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Some 35 million abortions occur in developing countries
each year. Approximately 20 million of these are unsafe
abortions, which claim the lives of 67,000 women as a re-
sult of related complications. These deaths represent 13%
of all pregnancy-related mortality and in some countries
as much as 25% ofmaternal deaths.1 In developing coun-
tries, one of every 75 women die of pregnancy- or child-
birth-related causes, compared to one of every 7,300
women in developed countries.2

If contraception were accessible and used consistently
and correctly by women wanting to avoid pregnancy, ma-
ternal deaths would decline by an estimated 25–35%.3

Fifty-five million unintended pregnancies in developing
countries occur every year to women not using a contra-
ceptive method. Another 25 million occur as a conse-
quence of incorrect or inconsistent use of a contraceptive
method and method failure.4,5

The Role of Postabortion Family Planning Services
These statistics provide firm evidence that family planning
reduces abortion, thusdecreasing the riskofmaternal death.
In addition, over the last two decades, there has been in-
creasing evidence that family planning interventions have a
role to play not only before a woman has become pregnant,
but after she has had an abortion ormiscarriage.
In 1994, the international health community identified

postabortion care (PAC) as an important strategy to reduce
maternalmortality by treating complications related to un-
safe abortion andmiscarriage, and by providing postabor-
tion family planning counseling and services to prevent re-
peat unplanned pregnancies and abortions. Although
postabortion family planning counseling and service de-
livery is part of all postabortion caremodels, PAC services
have historically sought to reduce maternal mortality by
treating the symptoms of hemorrhage and sepsis rather
than by treating women’s unmet need for family planning,
thus overlooking the potential of postabortion care to in-
terrupt the cycle of repeat unplanned pregnancy, abortion
and complications leading to maternal death.
Formany postabortion patients, the lack of family plan-

ning counseling and services quickly leads to another in-
duced abortion, because fertility returns within two to
three weeks after miscarriage or induced abortion. This
makes it essential to ensure that postabortion family plan-
ning counseling and service delivery are offered to all
women who present for emergency obstetric or postabor-
tion care, regardless of the method of treatment (sharp
curettage, electric or manual evacuation) or place of treat-

ment (operating theatre or PAC treatment room) as well as
to all postpartum women.

Postabortion Family Planning ServiceModels
Postabortion family planning has been implemented in
countries using two main methodologies. In countries
where abortion is legal, programs offer postabortion fam-
ily planning only.Whenwomenmake an appointment for
their abortion, they also receive family planning counsel-
ing. After their abortion has been completed, women are
provided with family planning services before discharge
from the facility.
In countries where abortion is illegal, emergency treat-

ment and postabortion family planning counseling and
services are provided as a single service. Both examples
have resulted in increased family planning uptake and re-
duced repeat abortion. When deliberate efforts are made
to strengthen the family planning component of postabor-
tion care, improvements in family planning uptake can be
realized within 12 months of implementation.

Benefits of Postabortion Family Planning
Regardless of themodel used, providing postabortion fam-
ily planning benefits individuals, families, communities
and countries in many ways: increased modern contra-
ceptive use and decreased abortion; reducedmaternal and
child mortality; prevention of mother-to-child HIV trans-
mission and newHIV infections; and reduced social costs.
• Increased contraceptive use and decreased abortion. From
1991 to 1993, the Ministry of Health in Turkey, where
abortion is legal, initiated a pilot program in 12 public and
12 private facilities to improve the provision of family plan-
ning to PAC patients. As a result of the pilot program, use
of modern contraceptives among PAC clients increased
from 65% in 1991 to 97% in 1992. From 1992 to 1998,
this strategy was expanded to 10 additional large public
hospitals. In 1999, the postabortion contraceptive accep-
tance rate was higher than 90% in the 10 public facilities.
From 1998 to 2001, the overall rate increased from 37% to
72% in 14 additional private hospitals. These interven-
tions served as prototypes in the curriculum of Turkey’s
maternal and child health program.6

In the Women and Infant Health Project in Russia,
where abortion is legal, family planning was strengthened
for postpartum and postabortion women. Within four
years (1999 to 2003), the number of women using amod-
ernmethod of contraception increased by 16% (from50%
to 58%). From 2003 to 2005, the number of abortions per
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mother dies are much more likely to be ill and die them-
selves than children whosemother remains alive.13

