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Abstract  Induced Abortion which constitutes 10% of maternal mortality in Ghana presents a serious health 
problem particularly among women within 20-24 years presenting at Komfo Anokye Teaching Hospital (KATH), 
Kumasi. To accelerate progress towards achieving MDG 5 there must be substantial reduction in induced abortion 
alongside an increased contraceptive uptake, Post Abortion Care. Barriers to contraceptive use were as a result of; 
fear of side effect, inaccessibility, socio-economic factors, bad social prescripts and poor service delivery. The 
output, unintended pregnancies ended in induced abortions. The desire to delay, space and end childbirth are reasons 
giving for having an induced abortion suggesting high unmet need for FP. 
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1. Introduction 
Promoting post-abortion contraceptive uptake is a key 

intervention for improving the health of all women and 
children. Contraceptive uptake plays an important role in 
reducing fertility. Contraceptive use, however, is the 
consequence of contraceptive acceptance, method choice, 
continuation, switching and failure. The use of 
contraceptive methods to prevent unintended pregnancies 
is one of the most effective strategies to reducing induced 
abortion rates, maternal morbidity and mortality. Thus, the 
provision of post-abortion family planning services that 
include counselling with easy access to contraceptive 
methods are suitable to determine the acceptance and 
selection of contraceptive methods by women who have 
had induced abortion. 

PAC services have historically sought to reduce maternal 
mortality by treating the symptoms of haemorrhage and 
sepsis rather than by treating women's unmet need for 
family planning thus overlooking the potential of Post-
abortion care to interrupt the cycle of repeat unplanned 
pregnancy, abortion and complications leading to maternal 
death. 

For many post-abortion patients, the lack of family 
planning counselling and services quickly leads to another 
induced abortion, because fertility returns within four to 
six weeks after miscarriage or induced abortion. 

Induced abortion remains pervasive and damaging 
condition in the low-income and middle-income countries 
where mostly abortion is illegal. In Ghana unsafe abortion 
remains a major public health problem despite apparent 
liberalisation of the law on abortion over two decades. 
Though abortion is legal in Ghana, women still obtain 
unsafe abortions (The Alan Guttmacher Institute, 1999) 

due to lack of knowledge at the provider and population 
levels. Most women, especially in the developing world 
have misconception together with other factors that 
influence the use of contraception which makes post-
abortion care deficient and calls for the need to be 
incorporated into practice for Ghana to attain the MDG 5. 

Contraception is one of the major determinants of 
fertility levels. Its use has been increasing steadily since 
1970 and is currently widespread throughout the world. 
However, progress has been uneven across geographical 
areas and great challenges remain in terms of both 
increasing the level of contraceptive use to satisfy existing 
needs in certain regions and in terms of making available 
an adequate variety of contraceptive methods to increase 
the ability of individuals wishing to use contraception to 
do so in a consistent and efficient manner. Post-abortion 
contraceptive uptake is proposed as a strategy to avert 
unintended pregnancy and the practice of self-induced 
abortion which dates back to ancient times. 

Worldwide contraceptive prevalence, the percentage of 
women using contraception among women of reproductive 
age who are married or in a consensual union is estimated 
to have reached 61 per cent in 1998, the average date for 
the most recent data available in 160 countries. However, 
this global average masks important disparities across and 
within developmental groups, major areas and regions.  

In Africa, low levels of contraceptive use have persisted 
since the early 1970s in the countries of Eastern, Middle 
and Western Africa. Significant increases did not start in 
those regions until the late 1980s or early 1990s; a 
development that explains why 87 per cent of the 
countries in Africa with data on trends still had 
contraceptive prevalence levels below 30 per cent in 2000.  

Studies in Africa, Latin America and Russia have 
demonstrated an uptake of post abortion contraception of 
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over 50% and as high as 87% among women who have 
received abortion care (whether for complications of 
spontaneous or induced abortions) and who are offered 
contraception prior to discharge from the health care 
facility, even when contraceptive use is relatively low 
across all women of reproductive age. 

