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Abstract
Background: Unsafe abortion is a leading cause of maternal mortality. In Afghanistan, which has experienced decades of armed conflict and where abortion is highly restricted, maternal mortality is high at 638 maternal deaths per
100,000 live births. Post-abortion care (PAC) is a lifesaving package of interventions to reduce morbidity and mortality
related to induced or spontaneous abortion, but is rarely provided and often of poor quality, particularly in humanitarian settings. In July 2018, we conducted a study to identify the factors that influence access to and use of PAC services
at Sharana Provincial Hospital.
Methods: In-depth interviews (IDIs) were conducted with ten women who had received PAC services at Sharana
Hospital, and eight focus group discussions (FGDs) were conducted with 40 married women and 40 married men
aged 18–45 from four villages surrounding Sharana Hospital.
Results: PAC clients and community participants discussed similar barriers to seeking PAC, including cost, distance
to the health facility, the need for male accompaniment to seek care, perceived and actual quality of care, stigma and
shame. Despite the mentioned stigma around abortion, community members expressed willingness to help women
to receive PAC.
Conclusions: Our results suggest that while some barriers are not unique to PAC, others, especially those related to
stigma around abortion, may be specific to PAC. It is important for the Ministry of Public Health and its partners to
prioritize addressing these barriers to ensure that women have access to this critical life-saving care.
Keywords: Post-abortion care, Afghanistan, Reproductive health, Barriers
Background
Afghanistan has one of the highest maternal mortality ratios in the world, with an estimated 638 maternal deaths per 100,000 live births [1]. Afghanistan has
undergone a series of armed conflicts over the past four
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decades, widely decimating the health infrastructure
during extended periods of war [2]. In the past two decades, following the overthrow of the Taliban regime,
some improvements to maternal mortality indicators
have been made, but there is still a significant disparity
between urban and rural areas, with rural areas having
markedly higher maternal mortality [3].
Complications of spontaneous or induced abortion are the fourth leading direct cause of maternal
mortality globally, accounting for 7.9% of maternal
deaths, an underestimation due to a lack of reporting
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and misclassification of abortion-related deaths [4]. In
Afghanistan, safe abortion is legally permitted only to
save the life of the woman or if the child will be born with
a disability [5]. Although data on abortion incidence in
Afghanistan are lacking, the abortion rate in the SouthCentral Asia region was 46 abortions per 1000 women
aged 15–49 years old from 2015 to 2019; over half of
abortions in the region were unsafe [6, 7]. In countries
where abortion is permitted only to save the life of the
woman or prohibited altogether, 75% of abortions are
unsafe [7]. Unsafe abortions are also likely to increase in
countries affected by war as a result of the breakdown of
social and structural support systems that often accompany conflict [8].
Women in countries with restrictive abortion laws may
be less likely to seek care for complications of abortion
[9]. Post-abortion care (PAC) is a package of interventions that has been shown to reduce abortion-related
morbidity and mortality when available and of good
quality. PAC includes the following components which
may be provided by mid-level providers in health centers: treatment of complications of induced and spontaneous abortion (miscarriage), counseling to identify
and respond to a woman’s health needs, provision of
contraceptive and other sexual and reproductive health
services, and community mobilization to increase awareness and address PAC-related misconceptions and stigma
[10–12].
Despite the lifesaving nature of PAC, these services
are rarely provided, and often of poor quality in many
countries; this situation is exacerbated in humanitarian
settings [13–16]. In a 2010 cross-sectional study of emergency obstetric and newborn care (EmONC) in health
facilities in Afghanistan, investigators found mixed availability of supplies for PAC: 70% of facilities had manual
vacuum aspirators (MVA) and flexible cannulas; 88% of
facilities had uterotonics, 97% carried essential antibiotics, and 94% had modern contraceptives [17]. However,
the training of healthcare professionals was inadequate
and knowledge regarding the most common complications of unsafe abortion, steps needed for the treatment
of complications and provision of post-abortion contraception, was incomplete [17]. Among providers completing a knowledge assessment as part of the EmONC study,
average knowledge scores for treating complications of
incomplete abortion and what information to give PAC
clients were 60% or lower–lower than they received on
any other EmONC service [18]. In 2017, the Afghanistan
Ministry of Public Health (MoPH) introduced Post Abortion Care Clinical Service Guidelines [5]; these guidelines
have not yet been fully implemented across the country.
International Medical Corps (IMC) has provided lifesaving health care, including maternal and newborn
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health services to tens of thousands of people affected by
Afghanistan’s ongoing conflict in Nuristan and Paktika
provinces. This includes capacity building of health workers and development of long-term capacity of supported
facilities, as well as strengthening community education
related to health and availability of services. Paktika,
located in eastern Afghanistan, is a primarily rural province which has been heavily affected by the conflict [19].
For example, the province has the second highest number of damaged or closed schools [20]. The total fertility rate is 5.3, with 25.9% of women reporting a current
pregnancy. The median age of first birth is 21.6 years,
and 35.8% of births in the previous 5 years took place in
a health facility [21]. Among currently married women
aged 15–49, 28.9% reported current use of a contraceptive method, the majority of whom used lactational
amenorrhea method; 20.3% reported an unmet need for
contraception [21].
In partnership with the MoPH, IMC implemented the
Basic Package of Health Services (BPHS) and Essential
Package of Hospital Services (EPHS) in Paktika from
2004 to 2015, and only EPHS (supporting Sharana Hospital, the referral hospital for Paktika province) from
2015 to 2018 to provide life-saving emergency healthcare,
including PAC services [22]. Sharana is a public hospital
providing free services to patients. In July 2018, IMC,
in collaboration with the Reproductive Health Access,
Information and Services in Emergencies (RAISE) Initiative at Columbia University, conducted a mixed methods
study to identify the factors that influence access to, use
and provision of PAC services at Sharana Hospital. This
manuscript focuses on two components of this larger
study and results related to barriers to PAC use.

