from God.
They reported that prayer gave them strength, and they coped by going to church, listening
to gospel music and sharing with some church members who knew about the work the

participant does at the hospital.
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He (God) supports me and that is the reason why | am content with my job, because | feel
that | have his support. (Respondent 4 North West Province).

Basically, one must pray very hard for God to help you go through everything. (Respondent

30 Gauteng Province).

Others that expressed no religiosity also reported that they drew strength from prayer. They
believed that God wanted termination of pregnancy to happen safely, and this gave them
comfort. Some study participants found comfort from listening to religious songs. In
addition, providers reported that ‘God loved them so much’ that help would emerge in time
of need for clinical intervention with a difficult TOP. An example given was with the
difficulty of performing the termination of pregnancy on one young woman, and refusal by
the ward doctor to assist. Eventually, a medical specialist assisted, and the provider believed

that this was God’s intervention.

Study participants also reported the contradictory behaviour of some community members,
including religious leaders, who judged them for the service they provided, yet on a few
occasions discreetly sought termination of pregnancy services for their family members.
Providing TOP to this judgemental group was taken to be ‘God’s sign’ that they should

continue providing the service, while ‘saving women from backstreet abortion’.

6.4 Discussion

This study was one of the first in South Africa to examine the coping strategies of termination
of pregnancy service providers within the context of universal health coverage (54). These
providers reported a combination of coping methods, which included both positive strategies
such as support seeking, professionalism and self-control, as well as negative or maladaptive
coping such as silence and concealing emotions, work avoidance, and treating women in a

disparaging and at times judgemental manner.

In this study, termination of pregnancy providers sought support from colleagues, especially
those providing similar services, sympathetic managers, and using debriefing sessions,
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sometimes at their own cost. Studies in other countries, albeit in different settings, have also
found that seeking social support was one of most utilised coping strategies (244-247).
Another South African study also found that collegial support between termination of
pregnancy providers enhanced coping (175). However, given that the termination of
pregnancy providers often work alone in facilities there may be a risk of ineffective,
inadequate and inconsistent collegial support (77, 175, 225). Combined with negative
attitudes towards abortion providers, working alone without collegial support, could worsen
the shortages of willing and competent termination of pregnancy providers, which in turn

may impact on safe abortion service provision (77, 108, 240).

Scholars have pointed out that coping strategies are influenced by culture and context (248,
249). Some termination of pregnancy providers reported maladaptive coping strategies such
as silence and concealing emotions, work avoidance, judgemental behaviour and the ill-
treatment of women seeking abortions. The use of silence and concealed emotions could be
because of their experiences of courtesy stigma from other colleagues and their managers
(225). This was also found in a Ghanaian study that found that obstetricians misclassified or

concealed abortion provision for fear of judgement by colleagues, family and society (101).

Tankink and Richters (2007) have pointed out that silence operates at different levels

and is closely linked to social ethics and values of, and dominant attitudes in society (250).
Notwithstanding South Africa’s enabling legislation, abortion remains a contested topic,
with reports of societal stigma; poor quality of care in the public health sector; scarcity of
willing and competent termination of pregnancy providers; and unscrupulous individuals
who are neither competent nor permitted by law to perform abortions (5, 251). At the
individual level, the use of silence depends on a person’s position in that society, and is
influenced by role, age, gender, ethnicity and class (252). Hence, the termination of
pregnancy providers’ silence and concealment of emotions could be explained by this

societal form of ‘cultural censorship’ (125).

The provider silence could also be because of the reported provider ambivalence towards
termination of pregnancy provision, with some influencing women to continue the
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pregnancy, while others thought that some women have repeat abortions and were ‘abusing
their rights’. Other studies in sub-Saharan Africa found that nurses and midwives tend to
withdraw and neglect their caregiver responsibilities because of judgemental attitudes

towards termination of pregnancy clients (125, 253, 254).

Providers also reported numbness and staying away from work, in order to cope with the
emotional burden of termination of pregnancy provision, the judgemental attitudes from
colleagues and perceived unrealistic requests from women seeking abortions. Another study
in South Africa found that courtesy stigma contributed to provider disengagement from
service provision (75). This courtesy stigma was confirmed in a systematic literature review
on health care providers’ attitudes on induced abortion in Sub-Saharan Africa and Southeast
Asia (70).

Termination of pregnancy providers’ narratives of the emotional burden experienced should
be seen in the context of their levels of compassion fatigue (240), exacerbated by their
expressed loneliness (225). Other studies in South Africa have also found that termination
of pregnancy providers felt drained emotionally because they have to manage both the
demands and challenges of TOP provision (77, 136, 166). Given the criticality of TOP
providers to access to sexual and reproductive health services, the health care system cannot

afford to lose the few committed and willing providers.

The limited employee wellness programmes, and where available, the avoidance of
institutional support found in our study are of concern. More comprehensive occupational
health, safety and wellness programmes are needed, as part of positive practice environments
a77).

Religion or prayer reportedly enhanced providers’ ability to cope with termination of
pregnancy provision. Other studies in South Africa have found that religious beliefs
produced contradictory views on the implementation of CTOPA (125), with some providers
supporting and providing termination of pregnancy whereas others have used these beliefs
to justify conscientious objection and refusal to provide termination of pregnancy (75).

95



At the same time, scholars have found that religion is one of the predictors of positive coping
mechanisms (255, 256), and that religion plays an important role in attaching meaning to
people’s actions, as well as life’s ambiguities and contradictions (250). Religion also helps
to reduce the emotional burden or pain (257). In this study, religion may serve to make
termination of pregnancy provision bearable in the face of the providers’ own ambivalence,

the courtesy stigma experienced, and the lack of management support.

The study is limited by the small number of interviews conducted, and being conducted at a
particular point in time. However, there are many study strengths. Firstly, it is one of the few
studies to focus on the coping strategies of TOP providers in South Africa, in the Sustainable
Development Goals era (54). Secondly, the in-depth interviews were conducted as part of a
larger study on the psychosocial issues faced and experiences by termination of pregnancy
providers in an African country, thus contributing to knowledge gaps on the topic. Thirdly,
the interviews had something of a therapeutic function, and gave voice to providers. In some
instances, study participants asked the principal researcher to stay on after the completion of
the formal interview. This happened mostly at facilities where the manager was also a
termination of pregnancy provider and in few instances where there were more than one
provider. Many of the providers interviewed said that they found the interview useful as it
helped them to discuss their feelings and experiences. Although the researcher gave
providers the option of referral for psychological support, they all declined, suggesting that
the ability to talk to an independent researcher was sufficient and therapeutic. However, this
is unacceptable in a health care setting, as the researcher was there for the specific purpose
of the study. Hence, a more formal termination of pregnancy support programme is

necessary.

6.5 Conclusion

This study generated new knowledge on the complex, and overlapping coping strategies used
by termination of pregnancy providers in two South African provinces. Despite an enabling
legal framework in South Africa which is uncommon in many low and middle - income
countries, management support is inadequate, and employee wellness programmes are
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insufficient. Both the ICN and WHO have advocated for positive practice environments,
which should include, but not be limited to strong management support, minimum staffing
norms to reduce isolation and loneliness, and regular and supportive debriefing sessions that
enable providers to share their experiences and/or good practices at health facilities (64, 177).
Ultimately, the provision of good quality termination of pregnancy services depends on
competent and willing health care providers who are retained and supported within the South

Africa’s public health sector.
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CHAPTER 7: AVAILABILITY, REPORTED UTILISATION AND
MANAGEMENT PERSPECTIVES ON PSYCHOSOCIAL SUPPORT
PROGRAMMES FOR TERMINATION OF PREGNANCY
PROVIDERS

7.1 Introduction
Universal access to sexual and reproductive healthcare services, including abortion services

cannot be achieved without competent, committed and responsive health care providers (54,
258). However, the discourse on abortion and health care providers has been largely
negative, often focusing on those providers who are refusing to deliver abortion and other
sexual and reproductive health care, because of the grave consequences for women seeking
abortions (95, 97, 104, 259). Hence, there is a significant body of literature on the negative
attitudes of health care workers and the reasons they do not provide or cease provision of
termination of pregnancy (TOP) services (70, 74, 100-103).

Notwithstanding the sociocultural and political contestations regarding abortion or
termination of pregnancy (TOP), an increasing number of scholars have highlighted the
duality between women’s equitable access to abortion services and the challenges faced, and
support needed, by health professionals in providing such access (84, 103, 113, 260). Studies
have found that TOP providers face stigma, harassment and violence and they fear
repercussions from colleagues, friends or family (84, 129, 142, 225). TOP providers hold
complicated feelings and attitudes about both abortion and the women they serve (74, 240,
261, 262). The “emotional labour” of dealing with women seeking abortions and the
abortion workload on a relatively small number of health care providers exacerbate
occupational stress, including burnout and secondary traumatic stress (164, 169, 227, 234,
240). Many providers cope with these challenges through positive beliefs that their work is
valuable and that it contributes to women’s well-being (94, 144, 225, 240), while some TOP
providers engage with women undergoing abortion in different ways, ranging from
emotional investment to emotional detachment, with the latter facilitating treatment of more

challenging patients (261, 263). In South Africa, a few studies that have focused on providers
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have found that the stress experienced by TOP providers, combined with the burden of care
provision, loneliness and courtesy stigma, are made worse by the lack of management
support (77, 175, 225, 264).

The manager’s role in creating an enabling work environment has been highlighted as a key
strategy in improving health workforce performance, which in turn enables the achievement
of health system goals (258). Although there are methodological difficulties in establishing
clear links between human resource management (HRM) and health workforce
performance, studies in different settings have found that a combination of management or
supervisory support, enabling practice environments, and good supervisor-supervisee
relationships promote positive health workforce outcomes such as job satisfaction and
retention (186, 260, 265-270). A systematic review in the United Kingdom health system
has found that there is a positive correlation between human resource management (HRM)
practices and employee outcomes (e.g. job satisfaction, reduced absenteeism and improved

health), patient outcomes (e.g. quality of care) and organisational change (271).

However, there is a dearth of research on the HRM of, or management support for TOP
providers, the narratives of institutional managers on abortion, and how these managers
might facilitate or constrain access to TOP services. There is also insufficient knowledge on
whether specific psychosocial support programmes or interventions are available for TOP
providers to assist them with their work. A 2005 South African study to conduct values
clarification among different stakeholders that included health facility managers, found a
slight change of attitude among participants towards abortion provision among the
participants that were ambivalent initially (272). However, the 2005 study is quite dated, and
did not focus on TOP providers, the availability of psychosocial programmes or management

perspectives on abortion.
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It is against this background that this paper examines the availability and reported utilisation
of psychosocial support programmes for TOP providers and the mechanisms that exist
within health facilities in two South African provinces to support TOP health providers with
their work. The paper also explores the perspectives of managers at these health facilities on

support to TOP providers.

7.2 Methods
During 2014 and 2015, we selected all designated TOP facilities in the two South African

provinces of Gauteng, an urbanised province, and North West, a mixed rural - urban province
(273). These designated facilities are defined as stand- alone or integrated sexual and
reproductive public health facilities, certified by the national Department of Health, to
provide TOP services (4). The details of the TOP facilities have been described in a previous
article (225).

The Human Research Ethics Committee (Medical) of the University of the Witwatersrand
in Johannesburg provided ethical approval for the study. The relevant public health care
authorities and facility managers also provided the necessary study approvals. All study
participants provided written, informed consent, and we adhered to standard ethical
procedures, which included voluntary participation, confidentiality and anonymity of

responses.