In Zimbabwe, a study showed that offering 
contraception to women at the time of post-abortion care 
prevented more unplanned pregnancies and repeat 
abortion in a one year period compared with women who 
did not receive contraceptive services at the same time or 
location of their treatment for abortion complications 
suggest there are sufficient service delivery points to 
provide decentralised abortion care, but that the full range 
of necessary abortion care services may not be provided at 
all these sites.  

The 2008 Ghana Demographic and Health Survey 
(GDHS) showed an increase in contraceptive use among 
currently married women in Ghana, from 13.0 per cent in 
1988 to 23.5 per cent in 2008. Similarly, an increase in the 
proportion of sexually active unmarried women using a 
contraceptive method was noted between 2003 and 2008, 
from 43.5 per cent to 50.4 percent. This increase in 
contraceptive use is encouraging; however, studies 
suggest that Ghana's contraceptive prevalence rate (CPR) 
is still too low to have solely led to the observed reduction 
in fertility levels from 1988 to 2008. Induced abortion, 
however, (taken together with contraceptive use) could 
explain this decrease in fertility.  

The level of unmet demand says little about either 
overall demand or the level of contraceptive use. In both 
Botswana and Uganda, for example, unmet demand is 
estimated at 27%: but in Botswana the overall demand is 
60% of which 33% is met, whereas in Uganda the overall 
demand is 32% of which only 5% is being met (DHS, 1994). 

Ghana’s total fertility rate has declined steadily since 
1990; 5.21993, 4.41998, 4.42003, 4.02008. Decreases in total 
fertility rates-TFR are expected to be matched by 
increases in contraception prevalence rates-CPR but this 
has not happened all the time in Ghana; 10%1993, 13%1998, 
19%2003 and 17%2008 (modern methods) Source: GDHS 
1993; GDHS 1998; GDHS 2003; GDHS 2008. Induced 
abortion is suspected for this mismatch since some women 
still use induced abortion as a means of birth control. 

Barriers to contraceptive use exist across a wide variety 
of country settings but the specific barriers to use vary 
depending on the country as well as the life stage of 
different women within that country. 

Contraception could avert unintended pregnancy and 
the practice of self-induced abortion whereas contraceptive 
non-use might lead to unintended pregnancy which would 
intend lead to self-induced abortion and later result in 
maternal mortality or morbidity. 

It has been established that the prevalence and 
effectiveness of contraception is important in predicting 
unintended pregnancy and the abortion rate. Thus, use of 
effective contraceptive methods is essential in preventing 
unintended pregnancies that are later voluntarily 
terminated. However, recent data reveal that among 
women who experienced an induced abortion between 
2002 and 2007, about 70 per cent failed to use a method 
prior to the terminated pregnancy. Twenty-eight per cent 
of women used a method but reported experiencing 
contraceptive failure.  

Post-abortion contraceptive counselling is a critical 
point of intervention and service delivery and provides a 
powerful rationale for PAC services. In practice, however, 
treatment of complications is usually the sole focus and 
family planning is often neglected. It is essential to restore 
the family planning component to PAC services, not only 
to prevent repeat unintended pregnancy and abortion, but 
also because it is integral to achieving the Millennium 
Development Goals, other health objectives reducing 
maternal morbidity and mortality, mother-to-child 
transmission of HIV and new HIV infections. 

Again, services could produce cost savings as well as 
rapid results, women and communities should demand 
quality PAC services that provide them with accessible, 
cost-effective post abortion family planning services that 
can assist them in reducing unplanned pregnancy and 
repeat abortion, reduce new HIV infections, improve the 
health of a woman's next child and ultimately improve the 
health of her family. 

The whole of Africa needs research-based evidence 
and technical advice to the government in the development of 
its national health policies and programs. The results of 
the Navrongo experiment demonstrated that affordable 
and sustainable means of combining nurse services with 
volunteer community action can accelerate attainment of 
the United Nations Millennium Development Goals (MDGs).  