Methods
In-depth interviews (IDIs) were conducted with ten
women who had received PAC at Sharana Hospital in
the 3 months preceding data collection. PAC clients who
had a uterine evacuation received a brief description of
the study from a hospital staff member while recovering
after treatment and were asked if they would be willing
to speak to an interviewer about their experience and
the care they received. From the list of those PAC clients
who agreed to participate, participants were purposively
selected to represent a range of ages and contacted by
program or facility staff, who then coordinated a date
and time for the interview to be conducted at Sharana
Hospital.
Eight focus group discussions (FGDs) were conducted
with 80 married women and men aged 18–45 from four
villages around Sharana, recruited by IMC staff: two
with women aged 18–24 (n = 20), two with women aged
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25–45 (n = 20), two with men aged 18–29 (n = 20) and
two with men aged 30–45 (n = 20).
Semi-structured interview guides were developed separately for the IDIs and FGDs, adapted from tools used
by RAISE in other countries (Additional file 1). The IDI
guides covered topics including the decision to seek care
and perceptions of the PAC received. Following a few
broad questions about how the client was treated during
her visit, the interviewer then probed on specific components of quality such as confidentiality, cleanliness, comfort, privacy, pain management and provider attitudes
if these were not previously mentioned. FGD guides
included the following themes: perceptions of women
with spontaneous abortions and care-seeking behavior
for spontaneous abortion, reasons why a woman would
induce abortion, community perceptions of women
who induce abortion and care-seeking behavior after an
induced abortion. IMC recruited female and male interviewers with prior experience conducting qualitative
research and who were comfortable discussing reproductive health topics. They completed a 5-day training
on qualitative data collection methods, research ethics,
discussion of abortion and values clarification activities
to consider biases related to abortion. They conducted
the interviews and discussions in Pashto, with female
interviewers conducting all female FGDs and PAC client
interviews and male interviewers conducting male FGDs.
Data collection took place July 2–5, 2018. IDIs and FGDs
were audio-recorded, transcribed in Pashto and translated into English for analysis by Afghan research team
members fluent in both languages. Identifying information was removed during transcription. Researchers performed an initial review of transcripts to check quality
and requested clarification when needed. IDIs ranged
from 30 to 45 min and FGDs from 60 to 100 min.
Analysis

The English transcripts of the IDIs and FGDs were
reviewed with Pashto-speaking members of the research
team. Researchers read the transcripts and created separate codebooks for the IDIs and FGDs with the major
themes. After codebooks were finalized, transcripts
and codebooks were uploaded to NVivo (v12), and all
transcripts were coded independently by two researchers. When discrepancies arose, they were discussed and
resolved until inter-coder agreement was established.
After coding was completed, researchers used thematic
content analysis to identify the main themes related
to barriers. Barriers discussed in FGDs and IDIs were
compared to look for commonalities and differences in
community perceptions and PAC clients’ personal experiences. The standards for reporting qualitative research
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(SRQR) guideline was used for reporting this study
(Additional file 2).
Ethical considerations

To protect confidentiality, all discussions were held in
a private space and no names were included in transcripts. Verbal informed consent was obtained from all
participants; no remuneration was provided for participation. Only members of the research team had access
to the recordings and transcripts. Ethical approvals for
the study were obtained from the Institutional Review
Boards of Columbia University and the Afghanistan
National Public Health Institute.

Results
Participant demographics

A total of 10 IDIs were conducted with PAC clients at
Sharana Hospital. Participants’ ages ranged from 18 to
35 years and the number of lifetime pregnancies ranged
from 2 to 14 (Table 1). All respondents were married
and reported that they had no formal education. They
all reported that their abortions were spontaneous, not
induced.
Focus group participants (n = 80) were male and
female community members between 18 and 45 years old
(Table 2).
PAC clients discussed their own decision-making to
seek care and their experiences with PAC at Sharana
Hospital, and FGD participants discussed community
perceptions of abortion and post-abortion care-seeking.
Although the PAC clients are women who succeeded in
Table 1 Socio-demographic background and reproductive
history of PAC client in-depth interview respondents (n = 10),
Sharana Hospital, Paktika province, 2018
N
Age
18–24

3

25–35

5

Unknown

2

Marital status
Married

10

Education level
No formal education

10

Gestational age
Less than 13 weeks

8

13 weeks or more

2

No. of pregnancies
1–3

3

4–6

4

7 or more

3
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Table 2 Focus group participants (n = 80), Paktika province,
2018
Age and sex

N

18–24 years, married women

20

25–45 years, married women

20

18–29 years, married men

20

30–45 years, married men

20

seeking PAC, they and focus group participants discussed
numerous barriers that may prevent or delay women
from seeking PAC. Several broad themes emerged during analysis, and the results were organized according to
these thematic areas, including delays in care-seeking,
perceptions of quality of care, and shame and stigma surrounding abortion.

facilities that provided PAC as a barrier for women who
experienced abortion.
Oftentimes this issue is happening in remote areas
of the province like in some districts in which people don’t have access to health facility centers. But
people like us who reside in the center area of the
province have no problems because we have access
to health facilities like hospitals and clinics. And
when our females have problems, we take them to
the doctor. (Man aged 18–29)
They do not [seek care]. There is no male, no car,
and if someone lends them the car then they are
delivered [to the health facility]. If not then they
are left like that and they die. (Woman aged
25–45)

Male accompaniment
Delays in care‑seeking

Some IDI respondents reported no delay in care-seeking, going to a health facility shortly after feeling pain,
bleeding, or weakness from abortion-related symptoms.
However, other IDI respondents experienced delays in
care-seeking due to a variety of reasons, including lack
of transport, lack of recognition that their symptoms
required treatment and concerns about cost. Some mistakenly believed that the hospital would be closed due
to the public holidays such as Eid and Ramadan. For
some, these barriers led to life-threatening complications
including losing consciousness due to severe blood loss.

