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Abstract
Background  Access to quality abortion services will not only help to reach SDG Target 3.1 and Goal 3 of Agenda 
2063 but will also enhance maternal health in sub-Saharan Africa. Post-abortion care was thus introduced as a key 
component in managing complications from abortion. However, not much is known about the quality of post-
abortion care services and practices. The main objective of this study was to examine the connecting experiences of 
clients and service providers perspectives on the quality of post-abortion care services.

Methods  An in-depth interview technique was used to collect data from 18 purposively selected post-abortion care 
clients and 13 post-abortion care service providers from selected health facilities in urban Accra. Data were analysed 
using NVivo 12 software using a quantitative thematic analysis technique.

Results  We noted that the providers’ perspectives and clients’ experiences or narratives about PAC quality converged 
around interpersonal and technical quality. Apart from the consensus on what quality meant and what clients 
received, there were subtle divergences or variations in quality perspectives. Specifically, while the clients considered 
quality communication to be concerned with behaviour and mannerisms, service providers perceived it as patient-
centred. Also, while clients considered quality treatment to be the immediate outcome of treatment, service providers 
perceived it as one with no adverse event. We also found that the quality of PAC services at health facilities could be 
improved by making consumables readily available and the provision of separate treatment rooms.

Conclusion  Although PAC services are generally considered high quality in the Greater Accra region, there is still 
room for improvement. The private health facility owners, the Ministry of Health and the Ghana Health Services 
could take pragmatic steps to enhance synchronisation of notions of quality PAC services through sensitisation and 
education based on existing PAC protocol requirements.
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Background
Access to abortion services continues to be a signifi-
cant public health concern in developing countries, 
particularly in the context of affordable quality services 
to [young people] clients [1, 2]. It has been argued that 
accessibility to quality abortion services would improve 
the maternal health of women and girls in sub-Saharan 
Africa and contribute to the achievements of Sustain-
able Development Goals (SDG) Target 3.1 and Goal 3 of 
Agenda 2063 [3, 4]. This has increased the focus on abor-
tion rights, to promote quality abortion services to mil-
lions who seek abortion services [5, 6].

One of the efforts to promote safe abortion and, by 
extension, remediate the effects of unsafe abortions was 
the introduction of post-abortion care (PAC) services. 
The concept of PAC was first introduced in 1991 by 
Ipas and later reiterated as a key component in manag-
ing unsafe abortions during the 1994 International Con-
ference on Population and Development (ICPD) [7, 8]. 
This intervention comprises five essential components; 
namely, community and service provider partnerships, 
post-abortion contraceptive counselling and provision, 
linkages to reproductive and other health services, treat-
ment of adverse health effects or complications aggravat-
ing from either spontaneous or induced abortions, and 
providing counselling services to meet the emotional and 
physical needs of women who have had an abortion [7, 
9]. Since the ICPD, some African countries, e.g., Ghana 
[10], Burkina Faso, Kenya and Nigeria [11] have inte-
grated PAC into their healthcare delivery system,

Nevertheless, evidence shows challenges associ-
ated with PAC provision in many African countries [8], 
including Ghana [12], with accessibility and quality being 
a common concern. For instance, the Ghana Maternal 
Health Survey (GMHS) shows contextual and geographi-
cal disparities in PAC service provision [13]. Secondly, 
the quality of PAC, although presented in previous stud-
ies [14–16], situating the concept within the context of 
providers and clients has been given less attention in the 
PAC literature in sub-Saharan Africa. It is noteworthy 
that determining the points of divergence and conver-
gence in the provider and client perspectives on quality 
PAC are core measures of the quality of PAC services 
[11, 12]. Our study, therefore, contributes to this dearth 
of evidence. Jointly studying the perspectives of provid-
ers and clients can offer a deeper understanding of the 
shared vision for PAC service delivery.