The principal researcher (MT) visited each of the designated facilities in the two provinces
to determine the availability of psychosocial support programmes, the utilisation of these
programmes, and the perspectives of facility managers on appropriate support systems for
TOP providers. At each of designated facilities, the relevant manager completed a short self-
administered questionnaire that focused on the number of TOPs performed at the facility,
TOP facility staffing, workload, the availability of a psychosocial support programme, the
type and frequency of the programme and whether the TOP providers utilise the programme.
The principal researcher also conducted a semi-structured interview with each facility

manager (in the case of community health centres), or the manager responsible for TOP
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services (in the case of hospitals). The questions focused on: strengths and weaknesses of
the existing programmes, organisational and managerial support systems for TOP providers,
the roles of these facility managers in the provision of psychosocial support to TOP
providers, managers’ perspectives of whether psychosocial support programmes were
needed for TOP providers (in those facilities with no programmes) and their

recommendations on appropriate support programmes.

Each interview lasted an average of 35 minutes, ranging from 30 to 60 minutes depending

on the responses and extent of engagement of participants.

The principal researcher captured the information from the self-administered questionnaires

onto a Micro Excel spreadsheet to perform basic descriptive analysis.

Each recorded interview was transcribed verbatim, and the principal researcher checked the
correctness of the transcribed interviews against the original recordings. We used
interpretative phenomenological analysis (IPA) to analyse the interviews (213, 214). To
ensure reliability, two researchers (a clinical psychologist and the PhD supervisor (LR)
participated in the development of the themes by reading three interviews independently
from the principal researcher in order to establish inter-coder agreement (242, 243). Firstly,
each person read the transcript in the participant’s own words and phrases, without defined
concepts or classifications. We further examined the language each manager used in their
response to the questions. The team discussed the themes that were generated independently,
and then reached agreement on the final themes and sub-themes. Once agreement was
reached on the themes, the principal researcher analysed all the interviews in relation to the

generated themes.

7.3 Results
Fifty facility managers participated in the interview, representing a 98% response rate

(Gauteng = 27; North West = 23). The majority of facilities (43/50 = 86%) provided first
trimester TOP (Gauteng = 21; North West = 22), and the remaining facilities provided both
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first and second trimester TOP (Gauteng = 6; North West =1). In North West Province, the
mean number of TOPs performed per day was four (SD = 4.7), with a range of one to 14. In
Gauteng Province, the mean number of TOPs performed per day was seven (SD = 6.7), with

a range of two to 18.

7.4 Availability and utilisation of TOP support programme
In both Gauteng and North West provinces, the majority of managers reported that there

were no dedicated facility-based psychosocial support programmes for TOP providers
(Table 7.1). In Gauteng Province, two out of 16 hospitals (12.5%) had a psychosocial support
programme, and in North West Province, only one out of 10 (10.0%) hospitals had a support
programme. In both provinces, there were no psychosocial support programmes at the
community health centres. Despite the relative lack of dedicated facility-based support
programmes, Gauteng managers reported that there were monthly psychosocial support
programmes available, while in North West, there were quarterly support programmes

available.

In Gauteng only, there were clinical review meetings at district level that focused primarily
on clinical issues. The TOP providers attended these meetings together with providers of

other health services (such as child health, or tuberculosis).

In both provinces, managers also reported that there were provincial debriefing meetings,
offered as an off-site programme to TOP providers, using a private provider (s). The
managers were not clear on the details or frequency of the sessions: some “thought” or heard
from the providers that it was once or twice a year, and others said it happened “every now

and then”.
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Table 7. 1: Availability and utilisation of TOP support programme in Gauteng and
North West Provinces

Indicator Gauteng North West | Total

Availability of | Facility support programme

Hospital 2/16 (12.5%) | 1/10(10.0%) | 3/26
(11.5%)

Community health centre 0/11 (0.0%) 0/13 (0.0%) | 0 (0.0%)

Monthly support programme X -

Quarterly support programme - X

District clinical review meeting X -

Provincial clinical review meeting |- -

District clinical debriefing meeting |- -

Provincial clinical debriefing | X X

meeting

7.5 Management perspectives on psychosocial support programmes for TOP
providers

Although inter- related and overlapping, the three major themes that emerged from the
interviews were: ambivalence; indifference; support and empathy towards psychosocial
support for TOP providers. These themes and sub-themes are listed in Table 7.2 and
described separately for clarity.
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Table 7.2: Management perspectives on TOP provider’s psychosocial support

programme
Theme Sub theme
Ambivalence e Dilemma created by managers’ own views on TOP support
vs recognition of provider stress
e Uncertainty/ doubt about the adequacy or benefit of the
support provided
Indifference e Lack of TOP prioritisation

e Provider victimisation

e Negative attitudes towards TOP

e Refusal to acknowledge that TOP provider support is a
management function

e Unaware of any support mechanisms

Support and empathy | ¢  Empathy as previous TOP provider

e Recognition that provider support is a management
responsibility

e Identify gaps in available support

e Advocacy for a psycho-social support programme

7.5.1 Ambivalence
Some of the managers talked about their ambivalence of managing TOP providers and

overseeing TOP programmes, given their own views on TOP. One said that: ‘religion is
sometimes a barrier for some of us and this can suffocate the support mechanism to TOP
providers’ (Respondent 5 North West Province). Others talked about TOP provision as ‘it is
like they are killing people... you would not sleep if you had a conscience’ (Respondent 44
Gauteng Province), while at the same time acknowledging that the need for some kind of
support to the providers. One said: ‘Providers need to be supported due to the trauma... it is

not nice to kill someone’s kid.” (Respondent 16 Gauteng Province).
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These managers that expressed ambivalence acknowledged that on some occasions, they
were aware of TOP provider shortages, but they would re-allocate staff from the TOP unit
to support other services, thus undermining provision of TOP services, and adding to the

stress of the providers. During the interview, one reflected on an incident as follows:

...we have this weakness here at (facility name) that even though we are aware of the TOP
staff shortage, we sometimes remove the enrolled nurse that often works with X (TOP
provider) to help elsewhere. We (management) often told ourselves that the job of an
enrolled nurse was just for record keeping and helping out here and there... until he
exploded with anger. As his manager | was surprised and shocked. It was then that |
realised he has always harboured his pain inside for days and he always misled us into

thinking he was ok when he was actually not. (Respondent 10 Gauteng Province).

They also reported that they mostly engaged TOP providers to address complaints or
problems on services but did not ask them about their psychosocial needs.

The ambivalence also related to a perception of these managers that they might open a
proverbial can of worms of TOP provider emotions if they talked or asked about
psychosocial support. One said: ‘if there is no problem then you tend not to go there

(provider support).” (Respondent 32 Gauteng Province).

These “ambivalent” managers were also doubtful about the benefit of a psychosocial support
programme for TOP providers and did not see a link between absenteeism and possible
occupational stress. Some were of the opinion that the TOP providers should manage their

workload and develop their own weekly meetings to support each other.

I do understand that the work that she does can be very difficult at times but because the
work has to be done... she also has to develop her own coping mechanism and not always
pile herself up with work... she needs to develop a schedule and develop weekly targets

because otherwise the absenteeism is as a result of her struggling to cope with her work...
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seeing that there is only one provider that does TOP alone. At times she is off -sick and no
one fills in for her instead we ask them (TOP clients) to go to the nearest facility.
(Respondent 31 North West Province).

These managers disassociated themselves from the development of a support programme for
providers, putting this responsibility on the provincial employee assistance programme, the

district, and the individual TOP provider.

7.5.2 Indifference

The second theme on indifference included refusal to respond to the questions from the
researcher, lack of knowledge on any support mechanisms, the lack of TOP prioritisation,
negative attitudes to TOP provision, victimisation of providers, and refusal to acknowledge
that TOP provider support is a management function. In some instances, these indifferent
managers either reported that there was no psychosocial support mechanism for providers or

they did not know whether a support programme existed.

In the few cases where some kind of support programme existed, these managers did not
have information on the type, timing, person responsible and the level at which the support
was provided. Their responses on who provides the support programme for providers
vacillated between uncertainty and lack of interest, using phrases like ‘that’s one of the
questions [ won'’t be sure to answer’ (Respondent 50 Gauteng Province), or ‘What | can say
is that at the moment we don’t have a structured way of assisting them, they are on their

own.’ (Respondent 21 North West Province).

These indifferent managers tended to evade the questions, often referring pertinent questions

about the psychosocial support to the person directly supervising TOP providers.

I haven’t gone that route to find out (about the provider’s psychosocial support) because...
perhaps this question would have been better answered by the person supervising the
providers directly. (Respondent 9 North West).
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I don’t have a specific role - after all they have a manager that side, and as for me | just

oversee the area. (Respondent 28 Gauteng Province).

These indifferent managers expressed their negative attitudes towards TOP. During the
interviews, these managers frequently referred to TOP as “this thing” and TOP providers as
“these people ”. They considered requests for equipment for TOP provision as unreasonable.
One said: ‘To be honest with you, this provider is already labelled as troublesome. We never
had problems with the previous provider. Why does this one want her own equipment? All
others previously borrowed from the nearby wards?’ (Respondent 47 Gauteng Province).

These managers also refused to acknowledge that the psychosocial support TOP providers,
whether directly or indirectly, was part of their function as managers. These managers were
of the opinion that it was the providers’ responsibility to ask for support, or to be referred to

the employee wellness programme or to the social worker.

In some cases, these indifferent managers shifted the blame onto the senior management of
the health facility, and claimed that their inability to support TOP providers was because of
the lack of TOP prioritisation by senior management. They made reference to the alleged
victimisation by senior managers of TOP providers, and related an incident where a provider
was ‘nearly beaten up by the matron (executive nursing manager) because she (the TOP
provider) was refusing to move to a smaller space which would mean that the TOP patients

had to wait in a queue in the corridor.” (Respondent 34 Gauteng Province).

7.5.3 Support and empathy
Support and empathy was the third theme that emerged from the managers’ responses.

Included in this theme was the recognition that TOP provider support is a management
responsibility, that TOP provision was stressful, that there were gaps in the existing support
mechanisms, and that there should be some form of psychosocial support programmes for
TOP providers. This theme also included the responses of those individuals who served in a

dual role as facility managers and providers, or who worked previously as TOP providers.
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As a person who understands TOP service provision, having been a full-time provider
myself 1 will say if the management is not buying it (support for TOP provider), then nobody
will support providers. We as management get pressure from the province to submit the
statistics. TOP providers are just thrown there you know... and then end up using their own
resources which they will never get from the government like airtime. They (TOP providers)

are using their own airtime phoning the clients. (Respondent 40 North West Province).

The intensity and need for support were reiterated by another hospital manager who said:
It (TOP provision) should not be the provider’s problem. One does not have to own the
programme, there must be enough manpower to relief and the sick provider can have time
out to get well. It becomes a burden, this is not our service but the Department of Health'’s.
They initiated the service because of the need. There must be support to providers.

(Respondent 5 North West Province).

A manager from North West manager shared her concern and said: ‘I think our provider
needs it (psychosocial support), especially when she sees young children e. g 12 year old
coming for TOP. It must be traumatising for her. Normally when | see a child coming for
TOP, I check the file and speak to the provider to see if she is not traumatised. ’ (Respondent
34 North West Province).

