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ABSTRACT

Induced abortions are common in Ghana yet the decision-making process
for induced abortion is insufficiently documented. This study therefore examined
decision-making process for induced abortion in the Accra metropolis using the
Health Belief Model. The study design was retrospective and cross sectional
based. Data collection methods were quantitative and qualitative. Questionnaire
and interview guides were used to obtain data from 401 and 30 women
respectively who had abortion between January and December, 2010, in the Accra
metropolis. Quantitative data were analyzed using SPSS version 16 and STATA
version 8, while qualitative data were manually analyzed.

The study found that, women of various profiles make different abortion
decisions with justifications based on peculiar situations during pregnancy. Legal
restriction, cost, safety and privacy influenced choice of place and method for
abortion. In making abortion decisions, women collaborated with people who
influenced the decision-making process. First time pregnancies were mostly
aborted regardless of gestational ages and partners’ consent. Pressure from
partners, circumstances surrounding onset of pregnancy, reproductive intentions
and institutional sanctions of pregnant women were push factors for abortion.

The study concluded that a decision on abortion is a process that is not
always an expression of a woman’s own choice, hence recommended policies to
support pregnant women in school/apprenticeships to have their babies if they so
desire without any hindrances. A further research with respondents’ partners was

also recommended to compare abortion decision-making among men in Ghana.
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CHAPTER ONE

INTRODUCTION

Background to the Study

Every year, about 205 million women worldwide become pregnant and
nearly one in five (40-50 million) choose to terminate the pregnancy for various
reasons. This figure corresponds to approximately 125,000 abortions per day of
which close to 20 million are estimated to be unsafe (Ahman & Shah, 2002;
2004).

The global abortion rate was stable between 2003 and 2008, with rates of
29 and 28 abortions per 1000 women aged 15-44 years, respectively, following a
period of decline from 35 abortions per 1000 women in 1995. The average annual
percentage change in the abortion rate was about 2.4 percent between 1995 and
2003 and 0-3 percent between 2003 and 2008. Worldwide, about 49 percent of
abortions were unsafe in 2008, compared to 44 percent in 1995 and it is estimated
that about one in five pregnancies ended in abortion in 2008. The abortion rate
was lower in sub-regions where more women live under liberal abortion laws
(Guttmacher Institute, 2012).

In African countries such as Uganda, induced abortion is common despite
the restrictive abortion laws. About 300,000 induced abortions occur annually
among women aged 15-49 and a large proportion of these women require
treatment for post-abortion complications (Singh, Prada, Mirembe & Kiggundu,

2005). The decision-making process for induced abortion has been a major social



and public health problem globally for decades. For many women, the occurrence
of a pregnancy is the first time that they have to deal with a decision about their
health and future plans (WHO, 2006).

In 1994, at the International Conference on Population and Development
(ICPD) in Cairo, governments agreed that in countries where induced abortion is
legal, it should be safe. Governments later reaffirmed and built on this consensus
at three global conferences such as the 1995 Fourth World Conference on Women
(FWCW) in Beijing, the five-year review of ICPD in 1999 (ICPD+5) and the
five-year review of FWCW in 2000. In ICPD+5, governments reiterated that in
circumstances where abortion is not against national laws, health systems have an
obligation to train and equip health-service providers to ensure that adequate
decisions are made for accessibility of safe induced abortion services by women
(Sai, 2004). Addressing the growing incidence of induced abortion globally and in
sub-Saharan Africa where induced abortion has become a public health problem
(Population Council, 1988), requires a better understanding of the complexities
of abortion decision-making since it has links with the profile of women seeking
induced abortion services.

There appears to have been heated debates that have made some countries
to either shift grounds by permitting induced abortion, made modifications in their
abortion laws or remain indifferent (Hord & Wolf, 2004). In some countries,
people have simply agreed on health grounds to let a woman in consultation with
her physician and/or significant others to make decisions about whether to have

abortion or not (WHO, 2004; PNDC Law 102, 1985). Despite these



developments, World Health Organization (2006) reported that information on
decision-making for induced abortion is inadequate particularly in developing
countries where clandestine induced abortions remain a challenge to public health
efforts.

In Ghana for instance, decision-making for induced abortion has been
reported as a dynamic and complex process (Ahiadeke, 2001). Although factors
such as maternal health, prevailing socio-demographic and economic situations,
cultural norms and values regarding pregnancy and childbirth may be relevant,
these alone do not explain abortion decision-making processes (Blanc & Grey,
2002). Studies conducted by Campbell and Lees (2000); Odoi-Agyarko (2003);
Yeboah (2003); Quality Health Partners and Ghana Health Service (2005) have
shown that, in some Ghanaian communities, women and their partners having
challenges with unwanted pregnancies, opted for induced abortion. Nevertheless,
decision-making for induced abortion is done secretly because the Ghanaian
society frowns on induced abortion particularly when it relates to young and
married women (Ghana Health Service, 2007). This study therefore investigates

the decision-making process for induced abortion in the Accra metropolis.

Statement of the Problem

Epidemiologically, the 20 million unsafe induced abortions that occur
every year in the world are done by people lacking the requisite skills, or in
environments lacking minimum medical standards or both (Guttmacher Institute,

2012). The estimated figure in Africa is about 6.4 million (Grimes, Benson,



Singh, Romero, Ganatra & Okonofua, 2006). Although data on induced abortion
trends are important indicators of decision-making to improve maternal health,
global estimates of induced abortion have only reported statistics on 1995 and
2008 to reflect the consequences of decisions that individuals make on induced
abortion (WHO, 2012).

According to the Ghana Health Service (2007). incidences of induced

abortion in Ghana are common and the unsafe abortion practices constitute about
35 percent of maternal deaths. Although induced abortions generally occur in
every Ghanaian society, there are few studies conducted to investigate issues
relating to the decision-making process for abortion. Previous abortion studies
were generally limited to reviewing records of hospital admission cases (Adanu &
Tweneboah, 2004; Olukoya, 2004).
There are several stakeholders, each with conflicting rights, who must be
considered and whose rights must be balanced well to arrive at a description of
the nature of decision-making on induced abortion in Ghana. First, the right to life
of the product of conception (foetus), secondly, the right of human beings
carrying the foetus (the mother), thirdly, the rights of the father to the product of
conception (normally totally ignored) and fourthly, the rights and responsibilities
of parents to decide on induced abortion for their pregnant children (Moore,
Jagwe-Wadda & Bankole, 2004).

Sena, (2006) argued that the sociological dimensions of induced abortion
decision-making processes in Ghana are not well understood probably because

existing data on induced abortions, come mainly from hospital records, and most



often do not adequately capture the decision-making process for an induced
abortion for public health interventions. Consequently, issues underlying abortion
decision-making, the stakeholders involved and their roles in arriving at a final
decision for an induced abortion, issues relating to choice of place and methods
for induced abortion have not been fully explored to unearth what women
undergo when deciding on abortion in Ghana. This is a research gap, which the

current study attempts to fill.

Research Questions
The following research questions were raised to guide the study:
1. What were the profiles of women who sought induced abortion in the Accra
metropolis?
2. What factors informed women’s decision to terminate a pregnancy?
3. Who were the collaborators in decision-making for induced abortion?
4. What factors influenced the choice of place for an induced abortion in the
Accra metropolis?
5. What factors influenced the choice of method for an induced abortion in the

Accra metropolis?

Objectives of the Study
The main objective of this study was to assess the decision-making processes for
induced abortion in the Accra metropolis, Ghana. The specific objectives were to:

1. Examine the profile of women seeking induced abortion services;



2. Discuss the factors that influenced abortion decision-making processes;

3. Analyze the factors that influenced choice of place for an induced
abortion, and

4. Assess the key collaborators involved in induced abortion decision-

making.

Hypotheses of the Study
The hypotheses of the study were:
1. There is no significant association between the educational status of a
pregnant woman and her choice of place for an induced abortion.
2. There is no significant association between occupation of a pregnant
woman and the gestation period at which a pregnancy is terminated.
3. There is no significant association between marital status of a pregnant

woman and partner’s consent for a decision on an induced abortion.

Justification of the Study

Various advocates over the last two decades have expressed the need for
an assessment of why women decide to have induced abortions in Ghana and the
processes involved in arriving at a decision for an induced abortion particularly at
the community level. This advocacy call was with a view to understanding the
complexities of decision-making processes of having induced abortion to inform

public debate, policy and programmes (Ghana Health Service, 2007).



According to Adanu and Tweneboah, (2004) previous abortion studies that
attempted to respond to this call based their discussions on hospital admission
data and were quite speculative due to the lack of comprehensive documentations
of abortion records, which has a major challenge with accuracy and validity of
institutional data. In this regard, data gathered from health facilities for previous
abortion studies had limitations of incompleteness, inaccuracy and most often
reflected the experiences of only those women who suffered abortion related
complications and not others who had a safe termination using various options.

Few hospital-based abortion studies went further to include questions on
previous abortions and the reason(s) for the current abortion, but had limitations
to establish the myriad of issues at the community level that informed the decision
at the time of having an induced abortion (Ghana Health Service, 2007; Yeboah,
2003).

Henry and Fayorsey (2002), who attempted to do a qualitative study on
induced abortion within Ga Mashie, a suburb of Accra in Ghana, observed that
most girls think induced abortion is morally wrong, but cited practical reasons
why it was acceptable for a girl to have abortion. There were, however, limited
information on the decision-making process particularly about preferred methods
of abortion, choice of facility for the abortion and the financial implications. It
was from this background that this study became very necessary and relevant
because, it took primary data from women who have already done an abortion
not only in hospitals so as to compare findings of previous abortion studies that

explored induced abortion decision-making in the Accra metropolis, Ghana.



Chapter Organization

The study is organized in seven chapters. Chapter One is the introduction
which covers background to the study. problem statement, research questions,
study objectives, research hypothesis, rationale of the study, and chapter
organization. Chapter Two reviews relevant literature (empirical and theoretical)
in relation to the study and adapts a conceptual framework to guide the study.

Chapter Three is in four parts. The physical, demographic, socio-cultural
and economic characteristics of the Accra metropolis are presented in the first part
of Chapter Three. The second part of Chapter Three focuses on methodological
issues such as the study design, data sources, study population, sample size and
sampling. The third part of Chapter Three is based on ethical considerations
relating to studies of this kind that involves using human subjects. The fourth part
of Chapter Three describes the preparations for the fieldwork such as orientation
of field assistance, pretesting research instruments and validation of data, whilst
the rest of the fourth part of Chapter Three looks at experiences from the field and
data analysis to set the pace for discussion of results.

The profile of respondents, including their background characteristics such
as age, education, marital status, number of living children, religious affiliation,
occupation and their decisions for induced abortion are presented in the first part
of Chapter Four. The rest of the Chapter describes the experiences of respondents
concerning their initial reactions at the time the pregnancy occurred, history of
previous abortions, circumstances surrounding onset of the pregnancy, reasons for

abortion and gestation period of the pregnancy at termination.



Chapter Five examines the collaborators involved in the decision making
process for an induced abortion with specific focus on characteristics of persons
responsible for the pregnancy terminated, person(s) first informed about
pregnancy when it occurred and consenting to the abortion. The ultimate concern
is whether the respondents involved other people in the decision making process
for their abortions or not. Where other persons were involved, the study
investigated the identity of these people, the reasons for and the extent of the
involvement of such persons in the decision making process.

Chapter Six presents findings on the decision made and factors considered
by respondents in choosing a place for abortion. The chapter also looks at how
respondents heard about the place of abortion, the abortion methods/options
available, cost of the abortion services and the various options/abortion methods
available to women on arrival at the designated places of choice for an abortion.

Chapter Seven concludes the study with summary of key findings,
conclusions, contribution to knowledge, policy and programme implications,

recommendations and suggested related areas for future abortion research.



CHAPTER TWO

REVIEW OF RELATED LITERATURE

Introduction

This chapter consists of three main sections. The first section reviews
empirical literature about studies that had been done on decision-making for
induced abortion, methodologies used, key findings and recommendations. It also
reviews technical papers presented at various fora globally and in Ghana. The
second section reviews a number of theories and models that had been advanced
to explain human behaviours and decision-making processes relevant to this
study. This section also discusses the strengths and weaknesses of each theory,
model or approach and its relevance to decision making for induced abortion. The

third section presents the conceptual framework for the study.

Empirical Literature

Globally, various studies have been conducted looking at different aspects
of induced abortion in the past (United Nations Population Fund, 2006). The
review of empirical literature focused on the following subheadings to guide the
study: profile of abortion seekers, factors influencing abortion decision-making,
collaborators involved in abortion decision-making, factors influencing choice of
place for an induced abortion and situational analysis of induced abortion in

Ghana.
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Profile of Abortion Seekers

Globally, women with varying profiles make decisions for induced
abortions every year. About 18 percent of these women are usually young
unmarried women and in their 20s and 30s (WHO 2012). According to United
Nations Population Fund (2006) the age, educational, occupational, religious and
marital status of women could affect decisions to abort unplanned or unintended
pregnancies.

A community based abortion study in India involving 250 respondents in
the year 2001, observed that about 6 percent of young abortion-seekers were
unmarried (Ganatra & Hive 2002). Facility-based studies report higher
percentages, ranging from 15 percent to 90 percent of all adolescent or young
abortion-seekers (Ganatra 2000). Other studies in Manipur that focused on
women seeking to terminate their first pregnancies found that, 76 percent of the
women were nulliparous, aged 14-19 years (Trikha, 2001) and 90 percent were
unmarried (Devi & Akoijam, 2007).

Aras, Pai and Jain, (1987) observed in Mumbai, Maharashtra, that about
59 percent of unmarried adolescents sought second trimester abortion compared
to about 26 percent of married adolescents. Even in rural areas, as many as 72
percent of unmarried abortion seekers, mostly adolescents, delayed seeking
services until the second trimester, compared to 43 percent of married abortion
seekers (Chhabra, Gupte, Mehta & Shande 1988). Evidence from another

community-based study in Pune district suggests that large numbers of unmarried
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young women terminated pregnancies resulting from non-consensual sex (Ganatra
& Hive 2002).

In a Southern European study conducted by Font-Ribera, Pérez, Salvador
and Borrell, (2007), to describe socio-economic inequalities of unintended
pregnancy in abortion decision-making in Barcelona, Spain, it was indicated that
unintended pregnancies accounted for 41 percent of the total pregnancies. Out of
these pregnancies 60 percent ended in induced abortion. From all pregnancies
reported, the proportion of induced abortion reached 25.6 percent among women
with university education. Women with primary level education were 7.22 times
more likely to have induced abortions compared to women with other educational
backgrounds. A similar pattern was also observed among women of lower socio-
economic profiles compared to those in the upper socio-economic class.

A study conducted [on 148 women seeking induced abortion from doctors
in Malaysia] to explore the influence of socioeconomic, ethnic, religious, and
educational factors on the practice of induced abortion in Malaysia indicated that
out of 148 women seeking induced abortion from doctors in Malaysia, 135 of the
women were married; 13 were unmarried. About 22 percent of the women did not
complete primary education, 51 percent of the women completed primary
education, and 26.3 percent completed secondary education. About 30 percent of
the women were from rural areas, and the remaining 10 percent of women lived in
towns and suburbs. Almost 62.2 percent of the women were housewives, 29.7
percent were unskilled workers, and 8.1 percent were skilled workers. About 107

of the respondents were Buddhist, thirty-one were Muslims, four were Hindus,
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two were Catholics, two were Protestants, and two were free thinkers (Chia-Sze-
Foong, 1982).

In Africa, a similar study was conducted in south-western Nigeria with
1876 women using a prospective hospital-based approach and a questionnaire to
understand the characteristics of abortion seekers. The results show that about 60
percent of the respondents were between the ages of 15 and 24 years, of which
adolescents between the ages of 15 and 19 years constituted 23.7 percent. Most
(63.2%) of the respondents were unmarried, but married women also constituted a
significant proportion (30.2%) of the abortion seekers. Students were the single
highest group, while the predominant economic activity (26.7%) was trading
(Oye-Adeniran, Adewole & Fapohunda, 2004). Another study in South Africa
that examined the epidemiological relevance of age to incomplete abortion
observed that women over 30 years (65.5%) were significantly less likely than
those between 21 — 30 years (75.2%) or under 21 years (76.4%) to have induced
abortion (Jewkes, Rees, Dickson, Brown & Levin, 2005).

Other studies by Population Council, (1996) in Nigeria indicated that
respondents with tertiary education were four times more likely to report an
induced abortion, followed by those with secondary level education who were two
times more likely to report an induced abortion relative to those without
education. Similarly, professional women (teachers and biomedics) who were
often better educated were more likely to report an abortion than unemployed
women. Divorced, widowed and unmarried women were most likely to report

having had an induced abortion among the marriage category (Nana, Fomulu &
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Mbu, 2005). The profiles of abortion seekers suggest that various factors

influence abortion decision-making processes globally.

Factors Influencing Abortion Decision-making

The factors influencing abortion decision-making globally are diverse
hence; different reasons were given for an induced abortion (WHO, 2012).
Generally reported, the pregnancy is unplanned or unwanted at the time it
occurred (Singh & Sedgh, 2001; Oye-Adeniran, 2004). According to Bankole,
Singh and Haas (1998), some of the most common factors influencing abortion
decisions include: postponing childbearing to a more suitable time or to focus
energies and resources on existing children, being unable to afford a child in
terms of the direct costs of raising a child, the loss of income while pregnant, lack
of support from the father, inability to afford additional children, desire to provide
schooling for existing children, disruption of one's own education, relationship
problems with a partner, the perception of being too young to have a child,
unemployment, failed contraception, as well as aborting pregnancies resulting
from out of wedlock sex to protect a family’s name and/or one’s own integrity.

Medico-legal factors such as threat of a pregnancy to a woman’s life;
gross foetal abnormality, baby’s sex, not willing to carry a pregnancy resulting
from rape or incest as well as disputed paternity of pregnancy have also been
identified as factors influencing abortion decision-making (Buga, 2002; Mirembe,
2005). An additional factor (societal pressure) is becoming a primary reason for

induced abortion as cited in over a third of reported reasons for induced abortion
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in India and china (Uwaezuoke, Uzochukwu & Nwagbo, 2004). This observation
in India and china was also due to preference for children of a specific sex,
disapproval of single or early motherhood, stigmatization of people with
disabilities or efforts toward population control (such as China's one-child policy),
which sometimes result in compulsory abortion (Finer, Frohwirth, Dauphinee,
Singh & Moore, 2005). Another study done in India revealed that although
official records in India reports contraceptive failure and risk to mother’s health as
the leading reasons given for seeking abortion, preference for sons is becoming
widespread resulting to second trimester sex-selective abortions (Santhya &
Shalini, 2004).

Further specific abortion studies on married women indicates that induced
abortion is a major solution to unintended pregnancies in marriage although
considerations of a woman’s age, occupation, family, educational background,
parity, number of living children and history of domestic violence are of
significant concern (Kaye, Mirembe & Bantebya, 2005). Research in other
settings has found that partner denials of responsibility are a main reason for
married women terminating a pregnancy (Bankole, Sedgh, Oye-Adeniran,
Adewole, Hussain & Singh, 2008). In another study, partner participation in the
abortion decision-making was to implement their wishes (Bennet, 2001). One
study in Nigeria found that nearly 20 percent of women inducing abortions did so
due to problems with the male partner. When the male partner was not involved

or he had not consented to the abortion, the women were less likely to terminate
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the pregnancy prior to eleven weeks gestation or go to a professional health care
provider (Bankole, et. al., 2008).

In Madhya Pradesh, women reported the achievement of desired family
size as the reason in 41 percent of attempted abortions, and the need for spacing in
30 percent of abortion attempts. A few recent studies indicate that risk to
women’s health is also a relatively common reason for seeking abortion. In the
same study, women reported health reasons in 22 percent of attempted abortions.
The not-so-commonly-reported reasons for seeking abortion include contraceptive
failure (<5%), pregnancies occurring soon after marriage (6%) or occurring
outside of marriage (8%) or foetal abnormalities (5%) (Santhya & Shalini, 2004).

In Sweden, an abortion decision-making study conducted among 25
teenage women using in-depth interviews 3-4 weeks post abortion at different
periods in 2003, 2005 and 2007, found that, women aged 16-20 had the most
abortions because of unplanned pregnancy although the abortion decision was
difficult and accompanied by mixed emotions (Ekstrand, Tydén , Darj & Larsson
2007). In other studies, deferring childbirth and limiting family size were 85.8
percent of the reasons for abortion. There was no significant difference between
women deferring childbirth and women limiting family size when comparing the
racial, religious characteristics, the period of amenorrhea, occupation, and marital
status (Chia-Sze-Foong, 182).

Studies by Ganatra (2000) and Dalvie (2008) have compared factors
influencing abortion decisions of married and unmarried young women focusing

on the timing of abortion highlighted that the unmarried are more vulnerable than
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the married when making abortion decisions. This finding indicates that factors
that influence women decisions for induced abortion reflect acts of desperations.
Histo-pathological reports from some Nigerian fertility hospitals in 2003
confirming this finding indicated that most married women seeking induced
abortion services were not after all pregnant at the time of decision-making for
abortion (Ekanem, Etuk, Udoma & Ekanem, 2003).

The literature reviewed show that a decision for an induced abortion is
complex and specific to a woman taking into account her own needs, a sense of
responsibility to her partner, existing children and the potential child as well as
contributions of significant others including the society in which a woman finds
herself when a pregnancy occurs. These require some collaboration when making

abortion decisions.

Collaborators Involved in Abortion Decision-making

At a first glance, it may seem like the decision-making process for an
induced abortion solely relies on the pregnant woman yet, social norms and
pressures from male partners, family members, and significant others strongly
influence an abortion decision (Gipson & Hindin, 2008). Making a decision to
terminate a pregnancy is therefore a very difficult one and each situation is
different (Guttmacher Institute, 2012). Although the decision to have an abortion
is extremely personal, many questions are answered and many emotions are
expressed, which require reliable and accurate information as well as the required

financial and emotional support compelling some women to collaborate with
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various people to make an abortion decision and to have the decision
implemented (WHO, 2004).

Hull and Hoffer (2010) traced women collaborations with health workers
on abortion decision-making processes from the nineteenth century forward, and
found that, midwives most often managed pregnancy and related issues including
induced abortion. Women started to lose power in the nineteenth century when
the profession of medicine rose in public regard. The shift in control over
pregnancy from sympathetic midwives to male physicians occurred as doctors
asserted both medical and moral authority over pregnancy and abortion under the
guise of protecting women from poorly trained abortionists. Women’s desire to
safely terminate unwanted pregnancy and the professional responsibility of health
workers have been cited as basis of the need for collaboration with health workers
to induce abortion, although it has also been noted that desperations of some
abortion seekers and misinformation had resulted in collaborating with quarks
during abortion decision-making (Ipas, 2001).

The question of whether a minor should collaborate to terminate a
pregnancy without parental consent has been one of the most contentious issues in
abortion decision-making (Ipas, 2001). In a study by Henshaw and Kost (1992) to
determine parental involvement in minors' abortion decisions, it was noted that
out of 1,500 unmarried minors who had an induced abortion in the United States
about 61 percent of the respondents said that one or both of their parents (usually
the mother) knew about the abortion. About 75 percent of respondents informed

their mothers of the pregnancy. Only 26 percent of the respondents said their
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father knew about the abortion. Furthermore, 57 percent of the mothers who knew
about their daughters' pregnancy did not tell their fathers. Majority of the parents
supported their daughters’ decision to have an abortion.

Among the minors whose parents found out without being told by the
minor, 18 percent said their parents forced them to have an abortion and 6 percent
reported physical violence, being forced to leave home or damage to their parents'
health. Minors who did not tell their parents were aged 16 or 17 and employed.
The minors' most common reasons for not telling their parents were wanting to
preserve their relationship with their parents and wanting to protect the parents
from stress and conflict. Of those who did not tell their parents, 30 percent had
experienced violence in their family, feared that violence would occur or were
afraid of ejection from home. Among minors, whose parents were unaware of the
pregnancy, some consulted someone other than clinic staff about the abortion (i.e.
boyfriend (89%), an adult (52%) or a professional (22%).

According to Coleman and Nelson, (1999), abortion decisions have a
potentially meaningful effect on the lives of men. In their study of 1,387 college
students, it was observed that both men and women generally believe men have
the right to be involved in abortion decisions.

In sub-Saharan Africa, males are recognized as heads of households and
principal decision-makers on fertility (Dodoo & Frost, 2008). In African
countries which exhibit a male-dominant culture, men control most of the
financial resources hence they play a critical role in the decision-making for a

health care if the need arises. In such situations, women are in vulnerable
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situations that makes it difficult for them to exercise autonomy in decision-
making including issues relating to abortion (Singh, Prada, Mirembe & Kiggundu,
2005).

In a study to examine men's role as collaborators in decision-making to
determining women's access to a safer abortion and post-abortion care, 61 women
aged 18-60 and 21 men aged 20-50 from Kampala and Mbarara in Uganda were
used. The study found that most men believed that if a woman is having an
abortion, it must be because she is pregnant with another man's child. This
confirms why some men will take keen interest in the decision-making process for
an abortion by their female partners and decide where it must be done (Moore,
Jagwe-Wadda & Bankole 2004). A woman may therefore decide to hide a
pregnancy from a male partner for a variety of reasons including fear of
accusations of infidelity and discordant fertility preferences with her partner (Hill,
Tawiah-Agyemang, Kirkwood, 2009; Schuster, 2005). Nondisclosure of the
termination of pregnancy by women in separate studies conducted in Nigeria and
Ghana recorded as high as 40 percent in Nigeria and 18 percent in Ghana

(Bankole, Sedgh, Oye-Adeniran, Adewole, Hussain & Singh, 2008).

Factors Influencing Choice of Place for an Abortion

The decision to choose abortion as an alternative to continuing a
pregnancy is often a difficult choice. It is also an issue that most women do not
talk about openly, hence, choosing a place for quality care may be challenging to

women since not all abortion providers advertise publicly (WHO, 2004).
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Consequently, access to abortion services remain limited for the vast majority of
women in developing countries where there is no ready access to information on
health choices and women do not have the power to make health decision
independently and implement them (UNFPA,1999).

Studies conducted in the United States have documented that women find
medical abortion acceptable, hence, would choose it again if they needed to
terminate another pregnancy or would recommend a place where such abortion
methods are offered to their friends (Winikoff ,1995). Women’s choice of place
for an abortion method was not related to demographic characteristics, prior
experience with abortion or level of comfort with the decision to have an abortion
(Wiebe, 1997).

In a synthesis report exploring why women continue to seek and receive
abortion services from unqualified providers, even in countries with liberalized
abortion laws, it was noted that many factors such as: the lack of awareness of
legality of abortion services, limited access to services, poor quality of services,
cost of service, gender roles and norms, influenced decisions on choice of place
for an abortion. Another study in a legally restrictive abortion environment
(Kenya) showed that, a woman’s economic status determined the choice of place
and methods for an abortion (Santhya & Shalini, 2004). Similar findings were
also observed in Maputo, Mozambique (Baker & Khasiani, 1992). In urban
Mozambique, women are highly motivated to find early pregnancy termination
techniques that they deem socially and clinically low-risk. Consequently about 96

percent of women reported comfort with home management and satisfaction with
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all methods of abortion even if initial methods fail and pain medications are not
given (Mitchell, Kwizera, Usta, & Gebreselassie, 2006).

Decisions on place for an abortion was also noted in another study to have
been influenced by limited awareness of locations of abortion services, limited
involvement in abortion-related decision-making, fear of stigma and preference
for confidentiality rather than safe services, and that these compelled many to
travel long distances to obtain abortion from particular places sometimes from
unqualified providers (Ganatra, 2000). The availability of abortion service was
observed in a study of Nigeria, to have influenced choice of place for an abortion.
Friends, through word of mouth, introduced about 35.5 percent of women seeking
abortion services to abortion providers (Oye-Adeniran, Adewole, Umoh &

Fapohunda, 2004).

Induced Abortion in Ghana

In Ghana, induced abortion remains a major public health problem despite
apparent liberalization of the abortion law since 1985 (Morhee & Morhee, 2006).
Because data to quantify the incidence of induced abortion are scarce, existing
data on induced abortions in Ghana come mainly from hospital records, which are
unreliable due to poor record-keeping and inaccurate classification of abortions
(Ahiadeke, 2001). Nevertheless, various issues (e.g. legal, medical, social and

economic) inform decision-making processes for induced abortion in Ghana

(Ghana Health Service, 2007).
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Ghana has a legal and policy framework that regulates decision-making
for induced abortion. The Ghanaian abortion law (Law No. 102 of 22 February,
1985) dates back to 1960 and was modified in 1985. The law, prior to 1985, and
placed under the Criminal Code of 1960 (Act 29, sections 58-59 and 67), stated
that, induced abortion was prohibited unless the pregnancy endangered a
woman'’s life. Consequently, anyone providing or self-inducing an abortion when
arrested, could be fined and/or imprisoned to serve a 5-year maximum jail term.
The abortion law was amended in 1985 (Appendix D). The Ministry of Health,
Ghana Health Service and its partners in 2003 revised the National Reproductive
Health Policy to incorporate the provision of comprehensive abortion care as
permitted by law within health facilities in Ghana (Quansah-Asare, 2008).

Despite the liberal abortion laws, the abortion statistics in Ghana is not too
different from what pertains in other African countries. Ghana has seen an
increasing trend of induced abortions in recent times. Sixteen thousand-one-
hundred and eighty-two (16,182) girls and young women were reported as having
had abortion in 2011 as against 10,785 in 2010 and 8,717 in 2009. This implies,
about 15/100 pregnancies end up in induced abortions in Ghana (MOH, 2012).
Over fifty-three (53) different abortion methods (e.g. combinations of pills,
injections, herbal preparations mixed with alcoholic, sweet drinks, dilation and
curettage) are commonly used in Ghana (Ghana Health Service, 2007).

The decision-making process for induced abortion is insufficiently
documented and poorly understood in Ghana (Ahiadeke, 2001). Despite this

challenge, available evidence from institutional records indicates that unintended
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pregnancies are more frequent in young, poor, and/or unmarried women. The data
further indicate that the proportion of pregnancies that end in induced abortion
increases substantially with levels of education from 2 percent among women
with no education to 17 percent among women with secondary level education or
higher. Similar patterns are also observed among wealth quintiles (Ghana Health
Service, 2007).

The Ghana Adolescent Health and Development Programme report,
(2006) indicated that, about 216 cases of abortion involving girls aged 10 to 14
were recorded in 2009; 331 cases in 2010 and 582 in 2011. In the case of girls 15
to 19 years of age, 5,525 abortion cases were recorded in 2009; 6,679 in 2010 and
7,800 in 2011. The report further indicated that for young women aged 20 to 24
years, 7,800 abortion cases were recorded in 2011; 6,679 in 2010 and 5,525 in
2009 (Ministry of Health, 2012).

Data from a larger survey comprising 18,301 women aged 15-49 years
from the 10 regions of Ghana provided some more empirical evidence on the
extent of induced abortion decision-making particularly in Ghana. The study
indicated that about 19 induced abortions per 100 pregnancies or 27 induced
abortions per every 100 live births occurs in Ghana, and these estimates might just
be the tip of the iceberg. About 60 percent of the women who had an induced
abortion were younger than 30 years of which 36 percent were nulliparous. Less
than 12 percent of the respondents sought an abortion service from a physician

indicating a large proportion of the abortions were sought outside a medical
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facility. Nearly half of the respondents had self-induced abortions or sought
services from pharmacists (Ahiadeke, 2001).

In Ghana, few health care facilities however offer abortion services due to
the sensitive nature of abortion in Ghana. Although those that offer abortion
services often do not publicly advertise these services, abortion seekers get to
know of them through word of mouth. Consequently, little is known about the
cost components (i.e. financial, time, and societal) of abortion in Ghana (Sedgh,
2009). There are a few community-based studies on factors influencing decision-
making process for induced abortion in Ghana. However, data from hospital
studies on analysis of abortion-related complications presented by women
admitted in Ghanaian hospitals indicate that immediate explanation that most
abortion seekers often give for having an induced abortion is that the pregnancy

was unplanned or unwanted (Srofenyoh & Lassey, 2003).

A study of maternal heath in Ghana found that among the sample of
women with an induced abortion in the preceding five years, 57% went to a
physician, 16% went to a pharmacist, 10% had no assistance, 9% were aided by a
friend or relative, and 4% went to a traditional practitioner. Three percent of
women sought the assistance of a nurse/midwife. It was not known whether the
nurse/midwives were trained in safe abortion care, as they are in many countries
in the developing world. About 38% of the women went to a private hospital or
clinic for the abortion whilst 30% induced the abortion at home. Only 15% went
to a government hospital or clinic for an abortion. The choice of abortion method

differed among these women. About 40% received a dilation and curettage

25



(D&C), 16% took tablets, 6% specified taking Cytotec tablets (misoprostol; used
for medical abortion), and 12% had manual vacuum aspiration (Ghana Statistical
Service, Ghana Health Service, & Macro International, 2009).