The quality of PAC services is focused on the provision 
of timely measures that reduce the risk of maternal mor-
tality caused by abortion complications, whether induced 
or spontaneous [17]. In general, the patient, service pro-
vider, facility of care, policy, and legal framework for 
care delivery all contribute to the quality of PAC services 
[16]. In discussing quality PAC services, the Donabedian 

quality of care framework provides a valuable lens [16]. 
This framework encompasses the structure, process and 
outcome quality [18]. Whereas the structure quality 
focuses on the settings under which PAC is provided, and 
process quality focuses on the activities/procedures in 
the provision of PAC, the outcome quality focuses on the 
effects of the structure and process quality [18].

In sub-Saharan Africa (SSA), previous studies on the 
quality of PAC services report significant differences in 
the utilisation of suitable technology between urban and 
rural areas, the cadre of service providers, and the type of 
abortion leading to complications [8, 15]. In the context 
of Ghana, Esia-Donkoh et al. [19] explored the experi-
ences of young women and girls seeking PAC, Owolabi 
et al. [12] examined Ghana’s healthcare facilities’ capac-
ity to provide PAC, Adde, Darteh & Kumi-Kyereme [9], 
also explored the experiences of women seeking PAC ser-
vices in a Regional Hospital in Ghana. These studies [9, 
12, 19], however, did not explore the connecting synthe-
sis between clients’ experiences of quality PAC and pro-
viders’ view of quality PAC. However, 69,846 PAC cases 
were treated in Ghana in 2017 [20]. District hospitals 
handle 36.6%, other hospitals handle 22.6%, and health 
centres 20.7% [20]. Understanding these gaps, which may 
trigger policy responses, can advance the attainment of 
SDG Target 3.1, a precursor to a high maternal mortality 
rate (MMR) [21]. Our study, therefore, examined this gap 
in Ghana by exploring the connecting experiences of ser-
vice providers and clients on the quality of PAC services 
in urban Accra.

Materials and methods
Study design
We adopted the phenomenological research design to 
help expatiate the study based on the depth, accuracy, 
persuasiveness, and realism of the accounts given by the 
participants [22, 23]. This approach enabled us to gain 
insights into the opinions and experiences of PAC cli-
ents and service providers concerning the quality of PAC 
services.

Setting
The study was conducted in the Greater Accra Region of 
Ghana. The Region has the smallest area among Ghana’s 
16 administrative regions, with a total land surface of 
3,245 square kilometres. This represents 1.4% of the total 
land area of Ghana. However, it is the second most popu-
lated region after the Ashanti region. It is also the most 
urbanised in Ghana, with about 87% of its population 
living in urban centres [24]. Accra doubles as the capi-
tal of Ghana. Greater Accra recorded the highest rate of 
abortion in Ghana in the latest Maternal Health Survey 
(14.7%) [13] and a high rate of unmet reproductive health 
needs (28.3%) [25]. The region has one regional hospital, 
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eight district hospitals, 99 private hospitals, 14 polyclin-
ics, and 362 health centres/clinics [13]. In Ghana, PAC 
services are available at all levels of public and private 
health facilities [12]. However, only 63% of health facili-
ties provide PAC services [20], 100% in teaching hospi-
tals and regional hospitals, and 86–93% among district 
or university hospitals and polyclinics. PAC provision 
among health centres, clinics and midwifery/maternity 
homes was between 41% and 61% [20].

Participants, sampling and recruitment
Participants were recruited from a mix of public and 
private health facilities. A total of seven health facili-
ties were purposively selected based on the availability 
of PAC services during the period of the data collection. 
Each of these facilities recorded a minimum of 200 abor-
tion cases in the year 2019. These facilities comprised a 
health centre, polyclinic, district hospitals and a regional-
level hospital.

The inclusion criteria used to select the providers are 
those directly working to provide PAC services in the 
selected facilities. For the clients, the inclusion criterion 
was all women presenting with incomplete, inevitable, 
missed, complete or septic abortion during the period of 
data collection.