Distance

Sharana Hospital was far from home for most of the PAC
clients interviewed and required travel by motorcycle or
a vehicle, a barrier for some.
Yes, I started bleeding. Two days went by until I
came to the hospital. …We do not have any car or
anything. We live far away [~20km]... Therefore, by
the time we were getting here, the time had passed.
(PAC client, 25–35 years)
It’s very far away [~20km]. We don’t have a motorcycle nor do we have a car. Someone else brought us
here. We are living far away in the mountains. (PAC
client, 25–35 years)
The long distance may have played a role in clients
seeking PAC at other facilities before coming to Sharana
Hospital. The majority of women sought care at a clinic
or pharmacy before presenting at Sharana. Community
members in the FGDs also mentioned the distance to

All IDI respondents reported traveling to the hospital with their husband or other male relative (usually a
brother-in-law). Some women mentioned that they felt
uncomfortable discussing their symptoms with other
male family members if their husband was not present.
My brother-in-law came with me. My husband has
not been with me because he has been doing hard
manual labor work. (PAC client, 18–24 years)
My bleeding got severe and I had very bad pain in
my belly. My husband told me right away that let’s
go to the hospital. (PAC client, 25–35 years)
Several participants from the FGDs described that
women may face challenges seeking PAC if they did not
have husbands or male relatives to accompany them to
the facility, with one participant saying that the doctor
would not treat a woman if her husband were not present.
We are being abused in the hospital as well. The
doctors of the hospital are telling us not to come
to the hospital alone [without a male]. There has
to be a man with you when coming to the hospital.
The doctors are telling us ‘you are a newly married
wife, why are you coming to the hospital without
any man?’ (Woman aged 18–24)
Some female FGD participants expressed that women
should be able to attend facilities alone, despite the
existing cultural barriers.
…this is the culture of the society, but it shouldn’t
be. If a woman [is] faced with difficulties and her
males [are not] with her, she should go to the hospital and nobody should look at her in a [negative]
way. (Woman aged 18–25)
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Cost of PAC services: experience versus perception

Clients’ perceptions of quality of care at the health facility

Most of the interviewed PAC clients reported receiving
the services for free or at low cost at Sharana Hospital.
(Sharana is a public hospital and services are supposed to
be provided at no cost to the patient.)

Hearsay reported about Sharana Hospital prior to seeking
care

I think two or three thousand (US$25–40) were
spent. Other things didn’t cost. Neither did the tests
cost nor the [ultrasound], nothing… it wasn’t a lot. It
was a fair amount. (PAC client, unknown age)
Payments for costs such as medications, transport to
the facility, and food represented a significant burden for
some PAC clients and their families. One woman first
described the cost of services as too much, then later
said the cost was worth the end result of her health and
recovery.
We bought the medicines, and we bought things to
eat which helps control low blood pressure. …I think
three or four thousand Afghani (US$40–50) was
spent out of my husband’s pocket…We are poor people so even that amount is a lot of money for us. We
borrowed it from someone. (PAC client, 25–35 years)
The health workers provided some medications, but
clients were also expected to purchase some medications
(including pain medications) from a local pharmacy or
bazaar.
Here, they give the medicine either by the hospital
or…they write us the prescription to buy it for 1000
or 2000 (US$13–26) from outside. (PAC client,
25–35 years)
…We bought all the medications from the bazaar,
we have not been given medicines from the hospital.
When we visit them the doctor prescribes and orders
us to take this medication from a private pharmacy.
(PAC client, 18–24 years)
FGD participants commonly perceived cost as a barrier
to seeking PAC services. Participants said that women
and their husbands could be deterred from visiting a
health facility due to concerns about the cost of care and
treatment.
After miscarriage, I told my husband to take me to
the hospital because I am having complications.
[He] told me ‘you are going to recover at home, no
need for going to the doctor’....Because he didn’t have
any money. (Woman aged 18–25)
…Most of the family will have economical problem
when they take her to the doctor, they spend a high
amount of money on her in order to get healthy.
(Man aged 18–29)

PAC clients discussed what they had heard about
Sharana Hospital before coming for care, often negative
things about how the health workers treated women in
the hospital.
From all those who had come here to Sharana from
our village. They would say that ‘they [health workers] don’t behave well with patients. There is no
respect, no privacy, and the women just lie down
without having any privacy.’ (PAC client, unknown
age)
If someone is giving them a bribe then they have
good attention towards those, but the poor ones just
lie there. (PAC client, 25–35 years)
Other women reported that they had heard good things
about the health facility prior to attending.
We used to hear it from anyone else’s mouth. They
would suggest us to go to the hospital because there
have been capable and experienced doctors in the
hospital, and there in the hospital women are given
quality medicines. (PAC client, 18–24 years)
Lack of suitable providers of PAC

FGD respondents questioned whether those providing
PAC in local health facilities had adequate capacities and
training to do so. Male FGD participants, in particular,
discussed the lack of female health workers as a barrier to
PAC seeking, suggesting they would instead seek medicines with unknown efficacy from private pharmacies.
However, they didn’t take their women to the hospital due to a lack of female doctors. Therefore, their
husband takes medicine from the private pharmacy
by his own desire and then they give that to their
wife... (Man aged 18–29)
Perceptions of quality of PAC services received