These managers recognised that their responsibilities as managers were to ensure the
creation of an enabling environment for providers. They reported that they offered whatever
measure available to support the TOP providers who had increased workloads due to the
refusal of other trained staff to support the service, and the observed harassment and threats
towards the providers. The reported support included allowing the provider some time to
rest, meeting with the provider, rotation from TOP unit on request, calling the police in case
of harassment by the client’s partner, using clinical team meetings, and referral to the

employee assistance programmes. One manager in North West reported that, as a way of
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allowing time to rest, she discouraged a “hardworking and flexible provider ” from assisting
with other activities at the facility. Another manager showed support by taking over TOP
provision when the provider seemed overwhelmed or re-allocated the provider from the TOP

unit on request.

...last year one of the providers was all by herself, she was a nursing sister and she asked
to be removed from TOP procedures and | could feel from when | was listening that she
was no longer happy, and she was saying that TOP was too much for her and | had to

remove her. (Respondent 12 Gauteng Province).

Ten managers were aware of the gaps in the existing psychosocial support to TOP providers,
as well as the providers’ reluctance to use the limited existing programmes. As the interviews
progressed, some managers started to advocate for a support programme that would
overcome the current weaknesses, and address TOP provider psychosocial needs. The dual
managers-providers suggested mechanisms that they thought would be helpful for TOP
providers. They recommended joint development of the support programme by TOP
providers, facility management and sub — district management; and that type of programme
should be varied and include organisational employee assistance and wellness, values
clarification workshops, group sessions, peer support, symposia for TOP providers only, and
individual debriefing sessions by clinical psychologists that should be available on and off

site.

7.6 Discussion

This is one of the first studies that focused on the availability of psychosocial support
programmes for TOP providers and the mechanisms that exist within health facilities to
support TOP health providers with their work. In both provinces, psychosocial support
programmes were only available at a minority of hospitals (3/26 or 11.5%) when combined.
There were no reported support programmes at community health centres, despite TOP being
provided at this level. Yet, the World Health Organization (WHO) has advocated for safe
abortion care at the primary health care level in order to improve access (68). Outside the
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health facility level, the support to health care providers of TOP services was limited to
clinical meetings. The WHO has underscored the importance of strengthened health systems
and a competent and responsive health workforce to ensure universal access to sexual and
reproductive health-care services (274). The study findings suggest both lack of
prioritisation of TOP services and of support to existing health care providers. The WHO
has pointed out that such lack of prioritisation exacerbate staff shortages for TOP services,
and it becomes a vicious cycle (68). In light of the global outcry on the refusal of the majority
of health care providers to provide abortion services (259), the study findings highlight the
need for urgent action by the two provincial health departments to ensure some kind of

employee assistance programme to the few willing TOP providers.

The interviews with facility managers revealed a complex and contested picture. The
majority of managers expressed ambivalent or indifferent opinions on the psychosocial
support programme for TOP providers, influenced by their own negative and judgemental
views of abortion. This lack of management support in turn exacerbates the lack of
psychosocial support programmes at health facility level. The lack of management support
also influenced access to resources at health facility level, whether of additional staff,
equipment, time-off, and the willingness of other providers to provide TOP services. Other
studies have also found that lack of management support, infrastructural constraints and lack
of willingness by colleagues to support the few willing providers, undermine TOP providers
and marginalise their psychosocial needs (175, 225, 240). These in turn influence the
willingness of these TOP providers to continue with abortion provision, as they fear putting

strain on their relationship with the manager and/or co- workers (92, 129).

Other studies have also found that supervisory support led to improvements in TOP
providers’ clinical skills and in improved quality of post-abortion care (275, 276). However,
the vast majority of studies focus on the health care provider’s role in ensuring access to
sexual and reproductive health care (49), enabling reproductive rights and justice (277, 278),
and ensuring access to safe abortion care (52, 68, 92, 279, 280). In many studies, the health
care provider is often portrayed as a barrier to women accessing safe abortion care (70, 74,
281-283). We could not find studies that have demonstrated the links between increased
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psychosocial support programmes for existing TOP providers, and increased access to TOP
services. This is an area for future research. Nonetheless, we recommend that the
psychosocial needs of existing TOP providers should be prioritised in tandem with
addressing the negative attitudes of those health care providers that refuse to provide

abortion services.

In this study, those managers who indicated support for abortion services or for TOP
providers fulfilled a dual role of manager and TOP providers, or they were previous TOP
providers. Unfortunately, they were in the minority. Nonetheless, there are important lessons
that can be learned from these few managers. These lessons include recognition that support
to providers is a management responsibility which includes supportive supervision,
provision of the necessary resources and/or task-oriented support; an acknowledgement of
the stress experienced by TOP providers and their need for psychosocial support; the
willingness to ensure the availability of psychosocial programmes, within a resource
constrained environment. At a minimum, these managers have demonstrated the value of
improved supervisory support to TOP providers, even if just by asking about the well-being
of TOP providers. The perceived effectiveness of supervision was found to enhance the
psychosocial wellbeing of those being supervised (284).

The elements of job demand control support model could provide a useful approach in an
abortion setting to develop appropriate psychosocial support programmes for TOP providers
(120, 225, 285). This would necessitate specific strategies to take account of the South
African context, and as a minimum should include: allowing TOP providers to participate in
their work scheduling, within a conducive environment that allows privacy for both provider
and client, that is well resourced to facilitate quality service provision, with adequate support
from managers and co-workers to promote provider sense of control and responsibility for

TOP service provision.

The inadequate psychosocial programmes at hospital level, the lack thereof at community
health centres, and the management indifference and ambivalence to these TOP providers
psychosocial programmes availability undermine the WHO emphasis on the need and
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responsibility of health systems to provide quality abortion services (279). Our study
findings suggest that policy makers should prioritise abortion services, and the development
of TOP provider psychosocial support programmes. Value clarification workshops need to
be introduced for both managers and health care providers, including training on their legal

responsibilities in terms of CTOPA.

This study limitation is its cross-sectional nature, as it was conducted at a point in time.
Nevertheless, the study has many strengths. To start with, the visits conducted at all
designated facilities allowed the researcher to observe the intersection of numerous factors
that influence provision of abortion services. The high response rate of 98% among the
facility managers is encouraging. This study is one of the few studies that explored the
opinions of facility managers opinion on the availability of psychosocial support
programmes for TOP providers in the two provinces. This enabled a conversation, or at the
very least, raising awareness of the need for provider psychosocial support programmes.

Some of these managers reported that the interviews made them think about their role in the
provision of the psychosocial support for these providers, thus encouraging some kind of

reflection on their management roles and responsibilities.

7.7 Conclusion

This study has generated new knowledge on the availability, reported utilisation, and
management perspectives on psychosocial support programmes for TOP providers in two
South African provinces. The scarcity of the TOP providers’ support at the designated
facilities, the reported ambivalence or indifference of the majority of managers towards the
psychosocial programmes for abortion providers undermine the efforts of the few willing
TOP providers. This study points to the importance of facility management’s understanding,
support and prioritisation of abortion and TOP providers, as an essential element of positive

practice environments.
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CHAPTER 8: DISCUSSION AND RECOMMENDATIONS

8.1 Introduction

The dominant discourse in abortion provision has been on health care providers as
obstructionist gatekeepers with negative attitudes towards women (259). Undoubtedly,
women’s rights, access to SRH services, professional ethics and the obligations of health
providers are of critical importance, especially in the context of UHC (54, 65, 259). At the
same time, investment in HRH is crucial for the provision of safe abortion and post-abortion
care (64, 65). Hence, the abortion discourse should also be about caring for the willing and

competent health care providers that enable women’s access to care (108, 165).

More than two decades after the promulgation of CTOPA in South Africa, my PhD study
has generated new knowledge on compassion satisfaction and compassion fatigue among
abortion providers in Gauteng and North West provinces, their coping strategies, and the
availability of psychosocial support programmes, thus contributing to a positive discourse

on HRH and abortion provision.

In this concluding chapter, | have integrated and discussed the key findings of this thesis
(Chapters 4 to 7) and proposed recommendations for enhanced psychosocial support for
TOP providers. In Section 8.2, I have summarised and discussed the key findings and
recommendations of the PhD study. In Sections 8.3 and 8.4, | have highlighted the scholarly
contribution and policy impact of the PhD respectively. Section 8.5 contains

recommendations for further research.

8.2 Key findings and discussion

The key findings that emerged from this PhD study are shown in Table 8.1 and discussed
further below in line with the study objectives (Chapter 1) and the conceptual framework
(Chapter 3).
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Table 8.1: Summary of key PhD findings

e TOP providers reported intense experiences of loneliness and courtesy stigma
aggravated by health system deficiencies, with 77% of the 61 designated facilities
providing TOP services (Gauteng =28/32; North West = 19/29). The providers were
also affected by a lack of prioritisation of TOP services and insufficient or lack of

management and collegial support

e The survey revealed a complex picture with regard to compassion satisfaction and
compassion fatigue (burnout and secondary traumatic stress) among TOP providers

e The survey among TOP providers obtained a 98% response rate

e The majority of respondents were nurses (70.9%), female (82.0%), married
(47.6%), with a mean age of 43.4 (SD=8.7).

e Overall mean score for compassion satisfaction was high at 42 (SD 5.5). The
predictors of compassion satisfaction were: finding work stimulating, the belief
in making a difference, enjoying relationship with other nurses and years of
TOP service (p<0.05).

e Burnout mean scores were average at 33 (SD=4.0), with the belief in helping
women to make informed choices a marginally significant predictor of burnout.

e Overall mean score for secondary traumatic stress was 23 (SD 6.8). Significant
predictors of secondary traumatic stress scores were: finding work stimulating, the
belief in women’s rights, the belief in allowing women informed choices, age and

gender

The 30 TOP providers interviewed reported both:
e Positive coping strategies that included support seeking, self-control, and
professionalism
¢ Negative coping strategies that included silence and concealing emotions, work

avoidance, judgemental and ill treatment of women seeking abortion

Psychosocial support programme for TOP providers were inadequate
e The interviews with managers revealed that only two out of 16 hospitals
(12.5%) in Gauteng Province and one out of 10 (10.0%) in North West Province
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had a psychosocial support programme for TOP providers, with no reported
programmes at any of the community health centres

e The vast majority of managers interviewed reported ambivalence or

indifference to abortion and to the psychosocial needs of TOP providers.

8.2.1  TOP providers’ psychosocial issues

A key objective of this PhD was to examine the psychosocial issues experienced or faced by
existing TOP providers, and to generate new knowledge on the demographic characteristics
of these providers, their workloads, professional quality of life (PRoQOL), and
organisational factors such as management and/or peer support within the context of the
public health sector in the studied provinces of Gauteng and North West. | used the
conceptual framework presented in Chapter 3 (81, 186, 286) and a combination of
quantitative and qualitative methods to answer this research objective.

The PhD study found high mean scores of 42 for compassion satisfaction, and this is
encouraging. Those TOP providers that found their work stimulating and were of the opinion
that they made a difference had higher compassion satisfaction scores (240). My PhD was
one of the first studies that had used the PRoQOL tool and that examined the relationship
between compassion satisfaction scores and the philosophical reasons for working as TOP
service providers. | could not find similar studies in South Africa or elsewhere, hence | do
not have other studies to compare my study findings with. In the indepth interviews with a
sub-set of TOP providers they reported intense experiences of loneliness and courtesy
stigma, from other colleagues and managers (225). Studies in the USA and Denmark that
also used PRoQOL among abortion providers found that these providers reported higher
compassion satisfaction scores compared to other health care providers, but that abortion
stigma was a significant predictor of lower compassion satisfaction (113, 234). | did not
measure abortion stigma in my PhD, and | did not examine the relationship between
perceived abortion stigma, and compassion satisfaction, hence these areas require further

research in the South African context.
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Those TOP providers who enjoyed collegial relationships with other nurses experienced
higher compassion satisfaction. Although scholars have highlighted the importance of
collegial support in abortion provision in qualitative studies (166, 170, 287, 288), | could not
find other studies that have quantified this relationship. Nonetheless, the JCDS model, which
| have used as a conceptual framework (Chapter 3), posits that collegial relationships are
beneficial resources to employees as such relationships make it easier to do a difficult job or

to draw on support when needed (186).