In July 2008, The Population Council conducted a study exclusively on
the profile of abortion seekers in Ghana and their decision-making processes to
provide baseline information that will inform institutions providing abortion in the
design and implementation of client-oriented services to reduce maternal
mortality in the Greater Accra Region. The results indicate that clients seeking
abortion care in Ghana are mostly young adults of ages ranging from 14 to 41 and
a mean of 25 years.

The distribution by age group shows that the 20-24 year age group alone
accounted for 41 percent of these clients while those aged between 14 and 19
years made up 18 percent. The clients who patronized abortion services were
quite well educated. About 37% had had middle or junior secondary school
education while about a third had received senior secondary or higher level
education. About (36%) and (23%) of the clients were traders and public servants
respectively. Those in professional, technical, administrative and clerical
occupations accounted for 10 percent while the unemployed and students made up
16 percent and 12 percent of the study sample respectively. Almost a quarter
(24%) of the clients lived with their husbands. The rest were mostly living with
their sisters (17.8%), mothers (10.3%), both parents (10.3%) or other relatives
such as children, aunties, uncles and in-laws (15.1%). In terms of obstetric history

and personal abortion experiences, about 32 percent of the clients indicated that,
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the first pregnancy they ever had was the one terminated. About 93 percent of the
clients indicated that the current pregnancy was the result of their willing sexual
encounters.

A qualitative study conducted by Henry and Fayorsey (2002) involving
13—19-year-old females in Ga Mashie District, Accra, who had experienced at
least one unintended pregnancy found that, most girls used clinics and hospitals
for their abortions (23 of the terminated pregnancies were clinic abortions and
five were herbal). In the same study, all the respondents said that their first
pregnancies and most of the subsequent ones were unplanned. Twenty-three (23)
out of 49 pregnancies reported were aborted in order to delay childbearing or
space birth intervals. Although respondents indicated that induced abortion was
morally wrong, the abortion decisions were taken mainly to avoid community
sanctions, shame associated with pre-marital childbearing and to ensure that their

conditions of living improved before making babies.

Another research on abortion in Ghana conducted by Alliance for
Reproductive Health Rights, Ipas and Marie Stopes International (2008) showed
that knowledge of a woman who has had an abortion was higher in urban
settlements (41%) than in rural areas (38%). Self-reported cases of abortion were
however at about the same level for rural (18%) and urban (17%) dwellers.
Analysis of the age at first abortion from the viewpoint of both males and females
reveals that about two out of five of those reporting an abortion took that line of
action for the first time when the pregnant woman was aged 15-19 years. A

similar number also indicated the age of the pregnant woman at her first abortion
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to be 20-24 years. The import of this analysis is that before age 25, at least one in
10 of most females would have aborted unwanted pregnancy.

In a community survey, it was evident that women who were self-
employed had more incidence of abortion than the unemployed did. The majority
of the women (65%) worked outside their homes, and almost half of them were
self-employed (Ahiadeke, 2001). This is an indication that the incidence of
induced abortion could cut across all professional or occupational backgrounds
and consequently on income levels among women. This observation defeats the
general perception that unemployed women had higher incidence of abortion than
those employed in Ghana. Adanu and others therefore recommended that for
effective intervention, programmes to reduce induced abortion should focus on
women with low economic standing (Adanu et.al. 2005).

In terms of collaboration for an induced abortion, Gbagbo (2006) observed
that, the general situation in Ghana is such that once a woman becomes pregnant,
her body no longer becomes hers. Many at this stage are at the mercy of health
workers, family members, sexual partners and/or significant others who influence
the decision to have an induced abortion irrespective of any limitations. Research
on household decision-making in Ghana, including women’s health care decision-
making, has shown that women who have more household decision-making
power, or are socio-economically empowered are more likely to decide on their
reproductive intentions (Crissman, Adanu & Harlow, 2012). These highlighted

the fact that abortion is a means for some women to exert some control over their

fertility (Guttmacher Institute, 2012).
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Yeboah, (2003) observed that, where abortion services are available, they
usually are not tailored to women’s social circumstances and individual needs to
help in providing adequate information to make an informed decision for an
induced abortion. In some cases, health providers may provide an abortion only in
exchange for high fees and other favours (Ahiadeke, 2001). This phenomenon
has been documented as one of the reasons why women collaborate with
unscrupulous people for induced abortion amidst grave implications for the
woman, her future reproductive intentions, career pursuits, her children, family
and the entire community in which she belongs (Brookman-Amissah, 2004).

In Ghana, issues about informed consent in making induced abortion
decisions have critically been debated considering various scenarios (Ghana
Health Service, 2005). Lithur, (2004) however argues that women seeking
abortion do not require consent from anybody since there is no mention of
husband's/partner’s consent in the Ghanaian abortion law. The abortion act thus,
permits a woman to take unilateral decisions without necessarily involving the
sexual partner since she is the one directly involved and immediately affected by
the pregnancy. Although the consent of the husband/partner may be obtained as
good clinical practice, husband's/partner’s objection however, is not legally valid
to oppose an abortion in Ghana (Tellefsen, 1996; GHS, 2003).

Relationship problems have been cited as a reason for induced abortion
without partner consent in Ghana (Bankole, Singh & Haas, 1998). Because
consenting to an induced abortion is becoming predominantly the prerogative of

pregnant women, it appears legally, men are now being excluded from actively
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participating in abortion decision-making processes by their partners. However, in
the event that a woman’s consent cannot be readily obtained, then such consent
could be given on her behalf by her next of kin or person standing in as her
parent. Such consent as stated in the Abortion Act (section 14) should be an
‘informed consent and should be given by a female of sound mind and at least
sixteen years of age’. This legal provision raises the question whether the law
allows parents of pregnant minors a veto over the decision to have abortion and
whether clinics or practitioners should inform or notify parents of such minors
who require abortion (Turkson, 2006; Bleek, 1981). Although it may make social
sense for pregnant women to collaborate when seeking an induced abortion, the
Ghanaian abortion law explicitly indicates that in all cases, the pregnant woman
must give her consent, and thus, while women may decide on an induced
abortion, men may not.

The literature reviewed shows that, issues relating to induced abortion
decision-making appeared highly philosophical and multi-faceted. The secular
debates over decision-making for induced abortion have not changed much over
the years but simply grown in volume and intensity. Previous abortion studies
have not clearly indicated the stage-by-stage process involved in abortion
decision-making. The issues raised by critiques of abortion laws are complicated
and require high intellectual capabilities to understand and interpret. Limitations
observed from the empirical literature reviewed suggest an inadequacy of

community based studies on abortion in Ghana. This study will therefore

contribute to knowledge on abortion.
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Theoretical Literature

According to Grolier Incorporated (1985), research theories are based on
assumptions, accepted principles, and rules of procedure devised to analyze,
predict, or explain the nature or behaviour of a specified set of phenomena. Such
knowledge or system is distinguished from experiment or practice by abstract
reasoning, broad speculation, hypothesis or supposition. The theoretical literature

reviewed therefore include: Health Belief Model, Theory of Reasoned Action and

Theory of Planned Behaviour.

Health Belief Model

The Health Belief Model (HBM) is one of the oldest social cognitive,
health behaviour change and psychological models developed in the 1950s by
Hochbaum, Rosenstock and Kegels who were then working in the U.S. Public
Health Services to explain and predict health behaviours of people (Mullen,
Hersey & Iverson, 1987; Conner & Norman, 1996). Originally, the HBM focused
on attitudes and beliefs of people in response to failure of free tuberculosis
screening programme. The model assumes that a person’s view or perceived
threat of a disease is influenced by their perceived susceptibility to the disease and
how they perceive the severity or seriousness of the disease. Cues for action from
the media, health professionals, family and significant others, also influence the
perceived threat as do the person’s demographic status. As well, perceived

benefits of seeking treatment and perceived barriers to treatment influence self-

efficacy for taking an action (Figure 1).
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Figure 1: The Health Belief Model

Source: Rosenstock, Hochbaum and Kegels (1950)

Rosenstock (1974) modified the original model based on which Becker
(1978) furthered the model in the 1970s and 1980s. Subsequent amendments to
the model were made in late 1988 to accommodate evolving evidence generated
in public health about the role that knowledge and perceptions play in personal
responsibility relating to health behaviours (Glanz, Lewis & Rimer 2002). Since
then, the HBM has been adapted to explore a variety of long and short-term health

seeking behaviours, including sexual and reproductive health seeking behaviours

(Ogden, 2007).
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The Modified Health Belief Model assumes two types of beliefs that
influence people’s preventive actions. These beliefs relate the readiness to take an
action and beliefs to modifying factors that facilitate or inhibit actions. The
variables that are used to measure readiness to take an action include perceived
susceptibility to illness (i.e. having an unwanted pregnancy and the perceived
challenges/risk of carrying the pregnancy to term). Benefits, (i.e. the perceived
advantages of action), and barriers (i.e. the perceived costs or constraints of the
specific action), are the main modifying variables (Abraham & Sheeran, 2005).
An addition to the HBM is the concept of self-efficacy, or one's confidence in the
ability to perform an action successfully. A measure of value for health and an
added concept, ‘cues to action’, activate that readiness to stimulate an overt
behaviour (Rosenstock, 1974; Becker, 1978).

According to Abraham and Sheeran, (2005), the HBM is different from
other models in that there are no strict guidelines as to how the different variables
predict health-seeking behaviours. The HBM proposes that, the independent
variables in the model are likely to contribute to the prediction of a health seeking
behaviour. This has been successfully used in predicting a variety of behaviours
including risky sexual behaviours, (Basen-Engquist & Parcel, 1992; Hingson,
Strunin, Berlin & Heeren, 1990); exercising, eating sweets, fried foods and
smoking (Mullen, Hersey & Iverson, 1987); driving while intoxicated (Beck,
1981); as well as sunbathing and sunscreen use (Keesling & Friedman,1987).

The main criticism of the Health Belief Model is that this model is too

flexible and lacks structure at the individual and interpersonal levels. The model
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assumed people think and behave in logical and rational ways, but this depends
greatly on the individual’s background. The amount of control an individual
perceives to have, has a great effect on self-efficacy. Most often people having
health related problems do not always follow specific stages and often are not
rational thinkers during such situations (Conner & Norman, 1996). The flexibility
of the Health Belief Model however, makes it adaptable to predicting a variety of

health seeking behaviours including decision-making for induced abortion.

Theory of Reasoned Action

Fishbein and Ajzen (1975) developed the Theory of Reasoned Action
(TRA) purposely for prediction of behavioural intention, spanning predictions of
attitude and predictions of behaviour. The subsequent separation of behavioural
intention from behaviour allows for explanation of limiting factors on attitudinal
influence (Ajzen, 1985). This theory was derived from previous research that
started out as the theory of attitude, which led to the study of human attitudes and
behaviours. The theory was, “born largely out of frustration with traditional
attitude-behaviour research, much of which found weak correlations between
attitude measures and performance of volitional behaviours” (Hale, Householder,
& Greene, 2003).

The components of TRA are three general constructs: (i.e. behavioural
intention (BI), attitude (A), and subjective norm (SN)). TRA suggests that a
person's behavioural intention depends on the person's attitude about the

behaviour and subjective norms (Bl = A + SN). According to Ajzen and Fishbein,
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(1975), behavioural intention measures a person's relative strength of intention to
perform behaviour. The attitude towards behaviour therefore consists of beliefs
about the consequences of performing the behaviour multiplied by valuation of
these consequences. The subjective norm is a combination of perceived
expectations from relevant individuals or groups along with intentions to comply
with these expectations.

Simplifying the definitions, a person's voluntary behaviour is predicted by
the attitude towards that behaviour and how individuals think other people would
see them if they performed the behaviour. Fishbein and Ajzen, (1975), further
indicated that a person’s attitude, combined with subjective norms, forms his/her
behavioural intention although the attitudes and norms are not weighted equally in
predicting the behaviour. Miller (2005) was of the view that depending on an
individual’s situation, these factors might have very different effects on
behavioural intentions; thus, a weight is associated with each of these factors in
the predictive formula of the theory. For example, one might be the kind of person
who cares little for what others think about his/her behaviour. If this were the

case, then the subjective norms would carry little weight in predicting one’s

behaviour.

According to Hale, Householder and Greene (2003), the TRA has been
adapted in numerous studies across many areas including dieting (Ajzen &
Fishbein, 1980), using condoms (Greene, Hale & Rubin, 1997) and consuming
genetically engineered foods (Sparks, Shepherd & Frewer, 1995). Using this

model, there must be distinction between a goal intention and a behavioural
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intention. Additionally, the presence of choice may dramatically change the
nature of the intention formation process and the role of intentions in the

performance of behaviour hence, there are times when one intends to do

something but does another (Figure 2).
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Figure 2: Theory of Reasoned Action

Source: Ajzen, 1980

Sheppard, Hartwick and Warshaw (1988) criticized this theory and
proposed that for certain situations in life, a behavioural intention will predict the
performance of any voluntary act, unless intentions change prior to performance
or unless the intention measure does not correspond to the behavioural criterion in
terms of action, target, context, time-frame and/or specificity. Sheppard et.al

(1988) further criticized the theory that it had two limiting conditions (i.e. (1) the
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use of attitudes and subjective norms to predict intentions and (2) the use of
intentions to predict the performance of a behaviour).

Earlier, Bentler and Speckart, (1979) were of the view that such
behaviours are excluded because their performance might not be voluntary or
because engaging in the behaviours might not involve a conscious decision on the
part of the individual taking the decision. Based on these criticisms, Ajzen in1985
revised and expanded the 1980 TRA flow model to express a conceptual model
that accounts for actual behavioural control. A criticism of the Modified Theory
of Reasoned Action is that, the theory’s explanatory scope excludes a wide range
of behaviours such as those that are spontaneous, impulsive or habitual (Hale,

Householder & Greene ,2003).

Theory of Planned Behaviour

Based on the various criticisms, Ajzen further expanded the Theory of
Reasoned Action, formulating the Theory of Planned Behaviour (TPB), which
emphasizes the role of intention in behaviour performance and cover situations in
which a person is not in control of all factors affecting the actual performance of
behaviour. The TPB states that ‘the incidence of an actual behaviour performance
is proportional to the amount of control an individual possesses over the
behaviour and the strength of the individual’s intention in performing the
behaviour’ (Ajzen, 1985, 1988; Ajzen & Madden, 1986; Schifter & Ajzen, 1985;
Miller, 2005). Ajzen (1988), further hypothesizes that self-efficacy is important in

determining the strength of an individual’s intention to perform a behaviour.

37



According to this theory, people perform certain actions because they
form an intention to carry out the action. On the contrary, Conner and Sparks,
(1996) believe that human intentions are a function of three determinants (i.e.
beliefs, salient referents and perceived behavioural control). Thus, the attitude
towards the behaviour is determined by the person’s evaluation of the outcomes
associated with the behaviour. The more positively the person evaluates the
outcomes and believes that the behaviour will achieve these outcomes then the

more likely it is that the person will perform the behaviour (Figure 3).
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Figure 3 : Theory of Planned Behaviour

Source : Ajzen, 1988

In Figure 3, behavioural beliefs link the behaviour to certain outcomes.

For example, a person may believe that terminating unplanned pregnancy (the
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behaviour) leads to concealing premarital sex, hence preventing disgrace (the
outcome). The salient referents are individuals or groups that an individual
believes will approve or disapprove of performing the behaviour. The important
referents often include the person’s parents, spouse, partner, close friend, co-
workers and, in some cases, people such as their doctors, lawyers, among others.
The perceived behavioural controls refer to the perceived ease or difficulty of
performing the behaviour. The greater a person’s perceived behavioural control,
the stronger the intention to perform the behaviour. Thus, if one considers that
he/she has the resources (e.g. time, money, transport, knowledge) to have an
abortion, then he/she may be more likely to make a decision to have an abortion.
Each of the three determinants of planned behaviour: behavioural beliefs,
salient referents and perceived behavioural control contributes to the strength of a
person’s intention to perform a behaviour. This is just because a person forming
an intention to perform behaviour does not invariably mean that he/she will
actually perform the behaviour. Additionally, the length of time that passes
between forming an intention to perform a behaviour and the actual time when the
behaviour is to be performed is potentially influential. If the duration between
intention and timing of the behaviour is short then it is more likely that the
behaviour will be performed. However, if the duration is long then other factors
may intervene that might cause an individual to reconsider and reshape his/her
attitude towards the behaviour. Factors likely to influence/reshape human

behaviours such as abortion decision making in recent time are usually grounded

in moral theories.
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Conceptual Framework

The conceptual framework for the study is an adaptation of the Health
Belief Model because of the flexibility of its adaptation for decision-making on
various health issues. As observed by Carlson, Kacman and Wadsworth (2002)
this conceptual framework integrates variables relevant to decision-making
processes of induced abortion that impact directly on the research questions and
links the variables being investigated to meet the study objectives. In adapting the
Health Belief Model as the conceptual framework, some specific areas of the
original Health Belief Model were modified to focus on women and abortion
decision-making.

This conceptual framework has three decision-making points (perceptions
and modifying factors on abortion, assessment and likelihood for having induced
abortion). The modification included introducing additional variables such as
modifying factors that influence women’s perceptions on induced abortion. The
demographic variables were specifically background characteristics of abortion
seekers, which include age, marital status, religion, educational background and
number of living children. The socio-psychological variables included a woman’s
prior knowledge of abortion and/or contacts for induced abortion. Structural

variables were not relevant to this study, hence were omitted from the conceptual

framework (Figure 4).
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Figure 4: Conceptual Framework (Adapted Health Belief Model)
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The issue of social and medico-legal pressure was considered under the
concept of perceived seriousness of carrying an unwanted/unplanned pregnancy
to term. Concerns about an individual’s carrier development, reproductive
intentions at the time of pregnancy, affordability, accessibility and availability of
abortion services and the recommended abortion methods were considered under
the concept of perceived susceptibility to abortion. The concept of cues to action
focused on respondents’ initial reactions to a pregnancy, information on methods
and places of abortion.

The concept of assessment was expanded to reflect benefits, barriers and
threats associated with abortion. In this regard, specific issues such as safety, self-
efficacy, partner consent, cost of abortion and collaborators were considered.
Collaborators for abortion introduced in the conceptual framework were
broadened to reflect sources of information about place and methods of abortion
and the support that women receive from significant others. A concept of self-
efficacy was used to describe women’s capabilities to induced abortion without
collaborating with anybody during abortion decision-making and implementation
stages of the decision.

Each of the decision-making points has concepts based on variables that
relate and influence the various aspects of the decision-making process for
induced abortion. The first abortion decision-making point (perception and
g factors on abortion) indicates that, induced abortion decisions occur

modifyin

within the context of individual background characteristic and prevailing

conditions in which the individual finds herself at the time a pregnancy occurs. In
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relation to this, an abortion decision-making process becomes multifaceted and
involves the consideration of women’s background characteristics, their perceived
seriousness of the potential dangers of keeping an unwanted or unplanned
pregnancy, susceptibility to abortion, collaboration with available support systems
and an evaluation of a woman’s self-efficacy, which leads to a second decision-
making point of assessment. At this point, a cost benefit analysis is done on the
need/benefits of induced abortion and overcoming barriers to abortion.

Concerns about privacy of abortion, safety, cost, accessibility, effective
abortion methods and women’s limitations of control on some issues necessitate
collaborations for induced abortion. By so doing gender and power relations with
respect to negotiation, consenting and approval for an abortion drives the pregnant
woman to collaborate with some key people closer and/or distant to her who have
means of contributing to implementing the abortion decision.

The abortion decision at this point is no longer personal, since a pregnant
woman would have to consider the perceived seriousness of carrying a pregnancy,
and then seek help for an abortion. In doing this, a reflection on circumstances
surrounding the onset of a pregnancy and the persons responsible for the
pregnancy leads to an initial reaction towards the pregnancy, which compels the
pregnant woman to do a cost/benefit analysis of keeping a pregnancy bearing in
mind the implications to her health, life ambitions, social, economic and religious
status. Where a desire for an abortion is paramount and necessary support
available, perceived barriers or threats to having an induced abortion is overcome

to pave way for likely implementation of an abortion decision.
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The decision-making points identified in the conceptual framework have
some ethical issues that the Ghanaian society perceives as legal and/or moral,
which moves away from absolute standard of judgment to social standards (Jones,
1991). However, these ethical issues relate to individual’s interpretation of a
problem (an intended pregnancy) and an ethical decision-making process to have
such a pregnancy terminated because it is unwanted. The optimal happiness that
induced abortion later brings to a woman informed the adaptation and use of this
conceptual framework.

Making an ethical decision for an induced abortion in the framework also
identified issues of medico-legal and moral arguments relating to the
circumstances surrounding the onset of a pregnancy (i.e. rape/ defilement/ incest,
accidental/failed contraceptive, testing fertility, extra-marital affairs, as well as
consented sexual affairs) and the person responsible for the pregnancy. A
cost/benefit analysis of keeping a pregnancy focusing on the health implications,
religious implications, socio-economic implications, expectations about future
(school/work/goals) and situational changes influences an individual’s desire for
an abortion.

Table 1 presents at a glance, how the concepts identified in the conceptual
framework are operationalised to reflect the processes that women undergo, when

an unwanted pregnancy occurs and decisions they make for an induced abortion.
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Table 1: Operationalizing the Conceptual Framework

Concept

Relating concept to

Pregnancy

Application to induced

abortion

1. Perceived
Susceptibility to

abortion

2. Perceived
Seriousness of
unwanted or

Unplanned

pregnancy

3. Benefits for

having abortion

Women believe, for a
pregnancy to be wanted it

must be planned

Women believe that the
consequences of carrying
unplanned/unwanted
pregnancy are significant
enough to try to prevent a

pregnancy occurring.

Women believe that
deciding on induced
abortion when unwanted
pregnancy occurs would
enable them achieve their

life ambitions.

Women believe the pregnancy

was unwanted hence abortion

Women believe that they cannot
bear the consequences of
carrying unplanned or unwanted
pregnancy hence take decisions
to have an induced abortion

when pregnant

Women believe that
collaborating with significant
others on abortion decisions will
yield beneficial results such as
financial support, education on
place and methods as well as

contacts for safe abortion.
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Table 1 continued.

4, Barriers to

abortion

5. Collaborations

for abortion

6. Self-Efficacy

7. Likelihood of

having abortion

Women identify challenges
associated with abortion
(i.e. accessibility and
affordability of abortion as
well as risks of abortion

related complications

Women receive support
from significant others in
the form of money,
information on abortion
providers and abortion

methods

Women confident to decide
on pregnancy outcome
without anybody’s consent,

limitations/delay.

Women think the
pregnancy was unplanned

or unwanted

Women identify their personal
challenges to have an abortion
(i.e. legal implications, cost of
services, safety, privacy and
confidentiality) and explore
ways to eliminate or reduce

these challenges for action.

Women receive reminder cues
for action in the form of
insistence on abortion by a
partner, medical advice, referrals

by Drs/nurses.

Women have enough money,
autonomy, courage and adequate
information on place of abortion

and opt for an abortion method

Fear of health, social, economic
carrier/educational implications

if pregnancy is not terminated.

Source: Author’s construct, 2013
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The conceptual framework is quite flexible and therefore could be used to
study different sexual and reproductive health decision-making processes. It has
comparative advantage over other frameworks since it introduces the involvement
of collaborators during abortion decision-making processes thereby elaborating on
the effect of societal influences on individuals’ decision-making for an induced
abortion. This conceptual framework however has the following limitations:

1. Despite the flexibility of adaptations of this conceptual framework, it does
not entirely address the effect of societal influences on individuals’ abortion
decisions as well as other related sexual and reproductive health decision-making
processes. For instance, the concept of self-efficacy is too broad and may not be
very useful for all analysis.

2. Additionally, it is not clear how an intrinsic factor such as gestational
period of a pregnancy will affect decision-making for an induced abortion

regardless of societal influences.

3. Finally, the perceived severity/need for an abortion as well as perceived
barriers is very subjective and difficult to measure since what one individual may
perceive, based on her background, as a severe need or a barrier for an induced

abortion, may be differently perceived by another with even similar background

characteristics.
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CHAPTER THREE

RESEARCH METHODOLOGY

Introduction

This chapter presents methodological issues relating to the study. The
chapter outlines the philosophy underpinning this study, the study area, research
design, methods of data collection, study population, sample size, sampling,
research instruments used, pretesting of the research instruments, data analysis
and ethical considerations relating to using human subjects in social science

research.

Philosophical Underpinnings of the Research

The study was guided by the philosophy of utilitarianism. Utilitarianism
has been an old philosophy of thought among Chinese and Greeks. The utilitarian
doctrine originated in the 18" century when Shaftesbury and Hutcheson tried to
find a natural foundation for moral motivation of spontaneous benevolence that
people feel for others. In the 19* century, English philosophers and economists,
Jeremy Bentham and John Stuart Mill promoted utilitarianism indicating that an
action is right if it tends to promote happiness and wrong if it tends to produce the
reverse of happiness not just the happiness of the performer of an action but also
that of everyone affected by it.

According to Mill (2012), in Utilitarianism, to make a moral decision, a

person must treat the choice as a “utility”. Using the utilitarian theory, an
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individual must ask himself or herself, “what would provide the greatest good for
the greatest number of people?” According to Mills (2012), the principle of
utility states that, an action is right if it produces as much or more of an increase
in happiness of all affected by it than any alternative action, and wrong if it does
not. Its basis is the idea that pleasure and happiness are intrinsically valuable, that
pain and suffering are intrinsically invaluable, and that anything else has value
only in its causing happiness or preventing suffering. To distinguish it from
intrinsic value, this latter Kind of value is given the name "instrumental” (or, less
commonly, "extrinsic") value, and represents value (usefulness) as means to an
end.

Clearly, a person who confesses to live according to the utilitarian moral
theory must weigh all decisions on the outcome of a choice and how much overall
happiness it will cause. From the utilitarian philosophical standpoint in this study,
pregnancy termination at any gestational period is a decision or choice that one
makes in life for a particular reason at the time. This decision or choice
presumably is expected to result into an overall happiness for the pregnant woman
and/or significant others that she collaborated with in making the abortion
decision at the time.

A criticism of the utilitarian philosophy is that, the issues informing
decision making on life choices seem very dangerous to some people because it
leaves the “door” open for subjective interpretation of happiness. How does one
really know what will make others happy? Is not a person only really interested

in his/her own happiness? Indeed, the decision for an induced abortion from the
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utilitarianism point of view will amount to what will bring the ultimate happiness
to the one mostly affected by a pregnancy. In this regard, the happiness that an
abortion might bring may not favour the pregnant woman but rather the sexual
partner and/or significant others. Hence, these people will pressurize a woman to
have an abortion for their own selfish ambitions. This brings to the fore various
justifications and logic that relates profiles of women and induced abortion
decision-making to understand the reality of issues that will answer fundamental
questions about what influences a woman’s decision for an induced abortion, the
collaborators involved in the decision making process, the choice of place and

method for the abortion within the study area.

Study Area

This study was conducted within the Accra metropolis. According to the
Ghana Statistical Service (2010), the Accra metropolis is the most densely
populated urban metropolis in Ghana with an estimated total population of about
2,242,505. Women in reproductive age constitute about 841,533 of this
population. There are many ethnic groups with approximately 44 spoken
languages in the metropolis. The Akan language (Twi) is the most commonly
spoken languages and trading is the main economic activity among people living
in the Accra metropolis.

Geographically, the Accra metropolis is sub-divided into eleven sub-
metros. Each of these sub-metros is treated as an administrative district because of

their population sizes and complexity of the sub-metro health systems. The Accra
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metropolis is bordered by four sub-districts: Ga East, Ga West and Ga South on
the west, Ledzokuku-Krowor sub-district on the east and Tema metropolis on the
north. The Gulf of Guinea forms the coastline of the metropolis on the south

(Figure 5).
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Figure 5: Administrative Map of the Accra metropolis, Ghana.
Source: University of Cape Coast, Department of Geography & Regional

Planning. Geographic Information Systems Laboratory (2013)
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The Accra metropolis has four hundred and eighty-one (481) health

facilities registered with the Ministry of Health (Table 2)

Table 2: Profile of Registered Health Facilities in Accra metropolis

Type of health facility Numb
umbers

Government hospitals: (Achimota, La, Princess Marie Louise 4

Children’s and Ridge hospitals)

Polyclinics: (Mamobi, Kaneshie, Adabraka, Dansoman, Ussher 7

Fort, Korle-Bu and Mamprobi polyclinics)

Quasi-government hospitals: (37 Military, Police, Trust and 4

University hospitals)

Private hospitals
49
Private Clini
rivate Clinics 270
Company clinics
pany cli 39
Private maternity homes
79
NGO/ Mission hospitals 29
Total 481

Source: Ministry of Health, 2010
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The Ghana Health Service with support from an ‘anonymous donor’ in
2006 initiated the Reducing Maternal Mortality and Morbidity (R3M) project to
prevent abortion related deaths and illness in the Accra metropolis. As one of the
key project deliverables, there is a well-coordinated referral and data collection
system for comprehensive abortion care services in selected health facilities,
which makes abortion data collection more feasible in the Accra metropolis
(Ghana Health Service, 2007). The key induced abortion providers who were
collaborated with in the Accra metropolis for this study are: Marie Stopes
International Ghana, BlueStar HealthCare Network, La and Ridge Hospitals.

Marie Stopes International Ghana (MSIG) is a non-governmental
multinational organization in over 45 countries worldwide. In Ghana, MSIG was
established in September, 2006, and is committed to upholding the fundamental
rights of individuals and couples to decide freely and without coercion the number
and spacing of their children and the right to obtain both the information and
means to do so. In support of this goal, MSIG’s mission is to ensure the
individuals fundamental human right to have “children by choice not chance.”
MSIG has one clinic in the Accra metropolis (Kokomlemle) that provides wide
range of sexual and reproductive health services including comprehensive
abortion care services as permitted by Law.

BlueStar HealthCare is one of the affiliates of Marie Stopes International
Ghana as per the partnership agreement in quality reproductive health service
delivery. It is a network of private hospitals, Pharmacies and chemical shops.

Established in 2007 in Ghana, BlueStar, Franchise private medical practitioners
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and pharmacies e.g. doctors, midwives, nurses, pharmacists and licensed chemical
sellers within their own private facilities in a partial franchise fashion to provide
sexual and reproductive health information and services within their communities.
The pharmacists and licensed chemical sellers in this health care network serve as
a first point of call in the community from which abortion seekers are referred to
accredited health facilities for safe abortion services. By geographical spread of
BlueStar Franchisees, over 80% of franchised clinics are located in the Accra
Metropolis (Marie Stopes International Ghana, 2006).

Ridge and La Hospitals are both government hospitals in the Accra
metropolis. Both hospitals are adequately resourced and their capacities built to
provide comprehensive abortion services within the full extent as permitted by the
abortion laws of Ghana (GHS, 2011).

Ridge is the regional hospital for the Greater Accra region and the second
most important public health facility in Accra after Korle Bu, the national
teaching and referral hospital in Ghana. Ridge hospital was initially established to
cater for the health needs of the expatriate staff in the pre-independence period of
Ghana. Today, it is located in the centre of Accra and serves as the regional
hospital of the Grater Accra Region. It offers general and specialized medical and
surgical services and also functions as the referral hospital for the region.

La General Hospital, a sub-metropolitan public hospital, is located in one
of the traditional suburbs (La), in Accra. It ranks as a major health facility after
Ridge hospital and provides general and specialist medical, surgical and

gynaecological services. Recently rehabilitated, it also serves as a referral point
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for satellite clinics in some of the old areas of Accra including Osu, Teshie,
Nungua and Cantonments.

The Accra metropolis was chosen for the study because of it’s densely
population size (Ghana Statistical Service, 2010). Additionally, the metropolis
was reported to have recorded more cases of induced abortion than any other
metropolis in Ghana and had the presence of more accredited health facilities

providing induced abortion services (Ghana Health Service, 2007).

Study Design

According to Babbie (1989), conducting social science research requires
the use of an appropriate study design to unearth human complexities about social
issues to make inferences on the research topic. In relation to this, the study
design was a retrospective (reflecting back on the past) cross sectional
examination of decision-making process for induced abortion. With this design,
participants were required to reconstruct details of the circumstances under which
they decided to have an induced abortion at the time of pregnancy regardless of
any challenges and uncertainties they faced at the time of abortion decision-
making.

The study used a mixed method approach employing both qualitative and
quantitative methods in collecting, analyzing, interpreting, and reporting data.
Ellis (2000), combining qualitative and quantitative methods for

According to

research incorporates the strengths of both qualitative and quantitative methods,

which provided a more comprehensive view of the phenomenon being studied.
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Another justification as proposed by Blaikie, (2000) for using multi-
method or multiple operations research methods was to minimize peculiar biases
associated with either the quantitative or the qualitative methods, which
consequently improved the validity of the hypothesis tested. The relevance of
using a mixed method approach in this study was to facilitate a better
understanding of the data analyzed and the interpretation of the results (Creswell,
2003).