The number of participants was not determined before 
but evolved during the data collection, bearing in mind 
the concept of saturation [26]. As such, the adequacy 
of the number was assessed during the data collection 
period. From Table 1, we conducted 31 interviews com-
prised of 13 service providers and 18 clients.

Research instrument
The in-depth interview (IDI) guide was used for data 
collection. The guide was divided into two main parts. 
The first part comprised questions for the client par-
ticipants, while the second comprised questions for the 
provider participants [Supplementary material Appendix 
1]. These two main sections comprised sub-sections that 
covered the participants’ background characteristics and 
perspectives/experiences.

After ethical clearance was secured, the IDI guides 
were piloted at the Tema General Hospital among three 

service providers and three PAC clients. The site for the 
pre-test was chosen from among the seven health facili-
ties that got ethical clearance for this project. This was 
done under the assumption that it would be helpful for 
the pre-test to recruit participants from the study popu-
lation that would be used for the primary research [27]. 
The suitability of the instruments were determined based 
on the data analysed from the pre-test. Minor changes 
were made to the instrument to ensure they had the best 
potential to continue a quality discourse, which is critical 
to attaining the study objectives.

Data collection
The director at each of the health facilities was 
approached with ethical clearance from the Ghana 
Health Service Ethics Review Committee and an intro-
ductory letter from the Greater Accra Regional Health 
Directorate with the aim and purpose of this research 
for permission. Afterwards, the research team was intro-
duced to the units in charge of the provision of PAC in 
each facility, and the study’s objectives and data collec-
tion process were explained. The lead author (male) and a 
trained Research Assistant (female) carried out the inter-
view process. The lead author has over five years of expe-
rience conducting sensitive interviews before this study. 
Male and female interviewers were presented to allow 
clients to choose whom they felt more comfortable to be 
interviewed by.

We scheduled the provider interviews following an 
agreement with personnel at these units on venues that 
ensured privacy and confidentiality and, at times that did 
not interfere with service delivery. These interviews usu-
ally took place in the consulting or changing rooms, at 
the end of their shifts, and when there were no clients to 
attend to. The interviews were conducted with the aid of 
an in-depth interview guide.

Clients at the designated PAC facilities were chosen 
with the assistance of health specialists. Before the inter-
view starts, the client’s psychological and physical pre-
paredness must be approved by the PAC service provider 
in attendance [10, 28, 29]. Clients were allowed to select 
a place and time of convenience for the interview to be 
conducted. We interviewed thirteen (13) of the clients 

Table 1  Level of facility, number of clients and providers interviewed
Level of facility Number of Clients Number of Providers
Polyclinic 3 3
Health Centre 2 1
District Hospital 1 -
Regional Hospital 2 1
District Hospital 4 3
District Hospital 2 4
District Hospital 4 1
Total 18 13
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at the health facility based on their preferences. Phone 
interviews were also conducted with five (5) clients who 
opted for this mode. On average, an interview lasts for 
about 40–60  min. The data collection was carried out 
over three months.

Data analysis
The interviews that were conducted in English were 
transcribed verbatim. Those undertaken in the local lan-
guages were translated into English and then transcribed. 
The transcripts were imported into NVivo 12 software for 
coding and thematic analysis. The codes were determined 
deductively using the interview guide. Additionally, codes 
were developed inductively from the data. To establish 
trustworthiness, we employed inter-rater coding where 
the first author and an independent person coded the 
data. The two coders coded the data separately, and the 
results were later compared for consistency. The other 
authors reviewed the codes, and all the authors discussed 
the codes and the themes that emerged subsequently.

