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The penal code of the Democratic Republic  
of Congo (DRC) prohibits abortion, and although 
an article in the code of medical ethics permits 
it under very strict circumstances, safe services 
are largely inaccessible. Recent publication of the 
Maputo Protocol in the national gazette indicates 
that the legal status of abortion may shift toward 
liberalization, but implementation of this proto-
col will take time. As a result, the vast majority 
of women in Kinshasa who choose to terminate 
an unintended pregnancy will continue do so in 
secrecy—and often under unsafe conditions that 
may endanger their health and sometimes their 
lives.

Abortion is common in the DRC capital

	● The 2016 Kinshasa Abortion Study, conducted 
by the Guttmacher Institute and the University 
of Kinshasa’s Department of Population and 
Development Studies and School of Public 
Health, is the first study to estimate the inci-
dence of abortion in Kinshasa. 

	● An estimated 146,700 abortions took place in 
Kinshasa in 2016. The corresponding abortion 
rate—56 terminations per 1,000 women aged 
15–49—is lower than rates among same- or 
similar-aged women in other major Sub-Saharan 
cities including Addis Ababa, Ethiopia (92 per 
1,000 women); Kampala, Uganda (77); and Kigali, 
Rwanda (87); but it is higher than the rates for 
Nairobi, Kenya (32) and Dakar, Senegal (21).

	● Among postabortion care patients who reported 
that they attempted to end their pregnancy, 
the most commonly used abortion method was 
misoprostol. More than half of women (56%) said 
they used misoprostol, and nearly half of this 
group used the medication in combination with 
another method. 

Abortion in Kinshasa often has serious  
health consequences

	● In 2016, an estimated 37,870 women in Kinshasa 
received care for complications resulting from 
abortion. 

	● According to the opinions of key informants 
knowledgeable about abortion in Kinshasa, 34% 
of women terminating a pregnancy likely have 
complications serious enough to warrant treat-
ment in a health facility. Key informants thought 
that among this group of women, 77% receive 
the care they need, and 23% receive care some-
where other than a health facility or not at all. 

	● Among all postabortion care patients, 5% had 
no evidence of complications, 33% had mild 
complications, 46% had moderate complications 
and 16% had severe complications, including 
shock, organ failure, generalized peritonitis and 
death. The postabortion care treatment rate 
for abortions was estimated to be 14 per 1,000 
women aged 15–49. 

	● Nearly all postabortion care services in Kinshasa 
(93%) were provided in the private sector, where 
services are likely more expensive than at public 
facilities. This may be a barrier to care for women 
who need these services, especially for those 
who are socioeconomically disadvantaged. 

	● Among all women having an abortion, poor 
women were twice as likely as better-off women 
to have moderate or severe complications. Poor 
women were also thought to be less likely to 
receive postabortion care. 

Unintended pregnancy is common in Kinshasa 

	● Of the estimated 563,100 total pregnancies in 
Kinshasa in 2016, 61% were unintended, corre-
sponding to a rate of 147 unintended pregnan-
cies per 1,000 women aged 15–49. 

Executive Summary
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	● Demographic and Health Survey (DHS) data indi-
cate that women in Kinshasa have trouble meet-
ing their fertility goals: In 2013–2014, women 
wanted an average of 3.6 children but had 4.2. In 
2017, according to Performance Monitoring and 
Accountability 2020, unmet need for contra-
ception was fairly high: One-quarter of married 
women had an unmet need for family planning. 

	● Barriers to contraceptive use in Kinshasa include 
individual-level characteristics—including young 
age and low socioeconomic status—as well as 
systemic challenges, such as lack of public edu-
cation about contraception and limited method 
options at health facilities. 

	● Some 25% of women who reported experiencing 
violence during the pregnancy for which they 
required postabortion care indicated that the 
violence led to abortion. And among women 
who reported ever having experienced forced 
sex, 30% reported that the pregnancy for which 
they were seeking care was the result of this 
violence.

Action is needed to reduce levels of 
unintended pregnancy and unsafe abortion  
in the DRC 

	● Continuing recent efforts to improve access to 
and uptake of contraception will help women 
avoid unintended pregnancy and unsafe 
abortion. These efforts should include striving 
for improved quality and consistent availability 
of a broad range of methods in public facilities 
and ensuring that options are affordable and of 
acceptable quality. Services should be tailored to 
meet the particular needs of young women, and 
communities should be educated on method 
availability.

	● Other root causes of unintended pregnancy and 
abortion, including gender inequality and vio-
lence against women, should also be addressed. 

	● The recent adoption of the Maputo Protocol 
holds promise for reducing unintended preg-
nancies and unsafe abortions in the DRC. 
Implementing the protocol, which requires 
signatory countries to allow abortion on broad 
grounds, will require considerable effort, 

including updating the penal code; training and 
equipping health professionals, including nurses 
and midwives, to provide safe abortions; and 
educating the population regarding access to 
services. Transitioning to legal services will also 
require reducing stigma, including by sensitizing 
health care providers and other stakeholders to 
women’s need for safe, nonjudgmental care. 

	● Given expectations for a long transition to full 
provision of safe abortion services, the capacity 
of Kinshasa’s health system, at both the primary 
and referral levels, should be strengthened to 
provide postabortion care services that meet 
international standards. Nurses and midwives 
should be trained to practice guideline- 
recommended manual vacuum aspiration and to 
use misoprostol for uncomplicated incomplete 
abortion. 

	● Improving the affordability of postabortion care 
services would also help to ensure that women 
who need those services receive them.
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to the service. It will be some time before access 
to safe abortion services becomes a reality in the 
country. Until then, the vast majority of women 
ending unintended pregnancies will continue do 
so in secrecy—and some will use unsafe methods, 
untrained providers or both. 

In the meantime, it is important to understand 
the extent to which abortion occurs in the DRC. To 
date, relatively little research has addressed the cir-
cumstances and consequences of unsafe abortion 
for those women who are unable to terminate their 
pregnancy safely. Also, the DRC is a large country, 
and national-level research is extremely hard to 
conduct. This report takes steps toward filling this 
information gap. The report summarizes the results 
of the 2016 Kinshasa Abortion Study (see box, page 
7), the first study to estimate the incidence of abor-
tion in the DRC’s capital city. In addition to covering 
abortion incidence in Kinshasa, the report:

	● provides an estimate of the incidence of unin-
tended pregnancy;

	● documents the magnitude and severity of  
abortion-related morbidity; and

	● elucidates the factors contributing to the risk of 
having an unsafe abortion by describing the char-
acteristics of patients treated in health facilities 
for abortion-related complications.

The focus on Kinshasa should not be seen to imply 
that unsafe abortion is a problem needing atten-
tion only in this city. Where possible, the results of 
the research and the implications for policymaking 
and program planning are considered not only for 
Kinshasa, but for the DRC as a whole. 

City- and country-level context
Kinshasa is the second most populous city in 
Sub-Saharan Africa.11,12 As of 2014, it was home 
to roughly 11 million inhabitants, or 13% of the 
DRC’s total population. Kinshasa’s population has 
grown at a rapid rate in recent years—an average 

The penal code of the Democratic Republic of 
Congo (DRC) prohibits abortion under all circum-
stances,1 and although abortion has long been 
tolerated informally, access to safe services is highly 
limited. An article in the code of medical ethics 
allows abortion to save a pregnant woman’s life 
(provided the termination is performed by a medi-
cal doctor and is approved by two other doctors),2 
but it is likely that relatively few women are able to 
obtain a safe abortion via this avenue. As a result, 
the majority of terminations have been clandestine 
and therefore potentially unsafe. Also, because of 
its illegal status, abortion has been extremely hard 
to track or measure within the country, and the rate 
of unsafe abortion in the DRC and its capital has 
been a matter of speculation for many years.

However, the historic publication of the 2003 
Protocol to the African Charter on Human and 
People’s Rights on the Rights of Women in Africa, 
also known as the Maputo Protocol, in the DRC’s 
national gazette in 2018 may mark a new openness 
on the part of the DRC government to liberalizing 
the abortion law.3 Described as “the continent’s 
foremost legal instrument on women’s rights,”4 the 
protocol stipulates that signatory states will protect 
women’s rights to abortion, to control their fertility 
and to choose any method of contraception, 
among other health-related rights. It further directs 
states to authorize abortion in cases of sexual 
assault, rape, incest or severe fetal anomaly, or if 
the woman’s life or physical and mental health are 
in jeopardy. It also obligates signatory states to pro-
tect other sexual and reproductive health rights.

By publishing the Maputo Protocol, the DRC 
government officially entered the treaty into legal 
force in the country, signaling a move away from 
the DRC’s total prohibition of abortion. Efforts 
will be needed to harmonize the country’s penal 
code with the Maputo Protocol to achieve a clear, 
consistent legal status for abortion and to establish 
mechanisms for ensuring that women who are 
legally allowed to have an abortion have access 

Context of Women’s 
Sexual and Reproductive 
Lives

1 
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of 4.2% annually between 2010 and 2015, outpac-
ing the DRC’s growth rate of 3.3% between 2009 
and 2016.12,13 Kinshasa is socioeconomically better 
off than the rest of the country, though the overall 
level of poverty is high.14 

Throughout this report, evidence from Kinshasa is 
set against country-level context. As the country 
works toward improving access to safe abortion 
services, it will encounter significant develop-
mental challenges. About three-quarters (77%) 
of the population of the DRC lives below the 
international poverty line of US$1.90 per day.15 
The Human Development Index, which measures 
“three basic dimensions of human development 
(a long and healthy life, access to education, and 
standard of living),” ranks the DRC 176 out of 189 
nations, placing it in the “low human development” 
category.16 Women in the DRC feel these disadvan-
tages disproportionately. They obtain fewer years 
of schooling and earn less income than their male 
counterparts, thus scoring lower than men on the 
latter two dimensions of human development. 