In the context of the research topic and its objectives, the inclusion
criterion was women who had induced abortion at a specified period in the Accra
metropolis. The aim was to determine associations between different variables,
make inferences about possible relationships and gather preliminary data that
would be use for further research. The study also explored in-depth on the
responses given because there were few earlier studies on decision-making for
induced abortion in Ghana for reference. Hence, this approach was to gain insight
and familiarity with the issues for further investigation. The study further
described in details from women perspectives the processes involved in decision-

making for induced abortion in the Accra metropolis.

Sources of Data

Data for the study were obtained from secondary and primary sources.
Secondary data were from desk review of abortion related reports obtained from
the Ghana Health Service/Ministry of Health. Primary data were obtained from

the fieldwork to support the secondary data. Induced abortion data from the
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Military, Police, University and Teaching hospitals in the Accra metropolis were
excluded from this study because the abortion data from these facilities were not
segregated, thereby making it difficult to distinguish induced abortions from the
spontaneous abortions. Additionally, the data set available were mainly on
management of abortion related complications, which was not the focus of this
study.

The inclusion criteria for data collection were: all respondents were
women who had an induced abortion within the Accra metropolis between
January and December 2010 and are willing to be part of the study voluntarily. In

this context, a woman is a female who has had an induced abortion.

Methods of Data Collection

A structured questionnaire was used during interviews to examine the
socio-economic and demographic characteristics of the respondents. This
approach also explored the factors influencing decision-making process for
induced abortion in the study area, hence describing variations across socio-
economic and demographic subgroups of respondents. The qualitative component

of the study used in-depth interviews to compliment the quantitative data.

Research Instruments

The research instruments used for data collection include questionnaire
and in-depth interview guide. Questionnaires used in previous separate but similar

abortion studies by Pathfinder International Ghana, (2007) and Population
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Council, (2008) were adapted. The questionnaire captured the socio-economic
and demographic characteristics of abortion seekers, factors influencing their
decision making for an induced abortion, the key collaborators involved in
decision making for the induced abortion and the factors that influenced the
choice of place(s) for the induced abortion.

The qualitative data were collected using structured in-depth interview
guide adapted from Henry and Fayorsey, (2002). The interview guide focused on
the reasons for induced abortion, the decision-making processes for an induced
abortion, roles of their sexual partners/husbands in the decision making processes
for induced abortion and how they felt after having an induced abortion. Both the
questionnaires and interview guides were available in English. However, in
situations where respondents could not communicate in English, the questions
were interpreted into the local languages during the interview process to enable
these respondents to understand and respond appropriately. Data collection using

the questionnaire and in-depth interviews each lasted 1-hour (appendices B & C).

Pre-testing of Research Instruments

In order to retain the appropriate language and sequencing of questions,
the research instruments were pre-tested in Kumasi metropolis, which has similar
characteristics as those of the Accra metropolis. Twenty (20) questionnaires and
five (5) in-depth interviews were pretested in Marie Stopes centre at Adum in

Kumasi. The lessons learned from the pretest were used to finalize the research

instruments.
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Study Population

The study population comprised women who had an induced abortion
between January and December, 2010 in the Accra metropolis. This reference
period was anticipated for fresh memories of the decision making process of
induced abortion. It was also anticipated that by this period, respondents might
have fully recuperated from any side effects or complications (i.e. medical, social,
psychological) that might have occurred due to the abortion and would have

become capable of effective communicating their experience if they so desired.

Sampling

The sampling process was multistage. A purposive sampling method was
used to select abortion providers accredited by the Reducing of Maternal
Mortality and Morbidity (R3M) project (i.e., La General hospital, Ridge hospital,
Marie Stopes centre and its affiliated BlueStar Health care network abortion
providers). These facilities were selected because, they were noted to be more
organized and open about their abortion services compared to other facilities. A
formal request was then sent to each of the identified facilities to solicit their
permission and support for the study.

Induced abortion data from January to December, 2010 in each of the
R3M accredited facilities were obtained based on which the sample size for the
study was calculated. Further request was made to the facilities to contact clients
to whom they had provided abortion services during the period under review to

discuss modalities for the interview and to agree on time, venue and medium for

59



the interview. Consequently, the study respondents were individually contacted
through service providers from whom they had their pregnancies terminated. The
identified respondents were subsequently interviewed at various venues of their
choice and convenience such as their homes, places of work, drinking sport and

facilities where they had their abortions.

Sample Size

The minimum sample size of respondents calculated for the quantitative
component of the study is 370. The study however, made a 10% (37) upward
adjustment in the sample size making a total sample size of 407 to cater for non-
response and missing questionnaires. An online Raosoft sample size calculator
was used to calculate the sample size.

The sample size calculation was based on a recorded total population of
9494 women who had induced abortion services in the identified facilities from
January to December 2010, using 95% confidence interval, 5% margin of error
and 50% response distribution. In terms of the figures, the sample size » and
margin of error E are given by:

x = Z(*1100)°#(100-7)
n= Nx/((N-l)Ez+x)

E= Sqrt[(N-n)x/n(N-l)]

Where N is the population size, R is the fraction of responses that the study is
interested in, and Z(c/100) is the critical value for the confidence level c. The

calculated number of respondents were then randomly selected for the interview
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using the questionnaire. The distribution of respondents interviewed was based on
proportionate sampling of women reported to have had induced abortion services

from the identified health facilities in the Accra metropolis (Table 3).

Table 3: Distribution of Respondents by Abortion Providers
R3M Accredited Sample size distribution of respondents interviewed
Abortion providers in  Absolute numbers Percentage Proportionate Sample
Accra metropolis (A) Distribution (D) Size distribution

(Jan-Dec) 2010 [A/T x 100] [D/100 x Sample size]

Marie Stopes Clinic 1574 16.6 61
BlueStar facilities 5575 58.7 217
Ridge Hospital 1350 14.2 53
La General Hospital 995 10.5 39
Total Abortions 9494 100 370

(+ 10% extra=407)

Sources: Marie Stopes International Ghana, Ridge Hospital and La General Hospital 2010.

With regards to the qualitative sampling, the study purposively sampled
35 respondents comprising 5 previously married women, 10 unmarried women
and 20 married women to explore their decision-making processes for induced
abortion. The sampling distribution included 20 women in BlueStar, 5 in Ridge, 5
in La and 5 in Marie Stopes facilities. A total of 401 out of 407 women, initially

sampled for the study were successfully interviewed during the field work.
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Ethical Considerations

In line with ethical requirement for health related studies involving human
subjects in Ghana, the Ghana Health Service gave the ethical clearance for the
study (Appendix I). Additionally, permission for community entry was obtained
from the Accra Metropolitan Health Directorate before the field interviews
commenced (Appendices G & H). All interviews were conducted after a
respondent had voluntarily consented to participate in the study. The informed
consent described briefly the objectives of the study, the procedures to be
followed in data collection, the type of information to be collected, the potential
risks and benefits, the voluntary nature of participation, right of refusal to answer
any or all questions, and procedures for maintaining anonymity and
confidentiality of responses.

The field officers/data collectors first obtained verbal consent from a
potential respondent willing to be interviewed and chose which interview option
(via telephone or face to face) preferable to avoid any possible embarrassment of
knowing a respondent. After agreeing to participate in the study the respondent
was then requested to consent for participation in the study (Appendix A). For
those respondents who were interviewed on phone, verbal consent was obtained
after explaining the content and relevance of the study to them on the telephone.

Respondents had the right to withdraw their consent of participation from
elements of the study or from the study entirely at any time without any coercion.

The field officers were also trained to handle the administration of withdrawing

consent of participation. The field officers addressed each situation on a case by
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case basis and responded to the respondent who wished to withdraw their consent
via the means deemed most appropriate. In cases where there was a complaint or
an uncertain situation, the field officers referred the respondent’s decision to
withdraw to the principal investigator for advice.

Field assistants trained for the purpose of the study handled data
collection. The field assistants were informed on the types of data to be collected,
importance of quality control, and the ethical procedures to be followed. In this
regard, the interview sessions were strictly private and confidential. All interviews
began with a verbal or written informed consent by each respondent interviewed.
All interviews were conducted on individual basis at a place away from ear short
of others. Names, physical contact addresses and telephone numbers of
respondents were documented separately and were not captured on the research
instruments or in the data set to ensure strict anonymity so that no third party
could trace information provided during the interviews to a respondent.

In this regard, data analysis presented only aggregated counts,
observations, field experiences and verbal statements or expressions by
respondents. The data collected were returned to the field supervisor at the end of
each working day except for data that were collected on weekends and statutory
holidays, which were submitted to the supervisors in the early morning of the next
working day. Where applicable, all data collected were entered promptly into a
computer that was password protected. The completed survey questionnaires were

stored in a locked cabinet to ensure data quality subsequent to data collection that
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was later handed over to the principal investigator to be burnt three months after
completing the final research report.

The likelihood that some field assistants or respondents may have some
emotional distress, or become uncomfortable having an interview on a morally
sensitive issue of abortion was anticipated. This is because some may have to re-
live some painful moments in their decision-making process to have an abortion
in the past. The consent form therefore clearly indicated that participation in the
study was voluntary. In relation to this, interviewers were oriented on the
importance of minimizing anxiety or stress by being unobtrusive to protect the
privacy of respondents and to keep in strict confidence any information provided
during and after the study. The study minimized this by administering a short
interview in a strictly non-judgmental manner. Respondents who became
emotional during interviews were referred to pre-identified trained counselors at
the Ridge hospital and Marie Stopes centres for appropriate counseling support.

No monetary incentives were given to any of the respondents. However, a
non-monetary token of 10 Ghana cedis worth of preferred mobile phone credit
was provided each respondent interviewed, to facilitate communication relating to
the study before, during and after the interview to address any follow-up
concerns. Although the Principal Investigator is an employee of Marie Stopes
International, there is nothing by any means depicting conflict of interest in this
study. This is because, this study is purely an academic exercise and neither
Marie Stopes International nor any organization involved in abortion services

globally or locally is by any means driving the study directly or indirectly for its
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organizational gain. In exception of two thousand dollars (USD$ 2,000) received
from Hewlett-Packard Foundation in 2010 as research grant in support of tuition

fees, the entire study and academic tuition fees were self-financed.

Fieldwork

The Fieldwork, which took seven (7) months to complete commenced on 1* June

2011 and ended on 1* December, 2011.

Field Assistants

Ten field assistants recruited for data collection were nurses and nurse aids
from the identified institutions providing abortion services in the Accra
metropolis. In addition to this, one other person with previous experiences in
similar studies was also recruited as a field supervisor to coordinate activities of
the field assistants. Both the field assistants and their supervisor were fluent in
either English and Twi or English and Ga. This was purposively done to enable
them translate and record data obtained from respondents in local languages into
English. Due to the sensitive nature of induced abortion in Ghanaian
communities, the selected field assistants and supervisors were given an

orientation on ethical and methodological issues relating to the study.
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Field Experiences

A number of challenges were encountered during the fieldwork. Four
respondents (1.0%) stopped midway because one became emotional distressed
discussing her abortion experiences whilst the rest demanded some monetary
remuneration that was not budgeted in this study. Although the field assistance
explained the purpose of the study to every respondent, the general feeling of
unwillingness to be interviewed by some of the respondents and suspicions about
the purpose of the study made some respondents very reluctant to provide
information about decision-making for their abortions.

In thirty instances, five field assistants booked several appointments
before they could meet respondents for an interview and these delayed the
fieldwork. With these experiences, it is possible some respondents will not have
provided the correct information about circumstances surrounding the onset of
their pregnancies and the reasons for their abortions. However, it is very difficult
to determine which of the information provided by the respondents during the
fieldwork was true or false. The findings on the circumstances surrounding the
onset of pregnancies and reasons for the abortions should therefore, be discuss
cautiously.

Despite these challenges, the study provided an opportunity for the
researcher to gain valuable experiences in community based studies relating to
sensitive issues. For instance, rigorous measures were followed to pass the
requirements for obtaining the ethical clearance from the Ghana Health Service

for the study. The researcher also acquired the skills of handling confidential and
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sensitive issues in a professional and ethical manner. This has given the
researcher some confidence in fieldwork and therefore made him more capable to

lead a research team to conduct research on induced abortion in Accra metropolis

and beyond.

Data Analysis

The quantitative data analysis was done using two statistical softwares (SPSS
version 16 and STATA version 8) because data capturing and data analysis were
done separately. The process of data analysis began by reviewing the data set and
cleaning the raw information collected from the field. The information obtained
from the data set was then organized by topics to provide answers to the research
questions. For each topic, a list of questions that were asked about that general
topic was created. Each of these topics were then analyzed looking at the
responses to the questions as well as variables of the study using SPSS.

The tests of hypotheses were done using STATA to explore associations
between the background characteristics of respondents and the various variables
of study. The validity of the data collected was tested by systematically searching
each questionnaire looking for deviant responses. The Field supervisor also
reviewed the results separately rechecking the data collected to resolve any issues

of disagreement between background characteristics of respondents and responses

given to the questions asked during the interviews.

In line with the research objectives, data analysis was guided by the

independent variables (i.e. demographic and socio-economic characteristics of the
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respondents including age, education, marital status, religious affiliation, parity
and occupational status). This was done to establish a relationship with the
dependent variables (i.e. circumstances surrounding onset of pregnancy
terminated, reasons for the termination, decision on choice of place for the
termination, collaborators involved in the decision making for the abortion as well
as implications of the abortion law on choice of place for the abortion).

The data preparation for analyses began with data cleaning. In cleaning the
data, invalid, impossible, or extreme values were removed from the dataset. Each
missing value was also labeled with the reason in order to guarantee accurate
bases for analysis. The cleaned data were then imported from SPSS into STATA
for analysis due to convenience of usage. The study used graphics and tables to
illustrate information collected in a visual background for a better understanding.
The data was summarized and presented as mean and percentages, to provide
answers to the research questions.

The test of hypothesis used Chi-square tests to examine differences in
reason for induced abortion and to establish associations across the demographic
subgroups and the level of significance of these associations. Bi-variate logistic
regression model, binary logistic regression model and multinomial logistic
regression were then used to remove confounding variables, examine extent to
which the independent variables influenced decision-making for induced abortion
in the study area and the extent to which or the likelihood at which a dependent
ced the independent variables. Further analysis of the data were

variable influen

done to write in reasons and sub-reasons relating to decisions for an induced
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abortion. All analysis for significance associations were done at 95% confidence

interval.

The qualitative data analysis was done manually using a framework
approach. This approach entailed systematic sifting, charting and sorting of data
according to key issues and themes based on the research questions. Responses
relating to each question were grouped and paraphrased looking for patterns and
relationships both within a collection, and across collections. Other responses
were reported verbatim to explain general observations about decision-making
processes for induced abortion to compliment result obtained from the
quantitative data. For this reason, the conclusions drawn from inferential statistics
extended beyond the immediate data alone. For instance, inferences were made
from responses on what the respondents underwent to have an abortion and
deductions were made about the likelihood of observed independent variables
being dependent on one another or on dependent variables or happening by
chance in some situation.

The data quality largely depended on the validity and reliability of the
research instruments used. The validity of the research instruments was
ascertained because the research instruments were able to measure what they were
designed to measure. The reliability of the research instruments were checked in
the field through the test-retest method. This involved re-interviewing some of the
respondents with the same instruments by different interviewers. The results of
this activity were found consistent with the information that the field assistants

had already collected. This is an indication that the data collected by field
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assistants using the research instruments were reliable. Additionally experienced
field supervisors edited the research instruments checking for inconsistencies

incorrect recording of information and omissions in the research instruments

Limitations of the Study

It must be acknowledged that, there are some areas that warrant attention,
which the current study could not touch and which could be considered as
limitations of this study.

The first of such limitations was associated with the study design. The
study area and its duration did not involve a wider coverage and sample size to
comprehensively explore the phenomenon under study due to funding and time to
complete the study. It would have been more appropriate to have expanded the
research area, respondents and sample size to compare decision-making processes
for induced abortion among various ethnic groups, geographical locations and
from men’s perspectives which probably would have explained the phenomenon
under study better. However, this approach would have required enormous time,
human resources, logistics and financial implications that were beyond the means
of the researcher.

Secondly, fallout from the first limitation was the respondents being
restricted to only females who have had an induced abortion within a specified
period. The experiences of persons responsible for the pregnancies terminated

during the decision making process for an abortion coupled with that of the

identified service providers on the decisions made on choice of method for an
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induced abortion would have enriched the discussions looking at the views of
such important collaborators on abortion decision making. The use of one player
in such an all inclusive aspect of halting a human life (foetus) is not good enough.

Thirdly, as with all other social science studies that elicit information from
human subjects, the reliability and validity of the information obtained depends
on the accuracy of the responses provided. For sensitive topics such as induced
abortion, misreporting and underreporting can occur. Additionally, there could be
recall errors for research questions that sought information relating to past
abortion experiences. The study addressed these challenges by building good
rapport with the respondents as well as carefully developing and administering the

research instruments in a non-judgmental manner and giving respondent ample

time to respond to the questions.
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CHAPTER FOUR

PROFILE OF RESPONDENTS AND ABORTION DECISIONS

Introduction

This chapter presents the demographic and socio-economic profile of
respondents and their decisions for induced abortion. The chapter also describes
the experiences of respondents with regards to their initial reactions at the time
the pregnancy occurred, circumstances surrounding onset of the pregnancy,

reasons for abortion, gestation period of the pregnancy and previous abortions.

Background Characteristics of Respondents

Table 4 presents the background characteristics of women who had
induced abortion in the Accra metropolis between January and December 2010.
The main background characteristics described and used in interpreting the
findings on decision-making for induced abortion are age, marital status,
education, religious affiliation, occupational status and number of living children
of respondents.

The age distribution of respondents shows that women between the ages
of 20 and 24 years had the highest induced abortions (33.7 percent) within the

Accra Metropolis. This was followed by respondents in the 25-29 year age group

who recorded about 28 percent of the total abortion cases.
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Table 4: Background Characteristics of Respondents

Background Characteristics Frequency Percent
ntage

Age group

15-19 49 12.31

20-24 134 33.67

25-29 111 27.89

30-34 65 16.33

+
35 39 9.00
Total 398 99.2

Marital status

Never married 199 50.00
Married/ in union 167 41.96
Previously married 32 8.04
Total 398 100

Education

None 27 6.73

Primary 51 12.72
Secondary 221 55.11

Higher 102 25.44
Total 401 100
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Table 4 continued.

Religious affiliation
Christian

Moslem

Other

Total

Occupational status
Unemployed

Self employed
Student/Apprentice
Other

Total

Number of living children

0
1
2
3
4+

Total

326

70

401

45

148

134

69

396

212

78

57

33

20

400

81.30
17.46
1.25

100

11.36
37.37
33.84
17.42

99.99

53.00

19.50

14.24

8.23

5.00

99.97

Source: Field Survey, 2011
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In terms of marital status of the respondents, women who were never
married had the highest (50 percent) abortion figure compared to women of other
marital statuses. The previously married women (i.e. divorcees and widowed)
reported the least abortions of 8.0 percent. About 42 percent of respondents who
were either married or in union also aborted their pregnancies for various reasons.

Slightly more than half (55.1 percent) of the respondents prior to having
an induced abortion had a secondary level education. Respondents with no formal
education had the least (6.7 percent) recorded induced abortions. The religious
affiliations of the respondents show that about 4 in 5 of the respondents indicated
they belonged to the Christian religion. Other forms of religious affiliations such
as Hinduism, Buddhism and African Traditional religion combined recorded the
least abortion figures of about 1.3 percent.

In terms of occupational status, the unemployed respondents had the
lowest abortion records of about 11.4 percent compared to respondents who had
some form of employment. About 17.4 percent of respondents in the other
occupational categories such as teachers, bankers, security personnel, health
workers and staff in the hospitality industry also aborted their pregnancies. There
was only a small percentage difference of about 3.6 observed among the self-
employed (37.4 percent) and the students/apprentice (33.8 percent) and these
occupational groups combined recorded the highest abortions of about 71 percent

in the study area.

Information on the parity of respondents showed that high cases of

induced abortions occurred among respondents with no living children. For
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instance, more than half (53 percent) of respondents with no living children

terminated their pregnancies compared to about 5 percent of respondents who had

four or more living children.

Initial Reaction to Pregnancy

The decision to have a pregnancy terminated was reported to have begun
with an initial reaction towards a pregnancy when it was first discovered. The
reactions as reported were that of shock, guilt, worry, embarrassment or
happiness. About 42 percent of the respondents expressed worry whilst 6 percent
expressed initial happiness. There were about 23 percent of respondents who

expressed some form of shock; an indication that they least expected to have been

pregnant at the time the pregnancy occurred (Table 5).

Table 5: Initial Reaction to Pregnancy by Background Characteristics

Initial reactions after pregnancy was discovered
Shocked Guilty Worried  Embarrassed Happy
(n=92) (n=70) (n=165) (n=46) (n=28)

Background

Characteristics

%Total 23.41 17.81 41.98 11.20 5.60

Age group (x=14.40; p=0.569)

15-19 34.69 18.37 38.78 8.16 0
20-24 2424 18.18 43.94 9.17 4.55
9529 22.02 15.60 39.45 13.76 9.17
30-34 20.63  15.87 44 .44 12.70 6.35
35+ 1622 21.62 43.24 16.22 270
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Table 5 continued.

Marital status (}°=29.59; p=0.000)

Never married 29.59  19.39 36.22
Married/in union 19.02  15.95 46.01
Previously married 9.68 9.68 58.06
Education (3*=19.60; p=0.075)
None 19.23  15.38 46.15
Primary 31.37  11.76 35.29
Secondary 23.85 18.81 43.12
Higher 19.39  18.37 41.84
Religious affiliation (X’=14.03; p=0.081)
Christian 2226 1693  44.83
Moslem 28.99  20.29 28.99
Other 20.00 20.00 40.00
Occupational status (x2=8.99; p=0.703)
Unemployed 2326  20.93 30.23
22.60 15.75 45.21
Self employed
X 25.76  20.45 40.15
Student/apprentice
Other 19.40 14.93 46.27
Number of living children (x*=21.44; p=0.162)
0 28.10 18.57 40.00
1 18.67 20.00 45.33
9 23.64 12.73 43.64
3 938 12.50 53.12
4+ 15.00 25.00 30.00

13.27
7.98
19.35

15.38
19.61
10.55

8.16

11.91
8.70

20.00

18.60

11.64

9.85

10.45

8.10
12.00

14.55
15.62
30.00

1.53
11.04
3.23

3.85
1.96
3.67

12.24

4.08
13.04

6.98

4.79

3.79

8.96

5.24

5.33

5.45
9.38

Source: Field Survey, 2011
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The age distribution of respondents was statistically not significantly

associated with initial reactions of respondents towards a pregnancy when it was
first discovered (y’=14.40; P=0.569). However, it was observed that respondents

within the 25-29 age group (about 9 percent) expressed an initial happiness
towards their pregnancies whilst about 16 percent of those age 35 years and above
indicated that they were embarrassed to have been pregnant at the time. None
(0%) of the respondents within the 15-19 years age group expressed initial
happiness about a pregnancy rather, about 35 percent of these respondents were
shocked when diagnosed pregnant at the time. This observation was reinforced
during an in-depth interview where a teenager reported:

‘I was very much shocked when my mother informed me that my
laboratory results had tested positive for pregnancy. How could I become
pregnant just after having sex for the very first time in life even when my
boyfriend used the redrawal method’? (16 year old student).

Another respondent reported that:

‘My teacher told us in class that virgins don’t become pregnant during
their first sexual encounter. They need to have many sexual affairs to
enable their eggs grow before they can become pregnant when they have
unprotected sex. I was therefore shocked to become pregnant just doing it
once with him. Perhaps my teacher lied to us’ (17 year old student).

These responses from the in-depth interview supports previous abortion studies in
Ghana, where it was reported that knowledge about sexuality among teenagers is

low (Henry & Fayorsey (2002). A similar observation was made by Awusabo-
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Asare et. al; (2006) where it was revealed that young people within ages 15-19
years do not plan for sex. It is something that just happens most of the time
without any contraceptive hence resulting into unplanned pregnancies with the

associated devastating consequences.

The study however, statistically observed a significant association
between marital status and initial reaction to pregnancy (%?=29.59; p=0.000).

Majority (about 58 percent) of the previously married (i.e. divorcees and
widowed) were worried at the time their pregnancies occurred. Consequently,
about 19 percent of the previously married expressed an initial reaction of
embarrassment towards the pregnancy. This observation also emerged during the
in-depth interview where a widow expressed her initial feelings as follows:
‘What an embarrassing situation! I was very much worried about the
pregnancy because people will think I was a flirt even in my matrimonial
home whilst my husband was alive and still flirting around even though I
am suppose by our tradition to stay away from all men until I finish
morning my late husband’ (35 year old widow).
The variations in initial reactions to pregnancy among the married/in union
women however, does not conform to the general expectations of Ghanaians
because pregnancy in such union is usually expected by the Ghanaian society, yet
about 46 percent of such women were worried and only 11 percent were happy
about the pregnancy.
According to Sena (2006) the Ghanaian society cherishes pregnancy in

arriage. Hence it is the expectation of society that every married woman in any
m .
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form of recognised sexual relationship should prove their fertility through
pregnancy. It is with this background that perhaps women who were married were
the happiest among the marital status category to have realised they were
pregnant. This initial happiness was noted to have been an expression of joy in
relation to confirmation that they and/or their sexual partners were fertile and thus
have the ability to bear children when they so desire.

Despite the expression of initial happiness when the pregnancy occurred,
about 11 percent of married women later decided on an induced abortion and
mobilised resources to have the decision implemented. Sena (2006), was of the
view that the sentiments expressed by the previously married are expected
particularly within the Ghanaian context where such category of women are
expected to be abstaining from hetero sexual acts for which reason they are
unlikely to be pregnant at the time. Additionally, the expression of worry about
pregnancy in marriage/in union contradicts previous observations made by Sena
(2006), because the Ghanaian society expects pregnancy in marriage to be happily

welcomed.

There was no statistical significant association observed between

educational background and initial reaction to a pregnancy (*=19.60; p=0.075).
About 46 percent of respondents with no formal education were reported to have
expressed an initial reaction of worry. Respondents with higher educational

attainments (about 12 percent) were reported to have expressed an initial reaction

of happiness when they discovered they were pregnant at the time.
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The religious affiliation of respondents also did not show any statistical
significant association with their initial reaction to a pregnancy ()>=14.03;

p=0.081). Among the identified religious groupings, respondents belonging to the
Islamic faith (Moslems) considered the pregnancy as a gift or blessing from “an
almighty.” Consequently, there was an initial reaction of happiness to the
pregnancy and this response was the highest recorded percentage (13 percent)
among the responses of happiness within the group. With this belief, the Moslem
respondents were the least worried (29 percent) about the occurrence of a
pregnancy compared with respondents belonging to the Christian faith (about 45
percent). A Moslem woman reported during the in-depth interview that:
‘Although I was initially happy that ‘Allah’ had proven to me that I was not
barren after all, I was shocked to know I was carrying a three month old
pregnancy even though I was still having my normal menses all this while.
[ felt guilty because I left my previous man who was obviously responsible
for the pregnancy fo a new one Jjust a month ago’ (29 year old Teacher).
The study findings on initial reactions to pregnancy indicate that, a woman’s
initial reaction towards a pregnancy, irrespective of her background
characteristics, commences the decision making process on the pregnancy
outcome. Where the initial feelings is that of happiness, the chances of having an
induced abortion is lower compared to an initial ill feeling about a pregnancy
The statistical significant association between marital status and

when it occurs.

initial feelings about a pregnancy when it occurred may therefore be attributed to

women’s reproductive intentions and how a marriage was contracted. Some
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married women who might have become pregnant because of extra marital sexual
relationships may express an initial feeling of worry or shock which might fuel
the implementation of an abortion decision. Additionally, women may be under
pressure from their sexual partners to terminate a pregnancy if they are worried
about the implications of carrying a pregnancy to term. In such situations, the
absence of a biological child even in marriage may not prevent a woman from
terminating a pregnancy if that will make her happier and may do so repeatedly
irrespective of the gestational period at decision making or any limitations.

The findings thus far indicate that the marital status of a pregnant woman
influenced her initial reactions to a pregnancy and this affected her perceived
seriousness/need for an abortion when a pregnancy occurs. Ultimately, what fuels
an initial reaction to a pregnancy emanated from a woman’s background
characteristics, her reproductive experiences and circumstances leading to the

onset of a pregnancy.

In line with the conceptual framework of this study (Figure 4), a

cost/benefit analysis of keeping a pregnancy in situation when a pregnancy is
unplanned either overrides or supports the initial reactions thereby leading to
implementing an induced abortion. These findings bring to bear the importance of
marital status as a key variable, which influenced a woman’s decision-making
process for induced abortion. This finding was also in line with findings from

previous studies (see Ahiadeke 2001; Mote, Otupiri & Hindin 2010; Sundaram,

Juarez, Bankole & Singh 2012).
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Reasons for Pregnancy Termination

When asked about reasons for having an induced abortion, the respondents
enumerated various reasons and justifications why they had their pregnancies
terminated at the time. The majority of the respondents (about 61 percent) had an
induced abortion because they wanted a child at a later time. About 6 percent
terminated a pregnancy based on medical advice, whilst about 14 percent were
reported to have been under some form of pressure to have an abortion. There was
however some variations observed in the reasons given for an abortion with
respect to the background characteristics of the respondents. For instance, there
was a statistical significant association between age and the reasons given for
having an induced abortion (x*=58.35; p=0.000).

Within the age distribution, about 46 percent of the respondents belonging
to the 15-19 year age group terminated a pregnancy to postpone childbirth. About

69 percent of respondents within the 25-29 age group also aborted for a similar

reason (Table 6).
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Table 6: Reasons for an Abortion by selected Background Characteristics

Wanted
Background achild Forced Medical
Characteristics later sex  advice Infidelity Pressured Schooling Other

(n=234) (n=27) (n=22) (n=21) (n=12) (n=13) (n=15)

% Total 60.94 7.03  5.73 547 1354 339 391

Age group (x°=58.35; p=0.000)

15-19 4583 2083 833 000 1458 625 417
20-24 58.14 543 620 698 1395 698 233
25.29 6827 673 577 769 865 096  1.92
30-34 67.74 323 323 1.61 2097 000 323
354 57.89 263  2.63 789 1316 000 15.79

Marital status (y>=45.84; p=0.000)

Never married 57.67 11.11 6.35 4.23 13.23 5.82 1.59
Married/In union 63.58 3.09 4.94 8.02 15.43 1.23 3.70
Previously married 66.67  0.00 6.67 0.00 0.00 6.67 20.00

Education (x’=18.77; p=0.406)
66.67 370  3.70 1,11 1111 0.00  3.70

None

Primary 58.70 10.87 6.52 2.17  13.04 435  4.35
Secondary 56.48 9.72 5.09 6.02 15.28 3.70 3.70
Higher 70.53  0.00 7.37 4.21 10.53 3.16 421
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Table 6 continued.

Religious affiliation (x*=13.05; p=0.365)

Christian 61.86 7.05
Moslem 56.72 5.97
Other 60.00 20.00

Occupational status (x2=44.56; p=0.000)

Unemployed 65.12 16.28

Self employed 61.11 278

Student/Apprentice 55.04 12.40

Other 69.23  0.00

4.45

7.46

0.00

4.65

5.56

7.75

3.08

Number of living Children (x2=46.48; p=0.004)

0 60.89  8.91
1 6579  3.95
2 68.52 7.41
3 5152  6.06
4+ 36.84  0.00

7.92

3.95

1.85

3.03

5.26

4.49

10.45

0.00

2.33

9.72

3.88

1.54

5.45

3.95

1.85

12.12

10.53

14.10

11.94

0.00

9.30

11.81

12.40

21.54

10.40

14.47

12.96

24.24

26.32

2.88

5.97

0.00

2.33

2.08

6.20

1.54

4.95

3.95

0.00

0.00

0.00

4.17
1.49

20.00

0.00
6.94
2.33

3.08

1.49

3.95

741

3.03

21.05

Source: Field Survey, 2011
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In response to the question on reasons for an induced abortion during the
in-depth interview, a respondent indicated that:

‘The reality is that, I can't afford to be pregnant this time. This pregnancy

was certainly not the right time for me.’ (21 year old apprentice).
Another respondent indicated that:

‘] cannot even take very good care of myself let alone giving birth. This is

a wrong time to be pregnant’ (19 year old National service person).
Pressure to have an induced abortion was observed to have specifically

accounted for about 21 percent of the reasons given for an abortion among
women within the 30-34 age groups. This observation was also made during the
in-depth interview, where a respondent reported that:

‘We just can’t start all over again making new babies when our last born
of the three children we already have is 12 years. The three boys we
already have are more than enough daily pressure for us to cope with’ (34
year old nurse).