The finding in my PhD that those health care providers with less than one year TOP service
experience had lower secondary traumatic stress (STS) could suggest that those providers
with more years of service experience more negative effects of TOP provision. This is
contrary to studies in Australia that found that abortion providers with a few years of service
of TOP provision had higher anxiety levels compared to older nurses (235). However, these
studies used qualitative methodology and did not measure these relationships empirically.
This study finding could mean that the health system constraints in South Africa’s public
health sector, the pressure on the few willing providers and inadequate or lack of
management support may influence the compassion satisfaction of TOP providers as time
passes. A systematic review among health providers in Sub- Saharan Africa and South-East
Asia on the reasons for non-provision of TOP services found that providers stopped abortion
services due to stigma and lack of support from managers and co-workers (70). Although
this systematic review did not focus on compassion satisfaction, my study finding makes
intuitive sense that TOP providers with long service have lower compassion satisfaction (or
derive less pleasure from doing abortion). Nonetheless, further studies with a larger number
of TOP providers are needed to determine whether there is an inverse relationship between

their compassion satisfaction and years of abortion service provision.

The TOP provider survey found that the burnout and secondary traumatic scores were

average. However, a sub-set of these TOP providers reported a heavy burden of care
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provision, and intense loneliness when they were interviewed. The discrepancy between the
quantitative survey among TOP providers and the qualitative interviews with a sub-set of
these providers, could be related to sampling (both method and number of study
participants), the cross-sectional nature of the study, social desirability bias (199), and/or the
PRoQOL tool. Nonetheless, together these two study components paint a complex picture
of abortion provision in these two South African provinces. Martin et al have argued for

recognition of this complexity, rather than simple categorisation (130).

The survey found that TOP provision in the urban, relatively well-resourced province of
Gauteng, a belief in women’s rights, and finding the work stimulating were protective factors
(Chapter 5). This might be because of greater emphasis and/or awareness of women’s rights
in the urban province of Gauteng, and could explain why this is a protective factor. The
finding that TOP providers’ beliefs in the rights of women were a protective factor for
secondary traumatic stress suggests the importance of a HRH narrative that celebrates those
providers who fulfil their professional and ethical obligations, and who ensure women’s

access to SRH services, in line with global commitments (54).

The complex and overlapping psychosocial issues faced by TOP providers cannot be seen
in isolation of the health system constraints that my study uncovered. Although more than
three quarters (77%) of designated facilities were providing TOP services in the two
provinces, a larger proportion of designated facilities were providing TOP services in the
urban province of Gauteng (87%), compared to the mixed urban-rural province of North
West (65.5%). In both provinces, TOP provision is reliant on an ageing, female workforce,
working in isolation, with little support from managers or other colleagues. Combined, these

are warning signs that should be addressed at both health policy and practice levels.

There are several recommendations that flow from my study findings, and which | have

elaborated on below. These include greater prioritisation of abortion provision in line with
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the enabling legislation in the country, addressing health system constraints, the creation of
positive practice environments, and employee assistance programmes that enhance

compassion satisfaction, and reduce burnout and secondary traumatic stress.

8.2.2  Coping strategies of TOP providers

Abortion provision is stressful, often described as difficult emotional labour (165). It remains
contested, even with liberal abortion laws as is the case of CTOPA in South Africa (4). Given
my work experience, my own ambivalence, and my positionality highlighted in the
foreword, | was interested in how the TOP providers get up in the morning, go to work and
perform abortions on a daily basis. Hence, another key objective of my PhD was to explore
the coping strategies of these providers in the two studied provinces.

As was the case with the psychosocial issues experienced by TOP providers, the narratives
of those interviewed revealed multifarious and seemingly contradictory coping strategies
(Chapter 6). Some scholars have pointed out that individuals in stressful situations or
occupations use different coping strategies simultaneously (289, 290), and these coping

strategies are both context and culture-specific (252, 291, 292).

In my study, some TOP providers interviewed reported positive or adaptive coping
strategies, which included self-control, professionalism and seeking support, whether from
other colleagues, sympathetic managers and/or debriefing or counselling sessions. Other
studies, one in 2008 in South Africa (175), and in other countries have also found that
seeking social support was one of the most utilised coping strategies (153, 287, 288, 293,
294).

The TOP providers interviewed also reported so-called negative or maladaptive coping
strategies that included work avoidance, and judgemental and ill-treatment of women
seeking abortions. Another study in South Africa found that courtesy stigma contributed to

provider disengagement from service provision (75). Researchers in the USA have also
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found that abortion care providers used avoidance as a coping strategy in order to alter or
resist negative attitudes about being a provider, thus avoiding courtesy stigma (169), while

some recounted their difficulties of being non-judgemental all the time (130, 166).

In my study, providers also reported silence as a coping strategy. This could be related to
their experiences of courtesy stigma (225), and/or their expressed ambivalence regarding
TOP provision (Chapter 7). The use of silence as a coping strategy was also found in another
2006 study among nurses in South Africa (125), and in a study in Ghana to avoid judgement
by colleagues, family and society (101). Studies among abortion providers in the USA (84,
113, 144, 172) and in Wales (295) have found that silence assists in dealing with abortion
stigma and the fear of harassment and violence, and prevents them from making judgemental

comments about women seeking abortion services (295).

My PhD study found that religion or prayer reportedly enhanced providers’ ability to cope
with TOP provision, and could assist in dealing with their own ambivalence, the courtesy
stigma experienced, and the lack of management support at health facilities. However, other
studies in South Africa have produced contradictory findings on religious beliefs and the
implementation of CTOPA (125) (75). More research is needed on strategies that encourage
positive coping strategies among existing TOP providers. Importantly, the public sector
cannot afford to lose the few committed and willing TOP providers. Hence a major
endorsement is to implement recommendations on positive practice environments (PPES)
(177).

8.2.3  Availability of psychosocial support programme and managers’ perspectives

The manager’s role in creating PPEs has been highlighted as a key strategy in improving
provider well being, health workforce retention, and improved work performance (64). PPEs
are critical for health worker well being and patient safety, and can be achieved through

professional recognition, supportive structures, management practices, education, and
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occupational health and safety programmes (176, 177). Given my background as a public
health professional, often working in a management capacity, | have had a special interest
in the design of psychosocial support programme for TOP providers in the public health
sector. In the absence of sufficient information on existing programmes, two of my PhD
objectives were to determine the mechanisms that exist within the health sector to help TOP
providers cope with their work, the availability of psychosocial support programmes, and
the perspectives of public service managers on psychosocial support and/or programmes for
TOP providers (Chapter 1).

There was a general lack of psychosocial support programme for TOP providers, with three
hospitals reporting the availability of psychosocial support programmes (Gauteng=2/16;
North West=1/10). There were no reported programmes at any of the community health
centres, despite the proclaimed importance of PHC to the achievement of UHC in South
Africa (78). With the exception of reports on the Providers Share Workshop for abortion
(113, 172), there is dearth of studies on specific psychosocial support programmes for TOP

or PPEs that focus on the needs of providers.

The vast majority of managers interviewed reported ambivalence or indifference to abortion
and to the psychosocial needs of TOP providers, which is deeply concerning, as it adds to
the occupational stress experienced by TOP providers. Other studies also found that the lack
of management support added to the stress experienced by TOP providers (129), whereas
management support made it easier to provide TOP services provision (92).

Drawing on the JDCS model, the lack of management support increases demands on TOP
providers, reduces their sense of job control, with negative consequences for providers (186).
However, | did not measure the association between management support and the
compassion satisfaction and compassion fatigue of the providers. This is an area that requires

further research. Nonetheless, my study results suggest that both health policy makers and
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health facility managers should endeavour to create a respectful and supportive environment
for abortion providers, which will enhance their retention in designated facilities, and enable

them to promote safe abortion care (65).

8.3  Recommendations
South Africa has an obligation as a signatory of international human rights treaties and

agreements to ensure that abortion services and information are available, acceptable
accessible, and of good quality (296). Notwithstanding the noteworthy steps the South
African government has taken on the promulgation of CTOPA, and its commitment to
respecting, protecting and fulfilling women’s sexual and reproductive rights, the
Department of Health has not prioritised TOP services. The lack of prioritisation is evident
in the virtual absence of TOP in strategic plans (297), failure to deal with the refusal of
health professionals to provide abortion services (77), and the lack of an accurate database

on designated facilities (63).

In this section, I have drawn on the study’s conceptual framework presented in Chapter 1
and the study key findings to propose key recommendations. My recommendations are
linked to the elements of a functioning health system: leadership, governance and
stewardship; health financing; health informatics; health workforce; health services; and
commodities (177, 286, 297), and are directed at three national and provincial government,

as well as health facility and individual health professional levels.

8.3.1 National and provincial departments of health

a. Leadership, governance and stewardship

Health authorities have a statutory obligation to provide functional support systems and
facility management support. The provision of support begins with clear guidelines and
protocols to all health care professionals and health facility managers on TOP as an SRH

programme, each cadre’s role in the implementation and support of CTOPA, both for the
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providers and the service. NDOH should also issue guidelines that distinguish clearly
between resistance to abortion provision and conscientious objection for sustainable safe
abortion provision (77). The health authorities should have mechanisms in place to monitor
that the provision of TOP provider support is in the key performance areas of facility
managers at designated facilities. TOP provision requires supportive and empathetic facility

managers.

b. Health workforce

The NDoH should re-institute CTOPA training on the obligations of managers and health
professionals, and this training should include values clarification (e.g personal values,
moral perspectives, professional codes of conduct, etc.), ethics and the contribution of safe
abortion services to the reduction of maternal mortality. These training workshops should

include the rights and responsibilities of health care workers and of managers.

The role of managers in creating a PPE and in providing support to TOP providers should
be emphasised, as well as strategies to relieve health professionals who may experience
strain from TOP provision, or have ambivalence regarding the service. A health care worker
with clarified values on TOP can have better understanding of the programme, and be more

open to engage and support their co-workers.

C. Health information

Section 7 of CTOPA necessitates the notification and keeping of records of all TOPs
conducted at facilities (4). Hence, the NDoH should mandate the provincial authorities to
submit annual returns on the number of TOPs provided, the designated facilities in their
respective provinces, the number of these facilities that are operational (providing TOP) at
the time of the report, including the number of TOP providers on the database, and are
providing abortion services. The NDOH should collate, manage and publish an up -to-date

database of functional designated TOP facilities.
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The provincial Departments of Health should ensure appropriate signage to TOP services,
making information of these facilities available at the DOH office buildings, mobile apps,

and website.

d. Health system strengthening

In line with the overall prioritisation of TOP, the NDoH, in consultation with provincial
health departments, should develop minimum standards for all TOP services. Such minimum
standards should include guidelines on infrastructure, equipment, dedicated staff, and

funding.