The data was segmented into similar groups to form 
preliminary codes with corresponding frequencies from 
the responses of the participants. Codes were then col-
lated and sorted based on their shared pattern to form 
subthemes and subsequently, main themes. The char-
acteristics of each respondent were also considered for 
comparative analysis. Finally, a descriptive narrative of 
the themes together with analytic narratives and data 
extracts were used to contextualise the analysis based on 
existing literature [30]. To get a better understanding of 
the quality of PAC services, the perspectives of service 
providers and clients were synthesised to determine the 
similarities and opposing views. This also enabled the 
study to examine service providers’ and clients’ under-
standing of quality PAC services since the outcome indi-
cator encompasses the experiences of the process and 
structure indicators [18].

Ethical issues
Ethical clearance was received from the Ghana Health 
Service Ethics Review Committee with reference num-
ber GHS/RDD/Admin/App/21/348. Permission was 
also obtained from the Greater Accra Regional Health 
Directorate of the Ghana Health Service with refer-
ence number GARHD/001/2021. All participants were 
also provided with a Participant Information Sheet and 
an Informed Consent Form to sign/thumbprint. The 
signed/thumb-printed Informed Consent Forms were 
then obtained from the participants, and a copy was 
shared with the participants before they were included 
in the study. This provided the participants with all the 
relevant information to make an informed decision to 
take part in the study. To ensure confidentiality, partici-
pants were not asked to give any information that could 

reveal their identity. The identity of participants was also 
not included in the resulting report from the study. The 
informed consent was obtained from all the participants.

Results
Background characteristics
Table 2 presents the background characteristics of the cli-
ent-participants. From Table 2, a higher proportion of the 
participants (61.1%) were aged 30–39 years. The majority 
of the women presented at the health facilities with com-
plications from spontaneous abortion (66.7%), were self-
employed (61.1%), were married (50%) and reported at a 
district-level health facility (61.1%) (see Table 2).

Table  3 also presents the demographic characteris-
tics of the providers who participated in the study. From 
Table  3, a higher proportion of the provider partici-
pants were aged 30–39 (38.5%), were Midwives (53.8%), 
employed for up to 4 years (38.5%), and worked in a Dis-
trict level facility (69.2%).

Perspectives on the quality of PAC services
In our study, the quality of PAC services focused on the 
outcome indicator of the Donabedian quality of care 
framework. The outcome in the context of this study was 
the satisfaction clients derived from utilising PAC ser-
vices. It also measured the service providers’ satisfaction 
with the status of PAC services.

This was categorised into technical outcome which 
deals with the physical and functional aspects of care 
(reduction in disease and absence of complications, 
among others) and the interpersonal outcome which 
deals with the satisfaction the patient derives from the 
care received and the effect it has on the quality of life of 
the patients from the patients perspective [18].

In view of the above, participants were asked to com-
ment on the quality of PAC services in the selected health 
facilities from their experience. Regarding the interper-
sonal outcome, two main themes were deduced deduc-
tively from the data (quality of communication, and 
prompt attention to clients reporting for PAC services 
(see Fig. 1)). Two main themes were also deduced deduc-
tively from the data for the technical outcome (quality of 
treatment and quality of environment (see Fig. 1)). Aside 
the interpersonal outcome and technical outcome, one 
key theme (positive experience but room for improve-
ment) was deduced inductively from the data (see Fig. 1).

Interpersonal outcome
Quality of communication
The client participants identified three indicators that 
underpinned their perspective of quality communication. 
These indicators of quality communication are polite-
ness, patience and respect from service providers dur-
ing communication. This group of clients, irrespective 
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Table 2  Socio-demographic characteristics of clients
Variable Frequency Percentage
Age
10–19 2 11.1
20–29 5 27.8
30–39 11 61.1
Type of abortion
Induced 6 33.3
Spontaneous 12 66.7
Occupation
Civil servant 1 5.6
Self-employed 11 61.1
Student 3 16.7
Unemployed 3 16.7
Facility
Regional Hospital 2 11.1
District Hospital 11 61.1
Poly Clinic 3 16.7
Health Centre 2 11.1
Marital status
Married 9 50
Cohabiting 1 5.6
Single 8 44.4
Source: Field data 2021

