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Abstract
High quality post-abortion care (PAC) is needed to curb maternal deaths by providing effective treatment and preventing future
unintended pregnancies through PAC family planning. This study aimed at assessing PAC services with a focus on women‘s
satisfaction with care they received in two health facilities in Conakry. We conducted a cross-sectional mixed method study with
426 PAC clients from March 1st to August 31st, 2014. Data analyses were performed using Stata software version 14 for
quantitative data and using a thematic approach for qualitative data. Overall, 92.5% of women were satisfied with PAC services
they received. The short waiting time (< 30 min), the appropriate management of pain during the treatment, the affordable cost of
the treatment, the confidentiality of services, the good patient-provider interaction and the cleanliness of the premises were
factors statistically significantly associated with the satisfaction of women (P-value ˂ 0.001). This study showed a high rate of
women‘s satisfaction. Nevertheless, health authorities should assure a regular follow-up on the application of official prices for
the treatment of PAC patients; and providers should further consider aspects such as pain management during treatment,
confidentiality of services, patient-provider interaction for optimal satisfaction of clients with PAC services. (Afr J Reprod Health
2020; 24[2]: 96-105).
Keywords: Assessment, Post-abortion care, Health facilities, Guinea

Résumé
Des soins post-avortement (SAA) de haute qualité sont nécessaires pour réduire les décès maternels en fournissant un traitement
efficace et en prévenant les futures grossesses non désirées grâce à la planification familiale après-avortement. Cette étude visait
à évaluer les services de SAA en mettant l'accent sur la satisfaction des femmes à l'égard des soins qu'elles ont reçus dans deux
établissements de santé à Conakry. Nous avons mené une étude transversale à méthodes mixtes auprès de 426 clientes de SAA du
1er mars au 31 août 2014. Les analyses de données ont été réalisées à l'aide du logiciel Stata version 14 pour les données
quantitatives et en utilisant une approche thématique pour les données qualitatives. Dans l'ensemble, 92,5% des femmes étaient
satisfaites des services de SAA qu'elles ont reçus. Le temps d'attente court (<30 min), la gestion appropriée de la douleur pendant
le traitement, le coût abordable du traitement, la confidentialité des services, la bonne interaction patiente -prestataire et la
propreté des locaux étaient des facteurs statistiquement significativement associés à la satisfaction des femmes (valeur P ˂
0,001). Cette étude a montré un taux élevé de satisfaction des femmes. Néanmoins, les autorités sanitaires devraient assurer un
suivi régulier de l'application des prix officiels pour le traitement des patientes de SAA; et les prestataires devraient en outre
prendre en compte des aspects tels que la gestion de la douleur pendant le traitement, la confidentialité des services, l'interaction
patiente-prestataire pour une satisfaction optimale des clientes à l‘égard des services de SAA. (Afr J Reprod Health 2020; 24[2]:
96-105).
Mots-clés: Évaluation, Soins post-avortement, Établissements de santé, Guinée
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Introduction

FP methods (11%) in women aged 15-49 at
national level20.
Guinea had been one of the four
francophone West African countries to participate
in the virtual fostering change program focused on
PAC and conducted by Evidence to Action (E2A)
from 2008 to 2013. Even though this program
aimed at scaling up best practices that would
improve PAC services, regular assessments are
needed21. Previous works related to the assessment
of PAC services in Guinea22-24 have not included
the satisfaction of clients and were unable to make
direct observation regarding the provision of PAC
services. Thus, this study filled such a limit by
taking into consideration factual data in assessing
PAC service delivery. It also fitted with the
recommendation of the second regional
francophone West Africa PAC meeting which was
to implement the road map elaborated by each
country and assess the implementation of PAC
after a certain time period to continually improve
it21. Thereby, the objective of this study was to
assess PAC services with a focus on satisfaction of
women with care they received in two health
facilities in Conakry, Guinea.