Forced sex was also observed as an important reason for pregnancy
termination. About 20.8 percent of respondents, aged (15-19 years) had an
induced abortion because the pregnancy occurred due to forced sex. This was also
observed during the in-depth interview where some older men were reported to

have taken advantage of young girls. A respondent narrated her experience as

follows:

Although I resisted, my teacher forced me and had sex with me when |

visited him. I became pregnant after that sexual encounter with him,
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Although I was initially happy for carrying a baby for such an intelligent
man, his behaviour towards me after the pregnancy and later thoughts of
what will happen if my parents discover I was pregnant really scared me.
I was in SHS and not ready for a baby so I terminated the pregnancy. I
was really disappointed in myself and I did not want to deal with my
parents’ disappointment too hence the abortion (18 year old, student).

Marital status of respondents also showed a statistical significant
association with the reported reasons for induced abortion (x*=45.84; p=0.000).
About 11 percent of the respondents who were never married had an induced
abortion because of a pregnancy occurring from forced sex. A married woman,
whose pregnancy occurred due to forced sex, narrated her experience during the
in-depth interview as follows:

‘] woke up in his room half-naked after the party and realized that ‘beast’

had slept with me whilst I was drunk. I did not waste time deciding on an

abortion when the pregnancy occurred because, a delay could have ruined
my future ambitions’ (21 year old married administrative secretary).

Among the married/in union, about 8 percent had to terminate a pregnancy
occurring from infidelity. Since pregnancy could be one of the evidences against
women for having an extra marital affair. It was observed that about 15 percent of
omen who became pregnant due to having extra marital affairs,

married W

consequently reported to have been under some pressure to implement their
decision for an induced abortion. This observation was further probed during the

in-depth interview where a respondent narrated her experience as follows:
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I was under intense pressure when I realized I was carrying a two months
old pregnancy for my lecturer who has just gotten married to my friend.
Although I was convinced I am fertile because this was my first pregnancy
after two years of marriage, I could not express my joy nor inform
anybody about the pregnancy, most especially when my wedded husband
is due to return from a one year study leave abroad in six months time. 1
had sleepless nights deciding on what to do with myself till I finally
decided to have an abortion to save my marriage and reputation (27 year
old married woman).
Another married woman reported that:
] did not know I could become pregnant even with a condom. I was just
having the usual fun with my boyfriend whilst my husband was away
busily looking for money. I had to abort the pregnancy to keep my
marriage and reputation (27 year old married woman,).
In some instances, the pressure-related reasons for an induced abortion
were spiced by various concerns such as husbands not having fully paid the bride

price, financial irresponsibility and marital unfaithfulness. A respondent narrated

her experience as follows:

‘Aithough we have no biological children and I really look forward to my
own, I had an abortion because my husband had not fully paid my bride
price. He has stopped providing money for the upkeep of the home and

had just become a very serious womanizer spending lavishly on other

women since 1 became pregnant’ (25 year old, married woman)
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Another respondent indicated that:

‘Un usual of him, my husband started dating other women including my

close friends after I became pregnant. In anger, I had an induced abortion

and left him. Although I sometimes feel guilty for having had the abortion,

[ am convinced I made the right decision (26 year old, married woman).

This finding indicates that even if a woman happily offered herself for sex
and becomes pregnant as a result, she may change her mind to have an abortion
due to adverse behavioural changes by her sexual partner after she becomes
pregnant.

There were experiences of some married women (about 5 percent) who
would have loved to keep their pregnancies had it not been for some health
challenges they encountered whilst pregnant. According to one of such
respondents during the in-depth interview, it was challenging and emotional for
her to have the pregnancy terminated. Narrating her ordeal, she indicated that:

Two months into my pregnancy, my husband and I tested positive for HIV.

We were both shocked at the news and started blaming each other as the

source of the disease. Although I love my husband so much and would

have wished to give him a baby, the fear of the unknown future for my
unborn baby and the pressure from my mother to end the relationship
gave me sleepless night. I therefore settled down for an abortion and later

divorced my husband because in my opinion my husband was unfaithful to

me and brought me a disease (22 year old, married woman).
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Although some marriages were reported to have been dissolved and in
others a male sexual partner is dead, the ex-couples in the broken marriages
always had some reasons to meet each other; likewise, the widows also had
reasons to meet other men during which time sexual encounters occurred resulting
in pregnancies that were later aborted. This situation was observed among the
previously married respondents among which group about 20 percent of the
induced abortions occurred for other reasons such as decisions never to have a
child again after divorce or death of a sexual partner, preventing disgrace and self-
embarrassment. A respondent during the in-depth interview reported her
encounter as follows:

Although we separated a year ago, I do visit him for money for the upkeep
of our child who is in my custody. He used the opportunity to sleep with
me and I became pregnant of which he denied responsibility. Because |
was then in the second year of my apprenticeship and did not want any
embarrassment, 1 had an abortion to enable me complete the training and
have my own profession (20 year old, apprentice).

It was also noted during the in-depth interview that some married women
who were forced into marriages they are really not happy about may become
pregnant to please people around them but will later induce an abortion and
pretend as though it was a miscarriage. A respondent shared her experiences as
follows:

‘For me getting married was not lo start making babies immediately with

someone 1 really do not love. My parents forced me into that marriage
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soon after school. This was because, the man was from a rich home and

his parents sponsored my brother’s education. Because everybody around

me waited to see our first child soon, I chose to become pregnant soon
after marriage, to prove my fertility and to please everybody around me.

As a strategy to delay child birth to plan my future in this marriage, 1

secretly aborted the pregnancy soon after my husband returned to his base

abroad and pretend as though it was a miscarriage (21 year old married
woman).

Although the reasons given by the married/in union women for pregnancy
termination are similar to those of their unmarried counterparts, in the situation of
the married/in union group, the decision for an abortion came with much more
rationalizations and reflections over the immediate situation, consequences, future
implications on reproductive intentions, and the aftermath effects of the abortion
on their marriage as well as relationships with their spouses and significant others.
These findings support those of Buga, 2002; Kaye, Mirembe and Bantebya, 2005;
Oye-Adeniran, 2004, who generally observed that some married women use
induced abortion to delay child birth in order to pursue their life goals.

Statistically, there was no significant association between educational
status of respondents and their reasons for an induced abortion (x*=18.77;
0.406). However, about 71 percent of respondents with higher educational

p=

qualifications had an abortion because they wanted a child later. About 10.9

percent of respondents with primary level education and about 11.1 percent of

respondent with no formal educational attainments had an induced abortion
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because their pregnancies were due to forced sex and infidelity respectively.
There was no reported incidence of pregnancy termination among respondents
with higher levels of educational attainments as a result of forced sex. There was
no record of respondents who have no formal education having had an abortion
because of schooling.

Although all the respondents belong to some religious faith, yet

statistically, there were no s significant associations between religion and reasons

for induced abortion (x*=13.05; p=0.365). About 20 percent of respondents
belonging to the other religious groups (i.e. Hinduism, Buddhism and African
Traditional Religion) reported to have aborted a pregnancy occurring from forced
sex. It was also observed that, about 11 percent of the pregnancies terminated on
grounds of infidelity occurred among Moslem women. Whilst about 14 percent of
Christian women indicated that, they had an abortion because they were
pressurised.

A Moslem respondent shared her experience during the in-depth interview

as follows:

I realized I was two months pregnant for my ex-boyfriend a week after my
Islamic wedding. Due to the strict Islamic sanctions relating to infidelity
by women and the position of my father in the community as an Imam, 1

had no alternative than to abort the pregnancy secretly in order to keep

my marriage and my family reputation (25 year old, Moslem married

woman).
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Another respondent indicated that:

‘As an Ussher in my church, I had to abort a two-month old pregnancy
because in my church, a pregnant woman is not married neither is the
marriage of a pregnant woman blessed in church until such a time when
she gives birth. When the pregnant woman is discovered, she is ridiculed
openly to serve as d deterrent for others. The embarrassment by my
church, which I did not want, compelled me to have an abortion to pave

way for my church wedding ceremony (27 year old, Christian Student).

Another respondent indicated that:

My boyfriend and I really wanted the pregnancy but we were under

pressure lo terminale it because our church would not bless our marriage

and 1 would have been disgraced if I was found pregnant during

counseling before our church wedding (25year old, Christian Nurse).

Another respondent indicated that:

As the only daughter of my parents who are very much respected marriage

counselors in our church, I couldn’t have carried that pregnancy without

being properly married, thus my mother persuaded me to have an

abortion to save our reputation in the church (2lyear old, Christian

Pharmacist).

These responses seem to suggest that, religiosity is not much considered

during abortion decision-making, but the fear of embarrassment associated with

premarital pregnancy in the church pushed the young women to have an abortion

even though they indicated they would have loved to carry the pregnancy to term.
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The occupation of respondents statistically showed a significant
association with the reasons respondents gave to have a pregnancy terminated
(x2=44.56; p=0.000). Evidence from this study shows that, about 22 percent of
respondents were under occupational related pressure to consider induced
abortion because either they, their employer, or a third party viewed their
pregnancy as being incompatible with their professional code of practice,
assigned roles and responsibilities in their paid jobs. The abortion experiences of
respondents from various occupational backgrounds as narrated during the in-
depth interview are as follows:

] really wanted to have my first child at this time. Unfortunately, this

pregnancy coincided with my promotional interview and nomination to

lead a contingent on peace keeping abroad. This is a rare opportunity that

I did not want to miss, hence I had an abortion’ (30 year old, married

military woman).

A second respondent reported that:

“The work that I struggled to get is competitive and demanding even
without pregnancy. I could not cope with the pregnancy during the period

of probation hence; I had the abortion to secure my job’ (23 year old,

married teacher).

Another respondent with a similar justification for an abortion reported that:
Jt is unacceptable to become pregnant in this industry when one haven't

finished serving a full year probation. Although I love children and would
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like to have my own soon, the pregnancy was unplanned, so I had to abort
it to save my job’ (25 year old, married Banker).
A student during the in-depth interview reported that:
I was in the final year in one of the nursing training school in Ghana when
I became pregnant after my very first sexual experience with my boyfriend.
As the only child of my parents, my mother was very caring and prepared
to support me have a baby whilst in School. Unfortunately, the
educational policy in the nursing training school I attended did not allow
pregnant women in school and the penalty was dismissal. Because I did
not want to ruin my nursing career I had a secret abortion and informed
my mother and husband I had a miscarriage (31 year old student nurse)
The reasons observed for an induced abortion in this study thus far
indicate that pregnancy can sometimes have a significant impact on a woman’s
ability to follow her normal routine at work that can adversely affect productivity
For this reason, some women would find various means to delay or postpone
childbirth including using abortion. This observation supports similar findings by
Ghana Health Service, (2007); where it was reported that, some women use
abortion to delay childbirth.
In other separate but related studies by Oye-Adeniran, (2004); Harari &
Fantahun, (2000), it was found that women’s reasons particularly in
nduced abortion are complex and contingent, taking into

marriage/union for i

account their own needs, feelings and implications for their developmental goal
oals
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and future. It is therefore worthy of note that a woman’s occupational
considerations can statistically have significant influence on abortion decisions.

It can however be inferred based on available evidence from this study
that, some Ghanaian married women resort to induced abortion to delay, space or
limit childbirth so as to meet their set carrier objectives. This finding supports
those of previous studies on reasons for low contraceptive uptake reported by
Ghana Health Service in 2007; Aboagye et. al., 2007; Baiden et. al., 2006; Oye-
Adeniran et. al., 2004; Blanc and Grey, 2002.

In terms of parity, statistically there was a significant association between
the number of living children of respondents and induced abortion decision
ing (x*=46.48; p=0.004). It was noted during the in-depth interview that, the

mak

absence of a living biological child did not prevent some respondents even those

in stable marital relationships from having an abortion when it was deemed very

necessary for them to do so. One of such respondents who was married for two

years without a child reported that:

‘Although 1 don’t have a child of my own yet, I decided to have an
abortion for personal reasons. For me, being a married woman does not
mean one is a ‘baby making machine’, which must start operating soon
after its installment to recoup the investment made. The babies can wait
till I think [ am ready for them to come’ (23 year old married woman,).

en with four or more living children (about 26 percent) were also observed

Wom

to have been under pressure to have their pregnancies terminated. The main

reasons given by such respondents for an induced abortion was related to
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economic hardships. A respondent during the in-depth interview expressed her
reasons for terminating her recent pregnancy as follows:
My husband was very devastated after finding out that I was pregnant
again. That was to have been our sixth child despite using contraception.
My husband and I had lost our jobs. We could barely look after ourselves
and the five children, we already had on the little savings we had.
Although I had wanted to keep the pregnancy this time, my husband did
not and persuaded me 1o have an abortion despite our religious values
against abortion. When he realized I was not yielding to his persuasions,
he pressurized me in various ways until I eventually had my twenty weeks
pregnancy terminated just to please him (32 years old, married woman,).
There were other reasons (e.g. high risk pregnancies occurring in older
aged women with some associated health complications mid-term and failed

contraception) given by about 7 percent of the self employed respondents f
or

having an induced abortion. A respondent during the in-depth interview reported

that:
‘I developed an uncontrolled high blood pressure two months into the
pregnancy and my doctor advised on the abortion to save my life’ (43
years old, teacher).

Another respondent indicated that:

J had an IUD four months after my last child. However, I became

pregnant despite the IUD in place. When I went to the hospital, the

pregnancy was confirmed and I was told it was a contraceptive failure
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which is expected in a few women. I decided with my husband on an

induced abortion because our baby was very young (35 year old married

woman).

The study thus far indicates that the reasons/motivation to terminate an
unintended pregnancy may vary among women based on their respective
background characteristics. For instance, the likelihood of obtaining an abortion
among women between the ages of 20-24 years is more than among teenagers
(15-19 years) and could be because the women in the former group are more

sexually active and have a higher probability of becoming pregnant, hence may

also have a higher rate of unintended pregnancies that end in induced abortion.
Such women may have a higher probability of seeking induced abortions than
women of age 30 or older will do. This is because, a greater proportion of

pregnancies among women aged 30 or older may be wanted and within marriage,

and because women aged 30 or older may have lower pregnancy rates as a result
of the decline in fecuundity with age (Rao & Demaris 1995; Brewis & Meyer
2005). Additionally, the never-married women may be less sure of their partners’

financial support in bringing up a child; hence, majority of the women will have a

pregnancy terminated when it occurs.

At an adolescence age, there is a strong desire for the opposite sex (GHS,

2005). It is during this period that the opposite sexes become attracted to each

other hence the commencement of sexual activities that is likely to result in

unintended pregnancies and abortion. Because most adolescents at this stage are

likely to be pursuing secondary level education and the educational policies of
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Ghana do not allow women at this level to be pregnant in school, most women
who might become pregnant at this level will be more likely to decide on induced

abortion to avoid possible dismissal from school (Awusabo-Asare et.al., 2006)

The opportunity cost of seeking an abortion among women attaining secondary
level education may therefore reflect their greater firsthand information of what to

do and where to go if they experience an unintended pregnancy in the course of

secondary level education.

The observation that Christian women had greater frequencies of induced
abortion compared to women in the other religious affiliations may be attributable
to the fact that, because Christianity is the largest religious affiliation within the

Accra metropolis, Christians will have the greatest number of pregnancies, hence

a higher portion of unintended pregnancies, compared with other religious groups

(Clements & Madise 2004). Women who have no living children may be

compelled to decide on an induced abortion when pregnant because many of these

pregnancies may be due to premarital sex, hence they may decide to have such

pregnancies terminated to avoid the stigma associated with premarital pregnancy

or childbearing. Such women may also want to delay their first birth until

marriage, hence women who have never been married are more likely to seek an

induced abortion.

The conceptual framework of the study (Figure 4) linked the background

characteristics of women to their perceptions about implications of carrying an

unwanted pregnancy to term. These implications are based on women’s

situational assessment in the light of cost-benefit-analysis when a pregnancy
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occurs. This drives a woman to make abortion decisions and ensure that their

decisions are implemented.

Gestation of Pregnancy at Termination

There were marked variations in the gestation periods of pregnancy at
termination. First trimester (1-3 months) abortions recorded the highest abortion
numbers compared to terminations during higher gestational periods. Among all
categories of respondents, it was observed that, about 38 percent of the induced
abortions occurred in the second month of gestation. Majority of the respondents
(about 76 percent) had induced abortion within the first trimester (1-3 months
gestation) whilst about 1.8 percent of the reported pregnancies terminated were
close to term (6-7 months). The percentages of respondents however decreased
with increasing gestations at termination (Figure 6). This implies that, the bigger
e time of abortion decision-making, the less likely it was

the gestational age at th

for a pregnancy to be terminated, due to limited access to mid-trimester abortions.
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Figure 6: Gestation of Pregnancy at Termination

Source: Field Survey, 2011

There were variations in gestational period at termination across the

various background characteristics of respondents. It was observed that, about 38

percent of the induced abortions occurred during the second month of pregnancy

and the percentage terminations decreased sharply to about 5 percent for

terminations occurring after the fourth month of pregnancy. About 16 percent of
er

ndents however did not know the gestational ages of the pregnancies they
respo

nated. The background characteristics of respondents show variations with
termin ;

ct to the gestational ages at which an induced abortion occurred (Table 7).
respe
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Table 7: Gestation of Pregnancy Terminated by Background Characteristics

Gestation period at termination (Months)

Don’t

Background Characteristics 1 2 3 4+ Know

(n=106) (n=153) (n=45) (n=34) (n=63)

% Total 26.43 3815 1122 848 1571

Age (x*=32.71; p=0.008)
2041 4286 1020 204  24.49

15-19

20-24 38.06 3433 970 896  8.96
2529 18.02 37.84 1351 10.81 19.82
30-34 20.00 4615 6.5 1231  15.38
. 2821 3077 2051 256  17.95

Marital status (x*=10.18; p=0.253)

Never married 30.15 37.69 9.55 7.54 15.08

Married/In union 2096 3892 1497 838 1677

Previously married 31.25 37.50 3.12 15.62 12.50

Education (x*=14.32; p=0.280)

22.22 37.04 14.81 11.11 14.81

None
) 23.53 31.37 17.65 9.80 17.65
Primary

28.51 34.38 12.67 8.14 16.29
Secondary
. 24 .51 50.00 392 7.84 13.73
Higher
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Table 7 continued.

Religious Affiliation ((x’=10.43; p=0.236)

Christian 27.61
Moslem 22.86
Other -

Occupational status (x*=13.24; p=0.351)

Unemployed 17.78
Self employed 25.68
Student/Apprentice 29.10
Other 27.54

Number of living children (x*=18.47; p=0.297)

0 27.83
1 23.08
2 29.82
3 18.18
4+ 30.00

36.65

37.14

20.00

35.56

35.81

38.06

44.93

40.57

37.18

35.09

30.30

35.00

11.04

11.43

20.00

8.89

16.22

8.96

7.25

9.91

10.26

7.02

35.00

15.00

7.98

11.43

11.11

9.46

7.46

7.25

6.13

8.97

12.28

15.00

10.00

14.72

17.14

60.00

26.67

12.84

16.42

13.04

15.57

20.51

15.79

9.09

10.00

Source: Field Survey, 2011

The age of res

period of p

pondents was significantly associated with the gestation

regnancy termination (x*=32.71; p=0.008). It was observed that the

highest percentages of the reported induced abortions occurred within the second

month of gestation a
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(about 46 percent). This observation suggests that adolescent girls and middle

aged women resort to induced abortions when confronted with unplanned

pregnancies compared to women in other age groups.

The association between marital status of respondents and the gestation

period of pregnancy termination was not statistically significant (x*=10.18;
p=0.253). However, about 30 percent of the never married and 31 percent of the

previously married respondents had their pregnancies terminated within the first

month of pregnancy. It was also noted that, about 16 percent of the previously
married delayed the termination until the fourth or beyond months of pregnancy.

A respondent during the in-depth interview explained her delay as follows:

[ never knew I was pregnant because I did not experience any of the
pregnancy symptoms that I had during the first three months of my past

pregnancies. It was surprising to be diagnosed pregnant. Initially, I

decided to keep the pregnancy but the idea of not having a father for my

baby because of my multiple sexual partners later compelled me to have

the pregnancy terminated (45 year old previously married).

Although there was no significant association between education and

gestation period of pregnancy termination (x2=14.32; P=0.280), the distribution

observed suggests that respondents with higher levels of education (50 percent)

had their abortion early and did so within the first two months of pregnancy.

About 11 percent of respondents with no formal education had mid-trimester

abortions at gestation periods of four months and above.
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Religious affiliation of respondents was statistically not significantly

associated with the gestation period for an abortion (x>=10.43; P=0.236). It was

however observed that about 11 percent of respondents belonging to the Islamic

faith (Moslems) had a mid-trimester abortion (abortion at 4+ gestation period)

The occupation of respondents with respect to the gestational period of pregnancy

termination was not significant neither did it show any consistent variations or

any pronounced pattern. Although there was no significant association between

the number of living children a respondent had and the gestational period of

pregnancy termination, it was observed that 35 percent of women having three

children had an induced abortion during the third month of their pregnancy and

about 9 percent could not tell the gestation period at which a pregnancy was

terminated.

Asking probing questions during the in-depth interview to ascertain the

gestational period at which a pregnancy was terminated, it was observed that

irrespective of the background characteristics of a respondent, the decisions on

mid-trimester abortions (abortion at 4+ months) was either very difficult or a

spontaneous means of escaping a situation that was negatively impacting on

women and in which they did not feel safe and thus wished the pregnancies did

not occur at the first place. One married woman recounted her experience as

follows:
Although 1 achieved the aim for terminating my pregnancy at the time, 1

regretted and wept bitterly for having decided to terminate a pregnancy

which I later gotl 10 know was a twin pregnancy. 1 still suffer from the guilt
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when I recall how I aborted my twin pregnancy at Smonths gestation
which I wish the pregnancy did not occur at the first place. I know God
understands me and he has forgiven me.’ (31 year old married woman)

Researchers investigating reactions by women during abortion decision

making report only one positive emotion of relief. These emotions arise especiall
specially

in the light of the fact that the majority of women terminating a pregna
ncy report

feeling under intense pressure to have an induced abortion regardl f th
ess of the

gestational period (Francke, 1978; Reardon, 1978; Turkson, 2006). Medically, i
) . ically, it

was inappropriate to note that about 16 percent of respondents did not k h
now the

gestation period of the pregnancy terminated. This observation could also impl
so imply

that such respondents might not have been pregnant after all despite maki
making

decisions on induced abortion.

The current study finding thus far supports that of Ekanem, Etuk, Ud
H 9 Oma

and Ekanem (2003); where it was reported that, histo-pathological reports fi
rom

some Nigerian fertility hospitals in 2003, indicated that most women seeki
ing

induced abortion services were not after all pregnant at the time of decisi
ecision-

making for an induced abortion. This underscores the desperations of
women

getting rid of unwanted pregnancies and the over zealousness of an abortioni
ortionist

doing everything possible to satisfy the request of such people desiri
iring

termination of their unwanted pregnancies by all means and at all cost

The gestational period at which a pregnancy was terminated was linked t
(o)

persons responsible for pregnancy (Figure 7).
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Figure 7: Gestation at Termination by Person Responsible for the Pr
egnancy

Source: Field Survey, 2011

There exist some differentials in the figures, which are worth com i
menting

on. Among those impregnated by a rapist or blood relation, more than half (about
) ou

57 percent) of them had the termination at one-month gestation period. A simil
. A similar

earl termination was observed amon ; .
y g those impregnated by their ex-husband

with about 40 percent of them having a termination at one-month
- gestation

period. About 50 percent and 44 percent of respondents impregnated by thei
ne1r

Iecturer/teacher/boss as well as men within the other category of groupings (i
S (l.e.

clients of commercial sex workers, school mates, church mates etc.) respectivel
: ively

did not go beyond the second month of gestation period, which suggests that th
e

decision and action for the termination was rapid.
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Findings from this study, thus supports (Morhee & Morhee, 2006; Sena

2006; Turkson, 2006), who were of the view that, the exceptions of pregnancies

emanating from rape, incest and defilement are understandable basis for an

induced abortion, especially, since these are sexual offences and violent acts
9

which are usually committed without the consent of a victim who, it is assumed
2 b4

would experience some immediate psychological distress, hence the rapid

decision for abortion.

Another observation made to have influenced the decision-making process

for an early induced abortion was related to persons responsible for a pregnancy

and the implications t0 the respondents. During the in-depth interview, some of

the respondents indicated that they had to undergo an early abortion mainly to

prevent people from noticing that they were pregnant in order to avoid disgrace

and embarrassment t0 themselves and families. One of the respondents indicated

that:

My course mate raped me one Saturday evening, during a discussion in

his room whilst in school. As soon as I realized I had missed my period the

following month, 1 quickly did a pregnancy test to see if it was a

pregnancy. When pregnancy was confirmed, I had to go for an abortion

without letting anybody know about my predicaments. I kept these all to

myself 10 protect my personal image and the reputation of my family (21

year old, student).

Another respondent indicated that:
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| cannot really recall exactly how it all happened but all I realized was
feeling ‘funny’ only to be told at the hospital that I was two months

pregnant. Although this was not 100 surprising news to me because in the

previous months I had had unprotected sexual intercourse with my

boyfriend, my boss, and my sugar daddy at separate times whilst in my
safe period. My worry however is who was responsible for this

pregnancy? To avoid any embarrassment, I quickly had the pregnancy

terminated (25 year, old banker).

To establish whether the association between occupation of respondent
S

and the gestational period of pregnancy termination was statistically significant;
9

hypothesis 1, which states: ‘There is no significant association between

occupation of a pregnant woman and the gestation period at which a pregnancy is

terminated’ was tested using binary logistic regression model (Table 8).

Table 8: Binary Logistic Regression Model result of Occupation and

Gestation at Abortion

Background Model 1 95% Cl Model 2 95% CI

Characteristics

Occupational status
1 - [L1] 1 [

Unemployed (ref)

Employed 1.467 [0.488-4.41 3] 2.431 [0.705-8.383]
Student/Apprentice 1.821 [0.576-5.764] 1.655 [0.483-5.667]
Others 1964 [0.524-7.357] 3.292 [0.728-14.88]
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Table 8 continued.

Marital status

Never married (ref)

[1.1]

Currently married 1.349 [0.501-3.633]
Previously married 0.585 [0.148-2.308]
Age group
15-19 (ref) 1 [1,1]
20-24 0.240  [0.0288-2.005]
25-29 0.205 [0.0225-1.872]
30-34 0.285 [0.0254-3.193]
35+ 2.299 [0.0994-53.19]
Education
No education (ref) l [1,1]
Primary 0.803 [0.159—-4.053]
Secondary
Higher 0.979 [0.191-5.015]
Number of living children
0 5.593 [0.571-54.75]
| 3.090 [0.374-25.51]
5 2.134 [0.287-15.88]
3 0.968 [0.127-7.372]
4 (ref) . ! [1,1]
c 5.600""  [2.162-14.50] 4.094 [0.154-108.8]
ons

-100.7
Log likelihood -109.2 o
Chi-squared 1.287 .
N 334 329

95% confidence tervals in brackets p <0.05, <001, " p<0.00l.

Exponential coefficients;

Source: Field Survey. 2011
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The expectation was that pregnant women who are students/apprentices

are more likely to have an abortion at an early gestation period than women of

other occupation categories. This expectation was based on the prohibition of

pregnancy in Ghanaian schools or during apprenticeship.

For instance on the first of March 2011 at 12: 30 pm a local FM station

(Adom FM) in Ghana reported that the Ghana Education Service has backed the

decision by authorities of Aduman Senior High School in the Afigya-Kwabre

District of the Ashanti Region to sack 17 female students from the school for

tting pregnant According to the radio report the Deputy Director of Education,
ge .

id that the decision to send the girls home, is in line with the Ghana Education
sai

Service policy. With such a stringent policy, women who become pregnant whilst
ervic .

hool would prefer a quick abortion to avoid sanctions that could result into
in school W

1 [4 H . . . .
embarrassment. As 2 result, the hypothesis that ‘there is no significant association

d the gestation period at which a
i f a pregnant woman an
between occupation 0

. > ¢ tested with a bi-variate model, focusing only on
‘s terminated’ was firs
pregnancy 1S

i iable, thus occupation.
. ble and the main explanatory variable,
the dependent varid
dents who were not employed were used as the reference category.
Responaen
The results showed that the employed were more likely (OR=1.47; 95%
e re

ithi i than the reference. The same is
bort within the first trimester _
Cl=0.488-4.413)t0 2
i hose in the “others” categories as shown in
/apprentice and t
noted for the students
| where other possible explanatory variables
Ina second mode
Table 8 (Model 1)-
for the employed and “others”
i odel (Table 8), the odds
were included 1n the m
tion to first trimester abortion but remained statistically
ati

increased In rel
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insignificant. In respect of the model specification, Model 2 of Table 8 slightly

fits better than Model 1 in the same Table. This can be observed from the -2log-

likelihood of -100.7 compared to -109.2 in Model 1. Thus, the smaller the log-

likelihood, the better the fit.

Overall, the hypothesis that there is no significant association between

occupation and gestation period at which abortion occurs could not be rejected

even after controlling for other covariates. This suggests that some groups of

women are more likely than others to seek first trimester abortions when a

pregnancy OCCUrS. [t is therefore important that education on abortion decision

making be tailored to meet the different needs of various categories of women in

Ghana.

A finding that students and unemployed women were more prone to

requesting for abortion services creates a need to target them with correct and

timely ~messages O available opportunities ~for  first preventing

“unwanted/unplanned” pregnancies and secondly, places where safe abortion

services could be obtained when a need for making abortion decisions arises.

Previous Abortions History

This information Wwas obtained to examine if a client’s past abortion

history influences decision-making process for the current induced abortion. More
than half of the respondents (about 53 percent) had at least one previous induced
abortion prior to the current one. There was no significant association between
age and the number of previous abortion a respondent had (x’=24.47; p=0.080).
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However, about 34 percent and 8 percent of the respondents aged 35 years and

above had two and three previous induced abortions respectively prior to the

current one (Table 9).

Table 9: Number of Previous Abortions by Background Characteristics

Number of previous abortions

Background

characteristics 0 1 2 3 yn
(n=113) (1=200) (=62) (@=15)  (n=11)

%% Total 23.40 53.19 16.49 3.99 2.93

Age group (x'=24.47; p=0.080)

15-19 3810 5000 476 476 238

20-24 2656 5547 1328 156 3.12

5599 1845 5728 1650 485 291

30-34 1935 5323 1935 4384 323

354 1579 3947 3412 7.89 2.63

Marital status (x*=14.79; p=0.063)

Never married 2541 5351 11.35 5.95 3.78

22.29 54.14 19.75 1.27 2.55

Married/ in union
Previously married 16.13 48.39 29.03 6.45 .

_17.22; p=0.1410)

Education(x’
.92 46.15

None 26 15.38 11.54 -
22.92 58.33 10.4

Primary 2 417 4.17

Secondary 23.30 54.85 13.59 437 3.88
22.92 48.96 26.04

Higher 1.04 1.04
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Table 9 continued.

Religious affiliation (x'=8.98; p=0.344)

Christian 21.38
Moslem 32.35
Other 25.00

Occupational status (x2=22.42; p=0.033)

Unemployed 24.39
Self employed 15.71
Student/Apprentice 31.75
Other 24.62

Number of living children ()(2

0 30.41
1 17.33
2 11.11
3 25.00
4+ 10.00

53.95

51.47

25.00

60.98

53.57

49.21

55.38

=30.10; P=0.017)

50.52

61.33

59.26

46.88

45.00

16.78

13.24

50.00

12.20

19.29

12.70

20.00

11.86
16.00
25.93
21.88

25.00

4.61

1.47

6.43

4.76

4.12

2.67

3.70

15.00

3.29

1.47

2.44

5.00

1.59

3.09

2.67

6.25

5.00

Source: Field Survey: 2011

The marital status

associated wit

p=0.063). Whilst about 25

abortion prior to the current one,

three previous induced abort!
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h the number of previous ab

percent of the never married had no history of induced

of respondents Was also statistically not significantly

ortions that respondents had (x*=14.79;

about 7 percent of the previously married had

ons prior to the current termination. There were no



records of the previously married respondents having four or more terminations

prior to the current one.

The educational background of the respondents was statistically not

significantly associated with the abortion history of the respondents (x*=17.22;

p=0.1410). Nevertheless, about 58 percent of respondents who attained primary

level education had a history of one previous induced abortion. With regards to

respondents with higher educational qualifications, about 26 percent and 1 percent

recorded two and more than four previous induced abortions respectively prior to

the current one.

Religious affiliations of respondents was statistically not significantly

associated with the number of previous induced abortions (x*=8.98; p=0.344).

However about 3 percent of Christians and 2 percent of the Moslem respondents

had four or more abortions prior to the current termination.