Despite largely negative information heard about the
hospital prior to coming, PAC clients were generally satisfied with the quality of the PAC they received at the
facility. The majority of clients believed the health workers treated them with respect and provided good medical care; however some reported negative experiences.
Nearly all women reported they thought Sharana health
workers would keep their information private.
I believe that they will keep it [my information] private and they are not going to share it with anyone
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else. (PAC client, 18–24 years)
I am so happy with them. I had such a day full of
respect. They were walking around checking on
patients, and I am happy from them. I would say
that I don’t think there could be better doctors anywhere else than the ones here. (PAC client, unknown
age)
Others reported negative experiences with privacy.
No, no, there is no privacy at all. … First they lay
you down on the bed and then all staff are standing
around. Recently when I was getting a service and
when they put on me the machine all of them were
standing in a line from here to over there and were
watching. I really felt ashamed that time. (PAC client, 18–24 years)
Now they don’t hang any curtains or anything. The
patients are just lying down there. (PAC client,
unknown age)
Some clients indicated they did not receive adequate
information from the health workers. In some cases, their
husbands or other family members received information,
perhaps due to the severity of their condition and lack of
consciousness during treatment. However, health workers may not have made every effort to explain sufficiently
the complications, treatment and follow-up necessary to
the patient herself. One woman specifically mentioned
that the female doctor was more clear with her than the
male doctor.
They didn’t speak to me; they spoke with my husband. (PAC client, unknown age)
I didn’t know what the male doctor was saying, but
the way female doctors talked with me was really
clear. They instructed me on the dosages of the medications, then they gave me their phone numbers.
(PAC client, 25–35 years)
Clients reported mixed experiences with pain management: some were satisfied while others were unhappy
with how their pain was managed during treatment and
recovery.
… At night I told them my back has been paining badly, they told me “it doesn’t matter because
we have just cleaned you, you are going to recover
slowly”. (PAC client, 18–24 years)
While some clients reported good cleanliness, others
were less satisfied.
There was a girl who had just delivered a baby, and
after her they made me lie down on [the same bed].
(PAC client, 25–35 years)
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Shame and stigma related to abortion

Many FGD participants expressed negative attitudes
towards both induced and spontaneous abortion.
According to some participants in all FGDs, induced
abortion was considered a sin in the Islamic faith. No
matter the size of their family, participants believed God
would provide for them.
… Basically, if a woman has been pregnant and ends
her pregnancy it is big sin, ... If a woman has diseases
and problems, producing a baby may cause her to
die, sharia gives them permission [to end the pregnancy]. Then it doesn’t matter; but not for the reason that I have lots of children and I may not be able
to provide them food because food is given by Allah.
The more people in the world increase, the more
Allah increases their food. (Man aged 30–45)
Strong negative views about women who induce abortion emerged early in the discussions, including that
women who induce abortion are committing murder, and
are generally bad people.
All people know that losing a child is assassination
in this world or killing a baby is killing humanity.
(Man aged 30–45)
That she has aborted it by her own will and when
she does not take permission from her family then
people look at her as a bad person. They ask her
“why did you do this?” (Woman aged 25–45)
Although participants expressed stronger negative
views towards women with induced abortions, they also
discussed blame and shame towards women who had
spontaneous abortions.
Currently, most people should deliver children and
nobody wants to lose any, but if the woman loses her
baby, then she will be faced with family problems
hundred percent because, her father-in-law and her
mother-in-law will tell her ‘why didn’t you take care
of yourself?’ (Men aged 18–29)
When they have a miscarriage then they are poorly
treated. Some are not treated well by their husbands
and neither by their in-laws. (Women aged 25–45)
When discussing barriers to care-seeking for either
induced or spontaneous abortions, some participants
mentioned that women may be ashamed to seek PAC due
to the negative connotation of abortion in society or out
of desire to keep the abortion a secret.
Most of the women abort their children secretly, and
people aren’t willing to [let] their women [go to the]
health center alone or without her husband’s permission.…If a woman goes to the health center alone
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or without her husband, then the family members
may ask her ‘where did you go?’ (Men aged 18–29)
Most of the women are afraid of their families,
so they don’t reveal their problem and [keep it a]
secret and hide things. Those who don’t get scared of
their family then they eventually reveal their secret.
(Woman aged 25–45)
Although some FGD participants suggested that family members may not help a woman seek PAC if she had
induced the abortion, participants in all FGDs largely
supported PAC for women experiencing complications
even of induced abortions so that they do not die. Male
participants also discussed their support for PAC in order
to avoid additional costs related to treatment of more
severe complications. A few groups mentioned the high
costs of marrying a new wife if their current wife was
perceived as incapable of producing children as a result
of the abortion or, as one mentioned, if she was to die of
complications.
We should help her, but not to share ourselves in her
sin. (Woman aged 18–24)
If someone find[s] out about it then they do not
[allow her to die], they help her at that moment.
Later, after her recovery they don’t behave well
with her...they ask this woman why did you do this?
(Woman aged 25–45)
She goes to a clinic…we don’t let a woman die
because she has already terminated [the pregnancy]
so why should a woman be ruined, so we take her
to the doctor, clinic, and we buy medication for her.
(Man aged 30–45)