Table 3  Socio-demographic characteristics of service providers
Variable Frequency Percentage
Age
20–29 4 30.8
30–39 5 38.5
40–49 4 30.8
Designation
Medical Officer 3 23.1
Obstetrician 1 7.7
Health Assistant 1 7.7
Midwife 7 53.8
Registered Nurse 1 7.7
Years of Employment
0–4 5 38.5
5–9 4 30.8
10–14 1 7.7
15–19 2 15.4
19+ 1 7.7
Facility
Regional Hospital 1 7.7
District Hospital 9 69.2
Poly Clinic 2 15.4
Health Centre 1 7.7
Marital status
Married 5 38.5
Single 8 61.5
Source: Field data 2021
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of their background characteristics were happy with the 
behaviour of the service providers and how they spoke 
to them. To these participants, the way service providers 
interact with clients greatly affects their health-seeking 
experience. For instance, a 29-year-old student who pre-
sented with an induced abortion remarked “They [ser-
vice providers] were always polite when talking to me’. 
Another client had this to say:

They were very good and polite towards us. They 
accorded respect to us anytime they wanted to say 
something to us (33 years Civil servant, Induced 
abortion).
… they all talked with me with some kind of respect. 
They were somehow friendly, especially with my doc-
tor, they often check up on you to check your BP and 
other stuff, and they ask you how you are (32 Self-
employed, Spontaneous abortion).

Whereas the clients’ perspective of quality communica-
tion from their experiences was based on the behaviour 
and the way the service providers spoke to them, the 
service providers on the other hand perceived quality 
communication as one that is patient-centred. To them, 
quality PAC service is achieved if you can educate your 
client on the process and treatment procedure before the 
commencement of treatment. To them, the client should 
be made aware of the options so that they could make 

an informed choice. Again, they reiterated that clients 
should be involved in the decision-making process. For 
instance, the following participant indicated:

…Post abortion care to be quality means making 
sure patients understand what they are going to do, 
and after it is done, follow up to make sure they don’t 
develop complications and when they are developed 
you will act quickly and then offer contraceptive care 
to those who will need them. I think basically if you 
can do them then I think abortion care should be 
okay. (District facility Medical Doctor, 26 years)
… Usually, before we start everything, we tell them 
about what the abortion care is going to involve, 
both during and after. We don’t wait and inform 
them after because when they don’t know what is 
really going to happen and you start with the pro-
cedure, they start getting uncomfortable, hence it is 
best to educate them before undertaking the process 
and after that, the medication and everything fol-
lows. They need to be aware of what is going to be in 
their system and how it is going to be in their system 
for the next pregnancy, especially those who really 
want to conceive after…. (District facility Midwife, 
32 years)

Fig. 1  Codes, key themes and sub-themes from qualitative analysis
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Prompt attention to clients reporting for PAC services
Our study also showed that another experience that 
shaped clients’ perception of quality PAC service was 
their experience of prompt attention from the service 
providers upon arrival at the health facilities. Some 
were happy with the way service providers were prompt 
to get the consumables needed to render PAC services. 
The narratives from the study participants highlighted 
that regardless of the time (whether day or night) clients 
presented at the facility with complications from abor-
tion, they received prompt attention. This theme (prompt 
attention) was evident in both the service providers’ 
and clients’ accounts. A client who was happy with the 
prompt attention had this to say:

I will say they are perfect because how they treated 
me that night was nice, I even thought that when 
I get there that night, they wouldn’t even take care 
of me, but they did their best…. (28 years Self-
employed, Spontaneous abortion)

A service provider who also indicated that prompt atten-
tion reflects quality PAC services had this to say:

“The quality of post abortion care is giving prompt 
and adequate treatment to a woman who needs 
post-abortion care…” (Polyclinic Midwife, 40 years).