•Prevention of mother-to-child transmission of HIV and new
infections.Postabortion familyplanning is also important for
women who are HIV-positive. These women have a greater
risk of miscarriage than HIV-negative women, and also risk
passing their infection to their child during gestation or
through breast-feeding. Improving voluntary postabortion
contraception for this group of women will allow them to
consider their own health and desire for further childbear-
ing in light of their HIV status. Through the promotion of
dual protection via postabortion family planning counseling
and service delivery, new HIV infections as well as unin-
tended pregnancies can be prevented.
•Reduced social costs. The costs of unsafe abortion extend
well beyond those of the health system. Societies bear the
economic cost of lower productivity caused by long-term
disability, and mortality due to unsafe abortion. It is esti-
mated that these additional costs are three or more times
as great as health systems’ cost for PAC, including the fam-
ily planning component.14 In a study conducted of one
PAC service model in Oaxaca, Mexico, the estimated cost
per patient of providing family planning counseling and a
contraceptivemethod totaled US $2.90,15 compared with
$35–180 per patient for another PAC visit due to repeat un-
planned pregnancy and abortion.16

Barriers to Postabortion Family Planning
A 2001 global evaluation of postabortion care programs
found that in the delivery of postabortion care services, the
second component of PAC (family planning counseling
and services) did not receive asmuch attention as the first
component (emergency treatment).17

A World Bank report recommended that postabortion
care be strengthened by ensuring contraceptive counsel-
ing and that family planning services be provided in the
same facility where uterine evacuation was performed to
decrease opportunity costs.3 Situational analyses con-
ducted in the Latin American and Caribbean region sup-
port these statements.18–20 The findings of the 2001
USAID global evaluation report, situational analyses in
Latin America and the Caribbean and country action plans
from Bolivia, Kenya and Senegal identified barriers for
postabortion family planning that need deliberate and
continued attention at various levels.17–20

At the national level, barriers to providing postabortion
family planning include lack of sufficient financing for fam-
ily planning in the national budgets, lack of adequate train-
ing, lack of supportive supervision and lack of availability of
PAC services at health centers andother lower-level facilities.
At the facility level, barriers to postabortion family plan-

ning services fall into two categories.
•Guidelines, staffing, patient education materials (IEC).
Lack of written guidelines for family planning in hospitals;
insufficient staff for family planning counseling and ser-
vice delivery; lack of IEC materials for client education;
and lack of access to contraceptivemethods during the af-

1,000women decreased from 49 to 43 per 1,000women.7

In another study done in 2000 in Perm, Russia, re-
searchers interviewed1,516womenbefore andafter theyhad
an elective abortion procedure at one of five facilities using
two interventions. The first intervention, at three hospitals,
offered all postabortion clients predischarge family planning
counseling and information, which were provided in a re-
spectful, nonjudgmentalmanner. Thiswas accomplishedby
traininghealth care providers in family planning counseling
and interpersonal communication skills anddeveloping and
supplying provider job aids and client-education materials
onpostabortion family planning. The secondmodel, offered
at two hospitals, used the same interventions, but also pro-
vided clients with a free initial supply of contraceptives. The
proportion of women having a repeat abortion within 12
months was 10% at the study sites, compared with 20% in
the general population. In addition, 67% of women given
free contraceptives were still using a modern method after
12months, comparedwith53%of thosewhodidnot receive
free supplies.8

In Zimbabwe, where abortion is severely restricted, a
1996–1998 study comparing two hospitals showed that
when the intervention site provided on-site counseling
and access to free contraceptives at the same location and
at the same time as emergency treatment, womenwere sig-
nificantly more likely than women treated at the control
site to adopt highly effective methods of contraception
(96% vs. 5%) and had fewer than half the unplanned preg-
nancies (42 vs. 96) during the year-long follow-up. The
percentage of patients who had a repeat abortion during
follow-up was more than twice as high at the control site,
where only emergency services were provided, as at the in-
tervention site (5.3% compared to 2.5%).9