Discussion
More than three decades of conflict in Afghanistan has
resulted in severe damage to the country’s health infrastructure and services. The findings from this study suggest that while the barriers to access and use of services
are not specific to the conflict and some are not unique
to PAC, others, especially those related to stigma around
abortion, may be specific to PAC. Study participants discussed a variety of barriers to seeking PAC, including cost
and distance, male accompaniment, perceived and actual
quality of care provided by the health workers or hospital, stigma, and shame. These barriers are likely to be
even higher in other areas where PAC services received
no targeted support.
Cost, even when the services were purportedly free of
charge, as well as distance from the facility, were cited
as both real and potential barriers to seeking PAC. Several clients reported paying for services at Sharana Hospital, where PAC services should be provided for free
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according to MoPH policy. Although corruption in the
Afghan health system is extensive [23], most references to
cost of services in our study appeared related to the need
to purchase medications outside the health facility rather
than informal requests for payment. It is important that
Sharana Hospital address the supply chain problems
causing these stockouts and ensure that health workers
do not request formal or informal payments for PAC services. Evidence from other studies shows that the cost of
health services can act as a barrier, particularly if women
do not earn income or control their own finances as is
often the case in Paktika [24, 25]. Even when the services
are free, indirect costs such as transportation, medicine,
or food can act as deterrents to seeking care, and disproportionately affect the lowest income households [23, 26].
Distance increases the cost of transportation to a health
facility, is associated with reduced health facility utilization, and can be particularly challenging in a rural and
insecure setting like Paktika province [27–29]. It is possible that drivers may charge more for transport due to the
increased risk when traveling to or from areas affected by
insecurity. Out-of-pocket spending on health in Afghanistan is high, representing 78% of total health expenditure in 2018 [23, 30]. Consequently payment for services,
including medications, has been shown to be a main barrier to service utilization for rural families who generally
have lower incomes and cannot afford informal service
fees and medicines [26]. Our findings related to cost as
a barrier are consistent with other studies on maternal
and newborn care-seeking in rural areas of Afghanistan
[26, 31]. Reducing out of pocket expenditures and transportation costs have been shown to improve health facility utilization in other settings [32, 33]. It is important to
not only address costs, but also to inform the community that services are free given the frequent mention of
cost as a barrier in the FGDs even though the majority of
PAC clients reported paying minimal or no fees. Increasing the number of health facilities that can provide basic
EmONC, including PAC, by extending services to where
mid-level providers are based, is one way to reduce distance barriers [12, 34]. Transport vouchers to mitigate
travel costs have also been shown to improve facility
attendance [34]. Community-based services that provide
free emergency transport from homes to health facilities
may also be effective in overcoming distance barriers and
help women arrive at a facility more quickly [35].
All PAC clients reported visiting the facility with a male
relative, and consulting with their husbands or in-laws
before seeking care. This was supported by the FGDs, in
which participants said that a doctor may refuse to provide treatment to an unaccompanied woman. In a study
of births in Pakistan, obtaining permission from one’s
husband to go to a health facility was a common barrier
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to institutional delivery, particularly in rural areas [36]. In
Afghanistan, women’s autonomy and ability to make decisions about health care are limited and constitute important barriers [37, 38]. While male partner involvement in
abortion care has been shown to be positively associated
with women’s well-being [39], in this context, the requirement for a man to accompany a woman is a barrier if
a male relative is unwilling or unable to take her to the
health facility [31, 40]. In addition to educating women
about the need to seek PAC, it is necessary to work with
communities to ensure men as decision-makers are targeted with this information so that women reach health
facilities in emergencies, even when the male decisionmaker is absent. In light of the rather transactional view
of women expressed by some male participants, an economic argument can be used to encourage their support of early treatment. For example, messages could
target men’s economic concerns by encouraging them to
seek treatment early before complications become more
expensive to address. Some women expressed reluctance
to discuss their situation with a male relative, suggesting
the importance of also educating female decision-makers, such as mothers-in-law. Finally, working with health
workers to clarify the importance of treating women
requiring emergency care, whether she is accompanied
by a male relative or not, may also help to reduce these
barriers to accessing PAC.
In many of the IDIs and a few FGDs, respondents
reported hearing negative impressions (hearsay) of the
care provided at the hospital, which evidence suggests
causes women to avoid or delay seeking care [13, 41]. Perceived good quality of care, particularly observable structural elements of quality, such as number of providers and
facility infrastructure, has been associated with higher
utilization of obstetric care services [42, 43]. If a woman
or her husband or family members believe that the health
facility is dirty, or that the health worker is incompetent
or disrespects them, they may hesitate or decide against
going to the health facility, resulting in delays in care and
poor health outcomes. It is important to recognize that
news of one person’s negative experience can spread in
the community. Supportive supervision is needed to
ensure that quality of care is maintained. Stigma can also
impact quality of care; in areas where abortion is stigmatized, women who perceived that health workers at the
facility would mistreat them or violate their confidentiality reported reluctance to seek care [25]. PAC clients that
have induced abortions may have a more negative personal experience compared to those coming in for spontaneous abortions. Values clarification and discussion of
respectful care should be conducted with health workers
at the hospital to ensure that non-judgmental good quality care is provided to all women.
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In practice, many of the PAC clients in the IDIs
expressed positive personal experiences with the health
facility, indicating that the preconceived notions of the
facility may have been incorrect. It could be helpful to
engage with the community to dispel rumors of poor
quality care, so that women or their families do not delay
care-seeking for PAC. Specifically, community scorecards, which are used by community members, leaders,
and health providers to monitor and assess publicly provided services, including health and sanitation services,
have had some success in enhancing accountability and
engaging health systems actors with community members globally and in Afghanistan, and may be a useful tool
in this context to promote trust and increased utilization
of health services [44].
All interviewed PAC clients reported that their abortions were spontaneous, so they may not have had the
same experience of shame or discrimination from family and community members as have women who are
known to have induced abortion. Many FGD participants
discussed disapproval and stigma towards induced abortion and women who have them. Stigma around abortion persists globally, and can lead women to hide their
abortion, seek an unsafe abortion and subsequently avoid
seeking health services for complications [25, 45–47]. In
other settings, community stigma around induced abortion is a barrier for access to quality healthcare services,
particularly in rural settings [46]. It is, however, important to highlight that despite the strong negative reactions to induced abortion, participants in all FGDs said
that a woman who induced abortion should still receive
lifesaving PAC. Community disapproval towards induced
abortion alongside community support for PAC has been
documented in other settings [48, 49]. These results suggest that decreasing stigma related to both spontaneous
and induced abortion are needed to ensure better and
quicker access to PAC.
Community mobilization efforts to decrease stigma
related to both spontaneous and induced abortion could
increase access to PAC. Addressing abortion stigma as
a barrier to PAC has been successful through interventions such as values clarification and attitude transformation (VCAT) workshops with health workers, community
leaders and other stakeholders [50, 51]. Community
health workers and community leaders could play a key
role in engaging with their community to reduce abortion stigma and increase access to PAC.
Limitations

It is important to consider the limitations to our study.
We interviewed women who succeeded in receiving PAC
and all clients reported a spontaneous abortion; women
who failed to seek PAC or who induced abortion may
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experience additional barriers. It is possible that some
women induced their abortion but reported it as spontaneous given the legal restrictions in Afghanistan. It is
also possible that women who agreed to participate in
interviews are those who had a more positive experience
at the facility, or women may have demonstrated a courtesy bias to please interviewers. Another limitation is that
some PAC clients appeared to contradict themselves over
the course of their interviews when discussing quality of
care. The research team engaged in detailed review of
the full interviews to determine which opinion seemed
to more accurately reflect their views for use in analysis.
FGDs were conducted in communities located in government-controlled areas to ensure the safety of the data collectors and participants. Communities located in areas
controlled by armed opposition groups may experience
additional barriers. Facilitators did not probe on how
insecurity impacted access. This research was conducted
before the 2021 Taliban takeover of Afghanistan, and the
changing context may potentially impact the findings and
recommendations made here.