Technical outcome
Quality of treatment
Quality of treatment was one of the themes under tech-
nical outcome. From the views of the participants, what 
is meant by quality of treatment varied between service 
providers and clients. Some clients were of the view that 
the PAC service they received at the facility was qual-
ity because of the treatment provided. These clients 
expressed satisfaction with the outcome of the treatment 
that they received. Some clients also expressed satisfac-
tion with the treatment by comparing their condition 
before arriving at the facility and their condition after the 
treatment.

I cannot say anything, but the way I was before I 
came here, I can only give thanks to God. When I 
came this was not how I was but now I am better, 
so I thank God and the doctors because they treated 
me very well. (32 years Self-employed, Spontaneous 
abortion)

The views of other client participants also showed that 
clients judged the quality of treatment based on how the 
providers showed care for them throughout the treat-
ment process. Below is the remark of a participant to cor-
roborate this.

It is very fine because when somebody does some-
thing good for you, you need to acknowledge him or 
her. At times it is not everywhere you go that they 
will take care of you like the way they did. (35 years 
Self-employed, Spontaneous abortion)

Service providers on the other hand described quality 
PAC services to be one that records a smaller number of 
complications after treatment. These providers were of 
the view that once clients receive treatment and do not 
return with complications after treatment, then the ser-
vice provided was quality. Hence the quality of PAC ser-
vices was measured by the number of complications that 
are recorded after treatment. This is what some of the 
service provider participants had to say:

I will describe it as quite good because as I said 
we have not recorded any direct maternal death 
because of abortion before. It was just one occasion 
that I remember somebody came and did it and they 
came back with complaints and pains so we had 
to admit her and administer antibiotics, and she 
became okay so the care is quite good. (Polyclinic 
Obstetrician, 45 years)
“We haven’t had people coming back with complica-
tions, so I think it is very good. Just a few that some-
times come with pelvic inflammatory disease (PID) 
but it is being treated so I think it is good”. (District 
facility Midwife, 28 years)

Quality of environment
Quality of environment as a technical outcome was a 
theme from the client’s perspective. Some clients con-
structed their perceived quality of service based on the 
physical and enabling environment in which the treat-
ment was provided to them. They were satisfied with the 
serene and peaceful nature of the environment in which 
they were treated.

“I think if I have to grade between 0 and 10, I will 
put them on 8. I have not had an experience with 
this before but generally I feel that I am comfort-
able here, the environment is quiet and peaceful”. (33 
years Self-employed, Induced abortion)

Some also shared the view that they were happy about 
the hygienic environment in which they received treat-
ment. For instance, a client who expressed she felt com-
fortable because of the environment had this to say:

“The hospital seems to provide quality care as all 
the Doctors/Nurses I met were up to the task, the 
place was neatly kept and the patients seem to all be 
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responding to treatment” (23 years Student, Sponta-
neous abortion).

Positive experience but room for improvement
Although all the clients and service providers were gen-
erally happy about the quality of PAC services at the 
various health facilities, a few were of the view that there 
was room for improvement. For instance, a client was 
of the view that it would be prudent if the service pro-
viders could provide post-abortion counselling services. 
Remarks were also made for the various units respon-
sible for the provision of PAC services to be near each 
other. These according to the clients are some of the ways 
the quality of the service can be improved. The call for 
improvement was made based on their experience at the 
facility.

“Everything is perfect, the only problem I had was 
where they asked me to go for the scan. The place is 
far if they can bring it closer to the hospital, it will 
be nice”. (28 years Self-employed, Spontaneous abor-
tion)
“… I will give 7 out of 10 for the quality of care. 
Again, I know they are busy but after the process, 
they need to give counselling and talk to us for us to 
feel relaxed because we have been through a lot”. (32 
years Self-employed, Spontaneous abortion)

A service provider also indicated that there is room for 
improvement and had this to say:

“… There is a problem with space and then we don’t 
also have all the instruments to carry out the pro-
cess. Even currently, what the doctor is using is his 
own personal MVA set… (Polyclinic Midwife, 40 
years).