There is still the need for the Government of Ghana to 
initiate programmes in the effort to reach its MDG5 goal 
by 2015, with particular focus on the reduction of maternal 
morbidity and mortality due to unsafe abortion by improving 
access to and the quality of contraceptive services.  

A woman who has had induced abortion and has been 
counselled on contraceptive use will use contraceptive. 

2. Methods 
The data were analyzed using SPSS version 16. The 

Pearson Correlation Coefficient test was used to compare 
variables with level of significance set at p<0.05 and other 
data were then expressed in simple percentages. 

Cross-sectional study design was used to assess factors 
influencing contraceptive uptake among women 
presenting at KATH. The study population comprised all 
women within the age range of 15-49 years presenting 
with abortion in KATH. The target population is all 
women with induced abortion. 

A multi-linear regression analysis model was used to 
determine the relationship between factors influencing 
contraceptive uptake among women with induced abortion. 
Logistic regression analysis will then be used to estimate 
odds ratios (ORs) with 95% confidence intervals (CIs) and 
significant (p< 0.05) the bivariable analysis for associations 
between the participants' characteristics at the time of the 
interview and their reported history of contraceptive 
uptake. The analysis was adjusted for primary sampling 
units and population weights. 

3. Results 
Most of the respondents from the ages of 20-24, had 

never used contraceptives or were on any contraceptives 
as at the time of the study thus 27 out of 127 from 20-24 
years used contraceptives. 
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The study reported that less than a half (182 (43.3%)) 
of 420 interviewed were married and out of 252 who had 
induced abortion, only 26 were married in addition to 89 
cohabiting with their partners. Majority 130 were single. 

With regard to education, majority of the respondents 
270 (64.3%) had primary education and 176 (41.9%) were 
traders whilst 95 (22.6%) were artisans, 58 (13.8%) were 
unemployed and 38 (9.0%) were students. 

From the category of abortion considered in this study, 
“induced abortion” had the higher recording of 252 
(60.0%) as against 168 (40%) representing “not induced 
abortion” (miscarriage) group. 

Table 1. Demographic Characteristics (N= 420) 

VARIABLE 

CATEGORY OF 
ABORTION Total 

(n%) 

Chi 2 

(p-
value) Induced 

(n %) 
Spontaneous  

(n%) 
Age  group (years)     

<=24 139(55.2) 50(29.8) 186(45.0) (0.001) 
25-34 81(32.1) 74(44.1) 155(36.9)  
>=35 32(12.7) 44(26.2) 76(18.1)  
Total 252(100.0) 168(100.0) 420(100.0)  

Marital Status     
Married 115(45.6) 160(95.2) 275(65.5) (0.001) 

Single 137(54.4) 8(4.8) 145(34.5)  
Total 252(100.0) 168(100.0) 420(100.0)  

Parity     
0 103(40.9) 31(18.45) 133(31.7) (0.001) 
1 59(23.4) 50(29.8) 109(26.0) 

 2 28(11.1) 31(18.4) 59(14.1) 
>=3 62(24.6) 56(33.9) 118(28.2) 

Total 252(100.0) 168(100.0) 420(100.0)  
Religion     

Christianity 220(87.3) 142(84.5) 362(86.2) (0.209) 
Islam 32(12.7) 24(14.3) 56(13.3) 

 Traditional 0(0.0) 2(1.2) 2(0.5) 
Total 252(100.0) 168(100.0) 420(100.0) 

Education     
None 32(12.7) 20(11.9) 52(12.4) (0.966) 

Primary 162(64.3) 108(64.3) 270(64.2) 
 Secondary 58(23.0) 40(23.8) 98(23.2) 

Total 252(100.0) 168(100.0) 420(100.0) 
Socio-econ. Status     

Core poor 42(16.7) 41(24.4) 83(19.8) (0.079) 
Poor 125(49.6) 66(39.3) 191(45.5)  

 
 
 