Conclusion
Our results suggest that while some barriers are not
unique to PAC, others, especially those related to abortion stigma, may be specific to PAC. Reducing indirect
costs and ensuring services are free could increase utilization. It is important to improve the quality of care at
the health facility so that perceptions of poor quality of
services do not deter women from seeking care. Values
clarification activities should also address stigma and bias
among health workers to ensure respectful care. Community engagement, including with men, should address
perceptions of the health facility, as well as reduce the
spread of incorrect information about quality and cost of
care. In addition, community engagement should address
abortion stigma, among women, their families and their
communities. However, it is important to remember that
despite the barriers and negative perceptions of abortion
in this community, community members expressed willingness to help women to receive PAC. It is important for
the Ministry of Public Health and its partners to prioritize addressing the barriers to ensure that women have
access to this critical life-saving care.
Abbreviations
BPHS: Basic Package of Health Services; EPHS: Essential Package of Hospital
Services; EmONC: Emergency obstetric and newborn care; FGD: Focus group
discussion; IDI: In-depth interview; IMC: International Medical Corps; MoPH:
Ministry of Public Health; MVA: Manual vacuum aspiration; NGO: Nongovernmental organization; PAC: Post-abortion care; RAISE: Reproductive
Health Access, Information and Services in Emergencies Initiative; VCAT: Values
clarification and attitude transformation.

Page 9 of 11

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12905-021-01529-5.
Additional file 1. In-depth interview guide for PAC clients and Focus
group guide.
Additional file 2. SRQR checklist
Acknowledgements
The authors would like to thank the participants for providing their valuable
insights as well as our local research team members for their invaluable work
conducting, transcribing and translating the IDIs and FGDs.
Authors’ contributions
SMP, HA, MKW, SEC participated in the study conception, design and implementation of the study; HA, MMG, MJK, MKW, SEC participated in analysis of
the data; DCN and SEC drafted the manuscript; SMP, HA, MMG, MJK, MKW
contributed to the writing process; all authors reviewed and approved the
final version of the manuscript. All authors had access to all the data; the
corresponding author had final responsibility for the decision to submit for
publication. Authors, except the first and last, are listed in alphabetical order.
All authors read and approved and approved the final manuscript.
Funding
This work was funded by Elrha’s Research for Health in Humanitarian Crises
(R2HC) Programme (Grant No. 28375), which aims to improve health outcomes by strengthening the evidence base for public health interventions
in humanitarian crises. The R2HC programme is funded by the UK Foreign,
Commonwealth and Development Office (FCDO), Wellcome, and the Department of Health and Social Care (DHSC) through the National Institute for
Health Research (NIHR). Visit www.elrha.org/r2hc for more information about
Elrha’s work to improve humanitarian outcomes through research, innovation,
and partnership. The funder had no role in study design, data collection and
analysis, decision to publish or preparation of the manuscript.
Availability of data and materials
The interview and focus group guides are included here as Additional file 1.
The data used during the study are available from the corresponding author
on reasonable request.

Declarations
Ethics approval and consent to participate
Verbal informed consent was obtained from all participants; no personal
identifying information was collected. Ethical approvals for the study were
obtained from the Institutional Review Boards of Columbia University
(AAAR7219) and the Afghanistan National Public Health Institute. A waiver
of documentation of written consent was approved by both ethical review
boards as the signature on a consent form would be the only record linking
the participant and the research.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
International Medical Corps, 1313 L St. NW, Suite 110, Washington, DC 20005,
USA. 2 International Medical Corps Afghanistan, House # 11, Street‑6, District
‑10, Qala‑e‑Fatullah, Kabul, Afghanistan. 3 RAISE Initiative, Heilbrunn Department of Population and Family Health, Mailman School of Public Health,
Columbia University, 60 Haven Ave, New York, NY B210032, USA.
Received: 13 May 2020 Accepted: 28 October 2021