Some service provider participants also shared the view 
that although they provide privacy and confidentiality to 
their clients, they sometimes must compromise on pri-
vacy. This they attributed to the lack of separate treat-
ment rooms; hence, in times of large number of clients, 
the room is shared for the clients.

“… We use the same treatment room for SVDs 
and all that so sometimes when the place is over-
whelmed, if you are having an MVA and someone 
is also examining a client there…” (District Facility 
Doctor, 26 years).

Discussion
We explored the points of divergence and convergence of 
clients and service providers on quality PAC services. The 
results showed that service providers and clients perceive 

quality PAC as one with quality interpersonal and tech-
nical outcomes. These were further explained by quality 
communication, quality of treatment, prompt attention 
and the quality of the environment.

Although both clients and service providers high-
lighted quality communication as a component of qual-
ity PAC services, there was a variation in what quality 
communication meant to each group. Whereas quality 
communication was concerned with the behaviour and 
mannerisms component of communication with the cli-
ents, the service providers were concerned with client 
involvement in treatment decision-making. The focus of 
clients on the behaviour and manners of the service pro-
viders affirms the findings of Brown, Alaszewski, Swift 
and Nordin [31] that the behaviour and body language of 
service providers help to foster trust in the clients. Brown 
et al., [31] also argued that whilst verbal communication 
is important to explain issues to clients, it was the body 
language that was crucial in validating trust from the cli-
ents. Service providers on the other hand were focused 
on the user-centred perspective of communication to 
ensure that the clients understood them. Evidence sup-
ports a positive association between a client-centred 
approach by service providers and positive patient out-
comes [32, 33]. A plausible explanation for the varia-
tion could be that while service providers are trained to 
adopt a user-centred approach in communicating with 
their clients, clients on the other hand could be lacking 
in such information. Hence, clients base their judgement 
of quality communication on the sociocultural dimen-
sion of communication which focuses on behaviour and 
mannerisms [34]. Notwithstanding the variation in what 
constitutes quality communication, quality communica-
tion helps increase the client’s confidence and satisfaction 
with the treatment given to clients. Galletta et al. [35] 
argued that clients are likely to adhere to the medications 
if they have confidence in the treatment given to them 
as well as actively participate in the decision-making 
process. Contrary to our findings of effective provider-
patient communication, Pasquier et al. [36], reported 
poor provider-patient communication in Nigeria and 
Central African Republic from the perspective of PAC 
clients, which they argued affected the client’s satisfac-
tion of care received.

We also found that both the service providers and cli-
ents were of the notion that prompt attention is a key 
measure of quality PAC services. This affirms Donabe-
dian’s [18] argument of process quality which measures 
the technical and interpersonal qualities of the service 
providers. This encompasses all that is done in the pro-
vision of care to the client [18]. The study further shows 
that denying PAC clients prompt attention could result 
in worsening conditions for the client. The findings 
show that there is a chance of delay in health-seeking 
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decision-making and delay in commuting to the health 
facility hence there is a need for prompt attention to be 
provided at health facilities to prevent any further delay. 
This supports the conclusions of Rominski, Morhe, and 
Lori [37] and Izugbara et al. [8] that delays in obtaining 
timely PAC services increase the risk of serious com-
plications and death. Thus, it came as no surprise to us 
that we saw that PAC clients received early treatment at 
the health facilities, as reported by both service provid-
ers and clients. We think this is an effort on the part of 
the medical facilities to avoid any more delays that would 
aggravate the complications of the clients. This affirms 
the findings of Baynes et al., [38] who also found women 
reporting short waiting times for PAC services in Senegal.

