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Health facility capacity to provide 
postabortion care in Afghanistan: 
a cross‑sectional study
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Thomas van den Akker3,8 

Abstract 

Background:  Afghanistan has one of the highest burdens of maternal mortality in the world, estimated at 638 
deaths per 100,000 live births in 2017. Infections, obstetric hemorrhage, and unsafe abortion are the three leading 
causes of maternal death. Contraceptive prevalence rate has fluctuated between 10 and 20% since 2006. The 2016 
Afghanistan National Maternal and Newborn Health Quality of Care Assessment evaluated facility readiness to provide 
quality routine and emergency obstetric and newborn care, including postabortion care services.

Methods:  Accessible public health facilities with at least five births per day (n = 77), a nationally representative sam-
ple of public health facilities with fewer than five births per day (n = 149), and 20 purposively selected private health 
facilities were assessed. Assessment components examining postabortion care included a facility inventory and 
record review tool to verify drug, supply, equipment, and facility record availability, and an interview tool to collect 
information on skilled birth attendants’ knowledge and perceptions.

Results:  Most facilities had supplies, equipment, and drugs to manage postabortion care, including family planning 
counseling and services provision. At public facilities, 36% of skilled birth attendants asked to name essential actions 
to address abortion complications mentioned manual vacuum aspiration (23% at private facilities); fewer than one-
quarter mentioned counseling. When asked what information should be given to postabortion clients, 73% described 
family planning counseling need (70% at private facilities). Nearly all high-volume public health facilities with an 
average of five or more births per day and less than 5% of low volume public health facilities with an average of 0–4 
deliveries per day reported removal of retained products of conception in the past 3 months. Among the 77 high vol-
ume facilities assessed, 58 (75%) reported using misoprostol for removal of retained products of conception, 59 (77%) 
reported using manual vacuum aspiration, and 67 (87%) reported using dilation and curettage.

Conclusions:  This study provides evidence that there is room for improvement in postabortion care services provi-
sion in Afghanistan health facilities including post abortion family planning. Access to high-quality postabortion care 
needs additional investments to improve providers’ knowledge and practice, availability of supplies and equipment.
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Background
Every year, an estimated 47,000 women die around the 
world because of unsafe abortion. Millions more face 
complications, including hemorrhage, infection, chronic 
pain, secondary infertility, and trauma to multiple organs 
[1]. Abortion-related complications are a preventable 
cause of mortality, accounting for almost 10% of maternal 
deaths that occurred over the past decades [2–4].

Afghanistan has one of the highest burdens of mater-
nal mortality in the world, estimated at 638 deaths per 
100,000 live births in 2017 [5], with infections, obstet-
ric hemorrhage, and unsafe abortion as the three lead-
ing causes [6]. The contraceptive prevalence rate is low 
and has fluctuated between 10 and 20% since 2006; as of 
2018, the total fertility rate was 5.1, and unmet need was 
at 25% [7]. Induced abortion is forbidden, except to save 
the life of a woman, according to the legal framework for 
safe abortion and postabortion care (PAC) in the country 
[8]. The Ministry of Public Health (MoPH) in Afghani-
stan has recognized treatment of incomplete abortion 
as an essential component of basic emergency obstetric 
and newborn care (BEmONC) since 2005. PAC includes 
both curative care (management of incomplete abortion 
and its complications) and preventive care (contraceptive 
counseling and services, and community mobilization). 
Both components are essential to ensure that high-qual-
ity care is received by women requiring these services [9, 
10]. Providing high-quality PAC in all facilities is ethical 
and considered a humanitarian imperative; when high-
quality PAC is available, morbidity and mortality associ-
ated with unsafe or incomplete abortion can be greatly 
reduced [11]. The World Health Organization (WHO) 
recommends use of manual vacuum aspiration (MVA) 
or medical treatment of abortions utilizing misoprostol-
based regimens [12–14].