There was a significant association between the occupation of respondents
and the number of previous abortions prior to the current one (x*=22.42; p=0.033).
About 61 percent of the unemployed had one previous induced abortion while 5
percent of the self-employed had at least four or more induced abortions prior to
the current termination. A respondent during the in-depth interview reported that:

As a growing child then at age 17, I did not know what life was about
hence I got myself pregnant. My mother was very disappointed in me and

/ the pregnancy as well as the boy responsible. She however

angry abou

me to have the pregnancy aborted in my own interest (25 years old

helped

seamstress).
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Another respondent indicated that:

| seemed to be unlucky with pregnancy and my profession. All the three

pregnancies that I terminated occurred any time I am nominated for peace

keeping abroad (36 year old security officer)

The number of living children 2 respondent had was observed to have

ous abortion history (x*=30.10;

been significantly associated with the previ

p=0.017). This observation was supported with available evidence from the in-

depth interview. First time pregnancies were mostly aborted than subsequent

ones. A respondent from the in depth interview reported that:

Although I was gainfully employed when I became pregnant for the first

time, 1 was not certain whether I would like to marry the new man

responsible for that pregnancy. Because I already have two children and
in this uncertainty, | terminated that pregnancy 1o plan my life and choose
the man I will Jike to marry in future (30 year old, trader with children).

The finding from this study that first time pregnancies were commonly
was also documented by, the Ghana Health

terminated than subsequent ones,

Service, (2007) in a similar abortion study in Ghana. Generally, repeat induced

abortions were most common particularly among the unmarried respondents. The

abortions increased consistently with the number of living

number of previous
distribution 1S not presented by wealth quintile and therefore it is

children. The
e of the respondents would act as an important

likely that wealth quintil

founding factor in explaining the relationship between the

intermediary and 2 con

abortions and that of living children.

number of previous
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Results presented in Table 9, support some findings documented in the

2006 Alan Guttmacher Institute report on repeat induced abortions in the United

States. For instance, in that study findings, women having a history of previous

abortions were different from women having a first time abortion. These women

were more than twice likely to be age 30 or older and even after controlling for

age, almost twice as likely to have had a child. Additionally, women having a

history of multiple previous abortions might have had unpleasant sexual and

reproductive experiences in the past that influenced their abortion decisions.

The conceptual framework of the current study (Figure 4) explains this

observation by relating the perceptions and modifying factors for an induced
abortion to the background characteristics of women seeking abortion services.

An individual’s packground characteristics  influence the perceived
seriousness/need for an induced abortion when a pregnancy occurs. This leads to
a reflection on the perceived threats or benefits to having an abortion, hence the
likelihood to have an abortion decision implemented. In a situation where pre and
post abortion counseling, and collaboration for support become inadequate,
women become emotionally disturbed and suffer post abortion syndromes in the
form of depression that emanates from the guilt and stigma sometimes associated

with induced abortion (Sai, 2004).
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CHAPTER FIVE

COLLABORATORS IN ABORTION DECISION-MAKING

Introduction

This chapter focuses on the collaborators involved in the decision-making

process for an induced abortion. The ultimate concern is whether the respondents

involved other people in the decision-making process for their abortions or not.

Where other persons Were involved, the study investigated the identity of these

people, the reasons for and extent of involvement of such persons in the decision

making process.

eristics of Person Responsible for Pregnancy

ristics of persons were reported to have been responsible

Charact

Various characte

for the pregnancy terminated. These persons included husbands, boyfriends,
bosses, ex-husbands, rapists and blood relations. The other

mentioned t0 have been responsible for the pregnancy

teachers, lecturers,

categories of persons

terminated are religious leaders, house boys, family friends, visitors, schoolmates

gues at work places- Majority of the respondents (about 64 percent)

and collea
pregnated by their boyfriends, whilst sex related offences

reported to have been im
(rapist/incest) were the least reported response, which accounted for about 1.8

percent responses (Table 10).
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Table 10: Characteristics of

Person Responsible for Pregnancies Terminated

Husband/ Boyfriend Lecturer/  Rapist/ Ex- Other
Background partner  (n=253) Teacher/ Blood husband  (n=18)
Characteristics (n=93) (r113=0152) “E:f:g’)n (n=12)
Total 23.74 63.89 3.54 1.77 2.53 4.55
Age group (y°=102.82; p=0.000)
15-19 2.04 69.39 6.12 6.12 0.00 16.33
20-24 1212 7273 455 3.03 1.52 6.06
25-29 r752 6789 3.67 0.00 0.92 0.00
30-34 4615 4769  0.00 0.00 308 3.8
35+ 44.74 39.47 2.63 0.00 13.16 0.00
Marital Status (X= 283.3424; p~= 0.000)
Never married 0.00 85.71 5.61 2.55 0.00 6.12
Married/in union 5636  38.18 1.21 0.61 0.00 3.64
Previously married 000 6562 312 0.00 31.25 0.00
Education (x>=12-5223; p=0.639)
None 25.93 62.96 0.00 0.00 7.41 3.70
Primary 353 6275 196 0.00 1.96 9.80
Secondary 22.73 63.64 4.08 3.18 3.18 4.09
Higher 25.51 65.31 4.08 0.00 2.04 3.06
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Table 10 continued.

Religious affiliation (x*=9.45; p=0.490)

Christian 23.99 63.55
Moslem 22.86 64.29
Other 20.00 80.00

Occupational status (x2=78.99; p=0.000)

Unemployed 6.67 84.44
79
Self employed 33.56 54.7
i .69
Student/apprentice 7.52 76
46.27 43.28

Other

Number of living children 64

80.29
0 3.85
I 3462 5513
2 45.61
2 49.1
3 65.62 28.12
40.00
4+ 45.00

Source: Field Survey 2011

2.49
8.57

0.00

2.22
342
4.51

2.99

2-78.9941; 0=0.000)

5.29
1.28
1.75
3.12

0.00

2.18

0.00

0.00

0.00

0.00

5.26

0.00

3.37

0.00

0.00

0.00

0.00

2.80

1.43

0.00

0.00
5.48
0.00

2.99

0.96

2.56

3.51

3.12

15.00

4.98

2.86

0.00

6.67
2.74
6.02

4.48

6.25

6.41

0.00

0.00

0.00




Statistically, there was a significant association between age of

respondents and characteristics of persons responsible for pregnancies terminated

(x*=102.82; p=0.000). About 6.1 percent of those respondents impregnated by a

rapist or blood relation or by other men (16.3 percent) were young people

between the ages of 15-24 years. This observation probably indicates that young

women between the ages of 15-24 years, are being sexually abused and/or

thout adequate protection and coerced to have an abortion when a

exploited wi

pregnancy occurs.

The marital status of respondents was also statistically associated with

characteristics of persons responsible for pregnancy termination (x2= 283.3424:

p= 0.000). About 86 percent of the never married attributed the pregnancy to their

boyfriends whilst about 56 percent of the married/in union respondents, reported

to have been impregnated by a husband/sexual partner. More than a quarter of the

pondents (38.2 percent)
were terminated. Some of the married respondents during

married res also mentioned their boyfriends as responsible

for the pregnancies that

rview gave convincing justifications for having boyfriends aside

the in-depth inte
nds including sexual satisfaction. A respondent reported that:

their husba
marriage, my husband has been simply a ‘log’. Besides

For five years of

ays oul of home on off
us even on our matrimonial bed. I hardly enjoy sex

he is alw seial trips. When he comes home, he seems

too tired and religio
with him thus the need for @ boyfriend who could satisfy my sexual

ithout me making babies for him (35 year old house wife).

feelings W!
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Although quite unusually reported in marriage, it was observed that 1
ess

than i
| percent of the married women reported having decided on an aborti
ortion

because the pregnancy occurred from rape/incest. In the case of the previousl
viously

married about 31 percent of the respondents terminated a pregnancy that was d
as due

to a sexual relationship with an ex-husband. A respondent during the in-depth
n-dept

interview reported that:

‘Although we have been officially divorced for about five years now
, we

e each other and occasionally find time to enjoy ourselves and
an

still lov

have fun together. We have both for personal reasons, decided to live
! our

independently and are fin

association between the educational status of

lives ¢ this way’ (40 year old Business woman)

There was no significant

ics of persons responsible for the pregnancies

respondents and the characterist

=12.5223; p=0.639)- Although boyfriends accounted for more tha
n

s across all the educational status categories
b

terminated (o

t of the pregnancie

60 percen
ed to have contributed to about 4 percent of the

achers were observ

lecturers/te
g respondents who attained secondary or higher

S occurring amon

pregnancie
ely. About 3 percent of the pregnancies occurring

educational levels respectiv

h secondary level education were attributed to
a

among respondents wit

rapist/blood relation.
In terms of religious affiliations, there was no significant association with
on and persons responsible for a pregnancy (x?=9.45; p=0.490). Boyfriends

ed to have been

religi
responsible for over 62 percent of

were however, observ
pregnancies among respondents in the various religious groupings. The
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persons responsible for
the pregnanc i
y terminated (x*=78.9
.99; p=0.000)

S W 1 e t

occupati i
pational categories. Respondents who were students (ab
out 5 percent)

attribute i i :
d their pregnancies t0 their lecturers/teachers whilst in sch
school or their

bosse ing i i .
s during industrial attachment with some organizations. It was ob
. It was observed that

the .
se women Were compelled to sleep with the men for various fa
vours such as

whilst in school as well as job placement and salary inc
rements

academic favours

during industrial attachments. A respondent whilst in school
narrated her

experiences as follows:

] was the only female student among m
y colleagues whose proj
project work
was delayed. My Jecturer one day invited me to hi
is office and dema
nded
from me Sex. ] gave in pased on advices from m
y female collea
gues and

my project work was passed. When I became pre
gnant, he told m
e lo
rerminate the pregnancy in my own interest (24 year old student)
t at the time of her industrial attachment i
in a company nar
rated

Another responden

her experiences a5 follows:
] never had the promised job despite sleeping with th
ree men on diffe
rent
organizalion whilst doing my attachment th
ere.

within the same

occasions
¢, I became pregnant as a result and had i
it

To complicate ™ pligh
d but 1 had no choice because I needed the job
o

terminated. [ felt abuse

told that is the strategy these days’ (22 year old

padly at the (ime and Was

attachment (rainee)-
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Another respondent indicated that:

‘Although I did very well during the industrial attachment, the m
) an in-

charge of placements after atta
chment requested se
xual favours from
me

before finalizing the process. To secure the job, I had to give in and th
and this

resulted in the pregnancy | terminated. Because I could not cope with th
e with the

regular harassments from him and attitudes of the other female k
workers

that I met on the job, 1 quit that work and decided to look for another job
er jo

with a more decent employer’ (25 year old apprentice).

The number of living children a woman had at the time of pre
gnancy,

nificant association with the characteristics of

statistically also showed a sig

. : 2__
persons responsible for the pregnancy terminated (x"=78.9941; 0=0.000). In all

the statistical significant associations observed, boyfriends again stood tall
allest

ersons responsible for the pregnancies aborted. About 80

among the reported P

ulliparous respondents attributed the onset of the pregnanci
ncies

percent of the n

their boyfriends.

terminated t0
espondents having four or more children who had an

About 15 percent of r

d to have been impregnated by an ex-husband. Thi
. S

abortion Wwere reporte
probed during th

x-couples creates an opportunity for sexual reunions

observation when e in-depth interview revealed that, the
bl
dren among €

existence of chil
ortions. For instance,

ch results into ab a respondent reported that:
for money for the

s been the arrangement since we divorced. On some of

some of whi
upkeep of our five children who are

[ visit him monthly

with me. THiS h
gve sex when our love for each other is

such yisits. W€ somelimes h
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rekindled. He promised to take me back as his wife when he realized I
1ze was

r ’
pregnant. But [ don’t want any more children hence the abortion’ (40
year

old unemployed).

Observations made by Sena (2006), indicates that in the Ghanai
anaian

become pregnant without being able to identify a ‘responsibl
nsible

background to

gnancy. In indigenous Ghanaian societies
’

person’ to claim ownership of the pre

when this occurs, society chastises the pregnant woman her family and the bab
’ e baby,

such situations, it was observed during the in-d i
-depth interview
that, some
with the ownership of their pregnancies resorted

respondents who had challenges

to induced abortion.

al framework of this study in looking at cost/benefit analysi
ysis

The conceptu

regnancy also reflected on the implications of getting preg
nant

of keeping 2 P
the person responsible for the pregnancy. When this

without being able to identify
f the religious and socio-economic implications @i
i.e.

happens, avoidance ©
ss/need for an abo

have a pregnancy terminated at all cost

perceived seriousn® rtion) to the pregnant woman and/or he
r

family becomes @ push factor to

med about Pregnancy

Person(s) First Infor
ked to indicate the person(s) they first informed

pregnant. This was t0 examine the social support

alized they were

when they 1€
e women and the €O

nfidence they had in such people to be

systems available to th
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able to disclose to them such personal information for the required support.

Among the key persons identified in this study to have been first informed about a

pregnancy, when it occurred, include sexual partners, mothers and friends.

Majority (74 percent) of the respondents first informed their sexual

partners, whilst 2 small group (3 percent) informed other trusted people such as

religious parents and health workers. Those who were first

distant relatives,

informed about the occurrence of a pregnancy were also indicated as the main

collaborators who advised and assisted in various ways towards the termination

(Table 11).

(s) First Informed about the Pregnancy

Table 11: Person

Person(s) first informed about pregnancy

Background partner Mother Friends = Nobody Other
characteristics (n=295) (n=24)  (n=40) (h=30) (n=12)

7431  5.74 9.73 723 2.99
% Total

Age group (*=3421; p=0.005)

46.94 1633 20.41 1020  6.12
15-19

78.36 5.97 8.96 299 373
20-24

76.58 4.50 9.01 8.11 1.80
25-29

80.00 3.08 61.5 923 1.54
30-34

76.92 0.00 7.69 12.82 256
35+
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Table 11 continued.

Marital Status (3°=44.33; p=0.000)

Never married 68.34
Married/In union 85.63
Previously married 53.12
Education (x*=19-13; p=0.085)
None 62.96
71
Primary 64.7
.57
Secondary 75
79.41
Higher

Religious affiliation (=2-14; p=0.976)

73.62
Christian
75.71
Moslem
100.00
Other

_r0.34; p=0.061)
Occupational status (=20-34P

82.22
Unemployed

72.97
Self employed

) 70.90

Student/Apprentice

79.71
Other

127

8.04
2.40

6.25

0.00
5.88
7.69

2.94

6.13

4.29

6.08
8.96

2.90

14.57
3.59

12.50

18.52
11.76
9.95

5.88

9.82

10.00

6.67
12.16
11.19

2.90

5.53

5.39

28.12

14.81

11.76

543

6.86

7.36

7.14

11.11
7.43
5.97

7.25

3.52

2.99

0.00

3.70

5.88

1.36

4.90

3.07

2.86

1.35
2.99

7.25




Table 11 continued.

N . e
umber of living children (*=26.95; p=0.042)

0 7

. 10.2 20
) 14.0 -
4+

Source- Field Survey, 201 1
There was a significant association betw
een the age of res
pondents and

person(s) first informed about the pre i
gnancy when it occurr
ed (X*=34.21;
pondents aged 30-34 years first informed thei
ir

p=0.005). Eighty percent of res
percent and 20 percent of

¢ informed their mothers or friends about th
e

a i S h
ge

ears) respectively firs

group (15-19'y
d. None of the respondents in

pregnancy when it occurre the
older age grou
ps (35

informed their mot
f those aged 35 years and above kept the news of
0

ear.
years and above) hers about the pregnancies terminated

about 13 percent 0

Additionally
lves and did not infor

m anybody about it.

the pregnancy t0 themse

g the in-depth interview reported that:

A respondent durin
mall family sizes hence I thought

ays particular about s

My husband 1S alw
hout the pregnancy which occurred despite

de together on what to do with

contraceptive

using a4
since W€ already

the pregnancy have four children (32 year old
housewife)-
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An
other respondent indicated that:

e

udent).

Marital stat
us
of the respondents was also significantly associ
sociated with

2 . 0
).

In the
case of marri
rried women, about 85 percent of them first inf
ormed a sexu
al

gnancy. This implies that close
to 15 percent of
the married

partner about the pre
wom ) g e

en even if they later did, initially hide the pregnancy from th

m their sexual

partners Thi i () m
. This ObSCl’Vﬂthﬂ Suggests that even in marriage some wi
’ men ma \¥/
y have

t the knowledge of thei
ir sexual partn :
ers, since th
e

induced abortion withou
a i i
partners, 1n the first case, might not have been informed about
a pregnancy. A
-depth interview reported that:

| initially did not inform "y husband ab
out the pregnanc
'y aborted

jobless at the time
ed to him that, I aborted the pregnanc
'y to

respondent during the in
because, he Was
] became pregnant. I informed him

stion and explain

after the abo
uch a time when he gets a job that will generat
ate

chz’ldbirth until s

postpone
come for the family up

keep ( 25 year old married

» SOUrce of in

regula
woman,)-
In the cas€ of the never married, about 15 percent of
, them first i
informed a
nt of the previously married (i.e

friend about the
t discuss the pregnancy with anybody

yorcees) did no

parated a"d di
ciation between educational attainments of
0

gniﬁcant asso

widowed, s€

There was N0 si
pregnancy when it occurred

respondents and the



: p=0.085). However, Over 75 percent of respondents having attained
e

reen . . e e
pregnancy prior to its termination. Close to 19 percent of respondent
nts with no

form i i ir fri
al education first informed their friends of their pregnancies or decided
ed not to

y at all (about 15 percent).

ns of respondents were also not significantly

inform anybod

Although religious affiliatio
associated (x’=2.14; p=0.976) with persons first informed about a pregnancy pri
prior

to its termination, it Was observed that more than 70 percent of respond
ndents

g to the Christian Or Moslem religious affiliations informed a part
ner

belongin
o its termination. Additionally,

about the pregnancy prior t about 10 percent of the

m respondents also first informed a friend when a pregna
ncy

Christian and Mosle

occurred.
t as observed was also not

The occupational status of 2 responden

ed (x2=20.34; p=
ed that about 82 percent of the unemployed first

significantly associat 0.061) with the persons first informed about

t was however not

a pregnancy- |
occurred whilst about 9 percent of

pregnancy when it

partner about the
ers. None of the unemployed respondents

informed a
formed their moth

students/apprentice in
ncy prior 10 its terminat

r about 2 pregna
cret. Friends wer

f the news about their pregnancies.

jion and about 11 percent

informed a mothe
e reported by about 12 percent of the

kept the pregnancy as a s€
first recipients O
ildren of 2 respond

gnancy when it occurred (x’=26.95;

self-employed as the
ent was significantly associated

er of Jjving ch

The numb
med about a pre

with the persons first infor
f respondents with three living children first

p=0.042). About 93 percent 0
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. t 11

percent of res i
pondents with no living child first informed
a friend whe
n

iscovered
d r .
p egnant whilst respondents with only one living child
ild decided not
to

inform anybo
ybody about the pregnancy and had an induced abortion all
n all alo
It was not i i "
oted during the in-depth interview that respond

regnancy occurred did so because they beli
ieved it

in

formed a partner when 2 p

e for a collective decision on th
e

was i i
the right thing t0 have done at the tim

pre
gnancy outcome. A respondent indicated that:

a
pariner and warned me severally to stop goi
ing out

My parents dislike my
with him but I refused. Because of this he was the first person I
on I informed
about the pregnancy so that we could to
gether decide on wh
at to do about

parents got to know (20 year old student)

the pregnancy before My
Another respondent indicated that:

s like @ father
hen 1 becameé pregnant for him. Besides, h
, he is

and advisor to me he ]
nce it was ri
ght to have

My partner i

first informed him W
sponsoring me and has promised to marry me as soon as I compl
omplete the
prentice).

apprenticeship (19 year old ap

dent explained that:

partner abo
ut how the pregnan

J condoms to prevent pregnancy for

Another respon
I was surprised

ut the pregnancy because

] first informed Y
cy could have been possible

and could ot figure ©
uccessfully use

ad always $
ye been together( 21 year old student)

since weé h
. that Wé ha

the past thre€ yed
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The conce
ptual framework used f i
or this study (Fi i
gure 4) indicates th
at

aborti . .
bortion originates from some

coll i isi
aborating on decision-making for an induced

perceived i.e. indivi
threats (i.e. indi idual challenges, gender and power rel
relations) that a

man might have had whilst making a decision for an abortio
n.

reats in order to pave the way for an aborti
ion

pregnant wo

To overcome the perceived th

decisi
ion, a
, a pregnant woman carefully confides in people whom sh
she perceiv
es

trustw i
orthy/supportive. The packground characteristics  and
' prevailing
circumstances in whi i
ich she became pregnant influence th i
e choice of coll
aborators

g and its implementation.

f . . .
or abortion decnsnon-makin

Consent for Induced Abortion
sirements relating to informed consent pri
rior

legal req
(PNDC, Law 102

d/or neede
d anyone’s consent to

In line with medico-
) respondents were asked if

rtion in Ghand
for the abortion an

o the decision
percent answered in the affirmative and 33 perc
ent

to an induced abo

they consented t

have the abortion. About 67

answered in the negative
the respondents (about 54 percent) relied

at majority of

It was observed th
about 33 percent of the

on a sexual partn er’s consent for an abortion. Whilst

nted for the

on to b€ perfor
ted. By final consent, it means if the

abortion. It is worthy of note that the one wh
0

respondents self conse
med also took the final decisions to

uced aborti
:on implemen
n the abortion was 1

consented for the ind

rtion decis
ikely not to have

have an induced abo

al consent declined, the

one giving the fin

been done (Table 12)
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Table 12: Person who finally ¢

Background characteristics

% Total

Age group (x*=31.10; p=0-002)
15-19
20-24
25-29
30-34

35+

Marital status (x*=9-84; p=0.13 1)
Never married
Married/ Living in unio?

Previously married

Education (x>=13.66; p=0.135)

None
Primary

Secondary

Higher

onsented for the Induced Abortion

Person giving fina

] consent for induced abortion

Self-consent Sexual partner  Mother Other
(n=131) (n=218) (n=32) (n=19)
32.67 54.36 8.25 4.74
38.78 32.65 24.49 4.08
29.10 55.97 9.70 5.22
33.33 58.56 5.41 2.70
30.77 63.08 1.54 4.62
38.46 51.28 2.56 7.69
32.66 50.25 11.56 5.53
31.74 58.68 4.79 4.79
40.62 56.25 3.12 0.00
44.44 51.85 0.00 3.70
39.22 39.22 11.76 9.80
32.58 55.20 9.05 3.17
26.47 60.78 6.86 5.88
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Table 12 continued.

Religious affiliation (x*

=12.25; p=0.056)

Christian 35.58
Moslem 21.43
Other 0.00
Occupational status (x*=38-6% p=0.000)
67

Unemployed 26

43.92
Selfemployed

29.85
Student/Apprentice

17.39
Other

090 p=0.052)

Number of living children (z2=20.90; P

30.19
0

39.74
1

38.60
2

24.24
3

30.00
4+

Source: Field Survey 2011
statl

characteris
m indi ck round
among the mdlcated backg

abortio
giving the final consent for an -
c
th dents Was gniﬁcantly asso
e respon
p ,_21.10; p=0-002)

consent for the abortion (x

stically shows som

n to be performe

50.92
68.57

80.00

60.00
47.97
50.75

72.46

50.94
53.85
56.14
72.73

60.00

7.98
8.57

20.00

222
541
15.67

2.90

12.74
3.85
1.75
0.00

5.00

5.52

1.43

0.00

11.11

2.70

3.73

7.25

6.13

2.56

3.51

3.03

5.00

e significant associations

tics of respondents and the persons

d. For instance, the age of

d with the person giving the final



More than 60 percent of the respondents aged 30-34 years depended more

on their partners consent to have a pregnancy terminated. Although it was
contrary to the medico-legal requirements relating to informed consent for minors
prior to an induced abortion in Ghana (Criminal Code 1960), about 39 percent of
orted that they made their own decisions and

respondents aged 15-19 years rep

tions from pharmacy shops without any form of

procured abortion medica
consenting.
nted for her induced abortion reported during

A teenager Who self conse

the in-depth interview that:

in a Senior High School when I became pregnant during

[ was 17 years!

school holidays: As the firs

t female child of a Reverend Minister, my

confidence in me and had inspired me to always

ts had SO much
serve as d role model to my younger

rightly 50 %5
ray the confidence MYy

bout My pregnancy when it occurred and self-

paren
o

conduct myself ¥P
parent’s had in me, [ did

siblings. In order not 10 bet.

wm anybody @

not info
ofi dential manner (17 year old

consented 10 have

student)-
Although ome respondents within the teenage age group (about 25
though S
Juced abortion, it is worth
) nt to have an in , noting
percent), had 2 mother's conse
e helps, they were forced against

their wish by their

These madams consenteé ed 10
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s during the in-depth interview

their bi .
eir biological mothers. One of such respondent

n .
arrated her experience as follows:

‘When my madam realized I had missed my period, she dragged me to th

e
hospital for pregnancy test. When the lest result showed positive for
d she realized her son Was responsible for the pregnancy

pregnancy an
yested for an immediate abortion for me because she did not want

ssociated 0 her son wh

she req
o was at the university.

the pregnancy 0 be as

like the decision 10 abort the pregnancy for fear of

Although 1 did not
ce.’ (16 year old house help).

ions 1 had no choi

future complical
espondents was statistically not significantly

marital status of r

the final consent

persons giving
ing for induced abortion in marriage was observed as

(x*=9.84; p=0.131), consentin
sed the greatest challenge tO abortion de
an 50 percent O

Ily consent for the induced abortion

Although
for an abortion to be performed

associated with
one of the issues that PO cision-making in

f respondents with varying

this study. Nevertheless more th
d their sexual partners to fina

ent Of the pr

marital status ha
eviously married reported to have self

About 41 per¢

ed abortion
nsent for the induced abortion decision that was

to be done.
whilst about 12 percent of the never married

consented for their induc

had a mother to giVe the final €0

implemented.
of a respondent Was statistically also not
e final consent for an induced

significantl
of respondents

abortion (y*=9-84

who had attained



final con
sent of a sexual partne i
¢ for induced abortio
n. About 12
percent of

respondents wh i
o had primary level educati i
ucation relied on the fi
inal consent of
a

mother to hav i
e an induced abortion. None of th
. e respondents havin
g no formal

ave depended on the final consent of a mother fo
r an

education was reported to h

induced abortion.
iations of the respondents, there was no

In terms of the religious affil

n with persons giving final consent for induced

statistically significant associatio

). However, majority of the respondents about (51

abortion (x*=12.25; p=0.056
) had the final consent for the induced

percent Moslems

percent Christians and 69
partners. The occupation of respondents

aborti ) .
bortion from their respective sexual
rsons giving the final consent

wed a significant association with pe

2-38.69;

statistically sho
p=0.000). About 44 percent of the self

induced abortion (X

prior to an
ons whilst 60 percent of the unemployed

for their aborti

employed, self consented
ons from a sexual partner

final consent for their aborti

respondents sought the
e time of making a decision for an

About 16 percent dents who at th
ices sought the final consent for their

abortion were

abortions from 2 mother-
ndent had at the time of decision

The number of
. mificantly associated with the persons

making for an in
. decision © pe implemented (x*=20.90;

giving the final consent for an abort10
p=0.052). About 38 percel‘lt of th® respondel‘lts who had one living child self
i more than 50 percent of all the

consented for the ind
nsent for the abortion

respondents in this category



about 73
percent
of respondents who had three living children relied
ied most on a

partner’s i
consent for an induced abortion.

It was al
so observed that about 13 percent of respondents with
N no living
e final consent from their
mothers to have an ind
uced abortion d
one.

i .
1 l i l .

Additi
dditionally, partner conse
n among the responde

ation of this trend from parity 3 and

number of livi i
iving childre nts, which was observed fi
rom

ari
parity 0 to 3. There was however a discontinu

It was observed d
and dependency for final consent in the

ner involvement

high percentages of part
sons of financial and emotional support

abo . Y M
rtion decision making arose for r€a

some reported
r reasons of distrus

situations, partner involvement was due t
e to

during the abortion. In
e partners fo t, which was observed in
eneral shift in t

ed pregnant woman is actually

the insistence of the ma
first was ag
her the suppos
xtort money and the third was for

aking responsibility for the

three situations. The
d being wWhet
r a lie just to €
ancy to be rest assured that the

pregnancy, the secon
g the partn®

y for 2 pregn
re was however, no direct evidence

pregnant and not tellin

s not read

the partner who W2
pregnancy was successfully terminated: The

o did not i

nvolve anybody in the decision-making process for

rtion had any 2

fconsente
in the Ghanaian context

that respondents Wh
dverse result.

the abortion and sel

As would have been sociall
induced abortion €V€" if required ! marriage s 81 option 10 a pregnancy
have been thoroughly discussed and an agreement rched

outcome should



betwee
n both partn
partners for the consent to have the abortion decision i
ion implemented

On the
contrar i

y, the abortion standards and protocols of Ghana (G
explicitly indi e (G5, 2909

ind

y jcate that partners consent is not a requirement f

or an induced
na, which implies that a W i
oman irrespective of h i

er marital stat
us

essarily seeking the consent of her part
ner.

abortion in Gha

can :
have an abortion without nec
ever did not support the im

pondent indicated during the in-depth

Findin i w plementation of
gs of th y
is study ho ! tati this policy

directi ithi
ctive within the Accra metropolis. A res

interview that:
¢ the pregnancy although he

first to know abou

‘My partner Was the
He insisted on accompanying me 1o
a

initially did not pelieve the news:
egnancy- He further pleaded with me t
o

o confirm the pr
cy and provided m

¢ made time 0 accompany me to th
e

hospital 't
oney for it. To be sure that the

terminate the pregnan

Iy terminated, h

pregnancy Was ful
h of relief when we were

and gave ¢ big Sig

ssfully terminated’ (19 year old

student).

Another respondent indicated that:
ed 1 WaS pregnant,

ion for an abortion is

When 1 realiz
hence the decis

pregnancy
ed 1 could not afford the five

the one carryiné the
however realiz

absolutely mine.
] then decided to

a Cedis bei
o seek his €

(30year o

onsent mainly for ﬁnancial assistance to

hundred Ghan
husbaﬂd 4

he abortio”

1d married woman).

be able 10 pay for!
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]n relation t resea (:h
(o) these Obse ations
rv the SeCOnd S y %Y
I I h pOtheSiS i
’ thh

states that th i i
ere is no significant associati
ation between a wo ’
man’s marital stat
us

and her decisi
ecision to have an aborti i
on without reques i
questing partner’s consent, was

on model. The bi-variate model focused

tes . - . . .
ted using a bi-variate logistic regressi

nd the main explanatory variable (marital status)

0
nly on the dependent variable a
as the reference point, currently

In the first instance, using never married

1.03; 95% CI=0.67-1.26) times more likely to

married women were about (OR=

£ another person, probably the partner than the

seek the consent or opinion O
p was less likely (OR=0.70; 95%

rmerly married grou

reference. However, the 0
proval for an abortion. In Model Il where

CI=0.32-1.52) to seek 2 third party’s @P
the odds of seeking a third opinion

the effect of marital status was controlled for,

mally to about OR=1.11 or about 11.5 percent (95%

on abortion improves mini
he odds for forme

del 11 (Table 13).

rly married and never married rarely show

CI=0.63-1.96) while t

any difference as indicated in Mo
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Table 13: Bi-variate Logistic Regression Model results of women’s Marital

Status and Decision t0 have a Self-consented Induced Abortion.
Variable Categories Model 95%Cl  Model Il 95% CI
Marital Never married (ref)
status
Currently married 1.03 0.67-1.26 LIl 0.63-1.96
Formerly married 0.70 0.32-1.52 0.99  0.40-2.46
Educati ducation (ref)
ucation  No edu 136  0.49-3.72
Primary 159  0.67-3.74
Secondary 155 0.58-4.17
Higher
Occupation Unemployed (ref) 0.40 0.18-0.90
Employed 079 0.35-1.77
Student/apprentice 138 0.51-3.70
Others
Age group  15-19 (€D 1.04 0.33-3.28
20-24 1.84  0.69-4.88
2529 1.66  0.65-4.19
30-34 162 063415
34+
Number of living childre” 070 0.18-2.69
0 0.53 0.14-1.90
1 0.60 0.17-2.13
) 1.47 0.36-5.97
] 90
3
4+ (ref) 398
M Observalio™ 25.92(16)*
odel 0.94(2) 2T
. e ]’ **p( 05; TpsVY-
summary ~ Chi $44" d data 2! erep<0.00

Source: Computed from fi€ Al
1



]he a y i i y

vidence that at 95 percent level of

th
erefore be concluded based on the available €

significa i
. .
ce, there is no significant association between a wom ’ i
an’s marital status

In situations i
where some married women $ i
ought their partne ’
r’s consent
he Ghanaian Abortion Standards and

for i :
an induced abortion in contradiction t0 t
Proto Y
cols (2003) which indicates that partner’s consent is not required f
or an
red the reason(s) why such women sought their

induced abortion, the study explo
portion. The domin

responsible for the pregnancy before it

ant reason that emerged was the

partner’s consent pefore the 2
nform the person

fact that it was right 10 i
e in-depth interview

reported that:

ndent during th
ortion without informing my partner. I know he

¢ would have wished we keep this

is terminated. A respo

. to have an ab
as 1 do and h
we were both not p

It is unfai

loves me SO much
not been that

repared for a baby at

pregnancy had it

the time (21 yea" old student)-

t indicated that:
ant all by

myself. A man impregnated me hence he

so that he will bear the total

Another responden

I did not pecome pre&”

d abou! the
nd also take
ion (35 year oldm

. GHS 2007) reported some

decision 10 abort

esponsibility of any problems that

must be informé
’

arried woman).