8.3.2 Health facility managers

Although facility managers take their cue from national and provincial health authorities,
much can be done by health facility managers who exercise leadership for improved service
delivery. They should provide leadership on the development of sustainable employee
wellness programmes that are context-specific and that are affordable. Those supportive
facility managers who have experience of TOP provision should lobby the provincial health
authorities for additional resources to strengthen health services in general, the creation of
forums for the exchange of ideas and mutual learning on quality of care for all services, as

these are likely to benefit SRH services as well.

A supportive supervisory environment promotes the health worker’s sense of control, and
enhances good performance. It is therefore important for the facility managers to include
TOP and SRH services on the induction programme of all new staff, and as a standard agenda
item for staff meetings and programme reviews. Orientation of new staff and inservice
training of existing staff on TOP could serve as an entry point in making others understand
what TOP is about, allowing the providers an opportunity to discuss with colleagues about

their support needs, achievements and/or challenges.
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8.3.4  TOP provider

The providers should speak out about factors that affect their psychosocial wellbeing,

actively engage management for the support required, participate in the development of, and

advocacy for an employee wellness programme, and maximise the collegial support (where

available) as a beneficial resource that makes it easier to do their difficult job. The providers

must hold the facility manager and the health authorities accountable for the implementation

of PPEs, which in turn will improve access to abortion services.

The summary of recommendations is shown in Table 8.2.

Table 8.2 PhD study recommendations

Recommendation

Department of
Health

(national
/provincial/district)

Facility
manager

Individual
TOP
provider

1. Prioritise TOP as a part of integral
sexual and reproductive health
services and a prerequisite for the
achievement of UHC in South Africa.

X

2. Mandate provinces to submit annual
returns on designated facilities on
database and providing TOP.

3. Collate, manage and publish an up -to-
date database of functional designated
TOP facilities.

4. Include TOP provider support in the
key performance area of facility
managers, and monitor
implementation.

5. Issue clear guidelines and protocols, to
all health care professionals, and
health facility managers on TOP as an
SRH programme, each cadre’s role in
the implementation and support of
CTOPA.

6. Ensure and monitor continued values
clarification training of health workers
and managers especially around
psychosocial support programme for
providers in TOP provision and
service support.
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Recommendation Department of Facility Individual

Health manager TOP
(national provider
/provincial/district)
7. Advocate for additional resources for X X
TOP provision at designated facilities
(staffing, infrastructure, and
psychosocial support staff/structures)
8. Provide leadership on the development X X

of sustainable employee wellness
programmes to support TOP providers
psychosocial needs

9. Facilitate joint engagement of TOP X X X
providers and colleagues to develop
strategies that promote ongoing
collegial support in TOP provision

10. Develop and implement strategies to X X
enhance supervisory support that
prioritises TOP provider support needs

11. Develop mechanisms and incentives X X
that recognise excellence and/or
commitment on the provision of TOP
by few willing providers

12. Provide information on the available X X
and functional support programmes
for TOP providers

13. Engage with other facility managers X X
and share good employee wellness
practices that prioritise TOP providers

14. Establish an environment that X X
recognises negative emotions and
consistently provide alternative outlet
e.g timeout, colleagial support, referral
(as necessary)

15. Include TOP in the induction X
programme of all new staff

16. Include TOP as a standard agenda item X X
for staff meetings and programme
reviews

17. Advocate for the prioritisation of X X

psychosocial support by maximising
all opportunities (existing or new)

A multifaceted approach is needed in order to create PPEs that prevent burnout and
secondary traumatic stress among the few willing providers of TOP services. The
establishment of psychosocial support programmes for TOP providers, together with the
implementation of other recommendations outlined in this section, could improve staff

retention, and may attract new providers for sustainable and safe abortion service provision.
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8.4 Scholarly contribution
The scholarly contribution of my PhD is evident throughout this thesis, but can be summarised
as: the generation of new knowledge; methodological contribution; and relevance for health

policy and practice.

8.4.1 Generation of new knowledge

My study has generated new knowledge on the psychosocial issues experienced or faced by
existing TOP providers. | have measured compassion satisfaction, burnout and secondary
traumatic stress, and have generated empirical information on the predictors of these
professional quality of life aspects. The qualitative interviews have highlighted the
experiences of loneliness among TOP providers, and their experiences of courtesy stigma, as
well as their coping strategies. | have also generated new knowledge on the availability of
the existing psychosocial support programmes at designated facilities, and the perspectives
of the public service managers on psychosocial support and/or programmes for TOP
providers.

Although I did not set out to verify the difference between designation of TOP facilities and
actual provision, my study has generated empirical information on the proportion of
designated facilities that are functional. | have also been able to document health system

constraints within the context of abortion service provision.

The engagement of managers on TOP support programmes was original, and it yielded both
information on the availability of, and managers perspectives on, TOP provider support; and
afforded the managers an opportunity to reflect on, and appreciate, the need for some form

of psychosocial support for TOP providers.

This study findings that providers experienced secondary traumatic stress, burnout,
loneliness and courtesy stigma, within an environment that did not have adequate support
programmes to address these providers psychosocial issues, contribute to the evidence
required by government to re-focus the abortion discourse and develop programmes to

support the few willing abortion service providers.
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8.4.2  Methodological contribution

My PhD was one of the first studies that had used the PRoQOL tool in the TOP environment
in South Africa, or an African context, and hence validated the tool. | adapted PRoQOL by
adding questions that examined the philosophical reasons for working as TOP service
providers. Hence, | was able to examine the relationship between compassion satisfaction,
burnout and STS, and these reasons. My survey can be adapted by other researchers to
confirm these relationships, measure other aspects, whether in South Africa or other LMICs.

| also used a facility checklist, and developed indepth interview schedules to elicit responses
from providers and managers. These PhD study tools could be used and/or adapted by other
researchers, wishing to answer complex TOP research questions, or explore other aspects of

SRH services..

8.4.3 Health policy or practice impact

The PhD study findings could be used to inform the psychosocial support programme at
designated TOP facilities in the two study provinces. The findings could also inform
discussions on strategies to prioritise the psychosocial issues of TOP providers through
supportive management, positive practice environments, and the development and
implementation of effective and sustainable employee wellness programmes that enhance
compassion satisfaction and reduce burnout and secondary traumatic stress among these

providers.

The PhD also highlights the disjuncture between policy (in the form of the enabling CTOPA)
and implementation on the ground, and the importance of ongoing efforts to ensure
prioritisation of SRH services.

The recommendations are practical, and many of these could be implemented within existing
resources (e.g. collegial support and maximising opportunities for individual engagement as

a support mechanism).
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8.5  Recommendations for further research

The PhD study found that health system deficiencies exacerbated the occupational stress
(expressed as intense loneliness) of TOP providers psychosocial issues. More research is
needed on the relationship between health system deficiencies and compassion satisfaction
and compassion fatigue. There is a need to examine the relationships between the provision
of TOP services at designated facilities, and the availability of human resources, including
workloads. Building on my study findings that TOP providers with longer service may have
lower compassion satisfaction (or derive less pleasure from doing abortion), | suggest that
further studies with a larger number of TOP providers be conducted to determine whether
there is an inverse relationship between their compassion satisfaction and years of abortion

service.

Future research should look at using validated instruments like PRoQOL on a larger scale in

South Africa and the region to:

e Explore the relationship between compassion satisfaction and compassion fatigue; and
the heavy burden of TOP care, courtesy stigma and loneliness among TOP providers;

e The relationship between compassion satisfaction scores and the philosophical
reasons for working as TOP service providers;

e Whether TOP providers’ beliefs in the rights of women serve as a protective factor for

secondary traumatic stress in TOP provision.

Furthermore, other possible research areas are:

e The effects of the negative coping strategies on the provider psychosocial wellbeing;

e The association between management support and the compassion satisfaction and
compassion fatigue of the providers;

e The relationship between perceived abortion stigma, and compassion satisfaction;

e The costs and effectiveness of psychosocial support programmes;

e Models of psychosocial support and PPEs that optimise compassion satisfaction, and
reduce burnout and STS among TOP providers;
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e The quality of TOP service provision in the public sector, and the association
between quality of care and reported coping strategies;

o The relationship between social and economic environments and the demand on
TOP provision;

e Explore public violence experienced by TOP providers in low and middle - income
countries;

e Explore TOP provider knowledge and practice on sonar as a prerequisite for the

assessment of gestational age.

8.6  Conclusion

This PhD study has analysed the psychosocial issues and coping strategies of termination of
pregnancy providers in two South African provinces. The PhD has underscored the
importance of HRH in TOP service provision, and of shifting the discourse to a more positive
one. The PhD has generated new knowledge on the overall levels and predictors of
compassion satisfaction, burnout and secondary traumatic stress among these providers,
coping strategies used by TOP providers, the availability of psychosocial support
programmes, and the perspectives of public service managers on psychosocial support
and/or programmes for TOP providers. Quality safe abortion care cannot be provided

without addressing the psychosocial needs of the few willing providers.

The psychosocial issues of TOP providers need prioritisation through supportive
management, and the development and implementation of effective and sustainable
employee wellness programmes that enhance compassion satisfaction and reduce burnout

and STS among these providers, within an enabling positive practice environment.
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(name of hospital).

tknow that the final approval will be from the Tshwane/Metsweding Regional Research
Ethics

Committee and that this is only to indicate that the clinic/hospital is willing to assist.

Other comments or conditions prescribed by the clinic or CHC manager or hospital CEO:

e

Signature

Clinic Manager/CHC Manager/CEO

s/ N s A

Date
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Appendix 9: Phedisong Community Health Centre Ethics Approval

Annexure 1

Declaration of intent from the clinic manager or hospital CEO

{ Ly .
| give preliminary permission to N\é(*”“’:\t&k LQ&&'D (name of
researcher) to do his or her research on__
t&lbk@u ooy Diail o Secie e C e aopey, Shed i; Aeseérch topic)

6‘1; \/‘QQ\*&\_(cﬁQE\BOQ‘&_Q&*)(’-& K U\’&J\deinkx\‘"‘\« (L= (_ SO
in Semce T Lood ARaew pYou: e )

K/ hed S = g et J—{-s (name of clinic) or

{name of CHC) or

(name of hospital).

I know that the final approval will be from the Tshwane/Metsweding Regional Research Ethics

Committee and that this is only to indicate that the clinic/hospital is willing to assist.

Other comments or conditions prescribed by the clinic or CHC manager or hospital CEO:

]! ‘\
, R e
X el ot D E KA e TL

Signature

Clinic Manager/CHC Manager/CEO

X

Date 3(‘—7 4. {{9 @(\(’ i
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Appendix 10: Soshanguve Community Health Centre Ethics Approval

Annexure 1

Declaration of intent from the clinic manager or hospital CEQ

| give preliminary permission to Mantshi Teffo
researcher} to do his or her research on

(name of
{research topic}
In
(name of clinic) or
Soshanguve CHC (name of cHcjor

...... - ~ (name of hospital).