Afghanistan’s reproductive, maternal, newborn, 
child, and adolescent health  strategy highlights the 
importance and scale of PAC services to be practiced 
by skilled birth attendants (SBAs; doctors and mid-
wives) [15]. National clinical guidelines have recom-
mended manual vacuum aspiration (MVA) for removal 
of retained products of conception since 2006, and 
clinical guidelines and in-service training packages for 
PAC including recommendations on use of misopros-
tol for treatment of miscarriage, were issued in 2017 
[16]. However, data on implementation of PAC are 
scarce and the indicators for high-quality PAC services 
recommended by WHO are not included in Afghani-
stan’s health information system. The most recent study 
examining readiness to provide PAC services was com-
pleted in 2011 [17].

Studies evaluating abortion services in low- and 
middle-income countries have recommended mak-
ing family planning services part of routine obstetrics 
and gynecology services to improve both postabortion 
and postpartum contraceptive provision. This includes 
ensuring supply of family planning commodities, and 
that service delivery points and protocols specifying 
family planning methods are offered at all service sites 
[18, 19]. Evidence shows that postabortion family plan-
ning is a high-impact practice that results in higher 
family planning uptake when it is provided proactively 
at the same time and location where a woman receives 
facility-based PAC [20, 21].

The purpose of this study was to assess the capacity 
of health facilities in Afghanistan to provide PAC ser-
vices. This information is essential to frame policy dis-
cussions and strengthen evidence-based interventions 
to address gaps in provision of PAC services in the 
country.

Plain English summary 

Afghanistan has one of the highest burdens of maternal mortality in the world. Infections, bleeding around childbirth, 
and unsafe abortion are the three leading causes of mortality in the country. The uptake of contraceptives is low, and 
only one-fifth of married women use contraceptives. A National Maternal and Newborn Health Quality of Care Assess-
ment was conducted in 2016 at a selected number of public and private health facilities (n = 226; n = 20) to evaluate 
health facilities’ capacity to provide postabortion care, and skilled birth attendants’ knowledge and perceptions with 
regard to such care. Postabortion care is an essential package of services to make women survive complications of 
miscarriage and abortion and reduce unplanned pregnancies by providing postabortion family planning counseling 
and services, community empowerment, and mobilization. The result of this study showed that most facilities had 
supplies, equipment, and drugs to give postabortion care, including family planning services provision. However, 
there are gaps in birth attendants’ knowledge and their capacity to deliver high-quality postabortion care services 
at public and private facilities. This study provides evidence that there is room for improvement in postabortion care 
services provision at health facilities in Afghanistan. Access to high-quality postabortion care needs additional invest-
ments to improve providers’ knowledge and practice, and availability of supplies.

Keywords:  Postabortion care, Medical treatment, Reproductive health, Capacity of health services, Afghanistan
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Methods
Study design
The 2016 National Maternal and Newborn Health Qual-
ity of Care Assessment was a cross-sectional health facil-
ity assessment assessing readiness to provide routine care 
and address major obstetric and newborn complications 
at 286 health facilities across all 34 provinces of Afghani-
stan. This paper presents a subset of findings related to 
health system capacity to provide PAC. Detailed methods 
for the overall assessment, data collection tools and anal-
yses of other maternal and newborn health services are 
reported elsewhere [22].

Sample
Facilities included all accessible public facilities with 
an average of five or more births per day between April 
2015 and March 2016, as well as a representative sam-
ple of public facilities providing fewer than five births 
per day that were accessible at the time of the survey. 
The research team used probability proportional to size 
methods of cluster sampling to estimate results by facility 
type. Using a design effect of 1.5% to account for cluster-
ing of providers within facilities, the team estimated that 
a total of 147 public  health facilities (HFs) would need 
to be assessed to estimate results with 10% precision, 
95% confidence: four district hospitals (DHs), 30 com-
prehensive health centers (CHCs), 61 basic health cent-
ers (BHCs), 43 sub-health centers (SHCs), and 11 family 
health houses (FHHs). Twenty private-sector facilities 
were purposively sampled to provide a snapshot of pri-
vate facilities in all regions of the country. This sample is 
not statistically representative for all private-sector facili-
ties [22].