In many African settings, health and development 
indicators—including reproductive health indi-
cators—tend to be better in capital cities than 
in the country as whole. According to the most 
recent DRC Demographic and Health Survey 
(DHS), in 2013–2014, data from women aged 
25–49 show that the median age at marriage was 
23 in Kinshasa, compared with 19 nationally.9 The 
median age of sexual debut among women aged 
20–49 was 18 in Kinshasa, slightly more than a year 
older than the national median of 16.8. Among 
women aged 25–49, the median age at first birth 
was 22 in the capital city, compared with 20 for the 
country as a whole. Perhaps most strikingly, the 
proportion of 15–19-year-olds who had had a birth 
or were currently pregnant was 13% in Kinshasa, 
versus 27% for the nation overall.

Nearly nine in 10 women in the DRC aged 15–49 
reported in 2013–2014 that they had heard of 
modern contraceptive methods (see box, page 8).9 
However, only 8% of women nationally were using 
such methods. The proportion was higher among 
married women in Kinshasa (19%). Women in the 
DRC overall reported wanting an average total of 
5.7 births, whereas women in Kinshasa wanted only 
3.6. Still, given a national total fertility rate of 4.2, 
women in the capital had more children than they 
wanted in 2013–2014. Combined, these indicators 
point to the existence of widespread unmet need 
for contraception in the capital city. In other words, 

The 2016 Kinshasa Abortion Study was undertaken jointly by the Guttmacher 
Institute and the University of Kinshasa’s Department of Population and 
Development Science and School of Public Health. The research team conducted 
surveys on abortion practices and postabortion care services with three groups: 
health facility representatives, knowledgeable key informants and postabortion 
care patients. The methodology for each survey is summarized below. Detailed 
methodologies and results from this work have also been published in two 
journal articles cited throughout this report.5,6

	■ Health Facilities Survey. This survey was conducted in Kinshasa in a 
representative sample of 361 public and private hospitals and health centers 
that treat women with abortion-related complications. At each facility, a senior 
staff member or administrator knowledgeable about the facility’s postabortion 
care services was asked to participate. At hospitals, respondents were usually 
obstetrician-gynecologists or the head of the obstetrics and gynecology 
department, and health center respondents were typically the director or 
a health care provider, such as a midwife or nurse. Data on the number of 
women who received postabortion care at each facility in 2016 were weighted 
to obtain a city-level estimate. 

	■ Health Professionals Survey. This survey entailed interviews with 115 medical 
professionals, researchers, policymakers, advocates, social workers, NGO 
staff and other informed individuals, who were purposively selected for 
their knowledge of abortion provision and postabortion care in Kinshasa. 
Participants were asked for their opinions on the types of providers women in 
Kinshasa visit to obtain an abortion, the abortion methods used, the likelihood 
of complications, the proportion of women obtaining abortion who experience 
complications, and the proportion of women having complications who obtain 
treatment in a health facility. Participants were asked to provide responses 
separately for poor women and nonpoor women; however, they were not 
given an explicit definition of “poor.”

	■ Prospective Morbidity Survey. This survey was based on interviews with a 
probabilistic sample of 867 women who received inpatient or outpatient 
postabortion care services following an unsafe abortion or a miscarriage 
in a representative sample of health facilities included in the Health 
Facilities Survey. Participants were asked about their reproductive history, 
socioeconomic and demographic characteristics, and experience with 
abortion or miscarriage. For women who consented, additional information 
on clinical diagnosis and treatment was obtained from the patient’s records 
and health care provider. Poverty status was indexed using questions 
on household possessions, following the approach routinely used in the 
DHS.7,8 The index was then standardized to match the distribution for Kinshasa 
in the 2013–2014 DHS because women receiving treatment for abortion 
complications were considered to be nonrepresentative of all women of 
reproductive age.

Throughout the report, data from the Kinshasa Abortion Study are 
complemented by city- and country-level data from the 2017 Performance 
Monitoring and Accountability 2020 survey and the 2013–2014 DHS.9,10

Data sources 

BOX
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large proportions of women in Kinshasa are able to 
become pregnant and want to prevent pregnancy 
for at least two years but are not using a contra-
ceptive method. In Kinshasa in 2013–2014, 23% 
of women who were married or in a union, 31% of 
sexually active unmarried women and 16% of all 
women were defined as having an unmet need for 
contraception. 

Women’s challenges with regard to controlling 
their fertility are compounded by the DRC’s 
extremely high levels of violence against women. 
Starting in the early 1990s, the country experienced 
two decades of political instability and armed 
conflict (mostly centered in the eastern regions).17,18 
Sexual violence was commonly used as a war tactic 
during those years and has remained common-
place. In 2011, researchers used 2007 DHS data to 
estimate the number of women nationally who had 
experienced rape and sexual violence perpetrated 
by an intimate partner. They estimated that 1.7–1.8 
million women in the DRC had experienced rape 
in their lifetime, and more than 400,000 had been 
raped in the past 12 months—a figure that trans-
lates to four women having been raped every five 
minutes.19 More than three million women, or 35% 
of all women in the DRC aged 15–49, reported hav-
ing experienced intimate partner sexual violence. 
In contrast, the proportion of women aged 20–44 
reporting intimate partner sexual violence was 12% 
in Rwanda in 2005, 12% in Zimbabwe in 2005–2006 
and 13% in Malawi in 2004.20 

The most recent DHS provides updated infor-
mation on rates of physical and sexual violence 
against women. In Kinshasa in 2013–2014, 57% of 

women aged 15–49 reported that they had experi-
enced physical violence at least once since age 15, 
and their current or prior partner was the perpetra-
tor in the majority of cases. Moreover, 21% of those 
women reported having experienced the violence 
“sometimes or frequently” in the past 12 months. 
The proportion of women reporting ever having 
experienced sexual violence was 27% in the DRC 
overall and 16% in Kinshasa, and the proportion 
reporting having experienced it in the past year 
was 16% and 6%, respectively.9 Although these 
numbers indicate improvement compared with the 
2007 findings, the level of sexual violence through-
out the country remains high. Violence, and in 
particular sexual violence, can expose women to an 
array of health risks.

Early sexual debut, high levels of contraceptive 
nonuse and experience of violence are among the 
factors likely to contribute to risk for unintended 
pregnancy and unplanned childbearing among 
women in Kinshasa.9 The few research studies that 
have looked at abortion in the DRC in the past 
indicated that women have obtained abortion in 
order to meet their fertility goals.21–23 A household 
survey conducted in Kinshasa in 1990 showed 
that 15% of women who had ever been pregnant 
had had at least one abortion,21 and in another 
household survey in 2006, 16% of women who 
had ever been sexually active reported that they 
had had at least one abortion.24 The studies also 
indicated that abortion has been particularly prev-
alent among adolescents. Interviews conducted 
in 2009–2010 with adolescent women residing in 
three outlying areas of Kinshasa revealed that 60% 
of 14–20-year-olds had previously self-induced a 
clandestine abortion.22 Respondents indicated that 
they were motivated to seek abortion because of 
fear that bringing a nonmarital pregnancy to term 
would bring stigma and damage their prospects for 
marriage; they also cited not being economically 
able to care for a child as a reason for choosing to 
terminate. 

Prioritizing sexual and reproductive health 
despite health system constraints 
Prolonged instability in the DRC affected the 
country’s macroeconomic indicators by increasing 
inequality, slowing economic growth and strain-
ing resources.16,25,26 The 2001 Abuja Declaration 
committed African nations to spend 15% of their 
national budgets on health by 2015; yet, in 2009, 
health-related spending as a share of the national 
budget in the DRC was found to be equivalent 
to spending in 2000.27 Although the country did 

This report adopts definitions used by the Demographic and Health Survey.

	■ Modern methods of contraception are female and male sterilization, contra-

ceptive pills, intrauterine contraceptive devices (IUDs), injectables, implants, 

female and male condoms, diaphragms, contraceptive foams and jellies, 

lactational amenorrhea method, standard days method, cervical caps and 

contraceptive sponges.
	■ Traditional methods of contraception are periodic abstinence (rhythm and 

calendar methods), withdrawal, and folk and spiritual methods.
	■ Women with an unmet need for contraception are those aged 15–49 who are 

able to become pregnant but want to avoid pregnancy and are not using a 

method of contraception.
	■ Unintended pregnancies are pregnancies that were unwanted or mistimed at 

the time of conception. 