I know that the final approval will be from the Tshwane/Metsweding Regional Research Ethics
Committee and that this is only to indicate that the clinic/hospital Is willing to assist.

other comments or conditions prescribed by the clinic or CHe manager or hospital CEO:

o
w11 )

Clinic Manager/CHC Manager/CEO

10 |04 2018

Date

167



Appendix 11: Charlotte Maxeke Hospital Ethics Approval

GAUTENG PROVINCE

HEALfH
REPUBLIC OF SOUTH AFRICA

CHARLOTTE MAXEKE JOHANNESBURG ACADEMIC HOSPITAL

o
-

Enquiries:

Mr. J. Maepa

Office of the Clinical Director
Tell: (011): 488-3365

Fax: (011): 488-3753

08 June 2015

Dear Ms. Mantshi Tefo

STUDY TITLE: Exploring psycho-social issues and coping strategies of Health care providers
at termination of pregnancy of pregnancy services in two South African Provinces,

Permission to collect the relevant data needed to complete the research indented under the Tittle:

Exploring psychosocial issues and coping strategies of Health care providers at termination of
%regr'balr}cy 01; p&egnancy services in two South African Provinces, at CMJAH.
r’M.l.” foke

Approved/not-approved—

Dr.M.I Mofokeng
Clinical Director
DATE: 8/6/2015
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Appendix 12: Approval to reproduce journal article: “I am all alone”: Factors
influencing the provision of termination of pregnancy services in two South African
provinces

Re: Permission to publish for doctoral studies

From Academic Journals ZGHA Peer Review <ZGHA-peerreview@tandf.co.uk

to me

Thank you for your email. In terms of permission, you do not need to
seek permission to publish this work as it is Open Access.

This is an Open Access article distributed under the terms of the Creative Commons
Attribution  License (http://creativecommons.org/licenses/by/4.0/), which  permits
unrestricted use, distribution, and reproduction in any medium, provided the original work
is properly cited.

We wish you well in your PhD and look forward to any future publications that you may
wish to submit to Global Health Action.

Kind Regards,

Nicola Parsons
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Appendix 13: Declaration by student and co-authors’ agreement for write-up with
published articles

Declaration: Student’s contribution to article(s) and agreement of co-author(s)

I, [Mantshi Elizabeth Teffo], student number [587763], declare that this Thesis/Dissertation/Research Report

is my own work and that | contributed adequately towards research findings published in the article(s) stated
below which are included in my Thesis/Dissertation/Research Report.

—
Signature of Student: }“’%—)—a—‘f“_:\

Mame of Primary Supervisor: Professor Laetitia Charmaine Rispel

Date: 01 April 2019

Signature of Primary SUPervisor ... s e e Date

Agreement by co-authors: By signing this declaration, the co-authors listed below agres to the use of the
article(s) by the student as part of his/her Thesis/Dissertation/Research Report. In cases where the student is
not the 1** author of a published article, the primary supervisor must explain (under comments) why the
student is entitled to use the paper for his/her degree purposes.

Article 1: Title: ‘I am all alone’: factors influencing the provision of termination of pregnancy services
in two South African provinces. Global Health Action. 2017, 10:1, 1347369.

Authors Name Signature Date

1** author Mantshi Elizabeth Teffo ¥ = 01 April 2019
2" author Laetitia Charmaine Rispel

3™ author

Comments by primary supervisor:

Article 2: Title: Compassion satisfaction, burnout and secondary traumatic stress among termination
of pregnancy providers in two South African provinces. Journal of Obstetrics and Gynaecology
hesean:h. 2018, volume 44 Pages: 1202 —1210.

Authors Mame Signature Date
1*author | Mantshi Elizabeth Teffo Vg 01 April 2015
2™ author | Professor Jonathan Levin

3" author | Professor Laetitia Charmaine Rispel
4" author

Comments by primary supervisor:
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Article 3: Title: Resilience or detachment? Coping strategies of termination of pregnancy health care
providers in two South African provinces. Culture, Health and Sexuality.
Manuscript ID TCHS -2018-0151, under review.

Authors Name Signature Date

1 author Mantshi Elizabeth Teffo H:%_:ff'j 01 April 2019
2" author Professor Laetitia Charmaine Rispel

3" author

Comments by primary supervisor:
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Appendix 14: Self-administered PRoQOL questionnaire for TOP provider survey

EXPLORING PSYCHO-SOCIAL ISSUES AND
COPINGSTRATEGIES OF HEALTH CARE PROVIDERS AT
TERMINATION OF PREGNANCY SERVICES

TOP PROVIDER SURVEY

For official use only

Hospital/ Clinic Name

Questionnaire number

2 Province ID

Health Facility 1D

12 Was the questionnaire I No 0
completed?

O Yes 1

15 Date of survey: DD/MM/YY
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STATEMENT OF CONSENT

| have been given an information sheet and | understand the objectives of the study. | further
understand that my responses will be kept confidential and that it is up to me whether or not
to complete this questionnaire. My refusal to participate will in no way prejudice me.

| agree voluntarily to complete the questionnaire (please tick). ] Yes

O No

IF YOU AGREE TO PARTICIPATE, PLEASE ANSWER ALL OF THE
FOLLOWING QUESTIONS. TICK/ MARK OR CIRCLE THE BOX NEXT TO THE
APPROPRIATE ANSWER.
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SECTION 1: BACKGROUND CHARACTERISTICS

For official use
only

101 How old are you? (in completed years)

102 What is your sex?

103 What is your current marital status?

104 Do you have children?

years
0 Male...1
[ Female...2
O Married........cocveevnnenne 1
O Living together.......... 2
O Single...coveveiciee, 3
1 Divorced/Separated...4
0 Widowed................... 5

O No..0 GO TO 106

O Yes...1
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105 How many children do you have?

O Professional nurse... 1

106  Professional category O Doctor................. 2
[ Manager............... 3
L Other.........oceeene. 9
Specify......coooviiiiiii.
years

(Answer 0 if less than 1 year)

107 How long have you been a TOP

provider?
I No....0
] Yes...1
108
Have you received training in TOP?
0 No..0 GO TO SECTION 2
O Yes...1
109
Do you consider vyourself to be
religious?
LI Christian.......ccccovveieieeiennns
LI ISlamicC...ccceeveieiieccee
110 LI Judaism........ccooeveniennicene. 3
OHindu.........cooooviiiiinnn, 4

Which religion do you most closely
associate with (select one only)?
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For official use
only
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SECTION 2: PROFESSIONAL QUALITY OF LIFE SCALE (PROQOL)

COMPASSION SATISFACTION AND COMPASSION FATIGUE
(PROQOL) VERSION 5 (2009)

When you help people you have direct contact with their lives. As you may have found, your
compassion for those you help can affect you in positive and negative ways. Below are some
questions about your experiences, both positive and negative, as a helper.

Consider each of the following questions about you and your current work situation. Select
the number that honestly reflects how frequently you experienced these things in the last 30

days.

Question 1=Never [2=Rarely [3=Sometimes [4=Often  |5=Very Often

I am happy.

I am preoccupied with more than one person | [help] .

| get satisfaction from being able to [help] people.

| feel connected to others.

| jump or am startled by unexpected sounds.

| feel invigorated after working with those 1 [help] .

Nojun|H[WIN|-

I find it difficult to separate my personal life from my life as a [helper].

I am not as productive at work because | am losing sleep over traumatic
experiences of a person | [help].

o

'~}

I think that | might have been affected by the traumatic stress of those I [help].

10| feel trapped by my job as a [helper].

o

11| Because of my [helping], | have felt "on edge"about various things.

[

12| I like my work as a [helper].

13| | feel depressed because of the traumatic experiences of the people I [help].

14|1 feel as though | am experiencing the trauma of someone | have [helped].

-

15| | have beliefs that sustain me.

ul

16|l am pleased with how | am able to keep up with [helping] techniques and protocols

=)

17|l am the person | always wanted to be.

18| My work makes me feel satisfied.

19| I feel worn out because of my work as a [helper].

20|l have happy thoughts and feelings about those I [help] and how I could help them

o

21|1 feel overwhelmed because my case [work] load seems endless.

[hey

N

22|l believe | can make a difference through my work.

I avoid certain activities or situations because they remind me of frightening
23|experiences of the people | [help].

24| | am proud of what | can do to [help].

=

25|As a result of my [helping], I have intrusive, frightening thoughts.

vl

26/l feel "bogged down' by the system.

27| | have thoughts that | am a "success"as a [helper].

28|l can't recall important parts of my work with trauma victims.

29| 1 am a very caring person.

30{l am happy that | chose to do this work.

© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction and Fatigue Version5 (ProQOL). www .progol.org. This test may be freely copied as long as (a) author is credited,
(b) no changes are made, and (c) it is not sold. Those interested in using the test should visit www.progol.org to verify that the copy they are using is the most current version of the test.
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SECTION 3

Listed below are possible reasons for working as a TOP health care provider. Thinking
about the past 12 months and your own reasons, please indicate how strongly you
would agree or disagree with each statement by circling the corresponding number.
PLEASE INDICATE A RESPONSE FOR EACH STATEMENT - DO NOT LEAVE
ANY OUT.

Strongl Disaqre Neither
Statement (look atly Disagre 6 g disagre Agree Agree Strongl
issues/strategies in literature) |Disagre |e slightl e norslightly g y agree
e ghtly agree
| like to help clients makef; 2 3 4 5 6 7
informed choices
I feel strongly about women’s|q 2 3 4 5 6 7
health
I feel strongly about women’s|q 2 3 4 5 6 7
rights
I receive feedback on the quality|, 2 3 4 5 6 7
of my work
I find my work stimulating 1 2 3 4 5 6 7
I like the quality of supervision |1 2 3 4 5 6 7
I like the programme availablef{ 2 3 4 5 6 7
for employee wellness
| enjoy the relationship with|, 2 3 4 5 6 7
other nurses
I am making a difference 1 2 3 4 5 6 7
I enjoy the relationship withl; 2 3 4 5 6 7
doctors
Other, please specify |
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SECTION 4: STAYING IN CURRENT JOB

For official | 401 In the PAST 12 months, have you [JNo...0

use only considered leaving your current job? O Ves 1
es...

402 In the NEXT 12 months, do you planto [ No..0 — GO TO 501
leave your current job?

[ Yes...1

403 If you plan to leave your primary job, [ Different public sector job...1
where do you intend moving to?

1 Different private sector job...2

O NGO... 3
[ Overseas... 4

1 Other...9

Please specify:
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SECTION 5: PSYCHO-SOCIAL SUPPORT SERVICES

For official | 501 Would you be interested in a [No..O
use only psychosocial programme at your
workplace to help you to cope with TOP
service provision?

O Yes...1

502 What type of programme would you [I One-on-one counselling...1
prefer (Choose only one answer?)

O Group session.............. 2

1 Workshop or seminar.... 3

OOther..............i . 9

Please specify:

6. Do you have any further comments you wish to make?

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE.
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Appendix 15 : Approval to reproduce journal article : Compassion satisfaction,
burnout and secondary traumatic stress among termination of pregnancy providers in
two South African provinces

Re: Permission to publish my manuscript D is JOGR-2017-1255.R1

From: JOGR Editorial Office

to me

Dear Dr Teffo,

Thank you for your patience.

If you reproduce your Wiley-published article within the scope of the standard copyright transfer agreement
(CTA), you do not have to ask for a permission under the condition that the article concerned is properly cited.

For more information about CTA, please refer to:

https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/licensing-info-fags.html

Requests to reproduce material from John Wiley & Sons publications are being handled through the
RightsLink® automated permissions service:
https://obgyn.onlinelibrary.wiley.com/hub/permissions

We hope this helps.