Data collection
Two data collection methods were used to assess capac-
ity for PAC service provision: a facility inventory and 
record review tool to verify availability of drugs, sup-
plies, and equipment, infrastructure, and facility records, 
and an interview tool to collect information on SBAs’ 
knowledge, practices and perceptions. Tool content was 
adapted from the Demographic and Health Survey Ser-
vice Provision Assessment, and from emergency obstet-
ric and newborn care (EmONC) assessments supported 
by the Averting Maternal Death and Disability program 
[23–25]. See Additional file  1: Table  S1 for additional 
details on data collection tool content and alignment 
with national guidelines and training packages.

Data collection at HFs with an average of at least five 
deliveries per day was completed between May 14, 
and August 3, 2016. Data collection at HFs that aver-
aged fewer than five deliveries per day was completed 
from November 5, 2016, to January 5, 2017. Each team 

consisted of three data collectors (female midwives and 
doctors) and aimed to complete data collection within 2 
to 3 days per facility.

Facility readiness for PAC was defined as availability 
of equipment, supplies, provider’s knowledge, and docu-
mentation at the point of care.

Data collection was carried out using CommCare soft-
ware installed on Android tablets, allowing for logic and 
consistency checks, quality control, and online submis-
sion of the data to the central database [22].

Analysis
For analysis purposes, facility types were defined as fol-
lows: (1) specialized hospital (SH),  regional hospital 
(RH), and provincial hospital (PH); (2) DHs with an aver-
age of five or more deliveries per day; (3) DHs and CHCs 
with an average of fewer than five deliveries per day; and 
(4) BHCs, SHCs, FHHs, and other primary health care 
facilities. These classifications reflect levels of care with 
service delivery expectations outlined in Afghanistan’s 
Essential Package of Hospital Services (for SH, RH and 
PH) and Basic Package of Health Services (for DH, CHC, 
BHC, SHC); all are expected to provide care 24  h/day, 
7 days/week, including treatment of incomplete miscar-
riage/abortion using manual vacuum aspiration [26, 27].

Descriptive statistics were used for analysis. A Chi-
squared test was used to test for differences in facility 
readiness and routine care practices by public facility 
type. Tests of association for analyses of provider knowl-
edge were adjusted for clustering of providers within 
a facility. All statistical analyses were conducted using 
Stata. Data from private facilities are based on purpo-
sive sampling and are not intended for direct comparison 
compared with the public health facilities.

Results
Data collection teams visited a total of 226 public health 
facilities (37 SH, RH and PH; 30 DH with an average of 5 
or more deliveries per day [high volume DH], 37 DH with 
less than 5 deliveries per day [low volume DH], 114 BHC, 
SHC or FHH) and 20 private health facilities. Interviews 
were conducted with a total of 721 SBAs, including 333 
health providers at SH, RH and PH; 228 at high-volume 
DHs; 69 at low-volume DHs and CHCs; 104 at BHCs, 
SHCs, and FHHs; and 64 at private HFs.

Health facility characteristics (Table 1)
In 64 of 226 public HFs (28%), facility management 
reported performing MVA for removal of retained prod-
uct of conception in the last 3  months. A higher pro-
portion of SHs/RHs/PHs (76%) and high-volume DHs 
(78%) reported performing MVA for removal of retained 
product of conception compared to other facilities with 
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Table 1  Characteristics of health facilities

Characteristics of 
health facilities

Facility type

Provincial, 
regional, and 
specialty hospitals 
(n = 37)

District hospitals 
with 5 or more 
deliveries per day 
(n = 40)

District 
hospitals and 
comprehensive 
health centers with 
0–4 deliveries per 
day (n = 37)

Basic health 
centers, sub-health 
centers, and family 
health houses 
(n = 112)

p-value All public 
sector 
(n = 226)

Private 
hospitals 
(n = 20)

Facilities that pro-
vide 24-h coverage 
for delivery of 
services (EmONC)

100.0% (37) 100.0% (40) 56.8% (21) 41.1% (46) < 0.001 63.7% (144) 90.0% (18)

Facility manager 
reports that 
misoprostol is 
used for treatment 
of incomplete 
abortion

75.7% (28) 75.0% (30) 2.7% (1) 3.6% (4) < 0.001 27.9% (63) 40.0% (8)

Facility manager 
reports that man-
ual vacuum aspira-
tion has been used 
for removal of 
retained products 
of conception in 
the past 3 months