Definitions 

BOX
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As the country begins harmonizing its laws and 
taking steps toward establishing access to safe 
abortion services, taking stock of current abortion 
practices is important for understanding what must 
be prioritized.

not meet the Abuja targets, progress was made: 
Between 2011 and 2015, spending on health as a 
proportion of the national budget rose from 3.4% 
to 8.6%, and 2015 marked the first year that the 
government set aside funding for essential drugs 
and contraceptives.28 

Underfunding of health systems generally results 
in limited access to health services and poor health 
outcomes. In the DRC, underfunding of the health 
system combined with political instability was 
particularly detrimental to sexual and reproduc-
tive health. Although the country had a promising 
donor-supported family planning program in the 
1980s, donor support ended when conflict set 
in, and it did not resume until the mid-2000s.18 
Today, the vast size of the country and inadequate 
infrastructure, including transportation infrastruc-
ture, further contribute to poor health outcomes. 
In 2015, the estimated maternal mortality ratio 
was 27% higher in the DRC than the average for 
Sub-Saharan Africa: 693 maternal deaths for every 
100,000 live births, compared with 546.29 

Fortunately, the DRC’s current government has 
made improving sexual and reproductive health 
indicators a priority. In 2014, the country enacted 
its Family Planning National Multisectoral Strategic 
Plan.30 The plan’s six objectives are to obtain effec-
tive engagement from the government in favor 
of family planning, increase men’s and women’s 
access to family planning services in both the 
public and private sectors, improve the quality 
of services, increase demand for family planning, 
develop and reinforce an effective logistics man-
agement system for contraceptives, and imple-
ment a reliable evaluation system. The DRC has 
also made related commitments under the Family 
Planning 2020 initiative: In 2013, the country 
committed to increasing contraceptive prevalence 
to 19% (from a starting point of 5.4%) by 2020.31 It 
also created a budget line item for contraceptives 
and allocated $1 million annually. In 2017, the 
annual allocation was increased to $2.5 million 
dollars.32 More broadly, the country has committed 
to secure voting on a new law for sexual and repro-
ductive health nationally, and to amend existing 
laws to “protect adolescent girls from early mar-
riage through education, awareness raising, social 
reintegration, and women’s empowerment.”32(p.2) 

Finally, the government of the DRC took a strong 
step toward improving access to sexual and repro-
ductive health services—including safe abortion 
services—when it published the Maputo Protocol. 
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Data from the 2016 Kinshasa Abortion Study’s 
Health Facilities Survey and Health Professionals 
Survey indicate that approximately 146,700 abor-
tions took place in Kinshasa in 2016.5 This corre-
sponds to a rate of 56 abortions per 1,000 women 
aged 15–49, and an abortion ratio of 44 abortions 
per 100 live births, or slightly more than two preg-
nancy terminations for every five births. A study 
published shortly after the 2016 Kinshasa Abortion 
Study supports these findings. The researchers 
used a different approach, the confidante method, 
where women are asked about abortions obtained 
by women who confide in them. The resulting 
abortion rate using this method was 55 abortions 
per 1,000 women aged 15–49.33

Kinshasa’s abortion rate is lower than rates found 
in other Sub-Saharan capital cities, such as Addis 
Ababa (92 per 1,000 women),34 Kampala (77)35 and 
Kigali (87),36 and it is higher than the combined rate 
for Nairobi and the Central Region in Kenya (32)37 
and the rate for Dakar (21).38 The abortion rate for 
the DRC as a whole is unknown, but rates are often 
elevated in capital cities, compared with less pop-
ulated areas. This is true for a few reasons: Urban 
areas typically offer greater access to health services 
generally, and individuals in rural areas travel to cit-
ies to obtain services.34 Also, people in urban areas 
also tend to have lower desired fertility than people 
in rural areas.5 Lastly, the relatively liberal social 
views typically found in urban areas may extend to 
social norms that are more accepting of abortion. 

Abortion practice in Kinshasa
Previous research has shown that women in the 
DRC may attempt to induce abortion with tradi-
tional methods, for example, by using cimpokolo 
and other herbs, quinine, or other oral medicines 
obtained from friends, family and traditional prac-
titioners.39,40 In addition, providers and pregnant 
women are known to terminate pregnancies clan-
destinely using misoprostol.41 Misoprostol, which is 
registered in the country as a treatment for gastric 

ulcers under the brand name Cytotec, is a safe 
and effective means of inducing abortion when 
administered with proper guidance, but access to 
the drug is not yet widespread. 

In the 2016 Kinshasa Abortion Study’s Health 
Professionals Survey, key informants knowl-
edgeable about sexual and reproductive health, 
including health care professionals, health facility 
administrators, educators and community outreach 
activists, reported their opinions on the methods 
used to terminate pregnancies.42 According to 
these interviews, a wide range of methods are used 
to induce abortion in Kinshasa. At least nine in 10 
key informants agreed that dilation and curettage 
(D&C) and overdoses of pharmaceutical drugs 
such as quinine, antiparasitics and antibiotics are 
used. Oral and vaginal use of misoprostol were 
reported by about four-fifths of key informants. 
Sizeable majorities also reported that manual 
vacuum aspiration, electric vacuum aspiration and 
traditional methods (such as oral and vaginal use of 
herbal remedies) are used. About half mentioned 
that abortion is sometimes induced using sharp or 
pointed objects (such as broom handles or sticks), 
while two in five respondents mentioned oral 
intake of hormonal medications or injections of 
drugs (such as quinine and oxytocin). 

According to the key informants’ opinions, the 
method used to induce an abortion varies by pro-
vider or source. Doctors, clinical officers and nurses 
most commonly perform D&C, while traditional 
practitioners most commonly administer oral herbs 
and decoctions, and pharmacists offer misopros-
tol. Pregnant women attempting to self-induce 
abortion were thought to rely mainly on misopros-
tol, and key informants noted that the majority of 
women using misoprostol obtain it from public 
or private health facilities, providers’ homes or 
pharmacies. Finally, other untrained providers were 
thought to most often use vaginal insertion of 
sharp or pointed objects to induce abortion.

Incidence and Practice  
of Abortion 

2 



UNINTENDED PREGNANCY AND ABORTION IN KINSHASA 11

According to key informants, nonpoor women in Kinshasa typically 
receive surgical abortions.2.1

FIGURE

Abortion method used

71%

18%

11%
24%

30%

46%

Surgical* Misoprostol Other†

Nonpoor
women

Poor
women

NOTES TO FIGURE 2.1 
 *Includes dilation and 
curettage, manual vacuum 
aspiration and electric vacuum 
aspiration. †Ingestion of herbs 
or medications other than 
misoprostol, physical methods 
and any other means.  
Source: reference 42.

 The World Health Organization recommends 
medication abortion using a combination of 
mifepristone and misoprostol (or misoprostol alone 
where mifepristone is not available, as in the DRC) 
or surgical abortion using vacuum aspiration for 
first-trimester abortions (as well as for most later 
abortions).43 They no longer recommend D&C for 
use at any gestation, as it is slower, more painful 
and less safe than the alternatives. The apparent 
widespread use of D&C by health professionals 
in Kinshasa is contrary to best practices and may 
contribute to women’s experience of abortion 
complications. 

A woman’s socioeconomic status was thought to 
determine the type of abortion care she receives. 
Key informants were asked to estimate what 
proportions of poor and nonpoor women undergo 
each type of abortion and go to each type of pro-
vider; informants’ responses were then averaged 
to obtain an overall estimate. According to key 
informants, nearly three-quarters (71%) of nonpoor 
women who terminate a pregnancy obtain a sur-
gical procedure (D&C or vacuum aspiration), 18% 
use misoprostol and 11% rely on other methods, 
including those offered by untrained providers (i.e., 
ingestion of herbs, use of medications other than 
misoprostol or vaginal insertion of objects; Figure 
2.1).42 In contrast, 24% of poor women having an 
abortion were thought to obtain surgical proce-
dures, 30% to use misoprostol and 46% to use 
other methods. 

Key informants estimated that nearly three-quarters 
of poor women having a surgical procedure consult 
trained nonphysician health care providers, such 
as nurses or midwives, and 27% go to a doctor or 
clinical officer (Table 2.1, page 12).42 For nonpoor 
women, these proportions are nearly reversed: An 
estimated 78% obtain surgical abortions from a doc-
tor, while the remainder use other trained providers. 
For misoprostol abortions, key informants estimated 
that two-thirds of poor women consult trained 
nonphysician medical providers or pharmacists, 
while about half of nonpoor women go to doctors or 
clinical officers. Some 21% of poor women and 12% 
of nonpoor women obtain and use misoprostol on 
their own. 

According to key informants, medical doctors and 
clinical officers are generally the most expensive 
abortion providers, and terminating a pregnancy on 
one’s own is the least costly option (Figure 2.2, page 
12).42 However, the amount a woman pays for an 
abortion varies according to her poverty status. For 

an abortion obtained from a doctor or clinical officer, 
poor women were estimated to pay $74 (based on 
the average of key informants’ responses),* whereas 
nonpoor women were thought to pay roughly three 
times as much ($223). The difference in estimated 
cost across socioeconomic groups shrinks as the skill 
level of the provider decreases. Nonpoor women 
were thought to pay approximately twice as much 
as poor women do for an abortion from a nonphysi-
cian provider ($79 vs. $35) and a little less than twice 
as much as poor women do to obtain the procedure 
from a traditional practitioner or other untrained 
provider ($30 vs. $18). Terminating a pregnancy on 
one’s own was estimated to cost about $5 for non-
poor women and $3 for poor women.