Although
findings from this

y women during

similarities regarding col

study show remarka



collaborators | \Y A% ven f
ors Invo
lved. It was obser ed that, the reasons gl
n 1or a pre
gnant

duri . -
ring abortion decision making process i
ss is

woma
n to collaborate with someone
multifacet
ed and i i
d includes 1ssu€s of trust, safety security and financi
ancial support

a respondent during the in-depth intervi
iew

duri
ng the abortion. For instance,

reported that:
and denied responsibility of the pregnancy h
when

My boyfriend rejected me
nd look for money all alone

¢ [ had to struggle a

he realized 1 was pregnan
which I had the abortion done

for the abortion and this delayed the time at

(19 year old apprentice).

ersons responsible for a pregnancy are more likel
ely

F e

rom this, it 1S observed that p

o be informed about @ pregnancy when it occurs. Additionally thi
is

gestation period at which a pregnancy

influence the

to be the first t

o more likely to

people are als
indicates the importance of

d. This observation therefore

g with a partne
t towards implementing a

IS terminate
al partnerl in abortion decision making

particularly
n collaboratin

Additional importance 1
commitmen

t and

ollaboration enables decisions

abortion enab
his level of ¢

gnal‘lc}’~ T
tion is likely to occur within the

ancy terminad

completely alone i

erminate 2 pre

ence preer

decision to t

o ; i
n abortion to b€ qu1ck h
n the decision

f‘ .
Irst trimester compare
ioht have late terminations due to a lack

making process for which reason
 and/or support 1

0 : i
f adequate informatio
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Tl l l r . .F . . I )
E ac O Slg"l lcallt asso Clath]ls Elw ae" a vV OIIla]l S Illallta] StatllS and

lor tO i i i 1 n r t

Comprehensi
nsive Abortion Care of Ghana
(Ghana Health Servi
rvice, 2005).

ence that women who did not collaborate with

A . .
dditionally, absence of evid

ecision making had any adverse effects durin
g

anybody during abortion d

men’s fears about making independent aborti
ion

terminati ;
mination might allay WO
decisions i ;
cisions in their own interest.
mework of thi

sion-making process,

s study (Figure 4) indicates the

The conceptual fra

s in abortion deci
e that while some women Were quick t
o

which the study

im
portance of collaborator
y results indicat

findings support. The stud
e they had collaborat

rtion becaus iti
ors who positively

deci ;
ecide on an induced abo
uced abortion, oth

have an ind
hout any suppo
sulted them having induced

er women who had no

S
upported the decision 10
rt were completely alone in

were Jeft wit

c
ollaborators, and hence
h invariably 1€

t .. ) .
he decision-making process whic

abortions at an advanced
n ofthiS findin
n shared wit

g indicat®s that results in decision-making on

g creates

The implicatio
h other people. The sharin

re best whe
ize the nece sources that will

at the time @ preg

a pregnancy outcome a
ssary support and re

ot to mobil
nancy occurs to make

a . .
n enabling environme
e
nable a pregnant WO
. - results i i
+ i gecsin - ts in relation to her

r . . .
eproductive lntenttonS-

Fayorsey (2002)-
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CHAPTER SIX

CHOICE OF PLACE FOR ABORTION SERVICES

Introduction

This chapter presents findings on the factors considered by respondents in

choosing a place for an induced abortion. The focus was on how respondents

heard about the place of abortion, methods/options available, cost of an abortion
service, the various options available to women on arrival at the place they chose

for induced abortion as well as reasons for the choice of place and method used.

Place of Abortion

As part of the decision-making process, respondents reported to have

resorted to various places 10 have their pregnancies terminated. The reported
f induced abortion inc
d non-clinical environments (pharmacy/chemical shops

sources O luded both clinical (i.e. NGO, public and/or

private hospital/clinic) an
drug peddlers in oper markets and home based remedies). About 78 percent of the
respondents had induced abortion initiated in a clinical environment whilst the
done ina non-clinical environment (Table 14).

rest (22 percent) had it
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Table 14: Background Characteristics by Place of Abortion

Place of abortion

NGO Public Private
hospital/clinic hospital/clinic  hospital/clinic ~ Other
Background characteristics (n=114) (n=134) (n=66) (n=87)
% Total 28.43 33.42 16.46 2170
Age group (x*=16.303; p=0.178)
5-19 34.71 26.51 10.24 28.60
20-24 25.40 33.61 18.70 o
25-29 30.62 30.63 16.21 .53
30-34 35.43 30.80 12.32 2151
35 15.42 51.31 23.14 10.33
+ .
Marital status (x*=4-861: P~ 0.562)
Never married 29.12 32.70 14.14 24.11
18.03 .
Married/in union 29.90 33.51 8.6
34.42 25.00 21.90
Previously married 18.80
Education (=1 7.814,p< 0.037)
40.70 22.21 18.53 18.51
None .
21.60 41.22 9.82 27.54
Primary .
S d 25.31 35.71 14.51 24.43
econdary
35.33 27.50 23.50 13.72
Higher :
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Table 14 continued.

Religious affiliation (>=15.0281; p = 0.020)

Christian 25.21
Moslem 40.03
Other 80.02

Occupational status (=1 1.767;p= 0.227)

Unemployed 26.72
Self employed 23.01
Student/apprentice 34.34
Other 30.42

Number of living child

0 30.70
1 2691
2 22.80
3 30.33
4+ 25.00
Source: Field Survey 2011

35.6
25.72

0.00

35.61
40.53
26.90

30.41

ren (X’= 8.036;p = 0.782)

33.03
30.81
36.80
36.41

35.01

17.52

11.41

20.0

17.80
14.91
14.23

23.24

14.21
14.13
22.81
18.24

25.03

21.80

22.91

0.00

20.01

21.61

24.63

15.91

22.20

28.21

17.53

15.22

15.01
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The background characteristic of respondents with respect to place of

abortion indicates that, statistically, there is no significant association between the

age of a respondent and the choice of place for an induced abortion (3°=16.305; p

= (.178). However, majority of the respondents (about 51 percent) belonging to

the age group of 35 years and above had their pregnancies terminated in a public

hospital/clinic. Additionally, the proportion of women aged 35 and above, who

had an induced abortion from a public or private provider was almost double the
corresponding percentage for the women in the other age groupings.

There was also no statistical significant association between the marital
status of respondents and choice of place for an induced abortion (x*=4.861; p =

0.562). Nevertheless, more than 30 percent of the respondents in all marital status

ories had their abortions done in a public hospital whilst about 25 percent of

categ
d accessed the abortion services from a private provider

the previously marrie
ically, there was a significant association between the educational

dent and choice of place for an induced abortion

Statist

background of a respon

(*=17.814;p = 0.037). Respondents with primary level education (41.2 percent)
o formal education (40.7 percent) respectively had their abortions

and those with 1
ealth facility, whilst about 24 percent of respondents

done in a public OF NGO h
onal attainments resorted to the private abortion providers for

with higher educati

ations. A University graduate explained the basis for her choice of

their termin
e for an abortion during the in-depth interview as follows:

Because of the attitudes of n
NGO clinic because [ was informed they have good

plac
urses in other hospitals, I preferred to have

my abortion in the
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international standards, their service charges are reasonable and th
na they

seemed j ; ;
emed more professional in handling abortion issues in a
more

confidential and none judgemental manner '(45 year old polytechni
nic

graduate).
Another respondent indicated that:
| preferred the private sector for the abortion because I was told th
e

system there is very fast and there is no time wasting through the asking of
ng o

many questions before the abortion is done. Once the cost of the service i
ice 1§

fully paid, the provider is glerted to provide the service without much
uc

delay (31year old University graduate doing National Service)

Statistically, the religious affiliation of a respondent was significantl
ntly

ted with choice of place for an induced abortion (x*=15.0281; p = 0.020).

associa
About 80 percent of respondents pelonging to other religious affiliations such a
s

dhism and African t

n NGO hospital/clinic. It is worth noting that, none of

Hinduism, Bud raditional religions collectively had their

Pl‘egnancies terminated ina
his category ©f religions had an abortion from a public

the respondents in t

nor used other SO

nt during the in-depth interview indicated that:

urces such as an over the counter sales of

hospital/clinic

abortificients. A responde
ant 10 complicate my
gnted a credible facility where everything could be

1 did not problems by going to an unfamiliar place
for the abortion. Iw
d conﬁdentially, hen
quality of care’ (35 year old Buddhist).

done S afely an ce the choice of NGO hospital because

of their high standards and
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The occupational background of a respondent was not significantl
ificantly

associated ith ch ice Of place for an ll’ld i = =
w (o} UCCd ab 2
ortion (x*=11.767; p = 0.227). It

was however observed that about 41 percent of the self employed had th
. ad their

pregnancies terminated in a public hospital/clinic whilst about 25 percent of th
of the

students/apprentices resorted to other places such as pharmacies, chemical sh
’ 1cal s Ops

or home based remedies for their terminations. Statistically, there was al
’ as also no

sociation between the number of children that a respondent had pri
prior

significant as

ace for the abortion (x°=8.036; p =0.782)

to the current abortion and choice of pl

It was however observed that, about 37 percent of respondents havi
ving two

nt termination in a public hospital/clinic whilst 25 percent of
o

children had the curré

respondents having four or more children had the abortion done in
a private

hospital/clinic.

Probing further during the in-depth interview to ascertain the rational
ionale

e of place for an induced abortion; the study noted that, i
, 1SSUes

behind the choic
e, cost, staff attitude a

king abortion. Mid

nd availability of the needed service were of much

about tim
-trimester (4+ months) abortions were

concern to 2 womarn see

mostly available in private facilities compared to the public and NGO facilities. A
-depth interview reported that:

respondent during the in
public hospitals to no avail, a nurse later introduced
(4

‘After visiting many
me lo a private clinic that specialized in providing abortion for bigg

er
jons where MY five months pregnancy was successfully terminated’

ewife)-

gestat

(35 year old hous

Another respondent indicated that:
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‘] first visited an NGO clinic but I was referred to a public hospital after

initial assessment because my pregnancy was about 4 months 2 weeks old

At the public hospital, I was humiliated and asked to pick a card and start

attending antenatal clinic. In agony, 1 went home and a friend later

introduced me 10 4 private clinic where I later had my pregnancy

terminated’ (28 year old apprentice).

It is worth noting from the in-depth interview that, prior to going to a

about 4 in 5 of all the unemployed respondents

health facility for an abortion;

clf-induced abortion using some form of

interviewed had first attempted @ S

The medication was noted to have been

medication predominantly ‘cytotec.’

nter from pharmacies/chemical shops because of the

procured over-the-cou

perceived ready availability at 2 cheaper cost. Respondents who used this channel
a hospital when a complication arose, when there was an abortion

only went to
ermination was successful. A respondent during the

failure or to confirm if the t

in-depth interview reported that:

Id [ waste time and money going to a hospital for an abortion if

“Why shou
' in a nearby pharmacy at a cheaper price, take 2-

up-2 down, pleed for @ few days and have that bastard removed secretly? I

go to the hospital for treatment if there is any associated

can later then

n” (21 year old,
orts previous findings by Marie Stopes International

complicatio unemployed).
This observation supp

dication that even with the availability of designated

Ghana (2006). It is an in

ding safe abortion services in the study area hospital

health facilities provi
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abortion is bei
ing made. The conceptual framework (Figure 4) indicat
€s a process

of assessm i i foi
ssment during abortion decision-making. This is an indi
ndication that a

pregnant w i ;
g oman mlght have assessed various options before decisi
ision-making

The observati
jon that some respondents W
ould prefer self: i
-medication for
an

abortion poses publi
public health challenge because ev i
en with knowled
ge about

abortion medications there is always the need for some form of prof
professional

clinical assessment prior to an aborti identi
ion to identify potential h
ealth problem
s to be

addressed medically before, during and/or after an abortion

mation about Place of Abortion

Sources of Infor
¢ information on place and method for induced
ce

The reported sources O
a ranged from electronic media to friends through
word

abortion in the study aré

g5 percent of the respondents reportedly heard of the pl
ace of

of mouth. About

rough ‘word of mouth’
)]. The role of the media as a means of conve i
ying

abortion th [i.e. friends (50.87%), sexual partners (27.18%)
. (V]
and family members (6.48%

rtion providers and/or marketing abortion providers
was very

information on abo

indirect (7.2 perce
ders of home based remedies focusing on ‘preg
nancy

nt). This approach appeared to be used by th
€

minimal and

NGO facilities and provi

¢ and/or menstrual regulation. About 2 percent of
of the

crisis managemen
on provider through an inter hospital referral not
e.

eard of an aborti

respondents h
esults on sources of inform

ation about place of abortion

Detailed analysis of the T
dents is shown in (Table 15).

and background characteristics of respon
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It is evident from Table 15 that respondents collaborated with various

kinds of people on various issues whilst making decisions for an induced

abortion. As indicated in the conceptual framework for this study (Figure 4), an

aspect of the collaboration involved information about places where induced

abortion services aré provided within the Accra metropolis.

Table 15: Sources of Information about Place of Abortion

Source of information about place of abortion

Sexual Family
Background Media Friends partner members  Referred Others
characteristics (n=29) (n=204) (=109) (n=26) (n=9) (n=24)
Total 7.23 50.87 27.18 6.48 2.24 599
Age group (x*=30-382:P~ 0.064)

15-19 ,o1 stor 224 18.43 2.03 4.10
20-24 4.50 47.00 33.60 7.51 2.22 521
25-29 9.90 52.32 26.12 3.60 2.71 5.42
30-34 1231 S8l 2622 1.52 312 621
35 7.70 56.41 17.90 5.11 0.0 12.80

+ .
. p=0.556
Marital status (x2=l3.598, p=0 )
N od 651 5232 26.31 7.51 2.02 551
ever marrie
Married/in union 9.02 4731 29.99 4.80 3.03 6.02
arried/in unl
33 6250 1880 9.41 00 620

previously married
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Table 15 continued.

Education (x*=14.5989; p= 0.567)

None 11.1 33.34 33.31 7.40 7.40 741
Primary 2.31 58.80 23.51 5.91 0.0 9.80
Secondary 6.80 51.61 27.60 7.22 1.81 5.00
Higher 9.81 50.00 26.51 491 2.92 5.90
Religious affiliation (x*=19.16; p=0.038)
Christian 7.41 51.81 25.22 7.70 1.21 6.71
Moslem 7.13 47.12 34.31 1.41 7.13 2.90
Other 00 401  60.00 0.0 0.0 0.0
Occupation (x*=1 5.2643; p=0.433)
Unemployed 4.41 48.90 31.13 4.42 2.21 8.9]
Self employed 6.12 541l 25.70 4.13 2.01 8.13
Student/apprentice 601 5372 25.41 9.01 2.24 371
Other 14.53 40.62 29.03 8.72 2.91 4.34
Number of living children (x2=20.246; p = 0.443)

0 s14 4812 2833 9.41 2.81 501

] 772 5381 2564 2.62 263 7.0

5 531 6142 2631 1.82 0.0 533

3 521 4550 2421 9.14 303 3.0l

4+ 10.0 50.0 25.0 0.0 0.0 15.04

Source: Field Survey 2011
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The age of respondents statistically was not significantly associated with

sources of information on place for an induced abortion (>=30.382; p = 0.064)

Nevertheless, with exception of about 47 percent of respondents within the 20-24

age group who indicated otherwise, more than 50 percent of the respondents in all

other age groups heard about the place where their pregnancies were terminated
e marital status of a client was also

through a friend by word of mouth. Th

statistically not significantly associated with source of information about place of

abortion (x*=13.598; p=0.556)- However, about 3 percent and 63 percent of the

e respectively informed by the media and friends of where

previously married Wer
their pregnancies were terminated. None of the previously married was reporte d
eferral note to any place for pregnancy termination

to have had an inter hospital r

the educational background of respondents, there was no

With respect t0

ant association with the source of information about place of

statistical signific
=14.5989; P~ 0.567

level education were however informed b

). Majority (about 59 percent) of respondents with

abortion (X
y a friend about the place of

primary
was the source of information on place of abortion to about 2

abortion. The media

percent of respondents attaining primary Jevel education. It is worthy of note that
of any respondent with primary level education being

there was no reported case
¢ an induced abortion. There was also a

referred by anybody 10 any facility fo

cant association (x*=19.16; p=0.038) between sources of

statistical signifi
place of induced abortion and religious affiliations of respondents

information on
probably because of the sensitive nature of induced abortion among the dentified
Respondents pelonging to the other category of religious

religious groups-
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affiliati RN .
ions such as Hinduism, Buddhism and African traditional religi |
ons relied

mostl
y on a sexual partner (about 60 percent) in deciding on the choice of
e of place

for the pregnancy terminated.

The occupational status of a respondent was statistically not significantl
ificantly

associated with choice of place of induced abortion (x°=15.2643 0.4
2643; p=0.433).

Nevertheless, about 54 percent of the self employed and 54 p
ercent of

students/apprentices at the time of termination relied on a friend for inf
ormation

number of living children that a respondent had at th
e

on place of abortion. The
time of abortion decision-making was statisti ;
ically not signifi
cantly associated
source of information on place for the current inati
termination (x*=
x=20.246;

r observed that, for respondents having two child
ren,

with the

p=0.433). It was howeve

f them were informed about the place where they had thei
eir

about 61 percent O
induced abortions by a friend. There was no reported case of women havi

ving two
living children being referred for an abortion.

ceptual framework ©
.o which presumably informs an individual’s

The con f the study (Figure 4) indicates perceived

P 0

decision on choice of

Santhya and S buttresses the position of UNFPA (1999) on th
e

importance of women €m
o make informed Jecisions on choice of place when the need f
ed 1or

Ghana in order t
also a need for accredited abortion facilities in Gh
ana

n arises. There is

an abortio
icly other than the

current predominant word of mouth

to be advertised publ
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approach that rather driv W fied
rIves omen to unqualil Vi d
ea pro iders a
nd/or unsafe

facilities within the study area.

Factors Considered when Choosing a Place for an Abortion

enough for decision makin [
g on choice of place for an aborti
ortion. Some oth
er factors

were also reported t0 have been considered in settling on the place for th
r the current

g a place for an abortion. The reported factors classified
ie

about privacy in choosin

‘other’ (i-e- abortion method, staff attitude, proximit d
J ity an

under the group of

availability of mid-trimester abortion services) W
ere the least si
ingle factor
lace for an abortion (Figure 8).

considered when choosing @ P

popularity Other
5.3%

Accessibility
9.3%

oosing a Place for an Abortion

sidered when Ch

g: Factors Con

2011

Figure

Source: Field Survey-
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The observed i
perceived threats indicated in the conceptual fi
ramework of

this study (Fi
y (Figure 4), posed the most challenge to the individual seek
seeking induced

re further investigated as they

terminated. The observed challenges, which we

emerged from in- 1 1
the In depth interviews, supporl decisions on choic fpl
€ oI place for an

ced abortion in Ghana. A respondent indicated that:

mothe :
r of one, it was more difficult for me

indu

‘As a married woman and

walking into @ hospital compared to a
pharmacy shop to s
ay I need hel
ip [o

have an abortion. The attitudes of nurses in the hospitals toward.
waras Women

seeking abortion services coupled Wi
ith the many ;
questions that 1
was told

I will be required 10 answer put me off (25
year old, married w
oman).

Another respondent remarked that:

“My ﬁz’ends informed me about a very nice NGO clinic where ab
e abortion is
ot too expensive. The women are treated nicel
ly, provided with qui
quick and
confidential service without complications. Because I wanted
ed a safe and
] took their advice and wen
t to the place (2
1 year old,

secrel abortion

apprentice).

Another respondent was of the view that:

ted woman. ] deemed it very im
: portant to seek h
elp from a

‘4s an educa
d abortion provider. ] don’t believe i
in self medicati
ion because

well traine
In my opinion, the hospital was the best and
an

¢ implications.
e an abortion, hence my choice’ (22 ye 1d
ar o

safest environment to hav

of its advers

teacher).
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Responses obtained from the in-depth interview on choice of place for an

induced abortion is suggestive that the educational background of respondents

influenced the choice of place for an induced abortion. Consequently, the third

hypothesis of this thesis, which states that ‘there is no significant association

between the educational status of a pregnant woman and choice of place for an

induced abortion’ was set t0 explore this association.
ed using the binary logistic regression model
2

This hypothesis Was test

cts of other variables on respondents’ educational

which examined the effe

ice of place for induced abortion. Testing the hypothesis that

background and cho

significant association between the educational status of a pregnant

Jace for an induced abortion, the a-priori logic was that

‘there is no

woman and her choice of P

en would seek abortion services from accredited providers to

highly educated wom

ensure their safety:
esented in Table 16, Models 1 and 2, clearly indicate

From the results pr

that, no significant Jifferences exist in probability of abortion occurring in a safe
ties by Jevel of formal education. This was noted even in spite of

and unsafe facili
h tertiary education in Model 1 (OR=1.429; 95%

the fact that women wit
1.255; 95% CI=0.370—4.252) of Table 16

Model 2 (OR=

C1=0.465-4.391) and
ancy terminated in an accredited health facility.

y to have a pregn

were more likel
Based on these observations, there was no empirical evidence to reject the null
rmises that there was no significant relationship between

thesis, which su

hypo
oice of place of an induced abortion in the Accra

level of formal education and ch

metropolis.
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Table 16: Binary Logistic Regression Model Results of Relationship between

Educational Status and Choice of Place for an Induced Abortion.

Background Model 1 95% CI Model 2 95% CI
Characteristics
Educational status
1 1,1
No education 1 [1,1] [1,1]
Primary 0601 [0.190-1.896]  0-595 [0.179-1.982]
Secondary 0703 [0254-1946] 0706  [0.247-2.01 8]
Hich 429 [0.465-4391] 1255 [0.370-4.252]
igher
Marital status | "
Never married ’
. 1.177 [0.626-2.215]
Currently married
) 0.907 [0.323-2.550]
Previously married
Occupational status | (1]
Unemployment
0.881 [0.360-2.152]
Employed
0.795 [0.329-1.924]
Student/Apprentice
uee P 0.980 [0.334-2.874]
Others
Age group 0364 [0.084-1.570]
15-19 0502  [0.135-1.863]
20-24 0397 [0.113-1.399]
25-29 0424 [0.118-1.523]
30-34 | (1]
35+
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Table 16 continued.

Number of living children
1.018 [0.206-5.032]

0
1 0.677 [0.148-3.102]
2 1322 [0.280-6.245]
3 1.178  [0.222-6.259]
4(ref) 1 [1,1]
_Cons 4400 [1.666,11.62] 10.97°  [1.563-76.98]
Log lik. 2206.6 -196.6
Chi-squared 6.293 13.16

401 390

N

EXponential coefficients: 95% confidence intervals in brackets. "5 <0.05, "<

eld Survey, 2011

0.01, """ p<0.001. Source: Fi

ntroduced Respondents to Abortion Methods

Person who I
d a respondent to the abortion method

The study explored who introduce
ination was done. In all the responses it was

e where the term
(i.e medical practi

ps of people such as pharmacy/chemical shop

used at the plac
tioners, pharmacist, friends, sexual

noted that various people
s and other grov

partners, midwive
n the open market) introduced the

d drug peddlers ©
for the termination at the places they went

seeking for an abortion- This observation was dependent on previous experiences
with an induced abortion and the places where a respondent

that a respondent had
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finally settled for the abortion. About 43 percent of respondents were introduced
€

to . . .
the method used for terminating their pregnancies by a medical practitio
ner.

Friends of respondents constitute about 22 percent of persons who introduced
a

t other identified groups of people such as

respondent to an abortion method whils

pharmacy/chemical shop attendants, relatives and drug peddlers on the op
en
s who introduced a respondent to an

market constitute about 4 percent of person

abortion method (Table 17).

rson who Introduced ResPondents to Abortion Methods used by

Table 17: Pe
stics of Respondents

Background Characteri

duced respondents to abortion method

Persons who intro

Background Medical Pharmacist Friends  Partner Midwife Others
characteristics Practitioner =52 = =

T2 n=52) (@ 90) (n=48) (n=21) (n=18)
Total 42.89 12.97 22.44 11.97 524 449
Age group (X.2= 27.1494; P = 0.131)
15-19 30.61 16.33 30.61 6.12 8.16 8.16
20-24 44.03 11.19 1791 14.18  9.70 2.99
25.29 43.24 14.41 24.32 12.61 1.82 3.60
30-34 46.15 15.38 23.08 923 3.081 3.080
35+ 46.15 513 2308 1538 - 10.26

0.8814: P~ 0.022)

Marital status (X2= 2
14.07 27.64 13.07 6.53 5.00

Never married 33.67
Married/in union 49.72 1257 1976 1018 359 413
65.62 938 312 1251 625 310

Previously married
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Table 17 continued.

Education (3= 22.6561;p = 0.092)

None
Primary
Secondary

Higher

Religious affiliation (x2=

Christian 40.8
Moslem 48.57
Other 100.00
Occupation (X'= 20.2010;
Unemployed 40.96
Self employed 41.22
Student/apprentice 37.31
Others 57.97
Number of living children =
0 37.74
1 47.44
2 50.88
3 57.58
4+ 30.00
Source: Field Surveys 2011

40.74
27.45
38.91

59.8

p=0.164)

=

741 2222
11.76  29.41
15.38  23.08

9.8 17.65

14.8088;p = 0.139)

11.66 24.54

20.00 14.29
17.78  28.89
14.86  19.59
970 28.36
13.04 1449

25.4686; p = 0-184)

11.79 2453
1154 2692
14.04 1579
18.18  6.06
20.00  30.00
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14.81

15.69

12.67

7.84

12.88

8.57

8.89
14.19
12.69

7.25

14.62
7.69
10.53
3.03

20.00

7.41

7.84

5.43

2.94

5.21

5.71

5.41

8.21

2.90

5.66

5.13

5.26

6.06

741

7.84

4.52

1.96

491

2.86

4.44

4.73

3.73

4.35

5.66

1.28

3.51

9.09




Results fi
rom Table 17 show that, statistically, there is no signifi
ignificant

association be
tween the age of 2 respondent and the person who introd
introduced a

re :
spondent to the abortion method used (x’=27.1494;p = 0.131). It
> . . It was however

ob . .
served that in exception of the teenagers (15-19 age group) of wh b
om about 31

percent were introduce to i b
duced to an abortion method (cytotec) i
y friends, more th
) an 40

onging to the age grouping (20-35+) were introduced t
0

percent of respondents bel
various abortion methods (i-€ medication MVA
: ; , D&C) by a medic
al practitioner

(about 5 percent) aged 35 years and above were reported to h
O nhave

on method (medication) by a pharmacist. There w:
. cre

Fewer women

been introduced to an aborti

no reported observations that midwives introd
uced respondent:
s who were 35
hod, but referred them to a medical practitio
ner

years and above to an abortion met

o methods available in their facilities

uced respondents t

atus of 2 respond

who introd
ent statistically shows a significant

The marital St
ntroduced 2 respondent to the method used f
or

he persons who i

g a pregnancy (= 20.8814;

association with t
p= 0.022). About 66 percent of the

terminatin
he methods used for their abortions by a

e introduced to t

previously married WeT
percent were introduced to a method by eith
era

medical practitioner whilst only 3

r identiﬁed

groups of people such as pharmacy/chemical sh
op

friend or othe
d drug peddlers on the open market. This observati
ion

attendants, relatives an
arried depended more on professional services

indicates that the PreViOUSly m
professionally terminated in a safer

pregnancy was

dent during the in-depth interview reported that:

environment. A respon
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‘As a young widow, I sti
1 still have man
y years ahead of me
and will

definitely remar. js |
yy. This s why 1 sou
ght advice from
a medical

practi joney on

1 the best method to be used for an abortion to
!/ aVOid an
y

abortion related complications '( 26 year old teacher)

backgroun
_ 22.6561; p = 0.092). About 60 percent of

method used for an abortion ¢4

respondents with higher education
al backgrounds howeve
r, were introduced
to an

thod by 2 medical practitioner Jt was o
: nly about 2
percent of

ducational backgrounds

abortion me
who were reported to have been

respondents with higher €
introduced to an abortion method by other
groups of people
such as
ndants, relatives and drug peddlers on the
open

Pharmacy/chemical shop atte

during the in-depth interview reported that:

market. A respondent
d when [ realised 1 had become pregnant tw
0

<] was SO much devastate

months after I was raped in school. 1

ancy. For W0

did not know what to do with myself

weeks, 1 kept to My room weeping daily until

and the pre&”
my mother discovered my situation and gave me some medications which

ichl
(21 year old medical student)

Another respondent reported that:

ite my high €
best method 1o be used for my abortion. This is because sh
e she

ducational packground 1 had to rely on my moth
other’s

Desp

advice on the
Je to various abortion methods in the past which
were

duced peop

had fast results

had intro

successful and

(27 year old nursing student).
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The religious affiliati
iation of a respondent statisti
istically was not signi
significantly

14.8088; P = i
088; p = 0.139). All respondents belonging to other religious affiliations such
suc

m and African traditional religions were introduced to th
e

as Hinduism, Buddhis

method used for the abortion by @ medical practitioner.

Iso no significant association observed betwe
en

Statistically, there was a
the occupation of respondents and persons introducing a respondent to an ab
ortion

p=0.164). Nevertheless, in exception of students/apprentice

method (3°=20.2010;

percent had a m

r 40 percent of respondents who were eith
er

of whom about 37 edical practitioner introducing them t
0 an

abortion method used, OV€

n mployed, Self l y r ! i gt ther I tions, were introduced

une e"lpoedo be g ? ed to

r an abortion by a medical practitioner. There was no reported
€

the method used f0
record of midwives: introducing any unemployed respondent to any of th
€

methods used for abortion.
The number of living children that @ respondent had at the time of
terminating 2 pregnancy was statistically not signiﬁcantly associated with the
he respondent to the method used for the termination

o introduced t

84). Medical Pr

person wh
actitioners Were however reported to hav
e

(x*=25.4686; P = 0.1
e respondents having two or three living children

percent of th

Cor MVA) for th
more children being introduced to an abortion

introduced over 50

ds used (D&

eir abortions. There were no reported

to the metho

ing four or

of women hav

records
le such as pharmacy/chemical

midwife of other groups of peop

method by either 2
and drug peddlers

relatives

on the open market.

shop attendants
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The observatio i
n that medical practitio
ners were the single |
argest source

of information i
on abortion method to the
respondents indicat

es that, medical

ortion services in the Accra metropolis

practitioners are either promoting safe ab

Or . g ¢ . 9 3
providing ‘abortion on demand’ without adequately counseling cli
ients on
alternatives to induc i i
ed abortion. This observation al
so confirms findi
ngs by
03) in their study which underscored the desperations of w
omen

ies and the over zealousness of medical

Ekanem, et.al (20

unwanted pregnanc

getting rid of
ble to satisfy the request of people desiring

g everything possi

practitioners doin
ancies. In line with the conceptual framework

ir unwanted pregn

termination of the
men to have an abortion could be linked to
a

desperation of wo

(Figure 4) the
portion and this affected the factors considered i
in

woman’s perceived threats to @

choosing a place for a0 abortion.

ds in Health Facilities

portion Metho

Decision on A
health facility for an abortion, her

As a pregnant woman arrives in @
reasons for opting for an abortion in the health facility among others include
d safety (Figure 8)- Consequently, another decision

dentiality an
and/or options that will ensure that the

privacy, confi

t is the choi
¢ a health facility for an abortion is accomplished. Amo
. ng

e been used for pregnancy termination in the

making poin
r opting 10 us
ported to hav
medication (about 45 p

reasons fo

s methods €

the variou
ercent), vacuum aspiration

S include

ealth facilitie

chosen h
percent) and other methods

atation and curettage (about 8

(about 41percent)> dil
nd hysterect

omy constituting about 6 percent of the reported

such as laparotomy a
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abortion methods used. Analysis of abortion methods by background

characteristics of respondents showed some significant association between the
various background characteristics of respondents and the abortion methods used.

respondents was significantly associated with the method

For instance the age of

used for the abortion (2=34.49; p=0.001) (Table 18).

d Abortion Method used in Health Facilities

Table 18: Profile of Res ondents an )
Abortion method used by respondents

Background Vacuum Dilation &
characteristics Medication Aspiration Curettage  Other
Total 44.89 41.40 7.73 5.99
Age group (x2=34.49; p=0.001)
15-19 63.27 28.57 0.00 8.16
20-24 54.48 38.06 5.22 224
) 31.53 50.45 10.81 791
-29
30 41.54 44.62 9.23 4.62
-34
33.33 38.46 12.82 15.38
35+
. n=0.217
Marital status (x*=8-29P 0.217)
50.75 37.19 7.04 5.03
Never married
36.53 47.90 8.38 719
Married/ in union
50.00 34.38 9.38 65

Previously married
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Table 18 continued.