Middle class 75(29.7) 50(29.8) 29.8) 
Rich 10(4.0) 11(6.5) 21(5.0) 

Total 252(100.0) 168(100.0) 420(100.0) 
Occupation     

Farmer/Trader 109(43.3) 88(52.4) 197(46.9) (0.154) 
Civil/public servant 79(31.4) 48(28.6) 127(30.2) 

 Unemployed/Student 64(25.4) 32(19.0) 96(22.9) 
Total 252(100.0) 168(100.0) 420(100.0) 

Source: Field Data, 2011 
Chi-square tests homogeneity of proportions 
p-value < 0.05 implies significance relation 

In terms of socio-economic status, 83 (19.8%) of the 
respondents were very or core poor in the society, 191 
(45.5%) of the respondents were poor whilst 125 (29.8%) 
were middle class in the society. However, only 21 (5.0%) 
respondents were rich. In all, about 65.3% of the 
respondents did not have the financial power to seek 
somewhat safe abortion in the society. 

Among the 420 respondents who were interviewed, 
majority 153 (36.5%) sought information from health 
workers. 111 (26.5%) and 35 (8.4)% of the respondents 
sought information from the media and relatives 
respectively. Only (2.9%) of the respondents sought 
information from books. On the contrary, 108 (25.8%) 
sought information from friends. 

It was found that, 60.2% of the respondents did not plan 
the index pregnancy and never used any contraceptive. 
This is a reflection of the high rates of termination of 
unintended pregnancies due to non-use (unmet need) of 
contraceptive. On the contrary, only 39.8% of the 
respondents planned their index pregnancies. 

Most of the respondent’s partners, 404 (96.2%) were 
not on contraceptive or did not use contraceptive before 
the index pregnancy and about 88.3% did not also allow 
their female partners to use contraceptives. Only a few 
respondents 140 (33.3%) had ever used modern contraceptives 
to prevent unwanted pregnancies. However, majority of 
the respondents 339 (80.7%) had the desire to be on 
contraceptive.  

Out of the 420 respondents, 64.8% had no knowledge 
or were not aware of safe abortion services whereas only 
35.2% had knowledge or were aware of safe abortion 
services. Three hundred and ninety-five (94.0%) decided 
to seek termination from the hospital whilst 25 (6.0%) of 
the respondents decided that they would seek termination 
elsewhere other than the hospital in case they became 
pregnant and were not ready to give birth. 

Table 2. Follow-up assessment of post-abortion contraceptive non-
use among women with induced abortion (n=252) 
VARIABLE FREQUENCY PERCENT 
Current use of contraceptive   
Yes 54 21.4 
No 198 78.6 
Total 252 100.0 
Methods used (n = 54)   
Injectables 27 50.0 
IUD 4 7.4 
Jadelle 3 5.7 
Pills 20 37.0 
Total 54 100.0 
Reasons for non-use (n = 198)   
Fear of side effects 109 55.0 
Want a child 45 22.7 
Very expensive 33 16.7 
Its ungodly 11 5.6 
Total 198 100.0 
Reasons for termination of pregnancy   
Pursue my career 104 41.3 
Just not ready 88 34.9 
Financially not sound 60 23.6 
Total 252 100.0 
Partner’s approval   
Yes 23 9.1 
No 229 90.9 
Total 252 100.0 
Received post-abortion counselling   
Yes 247 98.0 
No 5 2.0 
Total 252 100.0 
Contraceptive availability at the 
facility 

 
 

 
 

Yes 25 46.3 
No 29 53.7 
Total 54 100.0 
Closed to FP facility   
Yes 148 58.7 
No 104 41.3 
Total 252 100.0 
Means of transportation   
Walking distance 85 33.7 
Riding a bicycle/motor 8 3.2 
Need to take a trotro/taxi 159 63.1 
Total 252 100.0 
Cost of transportation   
From 0.50p - GHC 1.00 202 80.2 
Above GHC 1.0 50 19.8 
Total 252 100.0 
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Among the 252 respondents who had induced abortion, 
only 54 (21.4%) took up contraceptives whilst the 
majority, 198 (78.6%) were still not using contraceptive 
even though they wanted to prevent unwanted pregnancies. 
Table 3. Characteristics of women presenting with induced abortion 
verses those presenting with spontaneous abortion 