75.7% (28) 77.5% (31) 0.0% (0) 4.5% (5) < 0.001 28.3% (64) 10.0% (2)

Facility manager 
reports dilation 
and curettage 
or evacuation 
and curettage 
have been used 
for removal of 
retained products 
of conception in 
the past 3 months

97.3% (36) 80.0% (32) 2.7% (1) 0.0% (0) < 0.001 30.5% (69) 65% (13)

Recordkeeping

 Abortion complications (hemorrhage and/or sepsis)

  Percentage of 
facilities with 
register avail-
able for review

72.5% 73.0% 8.0% 18.6% 47.3% 45.0%

  Average number 
of months with 
data recorded

9 7 3 4 5 4

  Average number 
of cases 
recorded per 
month

29 8 0 1 < 0.001 10 4

 Postabortion women discharged with a contraceptive method

  Percentage of 
facilities with 
register avail-
able for review

64.9% 57.5% 21.6% 33.0% 40.7% 30.0%

  Average number 
of months with 
data recorded

7 6 3 4 5 4

  Average number 
of cases 
recorded per 
month

1 1 0 0 0.136 1 0
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significantly lower proportions. A similar proportion (63 
of 226, 28%) and distribution of facilities reported using 
misoprostol for treatment of incomplete abortion.

In 69 of 226 public HFs (31%), facility management 
reported performing sharp curettage to remove retained 
product of conception in the last 3 months. A higher pro-
portion of SHs/RHs/PHs (97%) and high-volume DHs 
(80%) performed sharp curettage, compared to other 
facility types with less than 5% of facilities using this 
method to remove retained product of conception.

Of 226 public HFs, 107 (47%) reported having a regis-
ter to record abortion-related complications. Availabil-
ity of a register also differed significantly across facility 
types, with a higher proportion of SHs/RHs/PHs (73%) 
and high-volume DHs (73%) having a register than 

low-volume DHs/CHCs (8%) and BHCs/SHCs/FHHs 
(19%). Around 41% (n = 92) public HFs reported having 
a register to track postabortion women discharged with 
a method of contraception from HFs. Facility logbooks 
recorded an average of 29 cases of postabortion com-
plications per month and very low rates of women dis-
charged with postabortion contraception at all health 
facilities, with an average of only one woman per month 
at SHs, RHS, and PHs.

Availability of supplies, equipment, drugs, and guidelines 
(Table 2)
Of 226 public HFs, 158 (70%) had functional MVA and 
cannula in the delivery room. A dilation and curettage 
(D&C) kit was available in 157 (70%) of 226 public health 

Table 2  Availability of supplies, equipment, drugs, and guidelines for provision of postabortion care services

Available items 
[percentage 
(number)]

Facility type

Provincial, 
regional, and 
specialty hospitals 
(n = 37)

District hospitals 
with 5 or more 
deliveries per day 
(n = 40)

District 
hospitals and 
comprehensive 
health centers with 
0–4 deliveries per 
day (n = 37)

Basic health 
centers, sub-health 
centers, and family 
health houses 
(n = 112)*

p-value All public 
sector 
(n = 226)

Private 
facilities 
(n = 20)

Functional manual 
vacuum aspirator 
and cannula

75.7% (28) 82.5% (33) 67.6% (25) 64.3% (72) 0.267 69.9% (158) 75.0% (15)

Dilation and curet-
tage kit

89.2% (33) 85.0% (34) 59.5% (22) 60.7% (68) 0.004 69.5% (157) 85.0% (17)

Misoprostol 56.8% (21) 52.5% (21) 13.5% (5) 8.9% (10) < 0.001 25.2% (57) 60.0% (12)

Guidelines or 
national treatment 
protocol for emer-
gency obstetric 
and newborn care

43.2% (16) 47.5% (19) 54.1% (20) 42.0% (47) 0.214 45.1% (102) 35.0% (7)

Guidelines for 
the pre-referral 
management of 
major obstetric 
and newborn 
complications

32.4% (12) 32.5% (13) 54.1% (20) 40.2% (45) 0.350 39.8% (90) 50.0% (10)