Education (x°=9.69; P=0.376)

None 40.74
Primary 50.98
Secondary 48.87
Higher 34.31

Religious affiliation o

.56
Christian 43.5

29
Moslem 542

.00
Other 0

=

Occupational status (x

Unemployed 55.56
Self employed 38.51
Student/Apprentice 53.73
Other 34.78
Number of living children (X

48.11
0 44.87
l 40.35
: 33.33
3 45.00
4+

11
Source: Field Surveys 20

2_19.95; p=0-018)

2..13.08; p=0-042)

2-9.84; p=0.630)

169

44.44
33.33
38.91

50.00

40.80
40.00

100.00

26.67
43.92
36.57

56.52

41.51
38.46
42.11
45.45

45.00

11.11

9.80

7.24

6.86

8.59

4.29

0.00

8.89

10.14

5.22

7.25

5.66
11.54
8.77
9.09

10.00

3.70

5.88

4.98

8.82

7.06

1.43

0.00

8.89

7.43

4.48

1.45

4.72
5.13
8.77
12.12

0.00




The teena
ge respondents (15-19 years) had the most observed
ed medication

of the respondents in this age grou
P

aborti
ion records of about 63 percent. None

mainly bec i rv
y because of fear. A teenager during the in-depth interview report d
ported that:

The doctor explained to my mother all the abortion methods availab
| aila
his facility and the cost of each for her o decide. Because I wa o
s a virgi
prior 0 becoming pregnant, and for the fear of possible compl -
plication
ductive intentions, we settled on the

which might affect my future 7epro

n option for the term

hat majority (about 51

ination (18 year old student).

medicatio
It was also
observed t percent) of the vacuu
.. i
aspirations 0 ccurred among respondents aged 25-29 years. It was d
. noted from th
| e
in-depth interview that women Of this age group wanted a onetim
e method that
will give them an immediate relief from the trauma of carrying
an unwanted

¢ reported that:

y. A responden
ngona method that will safely and completel
ety

ss nights decidi

pregnanc

] had sleeple
be used 10 terminate this pregnancy without any
prolonged side
effects. At
o the manual vacuum aspiration method
0

as introduced t

which sounded quite @ bette

rold legal practitioner).

nt of the respo

(27 yea
ndents aged 35 years and above had eith
er

About 15 perce

erectomy

a last option available to €
omplete the i
abortion

laparotomy OF hyst
ical groun

es during the i

ds of saving their lives in the hospital. A respo d
. ndent

mainly on med
seseribed her experienc n-depth interview as follows:
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‘I - -
kept bleeding with heavy blood clots weeks after I took herb
a herbal

re, j J ]
preparation mixed with cytotec 10 terminate my pregnancy. Ith
. en went to

a hospital for vacuuin aspiration because [ was told the medication 1
ion I took

did not work as expected. 1 Jater became very weak, had offensiv
g e vagina

ccasional fainting episodes. I one morning woke up i
ina

discharges with 0
hospital where ] was told my husband rushed me after I had collapsed
sed at

vious night. In tha

be removed to save my life (27 year old

home the pré ¢ critical condition, my badly damaged
ge

womb as 1 was told had t0

apprentice).

gnificant association between the marital stat
us

There was no statistical si

ice of method used for terminating a pregnanc
y

of a respondent and the cho
r about 51 percent of the never married and 50

(x?=8.29; p=0217) Howeve

arried used a medication for inducing an aborti
ion

percent of the previously m
nion opted for the vacuum aspiration

1 48 percent of the married/in U
ven by the neve

m the in-depth interview were similar and

whilst abou
¢ married and the previously married for

method. The reasons gi
as gathered fro

h having 2 method that they can take control

the choic

were predominantly associated wit

mal privacy a

nd safety. For instance, a respondent explained

over to ensure opti

that:
1d some medical practitioners in providing an abortion services t
o

hem before the procedure is done. Because I did not

ts to any provider which might have resulted

] was 10

first rape !

private par

orted by friends,

clients
{0 exposé my

0 me being "aped as rep

want
| opted for something that 1

int
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can administer by myself hence the medication abortion option (35 year

old business woman).

There was also no statistical significant association between the

d of a respondent and the method used for an induced

educational backgroun

abortion in a health facility (x2=9.69; p=0-376)- However, about 50 percent of

respondents with primary Jevel education and 50 percent of those with higher

tively used medication and vacuum aspiration options for

educational levels respec
their abortions in the health facilities visited for the termination. About 11 percent

1 educational background resorted to dilatation and

of respondents with no forma

curettage option-
Statistically the religious affiliation of respondents was  significantly
s used for an induced abortion (x*=13.08; p=0.042).

associated with the method
ging to the other religions such as

100 percent) belon

All the respondents (
can Traditional religions opted for vacuum

Hinduism, Buddhis™ and Affi
whilst more than half (about 54 percent) of respondents belonging to

aspiration,
g to have their pregnancies terminated. A

the Islamic faith used medication

g the in-dept

h interview explained why she used the medication

respondent durin

s follows:

her abortion a

option for
pregnancy, To me it was

m womar ] felt guilty terminating my

Jike killing A" innocent child for W
s, 1 opted for the medication abortion

As a Mosle
hich reason | had to isolate myself from

option ] will bleed for some time.

aware of the pregnancy, I thought I can
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inform my partner {0 excuse me from prayers under the pretense that I am

in my menses (3 0 year old moslem and house wife).

Another respondent was of the view that:

d to use cytotec for my abortion because, it is affordable and

C. I was told with D&C, the doctor will have to

‘] preferre
ompared 10 the D&

safer ¢
womb and when you are not lucky you may not be

insert things inlo your

en later in your life.” This might compound the guilt 1

able to have childr

already have as @ Moslem womant terminating a pregnancy (21 year old

pupil teacher).
There were also statistically significant associations observed between the

heir choic€ of method for an induced abortion in a

pondents and t
=0.018). More than 35

2=19.95 P~
the medication abortion option whilst majority of

occupation of res
percent of respondent across all

health facility (

groups used

rcent) reporte
achers and health workers opted for vacuum

occupational
d to have belonged to other occupational

respondents (about 57 P°

i personnel, te

groups
h worker explained her choice of vacuum aspiration during the

aspiration. A healt

in-depth interview as follows:
nitially used for abortion failed on two ¢ onsecutive

The medications Ii

d to resort 10 vacuum aspiration because, by my

knowledge intra uterine death of my feotus had already

dose of the abo
all cost, 10 prevent later complications

stion medication for which reason
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Another respondent reported that:

I re j 1
ad extensively about the oplions available for induced ab
ortion in

h . . .
ospitals and decided 1o opt for medication abortion because to
me, it

appears 10 have been the safest, most veliable, cheapest and conveni
enient

er available abortion methods. (26 year old nursi
ing

option among oth

student).

tatistical significant association between the numb f
er o

There was no S
me of terminating a pregnancy and her

dent had at the ti

living children 2 respon
choice of an abortion method in 2 health facility providing the abortion se i
1VICE

((*=9.84; p=0.630)- However, about 48 percent of respondents with no livi
ing
on abortion opt

ving children opted for vacuum aspiration

jon in the facility. About 45 percent of

child opted for medicati
re than three li

respondents who had mo
ting for other abortion methods such as

d cases of op

There were 1O reporte
respondents who had four or more children

his study thus far indicates that, given the

fer medication abortion to other methods of

n would pre

s, most wome
ite the observed

option
high preference for medication

n in health facilities. Desp

abortion m

abortio
h facilities, there were reported

ethods in healt

n over other

abortio
h suggest that some respondents had

o in-depth inter’ whie
their abortion

al doses for medication abortion failed

instances during th
g with vacuum aspiration (manual or

no choice than t© complete
ty pecaus€ initi

h facili
ast option resorted to in the hospitals was

electric) in @ healt

me reported cases the 1

Additionally in S°
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laparoto
my or h
ysterectomy 10 save the life of a respondent
at the time of

terminati
ng a pregnancy when a complication occurred

As it wou
1d have been expected, the decision on choice of method
od for an

Wi
y ould have been based on clinical indications

induced abortion in a health facilit

edical examination I
esults and not n i
ecessarily the

and findings from preliminary m

ondents were presented i
with the vari
ous methods

that, in some facilities, resP
h method from which they were to make a choi
oice

available and the cost of eac

fford and not pased on any clinical indications fo
ra

based on What they COUld a
erlence during the m-depth interview a respo d

method. In sharing her €xp

reported that:
counseling. T he doctor presented to m
e

‘At the nospital, 1 did not have any

jous methods available for abo
d one time termination, 1 opted for Vac
uum

rtion and the price list to make a choice

vari

painless an

Because 1 wanted @
which was quite expensive. When the

¢ make an mf

realized did no
ere was no use of Dilatation

GO facilities as an option for induced abortion. Th
. The

ettage (D&C)

re pre evalent 1

(o]

use of D&C was M°
r managing incomplete abortions

portions and/o

herbal preparatlons and other forms of unorthod
ox

on in the study area. In line with the

terminating mid-trimester a
Women also rep01't‘3cl

methods as an initial step t

o induce aborti
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Conce t Fr m T F. r
p ual amewo k ( |gu (< 4), an assessed Self efﬁcacy to dec.(l d
1de an

n.

Women
who have power and me
ans to make abortion decisi
isions usually obtai
in

aborti i
ortion services from safer places because they a

re well informed and have the

means to pay (UNFPA,1999)-

Cost of Procuring Abortion Services
Global abortion studies have shown that the cost of abortion is not onl
nly
y value pecause there are some other aspects that ar
e

limited to its monetar

ant woman and/or her partner. For instance
b

cost to the pregn

ue to the side effect

| effects (WHO 2006).

considered as the
s of the procedure to the body

there are some possible costs d

abortion emotiona

as well as associated post
s was only on monitory cost of abortion to

In this study howeVer, the focu
ations in the cost of abortion services by place

s indicate vari

the client. Finding
d and the metho

d used for the termination. About 58

ce was obtain®

where the servi
.99 Ghana Cedis on pregnancy

he responden

percent of t
o of the place method(s) used; about 16

of abortion and the

termination irrespectiV
s about 6 percent spent between
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Table 19: Cost of Induced Abortion b

Source of abortion & Method used <49

(n=60)

% Total 16.41

Place of abortion (1*=19-947> p=0.012)

NGO hospital/clinic 491
Public hospital/clinic 11.20
Private hospital/clinic 12.11
Other 45.62
Abortion Method (x2=14.246; p=0.018)
Medication 27.50
Vacuum Aspiration 6.50
7.72

Dilation & Curettage
11.10

Other

Source: Field surveys 2011

177

y Place and Method

Cost of abortion in Ghana Cedis

5099 100-149  150-199 200-400
@=232) @=43) (=35 (n=25)
5790  10.72 870 633
95.10  0.00 0.00  0.00
4771 1681 13.10  11.23
4140 1721 2071 8.6l
3241  11.80 442 590
54.21 5.23 590 721
6453 1591 8.04  5.13
5380 1543 11.51  11.50
4441 1114 3332 2.0l




Results presented in Table 19 indicate 2 significant association between

place of procuring an induced abortion and the cost of service (x*=19.947;
p=0.012). About 46 percent of respondents who indicated they had an abortion
ources apart from clinical environments, although such sources of

rtion standards could be described as unsafe, the

from ‘other’ s

abortion by the Ghanaian abo

study shows that the service was provided at a relatively cheaper cost (<49 Ghana

nt. Comparatively within the clinical environment, abortion

GO hospitals/clinics were the cheapest W

tween 50-99 Ghan

cords of any respondent spending more than

cedis) to the clie
ith about 95 percent of the

services in N
a cedis for having their pregnancies

respondents spending be

terminated. There Were no reported ré

a cedis on indu GO hospital/clinic in the study

a hundred Ghan ced abortion inan N

area.
s also significantly

used for pregnancy termination wa

providing the service (x*=14.246; p=0.018).

st abortion method available in the

Medication aborti
of the respondents spent less than 49 Ghana

study area for which about 28 percent

cedis for the service.
he respondents who used vacuum aspiration method

About 65 percent of t

en 50- .99 Gh

ana €€ edis whilst about 2 percent who used other abortion

spent betwe
ent over 200 Ghana cedis on an

parotomy or hysterectomy sp
Regar dless of where the abortion Was done and the method used,
. e. Re

abortion service:
cost incurred in having an

- asked about their views on the

area. Whereas about 48 percent of respondents

induced abortion n
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found the cost of i
abortion affordable becaus
e they had com i
pared prices before

deciding o
g on place and method for the termination, about 2 percent had
ad no idea

about what to sa i i
y because they in their opi i
pinion had no basis fi i
or abortion cost

comparism (Figure 9).

Very
expensive
7%

No idea

Figure 9: Respondents’ perception about Cost of Abortion in Accra metropoli
olis

Source: Field survey, 201 1

indicate that respondents who saw the cost

ery expensive constitute students/apprentices who had mid

of abortion as Vv
e hospita]s/clinics. Ar

jons in privat

espondent expressed her views

trimester abort

on the cost of abortion as follows:
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I had to sell some of my personal belongings to mobilise Ghe 350 to h
o have

my four- :
y four-month old pregnancy rerminated in a private hospital. To m th
: e this cost

was v j ;
ery expensive bul | had no choice because I certainly couldn’t hav d
e cope

with a pregnancy al the time it occurred (21 year old student)

The relationship observed between source of information on pl £
ace o

abortion, choice of place for abortion and methods being used for an aborti
ortion,

r variables such as, privacy of abortion

might have been influenced by othe

accessibility, staff attitudes, availability of

method, safety, conﬁdentiality, costs,

mid-trimester abortion services, willingness of service providers to ad
advertise

polis publicly, as well as the wide availability

abortion services in the Accra metro

of methods for pregnancy termination in non-clinical environments

sing abortion services and methods requires a lot of tact d
an

Adverti
and legal battles relating to the promotion of

wisdom to overcome stigma
‘abortion on demand’, which is reportedly being done well by NGOs and private

viders. With thi advertising by abortion providers

S innovative form of

abortion pro
in the Accra metropolis, public hospital procured abortion services may not be the
n decisions on place for an abortion is being made, but

may serve as an important [ast resort to manage amy abortion related
complications when they occur hence the likelihood of increasing numbers of post

are cases in public facilities.

abortion €
ion from the stud

y that prior t0 going to a health facility for

an abortion, about 4in 5 of the unemployed women had first attempted a self-
performed abortion using  some form of medication procured from
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pharmacy/chemi
ical
shops or on the open market is an indication th
on that women

generall \', ncy te
would prefer self-medication to have a pregna I
y y t rminated hi
. 1S

high 1
evel of knowledge about medications used for induced aborti
ortion, as well as

here to have i i
W abo i
rtion services in the Accra metl'opOliS g()()(l clini
3 lnlcal practice

requires sO
identify potential health
problems that must be medic
ally addressed be
fore, durin
’ g

fety (Ipas, 2001; GHS,2007).

and/or after an abortion for sa

Another observation that mid-trimester (4+ months) aborti
ons services a
re

mostly available in private facilities although at higher ch
arges creates an
opportunity for unsafe abortion services in th
e Accra metro i :
polis. This is be
cause
some private providers may not be licensed and m
ay lack the minim
um standards
¢ abortions (Ghana Health Service, 2007) Additionall
) nally, the

for mid-trimeste
are the single largest source of informatio
n on

finding that medical practitioners

od in the Accr

etropolis ar€ either

abortion meth a metropolis is
a probable indicati
tion that medi
ical
in the Accra m

n demand’ withou

promoting safe abortion services

practitioners
t adequately counseling clients on

or providing <gbortion O

s to induced abortion.

n of this stud
e had challenges with collaborators for required
ire

alternative
t
y hat women who Sought mid-trimester

An assumptio

e likely to hav

abortions Were thos
ported by Lithur 2004; Mayhew & Adjei 2004
1

resources for abortion was Sup
ho were observed as vulnerable and di

isadvantaged b

ecome

Some women w
ut of desperation t

fe abortion ©

o have an abortion at all cost. To

victims of unsa
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reduce the inci .
e incidence of unsafe abortions as well as mitigate an
y negative

need to develop strategies that would address these problems on different fi
ent fronts.

This finding points t0 unavailability of mid-trimester abortion services in publ
In pu ic

health facilities within the Accra metropolis and the high cost of such servi
ervices in

the private sector as a major barrier that limits disadvantaged wom f
en from

accessing abortion services as permitted by Jaw at safer places. Findings by Bak
) y Baker

and Khasiani (1992), on the cost of abortion services in Kenya support that of th
of the

cacy of a woman seeking abortion as indicated in the

current study- Self effi
conceptual framework (Figure 4) is informed by women’s ability to pay ft
or an

uired. Thus the abi

ation of pregnancy at time of termination

abortion when red lity to pay for an abortion determines place

and method used regardless of gest
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CHAPTER SEVEN

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

Introduction

The study has made some observations from the analysis and th
e

ch findings presented in chapters 4, 5 and 6. The overall

discussions of the resear

view is that processes involved in making a decision for induced aborti
ion are

multi-faceted in nature. This chapter therefore presents a summary of the stud
study,

its key findings, conclusions, recommendations, contribution to knowledge in th
in the
proposed areas that require further research

area of abortion decision-making and

Summary
his study was to assess decision-making for

The main objective of t

Accra metropolis. To achieve this broad objective, the
b

ackground characteristics of respondents, reasons for abortion
e

induced abortion in the

study focused on b
n the abortion decision-making, factors influencing

ators involved i

key collabor
After reviewing relevant empirical and

hod for abortion.

of place and met
e research topic, the Health Belief Model was

choice
theoretical literature relating t© th
adapted as the conceptual framework t0 drive the study. The study design was a
retrospective and cross sectional pased study- Using a mixed method approach,
ined from 401 randomly sampled women and

purposively sampled women who have had induced

nd December, 2010. The

qualitative
lis between January @

abortion within the Accra metropo
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. a

collection took a peri
period of seven months (June
-December 2011)
. The data

analysis was done usin i
g SPSS version 16 and STATA i
version 8. Qualitative da
ta

were analyzed manually and r i edi w
esults discussed in line wi
y y ith the research objecti
bjectives

to respond to the research questions raised.

The study found that decision i i
, -making for induced abortion i
ortion 1S a proces
s
that hinges on the profile of a w i
oman in need of an abortion i
service. Women of

various background characteristics made di i
e different aborti igi
on decisions fi
or many

multifaceted, because issues such as person i
, , responsible for th
e pregnancy
2
ces surrounding onset of pregnancy, initial reaction to pregnancy wh
y when

circumstan
perceptions, availability and affordability

ced, stakeholder influences,

it was noti
need affected the abortion decision-making

of abortion services to women in

process.
n the ages of 20-24, women who have never

Young women betwee
married, the se[f-employed, women who have no living children, women with
y level education 2
e highest induced abortions in the Accra metropolis.

nd those belonging to the Christian faith, were

secondar

as those having th

observed
ercent) of the respondents, prior to having an induced

an half (about 55p
y level of education. All

lems, Hindus, Buddhist and African

More th
respondents belonged to at least

abortion had a secondar

(i.e- Christians, Mos

gious affiliation

one reli
t significantly associated with abortion

Traditional Religions) Y€t religion was 9
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decision [ 1 f
1s1ons. here were hlgh reported cases O pregnancy termination amon
g

women with no living children for various reasons.

The decision for an induced abortion was reported to have begun with
a

woman’s initial reaction towards pregnancy when it was first discovered. Among

the initial reactions observed include, the feeling of shock guilt, worr
? ? Y,

embarrassment and happiness. These feelings were dependent on the background

characteristics of the women and the circumstances surrounding the onset of a

pregnancy- Marital status of a woman at the time of pregnancy was also

significantly associated with a woman’s initial reaction towards pregnancy

((2=29.5% p=0.000). The majority of the respondents (about 65 percent) were

worried and shocked at the time they became pregnant, hence, the need for an

they did not want a child at the time. It was also noted that

men who were forced into marriages had their pregnancies

abortion because,

some married WO
terminated and pretended as though it was a miscarriage.
given by the married/in union women for pregnancy

nmarried counterparts. For the married women

ation Were gimilar t0 their u

termin
duced abortion was made with much more

the decision for an 1N

however,
the immediate situation, consequences future
2

zation and reﬂection over

r reproductive

rationali
nships with their spouses

intentions and relatio

implications on thei
gnancy- pressure from @ sexual partner to have an induce d

nd during pre
observed a

before a
ctor for having an abortion

g a major push fa

abortion Was also
the 30-34 age group. The strict enforcement of

in some churches was also

prohibit premarital pregnancy
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t :l M ‘ ]] M ]D ],t'
g g

women prior to church weddings.

There was a statistical significant association between occupati d
ion an

ome carrier women and students used induced

decision for an induced abortion. S

abortion as a means to delay or space childbirth so as to meet their set
carrier/educational objectives. Consequently, first time pregnancies were mostly
aborted than subsequent ones: Additionally, repeat induced abortions were most
common among the unmarried respondents. The absence of a living biological

child did not prevent women, not ever those in stable marital relationships, fro
) m

having an induced abortion when abortion was deemed very necessary at the tim
c

a pregnancy occurred.
The gestation of pregnancy did not hinder abortion decisions because

?
tation periods of pregnancy at termination

there were marked yariations in the ges
. ons recorded the highest abortion numbers

First trimestel (1
inations during advanced gestational ages

pared to term

(about 76 percent), com
The test of the hypothesis on occupation and gestation at pregnancy termination
indicates no signiﬁcant association petween occupational status of a woman and
d at which @ pregnancy s terminated. Rather, persons responsible

gestation perio
- fluenced the gestation period at which a

for a pregnancy w
pregnancy was terminated. For instanc® among those impregnated by a rapist or
re than half (about 57 percent) of the women had a termination

blood relation: mo
on and action for the

Stationa

which suggests that, the decisi

nth g€
-trimester abortion (abortion at 4+

at on€ mo
uick- The decision for mid

termination was 4q
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months) was ob
served as a difficult decision for the respondents but it
it was taken

as a means O i
f escaping 2 situation that was negatively affecti h
ng the health
2

The study observed that various people were involved in the ab
abortion

s. The choice of these collaborators began with th
e

decision-making proces

characteristics of i
persons responsible for the pregnanc
y. It was noted tha
t, when a

woman became pregnant, V2 i i
, various people (i.e sexual part i
. ners, friends, rapi
’ aplsts and

were allegedly reported to have been responsible for th
e

blood relations)
ents (about 64 percent) reported to have been

pregnancy- Majority of the respond

whilst pregnancies resulting from sex relat d
e

impt‘egnated by their boyfriends,
offences Were predominant among young women between the ages of 15
24

years.
d at the time it occurred, the pregnant

y was unwante

m certain people (e.g sexual partners, friends health

d to first infor
re perceived as relevant at the time, about

ions), who W€
elp in deciding on the pregnancy outcomes

women ha
workers and blood relat
gnancy for h

(74 percent) first informed a partner when a

Although
nt) including those in stable

(about 7 perce

y occurreds fi
eir sexual partners due to personal

pregnanc
marital

ners.

dislike of their part
med about a Pregnancy when it was

The person w
person reported as a key collaborator to have the

g the S same
level of collaborat

The extent and

ion with such people on
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characteristic
s of the respondents i
and their expectati
ions. The main
reasons

women en i
umerated for collaborations during abortion decision-maki
-making included

soliciting financi i
ial and emotional support fi
or the terminatio i
n, direction t
0

abortion vi i 1
pro ider, consentmg for an abortion, advice/education on €x
pectations

ell as a general feeling of doing the right

during and after the abortion, safety as W

nificant others in the abortion decision-making proces
s.

thing by involving sig
ne who consented for the abortion to be

£ note that, the o

It is worthy ©
s to have the abortion done. It was evident

performed also took the final decision
given the final consent for an abortion

pected to have

that if the person ex
ortion was likely not t0 have been performed or as likely t
y to

declined, then the ab

More than 60 pondents aged 30-34 years

percent of the res

have been delayed.
rs and had their partners’ consent to have an

collaborated more with their partne
out 39 percent 0

noted that ab f respondents (teenagers) made

abortion. It was also
their own abortion decisions and procured over-the-counter medications from

f induce abortion-

and dependenc
reasons of financial and emotional

pharmacy shops to sel
jvement

y for final consent in abortion

Partner invo
cared tO ha

mination- In
nce of the male partners for reasons of

deCision-making app ye arisen for
nancy tf some reported situations however
b

during preg
o the insiste

t was due t

at the pregn

support

partner involvemen
ancy was real and has been successfully

to be rest assured th
n the abortion decision-making process

distrust of

d. women

whos€ collaborators i

terminate
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supported their decision t i w
o terminate a pregnanc i
y were quick to ab i
ort their

pregnancies and had it done within the first trimester

Others were completely alone in the decision making process which
ic

delayed the time for the abortion hence the late terminations observed
among

some respondents. There was however no significant association betw
een a

woman’s marital status and her decision to have an abortion without anybod
ybody’s

o evidence that women who did not collaborate with

consent. There was also n

decision-makin rocesse
g p s nor sought any body’s

anybody during abortion
d any adverse effects during pregnancy termination

the abortion ha

consent for
_making point for ind

uced abortion was the choice of

Another decision
place for the termination- A number of factors such as privacy, safety
costs, accessibility, staff attitudes and availability of mid-trimester

me of the key
polis. About 78 percent of women had

confidentiality
considerations for women choosing a

abortion services were SO

portion in the Accra metro

place for an a

ina clinical environment (i.e. NGO, public and/or private
hospital/clinic) whilst the rest (22 percent) had it in non-clinical environments.
months) abortions Were mostly patronized in private

ester (41
GO facilities. It is wo

Mid-trim
rth noting that, prior

facilities compar
induced abortion, about 56 percent of the

to going t0 2 he
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It was a 1 r H
’ some

consultati i i
tions were made with people perceived by respondents as resou ful
rceful.

The reported sources of information on place and method for abortion in the stud
e study

area ranged from, electronic media t0 friends through word of mouth. About 85
. Abou

percent of women reportedly heard of the place of abortion through ‘word of
rd o

mouth’ [i.e. friends (50.87%); sexual partners (27.18%) and family memb
ers

e through inter hospital referrals. This observation

(6.48%)]; whilst others wer

induced abortion in the Accra metropolis was

implies that, marketing

predominantly by ‘word—of-mouth’.
Choosing 2 method for induced abortion was another decision-making

ple (i-e medical practitioners, pharmacists, friends, partners
’ ’

point. Various peo
p attendants, relatives and drug peddlers) were

y/chemical sho

midwives pharmaC
methods used for their abortions

who introduced women t0 the

noted as those
ed to have been used for an abortion were, medication

ethods report
um aspiration (about 41 percent) as well as dilatation and

tomy and hysterec

Among the M

vacu
tomy constituted about 6

. Lapar0
.o methods used mainly at the hospital level to

ing from unsafe abortion:

the age religious affiliation and occupational status of a

a significant a

ssociated with the choice of methods used

less of their background

gnant wom?a
regard

for pregnancy termination. Respondents,
iven the option,

ndicate®
imal privacy and self-control over

they would prefer medication



the terminati ; .
ination. This was emphatic in the response of young people 1
age 15-19

years of w :
hom about 63 percent reported their preference for medication ab
abortion

option. Nevertheless ab
, about 51 percent of the vacuu irati
m aspirations occurred
among

respondents aged 25-29 years because they wanted a one-time method that could
cou

om the trauma of carrying an unwanted

give them an immediate relief fr

rectomy was reported abortion method undergone

pregnancy-. Laparotomy/hyste

f respondents aged 35 years and above. This was mainly

by about 15 percent O
curred during abortion to save lives

done to manage complications that oc

nd Curettage (D&C) was reported to have been

The use of Dilatation &
jvate hospitals/clin

methods used to induce abortion were still being used and

ics. Herbal preparations and other

more prevalent in the Pr

forms of unorthodoX
men in the Accra metropolis- There was however no reported

patronized by wo

ion and curetta

ge for an abortion in any of the NGO facilities in

d their terminations: The method used for pregnancy

use of, dilatat

which respondents ha

ficantly assoc

iated with the cost of termination (x*=14.246;

ation was signi

termin
p=0.018).
Generally: respondents indicated that the cost of induced abortion in the
Accra metropolis was ffordable (48 percent). However, those who were
¢ abortion services obtained from

mid-trimeste

men spent 50-99

students/apprentices in
bout 58 percent of wo

were very expensive. A

rtion and method(s) used.

private hospitals
e of place of abo

n irrespecﬁ"

n 49 Ghana Cedis,
counter drugs and abortificients

Ghana cedis on abortio
whereas about 6 percent spent

cent spen

About 16 per
over-the-

200-400 Ghana cedis-
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from the
open market were the cheapest sources of abortion for women in th
n 1n the

Accra me is. W
tropolls. omen who SUCCCSSfU"y used these sources of aborti
1on spent

less than 49 Ghana cedis.

As would have been professionally expected, a decision on choice of
0

n in a health facility should have been based on

method for an induced abortio

nd findings from preliminary medical examination

nts or provider (GHS, 2007).

sound clinical indications 2

results and not necessarily the decision/choice of clie

it was noted that, in some facilities that respondents had their

On the contrary,
esented with the vari

y were only pr ous abortion methods available

m which they were

abortions, the
to make a choice which was not

and the cost of service fro
ing. Some abortion providers were

based on any clinical indications ©Of counsel
e final abortion decision-makers. In some instance
H

have been th

red that, they W
extort money from them, which made

reported 10
ere misinformed about details of the

respondents’ later discove

abortion t0 either spar® their feelings o
n abortion of suffer emotionally.

ret their decisions to have @

them later reg

Conclusions
The under listed conclusions are drawn pased on the research findings.
d abortion services in the Accra metropolis

a family planning method,

The profi

indicates that W

of premarital pregnancy with its associated

marriage within the Christian



. h
ng
ng

nt.

d multifaceted. Although the background of pregnant W
omen had

ortion, other fa
ctors such i
as circumst
ances

complex an

inform decisions for induced ab

surroundi
ing onset of pregnancy. person responsible for the pregnancy and
y and societal

have an induced abortion against her wish

pressure could push 2 woman 10

Di . ) .
iscussions on induced abortion should therefore be done in a non-jud
n-judgmental
manner because for some wom it i i
, en, it is a last solution to pr
oblems enc
ountered.
ed women who are forced into marriage

The findings that some marri
ncies secretly terminated and pretend as though it
was a

might have their pregna
counseling and consent of women for the

iscarriages calls fOf thorough marital

ites are performad.

marriage before marriage !
observed among students/apprentices are

it women at certain stages of education

rict policie

attributable t0 st
re a need t0 review national policies that

in school/apprenticeship, to enable women wh
, who

relate tO
ing educational or carrier development programme
s

become pregnant wihl
ies if they SO desire, without any imposed

nstitutions, to
event women in school/apprenticeship

in certain i
sanctions such as dismissal. This will pr
gainst their wish.

from having induced abortions 2
yarious people collaborated with @ pregnant woman during abortion
. Although the proﬁle of a pregnant woman might be
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n abortion decision-m i i
cision aking, the interest of collaborators i 1
nvolved in

central to a
the decisi i
ion-ma i
king process might push 2 pregnant woman to h
ave an abortion

against her wish d imi
ue to limited self-efficac
y and autonomy in decisi
ecision-makin
The finding that i iti y
medical practitioners wer i
e the single lar
gest source of

information on i i
abortion method 1n the Accra i
metropolis is a i
probable indicati
ation
oners in the Accra metropolis i
are either promoti
oting safe

that medical practiti
rtion on demand’ without adequately

abortion services Of providing ‘abo
counseling clients on alternatives 0 induced abortion.
The observation that about 78 percent of
women seeking aborti
ortion servic
es

s would visit 2 hos
cessibility, staff attitudes and availabilit
iy

pital for an abortion provided issues of
)

in the Accra metropoli
costs, ac

dentialitys
e assured them, calls for repackaging safe

privacy, safety, confi

of medicati
self—medications for induced abortion

abortion campaigns in Ghana to prevent
¢ abortions t0 private facilities at high cost
S

mid-trimeste

The limitation of
ation (students/apprentices) could pose
a

y the vulnerable popul

of unsafe ab ra metropolis if Ghana

as reported b
ortion in the Acc

public health challeng®
provisions in the public health facilities to

Health Service does not make adequate
abortion services.

nant women who seek an

ortion against other abortion methods due t
0

medication ab

prefer
;s a wake-up call

abortion would
to the Ghana Health Service

nd conveniencea

cost, privacy 2
portion campaigns to highlight

ith and partners to repackag® safe a
abuse and complications.