Women’s reports of their abortion 
experiences
The 2016 Kinshasa Abortion Study’s Prospective 
Morbidity Survey asked women receiving facility- 
based postabortion care whether their preg-
nancy had ended as a result of something they 
or someone else had done. About two-fifths of 
interviewees responded affirmatively to this ques-
tion.44 However, it is known that women commonly 
underreport abortion because of stigma.45–47 Thus, 
researchers in the 2016 Kinshasa Abortion Study 
applied a classification system, initially developed 
by the World Health Organization, that incorpo-
rates both self-reporting from the woman and 
observations by a health care worker (Appendix 
Table 1, available online).48 Based on that system, 
the researchers estimated that 72% of postabortion 
care patients interviewed in the 2016 Kinshasa 
Abortion Study had had an abortion.6 

*All monetary amounts from 
the 2016 Kinshasa Abortion 
Study are reported in 2016 U.S. 
dollars.
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Doctor or
clinical officer

Pharmacist Self

74

223

35

79

18
30

7
18

3 5

Poor women

Nonpoor women

Nurse, midwife or 
other trained 

nonphysician provider

Traditional 
practitioner or other 
untrained provider

Among women classified as having had an abortion, 
81% indicated that they did not intend to become 
pregnant at the time they conceived.44 These 452 
women (who reported that they did not want, 
wanted later, or did not know if they wanted the 
pregnancy for which they were obtaining post- 
abortion care) reported a number of reasons for 
wanting to avoid a pregnancy, including being 
unmarried (42%), wanting to maintain family honor 
(23%), financial considerations (22%), fearing being 
kicked out of the home (21%), health concerns 
(19%), wanting to space their births (19%), being 

too young to have child (15%), having enough 
children already (13%), opposition from family (11%) 
or opposition from their partner (11%; Figure 2.3, 
page 13). Most of these reasons were also cited by 
the small group of women who expressed that they 
initially wanted the pregnancy but later changed 
their mind. 

Nearly half (44%) of women who were classified 
as having had an abortion reported that they 
discussed interrupting the pregnancy at some 
point prior to obtaining care in the facility (data 

TABLE

Key informants’ estimated percentage distribution of poor and nonpoor women receiving 
an abortion, by provider type, according to whether women received a surgical, medical or 
other type of abortion, Kinshasa, 2016

2.1

NOTES *Ingestion of herbs or medications other than misoprostol, physical methods and any other means. †Distribution does not add up to 100% 
due to rounding error and trouble with numeracy on the part of the respondent or data collector during data collection. Note: Data come from 
interviews with 113 key informants. Source: reference 42.

Surgical 
abortion

Misoprostol 
abortion

Other types 
of abortion* 

PROVIDER TYPE
Poor  

women
Nonpoor  
women

Poor 
women

Nonpoor 
women

Poor 
women

Nonpoor 
women

Doctor or clinical officer 27 78 15 47 1 7

Nurse, midwife or other trained 
nonphysician provider

71 21 39 27 11 14

Traditional practitioner or other 
untrained provider

2 0 2 0 34 16

Pharmacist 1 0 24 13 11 17

Self 0 0 21 12 42 45

TOTAL 100 100 100 99† 100 100

FIGURE

According to key informants, the cost of an abortion varies by provider type and women’s 
poverty status.

2.2

NOTE TO FIGURE 2.2 Costs reported in 2016 U.S. dollars. Source: reference 42.

Estimated cost (in dollars)
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2.3 Women who have had an abortion reported a range of reasons 
for not wanting to become pregnant at that time.

FIGURE

NOTES TO FIGURE 2.3  Denominator is the 452 women from the 2016 Prospective Morbidity Survey who were 
classified as having an abortion and who reported they did not want, wanted later, or did not know if they 
wanted the pregnancy for which they were obtaining care. Percentages calculated with weights. Source: 
reference 44.

% mentioning each reason

Woman is unmarried 42%

Desire to maintain family honor 23%

Financial considerations 22%

Fear of being kicked out of home 21%

Health reasons 19%

Desire to space births 19%

Woman feels she is too young to have child 15%

Woman has enough children 13%

Family members oppose pregnancy 11%

Partner rejects pregnancy 11%

Father is a casual partner 8%

Fear of being kicked out of school 7%

Woman has been abandoned by her partner 7%

Desire to continue working 4%
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FIGURE

Among women receiving postabortion care who said they took steps to end their  
pregnancy, more than half used misoprostol and two-fifths used more than one method.2.4

NOTES TO FIGURE 2.4  *More than one response was allowed. †Includes methods such as herbal enemas, excessive physical activity and strong 
massage. Note: Percentages calculated with weights; denominator is 327. Source: reference 44.

 Methods used to induce abortion*

Misoprostol 56

Oral intake of herbs or other home remedies 22

Other tablets (unspecified) 18

Injection 12

Dilation and curettage 9

Oxytocin 8

Vaginal insertion of herbs, substances or other materials 6

Manual or electric vacuum aspiration 2

Other methods† 8

58%

12%

30%

1 method

2 methods

3+ methods

Number of methods 
used to induce abortion

not shown).44 Most commonly, women spoke 
about this with their partner (73%), a friend (33%) 
or a female relative (31%). The majority of these 
women (83%) reported that at least one person 
they consulted thought the woman should end her 
pregnancy. 

Three-fifths of the women classified as having had 
an abortion explicitly reported that they took some 
action to end their pregnancy. Two-fifths of these 
women indicated that they made the decision to 
do so alone, while the others most often consulted 
their partner.44 About two-fifths of the women 
who said they took action end to their pregnancy 
used more than one method to terminate their 
pregnancy, and some reported using as many as 
five methods (Figure 2.4). More than half (56%) 
reported using misoprostol, either as the only 

method they used to stop the pregnancy (31%; 
data not shown) or as one of several methods 
employed (25%). 

It is important to note that Prospective Morbidity 
Survey data represent the subset of women with 
complications from unsafe abortion who managed 
to obtain care in a health facility. While we believe 
that the decision-making patterns and reasons 
for pregnancy termination among this group are 
unlikely to have differed from those of women with 
uncomplicated abortions or untreated complica-
tions, the abortion methods used by these groups 
of women are likely to have been different. For 
example, women with uncomplicated abortions 
may have used safer termination methods than the 
women captured in this survey. 
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Health Consequences 
Of Unsafe Abortion and 
Postabortion Care

3

An estimated 6.2 million unsafe abortions occurred 
each year in Africa in 2010–2014,49 and 69% of all 
abortions in Middle Africa—the subregion that 
includes Kinshasa—are categorized as least safe 
(as opposed to safe or less safe†). That means the 
majority of abortions in Middle Africa are per-
formed by untrained providers and are done using 
unsafe methods. Nineteen percent of abortions 
in Middle Africa are categorized as less safe—that 
is, they are performed by untrained providers or 
with unsafe methods. Only 12% of abortions in the 
region are considered safe. 

Due to its high level of unsafe abortion, Africa is 
the continent with the highest abortion-related 
case-fatality rate, at 141 deaths per 100,000 abor-
tions.50 Africa accounts for 29% of all unsafe abor-
tions but 62% of all deaths from unsafe abortion 
worldwide.49 In 2017, an estimated 7% of maternal 
deaths in Sub-Saharan Africa were related to abor-
tion.51 This translates to the largely preventable 
loss of about 14,600 lives; 3,000 of these deaths 
occurred in Middle Africa. Studies from African 
settings have shown that at the household level, 
maternal death—from unsafe abortion or other 
causes—may result in economic insecurity; poor 
infant and child health; and decreases in income, 
education and opportunity.52–56 These negative 
outcomes of unsafe abortion have ripple effects on 
the welfare of communities and countries.57,58

While death is its most serious consequence, 
unsafe abortion can lead to a range of complica-
tions, some of which require medical attention 
to prevent short- and long-term pain and disabil-
ity, and reduced quality of life.59,60 Postabortion 
care encompasses a package of vital health care 
services targeting the particular needs of women 
experiencing complications from abortion and 
miscarriage. Estimates for 2014 show that fully 
meeting the need for postabortion care in devel-
oping regions would have dramatically reduced 
deaths related to unsafe abortion from 22,000 to 

9,000 per year.61 In addition, full provision of post-
abortion care would have vastly improved women’s 
well-being by reducing the number of years of 
healthy life lost to abortion‡  from 1.5 million to 
600,000 per year. 

Postabortion care in Kinshasa
The 2016 Kinshasa Abortion Study sheds light on 
the city’s need for and access to postabortion care.5 
After adjusting for patients who may have been 
double-counted as a result of having been referred 
from one health facility to another and women 
known to have come from outside the city, it was 
estimated that 49,090 Kinshasa-based women 
received postabortion care for abortion or miscar-
riage. Of those, 37,870 women were treated for 
complications resulting specifically from abortion, 
meaning that 77% of all women who received post-
abortion care in Kinshasa in 2016 required care for 
complications from unsafe abortion. The postabor-
tion care treatment rate was 14 women treated per 
1,000 women aged 15–49.

Key informants in the Health Professionals Survey 
provided estimates of the proportion of women 
who needed postabortion care but did not receive 
it. Based on key informants’ knowledge of methods 
used to induce abortion, method safety and the 
likelihood that women who have abortion compli-
cations obtain postabortion care, they estimated 
that 34% of women terminating a pregnancy likely 
have complications serious enough to warrant 
treatment in a health facility.42,62 The key informants 
thought that among this group of women, 77% 
receive the facility-based care they need. The other 
23% (about 11,500 women) either obtain care out-
side the formal health care system (from medical 
professionals or from traditional practitioners) or 
they go without care altogether. 

Key informants in the Health Professionals 
Survey also suggested that the need for and use 
of postabortion care varies by socioeconomic 

†A new definition of abortion 
safety put forward in 2017 
categorizes abortions into three 
categories: least safe, less safe 
and safe. Because the change 
in defintions happened after the 
2016 Kinshasa Abortion Study 
was completed, our data refer 
to “unsafe” abortion, a desig-
nation that equates to the least 
safe and less safe categories 
combined. 

‡Measured in disability- 
adjusted life years (DALYs), a 
measure designed to facilitate 
comparisons of the burdens of 
premature death and disability 
attributable to different causes 
across contexts. DALYs due 
to abortion complications are 
largely preventable.
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characteristics, reflecting significant inequities in 
access to health care and outcomes. They esti-
mated that about half of poor women having 
an abortion experience complications requiring 
treatment, compared with 22% of nonpoor women 
(Figure 3.1).42 Among those who experience com-
plications, key informants suggested that nearly 
66% of poor women obtain facility-based care, 
compared with 92% of nonpoor women. Therefore, 
an estimated 18% of those who are poor experi-
ence complications that are not treated in a health 
care setting, compared with just 2% of nonpoor 
women. 