Family planning commodities

 Male condoms 81.1% (30) 90.0% (36) 86.5% (32) 85.7% (96) 0.737 85.8% (194) 65.0% (13)

 Female condoms 8.1% (3) 0.0% (0) 5.4% (2) 7.1% (8) 0.087 5.8% (13) 5.0% (1)

 Oral contraceptive 
pills

91.9% (34) 95.0% (38) 91.9% (34) 87.5% (98) 0.916 90.3% (204) 65.0% (13)

 Intrauterine 
devices

86.5% (32) 92.5% (37) 89.2% (33) 86.6% (97) 0.859 88.1% (199) 75.0% (15)

 Implants 16.2% (6) 7.5% (3) 8.1% (3) 2.7% (3) 0.002 6.6% (15) 15.0% (3)

 Injectable 
hormones (e.g., 
Depo-Provera)

86.5% (32) 92.5% (37) 78.4% (29) 74.1% (83) 0.286 80.1% (181) 55.0% (11)

 Emergency con-
traception pill 
packets

54.1% (20) 37.5% (15) 37.8% (14) 35.7% (40) 0.586 39.4% (89) 25.0% (5)
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facilities. A significantly higher proportion of PHs/RHs/
SHs (53%) and high-volume DHs (53%) had misoprostol 
in the delivery room compared to other facility types. 
Fewer than half of the public HFs (102 of 226; 45%) had 
EmONC guidelines and protocols available in the deliv-
ery rooms.

More than 80% of public HFs had male condoms, oral 
contraceptive pills, intrauterine devices, and injectables 
available. Emergency contraceptive pills and subdermal 
contraceptive implants were available in around 40% and 
7% of facilities sampled, respectively.

Skilled birth attendant knowledge on postabortion care 
(Table 3)
Of 721 SBAs interviewed, 258 (36%) asked to name essen-
tial actions to address complications of abortion men-
tioned MVA, 520 (72%) indicated IV fluid, and more than 
half of SBAs mentioned checking vital signs (390, or 54%) 
and assessing for vaginal bleeding (409, or 57%). Coun-
seling was listed by fewer than one-quarter (24%) of SBAs 
interviewed. When asked what information should be 
given to a woman being treated for an incomplete abor-
tion, 533 SBAs (74%) described the need for counseling 
on family planning, 397 (55%) mentioned the need for 
referral on family planning methods and 310 (44%) noted 
the need for counseling on when a woman could con-
ceive again. Fewer than one-third mentioned information 
on social support, consequences of unsafe abortion, and 
infection prevention. More than two-thirds of SBAs (74%) 
interviewed believed that a woman should not choose a 
family planning method until she consults with her hus-
band, and fewer than half of SBAs (43%) interviewed 
believed that a woman who has not had a boy child should 
not be encouraged to use family planning.

Snapshot of private health facility capacity
Eight of 20 facilities (40%) reported using misoprostol 
for treatment of incomplete abortions, and two facilities 
(10%) reported using MVA for treatment of incomplete 
abortions in the last 3  months. Thirteen of 20 facilities 
(65%) reported SBAs ever performed sharp curettage in 
the last 3  months. Private facilities recorded an average 
of four postabortion complications in a month, while six 
of 20 (30%) facilities had registers to record postabortion 
women when discharged from facility with a contracep-
tive method. Twelve of 20 HFs (60%) had misoprostol in 
the delivery rooms. Of the 20 health facilities assessed, 15 
(75%) and 17 (85%) had functional MVA and a D&C kit, 
respectively. More than 50% of facilities had male con-
doms, oral contraceptive pills, intrauterine devices, and 
injectables, and implants were available in 15% of pri-
vate facilities. Only 16 of 69 SBAs (23%) asked to name 
essential actions to address complications of abortion 

mentioned MVA. When asked what information should 
be given to PAC clients, 48 of 69 SBAs (70%) described 
the need for counseling on family planning. More than 
two-thirds of SBAs interviewed (80%) reported believ-
ing that a woman should not choose a family planning 
method until she consults with her husband, and nearly 
half of SBAs interviewed (48%) reported believing that a 
woman who has not had a boy child should not use fam-
ily planning methods.

