
hospital data for ascertaining the number
of induced abortions in Ghana. In addi-
tion to the reasons stated earlier, hospital
data are not suited for research on the in-
cidence of abortion in Ghana because they
are based on a nonrepresentative popu-
lation—women served by Korle-Bu Hos-
pital are those who sought treatment for
abortion complications. Women who had
abortions somewhere other than the hos-
pital and experienced complications may
not have sought treatment at a hospital,
and those who did not experience com-
plications are not likely to have visited the
hospital. Nevertheless, researchers at-
tempting to calculate estimates of the
abortion rate for Ghana use these and
other similar data sets,17 perhaps assum-
ing that Korle-Bu Hospital, because it is
relatively large, is representative of what
occurs in well-equipped hospitals in
Ghana in terms of abortion services. Fi-
nally, hospital registration records and
cross-sectional demographic surveys do
not include the useful insights into
women’s motivations for seeking abortion
that can be obtained from the survey data. 

According the Maternal Health Survey
data, a sizable proportion of the demand
for abortion services comes from relatively
young women, both married and un-
married. Similar to women in developed
countries who seek an abortion to pursue
employment or to otherwise conserve the
limited financial resources of a young fam-
ily,18 Ghanaian women may seek an abor-
tion because they are pursuing an educa-
tion, have employment obligations or
have a young child. Almost 80% of the
women who had an abortion were nulli-
parous or had one or two children. This
pattern appears to confirm the suggestion
that there are a large number of women
who wish to postpone their childbearing
for economic reasons.

Very few of the women in this survey
who had an abortion did so after the first
trimester. In an environment where elec-
tive induced abortion is restricted and
where there is very little public education
on the issue, it is striking that women seem
to know that early abortions are safer and
simpler than late abortions. It also could
be that women are aware that the cost of
later abortions is higher. While the fee for
a second-trimester abortion is lower in the
nonhospital setting, the risk of complica-
tions and death associated with a second-
trimester abortion is very high.

A large proportion of abortions were
performed outside of the medical system.
If it is assumed that nonphysician
providers such as midwives and nurses

of aborting an unwanted pregnancy than
do those who work at home.

Discussion
According to the Maternal Health Survey
Project, Ghana’s abortion ratio is quite high.
As mentioned above, the ratio likely is
lower than the actual ratio because women
do not always disclose whether they have
had an abortion. Another reason the esti-
mates could be low is that the study team
may not have detected very early preg-
nancies, some of which may have ended in
abortion but were not counted. In addition,
97 women were lost to follow-up during
the course of the study, and some of these
women may have had an abortion.

Despite their limitations, the Maternal
Health Survey data are better suited than

have obtained medical training and are
able to perform abortions that do not re-
sult in severe medical complications, then
only one-third of women who obtained an
abortion were in safe hands. However,
nearly half of the women in the study 
obtained a clandestine abortion, which
they performed by themselves through
self-medication or in collaboration with
pharmacists.

Because most abortions, by implication,
represent unintended pregnancies, one
might be quick to equate abortions with
unintended pregnancies. However, for
many women unintendedness compris-
es a wide range of more specific underly-
ing factors.19 A pregnant woman may
want to have a child, but her pregnancy
may have been mistimed, which may
stem from other factors, such as employ-
ment, education or economic status, that
make the timing of the pregnancy unde-
sirable. Such unintended pregnancies,
which are common among young people,
do not necessarily occur because women
or couples have difficulty in successfully
planning births and using contraceptives.
Even where effective contraceptive use is
high, women experience unplanned preg-
nancies as a result of contraceptive failure,
unanticipated changes in their personal
circumstances or sometimes their own
ambivalence.

While it is generally believed that
women or couples in this part of the world
want a large family, it is true that some
women also wish to control their family
size and the spacing of their births. For ex-
ample, evidence from the 1998 Ghana De-
mographic and Health Survey indicates
an increase in current use of contraceptive
methods, from 13% in 1988 to 20% in 1993
and to 22% in 1998. In addition, younger
women reported first use of contracep-
tives at lower parities than older women,
which is suggestive of a move toward the
early use of contraceptives and also the de-
sire to delay childbearing.

Yet contraceptive use as a means of
spacing or limiting births remains very
low. The fact that only 11 women in this
survey had used contraceptives prior to
becoming pregnant, that all of the women
who had an abortion had had a previous
abortion and that more than half (57%) of
the women aborted their pregnancy be-
cause they were unsure about having a
child sends a serious message about the
underutilization of family planning ser-
vices in Ghana. A Ghanaian woman may
be unsure about carrying a pregnancy to
term because her partner denies paterni-
ty, she is not willing or ready to marry, the
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Table 4. Odds ratios for the association
between induced abortion and women’s
social and demographic characteristics

Characteristics Induced abortion

Religion
All others (ref) 1.00
Muslim 0.32***

Age 1.35

Education
None (ref) 1.00
Primary/Islamic† 0.64
Middle 1.96*
Secondary or higher 2.80**

Previous abortion
Yes 1.35**
No 1.00

Parity
1–2 (ref) 1.00
3–4 0.94
≥4 1.78**

Marital status 
Married (ref) 1.00
Single 2.33**

Residence
Rural (ref) 1.00
Urban 1.24**

Category of work‡
Employee (ref) 1.00
Self-employed 1.71***
Family worker 0.13

Place of work‡
Home (ref) 1.00
Outside the home 1.56*

Log-likelihood –1,287.9

N 1,549

*Statistically significant at p<.05. **Statistically significant at p<.01.
***Statistically significant at p<.001. † For this model, primary and
Islamic education were combined because they are not different
in terms of academic qualifications. ‡Working at home means that
a woman is involved in an income-generating activity that is car-
ried out in her home. A woman who is self-employed earns an in-
come from a business that she owns; she may work in or outside
her home. A woman who is a family worker is involved in income-
generating activity in a business owned by her family; a family work-
er may work at home or outside the home and may or may not be
self-employed. Note: ref=reference group.