Kind regards,
Editorial Office
The Journal of Obstetrics and Gynaecology Research
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Appendix 16 : Study Background Information Sheet for TOP Providers

EXPLORING PSYCHO-SOCIAL ISSUES AND COPING STRATEGIES OF
HEALTH CARE PROVIDERS AT TERMINATION OF PREGNANCY
SERVICES

Introduction and background

My name is Mantshi Teffo and | am a doctoral student in the School of Public Health at the
University of the Witwatersrand, conducting a study on the psychosocial issues and coping
strategies of health care providers in termination of pregnancy services (TOP services) in
South Africa.

| am requesting your participation as a TOP provider because of your knowledge and

expertise.

The interview will last for approximately 45 minutes. If you agree to take part, I will ask you
questions about your current work at the clinic or hospital, some of the issues that you face
in providing TOP services and mechanisms in the workplace to provide support to you. The
questions are not a test, so there are no right or wrong answers. It is your opinions,
perceptions and experiences that are important. My role as an interviewer is to listen and to
understand your point of view, and not to pass judgment. You may refuse to answer any
questions that you don’t feel comfortable answering. You may also say that you don’t know

the answer to a question.
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Confidentiality

The information that you give in the interview will be kept confidential. Only persons
directly involved with the research will know who has been interviewed. All interviewees
will be assigned a unique code and these codes will be used on the transcribed interviews.
Participants will not be identified from the code and these codes will only be known to the
researcher. | undertake that all information provided by you will be used only for the purpose
of the study. Everything that you say when answering the questions will be treated as private
and confidential. This means that apart from the person who asks you the questions, no one
will know how you answered. Your name will not be revealed in any written data or report

resulting from the study.

The answers given by participants will be combined and analysed to look for common
themes and experiences. The combined information will be written up in the form of journal

articles.

Consent

Permission to carry out this project was obtained from the University of the Witwatersrand
Research Ethics Committee (Medical). I will ask you to sign an informed consent form, both
to participate in the study and to record the interview/discussions. If you are willing to give
your consent and take part, | will appreciate your participation and the information that you

are willing to provide.

Benefits and risks of participation

Please note that participation in this study is voluntary and there will be no direct benefits to
anyone who participates in the interviews/discussions. Similarly there will be no negative
consequences for individuals who do not want to be interviewed. You will not be

compensated for taking part in the study. During the interview, you have the right to decline
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to answer any question that makes you feel uncomfortable, or to stop the interview at any

time.

Recording the interview

| would like to request your permission to audiotape the interview because | cannot write
down all your answers quickly enough and might miss some important things that you will
say. The tapes and notes will remain confidential and your identity will not be disclosed. The
only thing we are interested in is your honest responses. Tapes of interviews will be
transcribed and transcripts of interviews will bear the unique code and not the name of the
interviewee. The information will then be analysed and organized into a report. The tapes
will be kept in a locked cupboard. As per national requirements, the tapes will be destroyed

five years after the publication of the research findings.

Contact details

I will be happy to answer any question you have about this study. This research has been
approved by the University of the Witwatersrand Research Ethics Committee (Medical). If
you have any questions about your rights as a study participant, or questions or concerns
about any aspect of the study, you may contact the ethics office on (011) 717 1234. If you
have questions about the research, you may contact the principal researcher or the study

supervisor:

PRINCIPAL RESEARCHER

Mantshi Teffo

School of Public Health
University of the Witwatersrand
Phone: +27 82 670 0705

Fax : +27 86501 1928

Email: mantshim@gmail.com
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Or

RESEARCH SUPERVISOR

Professor Laetitia Rispel

School of Public Health

University of the Witwatersrand, Johannesburg
Phone: +27 11-717 2543

Email: laetitia.rispel@wits.ac.za
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Appendix 17: Professional Quality of Life Scale (ProQOL) 5_English
Professional Quality of Life Scale (ProQOL)

Compassion Satisfaction and Compassion Fatigue
(ProQOL) Version 5 (2009)

When you [help] people you have direct contact with their lives. As you may have found, your
compassion for those you [help] can affect you in positive and negative ways. Below are some-questions
about your experiences, both positive and negative, as a [helper]. Consider each of the following
guestions about you and your current work situation. Select the number that honestly reflects how

frequently you experienced these things in the last 30 days.

I=Never 2=Rarely 3=Sometimes 4=0ften

| am happy.

| am preoccupied with more than one person | [help].

| get satisfaction from being able to [help] people.

| feel connected to others.

| jump or am startled by unexpected sounds.

| feel invigorated after working with those | [help].

| find it difficult to separate my personal life from my life as a [helper].

-

aperson | [help].
91 think that | might have been affected by the traumatic stress of those | [help].
10. | feel trapped by my job as a [helper].
Il. Because of my [helping], | have felt "on edge" about various things.

12 llike my work as a [helper].
13. | feel depressed because of the traumatic experiences of the people | [help].
14. | feel as though | am experiencing the trauma of someone | have [hejped].

15. | have beliefs that sustain me.

5=Very Ofter

| am not as productive at work because | am losing sleep over traumatic experiences of

16. | am pleased with how | am able to keep up with [helping] techniques and protocols.

17. | am the person | always wanted to be.
18. My work makes me feel satisfied.

19. | feel worn out because of my work as a [helper].

20. | have happy thoughts and feelings about those | [help] and how | could help them.

21. | feel overwhelmed because my case [work] load seems endless.

22. | believe | can make a difference through my work.

23. | avoid certain activities or situations because they remind me of frightening experiences
of the people | [help].

24, | am proud of what | can do to [help].

25.  As aresult of my [helping], | have intrusive, frightening thoughts.

26. | feel "bogged down" by the system.

27. | have thoughts that| am a "success" as a [helper]

28. |l can'trecall important parts of my work with trauma victims.

29. lam avery caring person.

30. lam happy that | chose to do this work.

©B. Hudnall Stamm, 2009. Professional Quality ofUfe: Compassion Satisfaction and Fatigue Version 5 (ProQOL).

fwww.isu.edu/r-bhstamm or www.progolorg. This test may be freely copied as long as (a) author is credited, (b) no changes are

made, and (c) it is not sold.
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Appendix 18 : Information Sheet for TOP Provider Interview

EXPLORING PSYCHO-SOCIAL ISSUES AND COPING STRATEGIES OF
HEALTH CARE PROVIDERS AT TERMINATION OF PREGNANCY
SERVICES

INFORMATION SHEET

Introduction and background

My name is Mantshi Teffo and | am a doctoral student in the School of Public Health at the
University of the Witwatersrand, conducting a study on the psychosocial issues and coping
strategies of health care providers in termination of pregnancy services (TOP services) in
South Africa.

| am requesting your participation as a TOP provider because of your knowledge and

expertise.

The interview will last for approximately 45 minutes. If you agree to take part, | will ask you
questions about your current work at the clinic or hospital, some of the issues that you face
in providing TOP services and mechanisms in the workplace to provide support to you. The
questions are not a test, so there are no right or wrong answers. It is your opinions,
perceptions and experiences that are important. My role as an interviewer is to listen and to
understand your point of view, and not to pass judgment. You may refuse to answer any
questions that you don’t feel comfortable answering. You may also say that you don’t know

the answer to a question.

Confidentiality
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The information that you give in the interview will be kept confidential. Only persons
directly involved with the research will know who has been interviewed. All interviewees
will be assigned a unique code and these codes will be used on the transcribed interviews.
Participants will not be identified from the code and these codes will only be known to the
researcher. | undertake that all information provided by you will be used only for the purpose
of the study. Everything that you say when answering the questions will be treated as private
and confidential. This means that apart from the person who asks you the questions, no one
will know how you answered. Your name will not be revealed in any written data or report

resulting from the study.

The answers given by participants will be combined and analysed to look for common
themes and experiences. The combined information will be written up in the form of journal

articles.

Consent

Permission to carry out this project was obtained from the University of the Witwatersrand
Research Ethics Committee (Medical). I will ask you to sign an informed consent form, both
to participate in the study and to record the interview/discussions. If you are willing to give
your consent and take part, | will appreciate your participation and the information that you

are willing to provide.

Benefits and risks of participation

Please note that participation in this study is voluntary and there will be no direct benefits to
anyone who participates in the interviews/discussions. Similarly there will be no negative
consequences for individuals who do not want to be interviewed. You will not be
compensated for taking part in the study. During the interview, you have the right to decline
to answer any question that makes you feel uncomfortable, or to stop the interview at any

time.
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Recording the interview

| would like to request your permission to audiotape the interview because | cannot write
down all your answers quickly enough and might miss some important things that you will
say. The tapes and notes will remain confidential and your identity will not be disclosed. The
only thing we are interested in is your honest responses. Tapes of interviews will be
transcribed and transcripts of interviews will bear the unique code and not the name of the
interviewee. The information will then be analysed and organized into a report. The tapes
will be kept in a locked cupboard. As per national requirements, the tapes will be destroyed
five years after the publication of the research findings.

Contact details

I will be happy to answer any question you have about this study. This research has been
approved by the University of the Witwatersrand Research Ethics Committee (Medical). If
you have any questions about your rights as a study participant, or questions or concerns
about any aspect of the study, you may contact the ethics office on (011) 717 1234. If you
have questions about the research, you may contact the principal researcher or the study

supervisor:

PRINCIPAL RESEARCHER

Mantshi Teffo

School of Public Health
University of the Witwatersrand
Phone: +27 82 670 0705

Fax : +27 86501 1928

Email: mantshim@gmail.com

Or
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RESEARCH SUPERVISOR

Professor Laetitia Rispel

School of Public Health

University of the Witwatersrand, Johannesburg
Phone: +27 11-717 2543

Email: laetitia.rispel@wits.ac.za
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Appendix 19 : Consent for TOP Provider Interview

EXPLORING PSYCHO-SOCIAL ISSUES AND COPING STRATEGIES
OF HEALTH CARE PROVIDERS AT TERMINATION OF
PREGNANCY SERVICES

CONSENT FORM FOR TOP PROVIDER INTERVIEW

| have been given the information sheet on the project entitled: Exploring psycho-social
issues and coping strategies of health care providers at termination of pregnancy services.
| have read and understood the Information Sheet and all my questions have been answered

satisfactorily.

| understand that it is up to me whether or not | would like to participate in the interview and
that there will be no negative consequences if | decide not to participate. | also understand
that | do not have to answer any questions that 1 am uncomfortable with and that | can stop

the interview at any time.

I understand that the researcher involved in this project will make every effort to ensure
confidentiality and that my name will not be used in the study reports, and that comments
that | make will not be reported back to anybody else. | consent voluntarily to participate in
the interview for this study. | have been given telephone numbers that I may call if we have

any questions or concerns about the research.

Participant’s signature: Date:

Interviewer’s signature: Date:
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INFORMED CONSENT FOR AUDIOTAPE-RECORDING OF INTERVIEW

| have been given the information sheet on the project entitled: Exploring psycho-social
issues and coping strategies of health care providers at termination of pregnancy services.
| have read and understood the Information Sheet and all my questions have been answered

satisfactorily.

| understand that | can decide whether or not the interview should be tape-recorded and that

there will be no consequences for me if | do not want the interview to be recorded.

| understand that information from the tapes will be transcribed and transcripts will be given
a code and my name will not be mentioned. | understand that if the interview is tape-
recorded, the tape will be destroyed two years after publication of the findings.

I understand that I can ask the person interviewing me to stop tape recording, and to stop the

interview altogether, at any time.

I consent voluntarily for the researcher to record the interview.

Participant’s signature: Date:

Interviewer’s signature: Date:
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Appendix 20: TOP Provider Interview Schedule

EXPLORING PSYCHO-SOCIAL ISSUES AND COPING
STRATEGIES OF HEALTH CARE PROVIDERS AT
TERMINATION OF PREGNANCY SERVICES IN TWO
SOUTH AFRICAN PROVINCES

PROVIDER INTERVIEW SCHEDULE

Could you tell me about your job as a TOP provider?