The abortion rate is still high in developing
countries (37 abortions for 1,000 women) where
almost all unsafe abortions (97 unsafe abortions
for 1,000 women) are occurring1-3. In most of
these countries, unsafe abortion remains a leading
cause of maternal death with high proportion,
estimated between about eight and 18 deaths for
1,000 women according to data sources and the
methodology used3-5. Post-abortion care (PAC)
emerged as an innovation for treating women with
complications of abortion and preventing further
unintended pregnancies post-abortion6-9.
High-quality PAC including family
planning (FP) counselling and a full range of
contraceptives at point of treatment for abortion
complications have great potential to break the
cycle of repeat unintended pregnancies and
demand for abortions10. Studies revealed that some
factors such as lack of high quality PAC services
have led to the premature death of millions of
mothers11,12. However, the provision of complete
PAC package still remains a challenge9,13,14. That
package includes 1) community and service
provider partnerships for prevention, 2) PAC
counselling, 3) treatment, 4) FP services and 5)
reproductive and other health services15. As quality
of healthcare has multiple dimensions, we should
look from the side of all involved including the
patients. The patient‘s perspective is very
important because satisfied patients are more
likely to comply with treatment and to continue
using health services, which is very relevant in the
case of PAC16. With appropriate and timely PAC,
thousands of deaths can be prevented17. Having
providers who are certified in PAC, including
provision of long-acting contraceptives (implants
and intra-uterine device) has increased access to
FP services10. Necessary measures, such as
provider training and values clarification
exercises, should be taken to ensure that women
are treated with respect and to prevent
stigmatization and negligence18.
In Guinea, the practice of safe abortion is
limited to situations of foetal malformations or
emergencies threatening the life of the
pregnant woman19, whereas the maternal mortality
still remains high with a ratio of 550 deaths per
100,000 live births in a context of low uptake of

Methods
Study design
A cross-sectional mixed method study was
conducted from March 01 to August 31, 2014 in
PAC units of two communal medical centres
(CMCs) in Conakry, Guinea. Using direct
observation, we assessed PAC services in study
sites based on the PAC consortium‘s expanded and
updated model with five essential elements
(community and service provider partnerships for
prevention,
PAC
counselling,
treatment,
contraceptive and FP services, and reproductive
and other health services)15. We put a focus on
patients‘ satisfaction with care they received,
while considering the care environment
(providers‘ characteristics and training, availability
of services, equipment, supplies and medications).

Study settings
General setting
Guinea is located in West Africa with
approximately 12 million inhabitants in 2018 of
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whom 15% live in Conakry, the Capital city25. The
national health system is composed of primary
level (413 health centres and 726 health posts),
secondary level (26 district hospitals and eight
CMCs, seven regional hospitals) and tertiary level
(three national hospitals) 20. Conakry hosts the
three national hospitals, six CMCs and 21 health
centres25.
PAC was introduced in Guinea since
199822 after the successful pilot programs in
Senegal26 and Burkina Faso27. The program started
in two national hospitals (Donka and Ignace Deen)
and was gradually integrated into 38 other public
health facilities including five CMCs in Conakry
(Matam, Ratoma, Coléah, Flamboyants and
Minière) between 2005 and 200622.

Specific setting
Matam and Ratoma CMCs were purposively
selected for this study, considering the monthly
average number of PAC reported in the five CMCs
in which PAC were already integrated in Conakry
in 2013. Both CMCs accounted for half of the
monthly visits recorded in Conakry. Each
communal medical centre has a maternity ward
within which there is a PAC unit where PAC
services were provided in hospital and outpatient
settings. The survey was administered to inpatients
during their hospital stay and to outpatients in the
recovery rooms after the treatment.

Study population and sampling
The study population included women admitted to
study sites for PAC during the study period (six
months) and providers of PAC. An exhaustive
sampling was used by consecutively including all
women admitted to the PAC units of both health
facilities during the study period and who provided
written informed consent. Only providers (medical
doctors and midwives) who were directly involved
in PAC were included in the interview using a
reasoned choice. These providers were in charge
of providing PAC counselling, treatment, FP
counselling and methods, follow-up of patients in
the recovery room and after discharge as well as
the educational talks in the waiting room to inform
patients and their companions/parents about the

risks and consequences of unsafe abortion, the
spacing of pregnancies and the existence of PAC
services in their health facilities.