Ministry of He2

safer ways of using M



The observation that decision-making process for induced abortion i
is

olves not only women but also significant others such

multifaceted implies it inv
as partners, family or community, and these actors interact with health facilities
informal as well as with legal and religious

and providers, formal and

lack of power, lack of financial autonomy

institutions. Economic constraints,

s and attitudes towards abortion, ensuring sexual and

poor quality of care are SOme of the key issues that hinder

male domination, value

reproductive rights and

women’s “free” decision for induced abortion in Ghana.

Recommendations
ave the under listed implications for public

m this study h

ramme interventions: About policy interventions, it is being

health policy and prog

recommended that the Ministry of
1. Renew efforts at making elective mid-trimester abortion services within
polis accessible and affordable to

public health facilities in the Accré metro
ortion gervices into a health insurance

clients when neede
mortality and morbidity resulting from

scheme with an ai
- ection towards meeting the millennium

unsafe abortions will

development goal 5-
2. Formulat® policy directives against U¢ of abortion as a family planning
Ghana Health Service should

mmunitie Additionally,
f arranged adoption of babies by

method in €0
he feasibility ©

4 babies put could not make one biologically,
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tri i
mester pregnancies that are not based on medical grounds

nd Drugs Authority should come out with a statement

The Ghana Food a

condemni :
ndemning the wide unregulated sales of abortificients in chemical and
an

rengthen monitoring systems to regulate such unsafe

pharmacy shops and st

practices within the Accra metropolis.

The Ministry of Gender, Children and Social Protection should mak
€

right issue SO that, women found pregnant in

pregnancy whilst in school a human

schools would not be dismissed.

This will enable them to have their education

e with academic requirements and challenges of

uninterrupted if they can Ccop

pregnancy whilst in school.

ational popul
yporat® emergin
ategies for policy d

ation Council should review the existing National

The N
g issues relating to induced abortion in

Population Policy to inco
ecision-making on safe

| advocacy str.

Ghana to guide nationa

sa population jssue in Ghana.
o made sO™
Health Service

information and public education on the

abortion a
e recommendations for programme interventions

The study als
to use findings of this study to:

The study called o7 the Ghand

n standards and protocols to inform public

the abortio
['Vlce

campalgns against the use of induced abortion

ainst contraceptxon for family planning.

as a family plarmi ng M¢
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3. Guide and facili
cilitate efforts needed b
y other ministries, de
, departments and

rnm o) izati
ental Organizations (NGO) and religious bodies t
0

agencies including Non-Gove

provide foc i i
used interventions on prevention of induced abortion T
. The reasons

for induced abortion could be used in developing indicat
cators

identified in this study

required in assessi i
sing and financing reproductive h
ealth programm
es focused o
n

reducing unsafe induced abortions t0 save lives.
ended that the Christian Council of Ghana sh id
ou

The study also recomm

s an ev1dence-based resource material to addre
SS

use findings of this study 2
t have wanted a pregnancy but had to resort to a
n

men who migh

prior t0 church weddings in 0
f challenges faced by the Christendom

concerns of WO
rder to avoid embarrassment by the

induced abortion
an indication o

church. This observation is
remarital s€X and pregnancies. Evidenc
. e

es relating t0 P

need for churches 0 introduce seX education i
ucation in ch
urch

o make informed sexual and reproductiv
€

to enforce religious doctrin

programmes

health choices including decisions O°

ated that, within the context of

Contribution t0 Knowledge
4: 61-2) indic

h, (199
ontribution to knowledge is a very shaded te
rm

cakthrough in research but rather to

Phillips and Pué

doctorial research an original c

s normally done in a

since it does not
of how research i

ing Speciali Similarly, Silverman (2007:180
ing an independent critical

n the context of demonstrat
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in four k i i
ey areas (i.e developing 2 concept, thinking critically through
ough the

methodology, buildin isti
, g on an existing study and bein
g prepared to chan
ge
ard, this study can be seen as generally contributing t
0

directions). In this r€g
roductive health, specifically in induced

knowledge in the field of sexual and rep

dest contributions made by this study t
o

abortion in Ghana. Among the mo

knowledge in this are2 are:

es in Ghana explore decision-making processes

w abortion studi
tigate this phenom

patients admitted in hospitals for

First, fe
enon focused on secondary data

Studies that attempted to inves

ecords Of from

1 admission T
nt study examined the decision-making

jons. The curre

pondents to the community after they had

from hospita

abortion related complicat
duced abortion, tracing reS

The stu

process for in
ed both qualitative and

dy also combin

terminated 2 pregnancy-
Kked with relatively sound ethical considerations.

ative tools bac

quantit
n Ghana that adopted qualitative

ere are limited studies i
n’s decision for induced abortion, with
9

second, th

arth what informs wome

approaches 10 une
process, factors that

laborators involved in their decision making
methods used as well as

respect to the col
induced abortion,

¢ choice of plac® for an
making process. The current

influenced thei
n their decision

ons of abo
i information on these issues

dy has also statistically highlighted the level of

d characteristics of women with respect
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fluenced or were likely to have influenced

to ) ) )
the core identified indicators that in

an aborti . .
ion decision making process within the study area

unmarried W ildi i
omen. In building on previous knowledge in this area this stud
) study had
to an
extent been able to demonstrate that induced abortion am
ong married
wOme : . . . . .
n is becoming an immerging 15Su¢ in Ghana with some married
ied women
havin i i
g late trimester abortions for various rea .
sons; some of the
m do not €
ven
he observation that some married women who are f d
orce

inform their partners: T
please significant others, but would late
r

me pregnant to

nation and pretend as though it was @ miscarriage, should
, shou

and significant others not to underestimat
ate

into marriage would beco

deliberately have @ termi

inform marriage counselors, husbands
1 marriage and pregnancy are being made

n decisions o

f women whe

the power O
aled that induced abortion occurs amon
g

hus far reve

Fifth, this study 1
haracteristics. Gtatistically the study h
as

women with varying °
ground characteristic of a

demonstrate d that there is an association petween back

 choice © ¢ place for an induced abortion. Women who seek a
n

e conditions under which the

woman and he
erned about th

n may be more conc€

induced abortio
will receive after the abortion

(< done9 C

ost of service the care she

n and implications for her future reproductiv
e

abortion will P
the medical consequences of abortio
intentions. This information would be useful to the Ghana Health Service and its
ogrammes on safer choices of place for induced

partners in designing ?

abortion when required-

199



Areas for Further Research

First, t imi
, the study was limited only to the Accra metropolis and it covered a sh
a short

December 2010). Sucha study should be replicated in oth
er

period (i.e. January-

s well as in other countries to S€e if there are a
ny

metropolises of Ghana a

e interventions.

health policy and programm
characteristics of respondents examined were limited
e

Second, the background

] status, education; religious affiliation, occupation and number of
ro

to age, marita
licated to include more background

y can also be r€p

n. Such 2 stud
quintiles and ethnicity to explore if

living childre
variables such as years of marriage wealth
s have any significant implications on

d characteristic

these additional backgroun

decision-making for induced abortion in Accra metropolis.
ision-making processes by women and

d only on dec

he men responsible for the pregnancies. This study

rmation on

did not solicit info
to have a comparative

ated 10 include sexual partners as well

ffcrences in the decis!

females in th
d abortiﬁcient fo

can also b€ replic
on-making by male sexual partners for

assessment of di
e Accra metropolis.

induced abortion and that of
r self-induced abortions

Accra metropolis. A study on the incidence

manating from oOVer the counter use of

pli
is would provide some evidence to facilitate

d the formulation of programmes relating to

of jssu€s an
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Fifth, it was evident from the study that, women terminated their

pregnancies mainly because they wanted 2 child later. A study on contraception
and induced abortion in the Accra metropolis would be relevant to explore why
women are using induced abortions as 2 family planning method despite

availability of yarious contraceptive methods/options in the Accra metropolis.
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APPENDICES

Appendix A: Informed Consent Form

UNIVERSITY OF CAPE COAST

1D No Interviewee:

ID No Interviewer:/

..............
............
.o
ee

abortion in the
mation from women who have had

tropolis during January to December 2010.

S ra Mée
an induced abomon in the A
o what informed their decision for an abortion at the

In relation to

prowde will contribute to

| to review policies and programmes
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aborted, wh
’ the
to abort '
and what you went through during decision maki
ng and/or

decision
service deliv i
ery. | would like you to know in advance that you
. | r perso
informatio P
ion may become known to me during the interview. H
. However, this

nfidential and will not be disclosed to any oth
other

interview will be strictly €0
and your participation in the study

person. The interview will take about onc hour

is strictly voluntary

Anonymity and Conﬁdentiality
Since 1 will not pe collecting your name Of address, your identity wil
will be

her, all your responses will be kept confidential and not sh
shared

anonymous. Furt
ctly part of th

e study-

with anybody whe s not dire

Before taking consent
questions that you wish t0 ask? (If yes, note the questions)
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l .
f you have questions later, you may contact Mr. Fred Gbagbo at MSIG, PMB

267, Accra North. Tel: 0243335708. Email: gbagbofredyao2002@yahoo.co.uk
.co.u

Consent

form/it has been explained to me and any questions

[ have read this entire consent

I had, have been answered to my satisfaction. I agree 0 participate in the study

Signature/Thumbprint o f Respondent «-oooc77777 7 DAL «evvveneerrreneaeenns
Slgnature/Thumbprmt of Witness if respondent is illiterate. Date.....c.....coeer
Signature of Interv e oo | D | (-
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jves of this study to the subject in the
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has agreed voluntar

I, the undersigne®
ily to participate in the
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ntervieV re
[YES] [NO]
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Appendix B: Questionnaire

UNIVERSITY OF CAPE COAST

FACULTY OF SOCIAL SCIENCES

DEPARTMENT OF POPULATION AND HEALTH

G PARTICULARS

DATA PROCESSIN

Place where respondent had the last abortion

Code for respondent:

Code for InterViewer:,

unication during the interview.

Medium of comm

Interview Date:
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A). BACKGROUND CHA

[ would like to ask you a few questions reg

free to answer the following: ]

RACTERISTICS OF RESPONDENTS

arding your background. Please feel

No. _
QUESTIONS AND FILTERS CODING CATEGORIES
SKIP
T TO
How old ? i
are you: Age in years [ ]
(Record in completed years)
2 : |
To which ethnic grouP do you belong?
3 . —
In which town do you sually live?
(Specify exact Jocation)
4 ; -
What is your religious afﬁliathl’l? ChriStian. .ooomeeesessssrressnsssses 1
[SaML.coeeereeesm s s r s 2
AhEISE . oseeveeereesms s 4
Other SPECHEY. oo overerseeresrere 5
—— //""" - .
5
Wh tly do?
at work do yo! currentty Not working=-—=" 1
Self employed--- - 2
Student/Apprenticc 3
House wife--======""" 1
Other specify--==-"""" 5
\,l/
u O
6 What is the highest [evel of school yo vl



have completed? - Primary.....ceeeseseeses
JSS/MSLC cuvrvinerisssnsssenmsssmssssnsssess 3
GECONAArY.cvvrrersersmmemmmmassmenseses b
POSt SECONAALY.ciosseersmsssssseersssssensess 5
TErtiarYaveeeseesssnmmennessmmsssseess veree

What is your marital status? Never Married..ooeeeeesressermssssenseess 1
MAITIEd. oo oreesmsrsssssssssssssssssssssssssssss 2
DIVOICEM.csmrurssssssssmsssssssssssmsssessss 3
Separated ......................................... 4
Living i UMIOM. evevsssrsssesssssmssenenes 5
WIAOWEd.cosssssmrsrsmssssssssssssssssssssssssss 6

—

do you have? HOW GONS.cecsresssresss

How many children

many are SO

daughters?

(Record <00 if none)-

-

RACTERISTICS OF RESPONDENTS AT LAST

B). BACKGROUND CHA

ABORTION
W yestions regarding your background at the time of

like 10 ask yo¥
Please feel free to answer the following:]

[1 would
ast abortion:

having your immedial® p
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CODING CATEGORIES

SKIP

No.
QUESTIONS AND FILTERS
9 o TO
ow old were you when you aborted | Age inyears [ ]
the immediate past pregnancy?
(Record in completed years)
10 _
Who was responsible for the pregnancy
you last aborted?
11 L
Where were you living ot the time Yo!
aborted the immediateé past pregnancy?
(Specify exact Jocation)
—— /__
12
Where were YOU working (employed) )
Not working-—""
at the time you aborted the ;mmediat®
Self employed-—--
past ?
pregnancy’ Student/Apprentice ____________________
House wife-—-—"""" "
Other specify-—— 5
\‘_’/
I ]
3 What was the highest jevel of school OMawrsrrers et 1
PMArY-e-seesss7
you have completed at the time yo FAEY orerseeess oo 2
? JSS/MSLC ........................
aborted the ;mmediat past Pr® eyt | SSSMSHC 3
gecondary 4
post L 5
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14

What was

time you aborted the imm
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your marital status at the

ediate past

at the

How many children
time yo
pregnancy? How
how many

(Record ‘00° if none)-

did you have

u aborted the immediate past

many aré sons and

are daughters?

16

ECISIO

uda few questi

you had in

of each termination)
your :mmediate

What was/were
discovered you

reactions after

Jease feel free 1o a

.................
.............
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vee
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.............................
eese

Living in union

......................................
sese

Divorced

.....................................
o
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....................................
-----

widowed
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R
Why did you decide to use the above

What type of immediate care did you

the abortion was done?

(Record all mentioned in starting

ntraceptive you

28
method(s)?
29
receive after
order)
30

Specify the type of co

accepted soon after your Jast abortion:

232

None-- e
Counselling )
Antibiotics ;
Heamathenics y
Contraceptives 5_l 30
Other specify- .
Jmplant--=====" 5
[UCD--="""""" 3

Depo provera-— s
Contraceptive pills s

Female condom---- 6

Male condom-=="= ;
Noristrat-—="""" g
Norigynon-—="""" o

Other specify-——"" 10
| —



E). FACTORS INFLUENCING CHOI

few questions about why you

[I would like 10 ask you a

abortion at the place you went.
31 [ Describe briefly the place where your
past abortion was done?
32 How did you hear about such @ place Medi@...onveeesernmeeemsssmmsesrsmeese 1
FriendS. .o oooreereeseessesinesisseee 2
Male sexual partner......coooveeneeee: 3
Family MEMDBEIS. . ceeerrnrenmnereeses 4
Other SPECHY. v erveresessssarsscneness 5
33 | why did you g° for the abortion at this | Desiré FOT PIIVACY covveesenesssnssessneess 1
slace? (Recor 4 all mentioned & seek Affordable COSt.cvrennernnsasennnnnnses 2
Accessxble ................................ 3
reasons) Popularity ................................ 4
Conﬁdentiality .......................... 5
Qafeyesnnsesersee s 6
Other SPECEY v ererersssrre e 7
—///
T In total, how much did you Spe“d 10
t this P13’
Very EXPENSIVE.ooonmrssers et 1
2

CE OF PLACE FOR ABORTION.

decided to have an

Please feel free to answer the following]

..............................

33



-

where it was done?

CREAP.veeenrrmrrnnneessemsnmmnmesesees 4
Other SPECIfy..everermsemmnrmmneeresens 5
36 | Apart from where You had Yyour B PTTTTRROP PR R RIS L 1
abortion, is there any other place T B 2
your community where abortion 8 DOt KNOW.oooeasmmnmesensnmneneseeess 3} N
done? (Record all mentioned) Other SPECIfY ..o vrveervresnesmsereesees 4
37 | How many months into pregnancy can /E]:lWeeks
abortion be done af the place Where
w Don’t KNOW....cceeenee
38 | Did you experienc any complications Developed infections........---- 1
after the abortion? Bleed prOfUSely..coveeersesreserees 2
(Record | mention® d) Did not conceive agail.......ooeeaeeene: 3
Had perforated ULETUS «vvevresormnenneeech
Had severe |ower abdominal. Pains...5
No OMPIICALIONS.cosssrsssemssssserssees 6
Other SPECTY.rrrsrsrsssmssssmsss s 7
|
TM e ommend/approve. 1
kg induced abortiO“ from where [ don’t recommend/approve .............. 2
Itisup to the individual...ocoeeeneeiecens 3
4

on?
you had your Jast abortion”

Other GPECHfY .. vrsersrrrr

(Record all mentioned

////—__—
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F). FAMILIARITY WITH THE POLICY

AND LEGAL FRAMEWORKS

INFLUENCING INDUCED ABORTION IN GHANA.
[1 would like to ask you a fevw questions about the policy and legal frameworks
influencing induced abortion in Ghanal]

40 | What is the current legal situation AbOrtion i 1€galie...rirmuenscserrunsseee 1
concerning induced abortion  in Abortion is T11egalecuecerussssee 2
Ghana? DON’t KNOW.screvessesemismsssemsssseseesss ;r' —S-?‘OP

Others SPECIfy..-eemverreessseeeee: 4
/// |

41 As per the law, for what reasons can | Pregnancy due tO TaPE.ccceerinmrssurennanes 1
one seek or be granted abortion in Pregnancy due to defilement .......... 2
Ghana? (Record all mentioned) pregnancy due to INCESt.cvnevencrnnnnns 3

injury to phy & mental health ........... 4
Gross foetal abnormalities.......oeweesd
Other SPECITY .- oevrrereenseresreee 6
Dot KOWesvwwssssmmsssssmsessessesssses 7
—_— —/ I Weeks
L ? on’t KNOW.coceeeeenee:
legal to have al abortion 11 Ghand
— c a Gynaecologlst ..........................
43 | As per the Jaw, Wh can indV¢ !
Medical DOCHOTceverssessssssnsessssnassessssess 2
abortion 11 Ghana?
. Trained iAWITE/MUISEcvinessrrieeaseeceens 3
(Record all mention® )
Anybody PEENANE . cossssssreemmmmsseseess 4
Other SPECfY v veeerreresr 5
_/ Don’t IO Warwessessessssssstssms st 1esses e 6



44 |Is anybody’s consent required t0 Y ES.unerrrrrenesamnsssiasasssensusasess 1
induce an abortion in Ghana? e )
DNt KNOW.ovvaanrmmsssenusssssisssssesssseneses 3} —Strop
_//
45 | Whose consent is most required t0 mwoman ................................. 1
induce an abortion in Ghana? Abortion Provider......oeeeseessssee 2
(Record all mentioned) Male sexual partner of a woman......3
Other SPECITY..osoreeerenermeseenereees 4
DOM’t KOWirivsssrssssssssmsssssssssseeeeees 5
/.—/
46 Where can abortion services be legally Government Hospital......covneereenens 1
Jbrained in Ghana? Private HoSPItals...ooeermerneessnneeess 2
(Record " entione d) Maternity HOMES. .o eeerevrnnsersennnsses 3
Chemical SHOPS.wvveersrrsnnrersssnsneenss 4
Pharmacy SHOPS.ceeeeererensssmsnsneeees 5
R 6
Other specify ............................. 7
‘—///
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Appendix C: In-Depth Interview Guide

UNIVERSITY OF CAPE COAST
F SOCIAL SCIENCES
N AND HEALTH

FACULTY o

DEPARTMENT OF pOPULATIO

LARS

DATA PROCESSING PARTICU

he last abortion

Place where respondent had t

Code for respondent:

Code for Interviewer:/

nication during the interview.

Medium of commu

Interview Date:
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b)

aking for induced abortion in the Accra Metropolis
?

Topic: ‘Decision m

Ghana’

Warming up questions
will start with an i
tion participants wil

at anytime. In addition, anonymity

ntroduction and explanation of the purpose of

The interview
| be made aware that their

study to participants: In addi

d they can OPt out

n is yoluntary an
purpose for the information being

participatio
s as well as the

and confidentiality issue

icipants will be explained to the

from the part
d for the interview in

solicited
cluding permission to

ill be solicite

participant’s consent W
the local language if they are

il also be encouraged to use

record. participants w

more comfortable with it.

Background Information:

bOut yourself?
Jength of stay at residence,

Please tell me @
e of residence,

Probe: Age T igl
ing children, occupation; highest level of education

marital statuS

completed.

your sexual relationships and

t as you som
ions are quite sensitive, and might

238



make you uncomfortable, but be as frank as possible. I will like to assure you th
u that

your responses will be kept in strict confidence.

2. i)Ifyoucan recall, at what age did you start dating?

an you remember about your first sexual experience?

ii) What ¢
Probe: The circumstance that led to it, was it consensual, coercion or forced. If

consensual find out if any protection Was used.

k about the present. Please tell me about your current partner
jous marriage?

3. Now, let us tal
how was your previo

Probe: If a second marriages

_ When did you realize you were pregnant and

r delayed period, pregnancy test

how did you re2

or went to se€ @ doctor?

regnancy?

gnant pefore finding out

5. What led to the p
of weeks pré

y? What was their reaction?

u have been pregnant before?

es that ended in life birth, induced

Probe: num

abortion O miscart iage-
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¢) Abortion decision-making
ncy? Probe: For various reasons

8. Why did you decide to abort your pregna

o abort your pregnancy?

9. When did you decide t
you had the abortion? Is this your first

as the pregnancy when

Probe: How old W
us abortions. If there were previous ones, how
?

abortion or you have had previo
g abortion and how old was the pregnancy when it was

long ago was the previou

aborted?

th anybody pefore terminating the pregnancy? If yes

10. Did you discuss it wi
d why? 1f no why didn

ss it with an

whom did you disct t you discuss it with

anybody?

d aware and in support of the abortion? If yes

partner/husban
what were his reasons for supporﬁ“g it? If partnet was ot aware, why was he not

informed?

rerminate the pregnancy? Probe: basis for the

decision

ved in the
duce an abortion. Can you recall

d) Processes invol )
y want t0 n

d to terminateé this pregnancy?

Women do M )
ecide

some of the things you



13. Did you do anything on your own to terminate the pregnancy, such as taking
edies, medicines or inserting something into

some herbs, home-made rem

yourself?
e results, if bleeding etc. resulted, what was

Probe: Find out what was used and th

done to remedy it?

ner, friends and family, what assistance did they

14. What about your sexual part
ancy? Did anybody assist in any form in the termination

give you during the pregn
hat person?

of pregnancy? If yes, Who and why t

rminate the pregnancy in a health facility?

15. What made yoU finally decide te

- the means of locating the facility.

.« facility instead of others? Probe: For various

17. Why did you choos® this
reasons

mpany ¥° there? If Y& why and who was that person?
18. Did anybody acco

If no why not?
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f the things discussed during the counseling session?

20. What were some 0

21. What method was used in terminating the pregnancy?

22. Why did you choose that method?

family planning after the abortion? Probe:

23. Were you given any advice on
previous contraception and type of family planning method accepted after

abortion.
ion? pe: For typP€ of medication given, dose and
24. What about medication Pro
dosage
i ay for the abortion? Probe: the cost for
h money did you P
25. In total hoW uc ‘
family plarming and other services received.

you? (What lessons have you

he abortion have on you?

e effects did t
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29. Did you have any regrets aborting the pregnancy? Probe for the regrets and

coping strategies at the time of abortion and now

30. What do you know about the laws governing abortion in Ghana? Probe for

ce abortion, gestation period for abortion and place for

persons mandated to indu

abortion.
We have reached the end of the interview. Thanks very much for participating I
ept very confidential and

you that your information will be k

once again assure
ce the responses 10

you.

there will be no clues to 4

ebrieﬁng
ke talking to

s? What was difficult,

Closure and D
me about these thing

what it was i
here anything else you would like

Tell me
make it easier? Ist

9 What would
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Abortion Law of Ghana

Appendix D: The

of subsection (2) of this section:
{ to cause abortion or miscarriage administers

to be administered to her any poison, drug or
instrument or other means

1. Subject to the provisions
a.any woman who with inten

1o herself or consent
other nOXious thing or uses any

whatsoever; 0F
b.any person who—
i administers 10 @ woman any poisor drug or other noxious thing or uses
other means Whatsoever with intent to cause

any instrument or
abortion O miscarriageé whether or not the woman is pregnant or

¢ or consent 10 causing abortion or miscarriage;

ji. inducesd
to cause abortion or miscarriage;

jii. aids and abets a
jv. attempts 10 cau abortion oF miscarriage; or
ison, Arug instrument or other thing knowing

rocures ary pot
¢ used oY employed 1o cause abortion or

o shall be guilty of an offence and liable on conviction to

{ for a term not exceeding five years.
ce under section (1) if an abortion or miscarriage is
sances by a registered medical

9. It is not an offer ctior.
i he following circums.

practitioner pect Gy naecology _ or any other registered

o a overnment hospital or a private hospital or

ical practitioner in . .
clinic registere er the Private Hospital and Maternity Home Act,
. inda place approved for the purpose by legislative

19358 (N0 or1 ‘
~ made by the Secretary:

of rape or defilement of female idiot or

quested by the victim or

miscarriage is re
if she lacks the

i
a.where P egnancy i
P and the abortion o ;
her next of kin o7 the person 7" loco parentts
er 1 :
. 4o such reqi® b
would involve risk to the life of

of the pregnancy
.y 0 her physical or mental health and

the cont!
p.whereé egnar woman or injury ¥ :
the D onse itorif she lacks the capacity to give such
uch at pehalf by her next of kin or the person in
nsent
hild were born it may suffer

o _
i ok that if the ©

aren
JocoP4 ™" o staﬂfial ri i :
4 serious physwal abnormality or disease.
Act 29; PNDC Law 102,
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Appendix E: Letter

Of Il'l i i

\J
&

B marie sTO
lNTERNATIO!EE?_

Ghana

OUR REF: MSIGICDI03N1 1/011

4% February 2011

The pirector
Ethical Rev
Ghana Hea
Accra

Dear Sir / Madam.

red Yao Gbagbo. the Medical Development Team Man
ager of

We write to introdyc ]
s Internationai Ghana.

Marie Stope
January 2007 and has been

ional Ghana since
h clinical standards within our

Fred has peen with Marie Stopes |ntenat
instr mental in the development and maintenance of hig

very In
outreach.

facilities and on
oing @ pHD programme at the University of Cap!
omen for induced abortion in the Accra

Fred is underg
i king rocessesb

e Coast and writing on “The
Metropolis, Ghana’

decision ma
and We are fully aware @
Marie Stop ationd Gha pegan opera'giOn.in 2006 and in part o
ana Health gervice @ working through sortium of other NGOE kn‘;f"fih;p with the
Reducing ernal Mortality and orr_Jldlty W have made great prickig s e; the R3M

omen. and pple chieve thelr sexual end reproductive health apzw'?"”g
through i casing nity access to quality SRH services and safe abortion nd rights
we shall bé grateful if you accord him the necessary assistance for the conduct of thi

1S
research
Yours sincerely
i
Faustin Fyn -Nyam
count pirectol
ductivé healthcare
. RRMEE?’ r‘ecg:h?” 3 ’-ﬂ'(qh'm”num‘ .“ L‘L‘.' I‘(‘Ard-nFD':r-_mz
Rff]'!:l??v{'.ls”l:f Fh""""'-“""'

grmail —r
Country Director

websf®
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A i .
ppendix F: Letter of Introduction from the University of Cape C
pe Coast

UNIVERS]TY OF CAPE COAST
EACULTY OF SOCIAL SCIENCES
DEPARTMENT OF popuunon AND MEALTH

042-32404 & 124803 Dt (42-30416
042-306 t
U:K"i\!ﬂhls
21!«12—3-3072 30416, UC ¢. Gl
Zss2, vCC. Gl UNIVERSITY POST OFFICE
Lnversity. Cape Cosst CAPE COAST, GHANA
Our Ref /G313 s
pPPH/G.3 1* March, 2011
Your Ref
The Chairman
Ethical (learance
Rescarch and Development Division
Ghana Health Service
Accra ™
Dear gjr/Madam.
LETTER or INTRODUCTION
The bearer of this ! M Gbagbo o Fre od Yao is a PhD student of the Department of Population
and Health. h. Faculty uf Soc jal Sciences: University Of Cape Coast- His research topic is:
on in Accrd Metropolis, Ghana”

n-making for [nduced Aborti
jve nature of his topic he has been advised to scek cthical clearance.

Due t0 the sensitlV'
ery gr’ltet

“Pecisio
al if you would review the pmposnl and the research instruments for his

We should be Vv

thesis-
his matter.

Thank you for your coopcrmion int

Yours faithfully.

D
Dr. Akwasi Kumi-Kyercme

Head
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Appendix

/

Clo MARIE STO

G: Permission to

Conduct Research in the Accra metropolis

PES ]NTERNATI()NAL GHANA,

PMB 267.
ACCRA-;\ORT][ GHANA W/A.
243335708).

TEL, (+233—
E-MAIL: ghugbofrcd_vao 2002@"nlwu.ca.uk.

19/03/2012

Dear Sir/ Madam.
CONDUCT RESEARCH

[’ERMISS[ON TO0
IN THE ACCRA METROPOLIS.

phD Student at the university of Cape Coast and an employee of Marie St
opes

[ ama
onal, Ghand-

[nternati
induced abortion

ga study on ‘Decision making processes by women, for
ana’.

[ am conductin
wropolis, Gh

in the Accra me
-
omen who have had an induced

i1a information from W
uired is on what informed the

[n relation 10 this, 1 will be seeking !
abortion in the Accrd Metropolis. The information req
or an induced abortion at the time of pregnancy-

women's
demic exercise. The information that

nd purely an aca
is area which may also be helpful to

knowlcdgc in th
rvices in Ghana.

nity based study @
ng to safe abortion s€

This is @ communit)
ined will contribute ©
prograrnmcs relati

v of the cthical clearance for this study

ached for your considcralion acop,

Please find att
jonofa favourab

le response.

Many thanks in anticipat

Yours faithfully.
¢ _JFF‘:'-{"

FRED YAO GBAGBO

. OR,
THE DlREgrr ROPOLITAN HEALTH DIRECTORATE:
T VICE,



Appendix H: Approval to Conduct Research in the Accra metropolis

Metro Health Directorate
Ghana Health Service
Private Mail BagTUPM 14
TUC Post Office
Accra

in case of reply the
Number and date of this
letter should be quoted.

Tel: (Main Line) 233-21-665879
(Direct Line) 233-21-687000
(Fax) 233-21-680575
Yaur Heslth=Dur Sonezrn Ema:
accrametrohealthdirectorate@yahoo.com

My Ref. AM/

your Ref. No.

May 10, 2012

MR. FRED YAO GBAGBO
C/0 MARIE STOPES lNTERNATIONAL GHANA

PMB 267
ACCRA NORTH.
GHANA

Dear Sir/ Madam,
AL TO CONDUCT RESEARCH IN THE

APPROV.
ACCRA METROPOLIS, GHANA

jve approval for your request 10 conduct a research on the decision making

We write 10 &
process for Induced Abortion in the Accra Metropolis.

ith the ethical requirement for such studies and submit a copy

we advise you t0 comply W
alth Directorate when completed.

of your study t© the Metropolitan He

Thank you.

Yours faithfully,

Nt

DR. JOHN B. K YABANI
ACCRA METRO DIR. OF HEALTH SERVICES
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Appendix I: Ethical Clearance

_

|CE ETHICAL REVIEW COMMITTEE

GHANA HEALTH SERV
Research & Des clopment Division

n casc of reply the \A‘?,Ai't'< .

aumber amd date of this ; V. \Q’ Ghana Health Sereice

I.tﬂl_'f_‘\ﬁl_y’l_ll_l_"p}llll!h:g‘l iz I/ . 2. Box MB 190
°| ‘ w Accra

Tel: +233-0302-681109
Fav + 233-0302-685424

My Ref. GHS-ERC 3
. ; Y Your WmitnOve Cancere.
Email: Hannah. Fi rimpongta“gllsmuil. org

Your Ref N©
May 13, 2011

nvestigator

GBO - principal 1

FRED YAQ GBA

lth Service Ethics Review Committce has reviewed and given approval for the
d

of your Study protocol titled:

‘The Ghanit Heal
implcmcm;uion

aking Processes [}

wpecision M )y Women for Induced Abortion in Accra Metropolis™
equires that you submit pcriodic review of the protocal 1o the Committee and a final full
tction of the study. The ERC may obscrve of

This 3 roval r t X
rcvic\r fc the Ethical Review Committee (ERC)on comp
bserved procedures nd records of the study during and after implementation.

cause 10 be ODF
the ERC for review and approval

Please not¢ hat 30y modification of the project must be submitted to
plcmcnlalion.

tl
pefore its i
ated to this study 10 the ERC within seven days

you are als0 required t© report all serious adverse events rel

verbally and fourteen doys in writing.

uested 10 submit a final report on the study to assure {he ERC that the project was implemented
form the ERC and your mother organization before any

rocol. Youart also to in
scarch findings.

you are red
as per apprm'cd p

publicalion of the &
Ploase always qUC'e he protocel identification umber in all future correspandence in relation (o this

promcol

QIGNEDL e
PROFESSOR FRED

(GHS-ERC CHAIRMAN)

Co The [hrector. Research & Dev clopment Div ision, (ihana lealth Service. Acerd
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