VARIABLE 
Unadjusted Model 1 Adjusted Model 2 

OR CI P-
Value AOR CI P-

Value 
Age group       

<=24 1      
25-34 0.39 0.25-0.62 0.001 0.55 0.31-1.00 0.050 
>=35 0.26 0.15-0.46 0.001 0.54 0.27-1.10 0.091 

Marital 
Status       

Married 1      

Single 23.83 11.21-
50.55 0.001 20.98 9.41-46.81 0.001 

Parity       
0 1      
1 0.79 0.20-0.50 0.001 0.02 0.51-1.82 0.918 
2 0.39 0.70-0.90 0.000 0.19 0.20-0.50 0.336 

>=3 0.82 0.36-1.89 0.648 0.21 0.88-1.78 0.887 
Socio-econ. 
Status       

Core poor 1      
Poor 1.85 1.10-3.12 0.021 3.47 1.60-7.53 0.002 

Middle class 1.46 0.84-2.56 0.182 1.94 0.83-4.54 0.127 
Rich 0.89 0.34-2.31 0.807 1.43 0.38-5.33 0.596 

Occupation       
Trader       

Civil servant 1      
Unemployed/ 1.33 0.84-2.10 0.221 1.58 0.88-2.83 0.123 

Student 1.61 0.97-2.69 0.065 1.73 0.80-3.73 0.163 
p-value < 0.05 implies significance relation 
Source: Field data 2011. 

 
Figure 1. 

Moreover, over 50% of the respondents used short term 
contraceptive methods such as pills and injectables 
whereas 7.4% and 5.7% used IUD and Jadelle respectively. 
Reasons gathered from the respondents showed that 109 

(54.8%) were afraid of side effects of contraceptive use. 
About 17.1% and 5.5% of the respondents claimed that 
the use of the contraceptive was expensive and ungodly 
respectively. 

However, 22.6% of respondents wanted children so 
they did not use any contraceptives. Almost everybody, 
98.0% was given counseling by the health provider before 
discharge home. Among the 54 respondents who were 
given contraceptives at the facility, 66.7% claimed they 
were methods of their choice whilst 33.3% claimed the 
methods were recommended to them. Majority, 208 
(82.5%) of the respondents were somewhat close to a 
family planning facility and were either walking, riding a 
bicycle/motor or taking a trotro/taxi with 137 (80.6%) 
paying between 0.50p-GHC 1.00 and only 19.4% paying 
above GHC 1.00. 

The method of contraceptive used by respondents (p= 
0.000), the right of respondents to choice (p=0.000), their 
means of transportation (p= 0.015), the cost of transportation 
(p=0.009), partner’s approval to respondent’s use of 
contraceptive and the desire of respondents to use 
contraceptive (p=0.018) were significantly related to post-
abortion contraceptive uptake.  

However, reasons for non-use, partner’s use of 
contraceptives, counselling given by health worker, distance 
of clients to FP facility, availability of contraceptive at the 
facility and the right of respondents to choice did not have 
any significant influence; reasons for non-use (p=0.329), 
partner’s use of contraceptives (p=0.471), counselling 
given by health worker (p=0.238), distance of clients to 
FP facility (p=0.149) and availability of contraceptive at 
the facility (p=0.349) on post-abortion contraceptive 
uptake. 

Table 4. 