Data collection and study variables
Data collection tools (questionnaires and
observation checklists) were pretested at the PAC
unit of Donka national hospital. Patients were
surveyed using a structured questionnaire on their
socio-demographic characteristics, reproductive
history, knowledge, attitudes and practices towards
post-abortion FP as well as their satisfaction
regarding PAC services (waiting time, pain
management during the treatment, cost of the
treatment, confidentiality of the service, patientprovider interaction, cost of the contraceptive
method obtained, abstention of the contraceptive
method adopted, hygiene of the premises).
PAC providers were interviewed using a
semi-structured
questionnaire
on
their
characteristics and training (age, qualification,
duration of professional experience, training in
PAC, duration of experience in PAC, number of
PAC provided per week/month, availability and
use of a reference document in PAC).
Undisguised participant observation was
performed using observation checklists to collect
information on PAC delivery (PAC counselling
session, treatment, FP services, link of PAC with
other reproductive health services and link of PAC
with community) and on the availability of
services, equipment, supplies, contraceptives and
medications
(antiseptics,
anaesthetics
and
analgesics) for PAC services in both units.

Statistical analyses
Data obtained from questionnaires were doubly
entered using EpiData Entry software, version 3.1
and reconciled for the clean-up of errors. We
performed analyses using STATA software,
version 14, Stata Corp, College, Texas, USA.
Descriptive statistics were calculated, as
proportions for categorical variables and median
with interquartile range (IQR) for continuous
variables. Pearson‘s chi squared and Fischer‘s
exact tests were used to compare categorical
variables and the Student's t-test for continuous
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variables. Data from observation checklists were
extracted, organized and presented under different
themes (thematic analysis).

Operational definitions
1. Post-abortion care (PAC): care provided to
any patient presenting with sign and symptom
of incomplete abortion or miscarriage and
declared by the provider in charge as having
an abortion regardless of the cause and type28.
2. PAC Provider: refers to health professional
involved in history taking, physical
examination, PAC counselling, treatment, FP
counselling and contraceptive methods
provision, and communication with the
community with regard to PAC existence and
unsafe abortion consequences.
3. Client satisfaction: overall client‘s perception
towards PAC services she received26.
4. Patient-provider interaction: refers to the
communication between the client and
provider during which they discuss client‘s
health issues (priorities), with the good
listening of the provider who cares for client in
respectful way and in a private environment.

Results
Overall, 3,238 women used reproductive and
maternal health services in both health facilities
during the study period. Of these, 488 (15.1%)
sought PAC services and 426 (87.3%) of these
PAC patients consented to participate and were
included in the study. Among these 426
respondents, PAC services were provided to 407
and 19 in outpatient and inpatient settings,
respectively.

Patients’ sociodemographic characteristics,
reproductive history, and their Knowledge,
attitudes and practices towards post-abortion
FP
The findings of patients‘ sociodemographic
characteristics, reproductive history and their
knowledge, attitudes and practices towards postabortion FP have been published elsewhere29.

Respondents‘ age ranged from 15 to 44. Women
were mostly adolescent and young aged 15-24
(61.5%), single (61.3%) and 45.5% of them were
students. Those reaching secondary and university
levels of education were the most numerous
(66.9%). Most respondents had one or two
previous pregnancies (69.0%). Those who had
three to eight previous pregnancies were least
represented (31.0%). Women who had no living
children were mostly represented (47.6%),
followed by those who had one living child
(26.3%) and two to three living children (18.5%).
The age of causal pregnancy was between two and
12 weeks in the majority of women (95.5%), and it
was between 13 to 20 weeks in only 4.5% of
women. Among respondents, 21.8% reported a
history of abortion. Most women (83.6%) sought
PAC services after an unsafely induced abortion.
The main reasons leading respondents to induced
abortion were out-of-wedlock pregnancy (56.2%),
short interval between pregnancies (15.7%), and
poverty (12.1%). Only 34% of women had used a
contraceptive method in the last six months prior
to the PAC visit. Condoms (n= 66, 45.5%) and
oral contraceptives (n= 62, 42.8%) were the main
methods used.