Given the strong evidence that reorganizing services so
that family planning counseling and service delivery are
offered at the same time and in the same location as emer-
gency treatment would improve family planning uptake,
the Red Cross Hospital in Phnom Penh, Cambodia, con-
ducted a pilot program incorporating these changes. Fam-
ily planning counseling rose slightly from 96% to 100%,
while contraceptive uptake prior to hospital discharge in-
creased from 51% to 90%. The key change was that fami-
ly planning services were offered to women in the same
room, rather than referring them to another location in the
hospital. On the basis of these findings, a reorganization
of services was approved for regional hospitals in Pursat
and Siem Riep.10 At a private nongovernmental organiza-
tion in Cambodia, the contraceptive acceptance rate in-
creased from 7% to 30% in one year after the family plan-
ning component of PAC services was strengthened.11

•Reduced child mortality. Ensuring that every woman
seeking PAC services because of complications of unsafe
abortion or miscarriage is offered family planning counsel-
ing and a contraceptive method before discharge from the
facility will help to decrease repeat unplanned pregnancy
andunsafe abortion.12Moreover, postabortion family plan-
ning assists in reducing child mortality. Children whose



46 International Perspectives on Sexual and Reproductive Health

ternoon, night and weekend shifts.
•Contraceptive methods. Lack of availability of contracep-
tivemethods at the service delivery point, even when con-
traceptives are available in the facilities; lack of availability
of a wide range ofmethods, thus limiting client choice; and
lack of record-keeping systems that serve as reminders to
use the oldest stocks first, thereby preventing the expira-
tion of methods before they are used, and of systems that
note whether women receiving PAC services receive fami-
ly planning counseling and methods before they are dis-
charged from the facility.
At the provider level, barriers include a lack of knowl-

edge about the early return to fertility; denial of certain or
all methods to some groups, such as adolescents or
womenwho have not yet delivered a child; a lack of patient
counseling on PAC procedure, on timing of return to fer-
tility, and on choosing and obtaining a family planning
method before discharge from the facility.
At the client level, obstacles to use of postabortion fam-

ily planning services include fear of side effects; a belief
that the risk of becoming pregnant is low, due to age, in-
frequent sexual intercourse or other reasons; lack of aware-
ness or knowledge of family planning methods; and part-
ner disapproval of contraceptive use.

Promising Trends
•Decentralization. The decentralization of services from
tertiary hospitals to health center and health post levels
has been successful in increasing the uptake of postabor-
tion family planning. From 2003 to 2005, postabortion
care services, which had previously been provided only in
tertiary hospitals, were instituted in rural and urban health
centers and health posts in Senegal. The proportion of
womenwho received contraceptive counseling before leav-
ing the facility increased from 36% to 78% between the
two years. Although baseline data on postabortion con-
traception acceptancewas lacking, 56% received amethod
before going home in 2005—an impressive rate in the con-
text of West Africa.21

Decentralization of PAC services in Tanzania resulted in
more than 95% of PAC clients treated at health centers re-
ceiving family planning counseling there as well, and an in-
crease from89% to97% in theproportionof clientswho ac-
cepted a method before leaving the facility. In the district
hospital, health centers and dispensaries that did not have
the strengthened family planning services at the site of PAC
treatment, only41%of clients adopted contraceptives. At dis-
pensaries that had not strengthened their family planning
services, only 14%of clients left with amethod.21

•Communitymobilization. Since2004, PACcommunitymo-
bilization activities implemented inBolivia, Kenya andSene-
gal have increased knowledge of family planning methods,
raised awareness of complications related tounsafe abortion
and reduced stigma regarding postabortion care.22 These
consisted of three eight-hour sessions on the causes of and
means of preventing unsafe abortion, health care services
available and dialogue to improve care and help reduce un-

safe abortion and miscarriage. In Bolivia, families became
aware of national insurance coverage for PAC services
through community mobilization. The communities have
advocated for provider training, improvedquality of services,
better relationships with health care providers, improved
roads and bridges to increase access to care and new or bet-
ter facilities for PAC and other health services.
In Bolivia, baseline and endline family planning statistics

at health facilities were not collected as part of the program;
however, preintervention and postintervention studies on
knowledge, attitudes and practices (KAP) were conducted.
Women did not seek family planning services because they
lacked detailed knowledge about methods, were shy and
worried about privacy and confidentiality, and were con-
cerned that they would not be treated with respect. They
were also unaware that the government provided health in-
surance. Adolescents, in particular, did not request repro-
ductive health services as a result of these worries.22