VARIABLE Unadjusted Adjusted 
OR CI PV OR CI PV 

Source of info.       
Relatives 1      

Media 
(radio/TV) 0.91 0.55-1.49 0.709 0.99 0.57-1.72 0.982 

Health worker 0.72 0.47-1.19 0.221 0.83 0.49-1.40 0.489 
Planned for 
pregnancy       

Yes 1      
No 1.72 1.16-2.57 0.007 1.75 1.13-2.71 0.012 

Reason for 
termination       

Pursue my 
career 1      

Just not ready 0.83 0.53-1.30 0.432 0.79 0.50-1.26 0.336 
Financially not 

sound 0.97 0.57-1.58 0.833 0.95 0.56-1.62 0.887 

Partner’s 
approval       

Yes 1      
No 1.58 0.85-2.92 0.145 2.03 1.04-3.97 0.039 

Ever used 
contraceptive       

Yes 1      
No 1.30 0.84-1.97 0.205 1.19 0.74-1.91 0.466 

Desire to use 
contraceptive 
now 

      

Yes 1      
No 0.78 0.47-1.27 0.018 0.87 6.52-1.46 0.590 

Knowledge on 
FP       

Yes 1      
No 0.61 0.40-0.92 0.20 0.59 0.37-0.92 0.02 

p-value < 0.05 implies significance relation 
Source: Field Data, 2011. 
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The plan of the index pregnancy (p= 0.000) and 
whether they intentionally induced the abortion (p= 0.000) 
were significantly related to the category of abortion. On 
the contrary, their sources of information about how to get 
rid of an unwanted pregnancy did not have any significant 
influence (p= 0.373) on the category of abortion, i.e. either 
induced or not induced. 

A woman who has had induced abortion and has been 
counselled on contraceptive use will use contraceptive. 
Ideally those who induce abortion are supposed to be on 
contraceptives but the outcome was not so as hypothesised 
in this study. 

Helping women to continue contraception safely and 
effectively is desirable both from an ethical and public 
health perspective because it reduces unintended 
pregnancies, self-induced abortion, maternal mortality and 
morbidity. 

4. Discussion  
Post-abortion contraceptive uptake could go a long way 

to reduce maternal mortality particularly, among women 
with unsafe abortion. Majority of the respondents 
irrespective of their ages were involved with self-induced 
abortion and contraceptive non-use. However, the age 
group 20-24 with the mean age of 22 had the highest 
recording of 100 out of 127 for contraceptive non-use and 
45-49 age group had the least recording of 1 out of 4. 

Also in sub-Saharan Africa, it was estimated that 14 
million unwanted pregnancies occur every year with 
almost half occurring among women aged 15-24 years. 
The younger age groups were likely to be associated with 
single/cohabiting status, lower socio-economic status, low 
education level and high socio-cultural influence 
(partner’s influence) on contraceptive uptake which 
increased the likelihood to induced abortions. A Ghanaian 
woman may not be willing about carrying a pregnancy to 
full term because her partner denies responsibility, she is 
not ready to marry or her family perceives childbearing 
outside of marriage as unacceptable. For instance, 
Ghanaian cultural setting/society tends to disapprove of a 
mother's sexual behavior if both she and her daughter are 
nursing infants at the same time. 

Of all the 420 respondents interviewed more than half 
had poor knowledge on reproductive health. Even though 
111 had information from the media, some still resorted to 
induced abortion. That is 108sought information from 
friends and the rest from other places.  

Hogerzeil has argued that a right informed application 
of the essential medicine concept would demand that 
particular vulnerable groups are considered. And indeed 
young people have not been given the necessary attention 
by policy makers and service providers as said by Sundby, 
2006. 

From this study it was found that poor quality of 
contraceptive services including lack of information was a 
reason for low contraceptive uptake leading to unintended 
pregnancies, some of which ended in abortion. As 
unmarried adolescents are not supposed to be sexually 
active on the basis of cultural norms/traditions, some of 
the respondents also used other abortifacient before 
coming to the hospital.  

The cost of abortion extend well beyond those of the 
health system, societies bear the economic cost of lower 
productivity caused by long term disability and mortality. 

It was found that, out of 252, only 26 were married in 
addition to 89 cohabiting with their partners who 
intentionally induced abortion were not on contraceptives 
due to the fact that the respondents were not ready or did 
not plan the index pregnancy.  