Satisfaction of patients regarding PAC
services
Overall, 92.5% of women were satisfied with PAC
services they received in the PAC units of both
health facilities. Women for whom the waiting
time was short (< 30 min) were significantly more
numerous and more satisfied with PAC services
they received compared with those who waited a
long time (≥ 30 min) before benefiting care (Pvalue ˂ 0.001). The proportion of respondents who
declared that the management of pain was
satisfactory during the treatment was significantly
higher and mostly satisfied with PAC services
compared with that of women who stated the
opposite (P-value ˂ 0.001). Women who reported
that the cost of the treatment was affordable were
slightly significantly more numerous and more
satisfied compared with those who found the cost
expensive (P-value ˂ 0.001). Women who
asserted that the PAC services were confidential
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Table 1: Satisfaction of clients regarding post-abortion care services they received in the two health facilities in
Conakry, Guinea, March 01 - August 31, 2014 (n=426)

Variables
Waiting time
Short (˂30 min)
Long (≥30 min)
Total
Pain management during treatment
Satisfactory
Not satisfactory
Cost of treatment
Affordable
Expensive
Confidentiality of services
Yes
No
Patient-provider interaction
Satisfactory
Not satisfactory
Abstention of contraceptive method adopted
before discharge the PAC unit
Yes
No
Cost of the contraceptive method obtained
Affordable
Not affordable
Hygiene of the premises
Satisfactory
Not satisfactory

Satisfaction of clients with regard
to PAC services
Satisfied
Not satisfied
n (%)
n (%)

Total

P-value

224 (96.6)
170 (84.6)
394 (92.5)

1 (0.4)
31 (15.4)
32 (7.5)

225 (52.8)
201 (47.2)
426 (100.0)

˂0.001*

386 (96.3)
8 (32.0)

15 (3.7)
17 (68.0)

401 (94.1)
25 (5.9)

<0.001**

247 (96.6)
147 (82.6)

1 (0.4)
31 (17.4)

248 (58.2)
178 (41.8)

<0.001*

392 (95.4)
2 (13.3)

19 (4.6)
13 (86.7)

411 (96.5)
15 (3.5)

<0.001**

388 (95.6)
6 (30.0)

18 (4.4)
14 (70.0)

406 (95.3)
20 (4.7)

<0.001**

350 (93.3)
44 (86.3)

25 (6.7)
7 (13.7)

375 (88.0)
51 (12.0)

0.087**

368 (92.7)
26 (89.7)

29 (7.3)
3 (10.3)

397 (93.2)
29 (6.8)

0.470**

205 (97.2)
189 (87.9)

6 (2.8)
26 (12.1)

211 (59.5)
215 (50.5)

<0.001*

PAC=Post-abortion Care; *Pearson‘s chi squared; **Fischer‘s exact

significantly constituted the majority and were
mostly satisfied compared to those who voiced the
contrary (P-value ˂ 0.001). Respondents who
expressed that the patient-provider interaction was
satisfactory were significantly more numerous and
mostly satisfied compared to those who stated the
opposite (P-value ˂ 0.001). The clients who
obtained the contraceptive methods they adopted
were more represented and more satisfied with
PAC services compared with those who did not
obtain the contraceptive methods of their choice,
however, the difference observed was not
significant (P-value = 0.087). The proportion of
clients who affirmed that the premises were
cleaned was significantly lower but mostly
satisfied with PAC services compared with that of
clients who stated the opposite (P-value ˂ 0.001)
(Table 1).