Discussion
Our study reveals gaps in availability of supplies, equip-
ment, and drugs for PAC at all levels of the health system 
in 2016. EmONC guidelines were available at fewer than 
half of public and private health facilities. These guidelines 
indicate managing incomplete abortions and miscarriage 
using MVA as a signal function but lack the medical treat-
ment of incomplete abortion with misoprostol and fam-
ily planning component of PAC. Studies show substantial 
promise to extend the option for treating incomplete 
abortion and miscarriage with misoprostol at the district 
and lower levels in remote, rural, and impoverished areas, 
where access to PAC and surgery is mostly restricted 
[13, 28, 29]. Programs should ensure that both MVA and 
misoprostol are available at HFs, and women should be 
informed of appropriate treatment options, staff must be 
trained, and communities should be informed [20].

Our study found that misoprostol was available in 
more than half of public and private health facilities in 
Afghanistan. This is not surprising as misoprostol is 
included on the Essential Medicines List for prevention 
and management of postpartum hemorrhage, however 
its use for PAC is not specified. In 2017, the year follow-
ing this assessment, the national standards and training 
package for PAC were updated to include misoprostol for 
managing complications of abortion in addition to MVA 
[16]. These updates were already underway before find-
ings from our study were disseminated, however find-
ings highlighted the work needed to ensure widespread 
roll-out and uptake of the policy and protocol changes. 
It is important for health managers to ensure that the 
updated national standards and training package for PAC 
are available at health facilities and describe revised prac-
tices that are important instruments for ensuring quality, 
and treatment with misoprostol is included at both in-
service and pre-service curricula [20, 30, 31].

Our study also found that D&C procedure is still widely 
practiced in Afghanistan, despite MVA being the method 
recommended for treatment of incomplete abortion in 
national guidelines. Routine D&C is riskier and more 
painful for removal of retained products of conception; 
it is no longer recommended by WHO and should be 
phased out gradually [16].
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Table 3  Skilled birth attendant knowledge on postabortion care

[Percentage 
(number)]

Facility type

Provincial, 
regional, and 
specialty hospitals 
(n = 315)

District hospitals 
with 5 or more 
deliveries per day 
(n = 233)

District 
hospitals and 
comprehensive 
health centers with 
0–4 deliveries per 
day (n = 69)

Basic health 
centers, sub-health 
centers, and family 
health houses 
(n = 104)

p-value All public 
sector 
(n = 721)

Private 
facilities 
(n = 69)

Reported having 
received any train-
ing on basic emer-
gency obstetric 
and newborn care 
in the past 3 years

27.0% (90) 18.0% (42) 21.7% (15) 25.0% (26) 0.129 24.0% (173) 23.2% (16)

Knowledge of actions to take when presented with a woman with complications from incomplete abortion

 Assess vaginal 
bleeding

59.0% (186) 54.1% (126) 56.5% (39) 55.8% (58) < 0.001 56.7% (409) 66.7% (46)

 Assess vital signs 54.9% (173) 52.4% (122) 50.7% (35) 57.7% (60) < 0.001 54.1% (390) 62.3% (43)

 Begin IV fluids 74.3% (234) 70.8% (165) 73.9% (51) 67.3% (70) < 0.001 72.1% (520) 78.3% (54)

 Begin antibiotics 38.4% (121) 40.8% (95) 36.2% (25) 31.7% (33) < 0.001 38.0% (274) 36.2% (25)

 Do (manual/
electric) vacuum 
aspiration

31.7% (100) 39.1% (91) 42.0% (29) 36.5% (38) < 0.001 35.8% (258) 23.2% (16)

 Provide counseling 22.5% (71) 30.5% (71) 15.9% (11) 22.1% (23) < 0.001 24.4% (176) 15.9% (11)

 Refer 11.4% (36) 18.0% (42) 26.1% (18) 32.7% (34) < 0.001 18.0% (130) 8.7% (6)

Knowledge of counseling to provide a woman being treated for an incomplete abortion

 Information on 
how to prevent 
reproductive 
tract infection/
HIV

30.5% (96) 33.0% (77) 34.8% (24) 36.5% (38) < 0.001 32.6% (235) 31.9% (22)