Among those who planned the index pregnancy, some 
could not adequately use the contraceptives that were at 
their disposal. And as stipulated in literature, mere 
increases in prevalence of contraceptive use need not 
necessarily mean success in avoiding unwanted or 
mistimed pregnancies. 

There were a large number of these women who wished 
to postpone pregnancy and also desired to delay 
childbearing for economic reasons. Yet contraceptive use 
as a means of spacing or limiting births remained very low. 

With regards to socio-cultural issues, 404 respondents’ 
partners did not use contraceptives and those 16 who used 
contraceptives did not have any significant influence on 
the respondents’ contraceptive uptake. Barriers to 
contraceptive use are often a result of gender inequality 
that results in poor communication about family planning 
between partners, social prescripts which prohibit sexual 
behavior among a certain segment of the population, and 
poor service delivery. The output, unintended pregnancies, 
ended in induced abortions. 

Majority, 339 of the respondents, had the desire to use 
contraceptives nevertheless, only 49 as against 371 were 
allowed by their partners to use contraceptives.  

Also, inadequate availability of contraceptives and 
quality counselling at the facility did not enhance 
contraceptive uptake among respondents. Thus clients did 
not have the right to choice. The study also found that 
women were significantly more likely to accept a method 
if they had a range of contraceptive options to offer at 
sites to promote informed choice (Glasier, 2006). The 
availability of contraceptive counselling immediately after 
abortion was an important factor in women’s acceptance 
of a method.  

If contraception were accessible, maternal mortality 
would decline by an estimated 25-35% (Bongaarts J and 
Westoff C.F, 2008). Thus, PAC would interrupt the cycle 
of repeat unplanned pregnancy, abortion and complications 
leading to maternal mortality. 

Also, most successful contraceptive method is likely to 
be the one that the women or partner chooses rather than 
the one the clinician chooses for them. 

The large numbers of unplanned and unwanted 
pregnancies in the world are not due solely to inadequate 
contraceptive methods. It is surely true that substandard 
health services, lack of public education, inadequate 
provider training, misunderstandings about risks and poor 
understanding of how people calculate risk, accessibility, 
and social, cultural, and religious influences on family 
planning behavior, all can play a role in whether 
contraception is used or not. 

Among those who used contraceptives, over 50% of the 
respondents used outmoded or short term contraceptive 
methods such as pills and injectables whereas 7.4% and 
5.7% used IUD and Jadelle respectively. 

From literature, long term methods have a big impact 
on unintended pregnancy particularly among the adolescent 
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since fertility returns four to six weeks after abortion and 
FP has a role to play before a woman becomes pregnant 
and after abortion or miscarriage. 

Again, most of the respondents were not much closer to 
FP centers and would patronise taxi/trotro at prices from 
0.50p and GHC 1. Since those involved were not 
economically sound and unmarried with virtually low 
education these ‘high’ prices deterred them from going to 
the FP centers for just contraceptives which they would 
pay at a fee. Quiet a number of them claimed they could 
walk to the FP centers whilst a few would take 
bicycles/motor bikes.  

5. Conclusion 
A major challenge to addressing unsafe abortion in 

Africa is the lack of commitment on the part of 
governments to promote, protect and respect women’s 
reproductive rights, including the right to access safe and 
legal abortion services. This lack of political will affect 
the availability, accessibility and quality of abortion-
related care. 

In order to reduce the incidence of induced abortion 
contributing to maternal mortality in Ghana, there is the 
need to: (1) educate the public about the major social and 
public health burdens of unintended pregnancy; and (2) 
stimulate a comprehensive set of activities at the national 
and local levels to reduce such pregnancies. 

This requires a thoughtful and deliberate response, a 
pivotal part of which must be the increased, careful and 
consistent use of some form of contraception or for the 
highly motivated and the exercise of periodic abstinence. 
Thus, greater knowledge about reproductive health and in 
that context, contraception, is essential for providers, 
consumers and the public at large, if fully informed, free 
and appropriate choices are to be made about fertility 
regulation and sexuality. 