Perera et al. BMC Women’s Health

(2021) 21:390

References
1. Trends in maternal mortality: 2000 to 2017: estimates by WHO, UNICEF,
UNFPA, World Bank Group and the United Nations Population Division.
Geneva: World Health Organization; 2019. https://www.unfpa.org/sites/
default/files/pub-pdf/Maternal_mortality_report.pdf. Accessed 13 Jul
2021.
2. Rahimzai M, Amiri M, Burhani NH, Leatherman S, Hiltebeitel S, Rahmanzai
AJ. Afghanistan’s national strategy for improving quality in health care. Int
J Qual Health Care. 2013;25:270–6.
3. Bartlett L, LeFevre A, Zimmerman L, Saeedzai SA, Turkmani S, Zabih
W, et al. Progress and inequities in maternal mortality in Afghanistan
(RAMOS-II): a retrospective observational study. Lancet Glob Health.
2017;5:e545–55.
4. Say L, Chou D, Gemmill A, Tunçalp Ö, Moller A-B, Daniels J, et al. Global
causes of maternal death: a WHO systematic analysis. Lancet Glob Health.
2014;2:e323–33.
5. Ministry of Public Health, Deputy Minister Office for Health Care Services
Provision, Reproductive, Maternal, Newborn, Child and Adolescent Health
Directorate. Post Abortion Care National Clinical Service Guideline. Kabul,
Afghanistan; 2017. https://rmncah.moph.gov.af/wp-content/uploads/
2018/05/PAC-National-Guide-Eng-Oct-2017.pdf. Accessed 13 Jul 2021.
6. Bearak J, Popinchalk A, Ganatra B, Moller A-B, Tunçalp Ö, Beavin C, et al.
Unintended pregnancy and abortion by income, region, and the legal
status of abortion: estimates from a comprehensive model for 1990–
2019. Lancet Glob Health. 2020. https://doi.org/10.1016/S2214-109X(20)
30315-6.
7. Ganatra B, Gerdts C, Rossier C, Johnson BR, Tunçalp Ö, Assifi A, et al.
Global, regional, and subregional classification of abortions by safety,
2010–14: estimates from a Bayesian hierarchical model. The Lancet.
2017;390:2372–81.
8. Barot S. In a state of crisis: meeting the sexual and reproductive health
needs of women in humanitarian situations. 2017. https://www.guttm
acher.org/gpr/2017/02/state-crisis-meeting-sexual-and-reproductive-
health-needs-women-humanitarian-situations. Accessed 13 Jul 2021.
9. Sedgh G, Singh S, Shah IH, Ahman E, Henshaw SK, Bankole A. Induced
abortion: incidence and trends worldwide from 1995 to 2008. The Lancet.
2012;379:625–32.
10. Corbett MR, Turner KL. Essential elements of postabortion care: origins,
evolution and future directions. Int Fam Plan Perspect. 2003;29:106–11.
11. Turner KL, Huber A, editors. Woman-centered, comprehensive postabortion care: Reference manual (second ed.). Chapel Hill, NC: Ipas; 2013.
https://ipas.azureedge.net/files/PACREFE13-WomenCenteredPostabo
rtionCareReferenceManual.pdf. Accessed 13 Jul 2021.
12. World Health Organization. Health Worker Roles in Providing Safe
Abortion Care and Post-Abortion Contraception. Geneva: World Health
Organization; 2015. https://apps.who.int/iris/bitstream/handle/10665/
181041/9789241549264_eng.pdf?sequence=1. Accessed 13 Jul 2021.
13. Owolabi OO, Biddlecom A, Whitehead HS. Health systems’ capacity to
provide post-abortion care: a multicountry analysis using signal functions. Lancet Glob Health. 2019;7:e110–8.
14. Casey SE, Chynoweth S, Cornier N, Gallagher M, Wheeler E. Progress and
gaps in reproductive health services in three humanitarian settings:
mixed-methods case studies. Confl Health. 2015;9:S3.
15. Tanabe M, Schaus K, Rastogi S, Krause S, Patel P. Tracking humanitarian
funding for reproductive health: a systematic analysis of health and
protection proposals from 2002–2013. Confl Health. 2015;9:S2.
16. Foster AM, Evans DP, Garcia M, Knaster S, Krause S, McGinn T, et al. The
2018 Inter-agency field manual on reproductive health in humanitarian settings: revising the global standards. Reprod Health Matters.
2017;25:18–24.
17. Ansari N, Zainullah P, Kim YM, Tappis H, Kols A, Currie S, et al. Assessing
post-abortion care in health facilities in Afghanistan: a cross-sectional
study. BMC Pregnancy Childbirth. 2015;15:6.
18. Partamin, Kim YM, Mungia J, Faqir M, Ansari N, Evans C, et al. Patterns
in training, knowledge, and performance of skilled birth attendants
providing emergency obstetric and newborn care in Afghanistan. Int J
Gynaecol Obstet. 2012;119:125–9.
19. European Asylum Support Office. Afghanistan Security Situation. 2019.
https://coi.easo.europa.eu/administration/easo/PLib/Afghanistan_secur
ity_situation_2019.pdf. Accessed 13 Jul 2021.