Preintervention and postintervention KAP studies indi-
cated an increased knowledge of contraceptive methods.
Knowledge of the existence of contraceptive methods in-
creased from 83% at baseline to 92% in the postinterven-
tion study.Women stated that they learned about the ben-
efits of child spacing, about available methods, and how
to obtain and use them. They also reported that they felt
comfortable requesting family planning services because
they were treated respectfully.22

In 2005, the PAC communitymobilization program im-
plemented in Bolivia was replicated in Kenya. In the year
after community mobilization efforts were initiated, fami-
ly planning visits by both PAC clients and the general pop-
ulation increased. New contraceptive visits at participating
health facilities increased by more than 60% (8,500 to
13,800), and follow-up visits more than doubled (from
2,000 to 4,300). These results may be due in part to the
formation of community action plans that increased ac-
cess to PAC and family planning services. This included
emergency transport plans, PAC payment strategies, and
leveraging of funds from local governments to build roads,
bridges and new dispensaries. Funding from private
donors and community contributions paid for provider
training and necessary equipment. As a result of these in-
terventions, USAID/Kenya is promoting this model for
other provinces.23

Pre- and posttest KAP scores for community participants
in Senegal’s PAC Community Mobilization program result-
ed in an increase in knowledge of the advantages of family
planning (35% to 65%); an increase in contraceptive prac-
tice (27% to 62%); a higher proportion of young mothers
makingdecisions on their desirednumber of children (56%
to 60%) and a reduction in the perception that family plan-
ning is a concern only for women (61% to 51%).23

Best Practices
In 2004, more than 400 articles on postabortion care dat-
ing from 1994 to 2004were assessed using Gray’s five lev-
els of evidence to determine the most effective treatment

Postabortion Family Planning
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mon with antianxiety and narcotic pain medications.
Women who are not literate generally have access to fam-
ily members or neighbors who can read them the written
instructions.
Postabortion uptake of family planning is needed just

as much and can be as successful for women treated with
sharp curettage under general anesthesia as for those treat-
ed with vacuum aspiration under local anesthesia.24,25

Therefore, reorganization of services is also needed in fa-
cilities where women are treated in the operating room.
•Policymakers. Policies and funding decisions need to em-
phasize postabortion family planning needs. Providing suf-
ficient resources for postabortion family planning from na-
tional budgets and international donors is essential. These
resources includenot only the training for postabortion care
services, but family planning commodities and other equip-
mentneeded toprovide thepackageof postabortion care ser-
vices, which must be included in national, regional, district
and facility budgets. Training for in-service and preservice
providers should reflect the new priorities. Accordingly, job
descriptionswill need to change so that the scope ofwork is
inclusive of postabortion family planning counseling and
service delivery.
•Professional organizations. Organizations such as the In-
ternational Confederation of Midwives (ICM), the Inter-
national Federation of Gynecologists and Obstetricians
(FIGO) and the International Council of Nurses (ICN)
should jointly engage policymakers, their members and
the institutions where they work to effect change. Inmany
cases, these professionals are in the best position to influ-
ence policy and the priorities for health resources in their
countries and the scope of practice for their members. De-
centralization of services tomidlevel clinicians will require
collaboration and teamwork amongmedical, nursing and
midwifery providers and professional organizations. As a
means of bringing attention to the urgency of the need to
strengthen postabortion family planning, a joint statement
on postabortion family planning was endorsed by FIGO,
ICM, ICN and USAID in September 2009.26

•Faith-based organizations. According to a May 2008 sur-
vey of Christian health organizations, many faith-based or-
ganizations want to strengthen family planning services
and respond to the gap in contraceptive services, espe-
cially in Africa, including family planning for postabortion
care clients. Since faith-based organizations provide
30–70% of health care in many African countries, they
have the potential to increase the uptake of family plan-
ning among postabortion clients and reduce unmet need
for family planning and repeat unsafe abortion.27