(Probe: when appointed, educational background, training in TOP, mentor (s), etc)

What are the things that you like about being a TOP health care provider?
Probes:

Decision to provide TOP services?

When did you start?

Number of patients seen every day?

Appreciation from clients

Appreciation from other colleagues or supervisor?

Could you share with me what is the most rewarding aspect of your job?

What are the aspects that are not so good about being a TOP health care provider?

Harassment or fear thereof, victimization, threats?
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Client complications?

Family or relatives of clients?
Relationship with doctor?
Reaction from other colleagues?

Other issues?

What would you say is the most frustrating aspect of your job? (Probe- If you could change
anything in your job, what would you change and why)?

In your opinion, how do you think other health professionals view you as a TOP service
provider?

(Probes: appreciated, adding value, seen as an important player in health service provision
feel judged, undermined, rejected)?

Outside the health facility, who else knows what your job entails?

Probe: family members, friends, community members, congregation? How do they view your
job? What is the reason why no one else knows?

Do you consider yourself to be religious?

Probe: religious affiliation/denomination, barriers experienced in relation to religion and
work?

How do you cope when managing TOP clients at your facility?

Probe: clients in pain, crying, verbalising guilt, conflict between partners/families on the
decision to do TOP.

Which aspects of TOP procedure affect you most?
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Probe: first trimester, second trimester, surgical procedure, medical procedure, incomplete
TOP emergencies from complications?

How do you deal with your emotions related to these aspects that affect you?

Probe: relax away from work, never talk or does work at home, numbness, suppress
emotions, ignore emotions, guilt, blames self or clients; debrief (with peers/alone/family),
talk about them, never talk about them?

Have you ever had a personal TOP experience?

Probe: relative or friend had TOP, personally had a miscarriage?

Is there a support programme or mechanism available to TOP providers in this facility?

If yes

What does the programme entail?
Do you use the programme
What do you think about it (strengths, areas that could be improved)

What is the role of your manager in the provision of psychosocial support in the
organisation/unit?

If no

What are your thoughts about the psychosocial support for TOP HCP?

How do you think the system/program can benefit you as the TOP HCP?
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What kind of programme should be implemented?
Will you use the programme

If you could design the programme, what will it look like?

What recommendations would you make to improve TOP HCP psychosocial support?
To you

In your organisation?

Do you have any other comments that you wish to make about TOP providers or about
psychosocial support?

THANK YOU FOR YOUR PARTICIPATION
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Appendix 21: Facility Manager Interview Schedule
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N EXPLORING PSYCHO-SOCIAL ISSUES AND COPING
‘%; STRATEGIES OF HEALTH CARE

PROVIDERS AT TERMINATION OF PREGNANCY SERVICES
IN TWO SOUTH AFRICAN PROVINCES

MANAGEMENT INTERVIEW

Note: To be completed by all managers at 61 facilities

For official use only

Participant number

Province ID

Facility ID:

Date of interview DD/MM/YY

SECTION 1: TOP FACILITY STAFFING AND CLIENT LOAD

How many TOP providers are
there in this facility?

How many of these providers
are trained in TOP provision?
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On average how many TOP
patients are seen per day in
the TOP facility?

Please give us a copy of your
TOP statistics for 2013?

Not received ...0 [ ]

Received [ ]

What type of TOP procedure
is provided?

Medical TOP....1[_]

Surgical TOP ...2[ ]

What gestational age is TOP
provided at your facility?

Ist trimester TOP....1 [ ]

2" Trimester TOP ...2[ ]

SECTION 2: TOP FACILITY SUPPORT SERVICES

For official
use only

201 Does

the facility have a support

programme or support mechanism
available to TOP providers?

[ No...0 - GO TO 207

O Yes...1
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Please give more information

O No...0 — GO TO 207

O Yes...1

Do TOP providers use the programme?
203 How often is the programme available to [ Daily...1
the TOP providers?
0O Weekly...2
O Monthly... 4

O Other...9

Specify:
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204 Who provides the TOP programme? O Social worker...1
O Psychologist...2
] Manager... 3
O Peers... 4

O Other...9

Please specify:

205. In your opinion, what are the strengths of the programme?

206. Inyour opinion, what are the weaknesses/ areas that need improvement?

207. What are your thoughts about a psychosocial programme for TOP providers?

Probe: Is it necessary? If yes why? If not, why not? When must it be provided? Who must
develop it? Who must provide it? How must it be provided? Who must benefit from it?

208. What should it entail?

Probe: ask about the type, frequency, format, and issues to be included, how long?
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209. Who should provide it?

Probe: organisation, peer-to-peer, external provider, included in employee wellness?

210. Could you tell us about your role in the provision of psychosocial support to TOP
providers?

Probe: What do you look out for to determine TOP provider psychosocial needs? What
measures do you put in place to address these?

211. In your opinion, what elements must be included in the development of guidelines
for psychosocial support of TOP providers?

Probe: Relevance to the TOP provider? Adaptability to the context?

212. Do you have additional comments about psychosocial social support to providers?

THANK YOU FOR YOUR PARTICIPATION
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Appendix 22: Consent for Facility Manager Interview
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CONSENT FORM FOR MANAGER INTERVIEW

| have been given the information sheet on the project entitled: Exploring psycho-social
issues and coping strategies of health care providers at termination of pregnancy services.

I have read and understood the Information Sheet and all my questions have been answered

satisfactorily.

| understand that it is up to me whether or not I would like to participate in the interview and
that there will be no negative consequences if | decide not to participate. | also understand
that | do not have to answer any questions that 1 am uncomfortable with and that | can stop

the interview at any time.

I understand that the researcher involved in this project will make every effort to ensure
confidentiality and that my name will not be used in the study reports, and that comments
that I make will not be reported back to anybody else. | consent voluntarily to participate in
the interview for this study. | have been given telephone numbers that | may call if we have

any questions or concerns about the research.
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INFORMED CONSENT FOR AUDIOTAPE-RECORDING OF INTERVIEW

| have been given the information sheet on the project entitled: Exploring psycho-social
issues and coping strategies of health care providers at termination of pregnancy services.
| have read and understood the Information Sheet and all my questions have been answered

satisfactorily.

| understand that | can decide whether or not the interview should be tape-recorded and that

there will be no consequences for me if | do not want the interview to be recorded.

| understand that information from the tapes will be transcribed and transcripts will be given
a code and my name will not be mentioned. | understand that if the interview is tape-
recorded, the tape will be destroyed two years after publication of the findings.

| understand that | can ask the person interviewing me to stop tape recording, and to stop the

interview altogether, at any time.

| consent voluntarily for the researcher to record the interview.

Participant’s signature: Date:

Interviewer’s signature: Date:
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Appendix 23: Information Sheet for Managers Interview

EXPLORING PSYCHO-SOCIAL ISSUES AND COPING STRATEGIES OF
HEALTH CARE PROVIDERS AT TERMINATION OF PREGNANCY SERVICES
IN TWO SOUTH AFRICAN PROVINCES

INFORMATION SHEET FOR MANAGERS

Introduction and background

Good day. My name is Mantshi Teffo and | am a doctoral student in the School of Public
Health at the University of the Witwatersrand, conducting a study on the psychosocial issues
and coping strategies of health care providers in termination of pregnancy services (TOP

services) in South Africa.

| am requesting your participation as a manager because of your knowledge and expertise.
The interview will last for around 45 minutes. If you agree to take part, | will ask you
questions about organisational and managerial support, systems and access thereof available
to health providers of TOP services, possible interventions directed at providers or the health
system. The questions are not a test, so there is no right or wrong answer. It is your opinions,
perceptions and experiences that are important. My role as an interviewer is to listen and to
understand your point of view, and not to pass judgment. You may refuse to answer any
questions that you don’t feel comfortable answering. You may also say that you don’t know

the answer to a question.

Confidentiality

The information that you give in the interview will be kept confidential. Only persons
directly involved with the research will know who has been interviewed. All interviewees

will be assigned a unique code and these codes will be used on the transcribed interviews.
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Participants will not be identified from the code and these codes will only be known to the
researcher. | undertake that all information provided by you will be used only for the purpose
of the study. Everything that you say when answering the questions will be treated as private
and confidential. This means that apart from the person who asks you the questions, no one
will know how you answered. Your name will not be revealed in any written data or report

resulting from the study.

The answers given by participants will be combined and analysed to look for common
themes and experiences. The combined information will be written up in the form of journal

articles.

Consent

Permission to carry out this project was obtained from the University of the Witwatersrand
Research Ethics Committee (Medical). I will ask you to sign an informed consent form, both
to participate in the study and to record the interview/discussions. If you are willing to give
your consent and take part, | will appreciate your participation and the information that you

are willing to provide.

Benefits and risks of participation

Please note that participation in this study is voluntary and there will be no direct benefits to
anyone who participates in the interviews/discussions. Similarly there will be no negative
consequences for individuals who do not want to be interviewed. You will not be
compensated for taking part in the study. During the interview, you have the right to decline
to answer any question that makes you feel uncomfortable, or to stop the interview at any

time.

Recording the interview
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| would like to request your permission to audiotape the interview because | cannot write
down all your answers quickly enough and might miss some important things that you will
say. The tapes and notes will remain confidential and your identity will not be disclosed.
Tapes of interviews will be transcribed and transcripts of interviews will bear the unique
code and not the name of the interviewee. The information will then be analysed and
organized into a report. The tapes will be kept in a locked cupboard. As per national
requirements, the tapes will be destroyed five years after the publication of the research

findings.

Contact details

I will be happy to answer any question you have about this study. This research has been
approved by the University of the Witwatersrand Research Ethics Committee (Medical). If
you have any questions about your rights as a study participant, or enquiries and/ or
complaints about any aspect of the study, you may contact the Human Research Ethics
Committee chair Professor Peter Cleaton- Jones on (011) 717 1234. If you have questions
about the research, you may contact the principal researcher or the study supervisor:

PRINCIPAL RESEARCHER

Mantshi Teffo

School of Public Health
University of the Witwatersrand
Phone: +27 82 670 0705

Fax : +27 86501 1928

Email: mantshim@gmail.com

Or
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RESEARCH SUPERVISOR

Professor Laetitia Rispel

School of Public Health

University of the Witwatersrand, Johannesburg
Phone: +27 11-717 2543

Email: laetitia.rispel@wits.ac.za
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Appendix 24: TOP setting in Gauteng and North West Provinces

- Mother and Child outpatient

Indicator Gauteng | North West | Total
Facilities providing TOP services 28 (55%) | 23 (45%) 51 (100%)
Type of facility providing TOP services
- Hospital 16 (57%) | 10 (43%) 26 (100%)
- Community health centre 12 (43%) | 13 (57%) 25 (100%)
Number of hospitals with TOP provided at: Waiting area
- Antenatal clinic 4 (100%) 0 (0%) shared
- Stand alone 3 (100%) 0(0%) separate
- Mother and Child outpatient 2 (40%) 3(60%) shared
- Gynaecology and obstetrics outpatient | 7 (50%) 7 (50%) shared
Number of CHC with TOP provided at: Waiting area
- Antenatal clinic 3 (100%) 0 (0%) shared
- Stand alone 6 (43%) 8 (57%) separate

3 (37.5%) 5(62.5%) | shared
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