 Information about 
when a woman 
can conceive 
again

43.8% (138) 48.1% (112) 27.5% (19) 45.2% (47) < 0.001 43.8% (316) 44.9% (31)

 Counseling on 
family planning 
and services

73.3% (231) 70.0% (163) 84.1% (58) 77.9% (81) < 0.001 73.9% (533) 69.6% (48)

 Refer for family 
planning meth-
ods

54.0% (170) 56.2% (131) 49.3% (34) 59.6% (62) < 0.001 55.1% (397) 52.2% (36)

 Information on 
social support

27.0% (85) 29.2% (68) 27.5% (19) 22.1% (23) < 0.001 27.0% (195) 15.9% (11)

 Information about 
the conse-
quences of an 
unsafe abortion

34.9% (110) 37.3% (87) 20.3% (14) 21.2% (22) < 0.001 32.3% (233) 33.3% (23)

Does a woman have the right to choose a family planning method? (Level of agreement with the statement: a woman should not choose a family 
planning method until she consults with her husband)

 Strongly agree 35.6% (112) 42.9% (100) 27.5% (19) 17.3% (18) < 0.001 34.5% (249) 26.1% (18)

 Agree 34.9% (110) 30.5% (71) 60.9% (42) 57.7% (60) 39.3% (283) 53.6% (37)

 Neither agree nor 
disagree (neutral)

7.0% (22) 4.7% (11) 4.3% (3) 3.8% (4) 5.5% (40) 5.8% (4)

 Disagree 7.0% (22) 6.4% (15) 7.2% (5) 16.3% (17) 8.2% (59) 5.8% (4)

 Strongly disagree 0.0% (0) 0.4% (1) 0.0% (0) 1.9% (2) 0.4% (3) 8.7% (6)
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This study revealed gaps in SBAs’ knowledge and 
capacity to deliver high-quality PAC services at both pub-
lic and private health facilities—mainly on use of MVA, 
providing family planning counseling to women, starting 
IV fluids, checking vital signs, and assessing for bleeding. 
The gaps documented in providers’ knowledge are con-
sistent with the results of the 2010 EmONC assessment 
findings in Afghanistan. Recommendations emerging 
from this study were not implemented enough to obtain 
substantial results, and they need more investment and 
innovative approaches to be implemented holistically 
[17]. Specifically, SBAs’ knowledge and capacity should 
be improved through evidence-based and cost-effective 
capacity-building approaches, such as short, periodic, 
additional “skills and drills” sessions or “fire drills,” that 
have the potential to help ensure knowledge and skills are 
retained over time [32].

Most of the facilities visited had a mix of short- and 
long-term contraceptive commodities available at the 
time of the assessment. Contraception and safe abor-
tion care go hand in hand in the strategy to reduce 
unwanted pregnancies, unsafe abortions, and maternal 
deaths. Increasing access to modern contraception and 
timely provision of family planning services are essen-
tial components to reducing unmet need, unintended or 
unwanted pregnancies, and the abortions or unplanned 
births that often follow, and provision of counseling to 
women should be voluntary, confidential, nondirective 
and respectful [18, 21, 33]. However, social norms and 
health care providers’ personal beliefs could be factors in 
the low levels of family planning counseling and method 
acceptance. Some factors that challenge the effective 
implementation of PAC programs include provider bias 
and/or resistance to provide family planning to postabor-
tion clients due to abortion-related stigma and cultural 
barriers, and women who are disempowered to make 

decisions regarding contraceptive use. Studies show that 
women lacked the authority to make family planning 
decisions without involvement of men in some settings. 
In many societies, extreme pressure is placed on woman 
to bear sons, including in Afghanistan; they may encoun-
ter violence, abandonment, or stigma for birthing girls 
instead of boys. Therefore, engaging men and boys in the 
process of transforming attitudes around inequality in 
gender norms is critical.

Evidence suggests the importance of timely education 
on PAC and postabortion contraception, and involving 
women, men, and health care providers [34–37].