Health Facilities Survey data show that nearly all 
postabortion care in Kinshasa (92%) is provided in 
private-sector facilities (including in NGO facilities; 

Figure 3.2), and the out-of-pocket costs for care 
in these facilities are likely higher than at public 
facilities.5 Though the facility with the highest annual 
postabortion care caseload (252 women) was a pub-
lic hospital, slightly fewer than 8% of cases overall 
were treated in public hospitals and health centers. 

Characteristics of patients receiving  
postabortion care
Very little past research has described the charac-
teristics of women obtaining postabortion care in 
the DRC generally or in Kinshasa specifically. One 
such study reported on a cohort of women treated 
for complications of illegal abortions in university 
clinics in Kinshasa in 1978–1979.63 Among women 
who illegally ended their pregnancy, two groups 
were disproportionately represented: women 
younger than 20 experiencing a first or second 
pregnancy who were unmarried, currently in 
school or poor; and women aged 20 or older who 
were married, educated and economically active. 
All of the patients were deemed to have had the 
procedure before 12 weeks’ gestation, usually with 
unqualified providers. A second study, conducted 
in Kinshasa in 2014, captured information on 
women admitted to the emergency obstetrics 
wards of five large referral hospitals.64 Among the 
women admitted, nearly 15% had abortion compli-
cations. The majority of the patients were married 
or cohabiting, had had more than one birth and 
reported no prior abortions. Also, adolescents and 
nonmarried women were more likely to have been 
admitted for complications from abortion than 
older patients or married women, respectively. 

The 2016 Kinshasa Abortion Study’s Prospective 
Morbidity Survey sheds additional light on the 
characteristics of women receiving postabortion 
services, drawing data from interviews with women 
who obtained care after an abortion or miscar-
riage. At the time they were interviewed, half of the 
surveyed women were in their 20s, 35% were aged 
30 or older and 16% were adolescents aged 15–19 
(Table 3.1, page 17).6 More than half were in union 
(58%), and a sizable majority (87%) had at least 
some secondary education. Four in 10 were poor. 
More than a quarter (28%) of women obtaining 
postabortion care reported they were practicing 
contraception when they became pregnant, and 
the large majority reported having been in their first 
trimester of pregnancy (81%) at the time of the abor-
tion or miscarriage. The majority of women receiving 
postabortion care also reported having had at least 
one previous pregnancy (81%) and indicated that 

           �A higher proportion of poor women than nonpoor are estimated 
to experience abortion complications, but a lower proportion 
receive needed postabortion care.

92%

66%

22%

53%

Nonpoor women

Poor women

% of women likely to obtain 
facility-based care

% of women who experience 
complications requiring treatment

NOTE TO FIGURE 3.1
Percentages are based on 
expert opinion from key 
informants in the Health 
Professionals Survey.  
Source: reference 42.

3.1

FIGURE

86%

6%
4%

4%

Private/NGO health center

Private/NGO hospital

Public hospital

Public health center

 

Facility providing 
postabortion care

60,870 
postabortion 

care cases 

NOTE TO FIGURE 3.2
Percentages calculated with 
weights. Source: reference 5.

          �Virtually all postabortion care in Kinshasa in 2016 was provided 
by private facilities.3.2

FIGURE
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TABLE

Selected characteristics of women receiving postabortion care in health facilities, 
Kinshasa, 20163.1

NOTES Missing data were excluded, so for some measures, numbers of women do not add to the total. “In union” category comprises married 
women (about 40%) and cohabiting women (18%). Percentages calculated with weights. Source: reference 6.

All women receiving  
postabortion care

Women receiving  
postabortion care who reported 

having taken any action to  
end the pregnancy

CHARACTERISTIC No. % distribution No. % distribution

AGE

15–19 112 16 61 20

20–24 191 23 108 35

25–29 202 26 71 24

30–34 158 17 38 11

35–49 177 18 43 11

MARITAL STATUS

Single 299 38 194 58

In union 534 58 115 35

Formerly married 34 4 20 7

RESIDENCE

In Kinshasa 838 97 318 97

Outside Kinshasa 29 3 11 3

EDUCATION

Primary or less 110 13 37 11

Incomplete secondary 308 36 134 42

Completed secondary 288 35 100 33

Tertiary 161 16 58 15

HOUSEHOLD POVERTY STATUS

Poor 316 40 122 38

Nonpoor 551 60 207 62

PREVIOUS ABORTIONS

0 637 73 203 61

≥1 229 27 126 39

USE OF CONTRACEPTIVES AT  
TIME OF PREGNANCY

Yes 246 28 118 36

No 621 72 211 64

GESTATIONAL AGE

First trimester 654 80 275 90

After first trimester 189 20 42 10

TOTAL 867 100 329 100
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16%

46%33%

5%

Severe

Moderate

Mild

None

867 women 

Severity of complications

           �Nearly two-thirds of women receiving postabortion care in 
Kinshasa health facilities in 2016 had severe or moderate 
complications.

3.3

FIGURE

           �Among women receiving postabortion care in Kinshasa, D&C is 
the most common form of treatment.3.4

FIGURE

49%

14%

10%

23%

4%

D&C

MVA/EVA

Misoprostol

Digital curettage

Other*

866 women 

Type of abortion treatment 

NOTE TO FIGURE 3.3 
Percentages calculated with 
weights. Source: reference 6.

NOTES TO FIGURE 3.4
*Forceps evacuation or 
any other means. Notes: 
Percentages calculated with 
weights. D&C=dilation and 
curettage. MVA=manual 
vacuum aspiration. EVA=electric 
vacuum aspiration. Source: 
reference 6.

they had at least one child (69%; data not shown).6,44 
About one-quarter (27%) reported at least one 
previous abortion.6 

The subset of patients who explicitly reported 
having had an abortion tended to be younger 
than postabortion care patients overall.44 Nearly 
three-fifths (59%) of women who reported having 
ended their pregnancy were in their 20s, while 
adolescents and women aged 30 and older each 
accounted for a fifth. Considerable proportions 
were single (58%), were using contraceptives when 
they conceived (36%), were in their first trimester 
(90%) and had had at least one prior abortion 
(39%).

Severity of complications treated
The Prospective Morbidity Survey classified 
postabortion care patients by the severity of their 

abortion complications (see Appendix Table 2 
for classification criteria).6 Five percent had no 
evidence of complications and most likely sought 
medical intervention unnecessarily, 33% had mild 
complications, 46% had moderate complications, 
and the remaining 16% had severe complications 
such as shock, organ failure, generalized peritonitis 
and death (Figure 3.3). 

The severity of complications varied by women’s 
socioeconomic, demographic and clinical char-
acteristics.6 The odds of having had moderate 
or severe complications were 49% lower among 
women aged 20–24 than among those aged 35 
and older. Furthermore, the odds of having severe 
complications were 71% lower among women 
aged 25–29 than among those aged 35 and older. 
Poor women and those who had had an abortion 
had approximately double the odds of having 
experienced moderate or severe complications, 
compared with better-off women and those who 
had a miscarriage, respectively. Single women and 
cohabiting women had twice the odds of having 
had moderate or severe complications, compared 
with their married or previously married peers. 
Those who reported being past their first trimester 
of pregnancy when the pregnancy ended had odds 
of having a severe complication that were 3.7 times 
those of women having a first-trimester procedure. 
Finally, the odds of having had severe complica-
tions were half as high among women who had a 
previous abortion than among those who had no 
previous abortion experience.

New insight into postabortion care services
The Prospective Morbidity Survey also collected 
2016 data on the type of services received by 
women undergoing postabortion care. About half 
(54%) of women presenting for postabortion care 
were treated by doctors, who are the providers 
most likely to treat women with severe complica-
tions.6 Despite the fact that dilation and curettage 
(D&C) is not recommended by the World Health 
Organization, it was the most commonly per-
formed technique for women receiving postabor-
tion care (used in 49% of cases; Figure 3.4). Digital 
curettage was used for 23% of postabortion care 
patients, manual and electric vacuum aspiration for 
14%, and misoprostol and other methods for the 
remaining 14% of cases. D&C was more commonly 
used for women in their first trimester (51%) than 
for those in their second and third trimesters (43%; 
data not shown).44 
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Just 11% of women receiving postabortion care 
were given pain medication. Receipt of pain med-
ication was slightly more common among women 
with severe complications (15%) than among those 
with no complications (9%) or mild complications 
(11%).6 The practice of not offering pain medication 
has also been documented in settings where safe 
abortion services are provided, and data suggest 
it could be due to bias against women who have 
terminated a pregnancy.65 

Finally, just 15% of patients in the 2016 Kinshasa 
Abortion Study’s Prospective Morbidity Study 
received contraceptive methods at the time of dis-
charge; 16% were referred elsewhere for contracep-
tive services. Provision of contraceptives was more 
common among women with severe complications 
(20%) than among those with no or mild complica-
tions (13%).6 
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Understanding how to curb morbidity and 
mortality resulting from unsafe abortions requires 
understanding its causes. Globally, the rate at 
which safe or unsafe abortions occur in a given 
setting is influenced by a range of factors. These 
include women’s fertility preferences, patterns of 
contraceptive use and nonuse, women’s motivation 
to avoid carrying an unintended pregnancy to 
term, and their ability to act on their preferences 
given the legal, structural and social context.66 

Contraceptive use and barriers to use
Demographic and Health Survey (DHS) data for 
2013–2014 show that use of modern contraception 
among women in the DRC was low and unmet 
need for contraception was high.9 Just 8% of 
married women and 21% of sexually active unmar-
ried women in the country were currently using 
a modern contraceptive method, and modern 
methods were used by 19% of married women in 
Kinshasa. Twenty-three percent of married women 
in the city had an unmet need for contraception; 
most of these women had a need to space their 
births, rather than to prevent or cease childbearing. 
In addition, a sizable share of married women in 
Kinshasa (26%) were relying on traditional methods 
of family planning. Just 28% of the contraceptive 
need among married women was satisfied using 
modern methods. Unmet need among sexually 
active unmarried women in Kinshasa was 31%, 
and 30% of contraceptive need in this group was 
satisfied using modern methods. 