•Monitoring and evaluation. Contraceptive prevalence
rates are critical health measures of family planning pro-
gram performance. A key outputmeasure of postabortion
family planning performance is the proportion of women
leaving the facility with a method. This indicator has in-
creased rapidly in postabortion facilities and programs
when family planning services are strengthened. Impor-
tant measures of quality for PAC programs will document

approaches. Strong evidence suggested that the following
interventions increased postabortion family planning
counseling and uptake, and therefore should be integrat-
ed into PAC programs:12

•Offer family planning counseling andmethods at the same
locationwhere the woman receives emergency treatment.
•Counselwomenwho have had amiscarriage andwant to
get pregnant soon to wait at least sixmonths before trying
to conceive. This delay reduces the incidence of maternal
anemia, premature rupture of membranes, low birth
weight and preterm delivery in the next pregnancy.
•Inform male partners, when the woman agrees, about
her condition, treatment, follow-up care and family plan-
ning method. Include male partners in family planning
counseling as the woman desires.
•Trainmidwives to counsel PAC patients on family plan-
ning, STIs/HIV and nutrition, as well as to perform other
aspects of PAC, including emergency treatment.
•Use dedicated family planning nurse counselors rather
than referrals to other organizations for contraceptive ser-
vices; this helps increase immediate contraceptive accep-
tance for PAC patients.
•Conduct contraceptive technology updates and counsel-
ing workshops for providers at the primary level to rein-
force skills in postabortion family planning counseling
and method provision prior to discharge.

Program Implications
Program goals for the future should include universal ac-
cess to and, when desired, provision of family planning
services following abortion, whether induced (safe or un-
safe) or spontaneous. The need for at least a six-month
pregnancy interval after miscarriage before attempting to
become pregnant again guides providers to recommend
family planning for all women receiving PAC services.
Postabortion and postpartum family planning for all
women go hand in hand, though there are some differ-
ences in appropriate contraceptive methods.
•Facilities and providers. To help women who want no
more children avoid unwanted pregnancy, family planning
providers shouldmake sure that they offer highly effective
long-acting and permanent methods, as well as reversible
methods suitable for birth spacing. For example, pro-
grams need to retrain clinicians to provide counseling on
and insertion of IUDs, particularly the Copper T 380,
which is effective for 12 ormore years. Given the favorable
safety profile of copper IUDs, they deserve greater em-
phasis in postabortion and postpartum services.
Reorganization of services using simple delivery sys-

tems, job aids, efficient and effective counseling, and writ-
ten instructions will be required for health systems to pro-
vide contraceptives for all clients regardless of the surgical,
medical and anesthesia regimens used in PAC treatment.
Written posttreatment instructions and contraceptive in-
formation are necessary in addition to verbal instruction,
given the physical and emotional stress surrounding abor-
tion and the inability to remember new information com-
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that women received family planning counseling, that
women received concise written instructions for using
their chosen method, that women have a plan for follow-
up family planning services, that there is involvement of
husbands and partners when the woman agrees, and that
a plan for ongoing contraceptive supplies exists.

CONCLUSIONS

Postabortion family planning has always been a key ele-
ment of PAC and provides a powerful rationale for PAC ser-
vices. In practice, however, treatment of complications is
usually the sole focus and family planning is often ne-
glected. It is essential to restore the family planning com-
ponent to PAC services, not only to prevent repeat unin-
tended pregnancy and abortion, but also because it is
integral to achieving theMillenniumDevelopment Goals,
UNGASS goals for HIV and other health objectives—re-
ducingmaternal morbidity andmortality, mother-to-child
transmission of HIV and newHIV infections. Some of the
barriers identified here can be overcome by using the free,
evidence-based, online tools at <www.postabortioncare.
org> and those of other agencies. Given the examples we
have presented of how services can produce cost savings
as well as rapid results, women and communities should
demand quality PAC services that provide them with ac-
cessible, cost-effective postabortion family planning ser-
vices that can assist them in reducing unplanned preg-
nancy and repeat abortion, reduce new HIV infections,
improve the health of a woman’s next child and ultimate-
ly improve the health of her family.
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