This study also shows major gaps in documentation 
of postabortion cases at public and private health facili-
ties. Documentation for PAC services could be further 
improved to capture information on postabortion clients 
receiving contraceptives by method before leaving the 
facility and at return visits, and the signs and symptoms 
of postabortion complications that would need medi-
cal attention. Health management information systems 
should include indicators on provision and quality of 
PAC services as an essential measure of program and 
provider performance and accountability [38, 39].

This study had certain limitations.  It was conducted 
in 2016 and does not provide current picture of PAC 
services in Afghanistan, or extent to which new pro-
tocols have been rolled out. It was designed to assess 
the quality of broader maternal and newborn health 
services, so some critical aspects of PAC, such as pro-
viders’ actual performance on the job, particularly how 
well they counsel and interact with patients, were not 
captured. Information on community mobilization and 
awareness, an important component of PAC, was not in 
the scope of this assessment. Data collection on health 
services was based on verbal information of facil-
ity managers, not documentation of services or actual 

Table 3  (continued)

[Percentage 
(number)]

Facility type

Provincial, 
regional, and 
specialty hospitals 
(n = 315)

District hospitals 
with 5 or more 
deliveries per day 
(n = 233)

District 
hospitals and 
comprehensive 
health centers with 
0–4 deliveries per 
day (n = 69)

Basic health 
centers, sub-health 
centers, and family 
health houses 
(n = 104)

p-value All public 
sector 
(n = 721)

Private 
facilities 
(n = 69)

Level of agreement with the statement: a woman who has not had a boy child should not be encouraged to use family planning

 Strongly agree 23.8% (75) 25.8% (60) 14.5% (10) 11.5% (12) < 0.001 21.8% (157) 10.1% (7)

 Agree 19.0% (60) 21.5% (50) 20.3% (14) 30.8% (32) 21.6% (156) 37.7% (26)

 Neither agree nor 
disagree (neutral)

11.1% (35) 14.6% (34) 4.3% (3) 6.7% (7) 11.0% (79) 11.6% (8)

 Disagree 25.4% (80) 20.2% (47) 59.4% (41) 44.2% (46) 29.7% (214) 29.0% (20)

 Strongly disagree 4.1% (13) 2.1% (5) 1.4% (1) 3.8% (4) 3.2% (23) 4.3% (3)
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triangulation of available data sources at various lev-
els. The private-sector snapshot did not represent the 
overall picture of PAC in private HFs in Afghanistan 
and cannot be compared with nationally representative 
data from public health facilities. Although the snap-
shot captured by this assessment suggests that the pri-
vate sector’s capacity to provide PAC services might be 
similar to the public sector’s, there is a need for accu-
rate, informative, and generalizable data on the capac-
ity of private health facilities that deliver high-quality 
PAC considering compliance with current protocols on 
medical treatment of incomplete abortion with mis-
oprostol. Despite these limitations, this study provides 
important information on the capacity of the public 
and private health system in Afghanistan to deliver PAC 
around the time that updated guidelines and training 
materials were issued, and provides insight on needs 
for strengthening health services to save women’s lives.

Conclusions
High-quality PAC can lead to reductions in the levels of 
abortion-related morbidity and mortality. Access to high-
quality curative services, particularly at the lower level of 
services, where BEmONC is expected to be in place, still 
needs additional investment to improve skills, support per-
formance of providers, and ensure availability of supplies 
and medicine, including liming the risker routine practices 
like D&C. Misoprostol provides great promise for improv-
ing access to safe PAC services, especially where provision of 
surgical means is not feasible, and it is critical that the gov-
ernment should legitimize the availability of misoprostol in 
the Essential Medicines List for medical treatment purposes.

This study also noted certain gaps on preventive aspects 
of PAC, particularly access to counseling and contracep-
tion, and it is imperative to provide high-quality postabor-
tion family planning counseling universally. Policymakers 
and other stakeholders should address the underlying 
gaps in implementation of a comprehensive PAC program 
and improve the documentation and reporting of data to 
drive accountability for progress. Achieving further pro-
gress requires rigorous commitment for reproductive and 
sexual rights, sound public health programming, and a 
multisectoral approach with regards to achieving Sustain-
able Development Goals in Afghanistan.
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