Providers’ characteristics and training
During the data collection period, 12 PAC
providers were interviewed at the two study sites,
including eight medical doctors and four
midwives. The median age was 39 (IQR=35.542.0). The median duration of professional
experience was 7 years (IQR=5.0-10.0). The
median duration of experience in PAC was 5 years
(IQR=3.0-6.0). All providers reported having
received training on counselling, history taking,
physical examination including general physical
and
complete
pelvic examination, pain
management
techniques
including
local
anaesthesia of the cervix, use of equipment to
evacuate the uterus, proper handling of used
equipment, infection prevention techniques, and
management of immediate complications.
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The majority of them (n = 9) were trained on sites
and only three providers were trained as internship
groups. In addition, all providers stated having
received basic training on standard FP and
counselling on sexual transmitted infections (STIs)
including human immunodeficiency virus (HIV)
and acquired immunodeficiency syndrome (AIDS)
during their academic training.

Direct observation of PAC delivery
Community
and
service
partnerships for prevention

provider

During the study period, the educational talks in
the waiting rooms were the only communication
channel that PAC providers randomly used to
inform
the
community
(patients‘
parents/companions) about the risks and
consequences of unsafe abortion and the existence
of PAC services in their health facilities.

PAC counselling
Throughout the study period, providers used only
manual vacuum aspiration (MVA) to evacuate the
content of the uterus. Counselling was routinely
offered to all PAC clients before, during and after
the MVA procedure. The PAC counselling
protocol and the MVA procedure were always
posted on the wall, inside both PAC units.

Treatment
The treatment procedure was directly observed in
all participants (n=426; 100%). The physical
examination
(pre-procedure)
revealed
abdominopelvic pain in 358 (84.0%) clients.
During the MVA procedure, 350 (97.8%) women
felt and complained of pain, and this pain was
adequately controlled in 335 (95.7%) women.
Only in 15 (4.3%) women, this pain was not
adequately controlled throughout the procedure.
After the MVA procedure, among the 15 women
who continued to complain of pain in the recovery
rooms, 11 (73.3%) received analgesic medication
(Novalgin) and 4 (26.7%) did not receive any
medication due to out of stock. These women
discharged PAC units when the pain naturally
subsided. One-week appointment was given to all
clients for a control visit.

Post-abortion FP services
The uptake of FP methods has been intensively
described in another paper29. However, most of
women (n=388; 91.1%) adopted a contraceptive
method, of which 96.6% (n=375) obtained the
adopted method before discharge. Long-acting
contraceptives were mostly used by women
(34.7% for intra-uterine device and 28.5% for
implants). Some clients (n=13; 3.4%) discharged
the PAC units without obtaining the contraceptive
method of their choice. The reasons were genital
infection (n=8; 61.5%), the non-availability of
contraceptives (n=4; 30.8%) and need the opinion
of the partner (n=1; 7.7%)29.

Reproductive and other health services
PAC providers were also involved in providing
other reproductive health services. They referred
some clients (n=106; 24.9%) for other diseases
diagnosed or suspected during the MVA procedure
including STI (n=33; 31.1%), molar pregnancies
(n=28; 26.4%), cervical cancer screening (n=25;
23.6%) and the HIV/AIDS testing (n=20; 18.9%).

Availability of services, equipment, supplies
and medications
The availability of services, equipment, supplies
and medications required to provide quality PAC
services were assessed in both PAC units. PAC
services were available every day of the week and
at any time. Because of the stock shortage, four
patients did not receive analgesics after MVA and
four others did not receive their adopted
contraceptive method (implants) before discharge.
PAC clients were consulted only in PAC units
where providers also provided other healthcare
including antenatal and gynaecological care.
Equipment‘s for the provision of PAC services
were available in both units with a full 100 score,
based on the performance criteria recommended
by the Guinean Ministry of Health and Jhpiego
(22). These criteria included the existence of a
functional gynaecological table, a stool for
providers, a trolley to arrange the material, MVA
kit, a water point, a cabinet for storing the
material, a moving light source, a well-ventilated
room, a room respecting privacy (locked
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door/hooks, curtains/screens), a table and a chair,
and legible posters on the MVA procedure. Mobile
light sources were available and functional at the
bedside of the gynaecological table. Lamps
reserved in case of electricity breaking were also
available and functional. MVA kits were in good
condition.
A recovery room existed but not specific
for PAC patients in each maternity ward.
Recovery rooms located outside the PAC rooms
also served as observation rooms for outpatients
from other units of the maternity wards in both
facilities. At both study sites, the toilets were
functional but not located near the PAC units.