With regards to quality treatment, we observed that 
whereas clients consider the quality of treatment as the 
immediate outcome of the relief they receive as com-
pared to how they arrive at the facility, service providers 
on the other hand measure quality treatment based on 
recording no adverse effects after treatment. The dispar-
ity in the notion of quality treatment can be attributed 
to the fact that service providers have been trained and 
educated on the WHO post-abortion care guidelines 
[39] that PAC service is only completed after the client 
receives a check-up two weeks post-treatment [40, 41]. 
Despite the disparity in the understanding of quality 
treatment, both service providers and clients expressed 
satisfaction with the treatment outcomes. The above dis-
cussion shows that there is a positive outcome for PAC 
services in the selected health facilities studied, according 
to the Donabedian [18] theory.

Donabedian’s [18] quality of care model argued that 
quality healthcare service should be provided in a user-
friendly environment by providing convenience, com-
fort, quiet, and privacy among others that make it easy 
and attractive to a patient to seek healthcare at the facil-
ity. The Optimal Healing Environment framework also 
argues that serenity and a lovely environment serve as a 
form of environmental therapy and contribute to heal-
ing [42]. The findings of our study showed that PAC cli-
ents were generally satisfied with the serene and peaceful 
nature of the environment in which they received PAC 
services. This affirms the findings of Zakpa et al., [43] and 
Baynes et al., [38] who argued that the features of a health 
facility to provide a comfortable environment are associ-
ated with clients’ assessment of overall quality of care.

Although both PAC clients and service providers were 
generally satisfied with the quality of PAC services pro-
vided in health facilities in the Greater Accra Region, we 
found that there is still room for improvement. We found 
that the availability of consumables for the provision of 
PAC was not always readily available. We also observed 
that there is a need for the provision of separate con-
sulting and treatment rooms for PAC services to help 

promote privacy and confidentiality. Similar observa-
tions were made in Kenya and Uganda [44] and Zimba-
bwe [45]. The findings further showed that PAC clients 
were of the view that there is a need for the provision 
of post-abortion counselling services. This affirms the 
WHO guidelines for the provision of PAC services which 
recommends the provision of post-abortion counsel-
ling [38]. This will help respond to the emotional needs 
of the clients. We also found that there is a need for the 
units responsible for the provision of PAC services to be 
in proximity. This we believe would help provide a more 
comprehensive and coordinated approach to the provi-
sion of quality PAC services.

Strengths and limitations
Despite the important findings from this study, it is 
imperative to indicate its possible limitations. For 
instance, the study was delimited to PAC providers and 
clients from only the Greater Accra Region and a small 
sample size which limited the study from being gener-
alised to the general Ghanaian society. The sampling 
strategy adopted could also limit the study to facilities 
that are more desirable to women seeking comprehensive 
abortion care services. Facilities which record a smaller 
number of women seeking comprehensive abortion care 
services may have different findings to this study. This, 
however, did not limit the validity and trustworthiness 
of the study, since the necessary steps were followed to 
make the instrument valid and trustworthy.

Conclusions
Our results showed that both PAC clients and service 
providers generally perceive PAC services in urban Accra 
to be of quality. Although both service providers and cli-
ents were of the notion that PAC services were of quality 
based on communication, treatment, prompt attention 
and the environment, there were variations in the con-
ceptualisation of these themes. The study also concluded 
that although PAC services are generally accepted to be 
quality, there is still room for improvement. To further 
improve the quality of PAC services in the Greater Accra 
Region, private health facility owners, the government, 
the Ministry of Health and the Ghana Health Services 
should take pragmatic steps to ensure that post-abortion 
counselling services are provided at the health facili-
ties. Also, the government and policymakers should take 
deliberate steps to ensure clients are sensitised on qual-
ity PAC based on the protocols. Post-abortion counsel-
ling services must also be conducted without fail. This 
will enlighten healthcare seekers and empower them to 
demand optimum healthcare services. The divergent 
views on the notion of quality treatment suggest that 
there is a need for interventions targeted at clients to 
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encourage women to utilise follow-up services to confirm 
the completeness of treatment.
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