The incidence of unsafe abortion generally reflects the 
magnitude of unwanted (unplanned) pregnancies in a 
particular community. Hence, one of the best ways of 
effectively minimizing unsafe abortion is to ensure 
women have easy access to safe, effective and acceptable 
contraceptive information and services, backed up by 
policies that promote social justice and equality, enhanced 
status of women, as well as legislation that decriminalises 
abortion. 

From the data, very few of the respondents had ever 
used contraceptives. There were misconceptions about the 
use of modern contraceptives and sustained education 
must be mounted to reverse this. Data indicated that there 
waslow over all contraceptive use of 17% in Ghana 
(GDHS, 2008) with high unmet FP needs of 34%. 

There were negative reactions from the partners and 
society towards pregnant adolescent women. Partners 
might have been unhappy, indifferent, or surprised about 
the pregnancies while others refused responsibility. Most 
parents also were said to be angry with their pregnant 
daughters these factors coupled with socioeconomic 
factors of the women, the partners and parents influenced 
the decision made in seeking abortion.  

The women were found to have low level of sex 
education as well as poor knowledge of reproductive 
health issues. Sources of information on family planning 

particularly PAC appeared to be very muchlimited. The 
core components of PAC comprising: treatment of 
incomplete abortion, contraceptive counselling and 
services and community empowerment through 
community mobilization, were totally not rendered to 
post-abortion provided clients. 

Moreover, the extent of male use of family planning 
and the nature of men's role in family planning must be 
examined carefully and critically for involving men 
actively in family planning. Policies that aim to increase 
male involvement must be sensitive to cultural values, 
apply to a decentralized government approach toward 
information and supplies, include adequate political will 
and consider the costs and benefits of changing values. A 
policy, compatible to traditional values should stress the 
value of male individuals contributing as much as possible 
for their own and others' welfare.  

Community participation is considered important in 
order to create a feeling of mutual support. Therefore, a 
sizeable investment will be required for mass distribution 
of contraceptive information.  

The evidence suggested that health service providers 
should intensify awareness about the use of contraception, 
highlight the dangers of induced and repetitive abortions, 
through health education. Thus high rates of unprotected 
sex would be a threat to achieving the proposed 
Millennium development goals. In view of this, the 
following recommendations are suggested: 

Health system administrators and policy makers’ first 
need to learn about and acknowledge the magnitude of the 
problem of unsafe abortion in the country due to 
contraceptive non-use to enable them plan ahead to 
provide the care women need (WHO, 2007).  

Public Health advocates can speak out about the need to 
provide post-abortion care, citing local statistics on 
women’s deaths and the cost to local hospitals. 

Public Health nurses should organized health education 
programmes to offer family life education, sex education 
and contraceptive uptake to both men and women at 
market places, churches, mosque and schools. Schools are 
viewed as an ideal place for educating youth about the 
problems of high fertility and about use of family planning 
methods, such as the condom. Comic books on how to use 
condoms are suggested as a good source.  

Religious organizations should be used to educate 
people about responsible parenthood and to minimize 
barriers to use of modern contraception.  

Associations should be encouraged to invite health 
workers and family planning advisors to educate their 
members on the importance, durability and reliability of 
using contraceptive.  

Mass media campaign can alert the public to the 
problems of unsafe abortion. Staff at the maternal and 
child Health should give talk on abortion and its 
complications in their clinics in local dialect to enlighten 
the women that abortion is not the best way for family. 

Family Planning counselling services should be 
affordable to women treated for abortion. Women 
particularly, young people should be given the necessary 
attention on their reproductive rights by policymakers and 
service providers. 

Men must also be involved actively in contraceptive use. 
Also they must be involved in health issues arising from 
pregnancy and delivery to have effective result that is 
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preventing abortion. Contraceptive services must be made 
accessible and affordable for both men and women to 
patronise them. 
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