Page 10 of 11

20. United Nations Office for the Coordination of Humanitarian Affairs.
Afghanistan: Monthly Humanitarian Update (January 2020). 2020. https://
www.humanitarianresponse.info/sites/www.humanitarianresponse.info/
files/documents/files/monthly_humanitarian_update-jan.pdf. Accessed
13 Jul 2021.
21. Central Statistics Organization (CSO), Ministry of Public Health (MoPH),
and ICF, Ministry of Public Health/Afghanistan, ICF. Afghanistan Demographic and Health Survey 2015. Kabul, Afghanistan: Central Statistics
Organization; 2017. https://www.dhsprogram.com/pubs/pdf/FR323/
FR323.pdf. Accessed 13 Jul 2021.
22. Newbrander W, Ickx P, Feroz F, Stanekzai H. Afghanistan’s Basic Package
of Health Services: its development and effects on rebuilding the health
system. Glob Public Health. 2014;9:S6-28.
23. Frost A, Wilkinson M, Boyle P, Patel P, Sullivan R. An assessment of the
barriers to accessing the Basic Package of Health Services (BPHS) in
Afghanistan: was the BPHS a success? Glob Health. 2016;12:71.
24. Thatte N, Bingenheimer JB, Ndiaye K, Rimal RN. Unpacking the barriers
to reproductive health services in Ghana: HIV/STI testing, abortion and
contraception. Afr J Reprod Health. 2016;20:53–61.
25. Yegon EK, Mwaniki KP, Echoka E, Joachim O. Understanding abortionrelated stigma and incidence of unsafe abortion: experiences from
community members in Machakos and Trans Nzoia counties Kenya. Pan
Afr Med J Kampala. 2016;24.
26. Higgins-Steele A, Burke J, Foshanji AI, Farewar F, Naziri M, Seddiqi S, et al.
Barriers associated with care-seeking for institutional delivery among
rural women in three provinces in Afghanistan. BMC Pregnancy Childbirth. 2018;18:246.
27. Lohela TJ, Campbell OMR, Gabrysch S. Distance to care, facility delivery
and early neonatal mortality in Malawi and Zambia. PLoS ONE. 2012;7.
28. Målqvist M, Sohel N, Do TT, Eriksson L, Persson L-Å. Distance decay in
delivery care utilisation associated with neonatal mortality. A case referent study in northern Vietnam. BMC Public Health. 2010;10:762.
29. Al-Taiar A, Clark A, Longenecker JC, Whitty CJ. Physical accessibility and
utilization of health services in Yemen. Int J Health Geogr. 2010;9:38.
30. World Health Organization Global Health Expenditure database. Outof-pocket expenditure (% of current health expenditure) - Afghanistan.
2018. https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS?locat
ions=AF.
31. Newbrander W, Natiq K, Shahim S, Hamid N, Skena NB. Barriers to appropriate care for mothers and infants during the perinatal period in rural
Afghanistan: a qualitative assessment. Glob Public Health. 2014;9(Suppl
1):S93-109.
32. Shrime MG, Hamer M, Mukhopadhyay S, Kunz LM, Claus NH, Randall K,
et al. Effect of removing the barrier of transportation costs on surgical
utilisation in Guinea, Madagascar and the Republic of Congo. BMJ Glob
Health. 2017;2 Suppl 4. https://gh.bmj.com/content/2/Suppl_4/e000434.
33. Bose M, Dutta A. Health financing strategies to reduce out-of-pocket
burden in India: a comparative study of three states. BMC Health Serv Res.
2018;18:830.
34. Ngoma T, Asiimwe AR, Mukasa J, Binzen S, Serbanescu F, Henry EG, et al.
Addressing the second delay in saving mothers, giving life districts in
Uganda and Zambia: reaching appropriate maternal care in a timely
manner. Glob Health Sci Pract. 2019;7(Suppl 1):S68-84.
35. Mian N uddin, Malik MZ, Iqbal S, Alvi MA, Memon Z, Chaudhry MA,
et al. Determining the potential scalability of transport interventions for
improving maternal, child, and newborn health in Pakistan. Health Res
Policy Syst. 2015;13 Suppl 1.
36. ul Husnain MI, Rashid M, Shakoor U. Decision-making for birth location
among women in Pakistan: evidence from national survey. BMC Pregnancy Childbirth. 2018;18.
37. Samar S, Aqil A, Vogel J, Wentzel L, Haqmal S, Matsunaga E, et al.
Towards gender equality in health in Afghanistan. Glob Public Health.
2014;9:S76-92.
38. Tappis H, Koblinsky M, Winch PJ, Turkmani S, Bartlett L. Context matters:
Successes and challenges of intrapartum care scale-up in four districts of
Afghanistan. Glob Public Health. 2016;11:387–406.
39. Altshuler AL, Nguyen BT, Riley HEM, Tinsley ML, Tuncalp Ö. Male partners’
involvement in abortion care: a mixed-methods systematic review.
Perspect Sex Reprod Health. 2016;48:209–19.

Perera et al. BMC Women’s Health

(2021) 21:390

40. Haider S, Todd C, Ahmadzai M, Rahimi S, Azfar P, Morris JL, et al. Childbearing and contraceptive decision making amongst Afghan men and
women: a qualitative analysis. Health Care Women Int. 2009;30:935–53.
41. Creanga AA, Gullo S, Kuhlmann AKS, Msiska TW, Galavotti C. Is quality of
care a key predictor of perinatal health care utilization and patient satisfaction in Malawi? BMC Pregnancy Childbirth. 2017;17. https://doi.org/10.
1186/s12884-017-1331-7.
42. Peet ED, Okeke EN. Utilization and quality: How the quality of care influences demand for obstetric care in Nigeria. PLoS ONE. 2019;14. https://
doi.org/10.1371/journal.pone.0211500.
43. Mathole T, Lindmark G, Majoko F, Ahlberg BM. A qualitative study of
women’s perspectives of antenatal care in a rural area of Zimbabwe.
Midwifery. 2004;20:122–32.
44. Edward A, Osei-Bonsu K, Branchini C, shah Yarghal T, Arwal SH, Naeem
AJ. Enhancing governance and health system accountability for people
centered healthcare: an exploratory study of community scorecards in
Afghanistan. BMC Health Serv Res. 2015;15.
45. Kumar A, Hessini L, Mitchell EMH. Conceptualising abortion stigma. Cult
Health Sex. 2009;11:625–39.
46. Singh S, Remez L, Sedgh G, Kwok L, Onda T. Abortion worldwide
2017:uneven progress and unequal access. New York: Guttmacher
Institute; 2018. https://www.guttmacher.org/report/abortion-worldwide-
2017. Accessed 13 Jul 2021.

Page 11 of 11

47. Tagoe-Darko E. “Fear, shame and embarrassment”: the stigma factor in
post abortion care at Komfo Anokye Teaching Hospital, Kumasi. Ghana
Asian Soc Sci. 2013;9:134.
48. Geary CW, Gebreselassie H, Awah P, Pearson E. Attitudes toward abortion
in Zambia. Int J Gynecol Obstet. 2012;118:S148–51.
49. Casey SE, Steven VJ, Deitch J, Dumas EF, Gallagher MC, Martinez S, et al.
“You must first save her life”: community perceptions towards induced
abortion and post-abortion care in North and South Kivu, Democratic
Republic of the Congo. Sex Reprod Health Matters. 2019;27:1571309.
50. Turner KL, Pearson E, George A, Andersen KL. Values clarification
workshops to improve abortion knowledge, attitudes and intentions: a
pre-post assessment in 12 countries. Reprod Health. 2018;15:40.
51. Turner KL, Hyman AG, Gabriel MC. Clarifying values and transforming
attitudes to improve access to second trimester abortion. Reprod Health
Matters. 2008;16:108–16.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