Individual- and household-level characteristics 
are important contributors to contraceptive 
uptake. According to national data from the 
2013–2014 DHS, contraceptive prevalence (i.e., 
use of modern or traditional methods) was higher 
among women with more education and those in 
wealthier households than among women who 
were less educated and poorer.9 In a 2006 study 
conducted in Kinshasa, having ever used a modern 
method and having discussed contraception with 

anyone in the previous 12 months were associated 
with greater uptake.24 Use also varied with age: 
Adolescents aged 15–19 knew less about modern 
methods and were consequently less likely to 
use them than older age-groups. Interestingly, 
data from a nationally representative study in the 
DRC in 2015 indicated that individuals’ exposure 
to sexual violence from an intimate partner was 
positively associated with current modern method 
use, whereas exposure to other conflict was not 
(possibly because of poor access in conflict-ridden 
areas).67

Structural and environmental factors also play a 
role in women’s and couple’s use or nonuse of con-
traceptives. In qualitative interviews conducted in 
six provinces in the DRC, men and women reported 
that lack of access to information is a barrier to 
contraceptive use.68 Respondents specifically men-
tioned fear of side effects, lack of knowledge about 
the types and sources of contraceptive methods, 
and misinformation—all of which reflect short-
comings in the provision of information in health 
facilities and elsewhere. The cost of a consultation 
or supplies associated with a contraceptive visit can 
also hinder access. In the 2013–2014 DHS, 57% of 
women using a modern method reported that they 
obtained their method in a private facility, usually 
a pharmacy, and this suggests that even though 
free or subsidized contraceptive services exist in 
the DRC, most women are not accessing this type 
of care.9 

Also, many women may find that the methods 
or services they need are unavailable at public 
or private facilities. In the 2014, 2015 and 2016 
Performance Monitoring and Accountability 2020 
surveys, one-fifth of public and private health 
facilities and pharmacies in Kinshasa that reported 
offering family planning services did not actually 
offer services on the day of the survey.69 The 2016 
survey showed that only half of facilities offering 
family planning had three or more methods 

Source: reference 5

Factors Contributing to 
Unsafe Abortion 

4
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available, and more than a quarter of those facili-
ties reported having had a stock-out of all methods 
except condoms in the previous three months. 

Despite challenges, there is evidence that the 
level of contraceptive use in Kinshasa may be on 
the rise. Although contraceptive uptake improved 
little between the 2007 DHS and the 2013–2014 
DHS,9 the 2017 Performance Monitoring and 
Accountability 2020 survey estimated that 41% of 
all women in the city were practicing some form of 
contraception and 22% were using modern meth-
ods.10 Among married women, the proportions 
were 47% and 27%, respectively. Unmet need in 
that year stood at 16% among all women and 25% 
among married women. 

Unintended pregnancy
Among women who do not wish to become preg-
nant, nonuse of contraceptives and contraceptive 
failure may result in mistimed or unwanted preg-
nancy. And faced with an unintended pregnancy, 
many women seek abortion or give birth to a child 
they had not planned for: Data from the DHS in 
2013–2014 indicate that women in Kinshasa had an 
average of 4.2 children but reported wanting  
3.6 children.9

There were approximately 563,100 pregnancies in 
Kinshasa in 2016, according to estimates from the 
2016 Kinshasa Abortion Study.5 Of these preg-
nancies, 61% were unintended (Table 4.1). These 
figures correspond to a pregnancy rate of 241 per 
1,000 women aged 15–49 and an unintended preg-
nancy rate of 147 per 1,000 women aged 15–49. 

Kinshasa’s unintended pregnancy rate of 147 per 
1,000 women aged 15–49 is high compared with 
the global rate (62 per 1,000 women aged 15–44 in 
2010–2014) and the rates for all developing coun-
tries (65) and Middle Africa (103).70 Across major 
cities in Sub-Saharan Africa, Kinshasa’s unintended 
pregnancy rate is higher than rates for same- or 
similar-aged women in Addis Ababa (123)34 and 
Kampala (132),35 and lower than the rate in Kigali 
(172).36 

Characteristics of women having  
an abortion
The characteristics of women in Kinshasa who 
choose to end an unwanted or mistimed preg-
nancy are reported by only a handful of studies, 
most of which are relatively old. According to a 
1984 study in Kinshasa of women presenting in 

TABLE

Selected measures of pregnancy and unintended pregnancy, 
Kinshasa, 20164.1

Measure Value

No. of pregnancies 563,064

Pregnancy rate (no. per 1,000 women aged 15–49) 241

No. of unintended pregnancies 343,085

Unintended pregnancy rate (no. per 1,000 women aged 15–49) 147

% of pregnancies that were unintended 61%

% of unintended pregnancies that ended in abortion 43%

NOTE Source: reference 5.	

university hospitals for “therapeutic abortion” or for 
complications related to abortion or miscarriage, 
the two groups of women most likely to have had 
an abortion were women younger than 20 who 
were unmarried, in school or poor, and who had 
had no more than two pregnancies; and women 
aged 20 and older who were married, educated 
and economically active.63 A 1990 survey of house-
holds in Kinshasa that explored women’s prior 
pregnancies, including those that were terminated, 
found that incidence of abortion rose with edu-
cational attainment, up to when women reached 
upper-level secondary schooling.21 Incidence of 
abortion was also higher among women employed 
in the “modern sector” than among their unem-
ployed or self-employed peers and higher among 
unmarried women than among married women. 
Belonging to certain religious and ethnic groups 
was positively or negatively associated with having 
had an abortion, depending on the specific group. 
A 2003 household survey exploring contraceptive 
use in Kinshasa found age to be associated with 
having had an abortion: Women aged 15–19 and 
45–49 were the age-groups most likely to report 
having terminated a pregnancy.24 A 2014 study of 
women presenting for emergency gynecologic and 
obstetric care found that abortion complications 
were twice as common among adolescent patients 
as among older patients.64 

Focusing on women presenting for postabortion 
care in the 2016 Kinshasa Abortion Study’s 
Prospective Morbidity Study, the odds that women 
possibly or definitely had an abortion (rather than 
a miscarriage) were more than 13 times as high 
among unmarried women as among those who 
were married (Table 4.2, page 22).6 Past experience 
with abortion was also associated with having 
possibly or definitely having had an abortion: 
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Women who had one or more prior abortions 
had double the odds of having postabortion care 
following an abortion (rather than a miscarriage), 
compared with women who reported no prior 
abortions. Finally, postabortion care patients from 
poor households had 42% higher odds of certainly 
or possibly having had an abortion, relative to 
nonpoor peers. 

Contextualizing abortion incidence
The choice to terminate a pregnancy is, of course, 
not solely dependent on women’s characteristics 
but is also influenced by a wide range of factors, 
including the legal, social and cultural context in 
which that decision is made. Previous research 
has shown that whether and how often abortion 
occurs in a given country is largely unrelated to its 
legal status.71 Rather, legal status predicts whether 
abortions are more likely to occur under safe or 
unsafe conditions. In settings such as Kinshasa, 
where abortion is highly restricted by law, all 
women who choose to terminate a pregnancy are 
at risk of experiencing an unsafe abortion.59 This 
risk may be especially high for those who lack the 
means to seek out and pay for safe services. 

Women’s status in society and their exposure to 
social harms also affect their need for and decision 
making around abortion. Because sexual activity 
and childbearing among unmarried women is 
stigmatized—particularly in traditional or conser-
vative societies, like those found in much of the 
DRC—unmarried women are at increased risk for 
seeking clandestine abortion and thus for experi-
encing complications.6,39 Violence against women 
is also a particularly important issue in this regard. 
According to research from the eastern part of the 
country, where political violence persists, women 
who have experienced sexual violence are at 
increased risk for unsafe abortion due to stigma 
associated with being a victim of sexual violence, 
which can result in castigation within formal health 
care services, and elevated motivation to terminate 
the pregnancy resulting from sexual violence.39 

In Kinshasa, where the kind of armed conflict seen 
in the east of the DRC has been less prevalent, 
there is little information on the association of 
pregnancy and experiences of violence. However, 
the 2016 Kinshasa Abortion Study’s Prospective 
Morbidity Study asked women receiving postabor-
tion care about their experiences with physical 
and sexual violence. More than one in five women 
(22%) reported ever having been hit, slapped, kicked 
or otherwise hurt physically by their husband or 

TABLE

Percentage distribution of postabortion care patients by char-
acteristic, and estimated odds ratios for associations between 
patients’ characteristics and whether their pregnancy loss was 
due to abortion or miscarriage, Kinshasa, 2016

4.2

NOTES *p<.05. **p<.01. †p<.10. ‡Five cases with reported pregnancy loss in the third trimester are included 
in this category. Notes: Based on data from 867 postabortion care patients. Unmarried category includes 
never-married (38%), cohabiting (18%) and separated/divorced (4%) women. Percentages calculated with 
weights. ref=reference category. Source: reference 6.