Discussion
This study has the merit of filling the knowledge
gap on women‘s satisfaction with regard to the
provision of PAC services in Guinea by
performing direct observation of service delivery.
The findings pointed out a high rate of women‘s
satisfaction with PAC services they received while
highlighting some challenges in the service
delivery at both study sites.
PAC providers sometimes used the
educational talks in the waiting rooms to inform
patients and their parents or companions about the
risks and consequences of unsafe abortion, the
spacing of pregnancies as well as the existence of
PAC services in their health facilities. As this is
relating to the major component of PAC services
which focuses on prevention of unsafe abortion, it
should be strengthened and extended to the
community level. A study carried out in Togo
revealed that the organization of talks focused on
the dangers of unsafe abortion and the spacing of
pregnancies among antenatal, postnatal and
vaccination clients, including at the community
level, increases the demand for FP services10.
It is known that the provision of
scientifically accurate and easy-to-understand
information to all women in need of care for
abortion complications is a core element of good
quality PAC services30. In accordance to what we
observed, counselling was routinely offered to all
PAC clients before, during and after the MVA
procedure.

During the MVA procedure, the pain was
adequately controlled in the majority of cases
(nine out of ten). About one out of ten women
stayed in pain throughout the procedure. After the
procedure, among women complaining of pain in
the recovery rooms about three out ten did not
receive any medication until the discharge. Hence,
the strengthening of PAC providers‘ competencies
in pain management is required and health
authorities should regularize the provision of PAC
medications especially the analgesics.
Although, the prices of PAC are officially
fixed by health authorities, a regular follow-up of
the application of these prices by PAC providers is
needed, because some women stated that prices
were expensive. Among women (nine out of ten)
who accepted a contraceptive method, most of
them obtained their desired contraceptive method
before
discharge.
These
findings
are
approximately similar to 94% acceptance found
during an earlier assessment of PAC services
conducted in Guinea in 201223,24. Studies have
reported that the proportion of PAC clients leaving
the facility with their desired contraceptive method
increases when the FP component is
strengthened31 as observed in our study where an
effective and informed FP counselling was
consistently offered to all clients. Despite that
women mostly adopted long-acting contraceptives,
four of them left the facilities without implants. Of
these four women, only one came back for control
visit a week later and obtained her desired method
(implants).
Although PAC rooms fitted with privacy,
the services delivered were not entirely
confidential; the recovery rooms were located
outside the PAC rooms and also served as
observation rooms for other outpatients. This
explains the non-satisfaction of some clients with
regard to the confidentiality of the service and the
patient-provider interaction. Furthermore, in
contrast to a study conducted in public health
facilities in Ethiopia where toilets were near PAC
rooms26, it was observed during our study that
toilets were functional but not located near PAC
units. Additional efforts should be undertaken by
health authorities to solve these problems related
to the recovery rooms and toilets for PAC patients.
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This study showed that significant proportions of
providers were trained on key aspects of PAC.
Appropriate equipment and supplies needed for
providing PAC including MVA equipment were
available in both health facilities. These
achievements were mainly due to the joint effort
deployed by the Ministry of Health and especially
the continued technical leadership brought by
JHPIEGO as well as the mobilization of the
resources since the introduction of PAC in
Guinea22,23.
Overall, nine out of ten women were
satisfied with PAC services they received. Our
findings are similar to those of a study conducted
in Ethiopia in 201026. The patient‘s perspective is
very important because satisfied patients are more
likely to comply with treatment and to continue
using health services, which is very relevant in the
case of PAC through which women should
continue using services either for FP or any other
need16.

Strengths and Limitations
The strength of this study is the mixed approach
(quantitative and qualitative) used for the
assessment such as patients and providers‘
individual interviews, equipment inventory and
direct observation of service delivery. However,
this study is limited in considering only urban
health facilities and did not explore the PAC
quality in rural health facilities.
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