% distribution

Estimated odds ratio 
that pregnancy loss 

was possibly or  
definitely induced vs.  

a miscarriageCHARACTERISTIC

AGE

15–19 15.7 1.42

20–24 22.9 1.19

25–29 26.7 1.09

30–34 17.3 1.07

35–49 17.4 ref

MARITAL STATUS

Unmarried 59.5 13.59**

Married 40.5 ref

EDUCATION

Primary or less 13.2 1.11

Incomplete secondary 35.7 1.74

Completed secondary 35.5 1.50

Tertiary 15.7 ref

HOUSEHOLD POVERTY STATUS

Poor 40.4 1.42†

Nonpoor 59.6 ref

PREVIOUS ABORTIONS

0 72.9 ref

≥1 27.1 2.05*

GESTATIONAL AGE

 First trimester 80.9 ref

After first trimester‡ 19.1 0.75

TOTAL 100 —
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partner (Table 4.3, page 23).44 Among these women, 
more than one-third (34%) had experienced physical 
violence perpetrated by their partner during the 
pregnancy for which they were seeking postabor-
tion care. In fact, 37% of women who experienced 
violence during their pregnancy indicated that the 
violence contributed to a miscarriage, and 25% indi-
cated that it led to an unsafe abortion. In addition, 
17% of postabortion care patients reported ever 
having experienced forced sex, and 30% of these 
women reported that the pregnancy for which they 
were seeking care resulted from this forced sex. The 
perpetrator in those cases was most often a partner 
or spouse (81%). 

The findings on general experiences of violence in 
the 2016 Kinshasa Abortion Study are in line with 
data from the 2013–2014 DHS, which found 21% 
of women in the city experienced physical violence 
“sometimes or frequently” in the 12 months prior to 
the survey, and 16% of women had ever experi-
enced sexual violence.9 This underscores the impor-
tance of understanding women’s risk for violence 
and the circumstances leading them to opt for an 
abortion.

Experts’ opinions on reducing unsafe abor-
tion and its complications in the DRC 
In the 2016 Kinshasa Abortion Study, the key 
informants interviewed for the Health Professionals 
Survey and respondents surveyed in the Health 
Facilities Survey were asked for their opinions on 
various aspects of the provision of abortion and 
postabortion care. 

When asked the best ways to reduce unsafe 
abortion in the city and what measures should 
be prioritized, the vast majority (87%) of Health 
Professionals Survey key informants recommended 
improving information about and access to contra-
ception, and nearly half recommended publicizing 
the health risks of unsafe abortion.42 The majority 
(87%) disagreed that the law criminalizing abor-
tion should be enforced more strongly; rather, 
73% of key informants thought the law should be 
liberalized. 

Nearly all key informants felt that abortion should 
be legally allowed if the woman’s physical health 
is at risk.42 Some 64% of key informants thought 
abortion should be allowed in cases of severe fetal 
anomaly; 50% agreed with provision in cases of 
rape and 36% agreed with provision in cases of 
incest. Slightly fewer than a third (31%) thought 
abortion should be allowed if the pregnant woman 

TABLE

Percentage distribution of women receiving postabortion care, by 
measures of physical violence and forced sex, Kinshasa, 20164.3

MEASURE 

Physical violence* perpetrated by partner or spouse
% 

distribution

Ever experienced physical violence

Yes 22

No 78

Frequency of violence in last 12 months†

Always 3

Often 6

Occasionally 61

Never 30

Violence occurred during the pregnancy for which woman sought PAC†

Yes 34

No 36

Not reported 30

Change in level of violence compared with before the pregnancy‡

Decreased 37

No change 23

Increased/got worse 14

Does not know 26

Health-related outcomes due to physical violence‡,§,**

Miscarriage 37

 Abortion 25

 Pain 4

 Hemorrhage 4

Other 10

 None 18

Forced Sex

Ever experienced forced sex§

Yes 17

No 83

Pregnancy requiring PAC was the result of forced sex††

Yes 30

No 63

Does not know 7

Perpetrator §,‡‡

Partner/spouse 81

Law enforcement officer 10

Colleague, teacher/professor or unknown 9

TOTAL 100

NOTES *Being hit, slapped, kicked, or otherwise hurt physically by husband or partner. †Among the 180 
women who had ever experienced physical violence. ‡Among the 59 women who experienced physical 
violence during pregnancy. §Excludes women who did not respond. **Multiple responses permitted. 
††Among the 136 women who reported ever having experienced forced sex. ‡‡Among the 41 women who 
reported the pregnancy for which they sought PAC was the result of forced sex. Notes: Analyses based 
on 867 women receiving postabortion care, unless otherwise noted. Percentages calculated with weights. 
PAC=postabortion care. Source: reference 44. 
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is intellectually disabled or if her mental health is 
at risk (30%). Health Facilities Survey respondents’ 
views differed somewhat from those of the key 
informants. Four-fifths (81%) supported allowing 
legal abortion when the woman’s physical health is 
at risk, 54% thought abortion should be allowed in 
cases of severe fetal anomaly, while 36% thought 
it should be allowed for the purpose of preserving 
the woman’s mental health. A fifth of respondents 
thought that abortion should be allowed if the 
woman has an intellectual disability or if the preg-
nancy was the result of rape.72 Only 15% of health 
facility respondents thought that the abortion law 
should be changed to allow abortion under addi-
tional circumstances.

With respect to the provision of postabortion 
care, slightly more than half of the key informants 
(54%) thought that improving and developing 
infrastructure for such services would help reduce 
the consequences of unsafe abortion, and 45% of 
informants agreed that having a higher number of 
qualified providers would contribute to this goal.42 
Among respondents to the Health Facilities Survey, 
57% reported that services could be improved by 
strengthening technical capacity, 28% by greater 
availability of medication and supplies, 26% by 
improved and expanded infrastructure, and 15% by 
increasing the number of trained personnel.72 Only 
7% of respondents reported that they consider 
provision in their facilities to be adequate.
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Conclusions and 
Recommendations

5

In the face of great challenges, including more 
than two decades of armed conflict, the DRC’s 
recent progress on sexual and reproductive health 
is promising. The country’s commitment to legal 
reform that improves access to sexual and repro-
ductive health services, and its recognition of the 
importance of delaying marriage, improving access 
to education and empowering women will likely 
contribute to long-term positive change.32 

Even while steps are being taken to implement the 
Maputo Protocol and other recent policy reforms, 
many women in the DRC have an urgent need for 
sexual and reproductive health care, particularly 
contraceptive and postabortion care services. The 
2016 Kinshasa Abortion Study provides up-to-date, 
actionable data highlighting current needs. Of the 
roughly 563,100 pregnancies occurring in the city 
in 2016, 61% were unintended, ultimately resulting 
in an estimated 146,700 abortions.5 

Because of the highly restricted nature of abortion 
in the DRC, most abortions that occur in Kinshasa 
are unsafe. Many women experience complications, 
and a sizable share do not receive the medical care 
they require. As is true globally, the adverse health 
outcomes resulting from limited access to sexual 
and reproductive health services, including post-
abortion care services, in Kinshasa are inequitably 
borne by disadvantaged women, including those 
who are young and poor. 

The costs of failing to meet women’s needs for 
sexual and reproductive health services are high, 
both economically and in terms of maternal 
mortality and morbidity. Women, families and 
society at large are negatively affected. Fortunately, 
complications associated with unsafe abortion are 
almost totally preventable, as are the majority of 
unintended pregnancies that end in abortion, and 
steps must be taken to prevent both, as well as to 
improve existing services. 

Although no data are available on the health 
system costs of providing postabortion care 
in Kinshasa, based on data from other African 
country-level settings, they are likely significant. 
For example, in Nigeria, the annual health system 
costs of providing postabortion care in 2007 were 
estimated to be $19 million.73 Further, meeting 
all women’s needs for postabortion care would 
increase costs to the health system in Kinshasa 
beyond their current level. In Uganda, the total 
annual cost of providing postabortion care at doc-
umented levels in 2010 was estimated to be $13.9 
million, and satisfying all need for such care would 
have increased that cost to $20.8 million per year.74 
Likewise, in Rwanda, current care in 2012 was 
estimated at $1.7 million per year, and satisfying all 
need for such care would have increased costs to 
$2.5 million per year.75 

Recommendations
The following are recommendations for meeting 
the DRC’s health and development goals pertain-
ing to sexual and reproductive health, and for 
addressing the inequitable and adverse repro-
ductive health outcomes in the country currently. 
Implementation of these recommendations could 
go a long way toward reducing unintended preg-
nancy and unsafe abortion in Kinshasa and at the 
national level. 

Continue recent efforts to improve contracep-
tive access and uptake among women wanting 
to space or limit childbearing. There are many 
documented ways to increase access to and uptake 
of contraception and support continued use of 
contraception over time.76 However, improving 
service quality has been shown to be one of the 
most important factors for increasing contracep-
tive uptake.77–80 High-quality contraceptive service 
provision involves a range of factors, including 
ensuring that providers have needed skills and 
supportive, nonjudgmental attitudes, and estab-
lishing care that is responsive to the needs of 
particular populations, including young, poor, rural 
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and unmarried women. Offering all women their 
choice among a range of methods is also critical: 
A study of Demographic and Health Survey data 
from African, Asian and Latin American countries 
estimated that for every additional contraceptive 
method that is affordable and consistently in stock 
at health facilities that women in need of contra-
ception can easily access, the national contracep-
tive prevalence rate increases by 5–8 percentage 
points.81 Similarly, in a DRC study, the number of 
couple-years of protection provided by a health 
facility increased by almost eight for each addi-
tional contraceptive method they made available.82 

Demand-generating interventions are also import-
ant for alerting women to the availability and 
benefits of contraceptives. Mass media campaigns, 
one-on-one education sessions and use of cash 
transfers have all been shown to influence uptake.76 
In a 2010 study in Butembo, one of the largest cities 
in eastern DRC, teenage mothers had poor knowl-
edge of traditional and modern family planning 
options, yet nearly one in three study respondents 
requested to be taught how to use methods.83 

In addition to individual-level predictors of uptake, 
policymakers in the DRC must consider the influ-
ence of local and regional macroeconomic factors, 
conflicts and infrastructure (including transport 
routes) when striving to improve contraceptive 
access.84 The country is vast, and progress will be 
incremental. However, investment in expanding 
and improving contraceptive services will reduce 
the cost of postabortion care while also reducing 
costs associated with maternal and newborn health 
care—ultimately freeing up funds for further health 
systems investments.85,86

Transition to recommended methods for 
providing postabortion care. In Kinshasa, the 
postabortion care provided to women is not 
compliant with internationally established 
best practices. The World Health Organization 
recommends manual vacuum aspiration (MVA) 
for first-line management of incomplete abortion, 
and it recommends use of misoprostol if a trained 
provider is not available.87 Prophylactic antibiotics 
are recommended for all uncomplicated cases, 
and for pain relief, nonsteroidal anti-inflammatory 
drugs should be offered to all women and 
administered immediately if requested. The 
guidelines also strongly recommend providing 
contraceptive services to all postabortion care 
patients. 

Bringing service provision in Kinshasa in line with 
international standards will require strengthening 
the capacity of the health system, at both primary 
and secondary referral levels. In the meantime, 
postabortion care services can be improved incre-
mentally. Dilation and curettage requires highly 
skilled health professionals, sterilized equipment, 
an operating theater and significant patient care. 
Expenses to health facilities and patients could be 
minimized if less invasive, recommended uterine 
evacuation methods were used.88–90 Also, training 
nurses and midwives to safely provide both MVA 
and misoprostol for uncomplicated incomplete 
abortion would increase the pool of providers 
available to offer these recommended methods.91 
Although oversight from doctors (and sometimes 
specialists) is required for managing complicated 
cases, such as those involving infection and hem-
orrhage, trained midlevel health professionals can 
provide initial management of such cases.

Improve access to postabortion care services. 
Bringing postabortion care services in line with 
international guidance would greatly improve 
quality of care. However, ensuring access to care 
also requires quality services that are affordable 
and offered in close proximity to those who 
need them.92 Women in Kinshasa may face fewer 
geographical barriers to access than women 
outside the capital; however, according to the 2016 
Kinshasa Abortion Study, most postabortion care in 
Kinshasa is provided in private and NGO facilities, 
where services are likely more expensive than at 
public facilities. Even for women obtaining care 
in public facilities, there is evidence that under-
the-table fees for services may be commonplace.93 
Whether women go to private and NGO facilities 
or public facilities, they likely incur expenses, and, 
as has been shown elsewhere, women and their 
households may bear a sizable share of the direct 
costs of obtaining postabortion care.73 Women 
frequently pay out-of-pocket for some portion of 
abortion-related costs in countries where access to 
safe services is limited,73,74,94–96 and out-of-pocket 
costs are just one component of health service 
costs. Additional indirect costs may include lost 
productivity and wages, interference with chil-
dren’s education, and deterioration in economic 
circumstances at the individual and household 
level.97,98

Address gender inequality and violence against 
women. Interventions addressing gender inequal-
ity and women’s roles in the DRC would reap broad 
benefits, as women are major contributors to the 
well-being and prosperity of their families and 
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communities,99 provide vital income, and have a 
large influence on children’s health and educa-
tional attainment.97 Having ever experienced inti-
mate partner violence is associated with a number 
of poor physical and mental health outcomes.100,101 
In addition, survivors of sexual violence in the DRC 
report myriad health and psychosocial problems, 
including STIs and unwanted pregnancy.102 Taking 
steps to eliminate all forms of violence against 
women would go a long way toward improving 
women’s health, well-being and quality of life in 
Kinshasa and the DRC. Reducing gender disparities, 
supporting and empowering women, and address-
ing attitudes that devalue women have potential 
for great rewards, including improved sexual and 
reproductive health outcomes, a reduction in pov-
erty and a better outlook for future generations.

Expand access to safe abortion by combatting 
stigma and implementing Maputo Protocol pro-
visions. Changing the highly restrictive legal status 
of abortion would substantially improve health 
outcomes in Kinshasa by making abortion safer 
and more accessible. Women’s health advocates in 
the DRC have long worked toward legalization of 
abortion, including by publicly calling for decrim-
inalization and recently pushing for publication 
of the Maputo Protocol.63,103 In the 2016 Kinshasa 
Abortion Study (which was fielded prior to publica-
tion of the protocol), substantial proportions of key 
informants and health facilities administrators were 
in support of liberalizing the country’s penal code, 
although they did not always agree on the condi-
tions under which abortion should be allowed. 

Globally, sociocultural opposition to abortion has 
been identified as a barrier that not only prevents 
women from seeking care but also prevents provid-
ers from offering it.104–107 Combatting the impact of 
abortion-related stigma will be integral to imple-
menting the provisions of the Maputo Protocol. 
This will require sensitizing health care providers, 
communities, policymakers and other stakeholders. 
Values clarification and attitude transformation 
(VCAT) workshops may be a valuable resource, as 
these types of workshops engage participants “in a 
process of self-examination with the goal of trans-
forming abortion-related attitudes and behaviors 
in a direction supportive of women seeking abor-
tion.”108 An assessment of pre- and postworkshop 
surveys from VCAT workshops in Asia, Africa and 
Latin America between 2006 and 2011 revealed 
improvements in participant knowledge, attitudes 
and intended behaviors related to abortion care; 
the largest impact was identified among workshop 

participants who had the least knowledge and the 
most negative attitudes about abortion at the start. 

Evidence of the impact of liberalizing countries’ 
abortion laws in other settings may also help to 
convince local health care workers and policy-
makers of the value of expanding access under 
the protocol. In South Africa, the proportion of 
maternal mortality attributed to unsafe abortion 
in the country dropped by 91% in the four years 
following an expansion in the legal indications for 
abortion.109 That said, access to safe services does 
not occur overnight. Training and equipping health 
professionals to provide safe abortion services, 
and educating the population regarding access to 
services takes time. Improvements in postabortion 
care will continue to be needed, even as safe abor-
tion services are expanded. Ethiopia changed its 
highly restrictive abortion law in 2005, and public 
education about abortion availability is still ongo-
ing. An evaluation of changes after legal reform 
found that between 2008 and 2014, there was a 
more than 39% increase in the estimated annual 
number of women presenting for legal abortion.110 
There were concurrent increases in the share of 
abortion procedures performed using medication 
abortion, the proportion of abortion care provided 
by midlevel health workers and the proportion of 
patients receiving postabortion contraception. At 
the same time, the country experienced a more 
than doubling of the estimated number of women 
presenting for postabortion care, potentially due 
to a combination of reduced stigma and increased 
access to postabortion care services.

Conduct more research on sexual and reproduc-
tive health, including on abortion among adoles-
cents. Additional research would be beneficial in 
understanding the shortfalls of sexual and repro-
ductive health policies, services and practices in the 
DRC. The DRC’s national sexual and reproductive 
health strategy includes establishing youth centers 
that offer youth- and adolescent-specific reproduc-
tive health services.111 Research on the sexual and 
reproductive health of adolescents—including on 
abortion among this age-group—would contribute 
to these efforts and is imperative to deepen the 
knowledge base pertaining to adolescents, espe-
cially as Kinshasa is a youthful city. 

There is also a need for data on current costs to the 
DRC health care system of offering postabortion 
care. The likely high costs of postabortion care may 
provide extra incentive for policymakers to quicken 
the pace of implementing the Maputo Protocol. 
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Further, as implementation of the protocol 
proceeds in the country, research on the impact 
of steps taken to improve access to safe abortion 
services would be beneficial within and outside of 
the DRC. There are little or no data on adolescent 
access to or experiences of abortion in the DRC, 
and efforts to track increased access for young 
women and adolescents would help to fill this 
specific information gap. 

Continuing progress
More than 30 years ago, researchers in the DRC 
posited that the costs of unsafe abortion in the 
country were high, and they called for improving 
access to contraception and liberalizing the coun-
try’s abortion law as two strategies for addressing 
the public health problem.63 Recommendations 
for the country are surprisingly similar today. There 
is a need to improve infrastructure and access to 
high-quality health services generally, but there is 
a particular need for will and commitment, both 

politically and socially, to invest in and improve 
sexual and reproductive health services. To address 
high levels of morbidity and mortality among 
women in the country, immediate attention is 
required. Steps should be taken to combat  
abortion-related stigma and to implement the 
Maputo Protocol as quickly and efficiently as 
possible. In addition, improvements to existing 
contraceptive and postabortion care services 
will contribute to attaining the Sustainable 
Development Goals, reducing unmet need for 
contraception and maternal mortality, as well as 
achieving other objectives.112 

Recent developments in sexual and reproductive 
health policy in the DRC have created an oppor-
tunity to realize change that will benefit women, 
families, communities and, ultimately, the country 
as a whole. The momentum must be maintained if 
these benefits are to become a reality.
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